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INFERTILITY COUNSELING

Infertility Counseling: A Comprehensive Handbook for Clinicians, Second Edi-
tion, is a comprehensive, multidisciplinary textbook for all health profession-
als providing care for individuals facing reproductive health issues. It is the
most thorough and extensive book currently available for clinicians in the field
of infertility counseling, providing an exhaustive and comprehensive review
of topics. It addresses both the medical and psychological aspects of infertility,
reviewing assessment approaches, treatment strategies, medical counseling
issues, third-party reproduction, alternative family building, and postinfer-
tility counseling issues. Each chapter follows the same format: introduction,
historical overview, literature review, theoretical framework, identification of
clinical issues, suggestions for therapeutic interventions, and future impli-
cation. This edition also includes extensive appendixes of psychological and
legal tools useful to all clinicians, including an Internet database of resources
and an extensive glossary of terminology.

Sharon N. Covington is an Assistant Clinical Professor in the Department of
Obstetrics and Gynecology at the Georgetown University School of Medicine
in Washington, DC. She is also currently the Director of Psychological Support
Services at Shady Grove Fertility Reproductive Science Center in Rockville,
Maryland. A clinical social worker and psychotherapist for more than thirty
years, she practices individual, couple, and group psychotherapy as well as
the highly specialized area of infertility counseling.

Linda Hammer Burns is an Assistant Professor in the Department of Obstet-
rics, Gynecology, and Women’s Health at the University of Minnesota Medical
School and the Director of Counseling Services at the Reproductive Medicine
Center in Minneapolis, Minnesota. She has been a psychologist for more than
twenty years, providing individual and couple counseling in women’s health
psychology, with a special focus on reproductive health psychology.
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Foreword

It is remarkable to see how much the specialty of infer-
tility counselinghas matured and established itself since
the publication, just six years ago, of the first edi-
tion of this important book. I was privileged then, as
I am again now, to write the Foreword for this text-
book, which has become the standard of reference
for the profession. As noted by the editors in their
preface, the continuing enthusiasm that has welcomed
this text both nationally and internationally has cre-
ated the demand to bring all critical chapters up to
today’s leading edge of knowledge, as well as to add
several relevant and important new ones in this second
edition.

Today, with the continued rapid advances in the
assisted reproductive technologies, there is a much
clearer recognition of the psychosocial issues that may
arise over the course of treatment for infertile patients
as well as the critical role played in their management
by mental health professionals. Infertility counseling
has become an indispensable adjunct to the practice
of reproductive medicine, particularly in those coun-
tries at the forefront of new developments in the field.
It is gratifying to see that over recent years, infertility
counseling has gained appropriate recognition on an
even broader international level, which is addressed in
depth in Chapter 31, Global Perspectives on Infertility
Counseling. Of note has been the collegial networking
internationally among national counseling organiza-
tions and mental health professionals that ultimately
led to the formation of an international association,
the International Infertility Counseling Organization
(IICO). IICO continues to grow and evolve, and cur-
rently it is made up of national organizations from
ten countries. IICO has a liaison with the International
Federation of Fertility Societies (IFFS) and also meets
regularly in conjunction with the annual meetings of

other major infertility organizations, such as the Amer-
ican Society for Reproductive Medicine (ASRM) and the
European Society of Human Reproduction and Embry-
ology (ESHRE). Within its educational mission, IICO
provides postgraduate courses with national and inter-
national congresses as well as symposia, workshops,
and social gatherings. These efforts generate informa-
tive dialogue among both medical and mental health
professionals concerning critical legislation and regula-
tions in other countries, practice guidelines, credential-
ing of mental health professionals, research on the psy-
chosocial aspects of infertility and medical treatment
outcomes, and creating standards of practice in infer-
tility counseling worldwide.

All infertility professionals are indebted to coedi-
tors Sharon N. Covington, MSW, and Linda Hammer
Burns, PhD, as well as their distinguished contribut-
ing authors for making this textbook as complete and
comprehensive as it is, covering the breadth and scope
of the field. This new second edition will, ultimately,
make it possible to provide superior clinical care for all
patients worldwide. Not only have the editors provided
an invaluable service to their discipline by fostering
this important text, but they both continue to provide
strong leadership in medical organizations at both the
national and international levels. Linda Hammer Burns
has played an indispensable role in organizing IICO and
is currently its chair. Sharon Covington has been equally
active as a founding member of the Mental Health Pro-
fessional Group (MHPG) of ASRM, serving on many
ASRM committees, including the Society of Asssisted
Reproductive Technologies (SART) Executive commit-
tee and as chair, along with Linda Hammer Burns, of
the MHPG of the ASRM. Both have contributed their
expertise through contributions to other professional
texts and as reviewers for respected journals in the

xv
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xvi FOREWORD

field, in addition to their mentoring of mental health
professionals and clinicians new to the field of repro-
ductive health counseling.

I have known and admired them both for many years,
going back to the time when I was editor-in-chief of
Fertility and Sterility and it was my pleasure to be able
to publish a number of Sharon Covington’s important
juried scientific contributions, as well as calling on both
as reviewers. Through their tireless efforts and devotion
to excellence, both have distinguished themselves in

advancing their field and helping to establish infertility
counseling as an indispensable discipline in the inte-
grated care of infertility patients.

This book will benefit all who read it. As I wrote in
my previous Foreword, it is designed for serious stu-
dents and practitioners of infertility counseling. It will
be a valuable resource text for medical libraries and will
grace the personal libraries of mental health profession-
als, students of reproductive medicine, clinicians, and
educators alike.

Roger D. Kempers
February, 2006
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Preface

Writers are really people who write books not because they are
poor, but because they are dissatisfied with the books which
they could buy but do not like.

– Walter Benjamin

When we wrote (edited) the first edition of this book,
our motivation was simple and straightforward: to pro-
vide a definitive textbook on infertility counseling. We
had worked in the field for a number of years, nurtured
its growth and development as a professional specialty,
and mentored many entering the field, yet there was no
single, scholarly text for professionals. So, with this sim-
ple idea the original text was born. Little did we realize
the impact it would have on the profession of infertility
counseling, the field of reproductive medicine, or on us,
both professionally and personally. We are still amazed
when we hear (as we have many times) people around
the world refer to it as ‘the purple bible.’ This text is not
an updated version of the original book, as is often the
case, but a new book entirely that offers updated ver-
sions of each chapter as well as several new topics. This
is not to say we did not think all of the topics from the
original book were not important or relevant, but only
that limits of space necessitated a reshuffling. As such,
the original text will remain relevant and the new one
of equal and parallel importance.

Since the first edition was published, the profession of
infertility counseling has evolved and so have our own
professional perspectives. One of the most significant
changes has been the development of an international
perspective on infertility counseling. This has been trig-
gered by our own travel instincts (and Linda’s predilec-
tion for visiting infertility clinics wherever she travels)
but also interest in our textbook that has brought us
contacts, questions, and requests for consultations from
around the world. Recognizing this, Linda spearheaded
the formation of the International Infertility Counsel-
ing Organization (IICO) – with the support and helpful
guidance of Sharon who was a founding member of
the Mental Health Professional Group of the American
Society of Reproductive Medicine. Although IICO con-
tinues to experience (as all new organizations) growing

pains, it has been successful in bringing together profes-
sionals from around the world, providing educational
opportunities and a mechanism for professional collab-
oration, and fostering the development of new infertil-
ity counseling societies. Dr. Roger Kempers, who was so
very helpful during his tenure at ASRM and supportive
of our first book, has been equally, if not more, helpful in
the development of IICO in his position as chair of the
International Federation of Fertility Societies (IFFS).
We owe him a special debt of gratitude not only for his
professional and personal support, but for his unyield-
ing validation of the professional development of
infertility counseling and a collaborative approach to
treatment of infertile patients in acknowledging the
importance of psychosocial aspects of infertility.

It was not particularly surprising, as such, when our
ever loyal editor, Nat Russo, approached us with his
usual enthusiasm and insistence about updating the
original text but with a more international perspective.
Although we willingly embraced the idea, little did we
realize then how this new approach would exponen-
tially complicate the project, creating new and unique
challenges for us – as well as our contributors.

To our contributors who met these challenges with
varying degrees of dread and/or excitement, we owe a
very special thank you. All are respected (and busy) pro-
fessionals in their own right and their efforts here are
exceptional. We appreciate each of them for their pro-
fessional expertise, effort, and time. A special thanks
to those who provided extra doses of personal encour-
agement and kindness – especially when our own spir-
its or stamina waned. Many of the contributors have
played significant roles in the professional develop-
ment of infertility counseling worldwide and continue
to do so through an array of professional activities.
While many contributors were authors in the first edi-
tion, some are new to this volume and, as such, faced

xvii
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unanticipated hurdles and problems. Despite the dis-
tinct trials and travails of this edition, we wish to express
our appreciation for each author’s willingness to con-
tribute their expertise and knowledge and for their
patience and tolerance of our suggestions, critiques,
and ‘improvements’ of their work. Although we real-
ize we have become rather notoriously exacting edi-
tors (applying the same exacting standards to our own
work), we hope (and think) that despite our often rigor-
ous demands, we have kept their friendships and they
are well aware of our very deep appreciation.

As before, we must also thank our respective prac-
tices and colleagues. Over the years, Sharon has seen
her practice expand at Shady Grove Fertility Repro-
ductive Science Center from one office, one doctor, and
five staff members, to one of the largest practices in the
United States with eight offices, eighteen physicians,
and more than 250 employees . . . and still growing. The
list of all the important people at Shady Grove who have
helped and supported me along the way is too extensive
to include, yet a few (though not exclusively) stand out:
Dr. Robert Stillman, Dr. Michael Levy, Dr. Eric Widra,
and Dr. Arthur Sagoskin for helping me define the col-
laborative reproductive healthcare model through their
respect and belief in psychological services (and me);
and nurses Karen Moore, Kathy Bugge, and Michele
Purcell for their exceptional skill, compassion, and
encouragement in our work together over the years.
Just as important are the extraordinary group of clini-
cal social workers who have joined me in my practice –
Patricia Sachs, Carol Toll, Ellen Eule, Erica Hanson,
Michelle Hester, and Carol Miller. They have been
patient with me throughout this revision, picked up
extra work without complaint, always kept their good
nature despite my distraction, and continued to remind
me of the importance of this project. I would also like
to thank Dr. Larry Nelson at the National Institutes of
Health for giving me the opportunity to work on his
research team, and for his commitment to the psycho-
logical needs of women struggling with premature ovar-
ian failure. Special appreciation goes to Nancy Hafkin,
PhD, my friend of more than forty years and cotherapist
for more than twenty, for helping (and putting up with)
me throughout this process with patience, humor, and
when needed, clinical interpretation. Thanks, also, to
Linda Applegarth, EdD, who was a personal friend
before we began to share the journey in our professional
careers of infertility counseling and whose understand-
ing and support have been so important to me along
the way. I feel so blessed to have had the opportunity
to do work that I love with people that I love working
with.

Linda has remained at the University of Minnesota
Medical School, Department of Obstetrics, Gynecology,
and Women’s Health, and the Reproductive Medicine
Center. Although he is retired now, special thanks
will always be owed to Dr. George Tagatz, who
decades ago offered me a job and allowed me to
design and implement an infertility counseling pro-
gram that became an integral part of patient care and
the model and impetus for this book. Dr. Theodore
(Ted) Nagel was there that day when Dr. Tagatz asked
(on behalf of both of them), “Linda, how would
you like to work here?” And despite the vicissitudes
of our respective careers, we are both still here –
in large part due to Dr. Nagel’s determined refusal to
allow either of us to retire – even when it seemed like
a good idea. Over the years, I have come to appreci-
ate not only his professional mentoring but his quick
wit, extraordinary intelligence, and personal kindness.
He has, more than any other colleague, tolerated my
big ideas (even when skeptical) and supported my var-
ious other commitments and interests without com-
plaint – and more often than not, offered his own ideas
and insights. In addition, there are other professionals
including physicians, nurses, and secretarial staff who
have, over the decades, provided rewarding and edify-
ing professional as well as personal relationships. These
include, but, of course, are not limited to, Dr. Mark
Damario; Bonnie Le Roy, MS; Mary Ahrens, MS; Selina
Blatz, NP; Mary Danich, NP; Rosie Drechnik, NP; Deb
Pearo, RN; Neda Tasson, RN; Rachel Radman; and
Kim Hockett. In addition, I owe a very special debt
of gratitude to colleague, mentor, and friend Sue V.
Petzel, PhD. She has been there from the very begin-
ning as an exceptionally talented mentor and colleague
who I not only appreciate but respect immensely. Now,
after years of astutely avoiding the field of infertility
counseling, she too has become intrigued with the field
and the fascinating patients we assist. A simple thank
you is really inadequate and, as such, it is my hope that
she is well aware of how grateful I am for her profes-
sional guidance and personal friendship. Finally, I feel
especially privileged and blessed to have had a career
that has been so intellectually stimulating and profes-
sionally rewarding and has allowed me to work with
colleagues who not only gave me respect and support,
but an enjoyable camaraderie.

As we continue to practice as infertility counselors,
we realize that it is our patients who have provided us
with the clinical experience and expertise to enable us
to contribute to this field through professional devel-
opment and writing. As such, we owe a special debt
of gratitude to our patients, both past and present. In
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their suffering and resilience they taught us, and from
their pain and transcendence we learned. We feel hon-
ored and privileged to have been included in their jour-
neys through infertility, pregnancy loss, childlessness,
and for many, eventual parenthood. We are who we are
today and who we have become (personally and pro-
fessionally) because of these special clients, and this
project (as with the previous book) would have been
impossible without them.

It goes without saying that we are grateful to our
families to whom we are not simply indebted – we are
probably overdrawn! Through the journey of this book,
we have seen the birth of Sharon’s first grandchild and
the marriage of Linda’s daughter – in the same month!
Throughout the usual family transitions, personal and
family crises, professional challenges, and daily hassles,
our families have helped us keep our equilibrium (some-
times tenuously) with their steadfast love and support.
Once again, our children offered generous assistance –
even though they are now young adults with lives of
their own and live (most of them) at some distance.
Again, our children were our computer experts (not only
for us but for our contributors), research assistants,
secretarial staff, and general aides-de-camp. We wrote
through wedding plans, baby preparations, babysitting,
computer crashes, cross-country relocations, and natu-
ral disasters with our single-minded determination, cre-
ating only slight (albeit justified) grumbles. Our hus-
bands, despite their own crises and challenges, have
never wavered in their support of our work and this
project, providing limitless encouragement and com-
fort. More than anyone else, they have borne the brunt
of the stressful challenges of this book, tolerating our
self-imposed work schedules, including working during
vacations, filling in on a myriad of responsibilities that

we were forced to relinquish, and yet still they always
supplied us with kindness, love, and a sense of humor –
particularly when our spirits lagged or our nerves were
frayed. Once again, this book is dedicated to our very
special husbands and families including our newest
members, because it could never have happened with-
out their blessing, love, and hard work, in addition to
our own.

Finally, we must thank each other. It was Sharon who
noted that twice in her life she had “married some-
one I hardly knew” – once personally and once pro-
fessionally – and both times it has led to exceptional,
long-lasting ‘marriages.’ Our collaboration and collab-
orative abilities continue to mystify even us. Although
we often felt at the end of our tethers and overwhelmed
by the work, we never felt that way with each other.
We have never disagreed or had a different vision of
what this book could or should be. Somehow, despite
both positive and negative stressors in our personal and
professional lives, we were able to remain focused and
working – usually due to large doses of humor and
Sharon’s ever present reminder to ‘just breathe.’ The
qualities that helped us through the first book (com-
munication, intelligence, good humor, and work ethic)
have also made this book possible. And as before, we
not only learned to appreciate each other more, but we
also learned a great deal about ourselves. For its own
unique reasons, this book was more challenging than
the last, yet also more rewarding. In the end, we are not
only appreciative and proud of the work we have pro-
duced here, but of the friendship and collaboration that
enabled it.

Sharon N. Covington
Linda Hammer Burns
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PART I. OVERVIEW

1 Psychology of Infertility

LINDA HAMMER BURNS AND SHARON N. COVINGTON

A child within my mind. I see
The eye, the hands. I see you also there.
I see you waiting with an honest care,
Within my mind, within my body. . . .

– Elizabeth Jennings

Yearning for children and the heartbreak of barren-
ness have been a part of life since the beginning of
mankind, chronicled throughout history by religious
accounts, myths, legends, art, and literature. Whether
driven by biological drive, social necessity, or psycho-
logical longing, the pursuit of a child or children has
compelled men and women to seek a variety of reme-
dies, sometimes even extreme measures. In fact, in all
cultures involuntary childlessness is recognized as a cri-
sis that has the potential to threaten the stability of indi-
viduals, relationships, and communities. Every society
has culturally approved solutions to infertility involv-
ing, either alone or together, alterations of social rela-
tionships (e.g., divorce or adoption), spiritual interces-
sion (e.g., prayer or pilgrimage to spiritually powerful
site), or medical interventions (e.g., taking of herbs or
consultation with ‘medicine man’).[1] While spiritual
and medical remedies for infertility are common and
often used early on by infertile couples, social solu-
tions demanding the alteration of relationships have
been shown to be the last alternative individuals or
couples usually consider.[1] Typically, infertile couples
are reluctant to jeopardize or disturb close relation-
ships (perhaps because social changes are usually per-
manent) because they hope or believe infertility will be
a temporary problem. By the same token, reluctance to
consider solutions may be due to the hope and promise
often attributed to medical and/or spiritual interven-
tions. Nonetheless, infertile couples use all three mea-
sures – social, spiritual, and medical – as remedies for
their involuntary childlessness; numerous examples of
these remedies exist throughout history and across all
cultures.[1] One of the most renowned social solutions
to involuntary childlessness is King Henry VIII of Eng-
land, who changed the religion and laws of a country to
accommodate the need for a child (albeit a male child).

Divorce, polygamy, and extramarital affairs remain, as
they have long been, social solutions to infertility, as do
various forms of adoption and fostering. Examples of
other social solutions include the continuing practice
in some cultures of multiple wives in response to infer-
tility (or lack of a son) or the custom in some cultures
requiring a sibling (usually an eldest son) to provide one
of his children to a younger, childless sibling. Commu-
nity involvement in the realignment of social relation-
ships is exemplified by the native peoples of two small
islands off the coast of South America in which infertil-
ity was addressed by raiding the neighboring island to
steal small children for childless women. Demonstrable
in each of these examples is the social and emotional
distress and expense of solutions involving the alter-
ation of social relationships, thus explaining, in part,
the reluctance of individuals to pursue these alterna-
tives until other remedies have been exhausted.

Since antiquity, the appeal of religious faith and the
power of belief in spirits and gods as a remedy for
infertility can be found in all cultures. Fertility sym-
bols, special gods, and fertility rites and customs are
apparent from the highly erotic art of India, to the
Celtic goddess of fertility carved into stoned walls of
ancient Irish castles, to specially shaped and painted
Navajo pottery. In ancient Greece, a common offering
to the gods was terracotta votives in the shape of the
affected organ (e.g., vagina, uterus, or penis).[2] In addi-
tion, the special spiritual power of certain places to
enhance fertility can be seen in a phallic-shaped rock
on the island of Maui in Hawaii, as well as in the pil-
grimages made by infertile women of the Carib tribe in
Mexico to Isla de las Mujeres (Island of Women) and by
many infertile Roman Catholic women to Medjugorje
in Bosnia-Herzegovina. Nevertheless, the importance
of faith either as a means of solving infertility or as a

1
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source of comfort cannot be minimized, and religious
faith remains a powerful resource (or painful burden)
for many infertile individuals around the world, even
today.

Infertility affects between 80 million and 168 mil-
lion people in the world today. Approximately one
in ten couples experience primary and/or secondary
infertility.[3,4] The majority of men and women live
in the developing world, are infertile due to sexually
transmitted diseases or underlying, untreated health
conditions (e.g., malnuitrition) while in the develop-
ing world increasing age in women is a major causal
factor in infertility.[5] Global rates of infertility vary
dramatically – from prevalence rates of about 5% in
some developed countries to as high as more than
30% in sub-Saharan Africa.[6] Rates of primary infer-
tility worldwide are generally 1 to 8% with rates of sec-
ondary infertility reaching as high as 35%. The rates of
infertility are the highest in the world in what has been
termed the ‘infertility belt,’ stretching across central and
southern Africa.[7]

Although infertility is a global issue impacting
individual and social well-being, the wide variance in
incidence rates contributes to significant and unique
psychosocial consequences as a result of where an
individual experiences involuntary childlessness. This
‘stratification of infertility’ refers to the ways in which
the infertility experience is affected by economic, social
welfare, and public health issues. These issues include
the preponderance of poverty, malnutrition, obesity,
smoking, sexually transmitted diseases, or other condi-
tions that impact general health and/or fertility; igno-
rance of reproduction, sexual health, and/or fertility
preservation; lack of availability or access to high-
quality medical treatments; and/or the inability to
access medical treatments for cultural, religious, or
legislative reasons. Any and all of these factors can
and do contribute to infertile individuals traveling
across national or international borders in pursuit of
medical treatments to facilitate reproduction and/or
parenthood – a phenomenon often termed ‘reproductive
tourism.’ In short, as a global condition, infertility is not
only a medical condition but also a social and emotional
condition, in which a shift in emphasis has occurred
from coping with childlessness through social means
(e.g., participating in rearing the children of others) to
a dependence on medical interventions – even when
accessing them can be challenging.[8] This process has
been referred to as the ‘medicalization of infertility’ –
the phenomenon in which healthy, yet childless, indi-
viduals become patients, undergoing an array of med-
ical treatments and assuming the passive patient role
in patient–physician interactions – all in pursuit of
parenthood.[9]

Infertility counseling, as an emergent specialty within
the mental health professions, has gained recognition
and respect for its professional contributions through
patient care, research, and education as well as for the
identification of the need for expert care and treatment
of this unique population in conjunction with com-
plex medical treatment. In this book the term infertil-
ity counselor refers to any mental health professional
(e.g., social worker, family therapist, psychiatrist, or
psychologist) who has special training in reproductive
medicine. In fact, a major goal and purpose of this book
is to define the standard of care and practice, profes-
sional competency, and legal responsibilities for infer-
tility counselors worldwide by providing a knowledge
base on which to provide optimum clinical care with
evidence-based therapeutic interventions.

As a clinical textbook, this book provides a compre-
hensive overview of the array of clinical issues and
therapeutic interventions useful for the practicing infer-
tility counselor as well as for the mental health pro-
fessional who encounters a few patients with repro-
ductive issues (current or past) requiring a clinical
understanding of the relevant issues. This textbook
(like its predecessor) has eight sections that reflect
the breadth of the experience and issues confronted
by individuals and couples experiencing infertility:
assessment; treatment modalities; medical counseling
issues; third-party reproduction and other means of
alternative family building; postinfertility issues; and
infertility counseling practice issues. Each chapter fol-
lows the same format regardless of the topic addressed
in the chapter: an introduction to the topic, historical
overview, review of the literature, clinical issues, thera-
peutic interventions, and future implications. This for-
mat is designed to provide both students and profes-
sionals with a consistent and predictable treatment of
each topic and a basis for comparison across topics,
thereby enabling optimum and professionally compe-
tent clinical care using evidence-based practice princi-
ples. This chapter outlines the scope and depth of issues
involved in infertility counseling including:

■ A historical overview of medical approaches to infer-
tility and the emergence of infertility counseling in col-
laborative patient care;

■ A review of advances in the scientific study of psy-
chological responses to infertility;

■ A discussion of the importance of theoretical frame-
works as a basis for developing clinical interven-
tions, including relevant infertility-specific psycholog-
ical theories; and

■ A summary of clinical issues and therapeutic inter-
ventions, which will provide a context for the chapters
in this text.
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HISTORICAL OVERVIEW

The Trobrian Islanders attributed pregnancy to spirits,
not sexual intercourse. Chukchi female shamans said
they made children via their sacred stones, not through
sexual intercourse or any contribution from men. Aus-
tralian Ingarda peoples thought women became preg-
nant by eating special foods or by embracing a sacred
tree hung with umbilical cords from previous births.
The Batak peoples believed no woman could become
pregnant unless umbilical cords and placentas were
buried under her house.[10] Ancient Hindus believed
that conception was facilitated by the worship of the
lingam (erect penis) and yoni (female genitalia) and that
a hole in a rock or cloven tree symbolized the female
birth passage. Therefore, a woman could improve her
fertility by passing through a hole in trees or rocks – a
ritual that continues to be practiced in some parts of
the world even today.[11]

Women in ancient Africa were encouraged to eat the
eye of a hyena with licorice and dill to aid concep-
tion that was guaranteed to occur within three days
while Siberian women were encouraged to eat spiders
to facilitate conception.[11] According to African cus-
tom, to ensure pregnancy men applied a special powder
made from the crushed roots of nine trees to the penis
to enable sexual intercourse three times a night, while
African women used vaginal pessaries made of wool
dipped in peanut oil and wrapped in two cloves of gar-
lic.[12] In ancient Arabia, amulets and/or fertility sym-
bols were commonly worn as pendants to encourage
conception, particularly by Egyptian women. Addition-
ally, many cultures used fertility fetishes and symbols
such as statuettes of pregnant females or of males with
large phalluses to maximize fertility.[11] Even today,
amulets, herbal remedies, and traditional rituals con-
tinue to be used by many infertile men and women,
often in conjunction with conventional medical treat-
ment, in hopes of achieving the longed-for pregnancy
(child).

In antiquity, menstruation and fertility were believed
to be influenced by the waxing and waning of the moon.
As a result, astrology and numerology were consid-
ered important fertility treatments by providing cor-
rect numbers and/or days of the month for maximiz-
ing fertility and achieving pregnancy. It is generally
accepted that ancient peoples had little understanding
of human reproduction and as such sterility. With lit-
tle understanding of the equal contributions of male
and female reproductive cells or the role of sexual inter-
course in fertilization, reproduction was thought to be a
singularly female phenomenon and the role of the male
was considered unnecessary and/or ceremonial. This
ignorance probably contributed to valuing women for

their reproductive abilities but also to blaming women
when conception and pregnancy failed. Throughout
history and across cultures, there are countless exam-
ples of social, religious, and cultural glorification, even
idealization of motherhood, and the vilification and
maltreatment of infertile or ‘barren’ women. Infertile
women were (and still may be) accused of witchcraft;
socially isolated and ostracized; physically abused;
divorced, abandoned, or forced to accept their hus-
band’s additional wives; or murdered (often by their
husband or their husband’s family). In Japanese, the
word for infertile women is umazume, which is liter-
ally translated as ‘stone woman.’ The characters used
spell ‘no-life woman’ or ‘nonbirthing woman.’ Umazume
is considered one of the worst words in the entire
Japanese language and it is rarely used because, accord-
ing to traditional custom, the presence of a stone
woman could make a whole village wither.[13] In var-
ious African, Asian, and Pacific cultures men fear(ed)
female vaginal blood, which is not only viewed as pol-
luting but also thought to weaken any man touched
by it.[14]

Science altered our understanding of reproduction
and fertility when, in 1677, Dutch scientist Anton
Leeuwenhoek became the first to identify spermatozoa
with the newly invented microscope. In 1765, through
experiments with dogs, Italian priest and physiolo-
gist Lazzaro Spallanzani became the first to discover
that mammalian reproduction required both the male
sperm and female oocyte, that is, that the embryo
was the “product of male seed, nurtured in the soil
of the female.”[15] However, it was not until the nine-
teenth century that human reproduction (and infertil-
ity) became more clearly illuminated. In 1826, German
biologist Karl von Baer discovered the mammalian
oocyte and identified mammalian embryonic develop-
ment of animals. Together with Heinz Christian Pan-
der and based on the work by Caspar Friedrich Wolff,
he described the germ-layer theory of embryologi-
cal development and the principles that became the
foundation for comparative embryology.[16] The next
year, Swiss physiologist and histologist Albert von Kol-
liker identified the function of spermatozoa and that
sperm originated from the testes. In 1839, Augustus
Gendrin suggested that ovulation controlled menstru-
ation, thereby dispelling the long-standing belief that
menstruation was controlled by the moon and lunar
phases.

By the early twentieth century, the pieces of the repro-
ductive puzzle were beginning to fall into place. Still, it
was only in the middle of the twentieth century and later
that physicians medically addressed infertility as a cou-
ples issue in which both partners were medically evalu-
ated rather than viewed as a woman’s medical problem
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(defect).[17] Nevertheless, infertility treatment contin-
ued to maintain a paradigmatic example of a medical
situation in which throughout much of its history physi-
cians were men, patients were women, and the focus of
medical treatment was on the sexual organs.[8] Despite
evidence that men were and are infertile as often as
women, throughout history and across cultures, women
have disproportionately borne the medical, social, and
cultural burden of a couple’s failure to conceive. This
is a situation that has become even more prominent
with the advent of assisted reproductive technologies
in which the female partner undergoes disproportion-
ately more treatment, regardless of the etiology of the
infertility diagnosis.[8] This paradigm did not dramat-
ically shift despite the advent of assisted reproductive
technology (ART), which began with the birth of Louise
Brown in Great Britain in 1978. Her conception via in
vitro fertilization (IVF) was the result of the ground-
breaking work of British physicians Patrick Steptoe and
Robert Edwards which began the modern era of human
reproduction in which reproduction did not require sex-
ual intercourse, used an array of assisted reproductive
technologies, and could be facilitated by various forms
of donated gametes, embryos, and surrogacy.

Infertility counseling, as a profession, emerged
almost in tandem with the major medical advance-
ments in the field of reproductive medicine, particu-
larly assisted and third-party reproduction. Although
the psychological impact of infertility was addressed in
the literature beginning in the 1930s, infertility counsel-
ing has emerged as a recognized profession and mental
health specialty only within the past thirty years.[18]
Historically, the role of the mental health professional
in the treatment of infertility was to cure the infer-
tile patient’s neurosis thereby curing their infertility.
This approach fell into disfavor in the 1970s as men-
tal health professionals working in infertility clinics
began providing psychological support, crisis interven-
tion, and education to ameliorate the stress of infertil-
ity and enhance the patient’s quality of life.[19] Today,
the role of the infertility counselor has expanded to
meet the psychosocial challenges of assisted reproduc-
tion and includes assessment, support, treatment, edu-
cation, research, and consultation.[18,20,21]

Throughout history and across cultures, medical
solutions to infertility have been diverse and varied such
as relics, charms, incantations, eating special foods,
vaginal treatments, treatments to enhance male sexual
potency, and special potions and/or poultices. Whether
‘primitive’ medical treatments or the more sophisti-
cated assisted reproductive technologies of today, med-
ical treatments for infertility have always been actively
pursued and held particular power and influence for

infertile couples. It may be argued that medical solu-
tions to involuntary childlessness became even more
powerful and appealing to the infertile by the end of
the twentieth century with the advent of assisted repro-
ductive technologies and advanced third-party repro-
duction.

REVIEW OF LITERATURE

Original investigations into the psychological aspects of
infertility focused on individual psychopathology (par-
ticularly in women), sexual dysfunction, and infertility-
specific distress. Furthermore, early research was
largely based on theoretical speculations or anecdotal
information rather than scientifically rigorous inves-
tigations. Much of the research focused on psycho-
logical distress, was exploratory, relied on researcher-
designed instruments rather than standardized mea-
sures, lacked control or comparison groups, and was
plagued by small numbers. While research on the med-
ical aspects of infertility has expanded exponentially,
research on the psychosocial aspects of infertility con-
tinues to lag behind by comparison. Nevertheless, the
overall quality and quantity of studies have dramatically
improved in recent decades with an increasing number
of infertility counselors acting as researchers investigat-
ing a wider array of issues such as the impact of stress
on infertility; gender differences in response to inferti-
lity; cross-cultural issues; and complicating medical
conditions.

Recently, the focus of research on the psychological
aspects of infertility has shifted from individual psy-
chopathology to more holistic/interactive views of infer-
tility and to the impact of advancing assisted reproduc-
tive technologies. Consequently, there has been a shift
from a singular focus on the individual to assessments
and interventions aimed at groups, such as couples and
families. In addition, while research and clinical expe-
rience continue to indicate that the vast majority of
infertile men and women do not experience significant
levels of psychological trauma or psychopathology, the
use of advanced medical technology and/or third-party
reproduction involving a plethora of additional stres-
sors may increase psychological distress during specific
periods of the treatment cycle. As such, investigations
into responses to assisted reproduction have involved
the interactive aspects of medical technology and indi-
vidual and couple response, as well as medical outcome.
In addition, the focus of both medical and psychoso-
cial research has become more ‘evidence-based’: how
research findings can provide direction for the identi-
fication of clinical issues and therapeutic interventions
that are most beneficial and effective.
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Van Balen and Inhorn contend that research on the
psychosocial aspects of infertility has historically been
hampered because infertility was: (1) considered a med-
ical condition rather than a social problem worthy
of social analysis (particularly in Western societies);
(2) a taboo subject not easily talked about even in ‘neu-
tral’ research settings; (3) an issue emerging in West-
ern societies at a time of changing social beliefs about
parenthood, women’s roles, and the importance of chil-
dren in the lives of men and women; and (4) research-
focused on psychosocial responses to assisted reproduc-
tive technologies and less on the experience of invol-
untary childlessness or ‘disrupted reproduction’ and its
impact on the lives of individuals and couples.[22]

In recent decades, however, infertility has gained
increasing attention from various social and behav-
ioral scientists who have brought a wider variety of
investigative approaches and research methods, in con-
trast to traditional psychologically oriented qualitative
and quantitative methods. Examples of new research
methodologies include the ethnographic model typ-
ically used in anthropology,[23] in which data are
collected on the basis of reproductive life histo-
ries and/or narratives in individual studies;[24–27]
grounded-theory methodology; discourse analysis (e.g.,
the analysis of newspaper accounts);[28] and ethno-
graphic, qualitative case studies.[29] These are but a few
examples of the different research approaches that pro-
vide different perspectives, exciting insights, and impor-
tant findings that help provide a greater understanding
of the psychosocial impact of infertility, thereby facili-
tating the work of infertility counselors by identifying
significant clinical issues and/or beneficial therapeutic
interventions.

While the scientific rigor of psychosocial investiga-
tions has dramatically improved, some significant gaps
in the research remain, particularly regarding the psy-
chosocial needs of the underserved (reproductive strat-
ification) as well as the counseling needs of culturally
diverse patients and reproductive tourists. A continuing
and significant problem regarding research on the psy-
chosocial issues of involuntary childlessness is that the
preponderance of research to date has focused predom-
inantly on white, heterosexual women living in devel-
oped countries and who, generally, are better educated
and have higher socioeconomic status. Far less research
has focused on culturally diverse men and women with
limited financial or education resources, from devel-
oping countries, and/or who have limited access to
treatment or specifically assisted reproduction.[30] The
World Health Organization (WHO) has recognized the
importance of sterility as a health issue of global con-
cern, particularly in developing countries. WHO has

acknowledged the challenges of lack of heterogeneity
in the developing world particularly regarding assisted
reproductive technologies, inconsistent access to or
availability of quality infertility services in the devel-
oping world, as well as the lack of consistent standards
regarding the quality of infertility services.[3] By con-
trast, little attention has focused on the psychosocial
needs and/or the provision of mental health services in
the developing world. Similar challenges exist regard-
ing the wide variation of attitudes regarding counsel-
ing and mental heath services and the lack of consis-
tent standards regarding the quality of available infer-
tility counseling services. As such, underserved, cultur-
ally diverse, infertile couples seeking infertility treat-
ment either in their home country or across interna-
tional borders remain an area that not only received
minimal research attention, but, as a result, also failed
to benefit from clearly identified clinical and therapeu-
tic interventions based on research evidence.

Psychosocial Interventions for Infertility

For several decades the provision of psychosocial sup-
port and/or counseling services have been requested by
patients, suggested by professionals, legislated, and/or
recommended on the basis of evidence-based research.
Infertile patients have requested psychological services
in conjunction with or as an adjunct to medical treat-
ment for infertility[31–33] or through consumer advo-
cacy organizations (e.g., ISSUE, ICSI, CHILD, Resolve).
Recommendations for infertility counseling have also
been mandated by legislation and/or regulatory bod-
ies.[34–39] At the same time, infertility counseling ser-
vices have been recommended and/or mandated by
medical professional organizations, most often in con-
junction with specific medical treatments.[40–43] Men-
tal health professionals have also made recommenda-
tions for the provision of psychological counseling ser-
vices.[20,21,44–46]

In a review of current research, Boivin addressed the
effectiveness of psychosocial interventions for infertil-
ity in terms of the following questions: 1) Do psychoso-
cial interventions improve well-being?, 2) Do psychoso-
cial interventions increase pregnancy rates?, and 3) Are
some interventions more effective than others?[47] The
review involved a systematic search of all published and
unpublished papers in any language and any source that
(1) described a psychosocial intervention and (2) eval-
uated its effect on at least one outcome measure in an
infertile population. A total of 380 studies met the cri-
teria but only 7% were independent evaluation stud-
ies. Analysis of these studies showed that psychosocial
interventions were more effective in reducing negative
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affect than in changing interpersonal functioning (e.g.,
marital and social functioning). Pregnancy rates were
unlikely to be affected by psychosocial interventions.
It was also found that group interventions that had
emphasized education and skills training (e.g., relax-
ation training) were significantly more effective in pro-
ducing positive change across a range of outcomes
than counseling interventions that emphasized emo-
tional expression and support and/or discussion about
thoughts and feelings related to infertility. Men and
women were found to benefit equally from psychoso-
cial interventions. This review highlighted the lack of
well-controlled, scientifically rigorous studies based on
classic experimental methods. This review examined
thirty years of research, yet produced only twenty-five
independent studies evaluating psychosocial interven-
tions for infertile individuals of which only eight met
minimum requirements for good quality studies. By
contrast, during the same period almost 400 papers
were published in which psychosocial interventions for
infertility were strongly recommended. In short, there
remains a significant, even urgent need for high qual-
ity studies to unequivocally address the effectiveness of
psychosocial interventions. Boivin suggests that future
research should address (1) who benefits from psycho-
logical interventions, (2) which types of interventions
are most beneficial to which patients, and (3) when
is the optimum time to provide psychological inter-
ventions. In summary, by not simply recommending,
but by providing evidence-based research through con-
trolled investigative methodology, infertility counselors
can provide more effective psychological interventions
with greater confidence.

THEORETICAL FRAMEWORK

In both psychology and medicine, theories or theoreti-
cal frameworks are the basis for the academic scientific
method. Theories (as a collection of interrelated ideas
and facts) are developed to describe, explain, predict,
and/or change (manage) behavior or mental processes.
The purpose of theories is to better understand previous
conditions that led to a thought, behavior, interaction,
or phenomenon. As such, the scientific method involves
(1) stating the problem, (2) forming a theory, (3) devel-
oping a hypothesis, (4) testing the hypothesis through
a variety of research methods, and (5) replicating the
results of the tested hypothesis. As such, theories or the-
oretical frameworks are a fundamental component of
the research process, while at the same time facilitating
and enhancing patient care by identifying relevant clini-
cal issues and therapeutic interventions most beneficial
and effective in curing or ameliorating sympomatology,

improving well-being, and/or enhancing the outcome of
treatment.

While the focus of the academic approach in
medicine and counseling is research, the focus of the
applied or clinical approach to medicine and counseling
is implementation of knowledge gained from research
for the immediate and practical benefit of individuals,
couples, and families. In fact, clinicians and researchers
do not have mutually exclusive roles and many infer-
tility counselors are involved in both research and
clinical work (i.e., application of research findings) to
some extent over the course of their careers. The basic
premise of applied psychology is the use of psychologi-
cal principles and theories to overcome practical prob-
lems (e.g., reproductive medicine or health psychology).
Infertility counseling is a specialty area with specific
theoretical frameworks, clinical issues, and therapeutic
interventions based on the scientific model of evidence-
based medicine or treatment.

Theoretical approaches to infertility and, as such,
infertility counseling have historically been based on
a specific theoretical perspective or specific principles
of theories adapted and applied to infertility. Recently,
interest in developing infertility-specific theoretical
frameworks, that contribute to a greater understand-
ing of the psychosocial impact of infertility, has been
growing. Infertility-specific theoretical frameworks aid
infertility counselors as both researchers and clinicians
by identifying the psychosocial phenomena of infertil-
ity, relevant issues, treatment modalities, and benefi-
cial interventions to minimize psychosocial distress and
trauma.

Evolution of Infertility-Specific
Theoretical Frameworks

Over the years, infertility-specific theoretical frame-
works have evolved from what have been termed psy-
chogenic infertility theories or psychosomatic medicine
approaches, in which demonstrable psychopathology
was thought to play an etiological role in infertility.[48]
The foundation of psychogenic infertility theories was
Freudian psychoanalytic approaches in which psycho-
logical (and medical) disorders were thought to be due
to an individual’s unresolved conflicts and/or an uncon-
scious defense mechanisms that caused or contributed
to sterility.[49] The psychogenic infertility model (also
sometimes referred to as the psychosomatic medicine
approach) was introduced in the 1930s and reached
its height of popularity during the pronatalist period
of the 1950s and 1960s, particularly in the United
States. At a time when up to 50% of infertility prob-
lems could not be accurately medically diagnosed or
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treated, psychological explanations of potential causes
or treatment modalities were considered helpful and
reasonable. However, the vast majority of these theories
focused on psychological (and subconscious) distur-
bances in women, contending that neurotic conflicted
feelings about motherhood or their own mothers pre-
vented conception and the assumption of adult roles.
Fischer described two personality styles in women con-
tributing to infertility: the weak, emotionally imma-
ture, overprotected type, and the ambitious, masculine,
aggressive, and dominating career-type.[50] The ‘weak’
woman was thought to be unable to separate or dif-
ferentiate from her mother or express her anger in a
direct fashion, or she had an abnormal fear of sex, moth-
erhood, pregnancy, and labor that inhibited reproduc-
tive ability. ‘Ambitious’ women were infertile because
“becoming pregnant meant accepting sexual feelings,
being comfortable in competing with a stronger mater-
nal figure, giving up the fantasy of remaining a child,
and not having to compete with an unborn child.”[51]
Typically, ‘psychogenically infertile’ men were thought
to have domineering mothers who over controlled their
sons by threatening withdrawal of love, expecting con-
formity to their rigid moral codes, or creating anx-
iety within their sons as a result of their own sex-
ual inhibitions.[52] Men, too, were thought to have
conflicted feelings about parenthood or masculinity
causing infertility.[53] This theory was recycled dur-
ing the sexual revolution of the 1960s in descriptions
of the ‘new impotence’ – men experiencing impotence
as a result of performance pressure from ‘liberated’
women who expected sexual encounters to be mutually
rewarding.[54]

Psychogenic infertility theories fell into disfavor partly
as a result of the increased ability of reproductive
medicine to diagnose and treat infertility problems.
During the past thirty years, infertility of unknown eti-
ology has been significantly reduced in large portions
of the world, eliminating the necessity and/or feasibil-
ity of psychological causes of reproductive failure. More
importantly, several reviewers of the psychogenic infer-
tility literature concluded that the preponderance of
studies revealed no consistent or striking evidence of
psychological causes of infertility.[55–58]

Subsequently, psychological sequelae or psychological
consequences theories emerged during the late 1970s in
the United States and a worldwide consumer movement
emphasizing that experience of infertility and treatment
for it are emotionally difficult and all-encompassing,
impacting all aspects of an individual and couple’s
life. Hence, infertility was the consequence and not the
cause of involuntary childlessness.[30,59] Menning was
one of the first to suggest a psychological sequelae or

psychological consequences approach that included the
recommendation of psychological support services in
conjunction with or as an adjunct to infertility treat-
ment.[59] This model was initially presented using a
combination of theoretical frameworks including devel-
opmental models, crisis theory, bereavement models,
and a predictable pattern to develop a stage theory
of infertility. Accordingly, the inability to procreate
impaired the completion of adult tasks of intimacy and
generativity creating a period of emotional disequilib-
rium, with the potential for either maladjustment or
positive growth facilitating resolution and homeosta-
sis for individuals or couples. Furthermore, infertility
evoked typical feelings and psychological responses to
infertility that followed a predictable pattern based on
the stages of bereavement; involved recognition of the
loss; gave meaning to the experience and attained effec-
tive resolution through personal growth; and overcame
the losses of infertility.[59]

In general, the psychological sequelae approach pro-
vided a broad view of the interrelationships of individ-
ual, couple, family, society, and reproductive medicine;
integrated different theoretical frameworks; conceptu-
alized infertility as a major life crisis involving stress
and grief; and provided a framework for the provision of
counseling services. As such, the psychological sequelae
model was valuable in stimulating the development of
consumer advocacy and support organizations; increas-
ing awareness among mental health and medical pro-
fessionals of the importance of the psychosocial aspects
of infertility; and legitimizing adjustment to infertility
as a problem worthy of empirical study.[60] Still, the
psychological sequelae approach was not without flaws
and criticism in that it continued to apply a medical
model to the complex psychosocial experience of infer-
tility and failed to consider the social and cultural fac-
tors influencing the experience of involuntary childless-
ness and treatment for it.[30]

Subsequently, several different approaches have
been suggested including the psychological cyclical
model,[61] the psychological outcome approach,[30] and
the psychosocial context approach. According to the
psychological cyclical model, involuntary childlessness
increases stress levels causing physiological changes
that influence treatment outcome. As such, the cyclical
model suggests that the psychological distress of infertil-
ity can and does have biological consequences that can
(and may) influence conception whether or not medi-
cal treatment is used.[62] However, the cyclical model
historically failed to address stress levels in the male
partner and/or identify what levels of stress were signif-
icant (and counterproductive) for specific individuals
under particular circumstances or situations.
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The psychological outcome approach is, to some
extent, an elaboration on the psychological cyclical
model in that it involves an integrated mind–body, fam-
ily system, and biopsychosocial perspective to research
and clinical practice and recognizes the influence of
psychobiological factors (e.g., stress) on conception and
treatment outcome. The focus of the psychological out-
come approach is the psychosocial response to infertil-
ity treatment of individuals, couples, and subsequent
families as well as psychotherapeutic interventions that
impact treatment outcomes. An example is the Heidel-
berg Model,[46] in which solution-focused counseling
was found to be helpful for infertile couples, particu-
larly couples who were highly stressed and who experi-
enced deterioration of mood and sexual problems over
the course of treatment.

The psychosocial context approach addresses how
infertility is an experience that occurs within a social
structure (e.g., marriage, family, community, and cul-
ture) and context (e.g., culture or religion). Although
infertility can be a painful psychological trauma and
life-altering phenomenon that is isolating and stigma-
tizing, it is not simply an individual psychological expe-
rience but a social experience that occurs within the
context of the individual’s or couple’s life and social
milieu. As such, infertility is better understood as a
‘process’ rather than a single event or series of iso-
lated events. The psychosocial context approach is also
a less individualistic model that takes a more holistic,
global approach to understanding the psychosocial phe-
nomena of infertility and the provision of treatment.
It addresses cultural, religious, and environmental fac-
tors (e.g., natural or manmade disasters such as hur-
ricanes or terrorist attacks) that can and do inten-
sify or somehow influence the infertility experience for
individuals and couples. Furthermore, the psychoso-
cial context approach addresses the issues of stratifica-
tion of medical and mental health services for infer-
tility (e.g., uneven availability of infertility treatment
services); reproductive tourism (e.g., culture clashes
when patients travel across borders for reproductive
treatment); and, finally, the influence of culture and/or
religion on psychosocial response to infertility as well as
the acceptability of medical treatments, mental health
care, and/or family-building options.

Ultimately, both the psychological outcome and psy-
chosocial context approaches provide perspectives by
increasing our understanding of individual, couple and
cultural differences, providing greater knowledge of
clinical issues and effective therapeutic interventions to
improve patient well-being and response to treatment.
Ultimately, theory development in infertility should
expand even further to include the integration of empir-

ical research, clinical practice, psychotherapeutic inter-
ventions, and social policy issues acknowledging the
universal and global context in which infertility is expe-
rienced and in which treatment is provided both medi-
cally and psychologically.[30] As noted throughout this
book, how theoretical frameworks have been devel-
oped and/or applied in infertility vary according to the
issue or topic being addressed. As such, the psychoso-
cial context approach to theoretical frameworks in infer-
tility may be more relevant as it acknowledges that
the theoretical framework of individual identity may
be highly applicable to individual psychotherapy or
psychopathology but less useful within the context of
cross-cultural counseling, while stress and coping the-
ories or bereavement theories may have more universal
application.

Infertility-Specific Theoretical Frameworks

Grief and Bereavement Approaches
Infertility involves grief and loss whether it is a
profound distinct loss at the onset of treatment or a
gradual accumulation of losses over time. The losses
of infertility may involve the loss of individual and/or
couple’s health, physical and psychological well-being,
life goals, status, prestige, self-confidence, and assump-
tion of fertility, loss of privacy and control of one’s body,
and anticipatory grief at the possibility of being child-
less.[63,64] Grieving may also involve mourning rela-
tionships altered by infertility whether allowed to slip
away or actually lost or forever changed. As with any
grief response, the level of attachment (the desire for
parenthood, child, or baby) is directly proportionate to
the level of grief an individual or couple experiences.
As such, infertility may typically involve grief responses
such as shock, disbelief, anger, blame, shame, and guilt,
while over time, feelings of loss of control, diminished
self-esteem, chronic bereavement, anxiety, and depres-
sion may persist.

Building on bereavement approaches to infertility,
Burns and Covington suggested the keening syndrome
of infertility-specific grieving.[21] Within this context
keening refers to the traditional Irish custom of griev-
ing in which women weep and wail while preparing
the deceased for burial, while men watched in somber
silence (often sharing alcoholic beverages which typ-
ically lead to the cultural phenomenon known as the
‘Irish Wake’). The keening syndrome of infertility refers
to the way in which many couples grieve the losses of
infertility: Women weep and men watch – with men
often emotionally distancing themselves from the cou-
ple’s shared loss. This phenomenon can result in hus-
bands becoming the ‘forgotten mourners’ because the
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husband is less verbal and expressive with his grief or
unable to express it in the same open manner as his wife.
Ultimately, failure to acknowledge and appropriately
grieve the losses of infertility has an impact on a couple’s
long-term adjustment to infertility, as well as prospec-
tive decisions regarding treatment and family-building
alternatives. In many ways, this approach highlights not
only gender differences in grief and mourning but also
how women often assume the role of primary mourner,
bearing an unequal share of the emotional burden of a
couple’s grief. Some have suggested that this is because
women are proportionately more distressed than men,
while others argue that it represents a common mari-
tal or cultural pattern in which women assume greater
responsibility for the couple’s emotional well-being
and expressiveness. It may also reflect how infertility
treatment is disproportionately geared toward women.

By contrast, Unruh and McGrath objected to the
application of traditional grief and loss theory to infer-
tility because it failed to address the ongoing, chronic
nature of infertility.[65] They identified infertility as
a chronic sorrow for the infertile, typically involving
numerous losses over an extended period of time. In
fact, infertility-specific grief may never be completely
mourned, transcended, or fully integrated. According to
the chronic infertility-specific grief model, even after par-
enthood has been achieved or childlessness accepted,
infertility can, and often does, periodically reemerge
only to be remourned from a different perspective or
vantage point in the couple’s or individual’s life.

It has been suggested that infertility is a disenfran-
chised grief in that infertility is a loss that can lead
to intense grief, although others may not recognize it
or perceive it as minor.[66] Disenfranchised grief has
three categories, all of which are to some extent often
experienced by infertile couples. It is a grief in which
(1) the lost relationship loss has no legitimacy, is socially
unrecognized, or unacknowledged (e.g., yearned-for
child, miscarriage); (2) the loss itself is not recog-
nized as significant to others in the couple’s social net-
work or culture (e.g., failed treatment cycle or chem-
ical pregnancy); and (3) the griever is not recognized
as having suffered a loss and justified in grieving. Dis-
enfranchised grief is recognized as a more complicated
bereavement because the usual supports that facilitate
grieving and the healing process are absent. Further-
more, there are some situations around which losses are
so socially stigmatizing that individuals are reluctant to
acknowledge their loss. Infertility may be so socially
unacceptable that the shame of the diagnosis, treat-
ments for it, and/or family-building alternatives may be
lead the infertile individual to keep his or her losses
hidden to minimize social stigma.

Individual Identity Theories
Infertility as an experience that alters an individual’s
identity and sense of a self was suggested as integra-
tion of infertility into sense of self model by Olshansky,
who contended that the internalization of the infertil-
ity experience is instrumental in managing the narcis-
sistic wounds of infertility.[27] According to this theo-
retical approach, infertility alters an individual’s sense
of self by creating or exacerbating feelings of defi-
ciency, hopelessness, and shame. Both infertile men and
women experience altered self-concept and self-image
as a result of infertility, although they may experience it
differently. Women often feel inadequate and deficient
for failing to fulfill personal and societal roles, while
men often feel inferior, ashamed, and angry. In short,
whether infertility involves an actual pregnancy loss or
the loss of the couple’s wished-for child, it is a loss that
is experienced as a narcissistic injury as well as a sym-
bolic loss of self.[67] A core concept of this theory is
that individuals experiencing infertility must integrate
and incorporate infertility into their individual identity,
sense of self, or self-definition. In so doing, the indi-
vidual is then able to move beyond a personal iden-
tity of oneself as ‘infertile’ and transcend the experience
through overcoming, circumventing, or reconciling the
identity of self as infertile.[27]

In considering the impact of infertility on women,
Unruh and McGrath suggest that infertile women have
(1) the right to have control over their bodies, particu-
larly their reproductive capabilities, and to actively par-
ticipate in their healthcare; (2) been commonly blamed
for the conditions that have caused them personal dis-
tress; (3) been socialized to value themselves primar-
ily for their childbearing roles; and (4) more in com-
mon with each other than their differences in fertil-
ity.[65] Another theoretical approach that addresses
identity issues in infertile women is Kikendall’s appli-
cation of self-discrepancy theory. According to this theo-
retical approach, infertility is a personal identity crisis
in which a woman experiences a conflict between her
ideal sense of self as mother or woman and her real
sense of self as infertile.[68]

Stress and Coping Theories
Taymor and Bresnick were the first to refer to infertil-
ity as a stressor and crisis involving interaction among
physical conditions predisposing to infertility, medi-
cal interventions addressing infertility, reactions of oth-
ers, and individual psychological characteristics.[69]
Stanton and Dunkel-Schetter applied stress and cop-
ing theory to infertility, noting that infertility is char-
acterized by the dimensions of what individuals find
stressful: unpredictability, negativity, uncontrollability,
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and ambiguity.[60] Furthermore, infertile couples typ-
ically perceive infertility as carrying the potential for
both harm (e.g., loss of a central role) and benefit (e.g.,
strengthening of the marital relationship). Additionally,
infertility is a stressor that is both controllable (e.g.,
deciding whether or not to pursue medical treatment
or a specific treatment) and uncontrollable (e.g., attain-
ing conception).[70]

Within the context of the infertility, individuals may
experience a single acute stressor (i.e., crisis) such as
diagnosis of a genetic disorder or cancer as the cause
of infertility and, as such, is a discrete, time-limited cri-
sis involving specific coping strategies to adapt to the
crisis. However, for the majority of couples, infertil-
ity is more likely to be experienced as a chronic stres-
sor in that emotional distress and demanding treat-
ments and events accumulate over an extended period
of time requiring different coping strategies to success-
fully adjust, adapt, and maintain emotional and mar-
ital equilibrium regardless of the ultimate outcome.
Whether acute or chronic, infertility is a life crisis typ-
ically perceived or experienced as an insolvable prob-
lem threatening important life goals, taxing personal
resources, and potentially arousing unresolved prob-
lems from the past. The application of stress and cop-
ing theory to infertility provides a greater understand-
ing of (1) the conditions under which infertility is
likely to be perceived as stressful; (2) factors most
likely to facilitate or impede adjustment in infertile cou-
ples or individuals (i.e., identifying optimum coping
strategies); (3) guidance in defining what constitutes
successful psychological adjustment to infertility; and
(4) what therapeutic interventions may be most benefi-
cial for enhancing treatment outcome and/or reducing
stress.

Social Construction and Stigma Theories
Infertility is experienced within the context of ever
changing interpersonal relationships, predominantly
family relationships. The individual develops a sense
of self within the context of social interactions, fam-
ily systems, religion, personal values, culture, and lan-
guage often based on narratives that contribute to the
construction of a sense of self and one’s life. The con-
cept of stigma in infertile men and women contains
a self-perception of loss, role failure, and diminished
esteem.[71] This theoretical framework is the founda-
tion for understanding infertility as a cultural, religious,
and existential experience.

Stigma involves the failure to fulfill cultural norms
and extends to the social identity of the whole person,
polluting his or her other accomplishments.[72] Stigma
has been identified as theoretical framework applicable

to both gender-specific infertility and infertility-specific
individual distress within cultural contexts.[73,74]
Infertile men and women typically experience feelings
of defectiveness, inadequacy, inferiority, worthlessness,
shame, and guilt – feelings that have been found to
be culturally universal responses. Although men and
women do not appear to differ in feelings of stigma
regarding infertility, men with male-factor infertility
seem to be more stigmatized than men without male-
factor infertility, and women seem more stigmatized
by infertility regardless of the diagnosis.[75] In short,
infertility, as an externally invisible ‘defect,’ increases
feelings of inferiority, differentness, and spoiled
identity.[76,77]

Stigma has been found to be a significant theoreti-
cal framework across cultures in that different facets of
infertility cause social isolation in specific cultures or
social circumstances. Accordingly, Gonzalez noted that
social stigma was experienced as failure to fulfill a pre-
scribed societal norm as well as an assault on personal
identity. However, infertility could also be a transfor-
mational process in which an individual has mourned
the loss of reproductive function and parenting roles
and struggled to make restitution for the perceived
stigma and powerlessness associated with nonfulfill-
ment of a prescribed societal norms, exclusion from
cherished societal rituals, and deprivation of familial
ties of descent.[78]

Family Systems Theory
Infertility thwarts a couple’s movement forward into
the next stage of marriage and family life (i.e., ‘fam-
ily expansion’) for the couple as well as the members of
their extended families. As such, infertility is an inter-
generational family developmental crisis preventing par-
ents and siblings from proceeding through life cycle
stages (e.g., not yet grandparents, inability to share par-
enthood with siblings). It is a crisis of family develop-
mental genealogy in which infertility jeopardizes and
compromises the family’s generative potential. Fam-
ily system theory has been applied to infertility in a
variety of contexts (e.g., cultural factors, diagnosis of
genetic disorders, family-building alternatives, and the
impact of family ‘secrets,’ particularly regarding third-
party reproduction). Furthermore, family systems the-
ory and therapeutic interventions have been integrated
into infertility counseling diagnosis and treatment, as
exemplified by the identification of resiliency as an
individual and family strength potentially facilitating
adjustment to infertility not only for the infertile cou-
ple, but also their extended family.[79]

Matthews and Matthews, using the family life stage
model, suggested that the identity confusion and role
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adjustment of infertility precipitates family stress and
crisis.[76] Accordingly, infertility as a ‘transition to non-
parenthood’ represents the infertile couple’s inability to
make the anticipated transition to parenthood, result-
ing in confused life tasks, uncertain roles, and blurred
boundaries in their own relationship as well as their
relationship with their families of origin. Furthermore,
the distinction between ‘the biological condition of
infertility’ and ‘the social condition of involuntary child-
lessness’ is an important determinant in how individu-
als and family systems experience infertility and invol-
untary childlessness.

Family boundary ambiguity refers to ambiguity in
family relationships and roles that impact and even
impair marital and family functioning. The longed-for
child is experienced by the infertile couple as ‘psycho-
logically present but physically absent,’ blurring the
boundaries and thereby creating ambiguity in the cou-
ple’s marital system, as well as their extended fami-
lies.[80] The ambiguous boundaries of infertile cou-
ples are emotionally painful and can have long-lasting
effects for couples because over time, the longed-for
child becomes an idealized child, who represents ide-
alized portions of each spouse. Or the failure of the
child to arrive may be perceived as caused by the
negative characteristics (faults) of themselves or their
partner. In response to infertility, some couples create
rigid boundaries around the issue of infertility, protect-
ing themselves against invasions of privacy but poten-
tially contributing to isolation and alienation from
friends and family. Other couples create boundaries
that are too permeable, sharing too much informa-
tion with others or disregarding their partner’s personal
boundaries.

Another application of family system theory is com-
plex adoption, which refers to the cultural and social
influences, historical circumstance, and scientific devel-
opments that have facilitated the creation of families
via various forms of adoption and assisted reproduc-
tion.[81] Complex adoption includes various forms of
adoption including adoption of older children through
foster placement or institutional care; open adoptions
in which birth parents have an ongoing relationship
with the adoptive family; international or intercoun-
try adoptions; transracial adoptions; as well as the
wide array of medically assisted third-party repro-
duction (e.g., donated gametes, embryos, and gesta-
tional carrier facilitated parenthood). Although these
forms of adoption present new avenues of parent-
hood, they also present new challenges to the process
of family formation, family dynamics, and the psy-
chosocial needs of both parents and children in these
families.

Phase or Stage Theory
Read has suggested an infertility counseling model
based, in large part, on the needs and recommen-
dations of the Human Fertilization and Embryology
Authority.[82] The model incorporates the grief coun-
seling models of Kubler-Ross (denial, anger, bargain-
ing, depression, and acceptance) and Worden (accept
the reality of the loss; work through the pain of grief;
adjustment in the environment that acknowledges the
lost loved one; and emotionally relocate and move on
with life) as well as the helping model of Egan (explo-
ration, new understanding, and action). Read’s infertil-
ity counseling model involves fives stages: (1) diagnosis,
(2) managing feelings, (3) planning action, (4) under-
standing medical treatment, (5) and awaiting treatment
outcomes. According to Read, the stages of this model
may be repeated as the individual and/or couple adapts
to the loss.

Blenner’s stage theory of infertility described the
experience of moving from the prediagnosis to post-
treatment as passages based on three concepts: (1) en-
gagement, (2) immersion, and (3) disengagement. The
stages within these concepts were: (1) experiencing a
dawning of awareness, (2) facing a new reality, (3) hav-
ing hope and determination, (4) intensifying treatment,
(5) spiraling down and letting go, (6) quitting and mov-
ing out, and (7) shifting the focus.[83]

Diamond and colleagues described five distinct
phases of infertility. They are: Dawning, Mobilization,
Immersion, Resolution, and Legacy.[84] During the
Dawning phase, couples become increasingly aware
that they are having a problem conceiving and even-
tually seek medical assistance. Mobilization marks the
first step into the medical arena during which the cou-
ple begins diagnostic testing. If a definitive diagnosis is
made, it can cause shock, disbelief, and denial, particu-
larly if it is secondary infertility. Problems may emerge
in the relationship as the couple faces the first of what
will probably be many losses. Immersion is the most
complex and demanding phase, as the couple under-
goes more and more testing and treatment. This stage is
marked by feelings of being in ‘limbo’ or ‘not yet parents’
because they cannot move ahead to the next stage of the
life cycle: parenting. Late in the Immersion phase, cou-
ples may face family-building alternatives they never
thought they would have to consider: decisions about
donor gametes, donor embryos, or adoption. The Res-
olution phase consists of three overlapping subphases:
(1) ending medical treatment, (2) acknowledging and
mourning the loss of not having a genetically shared
(or related) child, and (3) refocusing on other possibil-
ities such as prenatal adoption, traditional adoption,
or childlessness. The Legacy phase encompasses the
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aftermath of the infertility experience including the
marital, sexual, and parenting problems that may
emerge as a consequence of infertility, particularly
when partners have not adequately handled the signifi-
cant losses of it.

Deveraux and Hammerman suggested a model of
infertility counseling that involves integrating infer-
tility into identity; empowering infertile individuals;
managing infertility; and recognizing loss and grief as
inherent aspects of infertility.[85] The primary objec-
tive of this model is facilitating the integration of
infertility into the individual’s sense of self and away
from identification of himself or herself as solely indi-
vidual. Accordingly, the stages of this model involve
(1) integration of infertility into the individual’s def-
inition of self, (2) acknowledging that the infertile
individual is the ‘expert,’ (3) promoting acceptance of
infertility, (4) acknowledging the losses of infertility,
(5) facilitating grief and bereavement, (6) assigning
homework, (7) fostering and encouraging individ-
ual empowerment, (8) facilitating transcendence of
the infertility experience through acceptance (rather
than resolution), (9) promoting responsibility (ver-
sus control), and (10) encouraging self-advocacy. This
model encourages a variety of therapeutic interventions
including the use of cognitive restructuring, journaling,
development of rituals, the use of metaphors and analo-
gies, pragmatic problem-solving and creative decision
making, and techniques that facilitate bereavement,
integration of the infertility experience, and problem-
solving. It provides a model for planning therapeutic
sessions.

Cooper-Hilbert applied a variety of family system
couple’s developmental stages and tasks to the counsel-
ing of infertile couples.[86] These developmental stages
focused on the expansion of the couple dyad; estab-
lishing a nuclear family relationship; fulfilling parental
roles as individuals and couples; and redefining rela-
tionships with one’s family-of-origin. According to this
model, the primary goal of the initial stage of psy-
chotherapy is normalization of the couple’s infertility
experiences. In the second stage, the goal is assess-
ment and treatment of any serious individual psy-
chological disorder; encouragement of the expression
and acknowledgment of the partner’s feelings about
infertility; and continued normalization of feelings
regarding infertility. Additionally, the therapist provides
assistance with separating their sexuality, self-image,
and self-esteem from the issue of childbearing. Dur-
ing the final stage of psychotherapy, the goal is accept-
ing infertility and moving on from it. Integral to this
stage is facilitating planful coping, goal setting, decision

making, stress management, and giving meaning to the
infertility experience.

CLINICAL ISSUES

Infertility is recognized around the world as a dis-
tressing experience with the potential for threatening
individual, marital, family, and social stability. There
is some evidence that certain circumstances enhance
infertility-specific distress including preexisting med-
ical or mental health problems, cultural or religious
issues, and gender-specific infertility diagnosis. Distress
may be the result of the experience of involuntary child-
less or disrupted reproduction, the infertility diagnosis
itself, or the demands of the medical treatment regimes
to treat infertility. Gender-specific diagnosis addresses
the unique way in which men and women experience
infertility differently, and the consequences of being the
‘identified patient.’

With the globalization of infertility care, the
importance of providing culturally-sensitive infertility
counseling is even more paramount. The psychology of
infertility for diverse populations and circumstances (as
distinct from white, middle-class, heterosexual, young,
first-married couples) involves the recognition of dis-
parate responses and unique social circumstances, typ-
ically influencing therapeutic approaches and counsel-
ing interventions. Knowledge of cross-cultural factors
in infertility can assist the therapist’s provision of appro-
priate support, direction, and intervention, as well as
improving establishment of the therapeutic alliance.
Infertility is experienced within a context that has an
impact on the infertile couple’s experience of infertility
as well as their perspective, approach to treatment or
family-building options, and psychological adjustment.
Providing culturally-sensitive infertility counseling not
only improves patient care and satisfaction, but cultural
competency from the infertility counselor is also funda-
mental to professional standards of care, particularly in
terms of the global nature of infertility and the issue of
reproductive tourism.

Medical Counseling Issues

Although an understanding of the psychology of infer-
tility is fundamental to infertility counseling, it is also
paramount that the infertility counselor be knowl-
edgeable of reproductive medicine, including medical
diagnosis and current treatment options for infertil-
ity. As a basis for this understanding, an overview of
the medical aspects of infertility is provided, as well
as a review of medical conditions or circumstances
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of particular relevance to infertility and its treatment.
This includes not only knowledge of the basic infertil-
ity work-up and treatment options but also the various
forms of assisted reproduction including third-party
reproduction. Additionally, medical factors impact-
ing fertility such as preexisting genetic disorders or
genetic conditions causing infertility are also impor-
tant. In short, it is important that infertility counselors
have a comprehensive understanding of reproductive
medicine and that their knowledge base always remain
current, as reproductive medicine is a dynamic and ever
evolving field. As such, the medically knowledgeable
infertility counselor is better able to provide accurate
patient education and guidance; collaborate with other
professionals on the reproductive medicine team; and
assess patient response to treatment.

Medical conditions affecting fertility include con-
ditions causing infertility (e.g., cancer treatment or
genetic disorders), resulting in infertility (e.g., prema-
ture ovarian failure), or affecting infertility treatment
(e.g., endometriosis). Medically complicating conditions
or special medical circumstances often involve a vari-
ety of psychological issues with the potential for precip-
itating emotional crisis and understandably impacting
emotional well-being as well as reproductive treatment
decisions. Diagnosis of a disease or genetic disorder
(whether related or unrelated to infertility) during the
course of infertility evaluation or treatment can result in
a dual crisis of health and fertility in which the patient
must deal with illness (even mortality) that amplifies the
typical reactions to infertility of loss, defectiveness, and
abnormality. Finally, it has become increasingly com-
mon for infertile patients, as well as gamete donors, to
undergo genetic counseling and/or genetic screening for
reasons of parental age, reproductive or medical his-
tory of genetic disorders, or diagnosis of the reproduc-
tive problem. Understandably, the process of genetic
counseling and/or the diagnosis of a genetic problem
can cause significant emotional distress and complicate
adjustment to infertility.

For couples who may have spent years of antici-
pation, time, energy, and money to conceive a much
desired pregnancy, pregnancy loss or the death of a
newborn is especially bitter and cruel. Pregnancy loss
(whether spontaneous or planned) can be an emo-
tionally traumatic experience involving varying degrees
of grief, diminished self-esteem, and marital distress.
Spontaneous losses – ectopic pregnancy, miscarriage,
stillbirth, or infant death – can potentially trigger
acute grief responses, clinical depression, and/or the
reemergence of unresolved past losses. Planned ter-
minations (e.g., for reasons of multifetal reduction or

genetic defects) are often grieved and mourned in the
same manner as spontaneous losses, although social
stigma associated with abortion may increase isola-
tion and guilt about the ‘chosen’ loss of a longed-for
child.

Infertility Counseling Practice Issues

Infertility counseling is an amalgam of medicine and
mental health and, while a relatively new, still evolving
field, has taken on a global perspective in which men-
tal health professionals worldwide (i.e., social work-
ers, psychologists, psychiatrists, psychiatric nurses, and
family therapists) have become increasingly important
professionals in reproductive medicine, genetics, and
perinatalogy. Infertility counselors are mental health-
care providers, researchers, reproductive medical team
collaborators, and educators, as well as a support-
ive resource to colleagues. The practice of infertil-
ity counseling has required not only additional clini-
cal skills but also increasing adaptability by including
more culturally diverse counseling skills (e.g., repro-
ductive tourists), legal and ethical knowledge, and the
growing use of telecommunication for education, infor-
mation access, and communication with colleagues
and patients. A major goal of infertility counseling is
improving the quality of infertile patients’ lives during
and after treatment, ameliorating the impact of infertil-
ity, facilitating patient transcendence of the infertility
experience so as to minimize long-term harm or dis-
tress, and ensuring the healthy adjustment of all par-
ticipants, particularly in families created via complex
(third-party) reproduction or adoption and for children
with a legacy of parental infertility.

To achieve this goal, the practice of infertility coun-
seling has evolved into a model of collaborative repro-
ductive healthcare. Infertility counselors, whether inde-
pendent or employees of a reproductive clinic, need
to be versatile and adaptable to work with a vari-
ety of relationships – patients, treatment team, col-
leagues, advocacy and community organizations, and
more. They also need to develop practice management
skills that further the collaborative reproductive health-
care model, which may seem in contrast, at times, with
traditional mental health practices. Furthermore, infer-
tility counseling is not practiced in a vacuum but rather
in a global environment, with increasing ethical and
legal challenges. Infertility counselors often are con-
fronted with ethical issues generated by rapidly chang-
ing and advancing technology and social topography.
Just as variable are the legal issues faced by infertility
counselors regarding practice standards, competency,
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laws and regulations, as well as matters occurring from
third-party reproduction.

Infertility counselors must abide by the professional
standards of their particular profession (e.g., social
work and psychology) while at the same time main-
taining the highest professional standards regarding
infertility counseling. Professional competency in infer-
tility counseling involves maintaining an awareness of
current standards of ethical practice (locally and glob-
ally), legal responsibilities, appropriate record keep-
ing, and collaboration with other professionals (e.g.,
medical, mental health, and legal professionals) work-
ing in reproductive medicine. To further these objec-
tives, practitioners in an increasing number of countries
have formed professional infertility counseling orga-
nizations, often under the umbrella of reproductive
medical societies. Recently, these groups have joined
together to form the International Infertility Counsel-
ing Organization (IICO), further reflecting the global
perspective of this profession.

THERAPEUTIC INTERVENTIONS

The clinical issues of reproductive medicine, psychoso-
cial components of impaired fertility, and professional
competency provide the knowledge base upon which
infertility counselors approach a variety of therapeutic
interventions. These areas include:

■ assessment;
■ treatment modalities;
■ third-party reproduction and other means of alterna-
tive family-building;
■ postinfertility issues.

Assessment

Infertility counseling or the psychological care of the
infertile individual or couple including assessment and
treatment, can take place within a wide array of contexts
and circumstances, such as self-referral for psychother-
apy or mandatory preparation and educational coun-
seling prior to medical treatment. Infertility counselors
may provide psychological assessment, screening, and
psychotherapy; diagnosis and treatment of disorders;
and psychometric testing and/or administration mea-
sures of infertility-specific distress. Psychosocial assess-
ment generally involves gathering information in a
structured manner about the individual/couple’s per-
sonal history, psychiatric history, and current level of
functioning, as well as a review of the infertility expe-
rience in terms of its impact on marriage, psychiatric
health, relationships, reproductive history, and sexual
history. The clinical interview provides the framework

for assessment. When combined with psychological
testing, information from the clinical interview is used
to facilitate assessment, so as to develop and imple-
ment a treatment plan. Like other forms of psycholog-
ical treatment, infertility counseling involves interven-
tions based on careful psychosocial assessment of the
patient or couple; and may identify disturbance, psy-
chopathology, and/or possibly the need for psychotropic
medication.

While there is no evidence of increased incidence of
psychiatric problems in infertile patients, individuals
may develop psychological distress in response to the
stresses of medical treatment or experience the reemer-
gence of preexisting psychopathology (e.g., depression
and eating disorders) over the course of infertility treat-
ment. Whether newly emergent or preexisting, emo-
tional distress can impair quality of life, have an impact
on medical treatment, and pose challenging manage-
ment problems for medical staff. As such, psycholog-
ical care involves a variety of treatment modalities
including psychiatric or psychopharmacological treat-
ment. Whether psychiatric care is adjunctive or primary
care, the practitioner must be aware of the unique treat-
ment demands and challenges of patients undergoing
infertility treatment, while also requiring psychiatric
care. As a result, the infertility counselor and treatment
team must be cognizant of the treatment needs of both
medical and mental health diagnosis.

Finally, competent and optimum infertility counsel-
ing involves the provision of care based on sound
theoretical, clinical, and therapeutic principles, which
need to be supported by evidence found in grounded
research. However, despite overwhelming recommen-
dations in the literature in the past forty years for
psychosocial intervention, there is poor integration
of research into infertility counseling practice. An
evidence-based treatment approach uses empirically sup-
ported assessment strategies and techniques, empha-
sizing diverse methods in addition to the clinical inter-
view and assessment measures. Infertility counselors
increasingly will be called upon to support the effec-
tiveness of their psychosocial interventions based upon
empirical evidence, especially in regard to financial
reimbursement from third-party payers (i.e., insurance
companies) and, thus, will need to develop practice-
based research skills.

Treatment Modalities

Infertility counselors use a variety of treatment modal-
ities, rarely endorsing a single approach, as noted
throughout this text. It is generally recognized that var-
ious treatment modalities (individual, couple/family,
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support and therapy groups) are used in infertility
counseling, based upon theoretical and therapeutic
approaches such as psychodynamic therapy, cognitive-
behavioral treatment, marriage and family ther-
apy, strategic/solution-focused brief therapy, sex
therapy, crisis intervention, grief counseling, and
implications/decision-making counseling. Individual
counseling is useful for addressing personal distress and
dysfunction, whether caused or exacerbated by infertil-
ity. It provides a safe and trusting relationship with the
therapist, allowing growth and healing from the pain of
infertility or past psychological injury or illness. Couple
counseling is useful in addressing relationship or
marital problems, particularly those involving commu-
nication, decision making, and conflict resolution. It is
a particularly appropriate approach as infertility is usu-
ally a ‘couple problem,’ involving the grieving of shared
losses for both partners, interrupted sexual practices,
and considerable couple stressors (e.g., financial strain
and extended medical treatment). Group counseling is
helpful to couples and individuals needing validation
or personal perspective in promoting psychological
growth. Group members aid in normalizing and shar-
ing the infertility experience, as well as ameliorating
feelings of isolation and stigma. Additionally, there is
some evidence that some forms of group interventions
may improve medical treatment outcomes.

Within the context of these three methods of ther-
apy delivery, different counseling approaches may be
used. Behavioral medicine as a therapeutic approach
to infertility is helpful in that it integrates cognitive-
behavioral therapy and health psychology, emphasiz-
ing the patient’s role in medical care. It offers stress
management and coping interventions, such as cogni-
tive restructuring, guided imagery, and relaxation tech-
niques. An area of increasing interest to patients and
reproductive healthcare providers are complementary
and alternative medical (CAM) approaches to infertil-
ity. While some of these methods have been used to
treat infertility for thousands of years, it has been only
recently that these treatments have been pursued and
investigated as an adjunct to traditional Western med-
ical interventions treatment of infertility. A variety of
CAM methods are being used by infertility patients,
including acupuncture, homeopathy, vitamins, herbs,
mind–body techniques, body manipulation and energy
techniques, although the efficiency of most remain
questionable. Another area of importance is sexual
counseling, which is often both necessary and benefi-
cial for infertile couples who typically encounter prob-
lems related to sexual health either as a result of medi-
cal treatment or in response to the infertility diagnosis.
Whether the infertility counselor provides these coun-

seling services or refers to another professional for
adjunctive care, it is evident that diverse treatment
modalities are beneficial in assisting infertile patients.

Third-Party Reproduction and Other Means
of Alternative Family-Building

For some infertile couples, medical treatments will not
be successful and they must reconsider previous deci-
sions about parenthood; decide whether to maintain
their family as it is (e.g., couple or single-child family);
or pursue other family-building alternatives, such as
adoption or third-party reproduction. All of these alter-
natives involve the conscious decision to relinquish the
family they had planned to have; redefine the meaning
of family (or their family); and grieve the experience of
pregnancy, birth, and/or a genetically-shared, biologi-
cal child. For some couples, childlessness may be rede-
fined as child-free, and their decision not to continue
medical treatment may involve enhancing the benefits
of couplehood; redefining the meaning of family; or the
pursuit of other life goals. For other couples, remaining
childless means significant social stigma and social iso-
lation, particularly for the wife, who may be divorced,
maltreated, or abandoned by her husband, his family,
and/or even her own.

Adoption or foster care is a family-building alterna-
tive preferred by other couples for whom medical treat-
ment has failed or who decide for a variety of reasons
to discontinue infertility treatment. Adoption involves
the same rewards (and travails) of parenthood as well
as the opportunity to share lives with a child need-
ing parents. Finally, the pursuit of parenthood through
the various forms of third-party reproduction (donated
sperm, oocytes, or embryos, surrogacy, and gestational
carrier) is another means of family-building, although
it may challenge traditional beliefs, moral views, or cus-
toms, especially when it involves lesbian and gay cou-
ples, unmarried individvals, and/or older women.

While considerations of adoption and childlessness
seem fairly straightforward to most infertile individ-
uals, third-party reproduction can be daunting in its
complexity and implementation. To a large extent, cur-
rent practices in third-party reproduction are based on
traditions associated with sperm donation, used ther-
apeutically for more than 100 years and historically
involving donor anonymity and secrecy. However, the
development of assisted reproduction technologies
(e.g., IVF) over the past thirty years now enables couples
to build their family through the use of donated oocytes
and embryos and to use the services of surrogates
and gestational carriers. The psychological complexi-
ties of these forms of family-building have precipitated
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considerations and recommendations for the care of all
participants – recipients and donors – involving assess-
ment, preparation, education, and support.

Couples considering the use of donated sperm,
oocytes, or embryos must first address the emotional
consequences of reproductive failure as individuals and
as couples. Having decided to build their family through
the use of donated gametes or embryos, they, as the
recipient couple, must grieve the biological, genetically-
shared child they had hoped for. In addition, they must
mutually agree that their best alternative to genetic par-
enthood is assisted reproduction and the use of donated
sperm, oocytes, or embryo. Furthermore, they must
decide on the form of donation with which they are
comfortable and to which they have access – anony-
mous donor or known donor (e.g., family member) –
and on their level of openness about the child’s concep-
tion. Additional considerations include access and/or
availability of their desired form of donation and leg-
islative, regulatory, or professional guidelines regarding
the gamete/embryo donation. Gamete/embryo donation
is not a universally available family-building alternative
and is typically governed by legislation or regulations,
which couples may or may not perceive as beneficial.
As a result, there has been an increase in ‘reproductive
tourism’ – infertile couples traveling across national or
international borders in pursuit of the family-building
option that best suits them. However, the legal and cul-
tural context in which treatment is undertaken as well
as where the family will eventually reside are important
considerations for the couple as well as the infertility
counselor.

The other patient participants in third-party repro-
duction are the donors, surrogates, and gestational car-
riers who facilitate parenthood for infertile couples.
Preparation of gamete donors varies. Anonymous sperm
donor preparation has primarily been restricted to med-
ical screening while oocyte donors have received more
extensive psychological assessment and preparation
because the donation process is medically intrusive and
demanding. Embryo donors are usually infertile couples
who have completed their families and wish to donate
their ‘unused’ cryopreserved embryos or extra embryos
from a current IVF cycle that they do not plan to use
themselves. Preparation of embryo donors has involved
assessment of couple agreement as well as helping them
understand the implications of their donation, socially,
legally, and psychologically. Preparation of surrogates
and gestational carriers has typically involved psycho-
logical assessment, education, definition of the repro-
ductive relationship parameters, and ongoing support,
sometimes even after the pregnancy and relinquish-

ment of the child as the ‘ultimate gift.’ However, just as
patients are traveling across borders in pursuit of treat-
ments, potential donors and carriers also can be repro-
ductive tourists perhaps to help a family member or for
financial gain. As such, the requirements of culturally-
sensitive infertility counselors is all the more important
and relevant.

Postinfertility Counseling Issues

Despite technological advances that have pushed back
the biological clock, the medical treatment process for
infertility eventually must come to an end, either by
an active or passive decision or with a pregnancy. End-
ing treatment, just as beginning it, can be a difficult
and complex process, replete with emotions. ‘When
is enough, enough?’ is a question patients and care-
givers struggle with, and the infertility counselor has
the opportunity to play a special role in making a ‘good-
enough’ ending for both parties through exit counsel-
ing strategies. The pregnancy after infertility is a pre-
cious one, yet often it is fraught with anxiety and
worry. Psychological adjustment to this unique preg-
nancy typically presents a myriad of new issues, includ-
ing possible multiple gestation, potential serious mater-
nal/fetal health risks, decisions regarding multifetal
reduction, complications requiring high-tech interven-
tion and prolonged bed rest, or adjustment to a preg-
nancy that is not genetically linked to or carried by
the ‘contracting’ mother. In short, previously infertile
pregnant women and their spouses, expecting a blissful
experience, are often surprised by an exceedingly chal-
lenging experience of pregnancy, which understand-
ably, can diminish their happiness and expectations
while increasing their distress.

Family adjustment after infertility entails all the
normal developmental tasks of parenthood and family
life, but often with unique demands. Special issues for
parenting after infertility may involve older parenthood,
parenting multiples, parenting an only child after
secondary infertility, or the complex dilemmas of
parenting after third-party reproduction. Parenthood
against a backdrop of reproductive loss and highly tech-
nical medical conception requires special psychological
preparation, education, and adjustment to its special
joys and challenges. Similarly, the impact on children
created through assisted reproductive technology has
become an increasing focus of attention for infertility
counselors. A key aspect to helping families adjust
concerns assisting parents in developing and discussing
a plan regarding disclosure of the circumstances of
their child(ren)’s conception and/or birth. In short, just



P1: JZP
052185363Xc01a CUFX030/Covington 0 521 85363 X September 2, 2006 13:13

PSYCHOLOGY OF INFERTILITY 17

as technology has grown, so too has the role of the
infertility counselor in the long-term adjustment of
individuals, couples, and families affected by impaired
fertility.

FUTURE IMPLICATIONS

As a new and emerging mental health profession, infer-
tility counseling applies mental health treatment to the
fields of reproductive medicine, genetic medicine, and
perinatology. Over the past thirty years, it has seen
dynamic growth in terms of the number of professionals
working in the field, the amount of scientific research,
professional development, and increasing presence in a
wide variety of infertility clinics and medical treatment
facilities. As such, it is safe to say that infertility coun-
seling is a new, as well as a dynamically growing, field of
mental health marked by a group of multidisciplinary
professionals working together with a wide variety of
medical professionals to provide comprehensive patient
care; increase consumer awareness and education; and
improve patient response to medical treatment. Future
developments in this field involve its continuing defini-
tion as a mental health profession; professional qualifi-
cations and standards of practice for caregivers; and
education and training for professionals wishing to
enter the field. It also means being prepared and adapt-
ing to future medical developments (e.g., gonadal tis-
sue cryopreservation, in vitro oocyte maturation and
embryonic stem cell culture, and cloning) that can and
will impact infertility counseling, clinical issues, and
therapeutic interventions as well as the families created
by these technologies. Worldwide, mental health pro-
fessionals working in the field of infertility counseling
have provided comprehensive patient care while estab-
lishing programs, standards of professional education,
practice guidelines, and, recently, professional qualifi-
cations and quality assurance for consumers.

As with all new fields, infertility counseling has had
its growing pains, and there will no doubt be more.
In the past, the most important challenge facing infer-
tility counseling was recognition of the importance of
the field and the role of the infertility counselor as an
important member of the treatment team. In the future,
the most significant challenge is credentialing in infer-
tility counseling: the establishment of a credentialing
process that defines the field and criteria for creden-
tialing for infertility counselors internationally. In the
future, credentialing in infertility counseling will have
to address: What are the competencies that an infertil-
ity counselor should possess? Are these competencies
the same for all areas of practice within the profession?

How can these competencies be assessed? The answers
to these questions will need to be addressed on a
national and international level, and will help in defin-
ing the future of the infertility counseling profession.

SUMMARY

■ Although infertility has existed since the beginning
of time, the social and historical context of repro-
ductive choice has changed dramatically in the last
century and become significantly more complex for
couples medically, socially, culturally, and psycholo-
gically.
■ While research and clinical experience continue to
indicate that the vast majority of infertile men and
women do not experience significant levels of psy-
chological trauma, the use of advanced medical tech-
nology and/or third-party reproduction may increase
psychological distress during specific periods of treat-
ment.
■ There has been an evolution in the psycholog-
ical theoretical view of infertility over the years.
Infertility-specific theoretical frameworks aid infertil-
ity counselors, as both researchers and clinicians, by
identifying the psychosocial phenomena of infertility,
relevant issues, treatment modalities, and beneficial
interventions to minimize psychosocial distress and
trauma.
■ Clinical intervention combines an understanding of
the medical and psychological aspects of infertility.
Intervention is based on careful assessment, use of
appropriate treatment modalities, and an understand-
ing of the complex issues and circumstances involved
in infertility counseling practice.
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Fortunately when religion was strong and science weak, men
mistook magic for medicine; now, when science is strong and
religion weak, men mistake medicine for magic.

– Thomas Szasz

The term infertility is commonly used to describe a
condition or disease characterized by the inability to
conceive during one year of sexual intercourse without
contraception.[1] This time interval is chosen because
of the observation that approximately 25% of young
couples will conceive within the first month, 60% within
six months, and 80% within twelve months of unpro-
tected sexual intercourse.[2] However, many couples
consider themselves to be infertile if they conceive but,
due to a miscarriage, are unable to deliver a living child.
Primary infertility is defined as the failure to conceive by
a couple who has never conceived, while secondary infer-
tility refers to the failure to conceive by a couple who
had previously conceived. In general, the evaluation and
treatment of couples with primary or secondary infer-
tility, as well as the causes, are similar.

While the prevalence of infertility is difficult to ascer-
tain in developing countries, it is estimated that approx-
imately 14% of married couples in the United States,
Canada, Denmark, Scotland, and Sweden report that
they are infertile. In rural Nigeria, the prevalence of
primary and secondary infertility has been reported
to be 12.9% and 54.1%, respectively.[3] While there is
an impression that infertility has become more preva-
lent, recent data suggest this is not true in the devel-
oped world. In the United States, the proportion of cou-
ples experiencing infertility has apparently not changed
since 1965.[4] What is increasing is the demand for
medical services for infertility, and the publicity and
public awareness of infertility, and its new high-tech
treatments such as in vitro fertilization (IVF). The
causes of infertility may be categorized as seen in
Table 2.1.[5] The major causes of infertility include
(1) failure to ovulate, (2) failure to deliver adequate
numbers of healthy sperm to the fallopian tubes, (3)
structural or functional abnormalities of the fallop-

ian tubes, (4) endometriosis or adhesions in the pelvis
of the woman that interfere with capture of the egg
by the fallopian tube, (5) poor timing or technique
of intercourse, (6) infections of the reproductive tract,
(7) immunological barriers to fertilization or implanta-
tion, and (8) an abnormal uterine lining that may inter-
fere with implantation of the embryo. The infertility
work-up is designed to evaluate each of these poten-
tial causes and to screen for the presence of underlying
conditions or diseases. It is also important to note that
an individual couple may have more than one reason for
their infertility. Therefore, one should not assume that
once an abnormality is found that there are no other
contributing factors and should evaluate both partners
even if a disorder is diagnosed in one partner.

This chapter

■ identifies the etiology of infertility;
■ reviews diagnostic testing in evaluation of male and
female infertility;
■ discusses current treatment options.

HISTORICAL OVERVIEW

The first written reference to infertility dates back to the
Egyptians and the Kahoun papyrus (2200–1950 BC).[6]
The Egyptians described procedures to diagnose infer-
tility (e.g., a failure to detect on the breath the odor of
garlic after it had been placed in the vagina) and ther-
apeutic measures (e.g., douching with garlic or wine).
Hippocrates (460–370 BC) was the first Greek author
to discuss infertility and believed that pregnancy was
not likely to occur unless the penis actually entered
the uterine cavity and the semen of the male mixed
with a ‘semen concentrate’ produced by the female.
The Roman author Soranus, who lived in the second

20
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TABLE 2.1. Causes of infertility[5]

Disorders of ovulation 30%

Abnormality of semen 22%

Abnormal fallopian tubes 17%

Unexplained 14%

Other disorders: cervical and uterine disorders,
immunological problems, infection, sexual
dysfunction

12%

Endometriosis 5%

century AD and who is considered by some to be the
father of gynecology, believed that infertility was the
result of the improper timing of intercourse and that
the most fertile time of the menstrual cycle was just
after the end of menstrual flow. He also believed that hot
baths reduced fertility. It was not until the sixteenth cen-
tury that our understanding of fertility and infertility
became more scientifically based when Vesalius (1514–
1564) described the female reproductive tract and Spel-
lanzani described the process of fertilization. In the
1800s, infertility was thought to be primarily a mechan-
ical problem caused by disorders of the cervix or mal-
position of the uterus. As a result, the treatment of infer-
tility focused on the female and was, for the most part,
surgical with an emphasis on dilatation of the cervix,
removal of pelvic adhesions, and surgical repositioning
of the uterus.

Modern practice in infertility is based almost entirely
on observations and insights gained during the 1900s
(Figure 2.1). For example, the relationship between
body temperature and the phases of the menstrual cycle
was first described in 1904. The recording of the basal
body temperature (BBT) became the most commonly
used and the most cost-effective method of detecting
ovulation. Additional tests to document ovulation were

Figure 2.1. A timeline of the major advances in the diagnosis and treatment of infertility since
1900.

introduced late in the twentieth century, and today com-
monly measure progesterone in the blood, look at the
histological pattern of the lining of the uterus to deter-
mine if ovulation has occurred, or use ultrasound to
assess follicular activity. Another example of the instru-
mental work of the early years of the twentieth cen-
tury is the understanding of the interaction of sperm
and cervical mucus. Although this interaction had been
observed and described by J. Marion Sims[7] in 1888,
its importance in achieving pregnancy was recognized
by Huhner[8] in 1913.

Tests used to evaluate the fallopian tubes have
changed very little in the past sixty years. In 1920, Isidor
Rubin[9] described an office-based test in which oxy-
gen was introduced through the cervix into the uterus
and the resistance to flow measured. It was assumed
that the fallopian tubes were open when there was little
resistance and obstructed when there was a great deal
of resistance. This test was later proven to be of little
predictive value and has been replaced by the hysteros-
alpingogram (HSG), which was first described by Rind-
fleisch[10] in 1910. Hysterosalpingography involves the
introduction of an x-ray contrast material into the
cervix and uterus and gives a permanent radiological
image of the shape and size of the uterine cavity and
the fallopian tubes.

Evaluation of the fallopian tubes was limited to the
HSG until the 1940s when Palmer,[11] working in Paris,
began to use laparoscopy to evaluate the pelvic organs.
While this technique was soon popular in Europe and
Great Britain, physicians in North America did not
adopt laparoscopy in the evaluation of female infertil-
ity until the 1960s. During the 1970s and 1980s, not
only was the laparoscope used to evaluate the pelvis
and diagnose pelvic adhesions and endometriosis, but
it also became an important therapeutic tool as gyne-
cologists learned to operate in the pelvis with it.
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Evaluation of male infertility began with the micro-
scopic observation of sperm by van Leeuwenhoek in the
seventeenth century. However, the modern approach to
the analysis of sperm can be traced to the description
of what was thought to be a normal sperm count by
Macomber and Sanders[12] in 1929. Much later in the
twentieth century, the World Health Organization pub-
lished a manual that standardized the techniques of
semen analysis, as well as the normal range of sperm
and semen parameters such as sperm density (count),
motility, and morphology.[13] Perhaps the most signif-
icant advance in the treatment of infertility occurred
in 1978 in England, when Robert Edwards and Patrick
Steptoe announced the birth of the first baby conceived
outside the human body. After almost a century of
research on the process of fertilization, this announce-
ment changed forever the evaluation and treatment of
infertile couples. Now, almost thirty years later, tens
of thousands of babies are born each year around the
world via IVF. The process of IVF has quickly pro-
gressed from a medical curiosity to a cornerstone of
infertility treatment.

Since 1990, several major developments have
occurred. The first is a technique known as intracy-
toplasmic sperm injection (ICSI), in which a single
sperm is injected into a single oocyte to create a fer-
tilized oocyte. This technique has been the most sig-
nificant advance in the treatment of male-factor infer-
tility because it has made it possible for men who pro-
duce only a few or dysfunctional sperm to father a child.
To complement this development, urologists developed
relatively simple outpatient procedures to obtain sperm
directly from the epididymis, microsurgical epididymal
sperm aspiration (MESA), and testicle, testicular sperm
extraction (TESE). The second major advancement has
been the recent discovery of a means to freeze oocytes.
Although not fully developed to date, this advance has
the potential for dramatically changing the treatment
of infertility in women with age-related factors and
ovarian failure. The third major development has been
preimplantation genetic diagnosis, which has made it
possible to determine if an embryo is likely or not to
produce a child with a genetic predisposition to one
of many inheritable diseases. The fourth development
has occurred in the field of medical economics, with
an increasing interest and emphasis on cost-effective
tests and treatments. While a greater appreciation of
the cost-effectiveness of infertility care may streamline
the evaluation of infertile couples, it also runs the risk
that economic considerations will become the only fac-
tors considered in the choice among several therapeu-
tic options. As a result, some couples may be forced
by economic concerns to choose a therapy with which

they may feel psychologically or ethically uncomfort-
able. In addition to economic factors, barriers to the
access to care for fertility problems include lack of infor-
mation among patients and their care providers and
cultural bias against infertility treatment.[14] Finally,
the fifth major development in the 1990s has been the
focus on the psychosocial, regulatory, legal, and ethical
aspects of reproduction. As we have become technolog-
ically more sophisticated and capable of manipulating
genes (as well as oocytes, sperm, and embryos), society
has become more interested in both the planning and
oversight of artificial and third-party reproduction[15]
while professionals have been more interested in estab-
lishing professional standards of care, whether medical
or psychological care of the infertile.

REVIEW OF LITERATURE

Only recently has there been an emphasis on well-
designed basic research studies of infertility. During
most of recorded history, reports and studies of fertility
and infertility treatments have consisted largely of anec-
dotes, uncontrolled trials, and descriptive studies. This
is rapidly changing, however, and now “evidence from
clinical trials is fundamental to ethical medical prac-
tice”[16] and is an important adjunct to clinical
experience, patient preferences, and unique circum-
stances.

Clearly, the attempt to form a scientific basis for the
clinical care of the infertile couple has begun to pay
off, as those tests (e.g., postcoital tests) that were found
to have little predictive value have been largely dis-
carded, as have treatments that have been shown to
be largely ineffective (e.g., empiric thyroid hormone
therapy).

Current areas of research include the following:

■ Using medications in unconventional ways, such as
the treatment of irregular menstruation with drugs typi-
cally used to treat breast cancer[17] or the use of antide-
pressant medications to improve fertility in women[18]
■ Identifying abnormalities of the lining of the uterus
that may cause infertility[19]
■ Freezing human ovaries or ovarian tissue to preserve
fertility in women about to undergo cancer chemother-
apy or pelvic radiation[20]
■ Transplanting ovarian tissue or ovaries[21]
■ Using preimplantation diagnosis (PGD) to provide
information to assist older patients in deciding whether
it is worthwhile to continue to continue treatment[22]
■ Using nontraditional, alternative therapies such as
acupuncture, phytoestrogens, or hyperbaric oxygen in
the treatment of infertility.[23] The results of these
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research efforts may change the content and style of
infertility care in the future.

CLINICAL ISSUES

When Couples Should Seek Care

Based on the statistics presented earlier, couples should
consider seeking medical care if they have not con-
ceived during twelve months of unprotected sexual
intercourse. However, some couples may benefit from
earlier medical intervention.[24] For example, those
who may be experiencing difficulty with sexual inter-
course, have a known genetic disorder, or have a history
of infertility in a previous relationship should consider
medical evaluation earlier. In addition, women should
consider obtaining a medical consultation or evalua-
tion either before the first attempts are made to con-
ceive or after six months of unsuccessful attempts if
they do not have regular menstrual periods, have had
or are suspected of having endometriosis, pelvic surgery
or pelvic infections, have a history of cancer, or are
attempting to conceive after age thirty-five. Finally, men
who have problems with ejaculation, history of cancer
treatment, or are known to have a history of infertility,
infections, surgery, injuries, or developmental abnor-
malities of the male reproductive tract should seek care
prior to or soon after deciding to attempt conception.
This recommendation to obtain medical care for infer-
tility is based not only on the assumption that medical
treatments may enhance a couple’s chances of conceiv-
ing, but also because infertility may be the presenting
symptom of numerous underlying medical conditions.
Individuals may be infertile because of diseases such
as pituitary tumors, thyroid problems, endometriosis,
or cancer or as a result of congenital or heritable con-
ditions such as Klinefelter’s syndrome or Rokitansky-
Küster-Hauser syndrome. The early detection of under-
lying diseases and/or disorders may simplify infertility
therapy and may improve not only chances of concep-
tion, but also the quality of an individual’s life. In rare
instances, it can also be life-saving. Thus, the treat-
ment of infertility should not be seen as a purely elec-
tive process, because it clearly has potential health
benefits.

Infertility Team

The care of the infertile man or woman should be
provided by a team of professionals. While a fam-
ily physician or internist can obtain an appropriate
history and perform an adequate examination in a
young man or woman with an uncomplicated history,

the care of most infertile women is best provided by
a general obstetrician–gynecologist or a specialist in
female infertility known as a reproductive endocrinolo-
gist. A reproductive endocrinologist is an obstetrician–
gynecologist who has taken an additional two- or three-
year fellowship and passed written and oral examina-
tions. The American Board of Obstetrics and Gynecol-
ogy offers a certificate of special competence in the field
of reproductive endocrinology to those who complete
the fellowship and pass the examinations. The special-
ist should be involved early in the care of the follow-
ing groups of infertile women: older than thirty-five
years who have had previous infertility; pelvic surgery,
infection, or pelvic pain; cancer; congenital abnormali-
ties of the reproductive tract; infertility for greater than
two to three years, endometriosis, polycystic ovary syn-
drome or diseases of the fallopian tubes, and couples
considering in vitro fertilization (IVF).[25] The repro-
ductive endocrinologist usually has a nursing staff with
special expertise in reproductive disorders. While the
physician establishes the treatment plan, supervises the
care of the patient, and performs surgery and IVF,
nurses provide much of the day-to-day care by answer-
ing questions, instructing and educating patients with
respect to tests and treatments, and performing simple
office procedures. They also see and absorb much of the
emotional reactions experienced by infertile couples.
As a result, nurses must be knowledgeable about the
impact of infertility, its tests, and treatments on emo-
tions and relationships so that they can provide sup-
portive care in an empathic and nonjudgmental manner
or make appropriate referrals to a qualified infertil-
ity counselor. Many infertility practices also have a
part- or full-time mental health professional such as a
social worker or psychologist, who provides an array
of services ranging from evaluation of couples’ psycho-
logical and social background, to providing education
and support in preparation for assisted reproductive
technologies, to counseling couples about how to bet-
ter cope with the stress of the infertility work-up and
treatment.

The infertile male usually is initially seen by the
gynecologist who is providing care for his wife or
female partner. The gynecologist usually orders the ini-
tial semen analysis and, if it is abnormal, refers the
man to a urologist. There are no formal fellowships
for urologists wishing to specialize in the treatment
of male-factor infertility. Urologists with special inter-
est in male infertility often have additional training
beyond their residency in general urology. They may
have sophisticated semen or hormone laboratories in
their office, may conduct research into male infertil-
ity, and may be part of an IVF team, working side by
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side with the other team members listed above. A urol-
ogist who has had additional training in infertility may
be a better choice than a general urologist when there
are severe abnormalities of semen quality or quantity
that may require MESA or TESE. Even when there is a
significant semen or sperm problem, the reproductive
endocrinologist usually coordinates most of the care
because the eventual treatment often involves female-
focused treatments such as intrauterine insemination,
in vitro fertilization, or intracytoplasmic sperm injec-
tion. Most sophisticated infertility teams also have an
embryologist on staff. The embryologist is usually a lab-
oratory scientist with a masters or doctorate degree who
is responsible for the fertilization of the eggs and the
growth of the embryos in conjunction with IVF, as well
as the laboratory evaluation of the male and preparation
of the sperm for intrauterine insemination. The proper
use and collaboration of all of these professionals is
essential to efficient and effective therapy and treat-
ment success. Because of the rapid expansion of new
and highly technical options for therapy, designing the
best strategy for each couple is not easy. In addition,
there usually is more than one reasonable treatment
plan for any infertile person or couple. Just as there is
no single best treatment plan for each infertile person,
there is no ideal team either.

Initial Appointment

The initial visit is perhaps more important than any
other visit that may follow because it establishes the
foundation for all future visits. Ideally, it should involve
both partners (if there is a partner) and focus on review-
ing not only the medical but also the psychological, reli-
gious, and social or cultural aspects of the individual
or couple’s infertility problem. The goal should be to
develop a plan or outline for future care that will meet
both the individual’s and the couple’s goals and needs.
It is common practice to have infertile individuals or
couples complete and return a detailed infertility ques-
tionnaire before their first visit with the reproductive
endocrinologist. Such a questionnaire is available for a
small charge from the American Society for Reproduc-
tive Medicine (see www.asrm.org). In addition, it is rec-
ommended that all relevant previous records including
x-ray examinations and/or surgical videos be available
for review at the initial visit. During the initial interview,
it is helpful to have a few minutes alone with each mem-
ber of the couple, as well as interviewing them together.
An individual may be more willing to share informa-
tion about previous pregnancies, elective terminations,
extramarital relationships, and/or sexually transmitted
diseases if their partner is not present.

Because of the expanding number of treatment
options, it is becoming more common for couples to
seek advice from several specialists before embarking
on a program of evaluation or treatment. Infertile cou-
ples are commonly as interested in interviewing the
infertility physician and team as the physician or team
is in interviewing the couple.

The content of the initial interview should consist of
a discussion of the following topics:

■ Duration of infertility and results of any previous
evaluation and treatment
■ Menstrual, gynecological, and obstetric history in the
female
■ Urological history in the male including the results of
all previous sperm assays including allergies to medica-
tions, current use of medications, herbs or alternative
therapies, current illnesses or system diseases, surgeries
of the reproductive tract, urological infections, expo-
sure to sexually transmitted diseases, vasectomy, and/or
pregnancy with a different partner
■ Medical history including a history in the woman
should include allergies to medications, current use
of medications, herbs or alternative therapies, previ-
ous illnesses or current systemic diseases, previous
pregnancies, contraceptive techniques, surgeries, sys-
temic disease, pelvic infections, abnormal pap smears,
exposure to sexually transmitted diseases, abortions, or
sterilization.
■ Family history of genetic disorders, birth defects,
mental retardation, multiple miscarriages, or infertility
in one or both partners including report from genetic
counselor, in event couple has been counseled
■ Previous relationships in which infertility may have
been an issue
■ Lifestyle, including diet; exercise; use of alcohol,
tobacco, or recreational drugs; exposure to environ-
mental toxins; or occupational factors including any
cultural, religious, or legal factors that may influence
their treatment
■ Sexual practices and the frequency and timing of
intercourse, as well as the presence of pain with inter-
course, erectile dysfunction, or retrograde ejaculation
■ Reasons why the individual or couple may be seeking
medical care at the present time
■ Goals and expectations, including the motives for
seeking infertility care
■ Beliefs about why they have not conceived and about
the process of conception itself
■ The unique psychosocial and cultural environment in
which the couple is trying to conceive, including pres-
sure exerted by a partner, extended family, community,
religion, or other stresses
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■ The individual’s psychosocial and cultural responses
to his or her infertility and the possible need for refer-
ral for appropriate counseling or other special accom-
modations (e.g., translator, special condoms for sperm
collection)
■ The acceptability of tests and treatments such as
donor insemination, IVF, selective reduction, and
preimplantation genetic diagnoses
■ Financial and other resources or limitations or con-
strictions (e.g., reproductive tourists with time-limited
visas)

Following this detailed history, a physical examina-
tion will be performed, either at the initial visit or a
subsequent visit before extensive testing or treatment
begins. In addition, in some practices the infertile cou-
ple may meet with a mental health professional (infer-
tility counselor) or health educator to discuss issues
of concern, as well as strategies for coping with the
stress associated with infertility and its evaluation and
treatment.

Once these issues have been addressed, the physi-
cian may outline a plan for evaluation and/or treatment
and provide a decision-tree and timeline for the couple.
Most couples will find the medical evaluation and treat-
ments less stressful if they know in advance how the
information gained from tests will be used and how long
it will take to complete the evaluation or course of ther-
apy. This approach establishes a partnership between
the infertility team and the infertile couple or individ-
ual and may reduce the tension that is an inevitable
part of the process. It is only after all these issues have
been discussed that an appropriate plan can be devel-
oped. However, it should be noted that caregivers must
be prepared to adapt this approach given the cultural
background of the patients. In some cultures, a collab-
orative partnership in terms of treatment is less accept-
able than in most Western cultures and patients prefer
the physician to take a more paternalistic/authoritative
approach to their care.

One of the initial visits will include a physical exam-
ination of the female. The examination should include
height, weight, a general physical assessment, blood
pressure, hair distribution, breast development and an
attempt to elicit breast secretions, and abdominal and
pelvic examinations. If the male’s history or semen anal-
ysis suggests a problem, he is usually referred to a
urologist for a physical examination, evaluation, and
treatment.

If the individual or couple has decided to follow
through with the infertility team, the visit should con-
clude with the discussion of a strategy so that the indi-
vidual or couple may return home to think about, dis-
cuss, and commit to additional care. It is advisable that

the physician write down the important points that have
been discussed, so the couple can review them later. The
plan should consist of an outline of tests and treatments,
together with brief descriptions of their costs and odds
of success. Some practices may also include a discus-
sion about healthcare insurance/coverage/benefits and
financial aspects of infertility care. Finally, a list of local
resources, bibliography, or patient education brochures
(available from patient support groups, professional
orgnizations, and some pharmaceutical companies)
may be of value to the infertile individual or couple.

Most infertile individuals are concerned that their
diet, exercise program, or other aspects of their lifestyle
may be the cause of their infertility. As such, it may
be helpful to address these concerns during their ini-
tial visit, using it as an opportunity to provide patient
education and treatment if needed. There is now sig-
nificant evidence that the use of tobacco, alcohol, and
marijuana negatively impact both male and female fer-
tility. Present data indicate that approximately 13%
of both male and female infertility can be linked to
cigarette smoking. Because of these data and the detri-
mental effects of smoking on nonreproductive organs,
the healthcare provider should discourage smoking in
all patients, but especially in those who are trying to
conceive or plan to conceive in the future.[26] Addi-
tionally, obesity is another factor impacting fertility in
men and women. Excessive exercise (leading to little
body fat) may impact fertility in women, while certain
forms of exercise may be detrimental to male reproduc-
tion (e.g., bicycling). For men, exposure to toxic agents
and heat as well as excessive masturbation near the
time of ovulation may decrease fertility. All too often,
patients are undereducated about how their own health
efficacy behaviors can improve their fertility and may,
instead, turn to ‘alternative or adjunctive’ treatments
(e.g., acupuncture) when altering their own behaviors
may be just as effective, or more so.

Infertility Evaluation

The diagnostic evaluation of infertility is designed to
identify the cause or causes of infertility and determine
the most effective and cost-efficient approach to ther-
apy. In general, the least invasive, least expensive, and
least painful diagnostic tests are done first. Before pro-
ceeding with the diagnostic evaluation, the clinician
and individual or couple should agree on the extent
of testing and establish a timeline for testing. Finally,
many couples appreciate receiving a decision-tree that
outlines how the diagnostic work-up and treatment plan
will be influenced by the results of the diagnostic tests.

As shown in Table 2.2, an infertility evaluation con-
sists of some or all of the following tests: determination
of ovulation, evaluation of the production and delivery
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TABLE 2.2. Evaluation of the infertile couple

Detection of ovulation

Menstrual history

Basal body temperature

Serum progesterone

Endometrial biopsy

Serial ultrasound examinations

Evaluation of production and delivery of sperm

Semen analysis

Evaluation of fallopian tubes

Hysterosalpingogram

Infusion of dye into the tubes at laparoscopy

Evaluation of the uterine cavity

Hysterosalpingogram

Hysteroscopy

Sonohysterogram

Evaluation of pelvic cavity (adhesions, endometriosis)

Laparoscopy

Evaluation of transportation of sperm in female

Postcoital examination

of sperm, determination of patency of the fallopian
tubes and size and shape of the uterine cavity, evalua-
tion of the pelvic cavity with a search for endometriosis
or adhesions, and evaluation of sperm transport within
the female reproductive tract.

Detecting Ovulation
Detection of ovulation is extremely important because
the treatment of infertility resulting from a failure to
ovulate is among the most successful of all infertility
treatments. The menstrual history is often by itself a
reliable indicator of the presence or absence of ovula-
tion. A history of regular, cyclic, predictable, and painful
menstrual periods usually indicates that ovulation is
occurring. However, the patient who is not ovulating
may still have menstrual periods, although they usu-
ally occur less frequently than every thirty-five days, at
unpredictable intervals, and without menstrual cramps.
An inexpensive, convenient, and noninvasive approach
to the documentation of ovulation is to chart the basal
body temperature (BBT) each day through one or two
menstrual cycles. A woman who is ovulating will usu-
ally have an early morning temperature that is less than
98◦F (36.6◦C) during the first half of the menstrual cycle
and higher than 98◦F (36.6◦C) during the second half of
the menstrual cycle. However, the BBT does not give
specific enough information to determine the day of
ovulation, and it is not a good method for predicting
which day ovulation actually occurs. However, because

some women find it impractical and stressful to take
their BBT, the detection of progesterone within the
blood can also be used to determine if ovulation has
occurred. About the time of the ovulation, the ovary
begins to produce progesterone, and once the level of
progesterone exceeds three nanograms per milliliter of
serum, the temperature rises and one can be reason-
ably certain that ovulation has occurred.[27] The pro-
gesterone value is most reliable when testing occurs
approximately one week after the assumed day of ovula-
tion or approximately one week before the anticipated
onset of the next menstrual period. Some physicians
obtain a biopsy of the endometrium (uterine lining).
The histological appearance of the endometrium under
a microscope change, after ovulation and in response
to the secretion of progesterone. However, the endome-
trial biopsy is typically expensive and often uncomfort-
able for women. Serial ultrasound examinations of the
ovaries is another way of assessing ovulation that may
provide presumptive evidence of ovulation. However,
because this approach is not always accurate and can
be expensive, it is not recommended.

If it is determined that a woman is not ovulating,
a search for specific causes of the ovulation disorder
should be performed. Over-the-counter ovulation pre-
dictor kits are often helpful in determining the day
of ovulation in women with regular monthly periods.
However, they are not a substitute for a BBT or blood
progesterone test in women with irregular periods
because they may occasionally produce false-positive or
false-negative results and do not provide proof of ovula-
tion. Also, they are an additional expense and may give
patients a false sense of confidence about the accuracy
of ovulation prediction.

From the moment of birth, the number and qual-
ity of a woman’s oocytes decreases until she reaches
menopause at about age fifty. Many years prior to the
menopause, there is a significant decline in fertility due
to the spontaneous and gradual death of the oocytes
in her ovaries. The extent to which her oocytes have
decreased and the impact of this decrease on her fertil-
ity can be estimated by measuring a hormone, that is,
follicle-stimulating hormone (FSH), in her blood. As the
number of oocytes decrease, the FSH value increases.
While the test is not perfectly accurate, it is used by
most fertility specialists, along with other fertility tests
results, to predict the likelihood of achieving a preg-
nancy with any of the fertility treatments.

In rare situations, this normal process of ovarian
aging is accelerated in young women (eighteen to
thirty-five years) who will experience symptoms simi-
lar to menopause, a condition called premature ovarian
failure (POF). Fortunately, women who experience pre-
mature ovarian failure are not always menopausal and
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may still have a 5–10% chance of conceiving. However,
the resumption of ovulation and return of fertility is
unpredictable and intermittent so it is impossible to
predict the best time to have intercourse in order to
conceive. A common sense approach would be to rec-
ommend the woman have coitus two to three times a
week so sperm will be present in her reproductive tract
when and if ovulation occurs.[28]

Unfortunately, the loss of oocytes with age is an irre-
versible process. While there are effective treatments for
almost any other cause of female-factor fertility, there is
no effective therapy that can restore fertility once most
of the normal, healthy oocytes have disappeared. As a
result, most women, no matter the age, become very
sad when they are informed that their FSH blood test
value is high, their chances of conceiving are low, and
there is no way to replace their oocytes or restore their
fertility. They often express disbelief or anger and may
seek a second opinion, hoping to receive a better prog-
nosis. For most of these women, their only options are
using donated oocytes, adoption, or childlessness. For
obvious reasons, these women should be offered pro-
fessional counseling in addition to medical care.

Evaluation of the Production and Delivery of Sperm
It has been estimated that 40–60% of all couples
with infertility have an identifiable cause that may be
attributed to the male partner.[29] The initial evalua-
tion should include a reproductive history that includes
questions regarding coital frequency, timing, and sexual
functioning, duration of infertility, childhood illnesses,
systemic adult illnesses, prior surgery, sexually trans-
mitted diseases, and exposure to toxic substances. Their
reproductive history should include questions about
any pregnancies, births, or pregnancy losses with other
partners and use of birth control including vasectomy.
The standard test of male fertility is semen analysis,
which should be performed early in the course of the
infertile couple’s evaluation. A minimum of two analy-
ses should be performed several weeks apart to prop-
erly assess male fertility. It is important that clinicians
use a laboratory capable of performing an appropriate
semen analysis. Laboratories usually perform a semen
analysis and report the results according to the recom-
mendations of the WHO.[13] The parameters and nor-
mal values recommended by the WHO are seen in Table
2.3. Often, small hospital laboratories or independent
laboratories may not use these standards, and conse-
quently confidence in the results may be lacking – mis-
leading patients about their actual reproductive capa-
bilities or problems. If a semen analysis report does not
give the normal range of values and all of the param-
eters as outlined by the WHO, another semen sample
should be obtained and evaluated in a more sophis-

TABLE 2.3. Normal semen analysis parameters from
the World Health Organization[13]

Volume ≥2.0 mL

PH ≥7.2–8.0

Count ≥20 million/mL

Motility ≥50%

Progressive motility ≥25%

Morphology 30% normal forms

ticated laboratory. In addition, the laboratory should
have a quality control program and proper certification.
The semen analysis should be obtained through mastur-
bation, after at least one day, but no more than ten days,
of abstinence[30] into a clean container that does not
contain soap residue or other substances or residues
that may be harmful to the sperm. For those men who
have personal, cultural, or religious objections to the
collection of a sample in this way, special condoms can
and should be provided that facilitate collection of the
sample during intercourse. Standard, over-the-counter
condoms used for contraception and prevention of dis-
ease transmission are not recommended because they
are toxic to the sperm.

If there is a consistent abnormality in the quality or
numbers of sperm seen on two or more occasions, an
evaluation of the male by a urologist is indicated. The
urologist takes a general medical, surgical, reproduc-
tive, and sexual history, as well as a history of possible
exposure to toxic substances, including medications,
tobacco, alcohol, and recreational drugs.[31] Various
medications may interfere with normal sperm produc-
tion by inhibiting the production of hormones by the
pituitary or the testicles, by directly affecting the testi-
cle itself, or by interfering with ejaculation. In addition,
the use of tobacco, alcohol, and marijuana is associ-
ated with an abnormal sperm count, morphology, or
function and, as such, diminished fertility.

Physical examination of the male may detect systemic
diseases, endocrine disorders, infections, or develop-
mental abnormalities of the male reproductive sys-
tem, including congenital absence of the vas deferens.
Because congenital bilateral absence of the vas defer-
ens (CBAVD) occurs more often in men who carry a
gene for cystic fibrosis, known as the cystic fibrosis
transmembrane conductance regulator (CFTR), those
in whom this abnormality is found should undergo
genetic testing and counseling (and testing of their part-
ner) and a CFTR mutation analysis performed before
the couple starts any fertility treatments. These men
should also have an evaluation of their kidneys and
ureters to look for congenital abnormalities of the
urogenital system. In addition, abnormalities of the
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A B

Figure 2.2. A. A normal hysterosalpingogram that shows swelling of the right fallopian tube
because of obstruction of its distal end. The left tube is normal caliber and opens into the peritoneal
cavity. B. A hysterosalpingogram of a double uterus and normal fallopian tubes.

urethra may lead to the deposition of sperm outside
the vagina during intercourse. Finally, infertile men
may also have a collection of varicose veins within the
scrotum known as a varicocele. Large varicoceles may
interfere with both the number and quality of sperm.
Surgical correction of a varicocele may occasionally
have a dramatic impact on the number and quality of
sperm thereby improving fertility.

Blood tests to detect hormonal causes of male infer-
tility should be performed if there is (1) an abnor-
mal semen analysis with a sperm concentration of
less than 10 million/ml, (2) impotence or difficulty
ejaculating, or (3) historical or physical findings con-
sistent with specific hormone disorders. The minimal
hormone evaluation should include the measurement
of serum testosterone and follicle-stimulating hormone
(FSH) concentrations.[29] Other tests such as an evalu-
ation of urine for sperm, an ultrasound examination of
the scrotum, cultures of semen for bacteria, antisperm
antibodies, and sperm viability tests may be indicated
by other abnormalities of the semen analysis.

Finally, as many as 18% of men with a decreased num-
ber of sperm that cannot otherwise be accounted for,
have a missing fragment of their Y chromosome (micro-
deletions).[32] Genetic testing should be recommended
to men who have few or no sperm and no evidence of
an obstruction of their vas deferns or epididymis and to
men with CBAVD.

Unfortunately, men with azoospermia and/or testic-
ular failure to produce sperm, regardless of age, are
understandably alarmed and saddened to learn that
there are no effective treatments or therapies to restore
fertility. Both the man and/or his partner may have
difficulty grasping the reality of their situation – per-
haps seeking a second opinion, hoping to receive a

better prognosis. However, the reality is that for these
couples their only alternatives are dramatically altered
with their only alternatives being the use of donor
sperm, adoption, or childlessness. As such, these cou-
ples should be offered professional counseling in addi-
tion to medical care.

Evaluation of the Fallopian Tubes
A potentially correctable cause of female infertility is
obstruction or blockage of the fallopian tubes. While
this may occasionally be congenital, it more often fol-
lows a pelvic infection or pelvic surgery. It has been
estimated that approximately 15% of women who have
a single episode of a pelvic infection caused by chlamy-
dia or neisseria gonorrhoeae will have obstruction of
the fallopian tubes.[33] As noted earlier, detection of
an obstruction of the fallopian tubes is usually accom-
plished by hysterosalpingography (HSG). In this proce-
dure, a colorless liquid, known as x-ray contrast mate-
rial, is injected into the opening of the cervix, and
its flow through the uterus and the fallopian tubes is
observed via an x-ray machine. A series of pictures are
taken, and the location and type of obstruction may be
detected. This procedure usually takes only fifteen min-
utes to perform and is usually associated with mild-to-
moderate menstrual-like cramps. If an abnormality of
the fallopian tubes is detected, a laparoscopy can iden-
tify the specific nature and extent of disease of the fal-
lopian tube. An HSG showing obstruction of the fallop-
ian tubes with the presence of hydrosalpinges is seen in
Figure 2.2A, and a double uterus with normal fallopian
tubes is seen in Figure 2.2B.

Abnormalities of the cavity of the uterus are uncom-
mon, but often very treatable causes of infertility.
Pedunculated submucosal fibroids, endometrial polyps,
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Figure 2.3. The appearance of normal pelvic organs as seen
through a laparoscope.

and uterine septae are the most common abnormali-
ties of the cavity and are all easily treated. Other less
common abnormalities such as a bicornuate uterus
or diethylstilbestrol (DES) exposure are not generally
remediable nor do they necessarily need treatment.
The hysterosalpingogram, used to detect abnormali-
ties of the fallopian tubes, is also used by most repro-
ductive endocrinologists to detect abnormalities of the
uterus. Once an abnormality has been detected, the
exact nature and extent of the abnormality may be deter-
mined by performing an ultrasound exam after the infu-
sion of saline into the cavity, a sonohysterogram, or by
viewing the cavity through a thin telescope, a procedure
known as hysteroscopy.

Evaluating the Cervix
The postcoital examination of the cervix has long been
a standard part of the infertility evaluation of a couple.
It is designed to evaluate the transport of sperm within
the female reproductive tract. However, there is a great
deal of controversy regarding its validity, because the
interpretation of the test results is extremely subjective
and the results have not been found to predict future
fertility.[34] During the test, which is usually performed
on the day of or within two days prior to ovulation, a
couple is instructed to have intercourse without the use
of vaginal lubricants. The woman then comes into the
office several hours later, and the nurse or physician
obtains a sample of mucus from the cervix. The qual-
ity of the mucus is then evaluated, and the sample is
viewed through a microscope in the office. The sperm
are counted and their motility determined. Because of
its poor predictive value and because in vitro fertiliza-
tion or the direct insemination of sperm into the uterus
bypasses the cervix, the postcoital test is rarely per-
formed today. Furthermore, many patients found the
testing stressful and distasteful.

Figure 2.4. The laparoscopic appearance of pelvic adhesions.

Evaluation of the Pelvic Cavity
Laparoscopy is an outpatient surgical procedure during
which a telescope is placed through a small incision in
the umbilicus or navel. The pelvic cavity is then visu-
alized, and the various pelvic structures viewed. Fig-
ure 2.3 shows the appearance of a normal pelvis as seen
through the laparoscope. Figure 2.4 shows adhesions
within the pelvis. Laparoscopy is clearly indicated in
women with infertility and either moderate-to-severe
pain with their periods or pain with intercourse. In
addition, women who have a history of pelvic surgery
or pelvic infections may have pelvic scar tissue and
often benefit from laparoscopy. Women who have had
an abnormal HSG indicating blockage of the fallopian
tubes are also candidates for laparoscopy unless they
choose to use IVF. Finally, many women with otherwise
unexplained infertility are candidates for laparoscopy.
However, laparoscopy is the most expensive of the diag-
nostic procedures, and many physicians now delay or
omit laparoscopy in women who have no significant
pain and no history of pelvic infections or surgery, if
the HSG and pelvic ultrasound are normal. The role
of laparoscopy in the evaluation of infertile woman is
evolving, and indications for its use are changing. Once
an evaluation has or has not, been completed and the
information obtained from the laparoscopy has been
evaluated, a course of therapy can be laid out for the
patient. The course of therapy will usually be dictated or
determined by the results of the diagnostic tests. How-
ever, there are often several different treatment options.

THERAPEUTIC INTERVENTIONS

Using the tests described above, a possible reason for a
couple’s infertility will be found in approximately 85%
of cases.[5] No explanation or reason will be found for
the other 15%. Once an explanation has, or has not,
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been found, a treatment program can be presented to
the infertile individual or couple.

Induction of Ovulation

Women who do not have monthly menstrual peri-
ods will almost always respond to ovulation-inducing
drugs (so-called ‘fertility drugs’), unless they have expe-
rienced ovarian failure (e.g., menopause). There are
two commonly used classes of drugs to induce ovula-
tion. The first are termed antiestrogens and consist of
either clomiphene citrate or tamoxifen citrate. While
clomiphene citrate is approved by the U.S. Food and
Drug Administration (FDA) for ovulation induction,
tamoxifen is not. Clomiphene and tamoxifen are avail-
able in tablet form and are taken for five or more days
during the early part of the menstrual cycle. Approxi-
mately one week after the last tablet is taken, ovulation
usually occurs, and the couple should have intercourse
several times around this time. These drugs may cause
hot flashes but are usually free of other side effects,
except for a multiple pregnancy rate of approximately
6–8%. If ovulation does not occur after use of these
drugs, the course of medication is usually repeated
at a higher dosage. Approximately 60–70% of women
will ovulate on clomiphene or tamoxifen, and 30–40%
will conceive within six months of therapy. Because
most women who conceive on clomiphene will do so in
the first four months, the extended use of clomiphene
for more than four to six months is considered inap-
propriate or questionable. Recently, researchers have
reported that another class of antiandrogens, known as
aromatase inhibitors, are also effective in inducing ovu-
lation in some women. However, experience with these
drugs is limited and they are not approved by the FDA
for this indication.

The other class of ovulation induction medications
are known as gonadotropins. These drugs are simi-
lar to the human hormones produced by the pituitary
gland, and are either extracted and purified from human
urine, or produced from Chinese hamster ovaries using
recombinant technology. They are given by intramuscu-
lar or subcutaneous injection and tend to stimulate sev-
eral follicles to grow and for several oocytes to ovulate.
Of those who conceive on these medications, 15–20%
will have a multiple pregnancy. Because of the poten-
tial for multiple follicular development and a condition
called hyperstimulation syndrome, close monitoring in
the form of blood hormone tests and pelvic ultrasound
examinations is commonly performed. In its most mild
form, hyperstimulation syndrome is characterized by
multiple ovarian cysts; while in its most severe form it
is marked by the production of a large amount of free

fluid in the abdominal cavity and around the lungs. It
may cause abdominal pain, marked weight gain, diffi-
culty breathing, and, rarely, death due to blood clots that
may cause a stroke or other catastrophic events. The
syndrome is usually more severe if a woman conceives
in the month in which she receives the gonadotropin.
These medications are much more expensive, more
potent than the antiestrogens, and administered via
injections.

Fallopian Tube Surgery

When the infertility investigation detects scar tissue
or adhesions within the fallopian tubes, surgery may
restore fertility to normal. The scar tissue may be lim-
ited to one small segment of the tube, and the rest of
the tube may be remarkably normal. If the scar tis-
sue is located near the junction of the tube and the
uterus, the small segment of the tube containing the
scar tissue can be removed and the healthy ends sewn
back together. Another procedure, transcervical balloon
tuboplasty, uses small probes or catheters passed from
within the uterus and out into the tubes to open the
blocked area, if the obstruction at the junction of the
tube and ovary is due to delicate scar tissue or a plug of
mucus wedged into the tube. Pregnancy rates following
these procedures may approach 50% if the rest of the
tube is normal and there are no other infertility factors.

In the case of a previous tubal ligation, surgery known
as microsurgical tubal reanastomosis may restore fer-
tility. The surgery requires magnification, very small
sutures, and special training in gynecological micro-
surgery. If the previous tubal ligation has not removed
or damaged the majority of the length of the fallopian
tube and there are no other possible causes of infer-
tility, an experienced microsurgeon can reanastomose
the fallopian tubes and restore fertility in nearly 75% of
women.

If scar tissue is blocking the distal end of the fallopian
tube adjacent to the ovary, surgery may also be success-
ful. This surgery is often performed through the laparo-
scope and may restore fertility in as few as 10% or as
many as 60–70% of women, depending on the extent
of scar tissue. Unfortunately, there is an increased risk
of an ectopic or tubal pregnancy after restorative tubal
surgery. The greatest advantage of tubal surgery is that
the woman may have more than one pregnancy after a
single successful tubal surgery.

Treatment of a Poorly Developed Lining
of the Uterus

A successful intrauterine pregnancy requires a receptive
and healthy uterine lining. Several therapies have been



P1: JPJ
052185363Xc02a CUFX030/Covington 0 521 85363 X September 2, 2006 13:43

MEDICAL ASPECTS OF INFERTILITY FOR THE COUNSELOR 31

shown to improve the condition of the uterine lining.
For some women who are extremely thin or engaged in
extremely strenuous exercise, weight gain and restora-
tion of normal eating habits along with a reduction in
exercise may restore the lining of the uterus to nor-
mal by increasing the production of estrogen and pro-
gesterone by the ovaries. For others, ovulation induc-
tion medications may be necessary to stimulate greater
production of estrogen or progesterone by the ovaries,
which will, in turn, improve the lining of the uterus.
Finally, the administration of progesterone by intra-
muscular injection or vaginal suppository or gel may
restore fertility to normal in women with a thin uterine
lining. However, our understanding of the role of the
uterine lining in conception is incomplete and the valid-
ity of some of these therapies has yet to be established.

Treatment of Abnormal Sperm Transportation

If the number of sperm reaching the fallopian tubes
after intercourse is inadequate because of low sperm
count, the inability to deposit adequate numbers of
sperm into the vagina during intercourse or an abnor-
mal interaction between the sperm and the cervical
mucus, placement of sperm directly into the uterus may
lead to a successful pregnancy. The success of intrauter-
ine insemination (IUI) requires processing of the sperm
in the laboratory. Approximately two hours before the
insemination is to be done, a semen sample is obtained
through masturbation, and the sperm are separated
from the semen by the use of a sperm ‘washing’ tech-
nique or the passage of the semen sample through a col-
umn of material that allows the sperm to swim out of the
semen. Once prepared, the sperm are then placed into
the uterine cavity using a thin catheter placed through
the cervix during a pelvic speculum examination at
ovulation. This process takes only thirty to sixty sec-
onds and is usually painless. The woman then leaves
the office and goes about her usual daily activities. The
other important factor in successful IUI is the appro-
priate timing. IUI may be performed approximately
fourteen days before the next anticipated menstrual
period, within eighteen to thirty-six hours of a posi-
tive ovulation detection test, or approximately thirty-
six hours after the administration of human chorionic
gonadotropin (hCG) given to trigger ovulation. Some
physicians advocate two or more inseminations each
month. Success rates vary according to the quality and
number of sperm, the presence of other female repro-
ductive disorders, and age of the woman. For a woman
under the age of thirty-five using normal sperm with
a cervical factor, the monthly chances of achieving a
pregnancy with IUI are approximately 10–15%. If poor

transportation of sperm in the female reproductive tract
is the result of an infection of the cervix, a course of
antibiotic therapy may be successful.

Treatment of Endometriosis

Endometriosis is a common condition characterized by
the presence of uterine lining tissue in locations out-
side the uterus. It is commonly found in and around
the ovaries and fallopian tubes and may cause pelvic
pain and infertility. While it is present in only 3–10% of
all women of reproductive age, it is found in 30–35%
of women with infertility. Exactly how endometriosis
contributes to infertility is unknown, although it often
causes infertility by stimulating the formation of ovar-
ian cysts and forming scar tissue. Fortunately, not all
women with endometriosis will be infertile.

In cases of endometriosis, surgery and drug ther-
apy have been used to improve pregnancy rates. Sev-
eral medications are commonly used in the treatment
of endometriosis, including birth control pills, proges-
terone, danazol, and gonadotropin-releasing hormone
(Gn-RH) agonists. These medications are most useful
in treating the pain of endometriosis and, perhaps,
preventing its recurrence, but less useful in treating
infertility. By themselves, they have not been shown to
improve fertility. They may, however, be useful in reduc-
ing the volume of disease before surgery or reducing
the likelihood of adhesion formation or recurrence of
endometriosis after surgery. While most women will
tolerate and respond well to one or more of these
medications, each medication has its own set of side
effects which many women find distressing and, as a
result, limit its usefulness. Typical side effects include
hot flashes, headaches, mood changes, vaginal dryness,
acne, facial hair growth, and weight gain.

The most successful approach to the treatment of
endometriosis appears to be surgery. The surgical
removal of mild endometriosis may not only improve
fertility but can also be useful in reducing pelvic
pain. Surgical removal of extensive endometriosis and
restoration of the normal anatomical relationships
between the ovaries and the fallopian tubes may dra-
matically improve fertility so that as many as 50–60% of
women will conceive after surgery. While most surgery
for endometriosis can be performed on an outpatient
basis through a laparoscope, occasionally a laparotomy
and postoperative hospitalization are required.

Treatment of Uterine Abnormalities

Abnormalities of the uterine cavity may either prevent
pregnancy or increase the chance of miscarriage. The
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most common abnormalities are fibroids, adhesions,
polyps, and congenital abnormalities, such as a sep-
tum dividing the cavity into halves. Another abnormal-
ity of the uterine cavity occurs in women who were
exposed to DES during the first three months of their
mother’s pregnancy. The inside of the uterus in women
with this abnormality has the appearance of the let-
ter T instead of an inverted triangle. Women with a
T-shaped uterus caused by DES exposure may have
more difficulty conceiving and carrying a pregnancy
to term. In the past, adhesions or polyps were treated
by performing a dilatation and curettage (D&C), and
fibroids and congenital abnormalities were treated by
performing a laparotomy and using a scissors to cut
out the abnormal tissue. Today, however, almost all uter-
ine surgery for these conditions is performed through
a hysteroscope, a small telescope placed through the
cervix.

Treatment of Male Infertility

A few infertile men may have a congenital or acquired
deficiency in the secretion of the pituitary hormones,
luteinizing hormone (LH) and follicle-stimulating hor-
mone (FSH). In these cases, there is inadequate stim-
ulation of the testes and poor or no sperm produc-
tion. Normal production of sperm and testosterone
may be induced by administration of LH and FSH (by
intramuscular injection using a preparation of human
menopausal gonadotropins), of a Gn-RH agonist to
stimulate pituitary production of LH and FSH, or of
hCG, which mimics the action of LH. One or more
of these therapies are usually effective if the testes are
normal.

There are numerous other hormonal therapies that
have been studied and used in men who have a normal
pituitary gland but produce sperm in reduced numbers.
They include clomiphene, tamoxifen, low-dose testos-
terone, human menopausal gonadotropins, thyroid hor-
mone, vitamins A, C, and E, and zinc. Unfortunately,
while these treatments may benefit an occasional indi-
vidual, none has been proven consistently successful in
the treatment of low-sperm production.

The surgical treatment of a varicocele eliminates
more than 90% of varicoceles and has been shown to
improve semen quality in the majority of men. However,
it is not currently possible to state that varicocele repair
improves fertility due to methodologic limitations of
the scientific studies published.[35] Microsurgical pro-
cedures, such as MESA and TESE, may restore fertility
in men who have had a previous vasectomy or have acci-
dental transection of the vasa during pelvic surgery or
a previous hernia repair. Surgery may also be helpful

when there is obstruction or other abnormalities of the
ejaculatory duct. Unfortunately, fertility is not always
restored after surgery due to either scar tissue forma-
tion in the vas deferens or antisperm antibodies in the
testes. However, up to 75% of men may father children
after surgical repair of a previous vasectomy.

Finally, men who cannot deliver sperm or ejacu-
late usually have sperm in their testes. A biopsy of
their testes or aspiration of fluid from their epididy-
mus may yield sufficient sperm that can be injected
into eggs to produce embryos at IVF. These procedures
are preferred to surgery when the female partner is
near forty years old, when she has a cause of infer-
tility that requires IVF, when surgery is too expensive
for the couple, or when the odds of successful surgery
are low.[36]

Assisted Reproduction

While IVF was originally designed to overcome irre-
versible disorders of the fallopian tubes, it has become
an appropriate treatment for virtually all forms of infer-
tility in men and women. In addition, when coupled
with the donation of oocytes from younger women, it
has been highly successful in helping women older than
forty conceive.

IVF consists of several steps. The first step is the stim-
ulation of the ovaries to produce multiple oocytes or fol-
licles. In response to clomiphene, human menopausal
gonadotropins, or FSH, most women will produce at
least four to six and as many as twenty to thirty mature
oocytes. The goal is not to obtain the greatest number
of oocytes but to obtain several good-quality oocytes,
capable of being fertilized. During ovulation stimula-
tion with medications, blood tests are obtained and
pelvic ultrasound examinations are performed to mon-
itor the response of the ovaries.

Once the oocytes have reached an appropriate matu-
rity, they are collected using a needle introduced into
the pelvis through the vagina and guided by ultrasound.
The oocytes, once collected, are sent to an embryology
laboratory, where they are mixed with large numbers of
sperm in a small laboratory dish. Alternatively, a single
sperm may be injected into a single oocyte to achieve
fertilization. This procedure is called intracytoplasmic
sperm injection or ICSI. Within twenty-four hours, evi-
dence of fertilization can be observed through a micro-
scope. The fertilized oocytes are allowed to divide into
two-, then four-, then six- to eight-celled embryos over
the next forty-eight to seventy-two hours. The embryos
are graded according to their quality. Those embryos
that divide rapidly and consist of individual cells that
are round and equally sized are considered high quality
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and have a greater chance of implanting. At the time
of embryo transfer, the couple is consulted and a final
decision is made regarding how many embryos will be
transferred into the uterus. Of course, an initial dis-
cussion of the number of embryos to transfer should
take place early in the discussion of IVF. In some coun-
tries, the maximum number of embryos that can be
transferred is federally regulated, while in other coun-
tries there are voluntary guidelines. The transfer of a
larger number of embryos may result in an unaccept-
able risk of multiple pregnancy without a significant
improvement in singleton pregnancy rate. As a result,
some countries have strict limitations on the number
of embryos transferred and do not allow for individ-
ualization after consideration of each patient’s unique
circumstances.

The transfer of embryos occurs during a pelvic exam-
ination using a thin, soft catheter. The embryos are
loaded into the end of the catheter, and the catheter
is passed painlessly through the cervix into the uterine
cavity. During the weeks following the transfer of the
embryos, most women receive progesterone by intra-
muscular injection, vaginal suppository, or gel. Approx-
imately two weeks later, blood pregnancy tests are
done. Blood pregnancy tests are preferred to home
pregnancy tests because of their reliability, sensitiv-
ity, and ability to quantify the pregnancy hormone
hCG.

The success of IVF has recently improved, so that
approximately one in every three IVF cycles will result
in the birth of a baby. However, some programs have
recently reported success rates of 40–50% or even
higher, per attempt.

Two additional procedures are sometimes used to
improve pregnancy rates:

Assisted hatching. Under some conditions, there is an
impaired ability of embryos to implant in the uterine
lining because the outer membrane of the embryo, the
zona pellucida, is too thick or too hard. Assisted hatch-
ing may improve implantation by making a small open-
ing in the zona pellucida that surrounds the oocyte. This
procedure takes place just minutes before the embryos
are transferred to the uterus and allows them to make
better contact with the lining of the uterus, increas-
ing implantation and therefore pregnancy rates. This
is usually performed when the woman is older than
thirty-seven or has failed to conceive in two previous
IVF attempts. However, the benefit of assisted hatching
has not been established.

Blastocyst transfer. While most embryos are trans-
ferred after seventy-two hours of growth, some are

transferred after approximately 120 hours of growth,
when they contain approximately 100 cells and are blas-
tocysts. The benefits of transferring one or two blasto-
cysts are a high pregnancy rate and a low-high-order
multiple pregnancy rate.

Third-Party Reproduction

Many persons who cannot produce their own sperm or
oocytes wish to have children. While adoption is one
alternative, some couples may choose to use sperm or
oocytes from a known or anonymous donor. In the case
of a woman without a fertile male partner, sperm from a
donor can be inseminated into her cervix or uterus with
a reasonable chance of success. There are many com-
mercial sperm banks throughout the world that provide
sperm collected from donors who have been screened
for genetic diseases, infections, and other undesirable
traits. The sperm is frozen and quarantined for six
months and then thawed for insemination at the time
of ovulation each month. If the infertile woman has dis-
eased or absent fallopian tubes, donated sperm can also
be used during an IVF cycle to fertilize her oocytes in
the laboratory.

In the case of a woman who does not produce oocytes
or have a normal uterus, traditional surrogacy is an
option. The traditional surrogate is a gestational carrier
and oocyte donor. The traditional surrogate is insemi-
nated with the sperm of the infertile woman’s husband.
This procedure is relatively uncomplicated medically
and much simpler than the other option, oocyte dona-
tion, for the woman who does not produce oocytes.
However, traditional surrogacy has greater psychologi-
cal risks as the woman is relinquishing at birth a child
to whom she is genetically related. Following the preg-
nancy and birth, the surrogate relinquishes the child
to the intended parents and is adopted by the rearing
mother. The traditional surrogate is both the genetic
and birthmother and, as a result, her legal ‘rights’ to
the offspring have led to this practice being a less pop-
ular reproductive choice for surrogates and intended
parents. Today most couples prefer to use a donated
oocyte with a gestational carrier. Surrogacy remains an
uncommon or illegal form of reproduction in a majority
of countries worldwide.

In oocyte donation, a woman, referred to as an egg
or oocyte donor, volunteers to receive fertility drugs
and undergo the retrieval of her oocytes just as though
she were undergoing IVF. Her oocytes are then fertil-
ized with sperm from the infertile woman’s partner or
donated sperm. The fertilized oocytes are then trans-
ferred into the uterus of the infertile woman so that she
may carry and deliver the baby.
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Finally, in the case of a woman who does not have a
normal uterus but has functioning ovaries, gestational
carrier is an option. In gestational carrier pregnancies,
the infertile woman receives fertility drugs and under-
goes oocyte retrieval as though she were undergoing
IVF. Her oocytes are fertilized by her partner’s sperm
or donated sperm, but the resulting embryos are trans-
ferred into the uterus of another woman, called a ges-
tational carrier. After delivery of the baby, the infer-
tile woman or couple become the legal parents of the
baby via adoption by the genetically related parents.
This procedure is obviously more complicated than
insemination of a traditional surrogate, but it does
make it possible for the infertile woman or couple to
have a genetically-shared child. Thus, women without
a normal uterus or functioning ovaries or men with-
out sperm can still participate actively in overcoming
their childlessness, using the new reproductive tech-
nologies and/or a third party. However, as stated earlier,
these forms of third-party reproduction involve com-
plex psychosocial issues warranting counseling of all
parties involved.

FUTURE IMPLICATIONS

The past twenty years have been dominated by advances
in medical technology. However, the next twenty years
will not only see technological advances but also a much
greater involvement by the nonmedical community in
the economics and ethics of these new advanced repro-
ductive technologies.

As we gain greater understanding of the role of the
uterine lining in implantation and learn how to identify
embryos with the greatest potential for implantation,
we will be able to achieve higher success rates in IVF
without a high rate of multiple pregnancies. In addition,
not only will we be able to evaluate the genetic constitu-
tion of each embryo, but we will also be able to correct
some genetic abnormalities and prevent some types of
birth defects. And while these technologies may pro-
vide more opportunities for reproductive parenthood,
they also present greater ethical challenges for couples
and clinicians as the potential for designer children
becomes technologically possible.

Recent advances in the manipulation and preserva-
tion of eggs will also have important implications for
infertile women. The treatment of female-factor infer-
tility due to advanced maternal age or ovarian incompe-
tence may be dramatically changed by oocyte freezing.
In the future, it may be possible for women to select
oocytes from a commercial oocyte bank or even to cry-
opreserve their own oocytes for use later in their lives.
In addition, women who must undergo chemotherapy

for the treatment of cancer may have their ovaries biop-
sied or removed and frozen. After recovery from the
chemotherapy and cancer, the ovaries may be thawed
and the unstimulated oocytes stimulated and matured
in the laboratory. Finally, in the future women with
polycystic ovary syndrome who are unable to produce
mature oocytes for IVF may have unstimulated oocytes
retrieved from their ovaries and matured in the labora-
tory before insemination.

None of these technological developments will take
place in a social vacuum, however. Society is becoming
increasingly involved through legislation, regulation,
and the rationing of financial resources for artificial
reproduction. Hopefully, regulation of reproduction
will be a positive force that will lead to a common agree-
ment regarding the limits of artificial reproduction, as
well as to an increased level of confidence and trust
in the clinicians and scientists who provide such care
worldwide.

Unfortunately, rationing of healthcare may pose a
serious threat to the treatment of infertility services in
the future. To the fertile population, to adults past their
reproductive years, and to medical practitioners in most
medical specialties, using limited financial resources
for the treatment of infertility is not a priority. While
the potential will exist for overcoming infertility for vir-
tually every infertile individual, only time will tell how,
when, and for whom these exciting technologies will be
provided.

SUMMARY

■ Infertility is defined as the inability to conceive dur-
ing twelve months of sexual intercourse without con-
traception.
■ Approximately 8–14% of couples will experience
infertility.
■ Causes of infertility include:

Failure to ovulate
Failure to produce or deliver adequate numbers of

healthy sperm to the fallopian tubes
Obstruction of the fallopian tubes
Endometriosis or adhesions involving the ovaries

or fallopian tubes
Poor timing of technique of intercourse
Possible infections of the reproductive tract
Immunological barriers to fertilization or implan-

tation
An unreceptive lining of the uterus
Genetic factors.

■ Efficient and effective delivery of care involves
a multidisciplinary team consisting of physicians,
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nurses, mental health professionals, urologists,
andrologists, and embryologists.
■ The medical work-up of the infertile couple consists
of:

Determination of ovulation and the number of com-
petent oocytes in the ovaries

Evaluation of the semen through a semen analysis
and sperm function tests

Evaluation of the uterus and fallopian tubes by
hysterosalpingogram

Evaluation of the pelvic organs by laparoscopy.
■ Treatment options include:

Fertility drugs to induce ovulation or enhance hor-
mone production

Surgery of the uterus or fallopian tubes
Drug or hormone therapy to improve sperm pro-

duction
Surgery of the male reproductive tract to improve

delivery of adequate numbers of sperm
Insemination of sperm
Assisted reproduction: IVF, ICSI, assisted hatching,

and blastocyst transfer.
■ Using third-party reproduction, women and men
now ‘have a baby’ via donor sperm, donor oocytes,
donor embryos, traditional surrogacy, and/or gesta-
tional carrier.
■ Preimplantation genetic diagnosis makes it possi-
ble for women and men with some genetic disorders
to have children who will not develop the disease.
■ In the future, the new reproductive technologies
may include cloning, oocyte freezing, and cryopreser-
vation of ovaries. The limitations and barriers to these
technologies are likely to be more social and ethical
than medical or technological.
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3 The Psychology of Gender-Specific Infertility Diagnoses

WILLIAM D. PETOK

Women are not men’s equals in anything except responsibil-
ity. We are not their inferiors, either, or even their superiors.
We are quite simply different races.

– Phyllis McGinley, 1959

Infertility affects men and women in approximately
equal proportions, although there may be some regional
variations.[1,2] For example, over half the cases of infer-
tility reported in sub-Saharan Africa are male factor.[3]
Worldwide, it is generally accepted that the breakdown
of organic causes of infertility is: 35% male factor, 50%
female factor, 5% other, and 10% unexplained with com-
bined male- and female-factor infertility accounting for
20% of all infertility.[4]

While women have historically been the focus of
infertility treatment due to medical necessity, myths,
cultural beliefs and traditions, it is now clear that male-
factor infertility plays a significant role in a couple’s
efforts to achieve a pregnancy. Accumulating knowl-
edge of male factors contributing or causing infertility,
from advances in diagnostic techniques and treatments,
has helped to equalize both the medical and psycholog-
ical understanding of the impact of infertility. At the
same time, this has helped to promote a better under-
standing of the emotional impact of male and female
infertility on men and women as individuals and make
the experiences of infertility a shared one.

This chapter

■ describes factors determining gender-specific diag-
noses of infertility;
■ explains treatments for gender-specific diagnoses
and their psychological implications;
■ explores the psychological and emotional meaning to
a man or woman of a gender-specific diagnosis;
■ examines some of the differences between men and
women in their reactions to infertility.

HISTORICAL OVERVIEW

Biblical references to infertility abound, but the psy-
chological reactions to infertility seem limited to the

women in these ancient stories. In Genesis, Abraham
and Sarah had such difficulty conceiving that Abraham,
with Sarah’s blessing, took Hagar as his concubine and
produced a male heir (Ishmael) with Hagar, commonly
known today as a surrogate. However, the Bible pro-
vides very little insight into Abraham’s feelings about his
wife’s infertility or Sarah’s feelings about her childless-
ness, although it notes that Sarah laughed incredulously
when God eventually promises her a child. Perhaps the
laughter was out of anger, shock, or relief. Later, we get a
glimpse of her jealous feelings about her surrogate son,
Ishmael, when she asks her husband to drive Ishmael
and his mother from their camp.

In the book of Samuel, we are introduced to Hannah,
the second of Elkanah’s two wives. She had no chil-
dren, but her counterpart had two sons by their mutual
husband. While Elkanah appears not to understand his
wife’s feelings about her infertility, the wife’s feelings are
abundantly clear. When she appears depressed, weep-
ing and refusing to eat, her husband asks, “. . . Why are
you brokenhearted? Am I not better to you than ten
children?” (I Samuel 1:8). However, as with all good sto-
ries and perhaps as part of ancient wisdom for a glim-
mer of hope for the childless, the outcome is positive
and Hannah conceives and bears a child.

Popular culture also frequently portrays women’s
psychological reactions to infertility. In Jane Smiley’s
A Thousand Acres the heroine has had five miscar-
riages. Carlos Fuentes uses infertility as a motivational
theme in Aura. And there is no doubt about the emo-
tion Sylvia Plath portrays in her poem, Barren Woman.
The artwork of Freda Kahlo also employs images of
infertility, as does the play, Tally’s Folly, by Lansford
Wilson. In a rare glimpse into male reactions to infer-
tility, Michael Chabon’s Son of the Wolfman does look
at a man’s emotional response to a couple’s inability to
conceive.

37
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With progress in the medical aspects of the field,
reporting on the psychosocial aspects of infertility has
also grown in complexity. It is not unusual to see arti-
cles on assisted reproductive technology in newspapers,
popular periodical publications, and television news –
or celebrity biographies or accounts of royal infertility
tribulations. While the focus of these accounts is often
on the scientific techniques available to help achieve
pregnancy and a child, a sidebar or accompanying story
will highlight the emotional issues at stake for the cou-
ple or individuals using these medical advances.

REVIEW OF LITERATURE

Hardy and Makuch,[5] in an international review of
gender, infertility and assisted reproductive technology
(ART), note that, across cultures, women are more likely
to define the term ‘mother’ as a function of both biology
and the interaction between a woman and child. Moth-
erhood is the result of pregnancy and childbirth and
later nurturing. Men seem to define their relationship to
a child as a function of their role in conception. Father-
hood is more related to ownership of children. This
traditional view, they note, is changing in many soci-
eties as fathers become increasingly involved in child
upbringing. Nevertheless, the conceptual notion elabo-
rated by their work highlights a difference between men
and women of great significance and with profoundly
different meanings for each gender. Infertility denies a
woman the important function of mothering over many
years. At the same time, the loss for a man becomes
a failure to create a commodity that will carry on his
name and genetic line.

Research on female and male reactions to infertility
has focused on the psychological response of men to
male-factor infertility, general studies about women’s
reactions to infertility, Polycystic Ovarian Syndrome
(PCOS), premature ovarian failure (POF) and their psy-
chological sequelae, and various treatments and com-
parison studies of gender differences in reaction to
infertility. Genetic causes of both female and male
infertility men have been identified, but little specific
research exists on the psychological outcomes. Cancers
that effect the reproductive systems of men and women,
either directly or through radiation or chemotherapeu-
tic treatments, are similarly recognized in the literature.
A number of methodological problems have hampered
research in the field including the use of convenience
samples that compromise generalizability and a failure
to analyze the influence of variables such as diagnosis
and treatment length.[6] Infertile men have been stud-
ied with less frequency than infertile women. Because
many of the treatments are aimed at women, a fre-

quent criticism of the existing research is that the needs
of infertile men have not been identified and therefore
remain unmet.[7,8]

Unfortunately, there is a limited body of literature
that examines specific gender-related diagnoses and
the resulting psychological reactions of the diagnosed.
Regardless, a substantial body of literature supports
the notion that being the partner with the identified
source of the fertility problem is one of several fac-
tors that yields a more negative response. It is impor-
tant to note that in some cultures, women receive all
the treatment focus because a diagnosis of male-factor
infertility is socially unacceptable.[3] Men experience
more distress when male-factor infertility is diagnosed
than do women when female-factor is found.[9,10] At
the same time, women report stronger overall nega-
tive reactions to infertility. The stronger responses of
women to their infertility than those of men is proba-
bly due to multiple factors: the more invasive nature of
medical work-ups for infertile women and the different
social contexts in which men and women are raised,
and therefore must negotiate the experience of being
unable to produce a child. For example, considering
individuals in treatment via in vitro fertilization (IVF),
women report significantly higher levels of depression,
and state and trait anxiety than their partners. Men
report more suppression of their anxiety and anger
than women.[11] Finally, many of the medical treat-
ments for infertility that use hormonal medications are
provided to women. These medications have known
side effects that can produce psychological symp-
toms as mild as minor mood swings and as profound
as full-blown psychotic reactions. Men do not typi-
cally receive similarly powerful medications for their
treatment.[12]

Psychological Response in Men
to Male-Factor Infertility

Male-factor infertility can be the result of problems
in delivery of sperm such as an absent vas defer-
ens or other obstructive azoospermia conditions, chro-
mosomal conditions such as Klinefelter’s syndrome,
hormonal problems such as acquired or congenital defi-
ciency in the secretion of pituitary hormones, ejacula-
tory problems such as retrograde ejaculation, testicular
damage from infections such as mumps, cancer treat-
ment, prior vasectomy, or injury. Previously thought to
be a contributor to male-factor infertility, the signifi-
cance of varicocele has come under recent scrutiny and,
as such, is considered a less significant causal factor
in male-factor infertility.[13] This is also the case for
sperm-antibodies once thought to be a major factor and
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now primarily relevant in postvasectomy reversal situ-
ations. Although seen less frequently today than in the
past, men (and women) may experience reproductive
tract malformations as a result of exposure to diethyl-
stilbestrol (DES) in utero – ironically a medication used
to prevent miscarriage. Age, unlike in women, is not
typically seen as a factor in male infertility. At the same
time, increased age can affect a man’s level of sexual
desire and capacity. Consequently, older men who are
attempting to start families may experience difficulty
due to erectile problems or other age-related health
issues that compromise sexual capacity.

While there is no doubt that a diagnosis of male factor
is stressful, the great majority of men appear to man-
age it well.[14] Most of the research regarding men’s
reactions to infertility looks at aggregate groups and
does not separate out specific diagnoses. The majority
of authors have noted that men typically adopt cop-
ing styles that incorporate denial, distancing, or avoid-
ance.[12] In addition, most research has indicated that
general male response to infertility is less negative than
their female counterparts, with the exception of a male-
factor diagnosis.

In an early study specifically addressing a diagno-
sis of azoospermia,[15] ten of the sixteen men in the
sample experienced some form of temporary ‘impo-
tence’ subsequent to diagnosis. While the author does
not specify, one suspects he is referring to the more
contemporary diagnosis of erectile dysfunction. Inter-
views collected from the men suggest that their inabil-
ity to achieve erection was directly related to an emo-
tional reaction to their diagnosis. Feuer[16] found that
men diagnosed with oligospermia felt the negative psy-
chological impact to a greater extent than other men
with different diagnoses in the study. The supposition
is that the uncertain nature of the diagnosis led to the
increased depression and social isolation experienced
as well as reduced self-esteem and marital satisfaction.
A review of the literature on vasectomy indicates that,
in general, adverse psychological events are the least
common in men who made the decision for vasectomy
jointly with their wives. Potential predictors of psycho-
sexual problems for men who obtained vasectomies
include preexisting emotional instability, excessive con-
cerns about masculinity, and confusion of the proce-
dure with castration.[17]

Mason[18] conducted in-depth interviews with men,
primarily from Great Britain, all diagnosed with male-
factor infertility. The twenty-two men in her research
primarily responded to articles in self-help publications
about her work. These men discussed their pain and
how they learned to cope with the fact that they would
not produce their own biological children. Guilt, shame,

anger, isolation, loss, and a sense of personal failure
were common themes in these interviews.

Of unique interest is the research of Gannon
and colleagues,[19] which notes that media reports in
Great Britain have described a crisis in male fertil-
ity based on newspaper accounts of declining sperm
counts. The authors reviewed newspaper accounts of
male fertility between 1992 and 1998. They conclude
that infertile men are being stigmatized because they
are perceived as being deficient of a critical component
that defines masculinity.

However, others[20] see the stigma as a result of
having broken the group norm of producing children.
Regardless, these men also describe feelings of guilt,
despair, loneliness, isolation, and stress. This constella-
tion of emotional responses can leave the infertile man
feeling less than a man, diminished and powerless in his
masculinity.[21] When men and women with no fertility
problems were interviewed about their views of infertile
men and women, male infertility was associated with
higher levels of stigma than female infertility. In addi-
tion, when the cause of the infertility was attributed to
male factor, it was viewed as the result of sexual dys-
function. Those interviewed felt that the infertile men
would see themselves as having tarnished egos or failed
sexual prowess.[22]

Other research has looked at groups of men with
varying diagnoses. One study[23] found that infer-
tile men suffered more psychological distress and
greater somatic symptoms than their fertile coun-
terparts. Stigmatization, loss of potency, role failure,
and reduced self-esteem were reactions of the men
described in the work of Natchtigall[24] and his asso-
ciates. The impact of the diagnosis on marital relation-
ships and a decrement in self-esteem is a common find-
ing in similar studies.[21] Feelings of personal and sex-
ual inadequacy, sexual dysfunction, depression, hostil-
ity, and guilt have been reported.[25] Dhillon[26] and
associates used psychometric measures to study equal-
sized groups of fertile men, men with unexplained infer-
tility, and men with abnormal semen analyses based
on World Health Organization criteria. Both groups
of infertile men underwent treatment with intra uter-
ine insemination (IUI). No differences were found on
the psychometric measures between the groups. The
authors offered a variety of explanations for their results
including research that suggested men may be more
willing than women to find comfort in roles other than
parenting, and that a man’s true feelings are best derived
from interview rather than psychometric data.

Boivin[27] and colleagues compared Swedish men
with male-factor diagnoses undergoing intracytoplas-
mic sperm injection (ICSI) and IVF. They hypothesized
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that male ICSI patients would experience more dis-
tress than their IVF counterparts due to the higher level
of male-factor diagnoses compared to IVF patients.
In addition, they hypothesized that the greatest dif-
ference in distress scores would take place during the
active stages of these procedures, that is, when men
were required to produce a sperm sample and find
out if the oocytes had been fertilized. Daily data on
emotional, physical, and social reactions to infertility
were obtained and the emotional subscale data were
divided into distress and optimism variables. Interest-
ingly, no significant differences were found between
the two groups of men with the exception of the ICSI
patients reporting more distress during the two days
prior to the active stages of treatment. The researchers
concluded that men undergoing ICSI experienced more
anticipatory anxiety than those in the IVF group. Fur-
thermore, the researchers noted that the availability of
the ICSI procedures may help reduce feelings of loss
and hopelessness because ICSI offers an alternative to
donor insemination and a possible solution to their
infertility that enables them to have the desired geneti-
cally shared child with their partner. Other researchers
had determined that providing a sperm sample could
increase anxiety about being able to perform during this
crucial stage of treatment.[28] While not dealing with
specific male-factor diagnosis infertility, Pook and col-
leagues[29–31] have demonstrated that distress due to
infertility has a predictive value for changes in sperm
concentration and motility.

It has long been noted that men with infertility diag-
noses have a tendency to somaticize. Because male
infertility implies a lack of masculinity and is, therefore,
stigmatizing, many men keep their diagnosis a secret.
This secrecy can increase stress levels. Conrad and col-
leagues[32] investigated whether or not men tended to
suppress their emotions and have a higher degree of
alexithymia, which is difficulty in identifying and com-
municating feelings. They pointed to earlier research
establishing links between nonexpression of emotions
and somatic complaints as explanatory for the symptom
of somatization found in infertile men. The research
of Conrad and colleagues confirmed that, in the sam-
ple of German men they studied, higher levels of alex-
ithymia occurred than in healthy controls. However, the
infertile men were lower in alexithymia when compared
with a group of psychosomatic outpatients known to
have a high rate of alexithymia. It appears that infertile
men were inclined to repress their feelings about infer-
tility. Furthermore, it seems that difficulty in identify-
ing and expressing feelings was common in this sample
of men.

Issues of masculinity related to infertility appear to be
global in nature. Tarlatzis and colleagues[33] found that

infertile Greek men had a greater tendency to repress
feelings of anxiety and had a greater probability for psy-
chosomatic illness than their infertile wives. In addi-
tion, a high rate of sexual dysfunction was found in
this sample. Chinese men were found to have higher
self-esteem as well as more marital and sexual satisfac-
tion than their wives in another study. Fifty-nine mar-
ried infertile couples from medical centers in Taipei,
Taiwan, completed psychometric questionnaires. Over-
all, the men had significantly less distress than their
wives.[34] The authors suggested that because in Chi-
nese society in-laws play a significant role, particularly
in marital satisfaction, a difference exists from pat-
terns typically found in the West. The role that sons
play in their parents’ old age was presumed to be an
important factor because childlessness is one of three
ways a son can dishonor his parents according to Chi-
nese proverbs. Furthermore, a son can take another
wife if his first wife fails to produce a child, presum-
ably reducing the stress that he feels if no pregnancy
occurs.

In some African cultures, infertility is seen as solely
a woman’s problem, and thus the diagnosis of male-
factor infertility is unacceptable. Consequently if male-
factor infertility is the problem, there is typically sig-
nificant denial by all parties (husband, wives, and even
caregivers) and a lack of treatment. This cultural norm
is presumably to protect the male ego and the ‘supe-
rior’ role of the male in the society and family.[35,36]
In one qualitative study of racially and educationally
diverse men seeking treatment for infertility in Cape
Town, South Africa,[37] the majority of the men noted
emotional reactions brought on by their childlessness.
Guilt, sadness, pain and emptiness, feelings of being
left out, and inadequacy were identified. Being defined
as a man because of one’s children was also a signifi-
cant theme. In Egypt, male-factor infertility is a crisis of
masculinity, with the ultimate social price usually paid
by the wife because her husband can divorce her and
take a new wife despite her lack of ‘blame.’[38] Never-
theless, for men in many Middle Eastern countries the
emasculation that infertility brings is compounded by
the newer treatments, such as ICSI, which create more
stigma and secrecy due to complicated restrictions that
Islam has on third-party donation of gametes.[39] An
Iranian study of infertile couples showed that some
men and women in Islamic countries had psychologi-
cal reactions similar to their Western counterparts. Men
whose partners eventually conceived reported signif-
icantly less stress than those whose partners did not
conceive.[40]

In general, male-factor infertility research dealing
with the psychological sequelae finds that while men do
suffer emotional insults in more Western cultures, they
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tend to be protected from similar outcomes in others.
This is particularly so in cultures that are less egalitar-
ian with regard to gender roles.

Psychological Response in Women
to Female-Factor Infertility

Female-factor infertility can be the result of hormonal
abnormalities that prohibit ovulation or do not prop-
erly prepare the endometrium to receive a fertilized
ovum, compromised cervical mucous, obstruction or
damage to the fallopian tubes and the adjacent struc-
tures of the pelvic peritoneum from disease, surgery
or endometriosis, and uterine factors such as congeni-
tal defects, fibroids or polyps. Medical conditions, typ-
ically hormonally related, including PCOS, POF, and
endometriosis can also be a cause of female-factor
infertility. Because ovulation is an age-related function,
aging can and does have an impact on female fertility.
Female circumcision, a practice common in twenty-six
African countries, can also lead to infection and infer-
tility.[41,42]

Infertility has a variety of psychological impacts on
a woman. Grief and depression, anger, guilt, shock and
denial, and anxiety are the most commonly mentioned
emotional themes in descriptive reports.[43] Compe-
tence and self-esteem are compromised because women
typically feel incapable of accomplishing what other
women seem to do with apparent ease.[44] Failure is
another descriptor often used with regard to sexual and
reproductive functions (further reinforced by medical
diagnostic terms, such as premature ovarian ‘failure’ or
‘incompetent’ cervix), as well as failure as a woman. A
variety of factors have been identified with higher lev-
els of distress in women experiencing infertility. Poor
self-esteem and a primary investment in the mother-
hood role with regard to identity and self-image top the
list. Lengthier treatment also seems to increase marital
and sexual distress for women. Unresolved diagnostic
status appears to be another factor that produces acute
distress in women. One study found that 32% of women
in the early stages of infertility treatment might be
at risk for developing clinically relevant mental health
problems[45] as measured by the Twelve Item General
Health Questionnaire and three multiitem scales from
the Short Form Health Survey Questionnaire.

In evaluating research with control groups prior to
1988, Dunkel-Schetter and Lobel[43] highlighted the
variability of results obtained. In two well-designed
studies[46,47] that used both control groups and stan-
dardized measures, no significant differences were
found between infertile women and control subjects on
a variety of psychological measures. Other studies have
reported differences in satisfaction with some aspects of

life and higher anxiety levels in infertile women versus
controls. Dunkel-Schetter and Lobel’s summary indi-
cates that the dominant pattern across studies was that
on most dimensions, there are no differences with the
exception of anxiety and emotional distress. When sig-
nificant differences did exist, the studies were generally
weaker in design.

In discussing major experiences in the reproductive
lives of women, Stanton[48] and colleagues note that
infertility is not experienced as a discrete event. Instead,
it is a sequence that can cover many years having an
impact on many aspects of a woman’s life. With respect
to normative groups, the researchers noted that women
experiencing infertility are a variable group. Some dis-
play equal adjustment to their noninfertile counter-
parts, while others evidence less positive psychologi-
cal outcomes. Nevertheless, 49% of women interviewed
reported that infertility was the most upsetting event
of their lives and women are more likely than men
to experience stress specific to infertility.[14] Because
diagnostic and treatment procedures for women are
typically more invasive than for men, this is not sur-
prising. As a result, infertility can be a more significant
loss for women.[49] It is also possible that women gen-
erally appraise negative events as more stressful than
men.[50]

Unfortunately, as with male-factor infertility re-
search, there is a limited body of literature on spe-
cific types of female-factor infertility and women’s psy-
chological reactions to them, PCOS and POF being
exceptions. Hardy and Makuch,[5] in a recent litera-
ture review, highlight the difference in the way men
and women view childbearing, with women more likely
to experience depression and anxiety than men. For
example, Domar and colleagues[51] demonstrated that
infertile women were twice as likely to be depressed as
their fertile counterparts. Women with identified causes
for their infertility had significantly higher depression
scores than those with unexplained or undiagnosed
infertility.

International findings regarding female reactions to
their infertility cover wide ground. A Chinese study
that employed control groups and standardized mea-
sures[52] found that infertile women in China suffered
moderate to severe levels of mental pressure, and more
depression symptoms and self-isolation than control
group subjects. A study, lacking in controls, found anx-
iety and depression in infertile Japanese women corre-
lated with a lack of support from their husbands.[53]
In a study of Western European women by Oddens and
colleagues[54] the researchers using a control group
and standardized measures found that only 28% of
the subjects had female-factor infertility diagnoses. In
the aggregate of all subjects, negative feelings were
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higher in the patient group with the largest differences
seen for shock, embarrassment, anger, feeling hurt and
depressed. In a Kuwaiti study, conducted in 2004, that
assessed the effect of infertility on Arab women, the
researchers used an age-matched sample of pregnant
women as controls. The infertile women evidenced
higher levels of tension, hostility, anxiety, depression,
self-blame, and suicidal ideation than the control group
women. The researchers noted that childlessness typi-
cally causes significant social stigmatization for Arabic
women that puts them at risk for serious social and
emotional consequences.[55] Infertile Greek women
report depression, high rates of defensive anxiety, and
numerous psychosomatic symptoms.[33] A 2005 Israeli
study of 242 women in treatment at a regional infertil-
ity center asked women to respond to a list of difficul-
ties that included items such as anticipation of treat-
ment results, negative feelings aroused by the patient’s
fertility problem, and disruption of the patient’s func-
tioning at work. In addition, the women were asked
to complete a questionnaire about infertility-specific
distress and well-being. The researchers found that
while there was great variability in women’s responses,
women who reported high levels of difficulty from
their infertility also reported higher levels of emotional
distress.[56]

Sub-Saharan Africa, with its extremely high rate of
infertility, has also been the subject of research.[37,41]
Women in many African cultures have low status and
gain value from their capacity to reproduce and/or pro-
vide sexual satisfaction to the male partner. Conse-
quently, blame for infertility, regardless of its origin, is
affixed to the female member of a couple.[57] Infertil-
ity in African women frequently causes marital dishar-
mony, leading to divorce. Women are often blamed
for the infertility and men engage in polygamy in an
attempt to have children.[58] Divorce because of infer-
tility is common among infertile Nigerian women.[59]
The women in the study by Orji et al. noted that divorce
was the result of abuse by the husband’s family, their
husband taking a second or third wife, and accusations
of being a witch. Abuse can take place because chil-
dren are considered a connection between ancestors
and future generations and a barren woman provides
no such connection for her husband’s family.

In one of the diagnosis-specific studies of women with
PCOS, Austrian women were compared with Moslem
immigrants to Austria. Cultural issues put Moslem
women under greater pressure to reproduce and when
they are unable, they suffer more in their marriages
and social group than do Austrian women.[60] Another
PCOS study, which looked at five quality-of-life vari-
ables, found that emotions and infertility were the sec-

ond and third lowest in order of concern for women
with PCOS. Weight gain was the most important factor
for these women.[61]

In an interesting comparison of women with infer-
tility due to endometriosis or tubal sterility, those with
endometriosis were found to experience higher levels of
anxiety. The authors had hypothesized that gender role
conflicts would be found in women with endometriosis.
Results of the interviews and questionnaire data con-
firmed the original hypothesis. The conflict seemed to
be characterized by a negative experience of menarche
and puberty, early gynecological problems, and negative
sexual experiences.[62]

Kitzinger and Willmott[63] evaluated women with
PCOS. Infertility was one of the symptoms of their con-
dition that left them feeling less feminine than their
fertile counterparts. These women used words such
as ‘freakish,’ ‘abnormal,’ and not ‘proper’ in describing
themselves. They viewed themselves as decidedly differ-
ent from other women and therefore less feminine. This
stigmatization was a ‘theft of womanhood.’

POF affects between 1 and 5% of women below
forty,[64] and involves the cessation of ovulatory and
endocrine ovarian function in women younger than
forty.[65] Possible causes of POF include genetic fac-
tors such as Turner’s syndrome and Fragile X syn-
drome, enzyme deficiencies, ovarian damage from med-
ical interventions such as radiation and chemother-
apy for cancer, and autoimmune factors. A small per-
centage of women with the disorder have idiopathic
POF. Because residual follicles and oocytes may have
episodic function, some research indicates that 20% of
women with POF will have sporadic ovulation and as
many as 8% have reported pregnancies.[66] Pregnan-
cies in women with POF have been reported after bouts
of amenorrhea lasting several years.[65]

Orshan and colleagues,[64] in a phenomenological
study of six women with idiopathic POF, reported that
a common experience was a perceived lack of sup-
port from healthcare providers regarding the symp-
toms that subsequently led to the diagnosis. The women
in this study felt that healthcare providers did not
understand the ramifications and emotional conse-
quences of the diagnosis. Some women in the study
described the diagnosis as a death, complete with loss,
grief, depression, and the emptiness frequently experi-
enced in mourning. In addition, women in this study
had feelings of premature aging associated with med-
ical regimens used for women going through an age-
appropriate menopause.

The theme of feeling unsupported by healthcare
providers was reiterated in an observational study of
100 women with POF.[67] Women reported feeling
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confusion, depression, anxiety, emptiness, loss, shock,
anger, denial, relief (to know what was wrong), and
curiosity when first hearing their diagnosis. Many of the
women felt that their physicians lacked knowledge, sen-
sitivity, and helpful suggestions for dealing with POF.
When women felt that they had been given thorough
and accurate information about the disorder, they felt
better emotionally. The results of the study indicated
that women find receiving a diagnosis of POF emotion-
ally traumatic. Negative body image, characterized by
feeling old, unfeminine, less healthy, empty, and worth-
less were described. The authors suggest that the word
failure in the diagnosis contributes to a sense of defec-
tiveness in women and that it may be more helpful to
use ovarian insufficiency when describing the disorder.

THEORETICAL FRAMEWORK

No single theoretical framework applies universally
to male or female factor infertility. However, theoret-
ical frameworks that have been or may be applica-
ble include Freudian theory, Goffman’s stigma theory,
Kohut’s self-psychology theory, and grief and loss the-
ory. In addition, family systems theory and Mahlstedt’s
description of specific losses related to grief and loss
theory can be used to understand the issues extant for
both men and women.

Specific gender-based theories do suggest issues
related to infertility. Families have long relied on
women to provide nurturance, both emotional and
physical, to husbands, children, and aging parents.[68]
Consequently, mothering is an essential role for a
woman. Without the opportunity to do so, she is
deprived of an important aspect of womanhood. At
the same time, Barnett and Baruch[69] contend that
a woman’s psychological health is not dependent on
fulfilling the role of mother and wife. They suggest
that women who are mothers may benefit from that
role depending on their other roles and the assistance
they receive in fulfilling their family and workplace
obligations.

Levinson[70] notes that in all societies a man is
expected to marry and assume certain familial respon-
sibilities. Producing offspring connects a man to other
components of life including his original family, eth-
nicity and occupation, and places him within the larger
world. Starting a family is, from Levinson’s perspective,
an important developmental task. Fatherhood gives
men a sense of importance and gratification, particu-
larly when things go well. By extension, these connec-
tions are missing for a man who does not create a family.

McGrath and colleagues[71] cite infertility as one of
the unique female-specific reproductive events hypoth-

esized for placing women at risk for depression. They
highlight research on women’s roles as caretakers and
marital confidants as contributory factors. While rela-
tionships tend to bring greater satisfaction to women,
strains in those relationships produce a greater risk
factor for depression than similar strains or problems
in other areas of life. So, caretaking can have a detri-
mental side to it. And husbands more often than wives
report being understood and affirmed by their spouses.
Consequently, a married woman undergoing the emo-
tional stress of infertility is less likely to be understood
and have her feelings validated, leaving her at risk for
depression.

Freudian Theory

Male Factor
Competition with one’s father is a familiar theme in
Freudian theory. Male-factor infertility, which can lead
to the use of donor sperm, can be viewed as an emo-
tional disturbance from this theoretical point of view.
Gerstel[72] believed that a male-factor infertility diag-
nosis if compounded with a revived oedipal conflict,
would necessarily lead to severe psychopathology in a
couple using donor sperm as well as in the resulting
child. While some psychoanalytic literature continues
to be published in this area, most of current psychoan-
alytic thinking approaches family-of-origin issues and
the manner in which men are parented as determinants
in how they manage the crisis of infertility. If, for exam-
ple, a man has not had a close relationship with his
father, masculinity can be measured by his ability to
impregnate his wife. Virility and fertility can become
confused, leading to the belief that failure to reproduce
is the loss of total sexual function and therefore man-
hood. Men who are emasculated by their infertility may
reject third-party reproduction techniques because it
would signify a further loss of their manhood.[21]

Female Factor
Karen Horney wrote about women from a psychoan-
alytic perspective. A woman’s goal of independence
and/or career success was not important because moth-
erhood or dedication to a male partner were critical.[21]
Her psychology of self included the actual self, the real
self, and the idealized self. Loss of fertility therefore
involves losses in all three domains. Infertility repre-
sents a deep narcissistic wound to the idealized self.

Olshansky[73] has proposed that Relational Cultural
Theory (RCT) is a useful way of understanding why
infertile women might be vulnerable to depression. RCT
is a theory of psychological development that frames
healthy interpersonal relationships as the key to healthy
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psychological growth. Based on the work of Miller[74]
and others, it incorporates relational aspects of psy-
chological growth to understand psychological develop-
ment in women. Work is also being done to understand
how this model applies to both men and women.[75]

RCT differs from classic psychodynamic beliefs that
autonomy and individuation are the key components
of a psychologically healthy person. The newer model
does not preempt individuation but moderates it with
connectedness. Growth into relationships is the key. A
healthy and strong sense of self is developed within
the context of mutually healthy interpersonal relation-
ships. Growth in relationships enhances growth in self.
Connectedness, an important component of RCT, rec-
ognizes that people do not live in isolation from one
another. Healthy relationships require a sense of being
part of another person either via sharing ideas and
values or feelings. Additional key components of RCT
include empathy, mutuality, reciprocity, and authen-
ticity. From the RCT perspective, infertility presents
repeated and sustained interference with significant
relationships and can lead to depression in infertile
women. Olshansky[73] suggests that to manage the
narcissistic wounds of infertility, internalization of the
experience is necessary. To refocus their lives from infer-
tility as the definition of self to a more integrated percep-
tion, some infertile women must incorporate infertility
as a portion of identity so that it is one of many defining
experiences as opposed to the defining experience.

Stigma Theory

According to Goffman[76] (p. 3), stigma is an attribute
that extensively discredits an individual, reducing him
or her “from a whole and usual person to a tainted, dis-
counted one.” The assumption is that people who are
stigmatized have (or are believed to have) an attribute
that sets them apart as different and therefore devalued
in the eyes of others. Goffman[76] suggests that stig-
matized individuals acquire ambivalence about them-
selves. Stigma arises through physical deformities, indi-
vidual character deformities, or through deviation from
the group identity. Miall[77] suggests that infertility is
most closely associated with Goffman’s physical defor-
mity type.

The concepts of shame and blame have received con-
siderable attention in psychotherapy with infertile indi-
viduals. In general, for shame to be present, some-
thing reasonably good must have been taking place and
was subsequently made worse.[78] Infertility diagnoses
that are gender-specific fit this description quite well
because they attack an individual’s sense of well-being.
In pronatalist societies, the validation of social identity

is formed by the cultural construction of gender roles
linked to reproduction.[79] Therefore, the concept of
being the ‘other’ and culturally rejected, forced into iso-
lation and denied the social expression of grief and sym-
pathy, which infertile women can hold, is caused by a
perceived deviation from the group norm.[20] Miall[80]
discussed how infertility could stigmatize women in
two ways. When a woman has female-factor infertil-
ity, she has a social role disability. All the respondents
in her research described their infertility as a type of
failure or an inability to work normally. They also felt
that a public awareness of their fertility problems would
cause others to view them in a new and damaging light.
When women are married to a man with male-factor
infertility, they acquire a ‘courtesy stigma.’ That is, they
share the stigma attached to their male partner’s infer-
tility or a type of guilt by association with someone who
has a stigmatizing attribute.

Nathanson[78,81] described the cognitive phase of
the shame experience as a search of memory for similar
experiences followed by layered associations to:

■ matters of personal size, strength, ability, or skill
(“I am weak, incompetent, stupid”);
■ dependence/independence (Sense of helplessness);
■ competition (“I am a loser”);
■ sense of self (“I am defective”);
■ personal attractiveness (“I am ugly or deformed”);
■ sexuality (“There is something wrong with me
sexually”);
■ issues of seeing and being seen (The urge to escape
from the eyes before which we have been exposed);
■ wishes and fears about closeness (The sense of being
shorn of all humanity. A feeling that I am unlovable. The
wish to be left alone).

The great majority of these cognitions can be present
when an individual is diagnosed with infertility. Accord-
ing to Nathanson, the intensity of the shame experience
is directly proportional to the gulf between the idealized
self and the actual experience. Because most individuals
approach their fertility in an idealized fashion, this gap
can be wide. That is, most individuals rarely consider
the possibility that conceiving will be difficult. When it
is difficult, the resulting emotional experience can be
shame-laden based on the cognitions listed above.

Self-Psychology Theory

Kohut’s expansion of psychoanalytic theory into a psy-
chology of self views happiness and well-being as depen-
dent on a stable sense of self.[82] Infertility can produce
an altered self-concept and self-image, predictable fac-
tors that affect both men and women, although often
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for different reasons. Men typically feel angry, ashamed,
and inferior to their fertile peers. Women feel inade-
quate and deficient because they have failed to fulfill
societal and personal roles.

Grief and Loss Theory

Grief and loss models have been applied to the psycho-
logical responses of men and women to infertility. Grief
associated with infertility is similar to that sustained
with the death of a child.[83] Losses of adulthood can be
triggers for depression.[84] Infertility poses losses that
are potentially multiple and any one of them can trig-
ger an adverse reaction. In addition to the psychological
losses described below, physical losses can include the
loss of potency and/or a loss of interest in intercourse.
Stages of grief and loss are described elsewhere.[82] A
significant problem for individuals and couples is that
contemporary North American society presently pro-
vides no mourning rituals for couples who deal with
miscarriage or other failures in conception. This com-
plicates the normal grieving that takes place in other
situations of loss.[84]

CLINICAL ISSUES

It is well established that women view the role of mother
as an important determinant of their femininity and
that men, to a somewhat lesser extent, see their abil-
ity to father a child as one important representation of
their masculinity. Consequently, a gender-related fac-
tor that prevents conception is an insult to that portion
of the psyche that represents gender, sex role identifica-
tion, and ego definition or sense of self. Significantly,
motherhood is seen as the defining role for women
in the vast majority of cultures – whether this is a
cultural bias or simply a reality of nature and a con-
tinuation of the species. Consequently, anything that
disrupts this role has the potential for yielding negative
assessments such as being considered selfish or unful-
filled, cold or unnurturing. Women are susceptible to
this in far greater degree than men because fatherhood
is typically seen as secondary to career and economic
pursuits and a more parallel role in conjunction with
these pursuits than the primary and sole role of moth-
erhood is for women. Therefore, men are typically sub-
ject to less social pressure to parent – although they
may be subject to equal amounts of social pressure to
father a child. Social support networks can be more
disrupted for infertile women than men. When an infer-
tile woman’s friends become parents, the space given to
friendship activities can be consumed with caretaking,
domestic and sometimes occupational pursuits, leaving

her without a significant source of emotional support.
Her losses are compounded by her infertility. Men, on
the other hand, seem to undergo relatively few changes
in their friendships with other men when their peers
become fathers and they do not.[11] Infertility makes
one feel ‘out of sync’ with one’s peers. This phenomenon
seems to be felt more by men when it is male-factor and
they are ‘holding up’ their wives. A man’s distress may
be more indirect in that he does not feel badly for him-
self as much as responsible and guilty for distress that
causes his wife, who is ready to be a mother, to feel
badly.

Although significant numbers of men and women
attending infertility clinics indicate that they would
seek counseling if offered, a surprisingly low percent
actually accept it.[85] Counseling interventions for
infertility have frequently been based on a bereavement
model with the aim of helping couples mourn their
losses associated with failure to achieve pregnancy.
While this may be appropriate for women, this model
does not appear to fit the experience of infertile men.
Consequently, the best counseling interventions for
women may alienate men.[7] To address these vari-
ous concerns, Pook and colleagues[86] examined why
infertile men engaged in counseling services. Their
data suggest that a man’s knowledge of his number of
impaired sperm parameters and his anxiety and depres-
sion scores affected whether or not he was willing to
use counseling. Counseling users had higher depres-
sion and anxiety scores as well as greater numbers
of impaired sperm parameters. In summary, although
some research has indicated that the majority of men
and women attending infertility clinics do not avail
themselves of counseling services, counseling seems to
be an important resource for a segment of patients.
Furthermore, when offered and undertaken, infertility
counseling may be most useful when it is tailored to the
needs of the patient (e.g., identifying and treating emo-
tional problems, or providing support and education)
rather than using a bereavement model of ‘one size fits
all.’ This may be even more relevant with gender-specific
infertility diagnosis.

Clinical components of a gender-specific diagnosis
can determine the scope that therapeutic interventions
will encompass for the infertility counselor. For women
with PCOS, the concomitant constellation of hirsutism,
weight problems, and menstrual irregularity as well as
infertility requires the clinician and patient to be knowl-
edgeable about the medical problems underlying the
infertility. Quality-of-life issues, increased stress, and
body image problems compound the losses of the asso-
ciated infertility and comprehensive counseling must
deal with these as well. Similarly, women with POF
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or endometriosis underlying their infertility will likely
have experienced gynecological problems and negative
sexual experiences in addition to the problem of infer-
tility. Successful interventions will take these factors
into account. Endometriosis, POF, and PCOS patients
may derive benefit from individual and group interven-
tions. At the same time, all may be well served by cou-
ple’s counseling that provides educational information
about the underlying medical problems as well as deal-
ing with the specific clinical issues inherent in infertil-
ity. Often, male partners of women with endometrio-
sis are frustrated on multiple levels: They have been
thwarted in efforts to help achieve a pregnancy and
sexual interaction is greatly diminished because inter-
course can be painful for their partner. Both members of
the couple can feel inadequate, incompetent, and guilty.
Consequently, both members of the couple can benefit
from education about the nature of the disease to dis-
pel any notions they have about personal responsibility
for the disorder. In addition, they can benefit from ther-
apy that encourages nonintercourse sexual activity. The
woman may feel unattractive and undesirable. Inter-
ventions that encourage attention to self, such as taking
time for self-pampering activities, can be useful. Jour-
naling is another clinical intervention that can address
some of the negative feelings that a woman with PCOS
or other female-factor infertility related disorders can
develop.[87,88]

Gender-specific diagnoses can frequently influence
core beliefs that a person holds about his or her ability
to fulfill a societal sex role. Men with male-factor diag-
noses can feel ‘less than’ and sexually inadequate, cre-
ating feelings of inadequacy that become generalized to
other arenas of their lives. As a result, counseling efforts
must address not only issues of generativity in terms of
carrying on a family line, but also the sexual component
of manhood. Knowledge about potential sexual prob-
lems and their treatment necessarily comes into play.
While it may be easier and appropriate to refer a man
who has developed erectile dysfunction subsequent to a
male-factor infertility diagnosis to a sex therapist, this
is a risky approach. In so doing, the infertility coun-
selor (or medical caregiver) may be facilitating emo-
tional compartmentalization for him and his partner.
As such, an important treatment goal for the infertil-
ity counselor is viewing the couple and each partner as
complete persons who have been affected in multiple
areas of their lives by one diagnosis. This consideration
requires a breadth of skill and understanding of the myr-
iad of implications of infertility as well as wide array of
effective treatment interventions including individual
therapy, marriage and family counseling, sex therapy,
and so on.

The issue of responsibility or blame for some misfor-
tune is common. Individuals like to have something on
which to blame hard luck. It is not unusual for an indi-
vidual to attach personal blame when a gender-specific
infertility diagnosis is rendered. Blaming oneself for
prior improper acts such as sexual promiscuity, illicit
drug use, or other risky behavior are common reac-
tions to a diagnosis. And self-blame appears to affect
men and women similarly, although women are seem-
ingly more susceptible.[89] Some cultures do tend to
place all blame for infertility on women,[57] regardless
of diagnosis. Of course, when other marital issues are
extant, it is possible for one member to blame the other
for the infertility diagnosis. For example, a wife who
was a virgin at the time of their marriage could easily
blame a husband with a greater premarital sexual his-
tory for his male-factor diagnosis.

Shame and stigma are clinical issues for both
male-factor and female-factor infertility. Zolbrod[90]
describes the shame that artificial insemination
patients felt because medical personnel were present
during a ‘sex act.’ Their shame was related to a sense of
loss of control over their bodies and their lives. It would
not be surprising to find that feelings of personal expo-
sure also contributed to their shame. Shame related to
the perceived defect of infertility or feeling of lack of per-
sonal competence can also be present. Similarly, shame
can be present when female-factor infertility is present.
Feelings of being a sexual failure, or otherwise defec-
tive, influence feelings of shame. Stigmatization from
a reproductive system failure and subsequent loss of
either the ability to conceive or carry a child to term can
have clinical ramifications. In both male- and female-
factor infertility, the individual is at risk for feeling help-
less or deformed in some way.

THERAPEUTIC INTERVENTIONS

In general, it has been established that benefits accrue
to infertile individuals who receive psychosocial inter-
ventions.[91] Therapeutic implications of male-factor
and female-factor infertility can be explored from both
medical and emotional variables. In addition, increas-
ing mobility has made it possible for individuals from
one culture to easily transplant themselves into another,
subsequently seeking medical care for infertility. Aware-
ness of different cultural values becomes imperative for
the infertility counselor in these situations.

Exploring the Implications
of Male-Factor Infertility

To explore the implications for male-factor infertility,
the infertility counselor should inquire about the man’s
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understanding of his infertility diagnosis and his feel-
ings related to it as well as his partner’s understanding of
the diagnosis and her feelings. Initial interventions can
be made with the man alone, later adding his partner
in, so as not to embarrass him if he finds the discussion
difficult. In addition, some men may be less willing to
talk with their partner present, preferring to allow her
to speak for him. Once the clinician feels that the man
has a good grasp of the situation, adding his partner in,
as a potential source of support and emphasizing the
teammate nature of their relationship, can be useful.
Despite the common notion that men are less likely to
discuss their feelings, clinical experience indicates that
many men want to explore their emotions regarding
their diagnosis. They may lack a sufficient vocabulary
to do this and clinicians are in a position to help them
develop the language to describe their experience.

Implications of Medical Conditions
The most frequent causes of male-factor infertility are
difficulties with sperm production, sperm transport,
and fertilization. Genetic disorders, illness, injury or
ingestion or exposure to toxic materials, mumps, orchi-
tis and testicular cancer all can obliterate the ability to
produce sperm. Male-factor infertility can also be the
result of inherited or genetic disorders such as con-
genital bilateral absence of the vas deferens (CBAVD)
or Klinefelter’s syndrome. Toxic agents, reactive oxygen
stress, tobacco smoke, alcohol abuse, and recreational
drugs have all been implicated in male-factor infertil-
ity. Overheating of the testicles from hot tubs or lap-
top computer use has also been implicated. Previous
advice regarding underwear for men was to avoid briefs
in favor of boxer shorts because briefs could cause over-
heating and impair sperm production. Recent research
has questioned this advice.[92] Finally, a vasectomy per-
formed at an earlier stage of life is a distinct barrier to
reproduction.

It is important that the infertility counselor be knowl-
edgeable about the medical aspects of male-factor infer-
tility, and is able to communicate and educate this
information to patients. All too often, one of the con-
sequences of stigma and shame related to male-factor
infertility is that patients have not felt comfortable
enough or educated enough to ask caregivers about
their diagnosis. This can cause not only undue emo-
tional distress, but may also result in treatment deci-
sions based on inaccurate information or misunder-
standings. Furthermore, health behavioral changes that
the patient could or should make to maximize his fer-
tility (e.g., stopping alcohol or tobacco usage) may not
have been encouraged or facilitated by caregivers. Mas-
culinity, virility, fertility, and male roles can all have

cultural determinants that influence a man’s emotional
response to infertility. An exploration of fundamental
beliefs and cultural values of the man and his partner
are important, especially when they may differ but not
be obvious.[21]

Although the counselor might assume that a man, or
woman for that matter, has been asked questions about
alcohol, tobacco, or recreational drug use by medical
personnel, it is useful to repeat these questions in a
counseling session. Clinical experience indicates that
an individual will more readily disclose this informa-
tion in a therapy setting in which issues of confiden-
tiality are usually well discussed. If, for example, an
individual is using marijuana to reduce the stress he
feels going through treatment for male-factor infertil-
ity, information about the potential detrimental effect
on sperm count will be helpful to him.

Age seems not to play the same role in fertility for
men as it does with women. There is evidence that with
increasing age in men, there is associated delayed con-
ception, although a direct correlation between age and
fecundity has not been strongly established. Other con-
founding factors, such as decreases in coital frequency
with age, age-related medical conditions (e.g., Type 2
diabetes), or side effects of medications to treat age-
related illnesses (e.g., osteoarthritis), may occur.[93]

For some time, it was thought that most male-factor
infertility was the result of idiosyncratic problems that
could not be treated. Few treatment options existed,
especially for azoospermia. The most common inter-
vention was insemination with the husband’s sperm
after it was diluted with a medium and centrifuged.
Failure of this procedure usually led to consideration of
donor insemination (DI) or therapeutic donor insem-
ination, not a treatment for infertility but, rather, a
family-building alternative. Furthermore, DI involves
some measure of stigma as well as the equally vex-
ing problem of disclosure. When, as is often the case,
male-factor infertility is unexplained with no apparent
etiology or identifiable causative factor, the man and
his partner often find adjustment much more challeng-
ing because it is an emotionally ambiguous situation in
which resolution and closure typically feel elusive.[94]

Recently, a significant number of male-factor infertil-
ity problems are diagnosable and treatable with sophis-
ticated and effective procedures, albeit with their own
set of psychosocial issues. The advent of microsurgery
techniques in 1977 now provide reproductive opportu-
nity to a large number of men affected by male-factor
infertility. These new techniques include ICSI, micro-
surgical epididymal sperm aspiration (MESA), and tes-
ticular sperm extraction (TESE). MESA and TESE pro-
vide solutions to sperm-transport problems and ICSI



P1: JPJ
052185363Xc03a CUFX030/Covington 0 521 85363 X September 3, 2006 8:32

48 WILLIAM D. PETOK

is a solution for problems of sperm penetration of the
oocyte and sperm mobility and morphology (the embry-
ologist can choose a specific healthy sperm to use for
ICSI). And while these procedures provide new hope
and opportunity for men with male-factor infertility to
have the genetically linked offspring they want, the pro-
cedures still require that his female partner undergo a
significant series of interventions. She will have ovula-
tion induced, and IVF is used to maximize conception
probabilities even if her own fertility is not impaired.
This necessarily requires ovum retrieval and transfer of
the embryo, both invasive procedures. In short, even
though male-factor infertility can be treated today with
a wide array of medical interventions, the medical
treatments still require major medical treatment of the
female partner. This ‘imbalance’ of medical treatment
can result in its own fair share of emotional and marital
consequences and should be consequences the infertil-
ity counselor and clinician is always on the alert for and
prepared to address.

Genetic advances have improved the understanding
of several forms of male-factor infertility. It now appears
that azoospermia and oligospermia may be due to
genetic disorders that involve CBAVD, microdeletions
on the Y chromosome, and/or subtle abnormalities in
other genes that are not apparent from gross karyotyp-
ing.[95] Consequently, it is clear that men with CBAVD
may be at increased risk for cystic fibrosis even though
they are frequently asymptomatic. When their infertility
is uncovered, the presence of the genetic problem and
possible life-threatening or life-altering medical prob-
lem comes to light (see Chapter 14).

Testicular cancer and Hodgkin’s disease are cancers
that frequently occur in younger men and subsequently
impact their fertility either as a disease in and of itself
or as a consequence of treatment for cancer. If tes-
ticular cancer is diagnosed early enough, fertility may
not already be impaired. Similarly, sperm quality may
be satisfactory at the time of diagnosis for Hodgkin’s.
When sperm abnormalities do not exist prior to treat-
ment of these cancers, cryopreservation of sperm is
useful[96] because chemotherapy for these cancers can
impair fertility. Although this has not always been the
case, an increasing number of cancer specialists now
offer pretreatment cryopreservation of sperm to young
men diagnosed with cancer, with an eye to future father-
hood in adulthood. This increased practice gained
further momentum from consumer awareness pro-
grams to preserve fertility in cancer patients. Coun-
seling for testicular cancer patients is strongly advised
because the integrity of self-esteem, sexuality, fertility,
and masculinity is so closely associated with this par-
ticular reproductive organ.[97,98]

Since the mid-1970s, microsurgery has permitted
vasectomy reversal for men whose life circumstances
change and who now wish to father children. Approx-
imately 6% of the 500,000 men who annually have
vasectomies in the United States seek reversal of the
procedure.[99] Vasovasostomy (VVS), a surgical pro-
cedure that restores continuity and repairs blockage
of the vas deferens, is used to reverse the effects of
vasectomy. In some cases, a vasoepididymostomy (VE),
which bypasses blockages in the epididymis, is per-
formed. If VVS or VE are unsuccessful, percutaneous
epididymal sperm aspiration (PESA) or percutaneous
vasal sperm aspiration (PVSA) along with IUI have been
used with success.[100] A significant number of men
who seek VVS or VE are in second marriages and want
to establish a family with a new spouse.[101] But men
may be ambivalent about starting new families, partic-
ularly if a first marriage has already produced children
who are now older. Despite the sophistication of the
surgery for vasectomy reversal, men may be reluctant to
undergo invasive and potentially expensive procedures.
Furthermore, having already experienced a failed mar-
riage, a man may have legitimate concern about his abil-
ity to have a successful second marriage. Consequently,
it can be useful for counselors to explore the man’s feel-
ings about his new marriage and his desire to have chil-
dren in it.

These new technologies do create reproductive
choices for men, not all of which are without potential
adverse consequences. ICSI provides a method for men
with severe defects in spermatogenesis to reproduce.
At the same time, MESA and TESE make it possible
for genetic mutations to be transmitted. As a result, the
Health Council of The Netherlands has banned MESA
and TESE. In short, these new technologies provide par-
enthood with the possibility of transmitting a genetic
disorder to offspring, and additional counseling for cou-
ples considering the use of ICSI, MESA, and TESE
is recommended.[21] This may be educational, impli-
cations, supportive counseling, psychotherapy, and/or
genetic counseling (see Chapter 15).

The availability of a genetically shared pregnancy
makes ICSI, MESA, and TESE desirable for couples
where male-factor infertility is at issue. At the same
time, there are significant additional factors for con-
sideration by these couples. These procedures have
been used as medical treatment options or a diagnostic
tool for male-factor infertility. Infertility counselors and
medical caregivers share a concern about the option
of ‘donor backup’ often offered along with the more
advanced technologies in the event of fertilization fail-
ure. Donor backup, unlike ICSI, MESA, and TESE,
does not allow a genetically-shared pregnancy and is
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not a treatment for male-factor infertility but, rather, a
family-building alternative. However, this distinction is
not always clear to couples in their anxious, determined,
and even myopic drive to conceive. Under these circum-
stances, treatment decisions are more complicated due
to the potential for transmitting genetic anomalies, hav-
ing children with chromosomal disorders, achieving a
pregnancy via donor sperm, and/or having a multiple
pregnancy with different genetic fathers. Consequently,
couples considering ICSI, MESA, and TESE should be
informed about the possibilities and the risks associated
with their use. While the medical technology is quite
miraculous, the psychosocial and ethical complexities
are significant making the necessity for proper counsel-
ing all the more imperative. Pretreatment counseling
should help couples make informed decisions by help-
ing them consider all potential treatment outcomes and
understand the distinction between medical procedures
that facilitate reproduction and provide opportunity for
family-building.[21]

Implications of the Emotional Response
The idea of psychologically integrating medical infor-
mation about themselves into their sense of self is diffi-
cult and aversive for some men. If they refuse to accept
the reality of male-factor infertility diagnosis and its
associated implications, some men resort to inappro-
priate methods for handling their feelings. They may
act out sexually by having affairs or using prostitutes,
compulsive masturbation, or internet sexual activity
(e.g., pornography or dating) to validate their masculin-
ity. Bullying, controlling, or attaching blame to a wife
or medical caregiver is another inappropriate mecha-
nism for coping. Escape via alcohol, drugs, gambling,
or internet addiction have also been observed. For men
with these types of impulse control problems, support
groups that focus specifically on the problem, such as
Alcoholics Anonymous or Gamblers Anonymous, can
be adjuncts to more traditional counseling strategies.
An important intervention goal is to increase the man’s
sense of competence and ability to soothe himself in
healthy rather than destructive ways. Consequently,
insight into the function of the inappropriate behavior
coupled with strategies for change become therapeutic
components that complement each other.

Male-factor infertility can also trigger changes to a
man’s body image or sexual functioning that are intru-
sive and distressing to the man as well as his part-
ner. He may experience flashbacks of prior sexual vul-
nerability residual to adolescence or spontaneous and
negative visual imagery of a body defect have been
reported.[102] For men who have a history of sexual
abuse or trauma, the experience of infertility can trig-

ger reemergence of posttraumatic symptoms or other
psychological symptoms.[103] Counseling that focuses
on these issues in ways that do not retraumatize the man
are best. For example, methods that draw distinctions
between past traumatic events and the relative safety of
his current situation can help heal traumatic wounds.
In addition, helping the man to see his competencies
and survival capacity is also useful.

A variety of factors can make it difficult for a man
to maintain positive self-esteem and self-image. These
include preexisting shame about his body, heightened
guilt feelings, or misperceptions about previous behav-
ior that might have caused his infertility. There is clin-
ical evidence that men who are more devastated and
have significant problems with a male-factor diagnosis
will be those who (1) were emotionally close to their
fathers while growing up, and/or have positive internal-
ized images of fatherhood; (2) highly value their genetic
heredity or bloodlines; (3) have preexisting narcissis-
tic wounds regarding body image and masculinity; and
(4) have preexisting sexual problems.[104] To ensure
that a man does not become overwhelmed with feelings
of defectiveness or depression, several clinical treat-
ment approaches can be considered. Infertility coun-
selors can help men process feelings so that they do
not view a future child, conceived via donor sperm, as a
reminder of an impairment or what they perceive as per-
sonal deficits or defects. Because men are often social-
ized to see themselves as responsible for the well-being
of their families and spouses, they may be reluctant
to share their distress with partner or caregivers. As a
result, they may agree to medical interventions, such as
donor insemination (DI), to please a wife or avoid con-
frontation rather than address their own feelings and
make a positive and collaborative decision to use DI for
family-building with their partner. Overall it is impor-
tant that a man be clear that his choice is one that he
owns and not one that he will regret or for which he
will hold his partner responsible at some point in the
future.

Most importantly, men with male-factor infertility
must integrate the diagnosis into their ego and lives
enabling them to make reproductive choices that are
their own: providing them with ownership of their
choices, lives, and the children they parent, however
those children are created. Working through emo-
tional reservations reduces the hazards to a positive
father–child bond. Cognitive-behavioral therapy (CBT)
approaches that reduce thoughts of helplessness and
other depressive symptoms are also useful and success-
ful tools.[105,106]

When family-building decisions lead to donor insemi-
nation, some men may resist the idea of donor gametes
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because they feel they will not be a ‘real’ father to a
resulting child. Helping the man understand that par-
enthood is more than genetic in nature is another essen-
tial component of intervention. Conveying the message
that the social context in which a child is raised may
have a far greater impact than the child’s genetic ori-
gins, can be useful. Assisting men to see their role as
father as an ongoing process rather than a finite event
is essential. Questioning a man about the qualities that
he values in his own father can help him accomplish
this, as he begins to understand the dynamic nature of
fatherhood.

While the specific emotional reactions of a man with
male-factor infertility are important, recognition of the
dyadic nature of most infertility is equally significant.
The great majority of male-factor infertility takes place
in the context of heterosexual marriages. Therefore,
husbands must be able to acknowledge and accept their
wives’ feelings of loss without simultaneously feeling
responsible, blamed, or shamed. His losses are primary
but his wife’s are also important, not only to her but also
to the relationship as a whole. Acceptance and valida-
tion of her feelings can enhance the strength and close-
ness in a marital relationship, allowing each to recog-
nize, confirm, and share their pain and loss as a result of
his infertility. By communicating, acknowledging, and
validating each of their perspectives, couples can make
infertility a shared experience with a shared meaning.
With a shared definition of the experience, couples are
more likely to move on from the trauma and disappoint-
ments of infertility in a positive and healthy fashion.
Interventions that encourage dialogue and incorporate
couples and family therapy approaches have been used
to accomplish these goals.[107,108]

Exploring the Implications
of Female-Factor Infertility

Similar to men, to explore the implications for female-
factor infertility, inquiries into a woman’s understand-
ing of her infertility diagnosis and her feelings about it
must be made. However, female fertility is finite, unlike
male fertility that has the ability to maintain itself into
old age because testicular function does not experience
a complete age-related decline as ovarian function does
with menopause.[109,110] This significant difference
does have both medical and emotional consequences
for women and must be taken into account by those
who counsel them.

Implications of Medical Conditions
Like male-factor infertility, female-factor infertility may
be the result of either infertility-specific disorders

or medical conditions/disorders impacting reproduc-
tion. Age-related factors such as diminished ovar-
ian reserve, declining quality of oocytes, menstrual
abnormalities/irregularities, and elevated levels of
follicular-stimulating hormone (FSH) levels as well
as reduced uterine receptivity can compromise fertil-
ity. Increased maternal age also increases the risk of
miscarriage and offspring with chromosomal abnor-
malities and/or age-related birth defects (e.g., Down
syndrome). Congenital anomalies including Turner’s
syndrome and Rokitansky-Küster-Hauser syndrome as
well as chromosomal abnormalities that subvert either
reproductive system development or later functioning
are also causes of female-factor infertility. Hysterec-
tomy or oophorectomy due to cancer, other diseases,
or treatments related to cancer/disease treatment such
as radiation or chemotherapy may reduce fertility or
cause permanent sterility. Medical conditions such as
endometriosis, POF, or PCOS impair female fertility
through hormonal imbalance, disease process impact-
ing the reproductive cycle, and/or the reproductive
tract. Uterine anomalies including fibroids or scarring
due to the use of certain forms of intrauterine devices
used as birth control are also potential causes of female
infertility. Women may experience infertility due to
blocked fallopian tubes due to sexually transmitted dis-
ease(s), genital mutilation, surgical scarring, abdomi-
nal injury, and/or infection such as pelvic inflammatory
disease (PID). Finally, although less prevalent than in
the past, women (and men) may experience infertility
due to reproductive tract malformations as a result of
exposure to DES in utero.

Age-related female-factor infertility can have a set of
highly emotional factors attached to it. Not the least
of these is the fact that, at least in Western cultures,
women are waiting until later in life to have children.
Couples marry later and therefore delay childbearing.
Women’s career priorities, advanced education, control
over fertility, and financial concerns are other contribut-
ing factors to this trend. In the United States, women
have their children later than they did twenty years ago,
with mothers over the age of thirty accounting for one
in three births in 1992.[111] In Spain, the average age
of women at the time of the birth of their first child was
twenty-eight years of age in 1975, yet by 1995, that age
was thirty.[112] Similarly, in The Netherlands average
maternal age for a first child was 24.6 years in 1970 and
29.1 years in 1999.[113] Age-related steadily declining
fertility rates in women take a sharp drop at thirty-five.
An estimated one-third of women who delay a first preg-
nancy until age thirty-five or older will have problems
with conception. And if a woman waits until age forty to
attempt conception, she faces a 50% chance of difficulty
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achieving a pregnancy and carrying the fetus to term
without fetal abnormality. Oocytes decline in quality as
a woman ages. This can result in increased follicular
atresia, chromosomal abnormalities, menstrual abnor-
malities, and elevated FSH levels resulting in declin-
ing fertility. Finally, problems with uterine receptivity
to pregnancy maintenance increase with age.[111]

Reasons for waiting to have children can be numer-
ous and compelling. Completing educational goals,
building a career, taking care of aging parents, inability
to find a suitable partner, changing life circumstances
or perspective in oneself or partner may be reasons
why a woman waits (intentionally or unintentionally)
until older to begin her childbearing. With the ‘bio-
logical clock ticking,’ the realization of a lost opportu-
nity to bear, nurture, and raise children often increases
the desire to experience pregnancy and have children.
Women observing friends and colleagues becoming
pregnant and opting for a different lifestyle can trigger
this desire. Family, religious, or cultural pressure can
be instrumental as well: It is not unusual for a childless
woman to be questioned, frequently in well-meaning
ways, about why she has no children. Aging or termi-
nally ill parents provide another impetus to create a
family that may not have existed earlier in life. Produc-
ing a grandchild can provide evidence of ‘true’ adult-
hood, and in some cultures, the birth of a child signi-
fies another rite of passage. Consequently, there may
be familial pressure to have a child. And remarriage in
middle age can instigate a reevaluation of a decision
to remain childless or perhaps the desire to have addi-
tional children with a new spouse who may or may not
already have children. All or any of these factors can
influence a woman who previously had no children to
seek them later in life. Age can provide a certain per-
spective on life. At the same time, attempting to have
children later in life can introduce a new set of stresses
rendering perspective at best, less effective or, at worst,
lost.

Reproductive endocrinologists routinely recommend
an increasing intensity of treatment regimens for
women with age-related infertility. Typically, initial
treatment focuses on ovulation induction (medically
or with superovulation) with or without IUI (intrauter-
ine inseminations). Should these treatments fail, IVF
is typically the next treatment step. However, as age
increases, even with superovulation inducing medica-
tions, fewer oocytes are produced, retrieved, and/or
fertilized leaving fewer embryos to be transferred,
resulting in lower implantation and pregnancy rates
and increased miscarriage rates due to age. If these
treatments are unsuccessful due to ovarian failure
or poor oocyte quality, the next line of treatment is

donated oocytes. Donor oocyte offers women with ovar-
ian failure a better chance of pregnancy and parent-
hood.[114,115] It is generally accepted that patients
considering the use of donated gametes have counseling
to explore issues related not only to the inherent losses
of infertility, but also expectations regarding donors,
privacy, and disclosure matters as well as a variety of
other pertinent factors (see Chapters 17 and 18). In
the event that the woman has fully functioning ovaries
but no uterus (i.e., due to Rokitansky syndrome or loss
of uterus to cancer), she may undergo ovulation stim-
ulation with her retrieved oocytes fertilized with her
spouse’s sperm. These embryos are then transferred to
a gestational carrier who carries the pregnancy for her.
In the worst of all possible cases when a woman has
lost both ovarian function and uterine function, a tra-
ditional surrogate or gestational carrier with donated
oocytes may be her only pathways to reproductive par-
enthood in which a child has a genetic connection to
her partner but not to her.

Solutions for genetic disorders that disrupt fertility
for women rely on some form of third-party repro-
duction assistance. Women born with Turner’s syn-
drome, a chromosomal anomaly characterized by only
one X chromosome instead of two, have early loss of
all oocytes and nonfunctional ovaries at birth. Other
aspects of their reproductive system, fallopian tubes,
uterus, cervix, and vagina are intact in these women
and they are able to carry a pregnancy generated with
donor oocytes. Although they have no genetic connec-
tion to the resultant child, they do have the opportu-
nity to experience pregnancy and childbirth. However,
there is a significant risk of death from rupture or dis-
section of the aorta and prescreening of these women
with echocardiography to rule out risks is strongly
recommended;[116] the use of a surrogate may be
indicated. Women with Rokitansky-Küster-Hauser syn-
drome have functioning ovaries but congenital absence
of the vagina and/or uterus. This is a congenital defect
(not a genetic disorder that can be transmitted to her
offspring) and, as such, many women with this disor-
der can achieve parenthood of a genetically-shared off-
spring through the use of gestational carriers. These
pregnancies are achieved through ovarian stimulation
and oocycte retrieval followed by IVF with the hus-
band’s sperm and embryo transfer to the gestational car-
rier.[117] Both disorders, with their concomitant infer-
tility and medical problems, can trigger an array of
emotional issues that may have been dormant prior
to attempts at conception. Losses of body image, sex-
ual function, and female identity issues can be signifi-
cant. In addition, stigma associated with a body defect
can be present. Therapeutic interventions that address
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grieving will be important. In addition, interventions
that enhance other aspects of the woman’s femininity
can be useful. Cognitive-behavioral therapy to address
negative thoughts can play a role. Discussions about the
significance of the nurturing component of motherhood
are also useful.

Endometriosis, the presence of uterine lining tissue
outside the uterus, can be a painful chronic medical
condition that causes chronic pain or pain during inter-
course and during ovulation. It is found in 30–35% of
women with infertility.[118] However, a clear causal
relationship between endometriosis and infertility has
yet to be established and the mechanism by which
endometriosis contributes to infertility is speculative
at best. With early-stage disease, it appears that sur-
gical treatment (removal) can increase pregnancy rates
as well as reduce pelvic pain associated with the dis-
ease. Medication regimens for endometriosis to reduce
pain and/or prevent recurrence have not been shown to
improve fertility rates. Furthermore, side-effects from
these medications can be significant including mood
changes, vaginal dryness, headaches, hirsutism, and
hot flashes. IVF is one treatment option particularly
if endometriosis has caused tubal blockage, although
evidence is inconclusive as to its effectiveness.[118]
Counseling infertile women with endometriosis should
explore probabilities of success with various treatments
as well as potential avenues to childbearing should
they be unsuccessful in achieving a pregnancy. Mind–
body approaches have been used to reduce stress that
can contribute to the pain associated with endometrio-
sis.[104] These techniques allow a woman to reduce
potential sources of stress. Relaxation techniques such
as focused breathing, imagery, and progressive muscle
relaxation can be helpful as can journaling.

Abnormally high levels of androgens, irregularity or
absence of the menstrual cycle, and ovarian cysts char-
acterize PCOS, the most common hormonal reproduc-
tive problem in women of childbearing age. In addition
to affecting fertility, it can impact a woman’s insulin
production, heart, and blood vessels. Altered appear-
ance due to increased acne and hirsutism are also com-
plications of the condition. Weight loss, because it can
reverse insulin resistance with its attendant anovula-
tion, is a first-line therapy.[119]

Medical treatments designed to increase fertil-
ity and decrease other symptoms of PCOS have
included clomiphene citrate, used for ovulation induc-
tion, low-dose recombinant FSH,[120] gonadotropin-
releasing hormone (GnRH) therapy,[121] tamoxifen
citrate, a nonsteroidal selective estrogen receptor mod-
ulator[122] and metformin, a medication used to
treat diabetes mellitus and found helpful in restor-

ing insulin sensitivity in women with PCOS.[123]
Surgical treatment with laparoscopic ovarian drilling
(LOD)[124,125] has been used with women who are
resistant to clomiphene citrate therapy or those who
failed ovulation induction with gonadotropins. LOD
treatment is physically invasive and involves gen-
eral anesthesia, surgical incision, and the destruction
of portions of the ovary via electrocautery or laser.
The psychological components of PCOS are related
to stigmatizing factors associated with the physical
characteristics of the disorder, stress, and the poten-
tially depressing thoughts that can occur with chronic
medical conditions. Weight loss, a difficult thing for
many to accomplish, is an area of intervention in which
counselors can make a contribution. Work with patients
to establish and monitor reasonable and achievable
goals can enhance a woman’s sense of control and
reduce shame and stigma. Moderate levels of exercise
are another component of weight loss programs for
PCOS patients. Directing patients to support networks
for this purpose is useful. Stress reduction techniques
that can be used include focused breathing, relaxation
techniques, and visual imagery. Helping patients to
establish a more positive outlook can enhance their self-
esteem and feelings of self-worth.

Premature ovarian failure (POF) is the spontaneous
cessation of normal ovarian function prior to age forty.
The literature on POF establishes a connection between
the disorder and psychological distress.[67] Clearly, a
diagnosis of POF can be life changing not only in
the recognition of significant problems with fertility
but also with additional underlying medical conditions.
Groff et al.[67] offer specific guidelines for clinicians to
present the diagnosis most effectively and with the least
traumatic outcome. These include face-to-face delivery
of the diagnosis with enough time available to pro-
vide thorough information on the disorder, offering
information on support groups, and referral for psy-
chological counseling and/or spiritual support. Noting
that most women want guidance on how to cope with
the emotional components of POF, Nelson and asso-
ciates[126] recommend that clinicians lead patients in
this direction. Statements that attest to the difficulty
that many patients have emotionally accepting a POF
diagnosis can provide entrée to a discussion. They fur-
ther recommend helping patients identify individuals
with whom they will feel comfortable discussing the
emotional aspects of the diagnosis.

Tubal blockages are a significant physical cause of
female-factor infertility. Some tubal blockages are the
result of tubal sterilization, a form of birth control
intended to be permanent, which can be reversed. A
small number of women who have tubal sterilization
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have regrets and seek reversal. A strong correlation
exists between regrets and youthful age and to changes
in marital situation.[128] Research indicates that
women who reported substantial conflict with their
husbands or partners before tubal sterilization were
more than three times as likely to regret their deci-
sion and more than five times as likely to request a
reversal than women who did not report such conflict.
Few women undergo this procedure, known as tubal
reanastomosis. In addition to skill of the surgeon, the
success of sterilization reversal depends on the age of
the woman and the length of fallopian tube remain-
ing after the initial sterilization procedure.[129] IVF
is often used in place of sterilization reversal, but no
randomized controlled studies exist comparing the two
procedures.[129] The psychological issues that these
patients present can be addressed with therapies that
seek to identify the reason for a tubal sterilization and
to normalize the woman’s response to a stressful inter-
personal situation. Guilt associated with having made
a ‘bad decision’ and feeling penalized is possible. Cog-
nitive strategies to reduce guilt and reverse irrational
thinking are useful.[130]

Tubal disease is responsible for 25–35% of female
infertility, with pelvic inflammatory disease (PID) the
most frequent cause. An increase in infertility rates is
noted with repeated infection episodes. Tubal occlu-
sions can be either proximal or distal. A variety of
approaches to the diagnosis of tubal infertility, includ-
ing laparoscopy with chromopertubation, hysteros-
alpingography, onohysterosalpingography, and salp-
ingoscopy, involve invasive procedures. Chlamydial
serology is a noninvasive technique used to assess the
presence of previous infection with Chlamydia tra-
chomatis. Therapeutic approaches for proximal tubal
occlusion include transcervical tubal cannulation and
tubocornual anastomosis. Salpingostomy and fimbri-
oplasty are available for the treatment of distal tubal
occlusion. Finally, IVF is a commonly used strategy for
the treatment of all types of tubal dysfunction.[129]
While no randomized controlled trials exist comparing
IVF and tubal surgery for infertility, younger women
with adequate ovarian reserve and mild to moderate
tubal disease do better than older women with severe
tubal disease in achieving subsequent pregnancies. All
the invasive procedures for both diagnosis and treat-
ment of tubal blockage can have psychological effects.
Women treated for tubal blockages or other surgeries
of the reproductive tract can experience deterioration
of their sexual life.[130,131] Fear and anxiety prior to
surgery and postoperative depression have also been
observed. Behavioral interventions to improve coping
skills for the medical treatments are useful. In addition,

stress reduction techniques serve these patients well
because many of the medical procedures are stress
inducing, not to mention the obvious stress of failure
to achieve a pregnancy. Men can have a difficult time
appreciating the psychological issues that their part-
ners face with tubal disease. Therefore, it is also use-
ful to hold sessions with the woman and her partner to
improve emotional support between the two.

Cancer of the female reproductive organs can
include cervical, uterine, and ovarian forms. Of these,
reproductive-aged women are most frequently affected
by cervical cancer. Surgery has replaced radiation ther-
apy for women with early-stage cervical cancer and
can spare the ovaries. Women who require hysterec-
tomy for their cervical cancer can become mothers if
oocytes are retrieved, fertilized via IVF, and the resul-
tant embryo(s) are transferred to a gestational car-
rier.[96] Young women with ovarian tumors of low
malignant potential can receive conservative surgery
because of the excellent prognosis of these tumors.
Patients wishing to conceive after diagnosis occasion-
ally require ovulation induction. Cancer presents a set
of emotional issues for any patient, and reproductive
cancers have the additional issue of fertility loss. In
addition, women who elect to use sophisticated ART
procedures to preserve their fertility are faced with
additional stress from the procedures themselves and
the uncertainty of a child resulting from them. The
loss of femininity associated with reproductive cancers
can be profound. Counseling interventions that address
not only these losses but also teach coping strategies
are important. Some women will be receptive to bib-
liotherapy interventions. Books such as Harold Kush-
ner’s When Bad Things Happen to Good People or Nor-
man Cousins’ Anatomy of an Illness as Perceived by
the Patient provide insight from spiritual and mind–
body approaches to healing. When oophorectomy is
necessary, use of embryos derived from the patient’s
oocytes retrieved prior to surgery is possible. How-
ever, they must normally be cryopreserved until her sys-
tem is free from the deleterious effects of any postop-
erative chemotherapy. In addition, she must have an
intact, healthy uterus. Cryopreservation of oocytes is
not yet assumed to be safe. Furthermore, cryopreserva-
tion and subsequent transplantation of ovarian tissue is
currently under investigation with some reported lim-
ited success.[132] If this technology is successful and
the ethical issues inherent in such procedures are ade-
quately addressed, it offers a promising solution for
women whose cancers require surgical removal of their
ovaries.[132] (See Chapter 14.)

Similar issues may exist for women with breast
cancers where chemotherapy can result in permanent
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ovarian failure.[96] Women with cancers for which
treatment can impair future reproductive capacity face
the dual dilemma of life-threatening disease and infer-
tility. The resulting psychological sequelae can include
not only anxiety about recurrent cancer but also lost
fertility and, perhaps, shortened life expectancy. Coun-
seling with these women, and men with cancers as
well, must take both facts into account. Depression and
anxiety are commonly seen in individuals with cancer
diagnoses. Research on reducing these psychological
sequelae indicates that a variety of factors can reduce
anxiety and depression including the following: prepar-
ing the patient for a possible diagnosis of cancer; pro-
viding the patient as much information about the diag-
nosis as desired; providing written information; pre-
senting the information clearly; discussing the patient’s
questions the same day; talking about the patient’s feel-
ings and being reassuring; using the word cancer; dis-
cussing the severity of the situation, life expectancy,
and how the cancer might affect other aspects of life;
and encouraging the patient to be involved in treatment
decisions.[133] Counselors are in a position to help both
physicians and patients with these recommendations.
In addition, counselors can help patients make deci-
sions with their partners about reproduction options.
For example, when it is clear that a patient’s cancer is
terminal, is posthumous reproduction something that
is desired by the diagnosed individual? Clearly, this is
more easily accomplished when a man is the patient
because semen can be obtained and frozen for later use.
The use of frozen embryos from a woman with termi-
nal cancer raises additional issues regarding a surrogate
carrier after the patient’s demise.

Implications of the Emotional Response
Stress as a consequence of and perhaps a contributor
to female-factor infertility is a well-established find-
ing.[56] Furthermore, it appears that infertile women
experience greater levels of distress than do infertile
men. When infertile partners are evaluated, women
experience more psychosocial distress than men with
respect to anxiety, cognitive disturbance, depression,
and hostility.[134] While anxiety and depression scores
for infertile women are lower than women with other
medical conditions, they are statistically similar to
those obtained by women with serious medical condi-
tions.[135] Stress for women can be associated with not
only the diagnosis but also the treatment procedures,
many of which are either physically or pharmacologi-
cally invasive. Intrusive thoughts and avoidant ideation
along with anxiety and depression are characteristic
of the normal response to traumatic stressors. Infertil-
ity and its treatment have been described as traumatic

for women. Intrusive ideation has been demonstrated
to be predictive of infertility-specific distress and dys-
function.[136] Psychosocial distress and other psycho-
logical factors have also been implicated in dropout
rates for infertility treatment.[137,138] And because
psychological factors, such as stress, can be improved
by intervention, and demographic and other factors are
immune to treatment, patient counseling for these vari-
ables has been advised for women.[139]

The literature on stress and women involved in infer-
tility treatment has led to the development of treat-
ment programs aimed at reducing stress. Many of these
treatments adopt a mind–body approach.[142] Group
and individualized interventions have been used and
significant positive results in reducing anxiety, depres-
sion and other psychological components of stress have
been achieved[141–143], and some reports indicate an
improvement in pregnancy rates with these types of
interventions as well.[144]

Shame associated with failure to reproduce and
feelings of inadequacy are found in women with
female-factor infertility. Therapeutic techniques such
as cognitive-behavioral interventions, eye movement
desensitization and reprocessing (EMDR), hypnosis,
and insight therapies can all be used with shame
issues. The stigmatizing effect of female-factor infertil-
ity includes the exclusion of the woman from societal
rituals and the deprivation of ties of descent. Therapeu-
tic interventions can include insight-oriented therapies
and cognitive behavioral interventions designed to alter
irrational thoughts.

Older individuals may benefit from understanding
their motivations for seeking children. Typically, three
separate yet overlapping goals exist for these women:
(1) the desire to have a genetic child, (2) the desire to
experience pregnancy, and (3) the desire to become a
parent. An evaluation of these goals and determination
of which takes personal precedence can help a woman
decide which treatment option to pursue. For example,
an older woman whose primary goal is to experience
a pregnancy will do best if she seeks donor oocytes. If
a genetic child is primary, then IVF with or without a
GC is indicated if physiologically possible. If parenting
is the primary goal, other alternative family-building
techniques such as adoption or foster parenting can be
considered.[111]

Insight-oriented approaches for female-factor
patients have been recommended to help process
the loss and subsequent grief, if fertility treatment
fails. And loss and grief, components of the emo-
tional response to an inability to have a genetic child,
pregnancy, or parent, are normal and can be framed
that way by counselors. This seems to provide relief
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TABLE 3.1. Factors to consider when treating infertile men and women

Women Men

Stresses felt Higher levels
Interpersonal health

Lower levels
Occupational

Significant reported
effects of infertility

Biological clock
Jealous of others with children

Lost power to reproduce
Worry about partner’s reactions

Coping styles employed Escape/avoidance
Positive reframing
Seek social support

Instrumental
Problem-focused

to women.[56] Patients who can approach their losses
in this way will be more able to accept alternative
solutions for parenting should they be necessary.

Clearly, gender differences exist in the way men and
women cope with infertility. Coping strategies that
appear to work better for women than men include
escape and avoidance, positive reframing of the sit-
uation, and seeking social support.[145] It may be
that women use escape and avoidance because certain
social situations remind them of their infertility. Avoid-
ing those interactions is protective. At the same time,
women appear to find it easier to discuss their infer-
tility (thereby venting their feelings) with others out-
side the marriage than do men.[146] Data also suggest
that infertile women who receive unsupportive social
interactions develop more depressive symptoms and
overall psychological distress.[147] Fortunately, signif-
icant opportunities for social support currently exist in
patient support groups that have sprung up through-
out the world, as well as online support groups (see
Resources). Counselors are in a unique position to pro-
vide referral to these organizations. Individuals who
are reluctant to engage in face-to-face meetings can
be encouraged to peruse websites of support organi-
zations as a way of desensitizing themselves to the
idea of discussing their infertility with someone else.
Counselors can also hold discussions regarding mate-
rial that patients have obtained through these sources,
helping patients sort out which information is useful to
them.

Women with infertility related to endometriosis, POF,
PCOS, or PID could experience difficulty with the sexual
aspects of their relationships. Endometriosis can cause
significant pain on intercourse and therefore produce
an avoidance of sexual interaction. While women with
PCOS appear to engage in intercourse at a similar rate
to control subjects,[148] they tend to find themselves
less sexually attractive. PID, with its chronic pelvic pain,
can lead to low sexual desire. Similarly, women whose
infertility is cancer-related will likely experience distur-

bances in their sexual images. Counseling efforts for
these patients that takes into account their sexual rela-
tionships is important.

IVF as a treatment for a variety of infertility prob-
lems affecting women has achieved respected status in
the medical community. Nevertheless, live birth rates,
depending on age of the woman, can be as low as
25%.[149] Success rates as low as one in four can
therefore be a significant factor in psychological out-
comes for women undergoing IVF. Hynes et al.[150]
determined that women were more depressed and had
lower levels of self-esteem after a failed cycle than they
did before. As noted by others, cognitive coping strate-
gies were useful for these women and practitioners are
advised to use them with comparable patients.

Table 3.1 provides a brief summary of factors to con-
sider when providing psychosocial counseling to infer-
tile men and women.

FUTURE IMPLICATIONS

Advances in the science of infertility diagnosis and
treatment have played a role in our understanding of
gender-specific infertility. As knowledge accumulates in
the medical realm, knowledge related to the psycho-
logical components of infertility has experienced rapid
growth. It is likely that future medical advances will pro-
pel psychological knowledge further. Certainly there is
already room for more descriptive research on various
gender-specific diagnoses of infertility, which will lead
to more appropriate psychological interventions.

At a minimum, more research is necessary in how
men react to a diagnosis of male-factor infertility. If
and how men with differing diagnoses react is another
direction for the future. And there is more room for
research on how men react to female-factor diagnoses
in their partners and vice versa. Investigations into why
more men do not seek counseling and what counselor
attributes work best with male-factor patients are called
for. Finally, research that goes beyond descriptive and
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investigates the effectiveness of various interventions
with men is called for.

Similarly, research with female-factor infertility
patients must go beyond the descriptive and aggre-
gate studies that have provided the bulk of information
to date. Research on psychosocial interventions with
women appears ready to go forward. Now longitudinal
and experimental research regarding various tech-
niques and their effectiveness is needed. Advances in
cryopreservation of gametes and other reproductive
tissue, genetic testing, and other reproductive tech-
nologies will provide the next generation of assisted
reproductive technology with new options for child-
bearing. Similarly, research with stem cell lines may
open doors to remediation of conditions that currently
cause a variety of gender-specific infertility.

SUMMARY

■ Developments in medical research have clarified
that male- and female-factor diagnoses account for
approximately equivalent amounts of infertility.
■ Limited research exists on the effects of male-factor
diagnoses relative to that available for female-factor
diagnoses.
■ Typically, the diagnosed individual within a couple
has a more negative response.
■ Stress seems to be a larger clinical issue for infertile
women than infertile men.
■ Research into effective psychotherapeutic strate-
gies for both infertile men and women is necessary
to improve outcomes for both genders.
■ Despite the gender-specific diagnosis, therapeu-
tic interventions need to focus on the couple while
acknowledging the effect on the individual.
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4 Cross-Cultural Issues in Infertility Counseling

MICHAELA HYNIE AND LINDA HAMMER BURNS

The life history of the individual is first and foremost an
accommodation to the patterns and standards traditionally
handed down in his community.

– Ruth Benedict, 1934

Involuntary childlessness is a universally stigmatizing
condition that threatens the stability and well-being of
individuals, couples, and the larger society. Children
provide many benefits to the couple and the community.
They stabilize or cement marital relationships; enlarge
and strengthen kinship ties; validate individual roles;
offer spiritual comfort or religious redemption; provide
financial benefits; ensure immortality; afford a legacy
for property or values; and afford a unique interper-
sonal relationship. Infertility can thus trigger a myriad
of psychosocial consequences with cultural, religious,
and social ramifications for both men and women.

Although the value and importance of children may
be universal, the meaning of children, and thus child-
lessness, may vary across cultures. Culture, religion,
kinship/family values, beliefs about health and illness,
and gender roles all influence how individuals and cul-
tural groups experience and interpret infertility. These
influential factors are typically all considered under the
umbrella of ‘culture.’ The term ‘culture’ usually refers
to the distinctive customs, manners, values, religious
behavior, and other social and intellectual aspects of
a society. Culture has also been defined more broadly,
however, to include differences on the basis of age and
gender, sexual orientation, disability, education, and/or
economic status.[1] These other dimensions also have
a strong influence on reactions to and consequences of
infertility, and thus an awareness of diversity along all
of these social and demographic dimensions is essen-
tial in counseling. However, these dimensions each
require a detailed specific treatment, and go beyond
the scope of what can be covered here. This chapter
therefore focuses on the narrower definition of culture,
one informed primarily by the history of cross-cultural
research.

The American Psychological Association (APA) guide-
lines propose that ‘culture’ is the learned “belief sys-

tems and value orientations that influence customs,
norms, practices and social institutions including psy-
chological practices . . . and organizations.”[2] Although
this definition of culture is narrower in scope than
some, it still casts a broad net. Culture, conceptual-
ized in this manner, determines and reflects the mean-
ing of our thoughts, language, and behavior.[1] Even
similar words spoken by people of different cultural
backgrounds may carry very different meanings, espe-
cially when discussing issues of relationships, emo-
tions, and well-being. It is impossible to understand
a person, or communicate effectively with them, with-
out understanding their cultural context. Cultural sensi-
tivity is therefore essential for successful multicultural
and cross-cultural counseling, and cultural context may
be especially important when considering issues of
infertility.

The Need for Cultural Awareness

Medical and mental health professionals working in
the field of reproductive medicine are under growing
pressure to adapt medical diagnoses and treatments
to work with individuals from various cultural, ethnic,
and/or religious backgrounds. Indeed, the need for men-
tal health professionals to be sensitive to their clients’
cultural context has never been greater. Medical and
mental health caregivers are more and more likely to
work with clients who come from a cultural background
and worldview that differs from their own.[3]

Although awareness of the need for cultural sensi-
tivity is a relatively new issue, cultural diversity is not
a new phenomenon, nor is it limited to a subset of
nations. The populations of most countries consist of
a number of ethnic groups of varying sizes that have
existed side by side with the majority culture for gener-
ations, although not all countries actively acknowledge
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the existence or importance of minority groups. In
the United States, for example, where culture is typi-
cally defined by race, mainstream culture is often rep-
resented as white or of European descent. The 2000
U.S. Census, however, showed that two thirds of the
population described themselves as white[4] with the
remainder being primarily of African American, His-
panic/Latino or Asian descent, but with many other eth-
nicities represented as well in smaller numbers. Like-
wise, most countries in Africa, Asia, Latin America,
and Europe also tend to be represented as cultur-
ally homogenous, but are often comprised of multi-
ple ethnic communities, with these communities differ-
ing widely in socioeconomic status, language, religion,
and worldviews from the majority. Even those countries
most often represented as culturally homogenous (e.g.,
Japan and Iceland) are in reality multicultural, if not in
theory. In essence, all countries and communities must
address diversity issues in one form or another. Today
people are citizens of the world as much as they are cit-
izens of a particular nation or cultural group, but even
countries that appear (or maintain a self-perception of)
culturally homogenous must address diversity issues in
one form or another (e.g., immigration, cross-cultural
marriage, and international adoption).

Not only are most countries characterized by the
presence of multiple long-standing communities, each
with their own ethnic and religious heritage, world-
views and beliefs, but many nations are also the destina-
tion of a large number of immigrants. In the years 1995–
2000, the United States had the highest net immigration
in the world, with an average of 760,000 immigrants
per year. This is almost double the net immigration
of the next highest country, the Russian Federation
with 394,000.[5] Likewise, according to survey on eth-
nic diversity conducted by Statistics Canada in 2002,
about 23% of non-Aboriginal Canadians over the age
of fifteen were born in a country other than Canada.
Another 17% of Canadians were born in Canada but
had at least one parent who was born elsewhere. In
other words, approximately 40% of the current Cana-
dian population are either first- or second-generation
immigrants to Canada.

Residents of Canada, the United States, and Australia
are accustomed to thinking of their countries as des-
tinations for immigration, but immigration rates are
high in Europe as well. In 2001, more than 175,000 non-
European immigrants acquired citizenship in Germany,
more than 88,000 acquired citizenship in the United
Kingdom, and almost 45,000 acquired citizenship in
The Netherlands.[6] Likewise, there are large move-
ments of people across Africa, Latin America, and Asia.
Rwanda, for example, was among the top five countries

in terms of the number of immigrants arriving between
1995 and 2000.[5] Furthermore, these numbers actu-
ally underestimate the movement of peoples. In addi-
tion to immigrant communities, many nations are also
the destination for migrant workers, some of whom are
long-term residents (with or without legal documents).

Immigration creates somewhat different concerns in
terms of cultural diversity. There is an assumption that
immigrants arrive with the values, norms, and beliefs
of their heritage culture but that these values change
to match those of the host culture, as immigrants learn
about, adapt to, and interact with the new culture. In
reality, though, immigrants do not completely aban-
don their former cultural beliefs and replace them with
new ones.[7] Rather, some values of the new culture
are acquired over time but some of the values of their
heritage culture are retained, often over several gener-
ations.[8,9] Moreover, the values that are most likely
passed from generation to generation are those that
pertain to family-related norms, values, and domes-
tic life.[10] This would, understandably, include beliefs
about childbearing and fertility. Thus, descendents of
immigrant parents or grandparents may appear to be
fully assimilated to their host culture, but may have
fundamental assumptions and beliefs about family rela-
tionships that are more similar to those of their par-
ents and grandparents than of the mainstream culture
in which they currently reside.

The Need for Awareness of Spirituality
and Religion

There has also been an increasing awareness among
medical and mental health caregivers that spiritual
well-being is an important dimension to physical and
emotional health, and that there is a generally pos-
itive relationship between religious involvement and
health outcomes, including mental health.[11] Histori-
cally and globally, the majority of individuals have been
found to have explicit religious beliefs and practices.
Although religion may no longer play as large a role in
social life in Western nations as it once did, many peo-
ple around the world still regard their spiritual faith to
be of central importance in their lives.

The majority of individuals in a given nation often
practice the same religion, yet the norm is for there to
be multiple religious groups within each country, each
with their own belief system, worldview, and guide-
lines for behavior. There are five major monotheistic
religions (i.e., Judaism, Christianity, Islam, Zoroastri-
anism, and Sikhism) and six major polytheistic spir-
itual traditions (i.e., Hinduism, Buddhism, Janism,
Shintoism, Confucianism, and Taoism). According to
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TABLE 4.1. Major World Religions by Population[12]

1. Christianity 2.1 billion
� Roman Catholicism: 1.1 billion
� Protestantism: 350 million
� Eastern Orthodoxy: 240 million
� Anglican: 84 million
� Oriental Orthodoxy, Assyrians, and other

Christians: 350 million
2. Islam 1.3 billion

� Sunnism: 940 million
� Shi’ism: 170 million

3. Secular/Irreligious/Agnostic/Atheist 1.1 billion
4. Hinduism 900 million
5. Chinese traditional religion 394 million
6. Buddhism 376 million

� Mahayana: 185 million
� Theravada: 124 million

7. Primal indigenous 300 million; African traditional
and diasporic 100 million; and Spiritism 15 million

8. Sikhism 23 million
9. Judaism 14 million

2003 statistics on world religions, more than half of
the world’s population is monotheistic (Christian 33%,
Muslim 20%, Sikh 0.39%, and Judaism 0.23%).[12] The
polytheistic religion with the largest number of adher-
ents are Hindu (13%) and Buddhism (6%). Thirteen per-
cent of people in the world adhere to spiritual beliefs
and traditions of indigenous cultures, although they
often do so in tandem with a formal theistic religion.
Only 2% of the world’s population is atheist while 12%
are nonreligious, although it is interesting to note that
half of the nonreligious acknowledge theistic beliefs but
do adhere or align with a specific formal religion (see
Table 4.1).

Although there is a great diversity between and within
these religious traditions regarding beliefs and prac-
tices, they agree that human beings can and should tran-
scend hedonistic and selfish tendencies to grow spiritu-
ally and to promote the welfare of others.[13] There is
also general agreement among the world religions about
what moral principles and values promote spiritual
enlightenment and personal and social harmony.[14]
Also common to all world religions are prayer, spiritual
enlightenment, a consideration of others above one’s
self, and a belief that moral values should be taught and
transmitted from one generation to the next.[15,16]

Through these rituals, practices, and beliefs, religion
can thus be a source of meaning and strength for a cou-
ple or individual as they cope with infertility. However,
religious beliefs may also provide limits on the accept-
ability of various treatment options. In providing
a culturally-sensitive approach, infertility counselors

must consider religion as a potential asset as well as
a potential liability for infertile men and women. Reli-
gious faith, spiritual leaders, and the community of
their faith may provide individuals and couples with
comfort and sanctuary in the maelstrom of infertility.
Conversely, these factors might make the experience of
infertility that much more painful, stigmatizing, oner-
ous, and isolating. It is therefore paramount that the
infertility counselor be aware of the impact of faith and
religion on the infertile couple and how religion is, for
them, either a benefit or burden.

The Need for Awareness of Reproductive
Stratification and Reproductive Tourism

Finally, and of particular relevance for infertility coun-
selors, are couples and individuals who travel to access
medical and reproductive services. Many countries have
only limited access to reproductive technologies in
terms of the overall number of clinics; the variety of
services available; and which individuals are permitted
access to these services. Various forms of third-party
reproduction are restricted in many countries for legal,
ethical, or religious reasons. Additionally, the condi-
tions under which certain treatments are available may
be unacceptable to some infertile couples (e.g., identi-
fied gamete donation and oocyte-sharing). National dif-
ferences in the limitations placed on assisted reproduc-
tion have led to steadily increasing rates of reproductive
tourism.[17] Couples and individuals who can afford to
do so are increasingly likely to travel to seek assisted
reproductive technology (ART) services that, for what-
ever reason, are not available to them in their home
country or are less expensive in a different country.

Reproductive tourists create special challenges in
infertility counseling. These individuals are not resi-
dents in the country to which they have traveled for
treatment and are therefore not likely to be aware of
or familiar with the host country’s cultural values or
the dominant language. The consequence of this is that
infertility counselors are faced with even greater dispar-
ities between their own cultural worldviews and those
of their clients. Communication can be extremely dif-
ficult, further aggravated by the need to have knowl-
edge of (or translator knowledge of) specific, compli-
cated medical terms. Furthermore, caregivers and/or
patients may be less motivated to overcome these chal-
lenges because of the temporary nature of the couple’s
(or individual’s) residence in the country. The difficul-
ties of successful multicultural counseling under these
circumstances may be magnified, but the solutions to
these challenges are similar. An effective multicultural
counselor needs to learn about their client’s particular
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cultural worldview and be sensitive to how it may dif-
fer from their own. They must be prepared to afford
appropriate translating services and adapt patient edu-
cation, assessment, and preparation services to meet the
unique needs of these patients.

In short, the growing awareness of the reality of
multiculturalism is forcing medical and mental health
professionals to establish a working knowledge of the
cultural and religious perspectives of the psychoso-
cial meanings and implications of infertility, as well
as psychological diagnosis and treatment of infertile
men and women. Cultural and religious groups dif-
fer in the acceptability of various remedies to infer-
tility, involuntary childlessness, or disrupted reproduc-
tion. In providing assistance to all infertile couples, it
is therefore important for caregivers to be cognizant of
the couple’s religious and cultural background and how
these factors may influence their experience of infertil-
ity, treatment options, and acceptable remedies for their
childlessness within their culture or religion.

This chapter focuses on cultural and religious factors
influencing the experience and treatment of infertility
and the impact these issues have on infertility coun-
seling. It is beyond the scope of this chapter to address
every experience of infertility, involuntary childlessness,
or interrupted reproduction in terms of every culture
or religion. Instead, it will provide the infertility coun-
selor with a basis for approaching and assessing cul-
tural, religious, and ethnic issues influencing care and
treatment as well as the standards of practice in multi-
cultural infertility counseling.

This chapter addresses:

■ sensitivity to one’s own cultural characteristics;
■ awareness of specific cultural and religious concerns
pertaining to infertility treatment, counseling, and solu-
tions to involuntary childlessness;
■ recognition of some major dimensions along which
cultures vary, and their consequences for infertility
counseling;
■ familiarity with current professional standards on
multicultural counseling and the integration of spiri-
tuality in infertility counseling.

HISTORICAL OVERVIEW

The first step in acquiring cultural sensitivity is to rec-
ognize the influence of one’s own culture on one’s world-
view. The importance of recognizing one’s own world-
view as a cultural bias cannot be overstated, but the
difficulty in achieving this awareness should not be
underestimated. One is more likely to recognize the
influence of culture when considering other people’s
belief systems than when considering one’s own. There

is a tendency to apply the term culture to other peo-
ple’s beliefs and worldviews but to see one’s own values
as natural and obviously true.[18,19] This is especially
the case for members of a society’s majority group. The
majority worldview, by definition, predominates in the
media, the health system and mainstream educational
institutions, thereby reinforcing a sense that the major-
ity (and thus one’s own) cultural assumptions are simply
truisms.

Insight into the influence of one’s own culture on
one’s beliefs, assumptions, values, and worldviews may
be particularly relevant for those who counsel infer-
tile couples. Although having children is both desired
and expected in all cultures, the meanings attached
to children and parenthood, perceptions of infertility,
sexuality, and medicine, and the nature of communica-
tion about these issues vary widely from culture to cul-
ture.[7,20] For example, while modern Western medical
practices and beliefs exist in virtually all cultures, most
non-Western cultures have their own history of medical
beliefs and practices that coexist alongside the Western
medical model[21] and these beliefs often differ fun-
damentally from it. Western medical practices focus
on diseases and on the individual, while most non-
Western models of health are holistic, with an emphasis
on the balance between various elements in the physi-
cal, social, and spiritual environment. Thus, the person
is seen as just one part of a larger environmental, social,
and spiritual system. Moreover, the social roles of healer
and patient are often defined differently across cultures,
resulting in widely varying expectations of what should
occur in a therapeutic relationship and with whom this
relationship should be sought.[22]

Achieving cultural awareness can be particularly
difficult for mental health professionals because most
of what is known and taught in both psychology and
counseling is derived from work on and by, middle-
and upper-class North Americans and Western
Europeans.[18,23,24] As a result, most assumptions,
goals, and therapeutic techniques are particular to a
Western, and most often North American, mainstream
worldview. However, these assumptions, goals, and
techniques are almost always taught and applied as if
they are culturally neutral and universal.

As such, until fairly recently, diversity was not con-
sidered an issue professionally or therapeutically. This
worldview began changing in the 1950s and 1960s with
the civil rights movement in the United States. This
period was marked by political and social shifts that
first sensitized some mental health professionals to the
failure of mental health services to address the needs
of minority populations. Perceptions that psychoanaly-
sis and psychotherapy were failing visible minorities,
and even oppressing them by labeling diversity or
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cultural phenomena as illness, coincided with calls
for change in the education and training of mental
health professionals. It took another twenty years, how-
ever, for the publication of the first position paper
suggesting that counseling ethnically diverse clients
required specific competencies beyond that of tradi-
tional counseling.

In 1980, the first position paper on multicultural
counseling was developed by the Counseling Division
of the American Psychological Association Education
and Training Committee.[25] The paper described a
model in which three dimensions of multicultural
competencies were identified as fundamental to mul-
ticultural counseling. These three dimensions were:
(1) beliefs/attitudes toward multicultural counseling;
(2) knowledge of multicultural counseling; and (3) skills
to practice multicultural counseling. The aforemen-
tioned paper was not formally accepted by the division,
but was subsequently published by Sue and colleagues,
in 1982, and continues to be the dominant model in
multicultural counseling.[26]

Shortly thereafter, the American Psychological Asso-
ciation and the American Counseling Association both
published statements regarding the importance of
including cultural diversity and multiculturalism in
counseling education and training.[27] This was the
beginning of a rapid growth in the recognition of diverse
needs in diverse populations. Most mental health pro-
fessions and medical organizations have since affirmed
the importance of acknowledging and addressing cul-
tural and ethnic diversity. The Diagnostic and Statistical
Manual of Mental Disorders, Forth Edition (DSM-IV)
and International Classification of Diseases, Ninth Edi-
tion (ICD-9) were prepared with a culturally diverse
population in mind,[28] the U.S. Surgeon General
recently prepared a report specifically addressing the
importance of providing adequate mental healthcare
for members of ethnic and cultural minorities[29], and,
since the 1990s, numerous counseling textbooks have
been published with guidelines for how to become a
culturally-sensitive counselor.

Despite the widespread endorsement of multicultural
awareness, however, real change has been slow to come.
Some of the first proponents of the multicultural coun-
seling movement recently reported their frustration at
how little change has actually occurred in how coun-
seling is taught and practiced.[26] Research in the
United States, where the call for multicultural counsel-
ing has perhaps been the loudest and longest, suggests
that minority clients are still less likely to use outpa-
tient mental health services than clients of the majority
culture, and that they are far more likely to termi-
nate counseling after only one contact with their coun-
selor.[30] The number of research articles in the lead-

ing clinical psychology journals that specifically address
ethnic minority populations has remained around 5%
for the last twenty years[28], and very little research
has addressed how multicultural competencies actu-
ally work in therapy[31] or how they are accepted or
received by different consumers of counseling.[24]

Thus, despite twenty-five years of affirming and pro-
moting the need to address cultural diversity, it seems
that there is still a belief that therapeutic theories
and approaches to counseling are universal and apply
to all people of all cultural backgrounds. It is clear
that there continues to be a need to actively promote
research, teaching, and education about culture as a
fundamental component of counseling, rather than as
an afterthought to the traditional program. This lack
may be particularly apparent in the context of infertil-
ity counseling. Although there is a substantial body of
research addressing cultural differences and issues in
infertility and infertility treatments, there is very little
if any to be found that evaluates approaches to infer-
tility counseling with multicultural populations. Sue
and colleagues suggest that resistance to multicultural
counseling can be traced back to a fundamental ‘eth-
nocentric monoculturalism.’[26] Individually and pro-
fessionally, mental health professionals remain ham-
pered by an inability to recognize that their own world-
view is not natural and true, but a product of their
own particular culture. Thus, the need to elevate aware-
ness of one’s own cultural biases remains an essential
first step.

Religion and Spirituality in Therapy
and Counseling

The cultural bias described above may also extend to the
relative blindness Western counselors have historically
exhibited with respect to the role of religion and spiri-
tuality in counseling and therapy. Religion, spirituality,
and the role of faith have always been recognized as sig-
nificant components of culture, although the interface
of spirituality and religion with mental health and psy-
chology is a fairly recent development. In fact, religion
may be viewed as much as a culture in and of itself, as it
is a system of beliefs. Despite evidence of the clear ben-
efits of religious activities (e.g., prayer, confession, and
seeking strength and comfort from faith or a religious
community), Western psychology and psychotherapy
have been slow in recognizing religion as a resource and
asset.[32] In fact, religion was, for some time, viewed as
a psychological liability, a reinforced learned behavior
(according to Skinner), or wish-fulfillment (according
to Freud).

Nonetheless, religious beliefs have had a place in
the development of psychological practice. Modern
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existential psychotherapy is an example of a therapy
that is clearly based on a traditional religious frame-
work, encouraging the transcendence of suffering by
finding meaning in suffering.[33] Moreover, elements
of religious practice have increasingly found their way
into medical and mental health practices. For exam-
ple, mindfulness and meditation, which are derived
primarily from traditional Hinduism and Buddhism,
encourage the cultivation of a sense of inner calm, har-
mony, and transcendence to achieve spiritual growth.
Applied in Western medicine and counseling, ‘mindful-
ness meditation’ (i.e., focusing on the present moment)
has been found to be useful as a physiological relax-
ation technique; a means of changing neurological
functioning; a type of positive addiction; a form of cog-
nitive restructuring; and a means of promoting spiritual
and existential growth.[34] Importantly, it has also been
applied successfully to coping with the experience of
infertility.[32,35] Moreover, as will be seen below, spiri-
tual leaders also typically play a central role in counsel-
ing infertile couple in cultures that have a more holistic
traditional healthcare system.

A formalized movement to “meld the wisdom of the
world’s spiritual traditions with the learning of mod-
ern psychology”[36] has also developed, beginning with
the diversity movement in psychology in the United
States. The specialty disciplines of the psychology of
religion and pastoral psychology/counseling emerged
in the late 1990s.[37] Pastoral psychology is a dis-
tinct branch of psychology/psychiatry associated with
religion, with the objective of offering relief through
spiritual investigation or practices. Pastoral psychology
arose out of a growing acknowledgment by the medical,
psychological, and counseling professions of the impor-
tance that religion and spiritual beliefs play in people’s
psychological well-being. Pastoral psychology may be
provided by mental health professionals or by clergy
using psychotherapeutic principles and techniques with
parishioners. As such, it combines spirituality and reli-
gious teachings with counseling practice.

In sum, an individual’s spiritual perspective and reli-
gious beliefs may be highly relevant to understanding
his or her problems, worldview, culture, and experience,
particularly as it relates to the experience of infertility,
childlessness, medical treatment, and family-building
alternatives. The contribution of religious beliefs and
practices to well-being has only recently been incor-
porated into counseling and psychotherapy in West-
ern medicine, and even then, only a subset of religious
practices and beliefs have been identified and accepted
by mental health professionals. Religion and spiritual-
ity have always been a core component of counseling in
other medical systems, however, and need to be recog-
nized by counselors working with clients from these cul-

tures. The recognition that religion and spirituality are
relevant to coping, meaning, and well-being, but that
religious beliefs vary widely within any given culture,
highlights the need for infertility counselors to iden-
tify and understand the specific religious beliefs of their
clients, regardless of their clients’ cultural background.

REVIEW OF LITERATURE

Cross-Cultural Experience of Childlessness

Few studies have explicitly compared cultures in their
reactions to infertility. One exception is a study of
involuntary childlessness in which seventy-eight soci-
eties were examined. Despite the randomness of geo-
graphic distribution, geography was not found to be
a significant factor in reactions to infertility. Although
many cultures did not have specific solutions to child-
lessness, people did not accept childlessness pas-
sively. Within cultures in which there were reme-
dies, solutions to childlessness fell into one of three
categories: (1) medical interventions; (2) prayer or
spiritual interventions; and (3) realignment of social
relationships (e.g., divorce, polygamy, and adoption).
Across the majority of cultures, medical and spiritual
solutions were typically the first choices while realign-
ment of social relationships was the last or least accept-
able solution to childlessness (particularly polygamy).
The researchers found that “. . . it is ‘human’ to be
concerned about childlessness. . . . People pray, or take
drugs, or cast spells . . . before they try to change social
relationships by adding a spouse, ending a marital rela-
tionship, or quaisimarital relationship, or adopting or
fostering.” An additional finding of this study was that
women were significantly more likely to be blamed for
childlessness than men – a fact attributed to the ubiq-
uity of women’s low social status across cultures. Men
were blamed in only one culture (Bemba). Either both
sexes were equally blamed or no one was blamed in six
cultures (Chukchee, Gon, Ifugao, Kikuyu, Basseri, and
Papago).[38]

Cross-Cultural Sensitivity among Infertility
Treatment Providers

Blenner conducted in-depth interviews of twenty-eight
health providers in a major American city to examine
how healthcare providers approach treatment of cultur-
ally diverse infertile patients.[39] The findings revealed
three types of healthcare providers: (1) culturally
unaware; (2) culturally nontolerant; and (3) culturally
sensitive. Culturally unaware providers failed to rec-
ognize cultural diversity and treated all clients the
same (in other words, they displayed rigidity). These
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caregivers perceived culturally different patients as
noncompliant and lacking in motivation and labeled
them as difficult, uncooperative, and uncommitted.
Understandably, culturally different patients were more
likely to terminate treatment with a culturally insensi-
tive provider. Culturally intolerant providers recognized
cultural differences but were unwilling to tolerate cul-
tural conflicts or to change or adapt treatment proto-
cols. As a result, these providers terminated treatment
or made referrals to more culturally tolerant providers.
Culturally sensitive providers were aware of cultural dif-
ferences; acquired information about the patient’s cul-
tural beliefs; worked within patient limitations; and
adapted tests and treatment protocols to meet clients’
needs to make them more culturally compatible with
the clients’ belief systems. Blenner concluded that
culturally diverse infertile patients particularly need
providers who are tolerant and sensitive to cultural dif-
ferences as they are more likely to suffer significant
levels of stigma and social isolation and to find lit-
tle empathy within their communities regarding their
involuntary childlessness.

Impact of Religion on Infertility Treatment

Religion is an intrinsically important aspect of all
cultures. It has a profound impact on individual
and societal beliefs and practices regarding childless-
ness, reproduction, and assisted reproduction. How-
ever, although much has been written about the accept-
ability of specific treatments according to various reli-
gious beliefs, little research has examined the influence
(positive/negative) of religiosity on overall the experi-
ence of infertility and/or patient decisions regarding
treatment for it.

Although general religiosity and religion as a demo-
graphic descriptive have been included in research on
the psychosocial impact of infertility, only recently has
the impact of spirituality on the psychological impact
of potential resource been included in or been the focus
of research. In one study of nearly 200 infertile women,
high levels of religiosity and spirituality were signifi-
cantly correlated with low levels of psychological dis-
tress.[40] These findings were replicated in a recent
study on the role of spirituality in the psychosocial well-
being of 138 women with premature ovarian failure
(POF). The researchers found that women with POF
who had higher spiritual well-being were significantly
more likely to report higher overall functional well-
being.[41]

Religious beliefs were found to play a central role
in decisions around infertility treatments in Asia and
Persian Gulf countries in one study.[42] This survey
found that ARTs was practiced in twenty Asian coun-

tries with half the treatments centers (>600) located
in Japan. Taiwan was the only country that had specific
legislation regarding treatment, with six other countries
having some kind of ministerial regulations. Although
the majority of Asian countries did not have legal reg-
ulations regarding ARTs, therapeutic decisions in Asia
were found to be influenced by religious beliefs and pre-
vailing cultural norms.

Fertility status may interact with religious beliefs to
influence treatment decisions and may even override
cultural and religious norms. For example, despite the
importance of religious beliefs in determining attitudes
regarding ARTs in Japan, infertile couples were found to
have a very favorable attitude toward ARTs while layper-
sons’ attitudes were less affirmative. In this study, the
main reason for disapproving of new reproductive tech-
nologies was that “it conflicts with the way of nature,”
but the main reason for approving was that “it is a
treatment for infertility.” Thus, fertility status seemed
to change the manner in which people evaluated repro-
ductive technologies.[43]

Similar results were obtained in a study comparing
attitudes toward gamete donation in Iranian and British
women. The survey study involved fifty fertile and fifty
infertile Iranian women and fifty fertile and twenty-five
infertile British women.[44] The researchers noted that
in Islamic Iran, any form of gamete donation is for-
bidden by religion and society and, as such, Iranian
respondents were expected to be influenced by religion
to a greater extent than the more secular and/or Chris-
tian women from Great Britain. The researchers there-
fore compared the extent to which the women regarded
God’s will as responsible for their infertility as well as
evaluating the women’s beliefs about the acceptabil-
ity of assisted reproduction. Iranian women were more
likely to endorse the role of God’s will in infertility than
were British women regardless of fertility/infertility sta-
tus. The researchers speculated that Iranian women’s
greater attachment to faith might be a factor that helps
them, in that Iranian women, in contrast to Western
women, were not been found to be emotionally dis-
tressed following failed IVF cycles. Interestingly, how-
ever, fertile women from both countries were more
in agreement with each other than with their infer-
tile counterparts regarding the acceptability of gamete
donation, while nationality had no significant effect.
Both British and Iranian fertile women were more likely
to endorse oocyte and sperm donation as acceptable
remedies to childlessness than were their infertile
counterparts.

By contrast, in a study that assessed the impact of
religious beliefs on assisted reproduction in Turkey,
researchers found that despite Islam being the pre-
dominant religion, most individuals found assisted
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reproduction acceptable. Questionnaires were used to
assess the opinions of 400 individuals (232 women, 168
men) in a major Turkish city. The majority (67%) of
the respondents considered themselves religious; 65%
were married; 5% divorced; 64% had children; and 4%
were infertile. Although 66% had graduated from high
school or university, less than one-third actually knew
what oocyte donation was. Fifteen percent completely
objected to oocyte donation although men were more
likely to favor it than women.[45]

THEORETICAL FRAMEWORK

Perspectives on Multiculturalism

There are a number of different approaches to research
and education about multiculturalism, which differ
in terms of their fundamental assumptions about the
nature of cultural differences.[46] Etic approaches
assume that there are universal psychological processes
and that it is only the contents of these processes that
differ from culture to culture. This perspective allows
one to compare cultures on various dimensions and to
apply similar therapeutic processes with clients of dif-
ferent cultural backgrounds. Emic approaches assume
that every culture is unique and can only be under-
stood from the perspective of that culture’s unique psy-
chology. From this perspective, universal approaches in
research and counseling are neither possible nor fruit-
ful.[1,18,47]

The etic/emic distinction refers to two end points
along a dimension of universalism and relativism.
Where one stands with respect to these positions reflects
an underlying philosophical orientation about human
nature. Regardless of one’s position on this distinction,
however, there is an agreement that cultural sensitiv-
ity requires cultural awareness. To some extent, both of
these approaches have informed the present discussion
of cultural differences. An etic perspective is presented
in the discussion of cross-cultural comparisons that
are believed to result from overarching cultural differ-
ences on universal dimensions or traits. Specific issues
in infertility are also presented from an emic within-
culture position to expose infertility counselors to a
range of beliefs and norms around infertility and, thus,
assist them in asking relevant questions about beliefs,
norms, and expectations of clients from different cul-
tural backgrounds.

With respect to the discussion of cultural differences,
it is also important to remember that individuals within
cultures vary. Once again, this is obvious with respect
to individuals within one’s own culture. We are aware
that not everyone from our own culture shares the exact

values or beliefs and perceive and expect to encounter
a wide range of individual differences. However, there
is a powerful and well-documented tendency to per-
ceive members of other social groups, them as opposed
to us, as being highly similar to one another in terms
of values, personality traits, and even physical charac-
teristics, which can then lead to stereotyping.[48] The
following descriptions of cultural differences should,
therefore, be relied upon primarily for an analysis of
one’s own cultural biases and as a guide to informa-
tion seeking when working with clients whose cultural
background differs from one’s own. One cannot assume
that a cultural norm is descriptive of every member of
a given population. Rather, one must be willing to learn
from and ask questions of the client and allow the client
to describe their cultural and religious perspective and
define their own personal experience.

Individualism and Collectivism across Cultures

One way of gaining understanding into the influence of
culture on one’s worldview, in general, and reactions to
infertility, in particular, is from the perspective of indi-
vidualism and collectivism. Individualism and collec-
tivism are the most studied dimensions in cross-cultural
psychology.[49,50] Individualism and collectivism refer
to culture-level differences in self-definitions, goal prior-
ities, relationships and the relative importance of social
norms and personal attitudes.[51] Individualist cultures
are those in which the goals of individuals take priority
over the goals of the in-group and where personal atti-
tudes, rather than social norms, are expected to play the
primary role in determining people’s behavior. Individ-
ualism is associated with highly industrialized wealthy
nations, such as the United States, Canada, Australia,
Britain, and the countries in Northern Europe.

In contrast, collectivist cultures are those in which
members of the community place the needs and goals
of their important groups, most notably their family
or kinship group, ahead of their own individual needs.
In general, collectivism is associated with agricultural
societies where people are highly dependent on one
another for survival. These cultures are typically char-
acterized by large extended families that may have strict
hierarchical roles, whether patriarchal or matriarchal.
Social norms are typically clearly defined in these cul-
tures, and play an important role in determining behav-
ior.[52]

The psychological characteristics associated with
these constructs have been measured in more than fifty
different countries and are thought to be among the
most significant dimensions on which cultures differ.
They are also believed to act as organizing principles for
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many of the differences observed between cultures, and
have special relevance to issues of parenthood and the
family. The individual-level psychological characteris-
tics associated with individualism and collectivism have
been referred to as independence and interdependence,
or as idiocentrism and allocentricism. Independence, or
idiocentrism, is characterized by an independent sense
of self. This is a sense of the self as a separate, unique,
fixed entity, with an emphasis on individual traits and
abilities, and an ease in moving from group to group. In
individualist cultures there is a strong emphasis on per-
sonal freedom and personal fulfillment as well as per-
sonal control. Maintaining personal consistency across
situations is seen as both important and healthy. Thus,
people from individualist cultures typically go to great
lengths to feel and appear consistent in different social
situations and feel very uncomfortable if inconsistency
between their behavior and their attitudes is brought
to their attention. The need to maintain consistency
results in a greater focus on themselves and their inner
states than on their environment.[52,53] There is also
less differentiation between members of the in-group
(i.e., family or kinship group) and out-group members
than one sees in other cultures.[54]

At a psychological level, people from collectivist
cultures are said to be interdependent, or allocentric.
Members of these cultures are believed to develop
an interrelated, or interdependent, sense of self. They
are interdependent in that their bonds with their in-
group (e.g., family) define who they are and how they
experience their self-concept. As a result, these bonds
cannot easily be broken. Moreover, because interde-
pendent people see themselves in terms of their roles
and memberships in the groups they belong to, they
experience themselves differently in different social
situations.[55]

An interdependent sense of self has several important
psychological, social, and interpersonal consequences.
Because interdependent people from collectivist cul-
tures define themselves in terms of their group mem-
berships, being a good group member is their primary
goal. As a result, interdependent people place a strong
emphasis on working to maintain the well-being of their
families as a whole, rather than emphasizing their own
personal well-being. Furthermore, they value fitting in
with their social groups and fulfilling their roles and
obligations to their important social groups. From an
early age, children in collectivist cultures are trained to
focus their attention on others’ responses and behav-
iors, which in adulthood results in greater awareness
of and attention to one’s social environment than to
one’s inner states.[52,53] Thus, the pursuit of harmony
includes conforming to the expectations of the people

with whom they are interacting and avoiding behav-
iors that would disrupt close relationships. However,
this desire for harmony and awareness of others does
not typically extend beyond the members of the in-
group[54] (e.g., family or kinship circle). It is therefore
primarily family members who play a central role in
important decisions, especially decisions that will influ-
ence the well-being of the family, including, for exam-
ple, decisions about whom and when to marry[55–58]
and when to have children.

Individualism and collectivism were originally
thought to be two end points of a single contin-
uum,[59] and when speaking of these characteristics
at the level of a given culture, the tendency is still to
distinguish between collectivist and individualist cul-
tures.[52] Now, however, the psychological constructs
associated with this cultural difference are considered
to be two orthogonal dimensions and thus the psy-
chological topography is more complex than originally
believed. People can be high on one, both, or neither of
these characteristics. Moreover, individuals in a given
culture will vary in the extent to which they personally
endorse the culture-level orientation on these dimen-
sions. It should also be noted that there may be many
types of individualism and collectivism that are defined
by different characteristics in different cultures. One
must therefore be very careful to avoid assuming that
all individuals from collectivist cultures share the same
traits and characteristics. Nonetheless, there are some
distinct patterns that have been observed. Individual-
ism and collectivism can have a profound impact on per-
sonality, coping, communication, and well-being and,
thus, have important consequences for counseling, and
therapy generally, and infertility counseling, in partic-
ular. Furthermore, these cultural differences can, and
do, impact willingness and receptiveness to pretreat-
ment educational counseling and/or infertility-specific
psychotherapy.

The United States stands out as a clear outlier in
terms of individualism. Members of the white mid-
dle class of the United States are notably higher in
terms of individualism than members of all other cul-
tures, including those from ethnic subcultures within
the United States. Canada, Britain, and Australia are
somewhat lower on individualism but are still among
the highest in the world on this measure.[53] North-
ern Europeans are also relatively high on individual-
ism, whereas Southern Europeans tend to be somewhat
higher on interdependence.

Those cultures that score the highest on collectivism
are China and India, but other East and South Asian
countries are also very high on this characteristic, fol-
lowed by African, South American, and Middle Eastern
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countries, which are somewhat lower but overall still
highly collectivist.[49] As noted above, individuals in
some cultures, such as Japan[50] and Turkey,[60] tend
to be high on both dimensions. Thus, one cannot
assume that individuals from highly collectivist cultures
are necessarily low on individualism, although this may
often be the case.

The cultural distribution of collectivism and indi-
vidualism is an important point for infertility coun-
selors to recognize. Counseling theory and practice
was largely developed by and in the United States,
a culture that is more extreme in terms of individu-
alism and collectivism than virtually every other cul-
ture in the world. Counseling theory and practice have
therefore historically emphasized a highly individual-
ist sense of self and focused on the individual alone,
rather than considering a person’s social context.[1,61]
Thus, the natural inclination of Western-trained men-
tal health professionals is to emphasize personal ful-
fillment and self-determination, an inclination that is
born out of their own individualism, further augmented
by highly individualist counseling theories and train-
ing. This approach, however, may be highly inappropri-
ate for clients from more collectivist backgrounds. It is
therefore imperative that infertility counselors recog-
nize these influences.

CLINICAL ISSUES

Culture and Family Roles

There is no question that infertility has been found to be
stressful for individuals and couples in all cultures. Cou-
ples and individuals who have been identified as infer-
tile consistently report experiencing high levels of anx-
iety and depression, lower self-esteem, and generalized
stress and emotional distress. This holds true whether
they live in China[62] or Japan;[63,64] India[65] or
Bangladesh;[66] Iran[67] or Kuwait;[68] Nigeria[69] or
South Africa;[70] or Brazil.[71] Comparable levels of
distress have been observed between Western and non-
Western cultures.

For people from individualist cultures, well-being
derives from attaining one’s personal goals[50] and life
satisfaction is determined more by one’s own inner
states and feelings.[71] Motives for having children
are thus more closely linked to personal joy and plea-
sure.[72] Indeed, personal joy and pleasure is often
listed as a primary reason for wanting children.[73]
Individuals in individualistic cultures are less influ-
enced by social role expectations and are less likely to
feel pressured to become parents by members of their
extended family or social community. Parenthood is
seen as an entirely personal decision for the couple, and

infertility is thus likely to be seen as a private and per-
sonal loss. Of lesser importance is how infertility may
harm others beyond the couple.

By contrast, for individuals and couples in collec-
tivist cultures, group membership is central to the
self concept and thus well-being is dependent upon
being able to carry out social roles and obligations.[52]
Social norms determine the definition of a satisfac-
tory life, and life satisfaction is strongly influenced by
one’s ability to meet these normative expectations.[71]
A sense that one has failed in one’s roles is extremely
distressing in collectivist cultures and great efforts
are made to avoid this. Fulfillment of roles is par-
ticularly important within families. Families are the
most important social unit in these cultures, with
relationships and obligation to parents often taking
clear precedence over spousal relationships. Adults,
and especially women, are expected to marry and
have children and are often socially isolated and even
actively derogated if they do not do so. The social role
of an adult demands parenthood, particularly moth-
erhood.[74–78] Not surprisingly, then, infertility may
be extremely stressful in collectivist cultures because,
above and beyond one’s personal desire for children,
infertility signifies a failure to fulfill one’s social role and
obligations, potentially threatening important in-group
relationships.

An example of infertility-specific distress in collec-
tivist versus individualistic cultures is a study that
compared infertile Chinese couples with infertile cou-
ples in Europe, Canada, and the United States. For
infertile Chinese couples only, the in-laws’ response
(particularly the husband’s parents) played an impor-
tant role in the couple’s ability to cope with infertil-
ity (particularly the wife’s) and negatively impacted
the couple’s marital satisfaction.[62] Similarly, in Viet-
nam, childbearing provides women the opportunity for
stronger sentimental ties with her husband and his fam-
ily through generational links between the worlds of the
living and deceased (i.e., ancestor worship and descent).
As such, children are required to improve individual
happiness, family harmony, and marital satisfaction.
Thus, infertility has serious social consequences for
Vietnamese women because it impedes her integration
into her marital family through conventional and tradi-
tional means, that is, childbearing.[79]

The stress of role loss for infertile women, in partic-
ular, has been observed in other, non-Asian cultures as
well. In Egypt, infertility had significant negative con-
sequences for women, often enhanced by the woman’s
social status as a result of the monogenetic, male procre-
ation belief system that is the basis for Egyptian patri-
archy, evidenced by the patrilineal kinship patterns and
family life. For illiterate, poor, urban Egyptian women,
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motherhood is a mandatory role and, as such, infer-
tility magnified other forms of oppression they experi-
enced in their lives. Involuntary childlessness or ‘miss-
ing motherhood’ was the major source of suffering for
many infertile Egyptian women – marring identities,
testing faith in God, and enveloping their lives in sad-
ness.[80]

Because marriage in collectivist cultures is embarked
upon, in large part, for continuation of the family, the
marriages of childless couples are under even greater
strain than they would be in individualist cultures. Illus-
trative of this strain, a retrospective study of newly mar-
ried couples in Shanghai found that infertile couples
were twice as likely to divorce as fertile couples.[74,81]
Similarly, 45% of first marriages that ended in divorce
in Ethiopia were primarily due to infertility.[82] Like-
wise, in Nigeria and other parts of sub-Saharan Africa,
infertility was found to cause marital disharmony lead-
ing to divorce because women were typically blamed
for the infertility and men responded by engaging in
polygamy in an attempt to have children.[83] Although
polygamy is a long-standing cultural remedy for infer-
tility, it is not without significant consequences, particu-
larly for infertile women. For example, 30% of Nigerian
women were found to have diagnosable psychopathol-
ogy, which was attributed to infertility and the conse-
quences of polygamy.[69]

In short, the social and cultural aspects of infertility
in patrilineal African societies including Botswana,[84]
Egypt,[80,85,86] Gambia,[87,88] Nigeria,[89–92] and
South Africa[70] have significant negative personal,
marital, familial, and social consequences particularly
for women who described their lives without children
as meaningless, fruitless, miserable, shameful, or des-
olate. It is the norm for childless women in these cul-
tures to be blamed for the couple’s infertility, leading to
maltreatment of her by her husband and/or his fam-
ily (e.g., physical or emotional abuse, divorce, aban-
donment, polygamy, or murder). If she does remain
in the family system, her role and status as wife is
typically diminished significantly (e.g., family servant).
Divorced, infertile women may be cast out of their
community and excluded from inheriting property or
from participating in family life. Moreover because
male-factor infertility is a significant social stigma, it
is often the wife who bears the brunt of this stigma, fre-
quently through blame, denigration or social ostraciza-
tion, which is justified by religious beliefs or indigenous
spiritual beliefs or traditions. Involuntary childlessness
may therefore be particularly traumatic for women
in developing countries who have limited alternative
roles to motherhood and may suffer significant negative
social consequences in addition to the personal loss of
motherhood.

Infertility for women in matrilineal societies is also
socially complex and associated with significant psy-
chosocial trauma. In a matrilineal kinship system, the
children born to a woman belong to her descent group,
and her husband, considered a ‘stranger’ in his wife’s
kinship group, has no right over his wife’s children.
Children have a great value to the woman’s family. An
example is the matrilineal culture of Macua in northern
Mozambique in which an infertile woman may divorce
her husband as a solution to her childlessness, while her
husband is generally blamed for the woman’s childless-
ness. These women (with the support of their family)
put greater emphasis on conception than on marriage.
As a result, most of the women had had several sexual
partners, a fertility-seeking strategy that was condoned
by their families but had the potential of actually caus-
ing infertility through sexually transmitted infections.
And although these women may have been supported
in their fertility-seeking strategies, childless women in
the Macua culture were stigmatized and excluded from
social events and ceremonies because childless women
had no alternative roles to motherhood; experienced
significant emotional distress; and received little social
support for these feelings.[93]

In summary, although infertility-specific distress
seems to be similar and experienced at the same level in
both men and women in both individualistic and collec-
tivistic cultures, differences arise around what is expe-
rienced as stressful within the context of individualistic
and collectivist cultures. In collectivist cultures, social
pressure resulting in strained marital, social, and/or
social relationships is the predominant stressor. In indi-
vidualist cultures, stressors that involve personal loss
(e.g., sense of self) are more significant and profound.

Culture, Causes of Infertility,
and Treatment Preferences

People from individualist and collectivist cultures also
differ in terms of how malleable they see themselves
and the world. Compared to those from individualist
cultures, people from collectivist cultures see them-
selves as having less control over their environment
and are more inclined to put their energy into adapt-
ing themselves to their environment than vice versa.[53]
Those from individualist cultures see the self as con-
stant and fixed and are therefore more inclined to
seek to change their situation and current environ-
ment to fit their needs. Consistent with these differences
in perceived control. Tweed and his colleagues found
that individuals of Chinese and Japanese ethnicity (i.e.,
individuals from more collectivist cultures) coped dif-
ferently in response to stress than those of European
ethnicity.[94] Compared to those of European heritage,
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individuals with an East Asian background were more
likely to use coping strategies that emphasized control-
ling or managing the self rather than the environment.
Examples of this internal control included distancing
themselves from the event; accepting the event; and
waiting things out.

These general differences in perceived control may
be reflected in how couples of different cultural back-
grounds cope with their infertility. Couples from collec-
tivist cultures may be more fatalistic and less aggres-
sive about seeking medical treatment in response to
their infertility than those from individualist cultures.
Indeed, Islam teaches that infertility is God’s will and
thus is to be accepted. Research suggests that women
from various Muslim countries are indeed more likely to
attribute their childlessness to God’s will (e.g., Baruch).

However, the importance many cultures place on bio-
logical children as a link to ancestors, and the stigma
associated with childlessness, may be so great in col-
lectivist cultures that their members may be more will-
ing to try a greater number of solutions to overcome
their childlessness than couples from more individual-
ist cultures. For example, researchers compared infer-
tile couples of Turkish origin living in Germany with
infertile German couples and immigrant Turkish moth-
ers.[95] The women of Turkish origin experienced a
greater intensity in their desire to have children; were
younger at the start of infertility treatment; and were
more likely to experience emotional distress due to
infertility. Furthermore, Turkish couples were more
motivated to have a biological child and more will-
ing to pursue invasive forms of medical treatments in
pursuit of this goal. Interestingly, Turkish mothers in
this study had more social contact outside the family
than their infertile counterparts and were more likely
to see themselves as having two identities than did the
infertile women of either Turkish or German heritage.
Researchers noted that a comparison between the two
migrant groups of Turkish women indicated that the
infertile women were less acculturated; less likely to
want to remain in Germany; had been married longer;
and were more likely to have had an arranged marriage.
The researchers concluded that all of these factors
contributed to an openness to consider reproductive
medicine, with a high degree of willingness to pur-
sue invasive medical treatments without question or
evaluation.

Similarly, in her study of Vietnamese women,
Pashigian found that because the most negative con-
sequence for infertile Vietnamese women was divorce,
childlessness was considered a more significant social
problem than having too many children.[79] As a result
of the severity of the possible consequences of infertility,
the women in this study felt compelled to undergo med-

ical treatment for infertility even if it meant intermittent
treatment over years, with treatment undertaken when-
ever funds were available and the women could afford
time away from work.

Ironically, the desire and social pressure to have chil-
dren may be so great that many couples are willing to
violate religious and social beliefs to seek treatment.
In an investigation comparing the impact of assisted
reproductive technologies on male-factor infertility and
stigma in Egypt and Lebanon, more than 70% of the
study participants underwent IVF/ICSI for the treat-
ment of long-standing male-factor infertility, because
gamete donation is seen as adulterous in Islam, and
may, therefore, have significant social and religious con-
sequences.[86]

Israel, another pronatalist country in the Middle
East, has some of the most liberal reproductive laws
in the world – the Public Health (In Vitro Fertiliza-
tion) Regulation 1987 and the Public Health (Semen
Banks) Regulations 1979.[96] As a result, surrogacy
legislation in Israel allows couples with serious infer-
tility problems to pursue ARTs even though to do so
does not comply with Jewish religious law.[97] In a
study of stigma and coping, infertile Israeli women
were found to have fully internalized the pronatalist
culture (or motherhood imperative) in which they lived
and actively avoided exposure of their ‘hidden disabil-
ity.’[98] As a result, these women were willing to go to
any lengths to have a child, including explicitly violating
religious laws regarding third-party reproduction.

The cultural difference in perspectives on control
can also extend to yielding more control to those with
authority. Thus, one may also see a greater reliance on
medical professionals as well as on traditional heal-
ers or community/religious leaders to take the initia-
tive regarding interventions to address childlessness. A
willingness to place more trust in authority figures is
suggested by the study comparing Turkish and German
citizens of Turkey, described above, where the infertile
women of Turkish descent were willing to accept inva-
sive treatment without question.[99]

A slightly different perspective on treatment was
noted in research by Paxson, who investigated the
impact of infertility and assisted reproductive tech-
nologies in Greece.[100] Paxson noted that according
to Greek tradition, motherhood completes a woman
by effectively demonstrating her proficiency at being
a good woman, fulfilling her kinship roles and social
contracts. Modern urban Greek women are expected
to be both self-actualizing (i.e., independent, a femi-
nistic approach) and self-sacrificing (i.e., collectivist, a
traditional approach to womanhood). In contrast to the
Euro-American approach, assisted conception is seen
as ‘giving nature a helping hand’ or as a typical and
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natural use of technology. Women in urban Greece view
ARTs as a technology of motherhood that is consistent
with both choice and individual well-being, enabling
a woman to fulfill both goals. In contrast, women in
rural Greece view ARTs as a technology that facilitates
motherhood and allows her to fulfill traditional defi-
nitions of motherhood and womanhood. As such, it is
consistent with a traditional ethic of service rooted in
village life in which it is morally appropriate to keep hid-
den anything that would draw public attention to fam-
ily matters (e.g., sexual matters).[101] This study high-
lights beliefs about infertility and ARTs across cultures
(e.g., Greek versus European and American beliefs) but
also illustrates differences in beliefs within a culture
(urban versus rural Greeks). This is just one example of
how cultures can differ within national boundaries (i.e.,
urban versus rural residency) as well as across national
boundaries. As such, these intracountry differences can
become yet another significant factor influencing cross-
cultural counseling.

In sum, a substantial body of research suggests that
cultures differ in terms of how individuals in them
relate to others and the priority they place on fam-
ily integrity. These differences have far-reaching conse-
quences on many aspects of behavior, attention, expres-
sion, and personality. Perhaps what is most important
for Western-trained mental health professionals to rec-
ognize is that Western culture is, in fact, the anomaly in
this regard and that the history of counseling and men-
tal healthcare has been strongly influenced by this bias.
Most clients from non-Western cultures will express
a stronger investment in interdependence, and thus
their relationships to others, than in their own indi-
vidual goals. A first step in cultural awareness is there-
fore recognition of how the mental health professional’s
own assumptions about mental health and well-being,
communication, and family relationships may be influ-
enced by these pervasive factors in their own cultural
background and professional training.

Religion and Infertility

Like psychology, most of the world’s major reli-
gions offer a framework for understanding human
experience; guidelines for personal development; the
maintenance of social relationships; and a method for
addressing human suffering. Religion offers a unique
focus on the sacred as well as the opportunity for
transformation or transcendence. The literatures of
the major religions share concerns regarding existen-
tial issues. The Tao Te Ching, Dhammapada, Qu’an,
Talmud, Torah, and New Testament Bible repeatedly
address these issues including: (1) the awareness of
the presence of good and evil; (2) the inevitability

of suffering, disease, old age, and death; and (3) the
struggle to make meaning out of chaos.[102] They
therefore embody a well-developed meaning-making
system for understanding illness and misfortunes,
such as unwanted childlessness. However, approaches
to assisted reproduction vary across the major reli-
gions.[103]

Judaism allows the practice of all techniques of
assisted reproduction when the oocyte and sperm orig-
inate from the wife and husband, respectively. Jewish
religious authorities continue to debate the acceptabil-
ity of the use of donated gametes. Originally, Jewish
law prohibited the use of donated gametes for a vari-
ety of reasons including incest, lack of genealogy, and
the problem of inheritance. The Jewish religion does
not forbid the practice of surrogate motherhood in the
case of full surrogacy. The dilemma regarding the use
of oocyte donation revolves around who should be con-
sidered the mother, the oocyte donor or the gestating
mother. Jewish law states that the child is related to the
woman who finished its formation, the one who gave
birth. From the religious point of view, the child will
belong to the father who gave the sperm and to the
woman who gave birth.[104]

By contrast, the attitude toward reproductive prac-
tice differs among the various branches of Christian-
ity. Roman Catholicism does not accept the practice of
any form of assisted reproduction; however, the major-
ity of Protestant denominations and Anglicans permit
it. Christian tradition views the embryo as a human
being from conception, and therefore abortion and/or
the destruction of embryos is strictly forbidden by some
conservative forms of Christianity. In Latin America,
the majority of the population claims to be Roman
Catholic, a fact that dramatically influences medical
practice and legislation regarding treatment for infer-
tility. However, in a survey study involving members of
the Latin American Network of Assisted Reproduction,
it was found that despite the specific instructions of the
Roman Catholic Church regarding assisted reproduc-
tion, couples’ reproductive decisions were guided pri-
marily by social interactions and their own conscience –
often in conflict with religious law.[105]

Similarly, in a study that examined the psychological
responses of Chilean women who had become moth-
ers via oocyte donation, the majority of whom were
Roman Catholic, significant distress was found among
the Roman Catholic women due to the “dissociation
between progeniture and motherhood.” This was based
on the Roman Catholic belief that gamete donation is
an intromission of a third party into the privacy of the
marriage. As a result, many women felt isolated and
burdened – an outcome for which they felt ill-prepared.
Furthermore, 59% of women expressed the need for
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more active psychological counseling to address the
cognitive dissonance precipitated by creating a family
in a way that was incongruent with their personal values
and/or religious traditions.[106]

According to Islam, assisted reproduction is accept-
able only if it involves the husband and the wife. Thus, in
almost all Muslim countries of the Middle East, third-
party reproduction (sperm, oocyte, embryo donation,
or surrogacy) as well as traditional adoption are for-
bidden or viewed as less acceptable because they are
perceived to be adulterous or to be violations against
legal inheritance.[96,99,107] Islam encourages medical
treatment for infertility, such as intrauterine insemi-
nation (IUI), IVF, and frozen embryo transfer (FET)
which are deemed appropriate interventions as long as
they do not involve gamete donation.[108] At the same
time, Islamic law encourages acceptance by the cou-
ple that the marriage will remain childless, although
this may leave the marriage and/or the position of
the wife vulnerable to divorce, polygamy, and/or mal-
treatment. Thus, Islam provides support for a variety
of options for childless couples, encouraging limited
forms of medical treatment (use of their own gametes),
but also explicitly speaking to childlessness as a possible
outcome.

Beyond the major religions and spiritual traditions
described in the introduction, there are also traditions
indigenous to particular cultures that share spiritual
assumptions, while not being an organized religion per
se.[32] Many indigenous belief systems portray life as
sacred and individuals in these cultures perceive them-
selves as interrelated through spiritual dimensions;
respect and communing with nature; and understand
human development as a spiritual journey. Witchcraft,
belief in evil spirits, voodoo, magic, and mythologies,
as well as the performance of culture-based rituals and
traditions, are often practiced in tandem with an orga-
nized religion or the religion of the majority group. It
may therefore be necessary to ask clients about specific
spiritual beliefs above and beyond those affiliated with
their professed religious affiliations.

A preference for faith healers and traditional
medicine is typically linked to a belief that infertility
is part of an imbalance or problem in the larger social,
spiritual, or physical environment. Among the Macau
of Mozambique, for example, researchers found that
a variety of fertility rites during a girl’s childhood are
designed to enhance her fertility in adulthood or pre-
vent infertility.[93] In this matrilineal society, “incom-
patibility of the blood between spouses” was one legit-
imate cause of infertility. When infertility did occur,
couples turned to traditional healers: herbal, spiritual,
and/or Islamic healers.

In fact, the use of traditional healers and traditional
medicine is widespread in most non-Western cultures,
although with education, there is a greater tendency
to rely on Western medicine alone.[68] For example,
in a study of Kuwaiti women, those women who were
illiterate were more likely to attribute the cause of
their infertility to supernatural causes such as evil spir-
its, witchcraft, and God’s retribution, while educated
women blamed nutritional, marital, and psychosexual
factors for their infertility. Faith healers and traditional
healers were considered as the first treatment choice
among illiterate women, while educated women opted
for infertility treatment at a medical clinic.[68]

Similarly, a study of the consequences of infertility
in a predominantly Muslim population in the slums
of Bangladesh found traditional beliefs existing side
by side with Western medical ones.[66] Researchers
interviewed sixty randomly chosen men and women
and infertile women. In both groups of respondents,
the leading causes of infertility were perceived to be
evil spirits; physiological defects in women; psycho-
sexual problems; and/or physiological defects in men.
Herbalists and traditional healers were considered the
leading treatment option for women, while for men it
was remarriage, followed by herbalists and traditional
healers.

Although religious beliefs can be a source of strength
and solace for individuals facing involuntary childless-
ness, these beliefs may also contribute to their feelings
of distress. In a study in South Africa that examined
case studies of infertile individuals and religious lead-
ers representing the faiths of the infertile individuals,
remarkable differences were found between Indian and
African worldviews compared with those of ‘coloureds’
and whites. However, the impact of religion on the han-
dling of infertility was found to be similar across the
different religions. The individuals’ level of involvement
with religion; their personal conception of God; and
their sense of self in relation to God appeared to be
important factors influencing the impact of religion on
the experience of infertility. The most pervasive theme
that emerged was that of infertility being seen as pun-
ishment for wrongdoing.[109]

What seems clear from research on religion and
infertility is that the pursuit of guidance from spiri-
tual healers often occurs in parallel with seeking med-
ical treatment and advice and can provide a great
deal of support during the process. Various tenets and
practices of religion and spirituality include mindful-
ness and mediation, prayer, values, acceptance, forgive-
ness, evoking hope, serenity, and behavioral approaches
to enhancing spirituality including practicing partic-
ular rituals (e.g., sacraments, holy days, and dances),
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compassionate sacrificial service, fasting, or pilgrim-
ages, all of which may be of benefit to individuals
struggling with infertility. However, religious beliefs
and practices may also result in guilt and self-blame
in response to infertility and may influence clients’
comfort with various treatment options. It is therefore
essential to explore religious and spiritual beliefs from
all of these different perspectives, as well as recognize
and support these practices as coping mechanisms.

Cultural Resistance to Infertility Counseling

Reproductive medicine and infertility counseling are
fairly new fields in medicine and, as a result, many infer-
tile men and women are unaware of the practical appli-
cations of infertility counseling or its importance in
comprehensive patient care in reproductive medicine.
Research has shown that the majority of infertile
men and women do not voluntarily seek counsel-
ing regarding involuntary childlessness, reproductive
losses, infertility treatment, or family-building alterna-
tives – even when counseling is legally mandated or
encouraged.[110] Reasons for reluctance to seek coun-
seling are numerous and varied: cultural stigma regard-
ing mental health diagnosis; resistance to use of men-
tal health professionals (particularly if the professional
is from a different culture/race); financial expense of
counseling; ignorance of advantages and/or benefits of
infertility counseling; confusion about how to access
and/or use available mental healthcare systems or
services; and/or lack of confidence in counseling in gen-
eral or a specific counselor’s capabilities/qualifications.
However, many individuals have negative feelings about
counseling which they may view as a superfluous ‘lux-
ury’ for self-involved, self-indulgent, weak-minded indi-
viduals unable to manage their problems on their own.
All or some of these factors can contribute to significant
client resistance before the counseling session has even
begun.

As a result, many infertile men and women arrive
at their appointment with the infertility counselor ill-
informed, unprepared, apprehensive, and, basically,
resistant. Sometimes resistance involves common
topic-specific issues such as conflict (e.g., coercion,
abuse, or violence) or sexuality (e.g., dysfunction
or female circumcision), while sometimes resistance
involves infertility-specific issues such as third-party
reproduction (e.g., use of donor gametes, embryos,
and gestational carrier); gender-specific infertility
diagnosis; and/or adoption. Resistance may be covert
rather than overt, with the individual and couple pre-
senting as pleasant and cooperative but affectively flat,
unforthcoming, and detached from the counseling pro-

cess. Or resistance may be overt hostility and refusal
to participate in counseling. Consequently, neutralizing
resistance and engaging the infertile patient(s) must be
the primary goal of the initial session and the great-
est challenge. As such, at the outset of the initial ses-
sion the infertility counselor should state the purpose
of the interview and outline the psychotherapy or prepa-
ration and educational counseling process (e.g., use of
the interpreter, purpose of the interview, history-taking
process, and review of educational materials). In fact,
the infertility counselor may need to use all of his or her
very best skills to engage the culturally resistant, most
importantly by ‘joining’ through the use of phrases from
their language; display a willingness to learn about their
culture and their personal perspective through open-
ended questions; allowing the client to describe their
perspective of infertility in terms of their culture and
religion; using humor whenever possible; exhibiting a
sense of curiosity about their culture and religion; using
positive body language; and culture-specific gestures
(e.g., bowing head). Still, the infertility counselor must
be prepared for the possibility that, at the end of the
interview, they have little or no understanding of their
clients, their history, or their infertility experience, and
little confidence that the clients have gained anything
useful from the interview.

THERAPEUTIC INTERVENTIONS

Becoming a More Culturally-Sensitive
Infertility Counselor

Infertility counseling is a relatively new field that has
grown up, as it were, alongside the field of reproductive
medicine. While professionals in the field have worked
to define the roles and responsibilities in patient care,
there has been a consistent awareness of the need to
be culturally sensitive and present. This seems to be
an even more pressing need as an increasing number
of patients find their way to infertility clinics across
national or international boundaries. As such, provid-
ing appropriate patient care means providing care that
is knowledgeable about the medical treatments and the
cultural issues. Culturally adaptive infertility counsel-
ing involves being aware of the multiple layers of prob-
lems, meanings, and cultural differences in any given
situation.

In 2003, the American Psychological Association pub-
lished Guidelines on Multicultural Education, Training,
Research, Practice, and Organizational Change for Psy-
chologists. The goal of the guidelines was to provide:
(1) the rationale and needs for addressing multicul-
turalism and diversity; (2) basic information, relevant
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terminology, and current empirical research that sup-
port and underscore the importance of the guidelines;
(3) references to enhance the goals of the guidelines;
and (4) paradigms that broaden the purview of psy-
chology as a profession. While these guidelines are
directed to psychologists, the message applies to all
mental health professionals to expand their view of
their own cultural heritage; identify and define their
own sense of cultural identity; integrate their cultural
identity into their other various social identities; and
develop their knowledge of other cultures.

Sue and Sue have suggested that, in working
toward becoming a more culturally aware clinician,
the counselor should accomplish (or work toward) the
following:[30]

■ moving from being culturally unaware to being
aware and sensitive to his or her own cultural her-
itage and to valuing and respecting cultural differ-
ences;
■ being comfortable with the differences existing
between themselves and clients in terms of culture,
race, religious beliefs, and even cultural biases regard-
ing gender;
■ being fluent in other languages (including ability to
use medical terms), knowing how to work appropri-
ately with a translator, and/or being able to problem
solve translation challenges. Many major medical cen-
ters offer translators on staff, but this is more of a chal-
lenge for smaller private clinics. With an informal trans-
lator (e.g., spouse or family member) the patient may
have difficulty discussing private matters; confidential-
ity is easily broken; or there is a danger of information
being skewed to agree with the translator’s perspective
or agenda.
■ being sensitive to circumstances (personal biases,
degree of ethnic identity, sociopolitical influences) that
may dictate referral of a minority client to a counselor
of his or her own race/culture or a more culturally sen-
sitive counselor;
■ attempting to achieve a cultural ‘match’ with the
client to facilitate therapeutic alliance;
■ becoming familiar with the cultural issues unique to
infertility as well as their particular community;
■ enhancing cultural awareness through self-educa-
tion, for example, volunteering in community minority
organizations, travel, literature, university coursework,
attending different religious services, and studying dif-
ferent language(s);
■ acknowledging and being aware of his or her own
racist attitudes, beliefs, and feelings.

More infertility-specific guidelines are suggested by
Gacinski and colleagues.[99] These authors suggest that

the infertility counselor working with infertile couples
from a different culture consider asking clients some
key questions as a starting point for helping them adjust
to infertility treatment and counseling:

■ Do you discuss the fertility problem with others in your
social circle? Who can you confide in? All too often, the
issue of childlessness is so stigmatizing that the couple
or one partner is unable to talk about it with anyone,
resulting in further isolation.
■ Do you feel pressure from relatives? If children are
highly valued in a culture, the couple’s childlessness
may be a stigma for the family as well as the couple.
■ What do you do in your spare time? If the woman is
not working (perhaps as an émigré she is unable to get
a work permit), the state of quasi-waiting for parent-
hood can increase her stress. Alternatively, she may not
pursue career interests or goals in hopes of parenthood.
■ In male sterility: Is it accepted by your partner and/or
his family? Male infertility is highly stigmatizing across
many cultures and many myths about it continue to
exist. It is important to determine not only his feelings
about the diagnosis but also what the partner’s feelings
are and those of their families.
■ Have you visited a doctor or caregiver in your home
country, for example, during your holiday? Some cou-
ples continue complementary treatments (e.g., herbal
or spiritual therapies) while being treated with ARTs.
■ Have you considered spiritual treatments customary to
your culture or talked to a spiritual leader (e.g., priest)?
Some couples are combining ‘traditional’ and Western
medicine although they often do not disclose this out of
fear of a negative response from the caregiver. However,
some traditional treatments have been found to interact
negatively with infertility treatments so patients should
be carefully and tactfully educated.
■ Can you imagine a time when you would like to end
treatment? Many couples expect that treatment will be
quickly successful and the thought of abandoning treat-
ment or putting a limit on it is unfathomable. Help-
ing them consider this prospect is an important part of
counseling. In addition, the infertility counselor should
help them become active participants in the treatment
process, considering their right and responsibility to
choose the treatments that are best for them.
■ Are there alternatives to a biologically-linked child for
you? Even with couples (and cultures) in which a child
genetically-linked to each partner is the primary focus;
infertility counselors should help the couple investigate
and consider alternatives. This is especially important
for couples with poor prognosis and for whom parent-
hood is highly valued or for whom the stigma of child-
lessness is significant.
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Using a Cultural Genogram

One tool that may be particularly use-
ful for working with culturally diverse
clients is the cultural genogram. The
genogram is a tool used in both fam-
ily therapy and genetic counseling to
take a family history, gather informa-
tion, and diagram family patterns and
dynamics in a time-efficient manner
while creating an easily read diagram.
It has been suggested that this is also
a useful tool for developing a ‘cultural
history’ for a couple/family, thereby
increasing cultural competence as an
infertility counselor.[111, 113]

A cultural genogram provides a quick and efficient
method of gathering information about a couple’s mar-
ital and family history as well as cultural dynamics
such as religion; ethnic background; emigration history/
status; cultural values (collectivism vs. individualism);
emotional expressiveness; communication patterns;
patterns of closeness; and conflict.[114–117] Figure 4.1
demonstrates the intergenerational nature of infertil-
ity as well as the myriad of factors influencing a cou-
ple’s experience of infertility including religion, cul-
ture, emotional expressiveness and closeness, and the
dilemmas of collectivism versus individualism. In this
genogram, an immigrant couple is from the same coun-
try, but the wife emigrated as a small child under
traumatic circumstances in which most of her fam-
ily died and the husband emigrated as a late ado-
lescent. They are affected by uneven acculturation,
demonstrated by the wife’s greater command of the lan-
guage and willingness to pursue Western medical treat-
ments and the husband’s limited understanding of the
language and a strong desire for his wife to use tradi-
tional herbal and spiritual remedies.

Using a genogram in infertility counseling enables the
infertility counselor to take a cultural history as well
as assess family values and dynamics; other stressors;
and family history of reproductive issues (e.g., family
history of cystic fibrosis and miscarriage). By using
a genogram to diagram the infertile couple’s famil-
ial milieu, information can be efficiently gathered and
shared with other professionals as well as the couple
themselves. It can be used as an effective therapeu-
tic tool through soliciting the patient’s participation in
diagramming their marriage and family. In addition,
through examination of the completed genogram, indi-
viduals and couples are often better able to identify
cultural, emotional, and/or physical factors impacting
their experience of infertility. As such, the genogram
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Figure 4.1. Cultural genogram of immigrant couple.

provides a framework for including and addressing the
culturally-sensitive questions suggested by Gacinski,
Yuksel, and Kentenich.[99] It also gives the infertility
counselor an opportunity to provide culturally-sensitive
treatment in an efficient and expeditious manner.

Individualism–Collectivism and the
Therapeutic Interview

The guidelines above offer specific approaches to work-
ing with clients from diverse cultural backgrounds.
However, there are also more general issues that arise
from differences in individualism and collectivism that
may influence the success of the guidelines described
earlier. These factors relate to basic and overarching
aspects of communication and therapeutic process. For
example, it has frequently been reported that since most
non-Western collectivist cultures have a tradition of
advice being given by elders or healers to those in dis-
tress, clients from these cultures may expect and feel
more comfortable with more directive forms of counsel-
ing.[24] A therapist who is unwilling to give advice may
be seen as lacking knowledge and/or expertise; unwill-
ing to provide comfort and support; or failing to under-
stand the clients’ problems. Keeping this in mind, the
mental health professional assisting a couple in man-
aging the crisis of infertility should consider adapting
these directive approaches to include coping strategies
that are congruent with a collectivist culture, should
the couple indicate a preference for a more directive
approach.

Individualism–collectivism can also have a significant
impact on emotional expression. Although there may
be shared universal patterns across cultures that dis-
tinguish how basic emotions are expressed, there are
also subtle and important cultural differences regarding
which expressions are controlled and with whom.[118]
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Collectivist cultures emphasize the importance of main-
taining harmony with others. As a result, they value
restraint in emotional expression. In particular, these
cultures emphasize the importance of limiting the
expression of emotions like anger and contempt that
might disrupt close relationships.[54] Thus, a couple
in counseling may be extremely reluctant to express
any anger they feel toward each other and especially
medical caregivers. In these cases, other means of dis-
cussing their experience of infertility may need to be
explored.

In contrast, people in individualist cultures value
open emotional expression, and pay more attention to
their emotional states.[50,53] In individualist cultures,
emotional states are taken as important information in
evaluating one’s environment and one’s self.[71] This is
not the case in collectivist cultures. As a consequence,
clients from collectivist cultures may not focus on their
emotional state to the same extent as those from indi-
vidualist cultures and may report fewer emotions over-
all. For people from more collectivist cultures, it can
be more appropriate and common to express distress
in psychosomatic ways rather than in terms of directly
expressed emotion.[8,119] A successful multicultural
counselor must therefore be willing to consider the vari-
ety of ways in which distress may be expressed and rec-
ognize that it may not always be in terms of explicit
emotions.

Addressing Religion as an Infertility Counselor

A competent multicultural infertility counselor needs to
consider not only issues of culture, but also of religion.
Thus, beyond appropriate initial and continuing pro-
fessional education, the infertility counselor also needs
a set of culturally sensitive proficiencies regarding reli-
gion and spirituality:

■ A nonjudgmental, accepting, and empathic relation-
ship with the client that allows for discussion of reli-
gious and/or spiritual concerns, particularly those relat-
ing to the individual’s and/or couple’s experience of
infertility, treatment, and viable remedies for child-
lessness;
■ An openness and willingness to take time to under-
stand the individual’s and/or couple’s spirituality as it
may relate to infertility and other health concerns;
■ Some familiarity with culturally related values,
beliefs, and practices that are common among the
patient population likely to be served;
■ Comfort in asking and talking about spiritual issues
with patients;

■ A willingness to seek information from appropriate
professionals and coordinate care concerning patients’
spiritual traditions;[11]
■ A willingness to think more globally and openly about
spirituality and religion as factors in the lives of indi-
viduals and couples, and differentiating this from par-
ticipation in religious institutions;
■ A willingness to offer religion and spirituality (e.g.,
hope, acceptance, forgiveness, mindfulness and med-
itation, values, serenity, and community) as potential
resources for coping with infertility;
■ A recognition of how religion may be an asset
and/or liability in the experience of infertility, treat-
ment, and/or family-building endeavors for infertile
individuals and couples.

Addressing religion and spirituality with infertile cou-
ples can be challenging as religion may be both a
resource and a burden, a source of comfort or a source
of pain. Faced with existential dilemmas, psychologi-
cal distress, and social stigma, many infertile men and
women experience a ‘crisis of faith’ or find comfort in
their faith that helps them meet the challenges of infer-
tility. For some couples, religion may provide oppor-
tunities to maintain hope and give meaning to their
experiences of suffering and loss inherent in the infertil-
ity experience. They may find comfort by venting their
anger at God(s) or at religious ceremonies that involve
children. In contrast, they may find peace, meaning,
and comfort in their religious community and/or its
rituals. The infertility counselors should therefore be
aware of the couple’s religion (and their interpretation
of it); be open to discussing the couple’s spiritual or reli-
gious dilemmas and needs; and have available religious
resources, including religious leaders, within their com-
munity to whom they can refer couples for spiritual
assistance and support. As such, it is important too that
both partners be helped to identify and articulate their
spiritual perspective and struggles. Is one partner wait-
ing for a miracle while the other is experiencing infertil-
ity as a punishment? Is one partner feeling disillusioned
with his/her faith while the other is finding strength and
hope through his or her religious beliefs?[120] By facil-
itating open discussions, the infertility counselor can
provide a safe environment for discussion of sensitive
and potentially volatile issues.

FUTURE IMPLICATIONS

The role of the infertility counselor has become an
increasingly integral part of the treatment of infer-
tility and on the treatment team. At the same time
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more patients are crossing geographic, cultural, reli-
gious, and personal boundaries to pursue medical treat-
ments for involuntary childlessness and/or infertility
in cities and countries far from home.[121] As such,
the importance of providing culturally-sensitive infer-
tility counseling is increasingly essential and neces-
sary. Professional development, collaboration, and an
awareness of cultural diversity are integral elements
for the culturally-sensitive infertility counselor, as is
an appreciation of the importance of culture as an
essential healing resource for ourselves and for our
patients.

SUMMARY

■ The growing number of patients crossing geo-
graphic, cultural, religious, and personal bound-
aries to pursue medical treatments for infertility,
emphasizes the importance and necessity of provid-
ing culturally-sensitive infertility counseling.
■ Culture, religion, kinship/family values, beliefs
about health and illness, and gender roles all influ-
ence how individuals and cultural groups experience
and interpret infertility.
■ Religion and spirituality are fundamental parts of
culture but can be challenging as they may be expe-
rienced as a resource (comfort) or a burden (punish-
ment).
■ Individualism and collectivism refer to cultural dif-
ferences. In individualist cultures, the goals of indi-
viduals take priority over the goals of the in-group. In
contrast, in collectivist cultures the needs of the fam-
ily or kinship group take precedence over individual
needs. Cultural levels of collectivism and individual-
ism can and do influence how individuals and couples
experience infertility.
■ Even countries that appear culturally homogenous
are multicultural to some degree, requiring an aware-
ness of diversity issues and the impact of culture on
the provision of infertility treatment and infertility
counseling.
■ One cannot assume that a cultural norm is descrip-
tive of every member of a given population. Rather,
one must be willing to learn from and ask questions
of the client; allow the client to describe their cultural
and religious perspective; and define their own per-
sonal experience.
■ There are specific skills and techniques the infer-
tility counselor can and should learn to become
more culturally-sensitive and specific questions and
approaches that have been found to be useful when
dealing with culturally different infertile patients.
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PART II. ASSESSMENT

5 Psychosocial Evaluation of the Infertile Patient

SUSAN CARUSO KLOCK

Fear cannot be banished, but it can be calm and without
panic; and it can be mitigated by reason and evaluation.

– Vannevar Bush

INTRODUCTION

The role of the mental health professional in evaluat-
ing infertility patients has evolved over the past two
decades. While some mental health professionals may
not believe in the ‘assessment’ portion of their work with
infertility patients, many believe it is an integral part
of their role in trying to understand what each couple
needs as they approach treatment. Most programs now
have a mental health provider as part of their treatment
team, either on-site or as a designated consultant. This
chapter describes the role of the mental health profes-
sional in providing psychosocial evaluation to the infer-
tile couple.

The chapter

■ reviews the basic and specific areas that need to be
addressed in the evaluation of an infertile couple;
■ addresses the use of psychological testing in the con-
text of the evaluation.

HISTORICAL OVERVIEW

The role of the mental health professional in the eval-
uation and screening of infertility patients is relatively
new, having evolved over the past twenty to twenty-five
years. The use of a mental health professional either
as a treatment team member or as a consultant is the
norm in most academically based and large private
practices in the industrialized world. However, there are
still some physicians who do not use a mental health
professional to work with their patients. They generally
believe that they are able to counsel their own patients
about the psychosocial aspects of infertility treatment
and feel that an additional psychological referral is:
(1) an added stress, (2) an unnecessary expense, and/or,
(3) insulting to their patients. Nevertheless, mental
health professionals continually work to demonstrate

their value in the reproductive medicine clinical setting.
As this role continues to grow and develop, so too, hope-
fully, will outcome studies demonstrating the clinical
utility of their role with infertility patients and the ben-
efit to patients. Kentenich (in Boivin et al.) listed how
infertility treatment differs from other types of medical
consultation, and therefore, justifies the inclusion of a
mental health professional in the provision of infertility
care. He stated, “the focus of the treatment is: (1) the
unfulfilled wish for a child (as opposed to the specific
identification of a diagnosis or disease process); (2) the
creation of a third person; (3) often unsuccessful; and
(4) has an impact on the sexual and marital functioning
of two partners, that fertility clinics should address the
psychosocial needs of their patients.”[1]

REVIEW OF LITERATURE

The goals of infertility treatment are to “accomplish a
thorough investigation, to treat any abnormalities that
are uncovered, to educate the couple to the workings
of the reproductive system, to give the couple some
estimate of their fertility potential, to counsel for adop-
tion when appropriate, and to provide emotional sup-
port.”[2] And while all team members contribute to
patient care, it is the primary role of the mental health
professional to address the psychosocial issues that
emerge as the couple confronts infertility. The mental
health professional evaluates, diagnoses, and treats psy-
chological disorders. In addition, the infertility coun-
selor provides patient education, an arena for facili-
tating decision making, a forum for discussing ethical
and cultural issues related to treatment, and emotional
follow-up when the treatment results in a pregnancy
and especially, when it does not.

Typically, the initial psychosocial evaluation or con-
sultation with the infertile couple is the first contact
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that the mental health professional has with the
couple; therefore, providing knowledgeable, compas-
sionate care is imperative. It is well known that infer-
tility and its treatment are psychologically stressful,
with virtually hundreds of articles published on the
psychological concomitants of infertility treatment.[3]
The stressfulness of infertility can be related to numer-
ous issues,[4] including the blocking or postponement
of an important life goal (having a child), marital dis-
cord related to infertility, the cyclical nature of treat-
ment, the side effects of fertility medications, and the
disappointment when treatment success rates do not
match patient expectations. While it has been known
for some time that infertility is stressful, it has been only
recently that clinicians have acknowledged the need for
psychosocial consultation as an integral part of infer-
tility treatment.[5] To quote Christie,[6] “the physician
needs to acquire a holistic perspective on infertility, so
that he can assess somatic, psychological and social
factors in each diagnostic work-up. Only then will he
be in a position to evaluate and manage the complex
human problems that can emerge during the diagnosis
and treatment of a couple’s infertility.”

Although the majority of patients do not develop
overt psychiatric disorders in response to involun-
tary childlessness, investigators have documented the
occurrence of anxiety and depressive symptoms,[7–9]
marital difficulties,[9,10] and changes in sexual func-
tioning[9,11] during or after infertility treatment. The
results from several studies indicate that women
report greater infertility-related psychological stress
than men.[12,13] In addition, occasionally an infertile
patient may present with a significant preexisting
psychiatric disorder; in which case, pregnancy may be
contraindicated, based on concerns for both the patient
and the potential child. If parenthood/pregnancy is
not contraindicated, for the patient with a preexist-
ing psychiatric disorder, special pretreatment prepara-
tion and care are warranted. For these reasons, many
authors have recommended the routine provision of
psychological services, both evaluation and treatment,
to individuals and couples presenting for infertility
treatment, especially those undergoing assisted repro-
ductive technologies. Despite the expressed need for
psychological services for infertile patients, there has
been a paucity of information regarding the content of
an initial psychosocial consultation and the identifica-
tion of patient groups for whom a psychosocial consul-
tation may be recommended or required. For example,
some clinics may recommend a psychosocial consulta-
tion for all new patients, regardless of how much treat-
ment they have previously received. Other clinics may
recommend psychosocial consultations for subgroups

of patients, depending on the type of treatment they are
receiving, including in vitro fertilization (IVF), donor
insemination (DI), oocyte donation (OD), and embryo
donation (ED). Due to the nature of the treatment, there
are several issues that need to be addressed with infer-
tile patients that are not routinely covered in a typical
first-visit psychological consultation.

THEORETICAL FRAMEWORK

The purpose of a psychological assessment is to gather
information about an individual that describes their
personal history and current level of functioning. The
assessment can gather pieces of information in two
ways: (1) a clinical interview and (2) psychological
testing. In the clinical interview, specific questions are
asked to obtain information about patients’ history
(family, education, occupation, and social history) and
to ascertain their perception of the current event(s)
leading to the psychological consultation. The clinical
interview is also essential for assessing mental status
and general interpersonal style via direct experience
with the interviewer. Psychological interviews are not
standardized and are subject to the biases of the inter-
viewer and the interviewee. Psychological tests, on the
other hand, are used when one wants to gather infor-
mation about patients in a standardized manner and
compare their responses to a preestablished norm. The
role of psychological testing in the evaluation of infer-
tile patients is discussed later in the chapter.

CLINICAL ISSUES

For the majority of men and women, having a child is an
essential developmental milestone that cements their
entry into adult social status. Most couples assume that
they will be able to conceive effortlessly when they want
to. When they try to conceive and are unsuccessful,
many face, for the first time in their lives, the inability to
meet a highly desired goal. This in turn begins to erode
their previously held belief that they can do whatever
they set their mind to, as long as they work hard enough.
The couple then begins treatment and is exposed to
a new world of medical technology, an invasion into
their sexual and reproductive life, cyclical treatment
demands, financial pressure, work absences, and rel-
atively low per-cycle success rates. All of these factors
over time can erode self-esteem, stress a previously solid
marriage, and generally wreak havoc in a couple’s life.
For those less able to cope, these stresses can lead
to the development of depression, anxiety disorders,
obsessive-compulsive disorders, or sexual dysfunction.
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For those more able to cope, their life is still turned
upside down, and they are forced to question previously
held beliefs about their life, their role in life, and their
belief in a predictable, just world. The primary need for
a psychological consultation is to aid in coping with the
enormous psychological consequences of infertility and
its treatment. A secondary reason that supports the use
of a psychological consultation for infertility patients
is patient satisfaction. It is the opinion and observa-
tion of many that patients are more satisfied when they
believe that their psychological, as well as physical,
health is being attended to by their physician. While
some doctors continue to hold to the belief that they will
insult their patients if they recommend a psychological
consultation, today it is widely accepted and acknowl-
edged worldwide that the majority of patients welcome
the opportunity and feel more satisfied with their over-
all care when psychosocial support is available and
offered.

Who Should Be Seen?

The question of who should have a psychosocial eval-
uation can be answered relatively easily. A psycho-
logical consultation with every infertile couple during
the diagnostic work-up would be the ideal. While it
may be impossible to see every infertile couple, the
stakes become higher when patients begin to undergo
an assisted reproductive technology procedure and/or
make use of third-party reproduction options, such as
DI, OD, ED, or gestational surrogacy. In these situa-
tions, it is widely believed that a psychological eval-
uation of all parties should be mandated due to the
extraordinary circumstances around the possible con-
ception of a child.[5,14] In addition, Dennerstein and
Morse[15] reported that any patient who is perceived
by the physician to be psychiatrically-at-risk should
be referred. “These include patients with psychoso-
matic symptoms or current psychiatric disorder; past
psychiatric treatment; where there is concern about
motivation; stability of the marriage and capacity of
parenthood; and those with unrealistic expectations of
treatment.” Ningel and Strauss[16] have stated that,
in principle, psychological counseling should be avail-
able to all infertility patients. Availability to all patients
would maximize the identification of at-risk individ-
uals or couples and provide easy segue way to psy-
chotherapy if it were needed. If psychosocial consul-
tations remain on an ‘as needed’ basis, patients who
are referred may feel stigmatized, which could result
in increased attempts to mask or deny their difficulties.
When operating on a routine basis, the role of the men-
tal health professional is normalized, and the mental

health professional (infertility counselor) is viewed as
just another member of the treatment team whose goal
it is to aid the patient.

Some countries (United Kingdom, Canada, and
Switzerland, for example) are required to offer psy-
chological counseling to infertility patients or require
that patients participate in counseling before proceed-
ing with their treatment plan. The Human Fertiliza-
tion and Embryo Authority[17] (HFEA) delineates three
types of counseling to be offered depending on the cou-
ple and treatment context and provides a thorough
outline for the provision of counseling to infertility
patients. Canada passed legislation mandating counsel-
ing in licensed fertility treatment centers. Boivin and
colleagues from several European nations in 2001 pub-
lished infertility counseling guidelines[1] under the aus-
pices of the European Society of Human Reproduction
and Embryology (ESHRE). These guidelines describe
the purpose and objectives for providing psychosocial
care and counseling to infertility patients in both gen-
eral and specific (e.g., high distress, end of treatment,
and third-party reproduction) situations. This compre-
hensive outline is particularly useful in that it describes
the purpose and objectives of counseling. It does not,
however, specify exclusion criteria for couples who may
not be deemed appropriate for treatment or explicate
qualifications for persons who provide infertility coun-
seling.

The Ethics Committee of the American Society for
Reproductive Medicine (ASRM) recently published a
report on “Child-rearing ability and the provision of fer-
tility services.”[18] This report describes the nature of
the competing interests of the parties involved, that is,
the infertility program that provides treatment, couples
seeking treatment, and the potential child. The report
presents the following conclusions: (1) fertility pro-
grams may withhold treatment to couples or individuals
who may be unable to provide adequate childrearing for
offspring; (2) fertility programs may treat persons who
medically qualify (except in clear cases of significant
harm to offspring); (3) fertility programs should develop
written policies and procedures for making determina-
tions to withhold services on the basis of concerns about
the childrearing capacities; (4) a program’s assessment
of a patient’s childrearing capacity should be made
jointly among members of the program; and (5) persons
with disabilities should not be denied fertility services
except in rare cases where well-substantiated concerns
exist.[18] Specific criteria are not provided in this report
for withholding treatment but concerns regarding psy-
chiatric illness, substance abuse or domestic abuse as
they relate to the ability to provide adequate child-
rearing are provided as examples of when a program
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may withhold infertility treatment. Finally, the report
states that, “the well-being of offspring is an overrid-
ing ethical concern that should be taken into account in
determining whether to provide infertility services.”[18,
p. S209]

Psychological consultation for infertility patients
should be available to any individual or couple who
is self-referred. For those patients undergoing IVF, DI,
OD, or ED, a routine psychological consultation should
take place at least two weeks prior to the start of treat-
ment. This allows the couple time to consider the many
psychological, social, religious, and legal issues brought
up during the psychological consultation. It may be
indicative of a potential problem if patients want to rush
through the evaluation process (both medical and psy-
chological). They may be trying to push an unwilling
partner through the treatment (“If I don’t do it now, my
husband won’t do it”), deny their ambivalence (“I’d bet-
ter do it now, or I’ll lose my nerve”), or mask underlying
pathology (“Let’s get this over with”). When the medi-
cal and psychosocial evaluation happens over time, it
tends to let the treatment team get to know the couple
better, and issues or problems can emerge and be dealt
with without the urgency and panic that might occur if
a shortened timetable is used.

A research focus on the need for and utilization of
infertility counseling has emerged over the past several
years.[19] One recent prospective, randomized study
of pre-IVF counseling indicated that, although the lev-
els of depression and anxiety remained in the normal
range for participants, routine pre-IVF counseling was
judged acceptable by 80% of participants. Of those
queried, 65% expected that counseling would be help-
ful. Among the 20% of participants in the study who
refused counseling, reasons such as lack of time and
knowledge of who could provide counseling were noted
as obstacles.[20]

Who Should Do the Evaluation?

There are many different types of mental health prac-
titioners, including psychiatrists, psychologists, social
workers, psychiatric nurses, and a variety of therapists
who have postgraduate training in a social science.
Mental health professionals doing infertility-related
work should also meet the fundamental requirements
described by the Mental Health Professional Group
(MHPG) of the ASRM and the ESHRE Guidelines.
These guidelines provide the minimum training and
experiential requirements for mental health practition-
ers in this area.

Globally, there is no consensus (and some contro-
versy) regarding requirements or specialty licensure for

infertility counselors. In the United States, the MHPG of
the ASRM has begun exploring the various benefits and
obstacles to credentialing and certification of infertility
counselors. In other countries, Boivin et al. have noted
that an agreed set of criteria for who should counsel
has not been developed but that individuals providing
counseling must be trained mental health professionals
and have a working knowledge of the medical aspects
of reproduction.[1]

An extremely important component of these guide-
lines is the recommendation that the infertility-related
mental health professionals have a thorough working
knowledge of the medical aspects of the infertility work-
up and treatment. Familiarity with procedures, med-
ications, and various treatment protocols is a neces-
sary foundation enabling the mental health clinician to
work effectively with medical team professionals and
communicate with patients. Patients seen by counselors
without this background complain, with good reason,
that they have to educate such counselors about the
medical aspects of treatment, which is another has-
sle and expense for them. The interested reader should
refer to Chapter 2 on Medical Aspects of Infertility in
this book. Other excellent reviews include Rein and
Schiff[21] and Hardy and Fox[22] regarding the eval-
uation and treatment, respectively, of the infertile cou-
ple. For a more thorough understanding of reproduc-
tive endocrinology, the reader should review Speroff
and colleagues’[2] Clinical Gynecologic Endocrinology
and Infertility. Last, clinicians can always update their
fund of knowledge by attending one of the postgraduate
courses at the annual meetings of professional societies
such as ASRM, ESHRE, Canadian Fertility and Androl-
ogy Society, FLASEF [See Resources]. These courses
provide up-to-the-minute information on the rapidly
developing infertility treatment techniques and their
psychological consequences.

What Is Being Assessed?

What is the mental health professional assessing during
the psychological consultation with infertility patients?
First, they are assessing all the usual content areas
addressed in a psychological intake interview, such as
the presenting problem, psychological history, social
history (including current relationship and sexual func-
tioning), medical history, family history, and current
mental status. In addition to these topics, the infertility
assessment includes a review of the treatment about
to be undertaken, the implications of the treatment,
a discussion of the perceived stress of the treatment,
social support for the treatment, legal and ethical issues,
expectations of treatment success, and the treatment
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plan. These are typically covered in the first hour, with
additional time scheduled as needed.

The goal of the psychosocial evaluation is to:

■ prepare patients for the treatment that they are about
to undergo;
■ raise issues that they may not have considered thus
far, so that these can be discussed prior to treatment;
■ screen for individuals who may benefit from psy-
chological treatment either before or during infertility
treatment;
■ evaluate patents for any preexisting psychopathology
or social dysfunction that would preclude or impact
infertility treatment.

THERAPEUTIC INTERVENTIONS

Psychosocial Evaluation

Preparing for the Interview
Some logistics to consider prior to the interview in-
clude: (1) boundaries of confidentiality, (2) clarification
of the mental health professional’s role, and (3) docu-
mentation of the consultation. Health Insurance Porta-
bility and Accountability Act (HIPAA) regulations in
the United States and other information-sharing regu-
lations require that the patient understand what infor-
mation is being collected and how the information
is being used. The patient should be made aware of
the nature of the information exchange between the
psychologist and the treatment team. For example, if
the mental health professional is part of the treatment
team, he or she may be expected to provide relevant
psychological information to the attending reproduc-
tive endocrinologist or other staff members. The nature
of the consultation and consent to participate in the
consultation should be discussed with the patient
before the interview. According to the American Psycho-
logical Association (APA), “Informed consent includes
an explanation of the nature and purpose of the assess-
ment, fees, involvement of third parties, and limits of
confidentiality and sufficient opportunity for the patient
to ask questions and receive answers.”[23, p. 13, section
9.03a] For example, if a single woman is being seen for
a routine consultation regarding DI use and the con-
sultation is geared toward determining if she is psy-
chologically appropriate to receive the treatment, then
that purpose must be clearly explicated to the patient
before the interview; additionally, the patient would
need to understand what portions of the assessment
information would be shared (if any) with the treat-
ment team, fees for the assessment, and whether she
can ask any questions about the process. If a patient

understands that information would be shared with
others or be used to make a treatment decision, it may
prompt the patient to be less than forthcoming with
sensitive information during the interview. Disclosure
about the purpose of the assessment is necessary to
fully inform the patient. Additionally, the physicians
and nurses who may describe the psychological consul-
tation to the patient should be clear about the nature of
the consultation as well. In the informed consent pro-
cess, the patient needs to understand the implications of
the assessment and/or therapy and actively agree to par-
ticipate in it. The informed consent process is based on
the ethical principle of respect for persons and the indi-
vidual’s autonomy to participate or not in the requested
activity. The consent may be a written document the
patient and therapist sign, or a structured discussion
that is documented in the patient’s chart. Regardless
of the form it takes, obtaining informed consent is a
process by which the therapist and patient communi-
cate the goals, method, and conditions of the consul-
tation or therapy. This can clarify the expectations of
both parties and decrease misunderstandings and mis-
communications. In the case of psychotherapy in the
context of infertility, many mental health professionals
now also obtain consent to engage in a psychotherapeu-
tic relationship.

Consent from the patient is needed for exchange of
information to other health professionals and should
be documented in the patient’s chart after it has been
obtained. The mental health professional must also be
careful to maintain privacy boundaries for informa-
tion that patients do not wish to be shared. A common
example of information that a patient may not want
her physician to know is previous sexual or reproduc-
tive trauma. As with any other type of consultation, the
mental health professional’s first obligation is to main-
tain patient confidentiality, but it is also to encourage
patients to share any medically relevant information
with their physician. In addition, the mental health pro-
fessional should be aware of the laws governing the cre-
ation and storage of psychiatric records. For example, in
some states, psychiatric and psychological reports and
records are kept in a separate medical record to protect
patient privacy. If this is the case, then only documen-
tation of basic information (date, purpose, and time
of interview; recommendation(s); and plan) in a cou-
ple’s medical chart is appropriate, and the major por-
tion of the confidential information should be kept in a
separate location. Some infertility counselors maintain
this practice even if it is not legally mandated in their
locale.

Preparation of a couple for the interview can be
done by the physician or nurse on the team. In many
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practices, a couple is informed that the psychological
consultation is a routine part of the diagnostic work-up;
therefore, the couple learns early on that this is an
expected part of the treatment process, just like an
ultrasound examination or other procedure. In addi-
tion, the couple’s primary nurse or treatment coordina-
tor is responsible for helping schedule the psychological
consultation appointment. Often, it is helpful for a cou-
ple to briefly meet and say hello to the mental health
professional prior to the interview, so that their anxiety
about the interview is minimized.

A couple can be told briefly about the purpose of the
interview, which is to learn more psychosocial infor-
mation about them that may impact their infertility
treatment, to ease their psychological adjustment to
the infertility diagnosis and treatment, and to act as
a resource, should they need one. In addition, the con-
sultation provides a couple with the opportunity to dis-
cuss the ethical, religious, and moral issues related to
treatment, to review treatment success rates, to ask
questions about the informed-consent process, and to
seek assistance in decisions about ending treatment and
obtaining counseling regarding adoption or child-free
living. In some cases, health education may also be part
of the interview in that it may be the infertility coun-
selor’s responsibility to address issues related to smok-
ing cessation, chemical abuse/addiction, and/or obesity.
It is often useful to encourage patients to come pre-
pared with their own questions or concerns to make
the best use of the interview. It is helpful to provide
written information for patients that they receive prior
to the appointment, explaining the purpose/goals of the
interview, what to expect, preparations, and cost.

Content of the Evaluation Interview
The foundation for the clinical interview for infertility
patients is the same as a general psychological interview
with elaboration and greater detail in obtaining infor-
mation in areas related to reproductive history, mar-
ital history, sexual functioning, and cultural and reli-
gious issues. Given the nature of infertility (i.e., the
majority of patients are married or in a committed rela-
tionship), the identified patient is most often a couple,
not an individual woman alone. Therefore, the husband
or partner’s presence at the psychological evaluation is
imperative. Not only does this give the clinician another
source of information about the couple’s history, but
more importantly, it can also provide a snapshot of how
the couple works (or does not work) together in concep-
tualizing and coping with infertility. The absence of the
husband or partner on repeated occasions can indicate
significant marital discord or ambivalence about treat-
ment and/or parenthood on his part.

A useful model for the structured clinical interview
is the Comprehensive Psychosocial History for Infer-
tility[24] (CPHI, see Appendix 3). The CPHI provides
clinicians with the structure for an interview that cov-
ers the needed content areas specific to infertile popu-
lations. As the authors note, the CPHI can be used by a
variety of health professionals. It covers the spectrum
of issues relevant to the emotional status of infertile
patients, as well as issues relevant to a couple’s func-
tioning, and it can help identify ‘red flag’ issues that may
be indicators that a couple is at risk for a poor adjust-
ment to infertility treatment or that, in more serious
cases, infertility treatment may need to be postponed or
denied.

The content areas in the CPHI are self-explanatory. As
a clinician goes through each section, information can
be elicited from one or both partners about each area.
It may be a good idea to begin by addressing the infer-
tility history question to the woman because (1) she is
usually the primary recipient of diagnostic and treat-
ment interventions; (2) it is often easier for the woman
to break the ice in the initial part of the interview; and
(3) she can provide a role model for her husband or part-
ner about how to talk about the emotionally sensitive
issues related to infertility.

Gathering information. The first thing a clinician needs
to determine is whether patients are accurate and reli-
able informants. Because of the high socioeconomic
status of the majority of infertility patients, this is gen-
erally not a problem, but in some instances individ-
uals may not be able to give reliable information or
may be purposefully deceptive. A second fundamental
cognitive prerequisite is that individuals fully under-
stand the medical procedure(s) that are about to be
performed and are cognitively able to provide informed
consent. Patients must be able to understand a proce-
dure’s risks, benefits, and chances for success. Occa-
sionally, a patient with little education will come for
treatment, or may speak another language, and may not
comprehend the nature of the treatment and its risks
and benefits. When language is an issue, it is important
for the infertility counselor to have an impartial trans-
lator available to interpret.

In discussion of a couple’s reproductive history, it is
important to spend some time asking the infertile part-
ner (if one has been identified) how he or she feels about
being the ‘one with the problem.’ If the infertile partner
has been identified, he or she may feel isolated, embar-
rassed, ashamed, and sad about the diagnosis but may
be unable to talk to his or her partner about it. The infer-
tile person often feels a huge sense of responsibility for
being the one preventing a pregnancy and typically has
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fears that the fertile partner will leave or feel resent-
ment. In the context of the consultation, it is useful
to have both partners talk about their reaction to the
infertility diagnosis and its impact on their self-esteem
and marital equilibrium (see Chapter 3).

Marital or relationship history and the impact of
the infertility are other topics to be addressed in the
consultation interview. The circumstances surrounding
courtship, marriage, and current marital situation can
provide information about many aspects of the mar-
riage, including how a couple handles relationship dis-
cord, emotional support of one another, division of
labor, decision making, and expression of emotional
needs. During this discussion, the motivation of each
partner to pursue infertility treatment and become a
parent also emerges.

An unfortunate, but somewhat common, scenario is
the couple seeking infertility treatment as a way to
mend a faltering relationship or guarantee the continu-
ation of a relationship. For example, an older woman in
a relationship with a younger man may feel pressured
to pursue infertility treatment to prove to her partner
that she is still able to provide children or to ensure that
he will not abandon her for a younger, fertile woman.
Contingencies for the continuation of the relationship
may rest on the outcome of the infertility treatment. In
this situation, both partners will perceive an inordinate
amount of pressure on the outcome of the treatment
and want to begin treatment as soon as possible. How-
ever, it is advisable to slow the couple down and try to
address this situation prior to beginning treatment.

In addition to the social support supplied within the
marriage, a clinician will also want to assess the avail-
ability and quality of the social support from family and
friends, as well as the cultural context in which they live.
This is taken into consideration along with the tendency
of a couple to be open or private regarding their infer-
tility diagnosis and treatment. It is also important to
determine if there are any cultural or religious factors
influencing their response to infertility and treatment
options. Often men and women differ in regard to how
open they are with family and friends regarding their
infertility. Problems can arise when one partner tells too
many people too much about the infertility diagnosis
and treatment or refuses to respect the other’s need for
privacy or support. This can cause a rift in the relation-
ship and/or prompt unwanted intrusions or questions
from family and friends. Therefore, initial discussion
about a plan for the type and amount of disclosure is
often helpful.[25]

Obtaining an accurate psychiatric history for both
partners is essential. Due to the demographics of infer-
tility patients, in general, partners are usually high-

functioning, but this does not preclude the existence
of a past or current psychiatric illness. The psychiatric
history is important because it may impact the adjust-
ment to pregnancy and the patient’s ability to parent.
For example, if a woman has major depression, dis-
continuation of antidepressants during infertility treat-
ment and the possible reemergence of depression dur-
ing pregnancy and the postpartum period need to be
carefully considered. A psychiatric illness does not rule
out the possibility of infertility treatment, but it needs
to be assessed in order to make arrangements for the
maintenance of psychiatric stability during treatment,
pregnancy, and the transition to parenthood.

Although it is not included in the CPHI, it is a good
idea to discuss a couple’s legal history. It is extremely
rare that a patient will have a legal history relevant to
the infertility treatment, but legal history is relevant if
it relates to instances of child neglect, endangerment,
or abuse. Also relevant are legal entanglements indicat-
ing current alcoholism or drug addiction (e.g., ‘Driv-
ing Under the Influence’ arrest), particularly in women.
If such a history is found, then further information
regarding the specific charges, reparation, or rehabil-
itation should be obtained. An additional legal issue
pertains to ‘reproductive tourists,’ patients who travel
to another country to obtain treatment that is unavail-
able or expensive in their own country. Visa restrictions
may have an impact on treatment timelines and patient
motivation. In one country, couples may receive treat-
ment that is banned in another.

During the course of the structured interview, the
individual’s and couple’s style of coping will become
evident. Most infertility patients tend to use problem-
focused coping, which may be a reason why they choose
to seek infertility treatment. This style of coping is gen-
erally helpful, but couples need to understand that treat-
ment outcome is not related to the amount of planning,
medical compliance, and behavioral change that they
undergo. This may be the first time that a couple expe-
riences a situation in which the attainment of a highly
desired goal is not related to the effort that they expend
toward meeting that goal. This irony is one of the key
components of the stressfulness of infertility treatment
to otherwise highly effective and successful people.

Managing expectations. Infertility treatment is a less-
than-perfect art. The per-cycle pregnancy and take-
home-baby rates generally vary from clinic to clinic and
procedure to procedure, depending on a couple’s diag-
nosis. Therefore, it is important for mental health pro-
fessionals to be aware of the success rates for their clinic
in order to talk candidly about a couple’s expectations
for treatment success. More often than not, a couple
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is not able to absorb all the information given to them
during the medical consultation, including success-rate
information.[26] Moreover, they may hear the statis-
tics and inflate them, based on information specific to
the couple. For example, a thirty-year-old couple may
have been told that they have a 35% chance of getting
pregnant with use of gonadotropin medications and
intrauterine insemination. They may tell themselves
that because they are relatively young, have been in
treatment a short time, and are ‘good people,’ their own
chances for success are higher. This increasing opti-
mism sets up an inaccurate expectancy that can lead to
a dysphoric or even depressive reaction in the event that
the cycle is unsuccessful. In the course of the psycho-
logical consultation, it is important for mental health
professionals to ask a couple about their perception of
the chances for treatment success and help them main-
tain a cautiously optimistic attitude.

In the past twenty-five years since the advent of IVF,
mental health professionals have had to talk to couples
about their thoughts and feelings about extracorporeal
creation of embryos, freezing and thawing of embryos,
and disposition of unused embryos. Usually, within the
context of this discussion, a couple also is made aware
of the likelihood of a multiple pregnancy and the option
of selective reduction. All of these issues are jarring to
the couple who ‘just wants to have a baby.’ Couples, out
of necessity, are forced to discuss and make decisions
about things they never thought possible. In the psy-
chosocial evaluation, mental health professionals can
discuss each of these issues and elicit any religious, cul-
tural, or moral differences between the partners as well
as acceptability of the options for patients. Some indi-
viduals may object to the cryopreservation of embryos;
others may disagree with one another regarding the
disposition of unused embryos. The mental health pro-
fessional can play a pivotal role in helping couples dis-
cuss their differences and come to a consensus regard-
ing these important decisions. The decision can then be
conveyed to the treatment team to allow greater clarity
in clinical care and fewer last-minute decisions and/or
misunderstandings, and additionally avoiding iatroge-
netic distress.

Issues regarding multiple pregnancy and selective
reduction are increasingly common. During the con-
sultation, a couple may, for the first time, have the time
to think about the implications of a multiple pregnancy
and the possibility of parenting twins, triplets, or more.
Couples often resist discussions of multiple pregnancy
during the psychological consultation because they are
solely focused on the goal of getting pregnant. They may
dismiss these discussions by stating that they would
be delighted with a ‘family’ instead of just one child

TABLE 5.1. Psychosocial contraindications to
infertility treatment

Treatment or pregnancy may significantly worsen an
active psychiatric illness

Active substance dependence with concomitant chaotic
lifestyle

One partner is coercing the other to proceed with
treatment

One or both partners are unable or unwilling to provide
consent for the treatment

A legal history related to child endangerment is
discovered

Infertility treatment is used to compensate for a sexual
dysfunction

Decisions about privacy and disclosure in third-party
reproduction cannot be resolved

Use of a family member gamete donor would cause
significant familial discord

Custody arrangements for the potential child of a known
gamete donor have not been agreed to by all parties

Serious marital discord

and may minimize concerns about the welfare of the
mother and infants in multiple pregnancies. It may take
some redirection to help them understand the impor-
tance of preemptive discussion to aid in possible deci-
sion making later on. It is a difficult clinical situation, if
there is a multiple pregnancy and the partners disagree
with one another about their course of action. Again,
as with the issue of cryopreservation of embryos, mul-
tiple pregnancy rates should be discussed with patients
by their physician; while mental health professionals
should focus on the partners’ emotional and moral reac-
tion to the possibility and aid in decision making if a
difference is identified.

Communicating recommendations. After completion
of the interview, clinicians can begin summarizing the
information and coming up with impressions and rec-
ommendations. Most couples are high-functioning and
psychologically aware. Therefore, mental health pro-
fessionals may only need to remind the couple about
adaptive coping skills, provide them with informa-
tion or educational materials regarding the treatment,
and offer further follow-up as needed. Unfortunately,
treatment may be contraindicated in a minority of
cases. In general, infertility treatment is contraindi-
cated and may be denied or postponed under certain cir-
cumstances. The contraindications for infertility treat-
ment are listed in Table 5.1. When a clinic denies or
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postpones treatment to an individual or couple, the
decision can be conveyed verbally to the patient and
then reiterated in a follow-up letter. It is helpful if
the letter recapitulates the reasons that were discussed
with the patient and also includes appropriate referral
information, if necessary. The letter can be cosigned
by the attending physician, the mental health profes-
sional, and the medical director to decrease the focus
on the mental health professional and to limit the
amount of manipulation that may take place from the
patient.

When one of these situations occurs, the evaluating
clinician has to carefully review his or her boundaries
prior to making treatment recommendations. If further
infertility treatment is contingent on the solution of a
problem that requires psychotherapy, and the evaluat-
ing clinician is an employee of the infertility program,
it is advisable for the evaluating clinician to refer the
couple to a different treating clinician. In cases when
a problem is identified, but it is not serious enough to
preclude treatment, then the conflict of interest between
the evaluating and treating clinicians is not as great. If
the evaluating clinician feels that there is a conflict of
interest between themselves, the couple, and the pro-
gram, it is wise to refer to a colleague not affiliated with
the infertility program and then obtain consent from
the couple that the evaluating clinician receive infor-
mation about their treatment progress when infertility
treatment is desired in the future. This is often a time-
consuming and difficult boundary to maintain, but for
all concerned, it is the best option for keeping couples’
needs in the forefront and to reduce the likelihood of
biased treatment.

Related to this issue is the communication of the
results of the psychosocial evaluation to the team and
the sharing of information obtained in the interview.
Clinicians may want to write a note in the medical
record indicating:

■ date and time of the interview;
■ general content of the interview (“Reviewed couple’s
history and discussed the emotional concomitants of
the treatment.”);
■ impression regarding the couple’s preparedness for
treatment (“The couple appear to be appropriate candi-
dates for this treatment.” or “Further clarification and
treatment of marital difficulties need to be completed
before initiation of treatment.”);
■ plan (“routine social support follow-up offered”) or
referral (e.g., for marital therapy); and
■ indication of full intake summary report and its loca-
tion (“Full intake note dictated on . . . , filed in separate
psychological record.”).

It is a good idea to inform couples that the recommenda-
tion will be shared with the team and that in the event of
postponement or refusal of treatment the information
will be shared with the attending physician. In keeping
within the boundaries of confidentiality among mental
health professionals, it is important for patients to know
that specific information obtained in the history is not
shared with the treatment team. This applies to all infor-
mation but is especially important in cases in which
there have been previous pregnancy terminations, sex-
ual abuse, or legal problems.

The final purpose of the psychosocial evaluation is
to provide couples with the feeling that they have an
open door to a person with expertise in reproductive
psychology who can be a resource to them in the future.
Clinicians should leave time at the end of the inter-
view for questions and long-term treatment planning.
After the initial consultation, many couples find it use-
ful to come in for a consultation when considering
ending treatment and/or moving to adoption. Also, in
cases of a pre-IVF oocyte donor or sperm donor eval-
uation, it is a good idea to call after the completion
of the first treatment cycle to check in with patients
and see how they are feeling. This is usually a welcome
opportunity to talk about their emotional reaction to
treatment.

Psychological Testing

Role in the Evaluation of Infertility Patients
In general practice, the interview provides the majority
of information gathered during the routine psycholog-
ical evaluation of an infertile couple. This information
is easy to obtain and is usually reliable. There may be
cases in which the clinician wants a second source of
information to provide confirmation of refutation of the
interview material. In these cases, the use of psycholog-
ical testing may be helpful.

Psychological cognitive tests were developed around
the turn of the century as a way of assessing the skills
and competencies of a large group of people on a uni-
form set of tasks. Personality tests were developed to
get the unique response of an individual to standard-
ized testing material in a controlled situation. The test
results received from one individual can then be com-
pared with the test’s established norms for the represen-
tative sample to which the individual belongs. Testing is
a useful source of additional information, but it is not a
substitute for a clinical interview. Before discussion of
the use of psychological tests with infertility patients,
some basic background on the characteristics of psy-
chological tests may be helpful.
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Characteristics of Psychological Tests
Psychological tests can be either projective, such as the
Rorschach inkblot test, in which a person’s response
to ambiguous stimuli is interpreted, or objective, such
as the Minnesota Multiphasic Personality Inventory
(MMPI), in which a person’s answers to direct ques-
tions with a true or false response are scored via
empirically derived scoring criteria. In both cases,
responses are compared to preestablished norms. The
difference between projective and objective tests is the
degree to which the test administrator interprets the
results: Projective tests are subject to greater interpreta-
tion than objective tests. Psychological tests can assess
multidimensional characteristics, such as personality
or intelligence, or a single psychological construct or
attribute, such as anxiety or depression. The utility of
either type of test is dependent on how well it answers
the question that a clinician wants answered. For exam-
ple, within the context of infertility, if it were known that
a woman who had high levels of anxiety needed more
anesthesia and nursing support during a laparoscopy,
then pretreatment anxiety testing would be useful in
determining which patients were more anxious to plan
for greater anesthesia and nursing coverage. In this
example, an anxiety test would be useful in helping plan
the allocation of clinical resources. But before a test can
be used to predict behavior, two important character-
istics about the test must be established: validity and
reliability.

Validity and reliability are two key concepts in the
theory of test construction.[27] In their simplest form,
validity refers to how well a test measures what it pur-
ports to measure, and reliability refers to how consis-
tently the measure assesses what it purports to measure.
A test is essentially useless if it does not have moderate
to high levels of validity and reliability. How do you
know if a test is valid and/or reliable? There are several
types of validity. One is called content validity, referring
to the extent to which the items on a test assess the
construct that it is trying to assess. For example, a test
assessing depression should include items known to be
symptoms of depression. A second type of validity is
called criterion-related validity, referring to the process
of checking to see whether a score on a test is correlated
with an actual behavior hypothesized to be measured
by the test. For example, scores on a depression test
would be correlated with clinicians’ ratings of depres-
sion. The extent to which the scores on the test and the
clinicians’ ratings corresponded would be the degree to
which the test had criterion-related validity. A third type
of validity is construct validity, referring to how well a
test correlates with other measures of the same con-

struct. For example, we would expect that a new mea-
sure of depression would be highly correlated with an
older measure of depression. The test constructors usu-
ally investigate all these types of validity before a test
becomes widely used. Prior to using a test, it is impor-
tant for clinicians to understand the degree of validity
the measure has to know its strengths and limitations
in a given situation.

Reliability refers to the consistency of a test. There
are two types of reliability, internal consistency and
test–retest reliability. Internal consistency refers to the
intercorrelation of items on a test and the extent to
which they measure the same construct. For example,
on a measure of depression, all the items should be
related to the construct of depression and should cor-
relate with one another. Test–retest reliability refers to
the correlation of test scores over time. It reflects the
extent to which the score on a test given at time one
will be similar to the score obtained on the same test
at time two. A final word about reliability: Reliability
is not necessarily correlated with validity. A test may
be very reliable to the extent that it consistently yields
the same result time after time, but it may not be valid
to the extent that it does not measure the construct of
interest.

Literature Review on Psychological Testing
In addition to the clinical interview, some clinicians
working with infertile patients routinely use psycho-
logical tests, usually personality tests, to obtain fur-
ther information. While numerous measures, including
the MMPI, MMPI-2, Symptom Checklist 90 (SCL-90)
Speilberger’s State-Trait Anxiety Inventory (STAI), and
the Beck Depression Inventory (BDI), have been used
to evaluate infertile patients in clinical research, their
utility in the clinical context for predictive purposes has
not been demonstrated.

Several researchers have used psychological tests
with infertility patients. They have generally address-
ed one of the following points: (1) identification of
psychopathology among idiopathic infertile women;
(2) assessment of personality and other psychologi-
cal constructs among IVF participants; and (3) assess-
ment of depression, anxiety, locus of control, and/or
coping among pregnant and nonpregnant infertility
patients to determine if psychological variables cor-
relate with pregnancy outcome. There have been no
studies addressing the clinical utility of psychological
tests in predicting psychological outcome among gen-
eral infertility patients.

IVF participants seem to be the most studied group
of infertility patients[8,28,29]. During the mid- to late
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1980s, several studies reported the use of the MMPI[30]
with IVF patients.[31] The MMPI-2 is the recent revi-
sion of the MMPI. It has 567 true/false items in ten clin-
ical scales and five validity scales that are designed to
detect psychopathology.[30] Scale scores of sixty-five or
higher on any of the clinical scales are indicative of psy-
chopathology and may be indicative of a psychological
disorder, but there is no one-to-one correlation between
MMPI-2 scores and the presence of psychiatric illness.
The MMPI-2 has been translated and validated in more
than twenty languages, including Chinese, Dutch, Ger-
man, French, Spanish, and Hebrew. In a series of 200
IVF couples, Freeman and coworkers[8] found that 20%
of men and women had at least one elevated clini-
cal scale suggesting dysfunctional emotional distress
or personality difficulties. Approximately 50% of the
sample also had high levels of ego strength, indicat-
ing that they had a fair amount of emotional resilience
to deal with the stress of the treatment. Alternatively,
Haseltine and colleagues[28] reported no major person-
ality disorders or psychological dysfunction on abbre-
viated MMPIs given to seventy-five couples in an IVF
program. Keye and associates[32] found normal MMPI
scores among all twenty-two women entering an IVF
program, but 17% of the male IVF participants had
abnormal MMPI profiles. In general, the MMPI has
been used with IVF couples as a pretreatment screening
tool to detect the small percentage of patients who may
have preexisting psychopathology that might impact
their ability to participate in treatment. As Mazure and
Greenfeld[29] noted, “the single most important find-
ing has been that, in general, IVF/ET participants score
within normal limits on measurements of preexisting
psychopathology. Furthermore, the data do not support
the notion of an increased incidence of psychiatric diag-
noses or psychosexual disorders in IVF participants.”
A recent large study of German couples confirms this
view.[33]

Other psychologically relevant constructs have also
been studied among infertility patients, with again most
studies focusing on IVF participants. Using a vari-
ety of measures, studies have looked at the incidence
of depression,[12,34,35] anxiety,[7,12,28,34–37] mari-
tal adjustment,[37,38] sexual functioning,[8,9,39] and
ways of coping.[34,38] These studies have helped char-
acterize the psychological state of couples undergo-
ing IVF treatment but are limited in generalization to
other infertility patients because IVF patients represent
a small, self-selected group who may differ from oth-
ers who decide to stop treatment to pursue adoption
or remain childless, or those couples who get pregnant
without assisted reproductive technologies.

The clinical recommendations regarding the use of
psychological tests have been relatively sparse. The use
of personality testing among infertility patients as a
screening device seems to have indicated that infertility
patients have no greater incidence of personality disor-
ders than that found in the general population. Findings
from other construct-specific tests, such as depression
and anxiety inventories, have produced mixed results,
indicating that infertility patients may be depressed or
anxious at times during the treatment. Other tests have
addressed coping styles, marital adjustment, and sexual
functioning in relationship to infertility and, with the
exception of a few studies,[12,38,40,41] have not linked
pretreatment test findings to posttreatment adjustment.
In addition, there have been no studies comparing the
predictive utility of clinical interview data with that
of testing data in predicting outcome among infertil-
ity patients. Furthermore, numerous methodological
flaws, such as limited patient selection, participation
rates, and attrition, make generalization from these
studies difficult. Finally, the relationship between a
given test result at time one and its relationship to an
outcome of interest at time two has not been demon-
strated. If a measure such as a pretreatment depres-
sion instrument was helpful in identifying those women
who would develop a clinical depression after their
third cycle of infertility treatment, then that test would
have a high clinical utility. There have been few studies
addressing the relationship between pretreatment psy-
chological status and posttreatment outcomes. Those
that have been done have been interesting and have
indicated that there are relationships between pretreat-
ment coping style and posttreatment adjustment[38,40]
and pretreatment depression and posttreatment depres-
sion,[12] but further studies of this kind are needed to
demonstrate the clinical utility of specific psychological
measures.

Use of Psychological Testing
Although the research on psychological testing as a
screening tool for infertility patients is emerging, it is
common practice for psychological tests to be used
in clinical evaluation. Psychological testing provides
an additional measure to support clinical impressions
and can additionally be used as a treatment interven-
tion when the results are reviewed with the patient.
If the infertility counselor is using psychometric test-
ing, a few caveats should be kept in mind. Psychome-
tric testing (particularly the MMPI) must be admin-
istered by a mental health professional qualified and
trained to administer, score, and interpret the psy-
chometric testing. Historically, this has been primarily
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psychologists, but other mental health professionals
can and do pursue training qualifications in psycho-
metric testing. Furthermore, it is the responsibility of
the mental heath professional to ensure that the all
appropriate testing procedures are followed (including
administering the test according to testing regulations,
standardized instructions, and testing in person).

Prior to testing, it is good practice to review with the
patient the purpose of the testing, how the test results
will be used, and how the patient will be informed of
the test results. For example, in the case of screening
gamete donors, the MMPI-2 is often used in conjunction
with a clinical interview. The prospective donor should
be informed that the test results will or will not be pro-
vided to her (depending on the practice of the clinic)
and delineate whether the test results will be shared
with the prospective recipient. Patients should also be
told that if their test results fall outside of the bounds
of normal limits, they will not be eligible to participate
in the gamete donation process.

The major challenges with administering psycholog-
ical tests are being prepared to: (1) use the informa-
tion once it is obtained, and (2) to terminate the pro-
cess if the patient’s testing indicates and/or validates a
problem. An invalid profile means the testing cannot
be interpreted because the test-taker is being decep-
tive, has not completed all the questions, is being defen-
sive, or otherwise has systematically biased the results.
On the MMPI-2, a T-score is specified for each valid-
ity scale that would likely indicate an invalid profile.
Additionally, the T-scores levels on the various clini-
cal scales are often associated with clinically significant
psychopathology. Unfortunately, the infertility coun-
selor may not know why the abnormal results are found,
but he or she must be prepared to terminate the process
or provide psychological intervention because abnor-
mal results are a contraindication for participation in
infertility treatment. It may be difficult to terminate the
patient’s participation in infertility treatment based on
psychological testing results but, from a risk manage-
ment perspective, allowing the individual to continue
despite the presence of abnormal test results puts the
practitioner and the clinic in a precarious position. If
there is an adverse outcome and the interview and test-
ing results are reviewed, the mental health professional
should be prepared to explain why the treatment pro-
cess continued in the face of nonnormative information
from the testing. If the mental health professional is not
a member of the infertility treatment team, and rec-
ommends that the patient not be offered services, they
should state their opinion and their rationale in writing
and provide it to the treatment team. If the treatment
team provides services and there is an adverse outcome,

then the mental health professional has documented his
or her position on the case.

FUTURE IMPLICATIONS

As the provision of assisted reproductive technologies
grows, it is likely that the role of the mental health
professional in providing consultation to patients will
also grow, driven by the highly complex third- and
fourth-party reproduction practices among nontradi-
tional patients, (e.g., single women, gay and lesbian
couples) as well as traditional couples seeking nontradi-
tional treatment (PGD for social reasons, posthumous
reproduction and embryo disposition). The complexity
of these types of cases requires input from the mental
health professional.

An additional possibility in the future will be psycho-
logical studies with representative samples of infertility
patients to determine whether psychological tests can
substantially add to the pretreatment screening infor-
mation or can predict outcomes of clinical importance,
such as the occurrence of depression, marital discord,
length of treatment, or pregnancy. The further refine-
ment of the integration of psychological testing with the
clinical interview presents a challenge to mental health
researchers. At present, the skilled clinician must deter-
mine how and when to interface psychological testing
into the clinical evaluation process.

SUMMARY

■ Infertility treatment is psychologically stressful;
therefore, many programs offer consultation with a
trained mental health professional prior to treatment,
‘as needed,’ or in the context of specific treatments.
■ The MHPG of ASRM and Psychology and Coun-
seling Special Interest Group of ESHRE have devel-
oped guidelines for qualifications and services of
mental health professionals providing infertility-
related services (see Appendix 1).
■ The purpose of the interview is to educate and pre-
pare couples for the treatment and to detect the pres-
ence of any psychosocial problem that would be a
contraindication for infertility treatment or impact
participation in treatment.
■ The Comprehensive Psychosocial History for Infer-
tility (CPHI) is an excellent structured interview to use
with infertility patients (see Appendix 3).
■ Criteria for exclusion from treatment include the
presence of an active, major psychiatric disorder,
severe relationship discord, cognitive impairment, or
inability to resolve legal and ethical issues around
third-party reproduction.
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■ While numerous psychological tests have been
used with infertile samples, there is not yet enough
research-based evidence to support the routine use
of psychological tests to predict outcomes of interest
among infertility patients.
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6 Psychopathology and Psychopharmacology
in the Infertile Patient

KATHERINE E. WILLIAMS AND LAUREL N. ZAPPERT

Fortunately psychoanalysis is not the only way to resolve
inner conflicts. Life itself still remains a very effective
therapist.

– Karen Horney

Psychopathology is a term that denotes behaviors and
experiences that are indicative of psychological impair-
ment, distress, or mental illness. Infertility is a condi-
tion that causes great psychological distress in patients,
and the relationship between psychopathology and
infertility has been long debated. Furthermore, patients
bring a psychological history to their infertility, which
has a profound impact on how they experience, react,
and respond to this condition and which may be fur-
ther complicated by medications taken to treat infer-
tility. Psychopharmacology refers to the study of med-
ications used to remedy psychiatric conditions, which
may, in turn, interact with other medications used in
infertility treatment.

This chapter

■ reviews the body of literature regarding the preva-
lence, clinical course, and treatment of psychiatric dis-
orders in infertility patients;
■ discusses the known effects of typically used infertil-
ity medications on mood;
■ clarifies potential drug interactions between infer-
tility treatment medications and psychotropic medica-
tions;
■ addresses the role of the psychiatrist on the repro-
ductive medicine team.

HISTORICAL OVERVIEW

Prior to advances in medical evaluation techniques,
many researchers believed that psychological prob-
lems in both men and women (but typically women)
caused infertility through ovulatory dysfunction, recur-
rent miscarriage, and sexual dysfunction. In her classic
and influential article, “Infertility as a Psychoso-
matic Defense,” Benedek[1] postulated that ‘underly-
ing ambivalence’ and ‘rejection of motherhood’ caused
infertility. Infertility patients were frequently described

as emotionally immature and psychologically con-
flicted – either about their mothers, their desire to
be parents, attaining adult roles, or their sexuality. As
such, researchers expected to find high rates of psy-
chiatric morbidity in this population. However, stud-
ies have not confirmed these earlier theories, and it is
now thought that in the vast majority of this population,
psychopathology is usually a result of the stresses and
losses associated with infertility and/or exacerbation of
preexisting conditions rather than a primary cause of
infertility.

By the end of the twentieth century the role of
psychiatry and other mental health professionals had
shifted from identifying and curing psychopathology as
a means of treating infertility, to a much broader role
of patient care in collaboration with the reproductive
medicine team. Psychiatry, as one of the major mental
health professions, has had the unique perspective and
contribution to patient care (particularly in the last
fifty years) with the use of psychoactive medications to
restore mental health. While psychiatry emerged as a
specialized field of medicine through the work Freud
with his emphasis on psychoanalysis, there has been an
evolutionary shift away from the purely psychological
treatment of psychopathology to a greater emphasis
on the combination of evidence-based psychophar-
macological treatment and psychotherapy. This is
particularly true in the United States where many psy-
chiatrists are more often psychopharmacologists and,
as such, less likely to treat patients with psychother-
apy only or with psychotherapy and psychotropic
medications. This is in contrast to other parts of
the world (e.g., Germany, Austria, and Switzerland)
where psychiatrists are trained in both and where
obstetrician/gynecologists may obtain special training
and credentialing in the treatment of mental disorders
with psychotherapy and psychotropic medications.

97
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Within the field of infertility counseling, psychiatrists
and specially trained obstetrician/gynecologists have
taken a leading role in helping to define the field, both
in providing patient care and research.

REVIEW OF LITERATURE

There has been considerable research on psychopathol-
ogy and infertile patients (most commonly women);
however, most of it was based on the hypothesis that
infertility was caused by psychopathology, which, if
treated, would improve fertility. Most of this research
involved anecdotal case studies. Ultimately, the findings
or conclusions of this research were not supported by
more scientifically rigorous research. Recently, research
has focused on the development of psychopathology
in response to infertility diagnosis and treatment and,
even more recently, the impact of preexisting psy-
chopathology and its treatment on infertility diagnosis
and treatment. The review of the literature that follows
addresses current research on the incidence and treat-
ment of psychopathology in infertile patients and the
impact of medications for the treatment of infertility
on mood and psychological functioning.

Psychopathology in Infertility Patients

Affective Disorders
Grief reactions are common in both men and women
undergoing infertility treatment because infertility rep-
resents a loss on so many levels: from the loss of a sense
of self and belief in the creative powers of one’s own
body to the loss of the chance to have and nurture one’s
biological child. Several studies have shown that many
women identify infertility treatment as the most dis-
tressing event in their lives – more upsetting than the
loss of a loved one or divorce.[2,3] Many men, as well,
report significant emotional distress associated with
the diagnosis and treatment of infertility.[4,5] However,
studies suggest that there are gender differences in the
prevalence, intensity, and duration of grief reactions
that women suffer more than men after the diagnosis
of infertility except for men with male-factor diagno-
sis[6,7] (see Chapter 3).

It is important, then, that clinicians be able to dif-
ferentially diagnose the expected grief reaction seen in
most infertility patients[8] from the less common and
serious complication of pathological grief. As described
in Chapter 1, normal grief includes the classic symp-
tom complex of initial shock and numbness followed
by intense sadness and distress, frequent anger and
hostility, guilt, and self-reproach. Grief reactions are

commonly classified as adjustment disorders in the
Diagnostic and Statistical Manual of Mental Disorders[9]
(DSM-IV). It is normal for infertility patients to experi-
ence some measure of grief, and it is believed that the
mourning process is important for the final resolution
of the crisis of infertility.[10,11] In contrast, pathologi-
cal grief is considered a psychiatric illness that requires
immediate evaluation and treatment. Pathological
grief is consistent with the DSM-IV definition of major
depression, and it is characterized by marked vegetative
symptoms such as appetite, sleep, and psychomotor
disturbances; anhedonia; suicidal ideation; and mem-
ory and concentration problems. Pathologic grief may
also include psychotic features, such as paranoid or
somatic delusions and excessive punitive thoughts.

The prevalence of major depression in infertility
patients appears to be higher than previously thought.
Many earlier studies failed to define important pop-
ulation variables such as length of infertility treat-
ment, diagnosis, and medication usage, all of which
are now known to be important contributors to depres-
sion.[12] For instance, Hearn and colleagues[13] and
Downey and colleagues[14] reported that Beck Depres-
sion Inventory (BDI) scores in female infertility patients
did not differ from scores in a group of healthy female
controls; however, the infertility patients were pre–in
vitro fertilization (IVF) treatment, and studies have
shown that there may be a honeymoon period of opti-
mism prior to the first IVF cycle.[6] Recent studies sug-
gest that major depression is, in fact, more common in
women undergoing infertility treatment than in fertile
controls. Domar and associates[15] evaluated 338 infer-
tility patients with the BDI and the Center for Epidemi-
ological Studies Depression Scale (CES–D), compar-
ing them with thirty-nine healthy controls, and found
that depression was twice as common in the infertil-
ity patients: 37% scored in the depressed range on the
BDI compared with 18% of controls. BDI scores were
correlated with length of treatment. Women with a his-
tory of infertility of two to three years had higher BDI
scores than women in treatment for less than one year
or greater than six years. Several other studies demon-
strated increased emotional distress over time in both
male and female infertility patients due to repeated
treatment failures.[5,16] Domar and coworkers[17] also
found that symptoms of anxiety and depression in infer-
tile women were as prevalent as in patients with other
chronic medical conditions, such as hypertension and
cancer.

This finding of a high prevalence of symptoms of
depression in women undergoing infertility treatment
is an international finding that has been reported



P1: FHK
052185363Xc06 CUFX030/Covington 0 521 85363 X September 3, 2006 10:4

PSYCHOPATHOLOGY AND PSYCHOPHARMACOLOGY IN THE INFERTILE PATIENT 99

in diverse cultures, including Japan,[18] Taiwan,[19]
Korea,20] Kuwait,[21] and multiple countries in
Europe.[22–24] It is difficult to generalize and compare
the incidence of psychiatric illnesses such as major
depression or anxiety disorders in infertility patients
across countries because studies have used varying
methodologies and measures of psychopathology.

No studies have investigated the prevalence or the
emergence of bipolar disorder in infertility patients.
Prevalence rates of bipolar disorder in the female gen-
eral population are low (0.7–1.6%), compared with
prevalence rates of major depression (10–25%).[25]
However, the peak years for onset of bipolar disorder
coincides with a woman’s reproductive years; conse-
quently, clinicians working with infertility patients can
expect to treat women with this disorder.

Anxiety Disorders
Several studies have reported that anxiety levels are
often elevated in both male and female infertility
patients;[17,23] and, as expected, a high incidence of
adjustment disorder with anxiety has been reported in
this population.[24] Many studies have focused upon
stress and not used clear diagnostic criteria for anxiety
disorders, or clarified whether the anxiety symptoms
began before infertility diagnosis and treatment. Chen
and colleagues in Taiwan conducted clinical interview
with 112 consecutive women presenting for infertility
treatment and reported that 23% met criteria for gener-
alized anxiety disorder and 17% major depressive disor-
der.[19] The prevalence of other anxiety disorders, such
as obsessive-compulsive disorder, in infertile men and
women is unknown. Anxiety disorders, especially pho-
bias, are quite common in the general population. Six-
month prevalence rates for specific phobias range from
4.5% to 11.8%.[26] Blood-injury and needle phobia can
lead to significant impairment in infertility treatment.
Couples in whom one or both partners suffer from these
specific phobias can be expected to have significant
difficulty with injections, as well as greater emotional
distress associated with preparation for and recupera-
tion from surgery and other medical procedures. Dur-
ing treatment planning, clinicians should inquire about
both a personal and a family history of blood-injury or
needle phobias because these anxiety disorders appear
to have a very strong genetic link.[27]

Eating Disorders
Anorexia nervosa and bulimia are common causes of
ovulatory dysfunction, yet eating disorders are fre-
quently overlooked in women presenting for infertil-
ity evaluation. In a study of sixty-six women consec-

utively presenting to an infertility clinic, Stewart and
collegues[28] found that 7.6% met DSM-III criteria for
anorexia or bulimia and 16.7% for an eating disorder,
not otherwise specified, as measured by the Eating Atti-
tudes Test and a structured clinical interview. When
women with menstrual irregularities were studied sep-
arately, 58% were found to have an eating disorder. It
is unclear whether this finding of a high prevalence of
occult eating disorders is affected by race or culture
in the United States, but recent reports suggest that
this occurs in Europe as well. Resch and colleagues
in their evaluation of women at an infertility clinic
in Hungary found similar high numbers of previously
undiagnosed eating disorders.[29] Active eating disor-
ders are associated not only with diminished fertility
but also with increased perinatal morbidity, including
increased incidence of miscarriage, intrauterine growth
retardation and increased congenital anomalies.[30–
[32] Women with menstrual irregularities should be
carefully screened for the presence of an underlying eat-
ing disorder, which should be treated before proceeding
with infertility treatment.[33,34]

Personality Disorders
Large population studies using standardized psychome-
tric tests such as the Minnesota Multiphasic Person-
ality Inventory (MMPI or MMPI-2) and the Eysenck
Personality Inventory showed no increased preva-
lence or pattern of preexisting personality disorders in
women undergoing infertility treatment.[35] Neverthe-
less, because of the prevalence of these disorders in the
general population, clinicians can expect to be faced
with personality disordered patients, who can represent
major challenges to the treatment team. The border-
line, narcissistic, and histrionic personality disorders
are especially difficult to manage, and the treatment
of these cluster B patients are discussed later in the
chapter.

Infertility Medications and Mood

Many of the medications prescribed for the treatment
of infertility have effects on the neurotransmitter sys-
tems involved with affective regulation. Surprisingly,
very few studies have investigated the psychiatric side
effects of infertility medications. A brief review of the
effects of gonadal hormones on mood and a review of
the reports of the effects of infertility medications on
mood follow. It is important for clinicians to under-
stand the potential effects of infertility medications
on mood to help patients in their decision making
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TABLE 6.1. Psychiatric effects of infertility medications

Drug Use Psychological effects

Bromocriptine Hyperprolactinemia Antidepressant effects, hypomania, psychosis

Leuprolide acetate Hypothalamic ‘downregulation’ Depression, cognitive problems, fine motor problems

Progesterone Endometrial support Depression, decreased libido, irritability

Estradiol Endometrial support Antidepressant effects, induction of rapid cycling

regarding the risks and benefits of infertility treatment
(Table 6.1).

Neurotropic Effects of Gonadal Hormones
Estrogen and progesterone are steroid hormones that
directly and indirectly affect central nervous system
neurons involved in the regulation of mood and cog-
nition. Animal studies have shown that these hormones
can influence the production of neurotransmitters and
modulate the affinity of receptors for substrates.[36]
Studies suggest that estradiol affects dopamine recep-
tors and has neuroleptic properties in both animals and
humans.[37] Several authors report that psychotic dis-
orders such as schizophrenia improve in women during
pregnancy,[38,39] and it is presumed that this is due to
enhanced dopamine blockade with increased estrogen
level.[40]

Recent studies of estrogen use in perimenopausal
women suggest that estrogen may improve mood in
women whose anxiety or depression is not severe
enough to meet the criteria for major depression.[41]
Estrogen has been shown to increase serotonin bioavail-
ability in several ways, including displacing its pre-
cursor tryptophan from albumin-binding sites, thereby
allowing more tryptophan to be converted to sero-
tonin,[42] and decreasing monoamine oxidase, an
enzyme that degrades serotonin.[43,44] Estrogen also
promotes norepinephrine release,[45] which may fur-
ther improve mood; however, this enhanced noradren-
ergic function has also been associated with the emer-
gence or exacerbation of anxiety disorders in some
women. New-onset panic attacks have been reported
in women initiating estrogen replacement therapy,[46]
and some women experience increased anxiety dur-
ing the second and third trimesters of pregnancy when
estrogen levels are highest.[47]

In rats, progesterone treatment decreases serotonin
accumulation in the brain.[48] In humans, proges-
terone in oral birth control pills has been shown to
decrease tryptophan oxygenase, and this decreased
tryptophan metabolism has been correlated with
depression.[49] Progesterone metabolites act in a simi-

lar manner to barbiturates to modulate γ -aminobutyric
acid (GABA) receptor complexes and have seda-
tive effects.[50,51] Consequently, many women report
improvement in anxiety disorders, such as panic disor-
der, during pregnancy.[52]

Clomiphene Citrate
Clomiphene citrate (Clomid, Serophene) is a syn-
thetic estrogen used to induce ovulation in anovulatory
women, improve luteal phase deficiency, and increase
follicle number in women.[53] Clomiphene is usually
taken on days 3 to 5 of the menstrual cycle; however,
it has a metabolite that can be found in the circulation
for up to thirty days after the last dose.[54] Clomiphene
acts directly on the hypothalamus[55] to increase
gonadotropin-releasing hormone (Gn-RH) pulse fre-
quency and amplitude.[56] Subsequent increases in
luteinizing hormone (LH) and follicle-stimulating hor-
mone (FSH) lead to the development of multiple ovar-
ian follicles and significant increases in midcycle estra-
diol in clomiphene-treated cycles, as compared with
control cycles, which may persist into the luteal phase
and are often accompanied by increased levels of pro-
gesterone.[57]

Clomiphene is associated with menopausal symp-
toms, and 10% of women taking the medication com-
plain of hot flashes.[55] No large prospective studies
using validated, standardized measurements have yet
been published that evaluate the effect of clomiphene
on mood. However, many women report that this med-
ication is associated with mood changes, including
irritability, emotionality, and increased symptoms of
premenstrual syndrome.[58] In a small pilot study,
Williams and Casper[59] reported that clomiphene is
associated with decreased fatigue at midcycle, at the
time when the estradiol levels are highest. They hypoth-
esized that clomiphene may be associated with more
mood changes in women with a history of affective labil-
ity at times of hormonal change, such as women with
a history of premenstrual dysphoric disorder (PDD).
Several studies have suggested that increased estrogen
levels in the luteal phase lead to increased psychiatric



P1: FHK
052185363Xc06 CUFX030/Covington 0 521 85363 X September 3, 2006 10:4

PSYCHOPATHOLOGY AND PSYCHOPHARMACOLOGY IN THE INFERTILE PATIENT 101

symptoms in women with premenstrual dysphoric
disorder.[60,61]

Women with bipolar disorder are another popula-
tion who may be at risk for mood changes associated
with Clomipene-related hormonal changes because this
psychiatric population has been shown to be at an
increased risk of mood instability at other times of hor-
monal change, such as the premenstruum[62] and post-
partum periods.[63] To date, no studies have investi-
gated the effect of the medication on mood in patients
with bipolar disorder.

Clomiphene has been associated with psychosis in
three case reports cited in English language journals.
[64–66] In all the cases the psychosis began during the
time that the Clomiphene was being taken (days 2–7 of
stimulation), thus prior to the significant rise and fall
of estrogen levels. This suggests that the mechanism of
action of the psychiatric side effect had to do with the
direct effect of the Clomiphene on the central nervous
system rather than the indirect effect of the medica-
tion on hormone levels. In all the reported cases, the
psychotic symptoms rapidly abated when clomiphene
citate treatment was terminated.[67]

Human Menopausal Gonadotropins
Human menopausal gonadotropins, including meno-
tropins (Humegon, Pergonal, and Pregova) and uro-
follotropin (e.g., Metrodin), are composed of purified
FSH and LH in varying combinations. They act directly
on the ovary to stimulate folliculogenesis; but unlike
clomiphene, they have no direct hypothalamic effects.
While the potential physical side effects of these med-
ications, such as hyperstimulation syndrome, are well
documented, the psychiatric side effects have been over-
looked. Because these medications lead to extremely
elevated estrogen levels during the follicular and mid-
luteal phase, it can be expected that they affect mood
in some women in a manner similar to clomiphene.
Williams and Casper[59] are currently investigating
the effects of these medications on mood and anecdo-
tally report that many women feel a burst of energy
and improved mood when their estrogen levels are
rising.

Bromocriptine Mesylate
Bromocriptine mesylate (Parlodel) is an ergot alka-
loid structurally related to the neurotransmitter
dopamine.[68] It inhibits prolactin release from the
lactotroph cells of the anterior pituitary and is
used in infertility treatment to treat hyperprolactine-
mia (elevated levels of prolactin), which is asso-
ciated with ovulatory dysfunction.[53] Because of

its effects on monoamine systems associated with
affective regulation, bromocriptine has been used as
an antidepressant for more than twenty years. It
has been shown to be as effective as imipramine
and amitriptyline in the treatment of depression in
several double-blind, placebo-controlled studies.[68]
Bromocriptine is also an effective adjunctive treatment,
turning tricyclic antidepressant nonresponders into
responders.[69]

The bromocriptine dosages used in these antidepres-
sant studies ranged from 40 mg/day to 220 mg/day,
which is considerably higher than the 1.25–5 mg/day
dosing commonly used in hyperprolactinemia. Never-
theless, patients with hyperprolactinemia suffer from
irritability, decreased libido, and depressive symptoms
that improve with low-dose bromocriptine treatment
but not with placebo.[70]

Infertility patients should be counseled about the
potential psychiatric side effects of bromocriptine treat-
ment, and women on antidepressants or with a history
of bipolar disorder should be cautioned about the possi-
ble emergence of hypomania or mania, when taking this
medication for fertility treatment. Other adverse psy-
chiatric side effects include hallucinations, delusions,
confusion, and behavioral changes.[71]

Gonadotropin-Releasing Hormone Agonists
Gn-RH agonists, such as Lupron and tiptorelin
(Decapeptyl), are used to downregulate the pituitary to
prevent premature ovulation during IVF cycles[53] or
can be used for an extended period (e.g., six months)
for the treatment of endometriosis. When used during
an IVF treatment cycle, these medications are typically
begun in the midluteal phase of the preceding cycle and
continued during the stimulation phase of the treat-
ment cycle. Gn-RH agonists lead to acute hypoestro-
genism, a pharmacological menopause, and women fre-
quently report physical symptoms, such as hot flashes,
headaches, and mood changes.[72] Studies investigat-
ing the effects of these medications on mood in longer-
term use for conditions such as endometriosis have
reported the onset of significant depressive symptoms
with use of the medication for several months.[72]
Warnock and colleagues reported that sixteen of twenty
patients treated with a Gn-RH agonist for twenty-four
weeks developed significant depressive symptoms.[73]
Further studies have shown that these depressive symp-
toms can, in fact, be improved with antidepressant
treatment.[74]

It is difficult to extrapolate this data to the shortened
period of Gn-RH exposure in IVF programs; how-
ever, two studies have evaluated the effect of Gn-RH
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medication on mood in IVF cycles. Toren and colleagues
compared depression scores in IVF patients pretreated
with the Gn-RH agonist triptorelin to depression scores
in a group of women undergoing IVF without downreg-
ulation. Triptorelin caused a 40% reduction in estradiol
levels during the pretreatment phase, and this hypoe-
strogenism was associated with significantly increased
symptoms of anxiety and depression compared to con-
trols. All the subjects entering the study were euthymic,
and despite increases in mood symptoms with Gn-RH
administration, no subject’s symptoms were so severe
as to meet the criteria for major depressive disorder.[75]
Similarly, Weizman and colleagues compared Hamilton
depression scores and platelet serotonin transporter
in nine women undergoing IVF pretreatment with the
Gn-RH agonist decapetptyl to ten women treated only
with human menopausal gonadotropin (Pergonal).
Ovarian suppression was associated with an eleva-
tion in depression and anxiety as well as a significant
decrease in platelet imipramine binding sites.[76] Thus,
it is important to recognize that women with a current
history of depression who are taking antidepressants
may need an adjustment in their antidepressant dosage,
if they experience break-through depressive symptoms
during Gn-RH treatment.

Many women taking Gn-RH agonists also complain
of cognitive changes (e.g., poor memory and concentra-
tion) that may or may not be accompanied by symptoms
of a mood disorder. Varney and associates[77] com-
pared neuropsychiatric tests in women prior to pre-IVF
treatment with the Gn-RH agonist leuprolide, during
leuprolide treatment, and at ovulation, approximately
ten days after leuprolide administration. Each woman
served as her own control. A significant proportion
of women demonstrated impairment in performance
on one or more memory tests while taking leuprolide.
Similarly, Newton and colleagues reported that 44% of
women taking Gn-RH agonists reported decreases in
their perceived memory functioning during treatment;
although memory returned to normal once Gn-RH
agonists were stopped.[78] Sherwin and Tulandi[79]
demonstrated significant decreases in verbal memory
scores in women on leuprolide that were reversed in a
group receiving add back estrogen but not in the con-
trol group. These are important findings as IVF treat-
ment involves complex medical protocols and relies on
patient compliance, self-administration of medications,
and self-assessment (e.g., hyperstimulation). Keeping
this in mind, caregivers have implemented a variety
of patient education and preparation strategies includ-
ing pretreatment psychological consultation (e.g., infer-
tility counseling), written materials, and group train-
ing sessions to avoid medication-induced confusion

and cognitive impairment during the IVF treatment
cycle.

Progesterone
Progesterone is frequently used during infertility treat-
ment to improve luteal phase endometrial lining in
clomiphene, superovulation induction, and IVF treat-
ment cycles.[53] Progesterone in the oral birth con-
trol pill has been associated with the onset of depres-
sion in women,[80] and there have been reports
of the emergence of major depression with suicidal
ideation and panic disorder in women using syn-
thetic progesterones such as levonorgestrel subdermal
implants (Norplant).[81] However, some women report
improvement in anxiety symptoms while on proges-
terone because of the sedative properties of its metabo-
lites.[50,51]

Oral Birth Control Pills
Oral birth control pills are frequently used in infer-
tility patients prior to an IVF cycle to downregulate
the hypothalamus. Prevalence rates of depression in
women taking oral birth control pills range from 5–
50%, depression being most common in progesterone-
dominant pills.[82] However, because of the estrogen
in oral birth control pills, there have been some case
reports of the induction of rapid cycling mood in
women taking these medications.[82]

THEORETICAL FRAMEWORK

The theoretical approach most applicable to psy-
chopathology, psychopharmacology, and infertile
patients is a medical model of mental illness and
its medical treatment. Psychopathology is generally
defined as the science dealing with diseases and abnor-
malities of the mind, while psychopharmacology is
the treatment of psychiatric illness with psychotropic
medications, which are thought to improve mental
health by affecting the operation of brain cells and the
levels of brain chemicals (e.g., the neurotransmitters
serotonin, norepinephrine, dopamine, glutamate, and
GABA). Mental health disorders are defined in the
United States by the Diagnostic and Statistical Manual
of Mental Disorders, Fourth Edition, published by the
American Psychiatric Association[9] and globally by
the World Health Organization’s (WHO) International
Classification of Diseases and Related Health Issues,
Ninth Revision (ICD-9).[83] Although there are textual
differences between DSM and ICD, treaties between the
United States and the WHO ensure that the diagnostic
code numbers are identical to ensure uniform reporting
of national and international psychiatric statistics.
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A recent study of the prevalence, severity, and treat-
ment of DSM-IV (ICD-9) mental disorders in four-
teen countries (six developing, eight developed), the
WHO found that the prevalence of mental health dis-
orders in the prior year varied widely (from 4.3% in
China to 26.4% in the United States), whether severe
or mild.[84] The findings were based on 60,643 face-to-
face interviews with adults in 13 countries (Belgium,
China, Columbia, France, Germany, Japan, Lebanon,
Mexico, The Netherlands, Nigeria, Spain, Ukraine,
and the United States). The prevalence and severity
of disorders varied widely as did treatment access.
Although researchers did not attempt to diagnose
schizophrenia, they reported that anxiety disorders
were found in 3.2 to 18.2% of the study participants;
mood disorders in 0.9 to 9.6%; impulse control prob-
lems in 0.0 to 6.8%; substance abuse and/or dependence
in 0.1 to 6.4; and any disorder in 4.3 to 26.4%. In devel-
oping countries 80% of serious cases went untreated,
while in developed countries 35 to 50% went untreated.
In sum, this study supported earlier findings that mental
health disorders are highly prevalent worldwide; often
associated with serious role and/or work impairment;
more often than not, untreated.

As this research highlights, the role of the psychi-
atrist (and other mental health professionals) in the
diagnosis and treatment of infertile patients with con-
comitant mental diagnoses, is integral and imperative.
This chapter addresses the diagnosis and treatment of
psychopathology through psychopharmacology, while
other chapters address psychological treatment modal-
ities (e.g., individual psychotherapy, sex therapy, and
behavioral medicine techniques) that may or may not
be used in conjunction with psychotropic medica-
tions. In the psychopharmacological approach, a dis-
tinction is made between psychological disorders with
emotional etiology and psychiatric illness of primar-
ily physical etiology, such as inherited disorders or
neurological changes. As brain research has increased,
it has become increasingly apparent that a signifi-
cant proportion of psychiatric illnesses are probably
the result of the interplay between genetic vulnera-
bility to altered brain chemistry and environmental
influences.

CLINICAL ISSUES

It is beyond the scope of this chapter to address all men-
tal health disorders in patients undergoing treatment
for infertility. It is difficult to separate clinical issues
of psychiatric illness and psychopathology from ther-
apeutic interventions. Therefore, the focus here is on
psychopathology and drug interactions in which the

interaction of psychotropic medications and infertility
treatment medications are reviewed.

Psychopathology

Psychopathology is generally defined as the science
dealing with diseases and abnormalities of the mind,
while psychopharmacology is the treatment of psy-
chiatric illness with psychotropic medications, such
as antidepressants. Although the exact mechanism of
treatment is not completely understood, it is thought
that psychotropic medications affect levels of brain
chemicals (e.g., the neurotransmitters serotonin, nore-
pinephrine, dopamine, glutamate, and GABA) or the
effective operation of brain cells.

Affective Disorders
Depressive reactions to the diagnosis or treatment of
infertility are common, and treatment decisions should
be based on symptom severity and past psychiatric his-
tory. Adjustment disorders not accompanied by pro-
nounced vegetative symptoms are best treated with
supportive psychotherapy. Basically, the treatment of
choice for depression and anxiety in infertility patients
is psychotherapy rather than pharmacotherapy because
these women who are attempting to conceive and may
become pregnant, and also should avoid medication
interactions. When women are seen on a weekly or
regular basis for individual psychotherapy, particularly
during IVF treatment cycles, mood changes can be care-
fully monitored and managed with a variety of psy-
chotherapeutic techniques. By the same token, with reg-
ular psychotherapy, intervention with medications can
occur more efficiently as dramatic mood changes are
noted and intervention facilitated expeditiously. Behav-
iorally oriented group psychotherapy has been found
to decrease anxiety and depression in female infertility
patients in several studies.[85,86]

If a patient has a history of rapid relapse depres-
sion after antidepressant discontinuation or a history
of severe depression with suicidality, psychosis, or dan-
gerous vegetative symptoms, maintenance on antide-
pressants may be recommended or unavoidable even
during medical treatment for infertility. While some
women may feel better during pregnancy, studies do
not support the popular belief that pregnancy pro-
tects against depressive episodes. The prevalence of
major depression during pregnancy is similar to that
in nonpregnant women: 10%.[87] Furthermore, risk
factors for depression (e.g., prior depressive episode,
reproductive loss, and genetic predisposition) must be
considered. Recent prospective research has shown that
75% of women with a history of major depressive
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disorder relapsed during pregnancy if they discontin-
ued or attempted to discontinue antidepressant medi-
cation, even though they were euthymic at the onset of
pregnancy.[88]

Tricyclic antidepressants have been in use for more
than twenty years, and to date studies do not sug-
gest significant increases in congenital malformations
in prenatally exposed infants.[89] Most studies have
been retrospective and included small numbers of
patients. However, a prospective study of more than
600 patients reported that tricyclics are not associated
with increased rates of major fetal malformations.[90]
The long-term neurobehavioral effects of these medi-
cations on offspring have only recently been studied.
The two published investigations report no differences
in cognitive and behavioral measures between tricyclic-
exposed infants and controls at up to three years[91]
and six years[92] of age. However, these medications
should be used with extreme caution, and pregnant
women should always be maintained on the lowest
possible dosage of medication. Even so, Wisner and
colleagues[93] reported that tricyclic antidepressants
required dosage increases during the second and third
trimesters of pregnancy; so if a patient is nonresponsive,
it is important to check tricyclic antidepressant blood
levels.

Similiarly, studies of most SSRIs[94–99] or Venlafax-
ine[100] have consistently shown that infants exposed
in utero do not have higher rates of congenital major
malformations than children not exposed. However,
a recent unpublished retrospective study by Glaxo-
SmithKline (GSK) found that infants exposed to parox-
etine (Paxil) during pregnancy did have an increased
risk for major congenital malformations.[101] Conse-
quently, at this time women should be counseled to
avoid the use of paroxetine during pregnancy. Recent
studies suggest that children exposed to antidepressants
in utero are at significantly increased risk for perinatal
complications. Exposure to SSRIs during pregnancy
has been associated with decreased mean gestational
age[95] and increased risk for preterm birth.[103] An
early report of increased incidence of poor neona-
tal adaptation following Fluoxetine exposure during
the third trimester, including lower Apgar scores and
increased rates of admission to neonatal intensive care
units,[104] has now been replicated in studies of other
SSRIs.[95,104,105] Casper and colleagues compared
children exposed to SSRIs throughout pregnancy, to
those exposed during the third trimester only, and chil-
dren of depressed mothers who did not take antide-
pressants. When the groups were compared for time
of antidepressant exposure, they found that only late
exposure was associated with neonatal complications.

The third-trimester-exposed infants had significantly
decreased Apgar scores at one and five minutes and
increased risk of admission to neonatal care units
(27% versus 8% of controls and no admissions for
children exposed to SSRIs in the first trimester only).
[106]

Thus, research suggests that 20–30% of third-
trimester SSRI-exposed infants show symptoms of poor
neonatal adaptation due to either drug withdrawal
or the effect of medication itself. Symptoms vary in
intensity and duration, and include respiratory distress,
hypotonia, or convulsions.[103,104,107] In response to
the accumulating data that exposure to antidepressants
during the last trimester of pregnancy increases the
risk for neonatal complications, the Pediatric Advisory
Committee has recommended withdrawal of antide-
pressants prior to the anticipated last week of preg-
nancy.[108] The short-term and long-term effects of
antidepressant exposure in utero on neurodevelopment
remains controversial and largely unknown. Casper and
colleagues compared mental and motor development
of children, aged six to forty months, of depressed
mothers who took SSRIs with the scores of mothers
who did not take SSRIs. The pediatricians and neu-
rologists who examined the infants were blinded to
the infants’ exposure history. Although Bayley scales
of mental development (MDI) did not show any differ-
ences, the Psychomotor Development Index (PDI) did
show that prenatal SSRI exposure was associated with
increased abnormalities in fine motor development in
prenatally exposed children. Behavioral Rating Scale
(BRS) showed significant differences in motor quality,
specifically in the areas of fine motor movement. There
was also a trend for increased tremulousness.[104]
Similarly, Zeskind and Stephens[109] recently com-
pared seventeen SSRI-exposed newborns to seventeen
nonexposed full-birth-weight newborns without obvi-
ous medical problems and evaluated behavioral states,
startles, and tremulousness for one hour between feed-
ings. Heart Rate Variability (HRV) was assessed as
well. SSRI-exposed infants had a shorter mean gesta-
tional age, were more motorically active and tremu-
lous, showed few rhythms in HRV, had fewer changes
in behavioral states, fewer different behavioral states,
and more rapid eye movement sleep. After effects of
gestational age were covaried, significant differences
continued to be found in tremulousness and in all mea-
sures of state and sleep organization, but effects on star-
tles, motor activity, and rhythms in HRV were no longer
significant.

To date, only two SSRI neurodevelopment follow-up
studies have been completed. As previously described,
Nulman and colleagues compared children fifteen to
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seventeen months of age who had been exposed to
TCAs (n = 80) or Fluoxetine (n = 55) to a control
group of unexposed children of nondepressed moth-
ers (n = 84). They found no differences in IQ, lan-
guage, behavior, or temperament.[90] These investi-
gators recently replicated their findings with a study,
which followed a cohort of children exposed to fluoxe-
tine (n = 47) and TCAs (n =47) for the entire pregnancy
and found no neurobehavioral problems.[110] To our
knowledge, no other follow-up studies have yet been
completed. Animal models have shown that serotonin
has important, although poorly understood, develop-
mental effects on the brain.[111] Recently, Ansorge and
colleagues have reported that inhibition of 5HTT with
fluoxetine during early development led to abnormal
emotional behavior in adult mice. The effect of expo-
sure to fluoxetine in utero mimicked the behavior of
mice genetically deficient in 5HTT expression; specifi-
cally, the animals demonstrated decreased exploratory
behavior and impairment in shock avoidance.[112]
Thus, at this time, the follow-up data of children
exposed to antidepressants in utero remain sparse,
and therefore it cannot be concluded that these med-
ications may not have long-lasting neurobehavioral
effects.

Women taking fluoxetine and planning to discontinue
medication once they have a positive pregnancy test
should be switched to another SSRI such as sertraline
(Zoloft) that has a shorter half-life. Fluoxetine’s active
metabolite, norfluoxetine, remains in the body for
nearly two weeks after the last dose, which prolongs the
period of fetal exposure to the medication.[113] Women
who plan to abruptly discontinue their SSRI medica-
tion should be cautioned about the possible emergence
of a flu-like syndrome with antidepressant withdrawal,
which does not appear to be dangerous but may exacer-
bate pregnancy symptoms such as nausea, malaise, and
headaches.[114] Infertility patients taking antidepres-
sant medications should also be warned about recent
reports of SSRI-induced galactorrhea and hyperpro-
lactinemia (nonpregnancy-related milk production and
lactation). Several case reports have emerged in the
literature, suggesting that sertraline,[115,116] paroxe-
tine,[117] and fluoxetine,[118] may, in rare cases, be
associated with increased prolactin levels. The mecha-
nism of action is not clear, but it is postulated that SSRIs
may elevate serum prolactin through serotonergic acti-
vation of prolactin-releasing factors.[119] Because pro-
lactinemia is associated with subfertility, it is impor-
tant that women on SSRIs examine themselves for the
onset of breast discharge, have their prolactin levels
carefully checked, and consider switching to a tricyclic
antidepressant.

Men on antidepressants should also be warned about
the possible connection between these medications
and subfertility. Initiation of the antidepressants trim-
ipramine, clomipramine, and nefazadone has been
associated with decreased spermatogenesis and sperm
motility in case reports and small studies, and no data
exist regarding the SSRIs or other newer antidepres-
sants.[120] Furthermore, antidepressants may decrease
fertility in men by their adverse effects on sexual func-
tion. Rates of these side effects vary among studies, and
clearly an estimate of the true incidence is obscured by
issues in reporting. The SSRIs and Venlafaxine are the
medications most frequently associated with decreased
libido, erectile dysfunction, and anorgasmia and rates
range from 30–60%.[121]

Finally, it is important that clinicians warn infer-
tility patients considering antidepressant continuation
or initiation about the ongoing controversy regard-
ing whether these medications are associated with
miscarriages. For instance, a recent meta-analysis of six
cohort studies of 1,534 antidepressant exposed women
and 2,033 nonexposed women found that exposure
to antidepressants was associated with a significant
increase in rates of spontaneous abortion (3.9%). No
differences were found among classes of drug.[122]
Only one study exists to date investigating whether the
use of SSRIs in pregnancy is associated with differential
outcomes in IVF treatment.[123] In this retrospec-
tive chart review study, IVF outcome measures were
compared for women taking SSRIs and women not
taking SSRIs. The groups were matched for type of
infertility diagnosis and the following IVF variables
were compared: peak estrogen level, number of oocytes
retrieved, number of oocytes fertilized on day 1 and per-
centage of zygotes reaching eight-cell stage on day 3,
percentage reaching blastocyst on day 5 or day 13, and
day 15 hCG levels. Although no statistical differences
were found between the two groups on IVF laboratory
measures, 40% of women taking SSRIs had ongoing
pregnancies compared with 51% of women not taking
medication. It is important to note that treatment out-
come of IVF in patients taking an SSRI compared with
patients not taking an SSRI may have been related to
the presence of depression itself, as the control group
was not matched for depression scores.

Thus, another conundrum in counseling women
regarding risks versus benefits of antidepressant expo-
sure is the question of whether underlying depres-
sion is associated with an increased risk for infer-
tility. Two studies have reported that women with
infertility of unknown origin had higher lifetime preva-
lence of major depression and that the depression fre-
quently predated the diagnosis of infertility.[124,125]
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Recently, researchers have attempted to clarify whether
the presence of current depressive symptoms affects
the outcome of fertility interventions. Thiering and col-
leagues’[126] prospective study of IVF patients reported
that women with elevated depression scores at the start
of treatment had significantly lower pregnancy rates
than women who were not depressed. However, inter-
pretation of this study was limited by a lack of clarifi-
cation of important IVF outcome variables in the two
groups, such as number of high-quality blastocystes
transferred. Demyttenaere and colleagues[127] did con-
trol for these IVF variables and reported that women
with a higher Zung depression score at the beginning of
the IVF cycle, and greater depressed coping score, had
significantly lower pregnancy rates. In another prospec-
tive study, 291 women were evaluated for depression
prior to IVF with and without ICSI. After age and num-
ber of previous pregnancies were controlled for, depres-
sion scores were significantly negatively correlated with
pregnancy.[128]

As Rubinow and Roca[129] hypothesized, depression
may affect behaviors associated with fertility, such as
loss of libido leading to decreased sexual activity, or
the underlying hypothalamic dysregulation associated
with depression may compromise reproductive mech-
anisms and events. For instance, two recent studies
have shown that women with major depression demon-
strated abnormal regulation of luteinizing hormone
(LH) pulses when compared with nondepressed con-
trols.[130,131] Furthermore, the hyperactivity of the
hypothalamic pituitary adrenal system (HPA) in major
depression may also play a role in subfertility. Recently,
Weber and colleagues[132] reported that hypercorti-
solemic women with severe major depression also had
higher androstenedione and testosterone levels com-
pared with age-matched controls. Thus, the neuroen-
docrinologic mechanisms by which major depression
may affect fertility are complex and controversial, and
further studies are needed to evaluate this intriguing
relationship. At this time, we can only counsel patients
that the long-term effects of untreated depression on
fertility are not known, but clearly affect behavior and
quality of life.

Women taking mood stabilizers, such as lithium
for bipolar disorder, should be counseled about the
high rates of relapse with abrupt medication with-
drawal.[133] In addition, the abrupt changes in hor-
mones postpartum have been shown to be associated
with increased risk for bipolar relapse.[134] While no
studies have yet been done evaluating the effects of
infertility medications on mood in women with bipo-
lar disorder, it may be expected that hormonal changes
during IVF may increase relapse risk. Mood stabiliz-

ers, such as lithium, have been associated with an
increased risk of congenital malformations, so the risks
of maintaining a woman on medication should be care-
fully weighed against the risk of withdrawing medica-
tion. Women without a history of severe illness can be
tapered off their medication, while women with a his-
tory of dangerous relapses may be maintained on the
lowest possible dose of lithium. The risk of cardiac
defects with lithium is less than previously thought,
approximately 0.1%; however, this estimate is still ten
to twenty times greater than the risk in the general pop-
ulation.[89]

Because valproic acid is now a first-line treatment
for mania in bipolar disorder,[135] clinicians may
increasingly see women on these medications present-
ing for infertility treatment. First-trimester exposure to
valproic acid is associated with a 1–5% risk of spina
bifida, while exposure to carbamazepine is associated
with a 1–1.5% risk. Therefore, it may be safest to switch
women taking these anticonvulsant mood stabilizers to
lithium.[89]

It has been repeatedly documented that the post-
partum period is associated with an increased risk of
relapse in bipolar disorder patients,[136] so patients
should be counseled about the benefits of resuming
mood stabilizer medication immediately postpartum
and relinquishing breast-feeding.[134,136,137]

While the above-mentioned medications, antidepres-
sants, and mood stabilizers remain the primary phar-
macologic agents for the treatment of affective disor-
ders, it is important to mention the emerging body
of literature on the use of omega-three fatty acids for
the treatment of both unipolar and bipolar depres-
sion. Omega-three fatty acids (n3FA) are a subset of
polyunsaturated fatty acids (PUFA) present in cell mem-
branes and which have an important role in affect-
ing cell structure and function. Omega-three fatty acids
include eicosapentaenoic acid (EPA), docosahexaenoic
acid (DHA), and alpha-linolenic acid (ALA). Significant
decreases of plasma n3FA and/or increases in the omega
6/omega 3 plasma ratio have been implicated in the
development of mood disorders because these alter-
ations have been found in the plasma and erythrocytes
of patients with major depression,[138–140] and in
patients who have attempted suicide.[141]

Recently, omega-three fatty acids have been identi-
fied as having a possible role in the etiology, treat-
ment, and prevention of antenatal and postpartum
depression. A large epidemiological study reported that
the point prevalence of postpartum depression was
inversely related to maternal consumption of seafood
rich in omega-three fatty acids and specifically to
higher concentrations of DHA.[142] In two studies
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of women without a history that would lead to an
increased risk for postpartum depression, plasma phos-
pholipid DHA levels have been correlated with depres-
sion levels postpartum.[143,144] To date, treatment
studies of n3FA in postpartum depression have achieved
mixed results[145–147] and research is needed to clar-
ify whether n3FAs are a viable treatment alternative for
major depressive disorder during pregnancy and the
postpartum period. These nutritional supplements are
ideally suited for pregnancy because of their multiple
health benefits to both fetus and mother. Specifically,
preliminary reports suggest that n3FA supplementa-
tion during pregnancy may lengthen pregnancy dura-
tion,[148] improve cognitive development,[149] and
reduce the risk of developing allergic disorders[150] in
children exposed to supplementation in utero.

Anxiety Disorders
The effect of infertility treatment on anxiety disor-
ders has not been studied. Because anxiety disorders,
such as obsessive-compulsive disorder (OCD), typically
increase during times of stress, it can be expected that
patients with these disorders will experience exacerba-
tions of their symptoms during the process of infer-
tility diagnosis and treatment. Patients with contami-
nation obsessions and cleaning rituals may experience
increased anxiety due to the responsibility of sterile
technique associated with injections. These patients
may find that they experience excessive hand wash-
ing before and after injections, and they will need
extra guidance and reassurance regarding sterile tech-
nique. Behavioral strategies for managing their symp-
toms should be implemented, such as strict time lim-
its on hand washing prior to and after injections and
thought-stopping for obsessive, intrusive thoughts.

Infertility treatment with the Gn-RH agonists
requires injections; therefore, it may be an overwhelm-
ing proposition to a patient with needle phobia. Because
needle phobia is the most common specific phobia in
the general population,[20] clinicians should inquire
about the presence of this disorder prior to assum-
ing that a patient or her partner can assume respon-
sibility for injections. If a patient does experience nee-
dle phobia, treatment should consist of desensitization
exercises. However, some needle phobia anxiety maybe
successfully addressed via the new ovulation induction
medication dispenser.

The effect of anxiety disorders on pregnancy remains
controversial. As previously discussed, progesterone
metabolites interact with the GABA receptors in a man-
ner similar to barbiturates,[40] so theoretically the
increased progesterone in pregnancy may be associated
with decreased anxiety. However, not all women report

an improvement in anxiety during pregnancy, and stud-
ies have shown that panic and OCD symptoms may in
fact emerge or worsen during pregnancy.[31] As with
bipolar disorder, the postpartum period appears to be
the time of greatest risk for relapse or escalation of
symptoms in panic disorder and OCD patients.[151]

Infertility patients taking benzodiazepines for their
anxiety should attempt to taper off these medications
because therapeutic doses have been associated with
an increased risk of cleft abnormalities.[89] Patients
who are benzodiazepine dependent should be coun-
seled that these medications should be tapered over
time and not abruptly discontinued because of the risk
of a unpleasant withdrawal syndrome similar in pre-
sentation to alcohol withdrawl with tachycardia, unsta-
ble blood pressure, and gastrointestinal complaints. Tri-
cyclic antidepressants or SSRIs may be substituted for
anxiolytics in women who are unable to manage with-
out medications. Cognitive behavior therapy should
always be the first-line treatment in infertility patients,
pregnant women, and nursing mothers.[152]

Personality Disorders

Borderline Personality Disorder
The most common and troubling personality disorders
challenging the infertility treatment team and thera-
pist are the ‘cluster B’ patients; borderline, narcissistic,
and histrionic personality disorders. The use of prim-
itive defenses by individuals with borderline personal-
ity disorder can be a major obstacle to infertility treat-
ment. Projection of poor self-esteem and fears of aban-
donment may disrupt patients’ relationship with infer-
tility caregivers. Patients may perceive rejection in a
clinician’s hurried appointment or delayed call-back,
leading to intense, disruptive rage reactions and split-
ting. Frequently, the physician will remain the ‘good
object’ because these patients often have intense, ide-
alized transference reactions. Patients believe their pri-
mary caregivers have the ultimate power over their fer-
tility and reproductive treatment plans. Clinic support
staff, such as nurses, receptionists, and administrative
personnel, more often bear the brunt of these patients’
angry outbursts. It is extremely important that infer-
tility treatment personnel become educated about such
primitive defenses, so that they can approach patients in
a dispassionate, clinical manner to minimize splitting.
Clinical staff should be educated and/or reminded that
these patients will not change their personalities but
respond to limit setting and consistency. Angry rebut-
tals to such patients’ rage will only fuel the projective
fires and lead to canceled or disrupted cycles and staff
disturbances.
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Persons with borderline personality disorder have
problems with boundaries and entitlement that may
also pose major problems for medical staff. These
patients desperately need clear, articulated, and
immutable boundaries. For instance, if they keep call-
ing after hours for questions that could be addressed
earlier in the day, they need to be reminded in a calm,
caring way that the on-call staff is only for emergencies,
and criteria for emergencies should be reviewed. These
boundaries often need restating several times.

Because borderline patients are already emotionally
labile and frequently suffer comorbid depression,[153]
they may be especially sensitive to the effects of infer-
tility medications on mood. The dysphoria, increased
anxiety, and irritability associated with some infertil-
ity medications may be frightening to these patients.
Similarly, the ‘rollercoaster’ of emotions associated with
infertility treatment may further destabilize this group
of affectively labile women.

Finally, in borderline personality disorder, patients
have a high prevalence of history of sexual abuse[,154]
and the infertility evaluation and treatment process
include many invasive, frequently painful procedures
that may trigger increased anxiety, flashbacks, and
intrusive memories. These patients should be carefully
educated about all of the steps involved in treatment. If
care is being provided at a teaching hospital, it is best
that examinations and procedures be performed by one
caregiver and his or her team, rather than by a ‘revolv-
ing’ door of students and residents, which may heighten
anxiety and threaten the fragile sense of bodily integrity
that these patients have. Some women who have been
victims of sexual abuse prefer female gynecologists, and
their requests should be met with understanding and
accommodation, if possible.

Borderline patients may enter a mental health prac-
tice in two ways; self-referral because of emotional
distress or referral by the infertility team because of
disruptive behavior in the clinic. In both situations,
mental health clinicians must adhere to a fundamen-
tal treatment principle with these patients: Compas-
sionate limit-setting, because they will often attempt
to engage their therapists in their battles with the
clinic, furthering the splitting process. Initially, psy-
chotherapy with borderline patients undergoing infer-
tility treatment should be extremely supportive and
educational. Once stabilized, these patients may ben-
efit from the use of other treatment modalities, such
as dialectical behavioral therapy, a form of cognitive-
behavioral therapy.[155] Psychopharmacological inter-
ventions may be necessary for the management of
comorbid major depression and anger.

Narcissistic Personality Disorder
Because infertility is by its nature a ‘narcissistic injury,’
patients with narcissistic personality disorder can be
expected to be at risk for decompensation during
infertility evaluation and treatment. Common reac-
tions include narcissistic rage and devaluation of care-
givers. Narcissistic patients may have trouble follow-
ing directions because they are so humiliated at being
in such a dependent position. For instance, they may
choose their own treatment plan (e.g., taking more
or less of a medication than recommended) to assert
their autonomy and authority, and they may fail to
ask questions when they are confused (in part due
to their arrogance and grandiosity). When faced with
such patients, infertility clinicians must continually
remind themselves that these patients, at their core,
suffer from tremendously low self-esteem.[156] Ther-
apeutic management of a narcissistic patient includes
friendly acknowledgment of their intelligence and fund
of knowledge about infertility, but clear and firm recom-
mendations regarding treatment plans. Clinicians can
expect that angry confrontation or disavowal of a nar-
cissist’s ideas will lead to rage reactions and should be
avoided, if possible. Psychopharmacological treatment
is typically not helpful in these patients, who will not
change because they see others as having problems, not
themselves.

Histrionic Personality Disorder
Patients with histrionic personality disorder will chal-
lenge infertility clinicians with their somatization of
affect. They are less likely than borderline or narcissistic
patients to split their caregiving team into adversarial
positions, but they may create chaos and confusion due
to their over-the-top emotionality and, in so doing, dis-
rupt their care. For instance, the histrionic amplifica-
tion of symptoms may lead to excessive testing, unnec-
essary changes in medication dosage, excessive phone
calls, and extra appointments. Clinicians will be called
on to differentially diagnose histrionic complaints from
true, potentially life-threatening, treatment-emergent
side effects, such as ovarian hyperstimulation syn-
drome. Infertility clinicians can help these patients
by redirecting their somatic preoccupations and facil-
itating the expression of their psychological distress
through referral to a mental health professional. Ther-
apy necessarily focuses on exploration of underlying
psychodynamic and interpersonal conflicts and more
effective methods of experiencing and communicating
their feelings. Psychopharmacological interventions are
typically not useful, although these patients prefer a
medical explanation and treatment of their distress.
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TABLE 6.2. Personality types and infertility[157]

Personality structure Reaction to infertility

Obsessive: orderly, systematic, perfectionist, inflexible Infertility is seen as punishment for letting things get out of
control

Narcissistic: self-involved, angry, independent, perfectionist Infertility is seen as an attack on autonomy and perfection
of self

Borderline: demanding, impulsive, unstable Infertility is seen as a threat of abandonment

Dependent: long-suffering, depressed, submissive Infertility is seen as expected punishment for worthlessness

Avoidant: remote, unsociable, uninvolved Infertility and its procedures are seen as a dangerous
invasion of privacy

Paranoid: wary, suspicious, blaming, hypersensitive Infertility is seen as annihilating assault coming from
everywhere outside of self

Obsessive-Compulsive Personality Disorder
The disruptive nature of infertility treatment repre-
sents extended torture to many patients with OCD.
Patients with this disorder long for a sense of con-
trol in their lives and normally rely on a devotion to
work, schedules, rituals, and productivity to manage
anxiety. Infertility diagnosis and treatment signify a loss
of control because despite multiple attempts to control
patients’ chances for conception through procedures,
the end result is ultimately out of the control of both
patients and clinicians. Consequently, OCD patients can
be expected to experience significantly increased stress
and anxiety during infertility procedures and failed
treatment cycles, which may lead to increased irritabil-
ity, anger, and a need to control the medical team or
treatment protocol and their own behaviors. Providing
a predictable medical environment can alleviate some
of the stress for these individuals. Clinicians working
with OCD patients should attempt to provide consistent,
timely information and engage them in clinical deci-
sion making, when appropriate. Psychopharmacologi-
cal treatment is highly recommended in these patients,
particularly SSRIs. Psychotherapeutic interventions
are also helpful in symptom management and encour-
aging improved coping skills and stress management.

Avoidant and Dependent Personality Disorder
Patients with avoidant and dependent personality dis-
order can challenge the infertility medical team as well,
although their interpersonal style is usually more sub-
tle and insidious than the disorders just discussed.
These patients may engender maternal and paternal
feelings in their caregivers, which may lead to excep-
tional dependence. They may leave all medical deci-
sions up to their clinicians, and caregivers should be
careful to involve these patients in medical plans. It is
important to note, however, that within certain cultures

it is considered appropriate behavior to be deferential
and/or dependent with medical caregivers. As such, this
is appropriate behavior a culturally and not a personal-
ity disorder.

In summary, personality disorders and traits may
have important effects on infertility patients’ ability to
cope and comply with treatment. It is extremely impor-
tant for infertility clinicians to be aware of the varying
personality types and their defensive behaviors as out-
lined in Table 6.2.

Drug Interactions

Drugs used in infertility treatment may interact with
psychotropic medications, influencing their bioavail-
ability and thus potentially affecting both infertil-
ity and psychiatric treatment. Synthetic estrogens are
metabolized by the cytochrome P-450 system in the
liver; consequently, they affect psychotropic drugs that
are also metabolized by this system. As reviewed by
Jensvold,[82] in general, oral birth control pills stim-
ulate metabolism of drugs metabolized conjugatively
and by glucuronidation, such as the benzodiazepines,
lorazepam and oxazepam, which may be associated
with decreased serum levels of these drugs. Oral
birth control pills impair clearance of oxidatively
metabolized drugs, such as the alprazolam, triazolam,
and imipramine, thus potentially leading to increased
serum levels.[63]

The mood stabilizer, carbamazepine induces cyto-
chrome P-450, leading to increased oral birth control
metabolism; thus, this medication combination may
lead to failure of ovulation suppression.[82] Women
taking carbamazepine should be counseled to inform
their reproductive endocrinologists about their medi-
cation so that higher doses of an oral birth control pill
may be used for pre-IVF down-regulation.
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Bromocriptine is a dopamine agonist; therefore, com-
bining it with other dopaminergic agents such as bupro-
pion (Wellbutrin) or Venlafaxine (Effexor) may lead
to symptoms of dopaminergic toxicity (e.g., hyper-
tension, stereotypy, and confusion). Women taking
bromocriptine who are started on a tricyclic antide-
pressant should be warned about the increased risk of
orthostatic hypotension with the combination of these
two medications.

THERAPEUTIC INTERVENTIONS

Increasingly, psychiatrists are working either as infertil-
ity counselors or with infertility counselors to improve
the care and well-being of men and women undergo-
ing treatment for infertility. They provide patient care,
conduct research, and educate patients, professionals,
and the public about the importance of mental health
care during infertility medical treatment. As such, they
are typically not the patient’s sole caregiver and may or
may not be aware that their patient is infertile and/or
undergoing medical treatment for it. Additionally, some
patients may be reproductive helpers (e.g., gestational
carrier, oocyte donor, surrogate, or embryo donor) with
a current or past mental health diagnosis that was or
is affected by their reproductive experience (see Cha-
pter 19). While clinical treatment of infertile patients
with concomitant mental health disorders was add-
ressed in earlier sections, this section addresses how
the psychiatrist can facilitate therapeutic interventions
that involve collaboration of patient care, specifically
when it involves denial of treatment due to confounding
mental health problems and/or psychopharmacological
contraindications.

Collaboration with the Reproductive
Medicine Team

Some infertility clinics recommend or require that the
patient inform all caregivers (e.g., psychiatrist or any
other medicating physician) that he or she is under-
going infertility treatment. This requirement improves
patient care (e.g., reducing the potential for drug inter-
actions) and reinforces a collaborative approach to
infertility treatment. This is even more important when
the patient also has complicating medical conditions
for which they are being treated with medications. Fre-
quently, infertile individuals do not tell the reproductive
medicine team about their mental diagnosis or treat-
ment for it because they are embarrassed about the
diagnosis; fear that infertility treatment will be denied
or postponed because of the diagnosis; or they do not

consider it relevant (i.e., they are unaware of the poten-
tial for drug interactions and consider the issues as
‘two separate problems’). Patient education is highly
important in the treatment of these patients – by both
the MHP and the reproductive medicine team. Ideally,
decisions about psychotropic medication usage and
reproduction are made collaboratively with the patient
(and partner) as educated participants in the decision-
making process. One way of facilitating this process is
an explicit treatment plan which the patient and psychi-
atrist have collaboratively designed and which specif-
ically addresses psychotropic medications. A copy of
this plan should be given to the patient and sent to the
reproductive medicine team (with the patient’s permis-
sion). The plan should address setbacks (whether men-
tal health or medical, such as a failed treatment cycle),
crisis intervention, and pregnancy. While the psychi-
atrist may write and share (with the patient’s autho-
rization) a complete report, it is helpful that the report
includes a brief summary of the plan, usually at the
end of the summary for easier reading and access. The
summary may also include the psychiatrist’s recom-
mendations on psychotherapy (e.g., infertility-specific
counseling, chemical dependency treatment, or support
group); particular concerns or alerts (e.g., what may
trigger setbacks, marital problems, or life stressors that
may have an impact on the patient’s coping); and/or
other useful information (e.g., how often the patient is
being seen and emergency contact numbers).

Very often infertility clinics and reproductive medi-
cine facilities do not have formal protocols for han-
dling patients with concomitant mental health prob-
lems. Situations are handled on a case-by-case basis
even when the clinic has a non-psychiatrist MHP on
staff. Or the clinic may leave all mental health issues to
the non-psychiatrist MHP who may or may not be qual-
ified to address them. Although some psychologists and
nurses are trained and qualified to prescribe or monitor
psychotropic medications, these mediations remain the
expertise of psychiatrists, highlighting the importance
of psychiatrists as caregivers, consultants, and/or refer-
ral sources. Psychiatrists can facilitate collaboration
by providing educational presentations at reproductive
medicine clinics; establishing a working relationship
with clinic staff (particularly the MHP); and/or work-
ing with the infertility center to establish how to best
meet patient care needs. As noted earlier, despite the
preponderance of mental health disorders, the major-
ity go untreated at great cost to individuals, their fam-
ilies, and the community at large. Infertile men and
women are known to be psychologically and often phys-
ically vulnerable. It is imperative that the psychiatric
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needs of infertile patients be recognized and proactively
addressed.

Denial or Deferment of Treatment

According to the American Society of Reproduc-
tive Medicine (ASRM) Ethics Committee Report on
Child-Rearing Ability and the Provision of Fertility Ser-
vices, fertility treatment providers may decline to treat
a patient on well-substantiated conclusions that the
potential parent will not or cannot safely care for a
child.[157] The committee report recommends that
infertility clinics have clear, written exclusion policies
and use a team approach to decision making. This
report also notes that the disabled (mentally or physi-
cally) should not be denied treatment except when they
fall within the narrowly defined parameters outlined
within the recommendations and should be applicable
to all patients.

Psychiatrists must always consider this factor when
treating infertile men and women – something neither
caregiver nor patient may want to do. It is not easy to
recognize that a patient’s mental diagnosis and medi-
cation regime may be a contraindication for proceed-
ing with medical treatment for infertility (and/or even
parenthood). It is even more difficult when this fact
may trigger increased patient mental (and social) dis-
tress and symptomatology. For this reason, it is impera-
tive that the caregiver be cognizant of countertransfer-
ence issues; consider the best interests of the patient,
his or her partner, and any potential children; and take
responsibility for appropriate patient care and educa-
tion. Educating the patient and making them part of the
decision-making process can facilitate these deci-
sions while minimizing distress, particularly when the
patient’s partner recognizes and is supportive of the
caregiver’s concerns even though the patient is not.

Denial or postponements of treatment decisions are
always best when the patient self-nominates: He or she
acknowledges and accepts that their reproductive goals
are in conflict with their mental health goals at this
time. Most often, mental health disorders involve the
deferment of treatment rather than categorical denial of
treatment. Patients may be asked to postpone reproduc-
tive treatment to address ongoing and current mental
health problem(s) such as changing to a reproductively
safer psychotropic medication or completion of a chem-
ical dependency or eating disorder treatment program.
Denial or postponement decisions can be more com-
plex when the patient is a reproductive tourist and/or
reproductive helper (e.g., surrogate, gestational carrier,
or oocyte donor) who may or may not be aware of a

mental diagnosis prior to volunteering or recruitment.
Although patients (or their partners) often react with
distress, resistance, and even overt hostility to these rec-
ommendations, those who comply typically feel posi-
tively, even grateful, for the assistance.

Categorical denial of treatment due to a mental health
disorder is more difficult – and should comply with pro-
fessional guidelines that are very specifically defined.
These situations usually involve intractable and chronic
disorders that impair the patient’s functioning, ability to
provide informed consent, and/or endanger the patient,
others, and/or a potential child. Unfortunately, in such
cases, psychiatrists and other MHPs may easily recog-
nize (and document) the mental disorder. Contraindi-
cations for proceeding with the reproductive plan are
abundantly obvious. However, patients are often unable
or unwilling to recognize or accept the diagnosis or
clinical assessment. For this reason, it is very impor-
tant to involve the reproductive treatment provider in
the assessment and recommendations, to ensure care-
ful decision making, and minimize patient hostility at a
single caregiver and/or prevent a revolving door process
of doctor shopping.

FUTURE IMPLICATIONS

Recent decades have seen a growing interest among
clinicians and researchers in psychiatric disorders in
women, their etiology, biology. Also of growing inter-
est is the impact of reproductive hormones on psycho-
logical symptomology. The dramatic increase and wide
variety of psychotropic medications providing more
effective and efficient psychopharmacological treat-
ment have improved the health and quality of life of
individuals, allowing them (in some instances) to pur-
sue reproductive choices they may have been denied in
the past. Although worldwide, patients with psychiatric
disorders are unlikely to see (or have access to) psychi-
atric treatment. Of increasing interest is how undiag-
nosed and/or untreated mental disorders impact repro-
ductive ability; infertility treatment outcomes; and/or
ability to comply (or proceed) with treatment.

SUMMARY

■ Personality disorders do not appear to be more
common in infertility patients, but when they do
occur, they can very disruptive to infertility treatment
and cause problems for staff and caregivers. Clini-
cians should be educated regarding the diagnosis and
management of primitive defenses, such as splitting
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and projection, in borderline, narcissistic, and histri-
onic patients.
■ Major depression is more common in infertility
patients than previously recognized; it is as prevalent
as in other chronic medical conditions.
■ Antidepressants should be used only when the risk
of not treating with medication is greater than the risk
of treating, such as suicidality, psychotic depression,
and severe vegetative depressions.
■ Women taking antidepressants or considering
starting these medications should be warned that
antidepressant exposure during the first trimester of
pregnancy may be associated with an increased inci-
dence of spontaneous abortion. The increased risk, if
it does exist, appears to be very small.
■ Infertility medications can affect the regulation of
mood and cognition – particularly in women. Care-
givers should be particularly attentive to this issue
when the patient has a history of psychiatric diagnosis
and/or displays psychiatric symptomatology whether
mild or severe.
■ Psychiatrist can be/are important members of the
reproductive medicine collaborative treatment as
caregivers, consultants, and/or educators.
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7 Evidenced-Based Approaches to Infertility Counseling

JACKY BOIVIN

By some small sample we judge of the whole piece.
– Cervantes

Despite some forty years of endorsement for psychoso-
cial interventions in infertility, there is poor integra-
tion of evidence and research into professional practice.
Indeed, research shows that practitioners are unlikely
to engage in research at postqualification level, tend
to rank research as a lower priority than clinical com-
mitments, and tend to regard the research literature as
irrelevant to their professional practice. This is a risky
stance because there is increasing pressure from third-
party payers, government agencies, and professional
organizations on practitioners to demonstrate both the
effectiveness and efficiency of their services. Infertility
counselors need to find a way to integrate research and
research findings into their everyday practice if they are
to meet these new challenges.

This chapter presents the need for evidence-based
approaches to the practice of infertility counseling and
provides a framework for clinicians to meet this chal-
lenge.

This chapter

■ summarizes recent findings on effectiveness of coun-
seling in infertility;
■ describes frameworks relevant to the integration of
research and practice, and the execution of evaluation
studies;
■ discusses the application of research in everyday
practice;
■ examines research issues in private practice.

HISTORICAL OVERVIEW

The provision of psychosocial interventions for infer-
tile couples has been strongly recommended since the
consumer advocacy work of Barbara Eck Menning[1]
directed clinical and research attention to emotional
distress as a consequence of infertility rather than, as
had been the emphasis until then – a cause of fertility

problems. Her recommendation to provide psychoso-
cial services to infertile couples has been reiterated by
regulatory bodies in several countries, various associa-
tions involved in the care of infertile couples both at
a professional and community level as well as those
of numerous mental health professionals working with
infertile couples. Moreover, the recommendation is con-
sistent with the interest infertile people themselves have
expressed in receiving more psychosocial help.

In response to these recommendations, numerous
interventions have been developed from a range of the-
oretical perspectives, for example, theories of grief and
loss and crisis, or cognitive-behavioral theory. The ther-
apeutic goals in these interventions have been in accor-
dance with the negative effects observed in clinical work
and empirical studies, namely, the reduction of distress,
enhanced coping skills, improvement in quality of life
and interpersonal relationships, and/or increased preg-
nancy rates.[2] The sustained interest in psychosocial
interventions is also due to compelling research demon-
strating that psychological factors can have a negative
impact on the course of treatment.[3–6]

Despite some forty years of endorsement for psy-
chosocial interventions in infertility, it is surprising to
find that only twenty-five to thirty independent stud-
ies have evaluated the effectiveness of psychosocial
interventions. Indeed, there is a staggering disparity
in the percentage of published counseling studies rec-
ommending specific interventions (i.e., 94%) and those
evaluating their effectiveness (i.e., 6%).[7] However
remarkable this disparity may be, it is reflective of the
poor integration of evidence and research into profes-
sional practice shown in all professions concerned with
mental health.[8] Indeed, research shows that practi-
tioners are unlikely to engage in research at postqual-
ification level, tend to rank research as a lower prior-
ity than clinical commitments, and tend to regard the
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research literature as irrelevant to their professional
practice.[9] While the inequality between investment in
research and practice has, until now, been tolerated as
an inevitable reflection of the priorities of the practi-
tioner, the application of evidence-based principles to
medicine and the pressures of the managed healthcare
industry in the United States and other countries make
this tolerant attitude increasingly risky.[10]

Managed healthcare means growing demands from
third-party payers, government agencies, and profes-
sional organizations on practitioners to demonstrate
both the effectiveness and efficiency of their ser-
vices.[11,12] The influence of these commissioners on
practice cannot be underestimated. In a 1995 report
by Division 12 of the American Psychological Asso-
ciation (APA), eighteen psychological therapies were
pronounced effective (i.e., ‘empirically validated’) to
counter the increasing preference of insurers to fund
only evidence-based biological therapies (e.g., antide-
pressants) for psychological disorders.[13] While this
approach stopped the ebb of funding for listed thera-
pies, it practically killed the practice of those not on
the list (see Larner[10]). In the United Kingdom, the
National Institute of Clinical Excellence (NICE) has
similarly recommended specific ‘evidence-based’ treat-
ments for psychological disorders and only those treat-
ments are expected to receive funding from the National
Health Service (NHS).[14] These examples show that
current legislative emphasis has significantly influenced
therapeutic decision making, from intuition and clini-
cal judgment toward the use of research findings and
empirical evaluation.[12]

It would be a mistake to think that such systematic
comparisons of performance (so-called ‘league tables’)
are far removed from the field of infertility. In its
recent guidelines on evidence-based infertility treat-
ment, NICE recently recommended against the manda-
tory provision of psychosocial counseling for infer-
tility on the basis of its mixed evidence base. Thus,
however politically or financially motivated one per-
ceives these league tables to be (see, for example,
Larner[10]), all practitioners in the field of infertility
should consider the impact of this climate change on
their practice, and, in light of these precedents, should
be motivated to ensure that counseling makes it into
the club of exclusive evidence-based interventions in
infertility. In order to do that, there needs to be a
far better integration of research and practice in this
field.

Even if one wishes to ignore political issues, greater
integration between research and practice is warranted
because recent reviews[7,15] show that some inter-
ventions are not effective and that others vary signifi-

cantly in their effectiveness, indicating a need to mod-
ify current approaches to infertility counseling. The
Code of Practice for many helping professions requires
that practitioners undertake ongoing efforts to develop
and maintain their competence and ensure that they
are up-to-date with current best practice (e.g., Ameri-
can Psychological Association[16]). Thus, the research-
practice issue is also one concerned with the ethics of
practice.

In light of these considerations, two important goals
for the field in the next decade should be: (1) the gen-
eration of evaluation research on psychosocial inter-
ventions used in infertility, and (2) the integration of
this and other research (empirical and clinical) in prac-
tice. Fortunately, infertility counselors can learn from
decades of psychotherapy research in meeting both
these goals.

REVIEW OF LITERATURE

The published work dealing with psychosocial interven-
tions in infertility has recently been reviewed; therefore,
only key findings from this review will be presented here
(see Boivin[7] for a detailed analysis). In this review,
a systematic literature search procedure was under-
taken to identify all studies evaluating the effect of a
psychosocial intervention on at least one outcome in
people with fertility problems (between the years 1966
and 2001). A total of thirty-five studies were identified,
and of these only twenty-five were independent evalu-
ations. It should be noted that the studies varied dra-
matically in their quality and only eleven could be said
to meet current criteria for evidence-based medicine,
that is, studies that used a control group and that either
used random assignment to groups or a pre-to-post
design to account for the influence of uncontrolled fac-
tors on intervention effects. Furthermore, the patient,
therapists, and settings varied significantly among stud-
ies. Most clients were patients in treatment; most inter-
ventions were delivered to couples or groups; and the
average duration of interventions varied from one to
thirty-two weeks (average nine weeks), with an average
follow-up period of just over six months.

Despite this heterogeneity, it was possible to group
the psychosocial interventions into two broad classes,
counseling and educational interventions.1 The feature
that distinguished these classes was the therapeutic
objective. Educational interventions were designed to

1 In the original review, educational interventions were further
subdivided into focused (only one skill taught) or comprehensive
(more than one skill taught), but as the results did not differ accord-
ing to this distinction, it is omitted here.
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impart knowledge (e.g., medical, lifestyle) and provide
skills training, for example, improve stress manage-
ment,[17] coping skills,[18] or a combination of skills
(e.g., Domar et al.[19]; Clark et al.[20]). In contrast,
the main goals in counseling were emotional expres-
sion and support, and/or discussion of thoughts and
feelings related to infertility (as cause or consequence).
Counseling could be further classified into psychody-
namic (e.g., Kemeter & Fiegl[21]), cognitive-behavioral
(e.g., Liswood[22]), or infertility-focused counseling
(e.g., Wischmann et al.[23]). It was acknowledged that
the educational and counseling classes were not wholly
independent and that information could be provided
in counseling and emotional expression in educational
programs. However, the interventions were sufficiently
different in their emphasis to warrant separation into
these respective classes.

The Boivin[7] review highlighted the kinds of ther-
apeutic goals that could realistically be achieved with
the types of psychosocial interventions used with infer-
tile people. Reducing emotional distress (especially anx-
iety) and improving domains known to be negatively
affected by infertility (e.g., sex during the fertile period
and infertility-specific distress) were goals more likely
to be achieved than making changes to traits or altering
interpersonal relations (i.e., improved marital or social
relationships) or pregnancy rates. These conclusions
were based on the finding that about 49% of analyses on
negative affect (e.g., anxiety, depression) showed posi-
tive intervention effects compared with 27% of analy-
ses on traits and interpersonal functioning (e.g., per-
sonality features, marital functioning). Furthermore,
comparisons in studies with pregnancy as an outcome
were equivocal, as 62.5% of studies did not find a pos-
itive intervention effect. These findings were robust,
as they were found overall and in better-quality stud-
ies. The importance of negative affect (e.g., anxiety,
infertility-specific distress) as an outcome was consis-
tent with emotional distress being a frequent present-
ing complaint, but with it being a reasonable outcome
to target in the short duration of interventions typically
offered to infertile people (e.g., six months). It should
be noted that infertility-specific assessments tools were
more sensitive to treatment effects than were global
assessments.

The most successful interventions had a strong edu-
cational and skills training component and lasted about
twelve weeks with a follow-up period of at least six
months. The types of skills taught included relaxation
training (e.g., Stewart et al.[24]), sex techniques,[25]
or coping skills[18] whereas information mainly con-
cerned procedural information about upcoming medi-
cal tests and treatments (e.g., Takefman et al.[26]), and

the impact of lifestyle factors (e.g., Domar et al.[19])
or other health problems (e.g., obesity[20]) on fertility.
In contrast, counseling interventions that focused pri-
marily on emotional expression and support were less
effective.

Several hypotheses were offered to account for the
difference in effectiveness between educational pro-
grams and counseling interventions (see Boivin[7] for
detailed exploration). First, most educational programs
were group programs whereas counseling was almost
exclusively delivered to couples. Groups may have fea-
tures that are especially important to this patient group
(e.g., validation and normalization) or, alternatively,
aspects of counseling, for example, the male partner
being reluctant to participate, may have been detri-
mental. It is also possible that the therapeutic goals in
educational programs (e.g., increased frequency of sex
during the fertile period,[25] and improved relaxation
techniques[24]) can be more easily achieved or detected
at assessment than the more diffuse goals of counsel-
ing (e.g., working through grief[27]). Finally, counsel-
ing may be more useful with certain types of patients,
and the lack of differentiation among patient groups in
the review may have obscured these results. For exam-
ple, most patients were in treatment so that the strains
they were facing may have lent themselves well to tech-
niques used in educational programs (e.g., stress of
waiting for test results, decision making about particu-
lar treatments) whereas other patient groups, for exam-
ple, those ending treatment, may be facing other issues
(e.g., “Can I have a meaningful life without children?”)
that lend themselves better to a [couple] psychothera-
peutic counseling format.

Men and women benefited equally from interventions
despite the fact that men were generally less interested
or willing to participate in psychosocial counseling.
However, each may have benefited for different reasons.
For example, women report support groups to be use-
ful because of the sense of belonging and validation of
their reactions, whereas men report the groups to be
useful because of the practical information and advice
they receive.[28] Similar findings have been obtained
for gender differences in the perception of telephone
counseling.[29]

It should be noted that a recent meta-analytic anal-
ysis of the studies examined in the Boivin[7] review
was carried out by de Liz and Strauss.[15] The con-
clusions from both reviews were consistent. De Liz and
Strauss additionally proposed that the timing of inter-
ventions and assessments might be particularly impor-
tant to their effectiveness.

Overall, the review was important in bringing
together, for the first time, the outcome studies that
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examined the effectiveness of counseling, and in
demonstrating support for the use of psychosocial inter-
ventions in this field. However, the systematic search
also showed that too little attention had been devoted
to the evaluation of the interventions available and,
importantly, that practitioners were continuing to use
interventions that were not producing concrete gains
for people. These findings have implications for prac-
titioners and researchers, as noted previously. For the
practitioner, the findings point to the need to inte-
grate research findings into everyday practice. For the
researcher, the final recommendation of the review was
that attention be directed toward the ‘who,’ ‘what,’
‘when’ questions of counseling. That is, future eval-
uation studies need to yield relevant information for
the practitioner about what kinds of change are pro-
duced by what kinds of interventions, for what kind of
patients, by what kinds of therapists, and under what
kinds of conditions.[31]

THEORETICAL FRAMEWORKS

The two theoretical frameworks applied here are
the scientist-practitioner model and psychotherapeu-
tic outcome model. The scientist-practitioner model
describes a framework of principles to guide the appli-
cation of research findings to practice. The psychother-
apy outcome models provide approaches for the evalu-
ation of interventions in psychotherapy.

The scientist-practitioner (S-P) or Boulder model[32]
is the most common training model in clinical psychol-
ogy, and since its conception in 1949, has been adopted
by many more mental health professions (see, for exam-
ple, in counseling[12]). Individuals trained under this
framework are expected to carry out particular tasks
that will ensure an evidence-based practice. Practi-
tioners are expected to: (1) regularly read and apply
research findings to their practice; (2) follow a scientific
approach to clinical decision making and practicing;
(3) regularly evaluate their practice; and (4) conduct
clinically meaningful research, either on their own or in
collaboration with researchers.[33] By clinically mean-
ingful, it was meant that research should develop a bet-
ter understanding of human beings, as well as improve
the effectiveness and reliability of diagnostic proce-
dures, interventions, and methods to promote mental
health and prevent maladjustment.[32] There has been
much debate about how these goals and tasks can be
achieved in various contexts (a point returned to later),
and whether training under this framework versus any
other makes a difference to research output.[33] Despite
these debates, the continued endorsement of this model
in psychology and increasingly in other fields, suggests

that the principles of the S-P model target objectives
that are desired by many mental health professions, that
is practice should be influenced by research develop-
ments and vice versa.[11]

Models of psychotherapy outcome research have
yielded two approaches to carrying out evaluation stud-
ies. The first approach, which is intervention-focused,
assumes that an intervention is effective in producing
a benefit (e.g., decreased fear response) because of its
unique techniques (e.g., desensitization) derived from a
unique theoretical perspective (i.e., self-efficacy theory).
The questions addressed by this approach are whether
an intervention is effective, and if so, to what extent it
is compared to untreated or differently treated groups.
In terms of research designs, the gold standard for
this approach is the randomized controlled trial (RCT),
where consecutive patients are randomly assigned to
the experimental and control conditions. This type of
design is the least biased form of evidence because it
controls for nonspecific factors that may influence the
responses of experimental and controls groups on out-
come measures and, consequently, ensures that differ-
ences between groups treated and alternatively treated
groups on outcome measures are due to intervention
effects rather than to other factors not controlled as part
of the experiment.[34]

Practitioners interested in specific interventions can
evaluate entire intervention packages as they are ordi-
narily administered or ‘dismantle’ the intervention in
an effort to determine which aspect of treatment is the
active ingredient. For example, in early work, Domar
et al.[35] found that a mind–body program was effec-
tive in reducing emotional distress and increasing preg-
nancy rates in people who had been infertile for about
two years. This mind–body program (adapted for infer-
tile women from a program targeting other medical
conditions) combines relaxation training, peer support,
and lifestyle changes to effect positive change in a range
of domains. This uncontrolled research was followed-
up with an RCT, which compared the mind–body pro-
gram against a group that received peer support only
and a group that did not receive any intervention. In this
second dismantling study, it was found that while the
mind–body program was superior to support or con-
trol conditions on some psychological variables (e.g.,
stress-management skills, state anxiety, vigor[19]), it
was equivalent to the support group when it came to
pregnancy rates, and both were superior to the control
group.[36] Another form of outcome research exam-
ines varying the parameters of an intervention (e.g.,
number of sessions, number of clients in the group)
to discover how to maximize the benefits of a specific
intervention.[31] Many other designs can apply to this
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TABLE 7.1. Factors that are common across different types of therapies
that may be responsible for positive therapeutic effects[40]

Domain Examples

Client characteristics Positive expectations, initial client distress,
help-seeking behavior

Practitioner qualities Warmth, empathic understanding, socially
sanctioned healer, expertise

Change processes Opportunity for catharsis/ventilation, provision
of a rationale or explanation for the problem,
acquisition and practice of new behaviors;
emotional/interpersonal learning

Treatment structure Use of techniques/rituals, a healing setting,
communication, defined roles

Therapeutic relationship Development of an alliance, transference,
engagement

approach, but the main point is to focus on evaluating
individual therapies and their unique characteristics.
Research emanating from this approach has probably
contributed most to the league tables of empirically sup-
ported [psychological] treatments described earlier, as
well as to the generation of detailed ‘how to’ psychother-
apeutic manuals (i.e., so-called manualization) of many
interventions.[37]

The second approach to evaluation studies focuses
on what makes interventions similar and how that
explains positive change. This approach arises from
the paradoxical findings of several meta-analyses show-
ing that despite technical and theoretical diversity, psy-
chotherapy interventions all yield more or less the
same level of benefit.[38,39] Such findings suggest that
it is not the uniqueness of the intervention that is
important in generating benefits, but a set of general
clinical principles that must underlie all interventions
aimed at helping people. The integrationist perspec-
tive2 (or ‘common-factors’ approach) seeks to deter-
mine the core ingredients shared by different ther-
apies to develop more efficacious treatments based
on these commonalities. Grencavage and Norcross[40]
identified five domains of commonality across thera-
pies (see Table 7.1) and examined the extent of agree-
ment among therapists practicing from different per-
spectives about the importance of these domains. They
found that the common factors most therapists listed
as essential for positive change were the development
of a therapeutic alliance, opportunity for catharsis,
acquisition and practice of new behaviors, and the

2 It should be noted that this perspective is not the same as techni-
cal eclecticism that recognizes virtues of different techniques and
samples from them as needed to effect therapeutic change.

client’s positive expectations. It has
been argued that a significant propor-
tion of variance in therapy outcome can
be attributed to these common factors
rather than to unique features of inter-
ventions.[41]

Practitioners who carry out research
under this approach are more likely
to use process research and qualitative
methodologies than the randomized
controlled trial. In process research,
the researcher is interested in the phe-
nomenology of the therapeutic rela-
tionship with a focus on examining
how elements of that relationship (e.g.,
empathy, positive expectations, setting)
contribute to the overall gains made by
the patient.[31] In a review of evalu-

ation research in counseling, it was found that 45%
of studies investigated the effect of a common fac-
tor and about a third of studies used a descriptive
approach or qualitative approach to explain therapeutic
gains.[41]

From the types of designs used in evaluation stud-
ies in infertility, it cannot yet be determined which
approach (unique or common factors) will or should
dominate this field in the future. It should be noted,
however, that the area appears to have spawned its
own unique type of counseling, referred to as infer-
tility counseling, and this may lend itself more to a
common factors perspective. This intervention focuses
directly on reactions to infertility and on discussions
about the impact of infertility on various domains,
for example, marital and sexual relations, or on feel-
ings of masculinity or femininity. As practiced, it
would seem to be a form of eclecticism that evolved
organically from a humanist approach,[1] which has
assimilated techniques relevant to coping with fer-
tility from other perspectives (e.g., mourning from
grief and loss theory, or reality testing from cognitive-
behavioral approaches). Given this developmental his-
tory, it would be difficult to argue for the proposal that
infertility counseling is helpful because of its unique
features.

CLINICAL ISSUES

How can these theoretical frameworks and perspectives
help achieve the goals of integration and generation of
evaluation research? In this section, the application of
the five scientist-practitioner principles to practice are
discussed including methods to evaluate interventions
in private practice.
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Practitioners Need to Regularly Read Research

To read research, practitioners must have access to it.
Boivin[7] found that approximately 2,000 studies had
been published on psychosocial aspects of infertility in
the past thirty-five years, which would amount to read-
ing one paper per week. This is a reasonable task, even
for a busy practitioner – but only when the studies are
available. The studies examined in the review had been
published in about twenty psychology or medical jour-
nals, making the time and financial costs of accessing
the information significantly more demanding. Fortu-
nately, three electronic developments more or less help
to overcome such difficulties. First, electronic services
make access to information easier, more efficient, and,
in many cases, free. Access to abstracts from many jour-
nals is easy with free electronic search engines available
via the internet (e.g., PubMed). Many journals now have
online alerts that send the table of contents for each
issue to individual email accounts, reducing search time
(and providing a helpful cue to keep on top of new
research, editorials, and commentaries). Some journals
devote themselves to integrating research findings by
only publishing reviews or research syntheses (e.g., In
Session: Psychotherapy in Practice; Human Reproduc-
tion Updates), and signing up to their table of con-
tents service may be useful. Searching online bookshops
using relevant key words also allows easy access to
recently published books nationally and internationally.
A second important electronic tool is email. Email now
makes it possible to obtain published work directly from
authors, quickly and with relatively little cost. Increased
use of mail groups and networking among practitioners
and researchers increases opportunities to receive and
discuss new research. Finally, the greater precision of
search engines (e.g., Google) now makes it possible to
efficiently search for online help to better understand
the published research being read, whether that is to
find out about statistical tests, specific questionnaires,
or regulations about treatment in different countries.
In combination, these approaches can and should help
practitioners keep on top of new work (whether clinical
or research).

Practitioners Need to Follow a Scientific Approach
to Clinical Decision Making and Practice

The scientist-practitioner model encourages practition-
ers to adopt a scientific approach to clinical decision
making, although it fails to define or delineate what that
really means. The impression is that decisions should
be based on the application of research findings that
improve best practice, but how one evaluates these find-

ings or implements ‘best practice’ is not addressed.[42]
The principles of evidence-based medicine (EBM) were
designed to meet that goal, in that they offer a frame-
work to guide the search for and appraisal of clini-
cally relevant information. The need for the principles
espoused in EBM arose as a result of several factors in
clinical medicine that, not surprisingly, extend to men-
tal health professionals. There is a need for valid, up-
to-date information about assessment and therapeutic
interventions for a broad range of clients and prob-
lems, but most clinicians are unable to spend more
than a short period of time per week on study and
research.[43]

The process of EBM is fairly straightforward and can
be practiced by mental health professionals concerned
with the implementation of clinical decisions that have
empirical support. There are five basic steps (see Sackett
et al.[43] for detailed instructions of each step includ-
ing practice exercises) that can be briefly illustrated
with the following example. Suppose a forty-three-year-
old Egyptian woman contacts a counselor in Western
Europe because she has been experiencing acute dis-
tress since she and her husband decided to end infertil-
ity treatment and remain child-free.

First, the need for information is converted into an
answerable question (e.g., “In Egyptian women facing
permanent childlessness, is infertility counseling more
effective in reducing acute distress than an educational
group program?”).

Second, the best evidence with which to answer that
question is found. This would normally involve a search
of relevant databases or access to valid reviews. For this
example, one review found that educational programs
were superior to counseling interventions in reducing
acute distress.[7]

Third, the evidence is critically appraised for its validity,
impact, and applicability. In the review, none of the inter-
ventions were with Egyptian women or women who
had stopped treatment and only one study examined
the effect of the intervention according to pretreatment
distress.[7] That study showed that while infertility
counseling was not effective overall, it was beneficial
to highly distressed women.[44] This examination of
research suggests that the findings of the review may
not be applicable to this patient, and therefore more
relevant sources of information for the case at hand
need to be examined. Such findings indicate, for exam-
ple, that the transition from ‘not yet pregnant’ to ‘never
going to be pregnant,’[45] is slow and acutely distress-
ing because it involves addressing existential issues
about core beliefs and values. For example, the process
involves redefining the self and constructing a mean-
ingful life.[46] It was also found that acute distress was
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more common at the beginning of the transition pro-
cess, and when couples could not imagine a future life
without children or disagreed about future parenting
options.[46]

These findings were based on prospective empirical
studies of people who had just ended treatment, and
data were analyzed according to well-validated quanti-
tative and qualitative methods. It was also found that
in Egypt, infertility was highly stigmatizing and associ-
ated with much abuse of women, even if the woman was
not the source of the fertility problem (e.g., van Rooij
et al.[47]) (see Chapter 4).

Fourth, the critical appraisal is integrated with the clin-
ician’s clinical expertise and with their patients’ unique
psyche, values, and circumstances. The choice of an
effective treatment plan is hampered by the limited eval-
uation of interventions on samples similar to the pre-
senting client. Nevertheless, a counseling format was
chosen, given that the client was most likely to be fac-
ing existential issues whose exploration required a less
structured format than would be offered in educational
programs. Research findings suggested that a couple
approach would be most appropriate and this would be
offered to the client, even though cultural stigma about
psychological therapy made it unlikely that the husband
would be willing to take up this offer.

The final step in the EBM process requires that
clinicians evaluate their effectiveness and efficiency in
executing the EBM process and try to find ways to
improve them. For this example, the process of finding
information about this case showed a gap in knowl-
edge about this cultural group and people ending
treatment.

While the EBM process was briefly reviewed here, it
illustrates, basically, the expectation is that high-quality
research will be used to inform all clinical decisions. It
is expected that over time the clinician becomes famil-
iar with much of the research that affects their partic-
ular area of expertise and practice so that the search
for information is less onerous and more expeditious.
In cases where gaps in knowledge exist, practitioners
must rely on their clinical judgment and practice guide-
lines that also encourage collaboration with other pro-
fessionals working in the field and clinical supervision.
Although gaps in knowledge present a limit on the effec-
tiveness of the EBM process, they do serve to direct
future research activity.

Practitioners Need to Regularly Evaluate
Their Practice

Most codes of practice urge clinicians to examine reg-
ularly and consistently whether the interventions they

provide are helpful. Monitoring effectiveness in a clini-
cal setting always provides a challenge because it typi-
cally occurs on a case-by-case basis rather than via ran-
domized controlled trials (RCTs). However, the validity
of the single-case analysis can be increased by making
the process of assessment more systematic and in line
with the more controlled assessment of evaluation stud-
ies or RCT.

First, response to therapy should be assessed in at
least three relevant domains (e.g., behavioral, phys-
iological, cognitive, emotional).[31] The multimode
approach is important because some intervention
effects may be missed because they are specific to a par-
ticular mode. For example, the positive effects of psy-
chosocial interventions in infertility were more likely
to be found in reducing acute distress than in chang-
ing how people related to their partners or social net-
work.[7] As noted earlier, the most common goals of
interventions used in infertility were for the reduction
of distress, enhanced coping skills, and improvement
in quality of life, interpersonal relationships, and/or
increased pregnancy rates.[2] Whichever is the target of
a given intervention, it is clear that the outcome mea-
sures should be consistent with the expected change,
and/or assess several domains to ensure that changes
are captured.

Second, outcomes need to be measured along criteria
that reflect both the client perspective and the therapeu-
tic standard. In the infertility review, all therapies were
perceived by participants to be effective on ‘helpfulness
ratings,’ but not all interventions were associated with
actual changes in distress or presenting problem.[7]
Although client satisfaction is an important criterion,
some situations may require gains from therapy to be
assessed against independent standards (e.g., clinical
cut-off scores). For example, Stewart et al.[24] found
that for women participating in an intervention consist-
ing of peer support and relaxation training, mean scores
on depression, as measured by two clinical inventories,
decreased below clinical threshold level. However, to
make such comparisons, assessment must be made on
the basis of well-validated measures. As noted previ-
ously, infertility-specific instruments have been devel-
oped (see Appendix 4) but only a few provide norma-
tive data, which may or may not be relevant to a new
population (e.g., see Newton et al.[48] for scores on
population of Canadian people with fertility problems).
Therefore, it may be necessary at this time to addition-
ally use a global standardized instrument.

An additional set of outcome criteria that should be
considered in the monitoring process is connected to
efficiency, cost, and cost effectiveness (resources con-
sumed versus outputs produced), because this type of
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outcome is increasingly used by those who pay for
healthcare in their decision making about which inter-
ventions to fund. For example, outcome criteria may
include duration of therapy, cost of administering treat-
ment (e.g., individual versus group), and client costs
(e.g., negative effects of therapy, time, costs).[31] Thus,
even if an individual program in stress relaxation is
effective, it may be more costly to deliver individually
than the equally effective group program (e.g., Domar
et al.[19,36]; Stewart et al.[24]). Other costs that need
to be considered are those connected to not implement-
ing interventions. For example, there is good evidence
that emotional distress reduces the chances of suc-
cess in treatment[3,5] or increases rates of treatment
dropout.[49]

Data for monitoring can be derived from both quan-
titative measures (e.g., self-report questionnaires and
biological assays) and qualitative measures (e.g., inter-
views and narratives) provided all are scored according
to well-validated techniques. Taking a more systematic
approach to the monitoring of individual practice
not only provides the practitioner with more infor-
mation about their practice but also, when accumu-
lated over many cases, can provide important insights
into what is more effective among their own patient
population.

Practitioners Need to Carry Out Clinically
Meaningful Research Alone or in Collaboration
with Researchers

This is undoubtedly the most difficult S-P principle
to implement in practice. Many research designs (e.g.,
surveys, RCT) can be carried out in clinical or med-
ical settings that have a large population of patients,
and these approaches can be used to address many
questions of theoretical and clinical interest to the
counselor. For such large-scale studies, the individ-
ual practitioner can partner with other like-minded
professionals and researchers to work together col-
laboratively (e.g., all contributing data to expand the
research base). Such collaboration is typically initi-
ated when practitioner and researcher discover com-
mon questions or ‘blind spots’ and both are motivated
to find answers. Such recent collaborations have led
to research on: the effects of prior trauma on cur-
rent infertility reactions; the effectiveness of group sup-
port for couples on IVF waiting lists, and fertility-
treatment beliefs of Middle-Eastern migrants (see
PsycLit database, 2005). Practitioner–researcher part-
nerships are important because they ensure that
research is addressing clinically meaningful issues. The
development of mail groups, special interest groups

in professional associations, and other forums regu-
larly attended by practitioners and researchers are good
places to start such partnerships.

Many practitioners will not have access to such
large populations, and many others will not have the
resources (e.g., time, money), or desire, to invest in pro-
tocols that go much beyond their own case load. This
means that whatever research contribution they make
needs to be based on the single-case study. The uncon-
trolled single-case study is often viewed as an inferior
contribution to the research base because it is a method-
ology from which scientific inference cannot be made
(i.e., due to a lack of control).[31] However, research
using the single-case study can make an important con-
tribution to research, provided assessment is more sys-
tematic. Whether one is interested in the unique fea-
tures of an intervention or the aspects that make it
similar to others, only a systematic approach can pro-
vide good evidence on effectiveness. In the previous sec-
tion, discussion focused on the outcomes to be assessed,
whereas this section discusses how to make the timing
and replication of assessments more systematic.

First, the outcomes should be assessed repeatedly
to provide a more reliable estimate of the effective-
ness of whatever intervention is being administered. In
the most basic single-case study, the A/B design, mul-
tiple assessments are taken before and after an inter-
vention, and there is often a follow-up period six or
eighteen months later (see Hayes[50] for other single-
case designs). Second, assessments should be taken
at time points that allow change to have taken place.
Boivin[7] found that changes to interpersonal relation-
ships were less likely to be reported following psy-
chosocial interventions than changes in emotional func-
tioning. However, this finding could have been due to
the fact that many studies had very short follow-up
periods (i.e., <6 months) that may not have allowed
sufficient time for changes to emerge. To illustrate,
suppose a couple requests help because of sexual prob-
lems that developed as a result of the investigation
and diagnosis of their fertility problem, as commonly
reported.[26] Assessment could take the form of spe-
cialized inventories for sexual functioning, classifica-
tion according to well-established clinical criteria (e.g.,
DSM-IVR), or physical assessments (e.g., hormones and
physiological arousal using erectile plythemosgraphy).
In this case, one might assess couples prior to, and
immediately after, the initiation of a cognitive-
behavioral intervention (see, for example, Tuschen-
Caffier et al.[25]). However, to realistically capture the
effects of the intervention, further assessments would
need to take place three, six and twelve months after
the intervention.
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Third, the accumulation of a few cases from the same
practitioner, documenting similar patterns of change
over time, can substantially increase the validity of case
study findings. This is more so if replicated changes
are large, as this will increase the likelihood that the
findings can be generalized to other patient groups.[50]
Replication and large effect sizes would also make it
more likely that findings based on single cases would
be published. Raphael-Leff[51] reported on the experi-
ences of nineteen patients with fertility problems under-
going psychoanalytic intervention. The grouped case
reports allowed the issues commonly faced by infertile
people to emerge, from violation of the expectation of
generativity to the heightened emotional attachment
experience toward those who contributed to the indi-
vidual’s eventual fertility success. Although the clinical
presentation was based on relatively few cases, the
themes provided a starting point for the investigation
of the dynamics of fertility problem stress. Further-
more, the detailed presentation of a single case, Eve,
enabled the reader to better understand the clinical gen-
esis of the contribution.

The changes suggested in this and the preceding sec-
tion strengthen the validity of data from the single-case
study. By adopting these changes as part of their moni-
toring process, practitioners can strengthen the valid-
ity of this process, and also increase the possibility
that findings from their own practice can be fed back
to the research community where they can influence
the future direction of outcome research and RCTs.
Single-case studies are published in many journals
(e.g., Professional Psychology: Research and Practice,
Psychotherapy; British Journal of Clinical Psychology;
Counseling Psychologist; Journal of Counseling; Human
Reproduction; Fertility and Sterility). One study found
that 5% of studies evaluating particular counseling
interventions were based on the single-case design, and
that a further 40% of studies used data partly drawn
from observations made in the single-case context.[42]
Practitioners should not, therefore, be deterred from
carrying out research when the only design available to
them is the single-case study.

THERAPEUTIC INTERVENTION

The skills needed to integrate research into clinical
practice have been discussed. These are not novel skills
for the practitioner, as most practitioners will have
received training in research. Moreover, this chapter has
discussed methods to access, apply, and participate in
research with minor deviations from usual clinical prac-
tice. Finally, whatever additional skills are required can
be acquired from books, online resources, continuing

education workshops, or can be overcome by collab-
orating with researchers. Thus, most researchers will
already have acquired the main skills needed to achieve
the goals set out in this chapter.

However, other issues requiring further development
and/or adopting a different perspective may need to
be considered to implement some of the suggestions
already provided. Many practical issues have not been
addressed, for example, the lack of financial support,
time constraints, or the lack of reinforcement for
research activities from within clinics or organizations
(Asay et al. [11]). These are barriers that even prac-
titioners fully committed to research face and must
creatively resolve. It should be noted, however, that
the generation of compelling research evidence on
the importance of psychosocial factors makes medical
communities, government agencies, pharmaceutical
companies, and other potential research sponsors want
to invest in research and counseling programs. For
example, the recent publication of data showing that
psychosocial factors were critical in patient dropout
from fertility treatment (see, for example, volume 81,
issue 2, 2004 Fertility and Sterility for a series) prompted
at least two pharmaceutical companies to fund research
into the psychological aspects of decision making
among infertile people. Therefore, producing research
will attract funding, and relevant research will make
clinics more willing to support the activities of their
practitioners.

Some practitioners would like to contribute to
research but do not feel confident that they can iden-
tify relevant gaps in knowledge. Most clinical questions
arise from central issues about caring for people, and
it is as a result of gaps in this knowledge that research
is initiated. Therefore, any clinical situation that calls
for knowledge we do not possess is an opportunity to
identify relevant literature and, where lacking, initiate
research. Sackett et al.[43] identified ten central issues
in clinical work (see Table 7.2) that could help in the
formulation of clinically relevant research questions.
For example, concern about how best to gather and
then interpret findings from a patient history might
lead to a search for interview guides. This search would
reveal the Comprehensive Psychosocial History of Infer-
tility (CPHI) interview,[52] which was designed specif-
ically for history-taking with infertile people. However,
the search would also reveal that the CPHI has not
been validated. Given the need for an interview sched-
ule, this gap might cause one to work on validating
the CPHI.

Many practitioners are not interested in participat-
ing in research because scientist-practitioner models
or similar frameworks clash with their work ethos or
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TABLE 7.2. Central issues in clinical work, where the clinical questions that often arise can be used to stimulate further
research[43]

Domain Type of question

Clinical findings How to properly gather and interpret findings from the patient history and psychological
examination

Etiology How to identify the causes for the disorder (e.g., depression, sexual problem)

Clinical manifestation Knowing the symptoms associated with various disorders or problems and how to use this
information to decide on the clinical focus

Differential diagnosis When considering the possible causes of our client’s clinical problem, how to select those that
are likely, serious, and responsive to treatment

Diagnostic tests How to select assessment tools and interpret their findings, in order to confirm or exclude a
diagnosis, based on their psychometric properties (e.g., accuracy, sensitivity, and expense)

Prognosis How to estimate our client’s likely clinical course over time and anticipate likely complications

Therapy How to select interventions to offer our clients that do more good than harm and that are
worth the efforts and costs of using them

Prevention How to reduce the chance of disorder, distress and other complications, by identifying problems
early and identifying and modifying risk factors

Experience and meaning How to empathize with our clients’ situations, appreciate the meaning they find in the
experience, and understand how this meaning influences their healing

Self-improvement How to keep up-to-date, improve clinical and other skills and run a better, more efficient clinical
practice

beliefs and values about what they do, and how they
do it. These different perspectives may come about
through personality traits that make people choose
practice over research, the philosophical underpinnings
of different approaches to mental health (e.g., psychol-
ogy versus counseling versus social work,[37]) learn-
ing (e.g., beliefs of supervisors and mentors[42]), or
variations in individual life history.[9,53] While there
is indeed great diversity in approaches to research,
research itself and its application to practice are always
perceived as being compatible with best practice guide-
lines. Nevertheless, the alienation some practitioners
experience is genuine, and occurs because practitioners
are not part of the research process and, therefore, do
not influence the direction of research, or how mean-
ingful and relevant the research produced is to what
they do.[9] Thus, the best way to resolve these legiti-
mate concerns is for practitioners to become involved
in research.

Practitioners will also vary in their reactions to
changes in their practice. Adopting a new perspective
on research and its role in practice, as welcomed as it
may be, means investment in new goals and relinquish-
ing other options, and familiar ways of working. For
mental health professionals, this may include adjust-
ing to a closer working relationship with traditionally
more science-oriented professionals; loss of a former
sense of freedom to implement professional values in
a more spontaneous or idiosyncratic way; or having to

work with a model of professional practice that seems
incongruent with the value system underlying their own
profession.[12] It can be expected, therefore, that the
process of integrating research into practice will involve
adjustment.

FUTURE IMPLICATIONS

The future of evidence-based infertility counseling
relates to those connected with the integration of
research into practice and those of carrying out mean-
ingful research on the effectiveness of psychosocial
interventions. How can we facilitate communication
between practitioners and researchers, and facilitate
the implementation of research in practice? In this field,
many researchers are practitioners; therefore, it may
be more a question of finding ways of facilitating re-
search or facilitating collaborative research. As a result,
we need information about the barriers that may be
limiting the research output of professionals in the field.
In other fields of mental health research, networks have
been established to facilitate exchange, collaboration,
and trouble-shooting among researchers (whether prac-
titioners or not). It might be a good idea to have such
a network for mental health professionals interested
in the psychosocial aspects of infertility and infertility
counseling.

Aside from the issues that have to do with integrat-
ing research, there are many other issues that need to
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be addressed in the actual evaluation studies. The field
of infertility counseling is young compared to that of
psychotherapy, and psychotherapy outcome research
offers much insight into the sorts of questions we need
to ask. So far, we know that interventions are beneficial
but that some are more so than others.[7,15] However,
we do not know what ingredients make useful interven-
tions useful or what ingredients make unhelpful inter-
ventions unhelpful. We also do not know very much
about who benefits from different interventions. While
educational programs may be beneficial for people in
treatment where distress is caused mainly by proce-
dural events (e.g., waiting for test results, failed treat-
ment), they may not be so useful when people are deal-
ing with more existential issues (e.g., what they will
do with the rest of their life if they end treatment and
decide to remain childless). Clearly, many questions
need to be addressed so that the field as a whole can
produce maximally effective interventions.

SUMMARY

■ It is clear that pressure will continue to be exerted
on practitioners to demonstrate the effectiveness of
their practice by those who pay for psychosocial inter-
ventions (e.g., patients or clients, governments, and
insurers).
■ Empirically supported interventions are increas-
ingly the only interventions these sponsors are will-
ing to fund. The question for counselors in this field
is how best to respond to that pressure.
■ In this chapter, ways of integrating research into
practice have been discussed. Research is part of the
code of practice of many mental health professions.
The scientist-practitioner model provides some guid-
ing principles about how research can become an
everyday part of practice.
■ Various approaches to outcome research have been
also discussed. Even if practitioners cannot become
involved in large surveys or randomized control trials,
research based on their own caseload can contribute
meaningfully to the general knowledge base.
■ Many issues will need to be addressed before such
models and frameworks are adopted. These include
practical (e.g., lack of time or funding) and existential
(e.g., value of research to the individual) concerns.
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PART III. TREATMENT MODALITIES

8 Individual Counseling and Psychotherapy

LINDA D. APPLEGARTH

. . . counselling requires two elements to be . . . effective: the
personal qualities of the counsellor and the acquisition of
skills within a theoretical framework.

– Mack and Tucker[1]

The rapid scientific and medical advances in the
assisted reproductive technologies and the growth of
fertility clinics around the world have led to a greater
understanding and appreciation of the psychosocial
concerns and emotional needs of individuals who suffer
from infertility. As the available technology has devel-
oped along with the vicissitudes of fertility treatment,
patients have turned to mental health professionals for
help in dealing with the many stresses inherent in diag-
nostic procedures and treatment, and for assistance in
decision making relative to treatment protocols and
alternative parenting options.

This chapter focuses on three general areas:
■ a global, historical perspective of infertility counsel-
ing and a brief consideration of some key psychological
issues that are also commonly a part of the infertility
struggle. The literature review is intended to provide
some basic educational and theoretical constructs on
which individual counseling and psychotherapy can
most effectively occur;
■ several theoretical treatment approaches that may be
particularly appropriate to infertile individuals. These
approaches will be presented in some detail with dis-
cussion of their clinical applicability to infertility;
■ a discussion about the infertility counselor per se,
with emphasis on the need for solid knowledge of med-
ical treatments and parenting options as well as a focus
on specific qualities of the therapist. In addition to one’s
theoretical background and treatment style, it is imper-
ative to recognize countertransference issues that may
arise for psychotherapists working with patients whose
powerful and painful desire for a child can be espe-
cially palpable. These issues will be detailed along with
how transference and countertransference can occur
among patients and mental health professionals as well
as other healthcare workers involved in the field of
infertility.

HISTORICAL OVERVIEW

Infertility counseling had its beginnings with infertile
couples seeking support and education from their med-
ical and mental health professionals. More than thirty
years ago, in the United States, a consumer advocacy
group, Resolve the National Infertility Association, was
established to provide professional and peer support to
those struggling with the many emotional aspects of
infertility. The writings of the founder of Resolve also
led to increased attention to the important psycholog-
ical issues inherent in the condition of infertility.[2,3]
In recent years, other similar consumer organizations
have arisen in other countries such as the United King-
dom, Australia, New Zealand, Germany, France, Spain,
Italy, Mexico, and Japan. Gradually, mental health clin-
icians, medical professionals, and researchers around
the world began to consider the psychological com-
ponents of the infertility experience and to recognize
patients’ need for emotional support, psychoeducation,
and, on occasion, psychiatric intervention. Additionally,
as assisted reproductive technologies became an inte-
gral part of infertility treatment, mental health profes-
sionals from around the world began to consider the
many psychosocial complexities and challenges facing
the infertile population. Along with the burgeoning of
more complex reproductive technologies also came eth-
ical dilemmas, social policy issues, professional stan-
dards of care, and government oversight and/or regula-
tions. These factors have also had an impact on the role
of the mental health professional as an integral member
of the team of professionals who treat infertile men and
women.

In 1986, the Mental Health Professional Group
(MHPG) of the American Society for Reproductive
Medicine (ASRM) was formed to provide a forum
for professionals working in reproductive medicine

129
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to exchange theories, research findings, and clinical
experience. Continuing education programs (postgrad-
uate courses) were developed as a means of providing
more formalized instruction to mental health special-
ists within or entering the field. Shortly after the estab-
lishment of the MHPG, the British Infertility Coun-
selling Association (BICA – 1988) and the Australia
and New Zealand Infertility Counsellors Association
(ANZICA – 1989) were organized to address the psy-
chosocial needs to infertility patients and to respond
to government legislation that mandated the provi-
sion of counseling for all individuals seeking fertility
treatment or third-party reproduction at licensed facil-
ities. In 1993, the Psychology and Counselling Spe-
cial Interest Group was formed as part of the Euro-
pean Society for Human Reproduction and Embryology
(ESHRE). Recently similar professional organizations
of mental health professionals working in reproduc-
tive medicine have been organized in Canada, Germany,
Greece, Japan, Spain, Switzerland, and Latin America.
In an effort to establish ongoing communication and
coordination between these professional organizations,
the International Infertility Counseling Organization
(IICO) was also established in 2003. IICO’s goals include
(but are not limited to) the promotion of a comprehen-
sive and ethical approach to the care of people affected
by or involved with infertility as well as the estab-
lishment of global professional standards and prac-
tice guidelines for the provision of psychological care
regarding reproductive issues.

Ultimately, the primary aim has been to enhance the-
oretical understandings, as well as to fine-tune the clin-
ical skills of mental health practitioners as they work
with this special population. In recent years, the role
of the mental health professional has been clarified
and expanded within the area of reproductive medi-
cine.[4–6] The primary functions delineated include
assessment, treatment, education, consultation, collab-
oration, and research. The field of infertility counsel-
ing presents new and continuing challenges to mental
health practitioners around the world and offers lim-
itless rewards in working with health professionals as
well as with patients.

REVIEW OF LITERATURE

There are literally thousands of papers, articles,
and books written about individual counseling and
psychotherapy; however, infertility counseling is a new
area and the data needed to guide psychological inter-
vention and treatment recommendations are not read-
ily available. Leiblum[7] pointed out that the role of the
mental health clinician in counseling individuals and

couples seeking treatment with assisted reproductive
technologies is complicated. She noted that, “it often
feels like negotiating rocky terrain without a map or
without any certainty of arriving at a desirable des-
tination.”[7] Although the experience of infertility is
not uncommon, Leon[8] suggested that there appears
to be something about it that interferes with under-
taking both long- and short-term psychoanalytic psy-
chotherapy. He added that even when medical inter-
ventions have ended and emotional wounds endure,
psychoanalytic psychotherapy is rarely chosen as a
treatment option. Rather, it seems that most infertility
patients enter counseling or psychotherapy to obtain
symptom relief, to develop better coping mechanisms,
to obtain assistance with decision making, or to deal
with issues of loss. They may choose a more cognitive-
behavioral approach or seek out grief counseling rather
than ask for intensive psychotherapy aimed at personal-
ity change. Some infertile patients look to marriage and
family therapy for assistance, particularly when infer-
tility has an impact on marital functioning or relation-
ships with extended family, or couples may seek prob-
lem specific treatment, such as sex therapy.

As recently as 1987, a body of psychiatric and gyne-
cological literature has emerged, pointing to a dynamic
psychogenic basis for infertility.[9–11] This condition
was thought to be the result of intrapsychic conflicts
around femininity or a conflicted or ambivalent rela-
tionship with the ‘maternal object.’ Sandler[12] has sug-
gested that infertility was a sign of an intrapsychic con-
flict between motherhood and career for some women.
Men and women were both seen as experiencing psy-
chosexual maladjustments that resulted in the inability
to conceive.[13] Recently, data have appeared that ques-
tion these ideas about psychogenic causes of infertil-
ity.[14,15] Downey[16] pointed out that the significant
decrease of so-called ‘psychogenic infertility’ from more
than 50% of cases to less than 5% over the past thirty
years underscores how what was originally attributed
to psychological disturbances can now be explained by
physical causes. The latest research, in fact, indicates
that there are a number of predictable and apparently
normal emotional responses to infertility and its treat-
ment for which counseling can be especially helpful.
Leiblum and Greenfeld[17] noted, in fact, that from a
counseling perspective, attention has shifted recently
to supporting infertile individuals and minimizing the
destructive emotional components of this medical con-
dition versus attributing psychopathology within the
individual as a causal factor of his or her infertility.

Although there has been a shift away from dynamic,
psychogenic bases for the failure to reproduce, many
patients and health professionals have begun to
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question the impact of stress on fertility, particularly as
the treatment failures occur and efforts to conceive are
prolonged. An increasing number of researchers world-
wide have suggested that decreasing psychological
stress improves conception and pregnancy rates.[18,19]
Several researchers have concluded that there may be
an interactive effect in which it makes sense to con-
sider psychosocial stress as a cause as well as a result
of fertility disorders. As a result, a number of infer-
tility clinics have now established stress management
programs to help patients cope more effectively with
the many fears and anxieties inherent in the treat-
ment process. For example, Florin et al.[20] developed
a stress reduction approach in Germany for couples
with idiopathic infertility, and in the United States,
Domar and colleagues[18] have developed a specific
cognitive-behavioral (mind–body) intervention pro-
gram for infertility patients. Some programs in Europe,
North America, and Asia have introduced acupuncture,
massage, nutrition, and other complementary medicine
techniques as part of the IVF cycles to reduce stress with
the hope of increasing pregnancy rates.

The Meaning of Reproduction

To better understand the context in which counsel-
ing or psychotherapy occurs, it is important to explore
the range of psychological and emotional sequelae that
individuals experience after their expectations, values,
and beliefs are challenged by difficulties in achieving
reproduction. It has been pointed out that, for most
people, to have a child is to continue the human life
cycle; it is seen as a renewal of life, as a form of immor-
tality.[5] Mack and Tucker[1] note that there is a com-
mon desire to reproduce that has its basis in the con-
scious and unconscious of the individual and society.
They comment that “a pregnancy belongs to everyone;
it ensures the continuity of the individual’s genetic her-
itage and secures the family and the society for the
future.” Because it is a source of pain for the individual
and a source of concern for the wider society, the inabil-
ity to bear a child precipitates a generally unanticipated
life crisis for which many individuals and couples lack
sufficient coping skills.

For most women and men, the ability to conceive
and give birth to a child is paramount to their life-
long notions of femininity and masculinity, to gender
identity, and ultimately to the meaning of life. Bear-
ing children and parenting reflect Erickson’s[21] con-
cept of ‘generativity’ and are often one of the founda-
tions around which a couple builds their relationship.
Benedek[22] and Bibring[23] also described how preg-
nancy brings with it a new developmental phase and

that deprivation of the opportunity to parent because of
infertility may lead to a break in development, resulting
in stagnation. When efforts to achieve parenthood fail,
life is put on hold, and many infertile people are left with
deep personal feelings of guilt, self-blame, and inade-
quacy. There is often a fruitless but constant review of
past life events that are seen as having led to the infer-
tility. This retrospective may be coupled with private
dialogues with the self that frequently commences with
the phrase, “If only . . . ”.

For women, Klempner[24] suggested that, in psy-
choanalytic thinking, maternal identification provides
a background for parenting and infertility disrupts the
opportunity to recapitulate or make reparation for early
maternal failures. She added that when identifications
with maternal objects are disrupted for women, there
is an alteration of self and object representations. Not-
man and Lester[25] noted that a woman’s knowledge
that she is able to bear children is essential for the
development of a notion of femininity, gender iden-
tity, and self-esteem. Conversely, Bassin[26] pointed
out that although the use of reproductive technology
can be a situational trauma for a woman, it need not
have destructive symbolic meaning for her. The depen-
dency or requirement of reproductive medical technol-
ogy to become a mother can be a temporary insult to a
woman’s narcissism in that it interferes with her expec-
tations of the natural unfolding of a life process within
her body. Nonetheless, women may respond differently
to the infertility experience depending on their inter-
nal psychological organization or sense of themselves
as female.[26]

In addition, many women both consciously and
unconsciously feel that motherhood can be reparative.
Benedek[27] pointed out that parenthood allows adults
to reexperience and gain mastery over early develop-
mental states as they go through them with their chil-
dren. For some women, the act of creation and the pro-
cess of motherhood lead to a reidentification with pos-
itive aspects of their mothers that were denied during
earlier attempts to separate from them.

Data suggest that as fertility problems arise, women
worry more, are more self-blaming, and take a more
active responsibility to solve their fertility problems
with increasing medical treatment or other restorative
attempts.[28] For example, Souter and colleagues[29]
surveyed a large infertile population and found that a
significant number of women in the early stages of treat-
ment could be more at risk of developing clinically rele-
vant mental health problems. The authors stressed that
psychological aspects of infertility should be addressed
as part of a more holistic approach to management of
these patients. In addition, during the various phases of
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infertility, men and women seem to use different coping
strategies.

Lee[30] stressed that men also have special psycho-
logical issues and feelings about male infertility that
must be better understood and addressed. Certainly,
much has been written about the female psychoso-
cial experience of infertility[31–33] but little about the
male viewpoint. Lee posited that men do not enter psy-
chotherapy to work on crisis or bereavement issues, but
rather to get help in dealing with the stresses of treat-
ment or narcissistic injury, particularly if they have a
male-factor diagnosis. It is also this author’s opinion
that men seek out counseling because of difficulties in
understanding and effectively managing their partner’s
angst and emotionality about the infertility. It is there-
fore not the crisis of infertility itself, but the result-
ing crisis in the relationship that leads many men to
an initiation of psychotherapy, whether individual or
couples therapy.

Nonetheless, when struggling with male-factor infer-
tility, men also may suffer from low self-esteem, loss
of self-confidence, and feelings of incompetence, iso-
lation, loneliness, guilt, fear, anger, shame, or frustra-
tion.[30,34] Not only is the diagnosis of male infertility
a shock, but also male ideology is challenged. Thus, the
entire idea of being a man (manhood) is challenged,
and a man’s belief system is threatened, placing him in
a state of emotional distress or crisis.

In spite of advances in the feminist movement, there
continues to be clear cultural and social factors that
influence women’s and men’s views of themselves as
parents. Regardless of other chief goals and expecta-
tions, the social message is clear: Motherhood is the pri-
mary role in a woman’s life, in fact, a role every woman
expects or should aspire to regardless of her other
life roles and/or expectations. For men, expectations
regarding fatherhood and family are more ambiguous.
Newton and Houle[28] and others[35,36] have reported
that men appear to be more accepting of possible child-
lessness and more willing than women to consider an
end to treatment, even when infertility is the result
of male-factor diagnosis – although this may be less
generalizable across cultures than expectations about
women’s role as mothers. It seems that male responses
to infertility approximate those of women only if infer-
tility is attributed solely to a male factor[37] or if their
culture strongly defines masculinity and virility in terms
of fertility and reproduction.

Infertility: Attachment and Loss

The concepts of attachment and loss are integral to
the infertility struggle.[38] The attachments can be to
a fantasy child or to the gestating fetus, and are often

enhanced as a person dreams about the ways that a
baby will change one’s lifestyle, envisions the physi-
cal characteristics that the child may have, or how the
new baby will have an impact on the lives of and rela-
tionships with extended family members. These fan-
tasies and others can occur well before a baby is con-
ceived.[39] Women clients, for example, often describe
their girlhood in terms of fantasies about future moth-
erhood. The interruption of the emotional attachment
to a dream child, either through infertility or pregnancy
loss, can be devastating.

This loss of fertility or the loss of an unborn child
generally goes unrecognized in society[38] as well as in
most cultures and religions. Thus, infertility is a silent
loss, usually lacking rituals to legitimize the grief of a
couple who mourn their dream child. In addition, many
find that the attachment to the unconceived or unborn
child is often not shared by anyone else. Shapiro[38]
suggested that as soon as there is a realization that infer-
tility is a real problem, a process of anticipatory mourn-
ing begins for the offspring that may never be. Anticipa-
tory mourning thus represents an emotional distancing
from those initial attachments to the fantasy child. This
type of mourning can lead to depression. Mahlstedt,[40]
citing research on losses occurring in adulthood as fac-
tors causing depression, compared them to the losses
of infertility. These include real or potential losses of a
relationship, health, status or prestige, self-esteem, or
self-confidence, as well as the loss of a fantasy, the hope
of fulfilling an important fantasy, and the loss of some-
one or something of a great symbolic value. As such,
the experience of infertility involves each of these losses
illustrating how infertility involves not a single loss (the
potential, dreamed-for child) but a whole host of losses,
that can impact every aspect of the individual and cou-
ple’s life.

It is not surprising therefore that most infertility
patients become depressed and anxious to some degree.
They have lost a sense of control over their lives and life
plans. Infertility is a life crisis. It is frequently this cri-
sis state (usually prolonged) that precipitates a move-
ment into psychotherapy to obtain emotional relief and
regain some sense of psychological equilibrium.

Counseling and Psychotherapy

Although some writers and mental health practition-
ers may differentiate the terms ‘counseling’ and ‘psy-
chotherapy,’ they are used interchangeably in this chap-
ter. Some may view psychotherapy as a more in-depth
form of treatment aimed at significant psychiatric dis-
orders using a broad variety of techniques. On the
other hand, counseling may be considered supportive
work or as a venue for providing advice or guidance to
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clients. No such distinction will be made here, and the
reader may determine which term is preferable or most
appropriate, based on his or her professional training,
theoretical orientation, and treatment approach. Fur-
thermore, while this chapter provides a review of ther-
apeutic interventions that may be useful for working
with infertile men and women, it is not intended as a
substitute for the knowledge and skill that come from
professional experience and training in a specific men-
tal health field, reproductive medicine, or as a quali-
fied infertility counselor. In addition, it should be noted
that counseling and psychotherapy is influenced by
the social and cultural milieu in which it occurs, and
will be viewed differently within different cultures (see
Chapter 4).

THEORETICAL FRAMEWORKS

Many infertile persons seek out counseling because
their circumstances create feelings, thoughts, and
actions that are frequently restrictive, painful, or repet-
itive. Primarily through talk, psychotherapy provides
support, understanding, and new experiences that can
result in learning and behavioral changes. There is
no debate here about whether psychotherapy works;
rather, it is more important for the reader to consider
which psychotherapy (or combination thereof) is best
for which infertile patient.

All individual counseling or psychotherapies share a
general definition: a two-person interaction, primarily
verbal, in which one person is designated as the help-
giver and the other, the help-receiver. The goal is to
elucidate the patient’s characteristic problems of living,
with the hope of achieving behavioral change.[41] Inte-
gral to therapeutic change is the ability of the therapist
and the individual to establish a rapport (therapeutic
alliance) that becomes the foundation for and funda-
mental to the goals of therapy and the therapeutic inter-
ventions.

Different psychotherapy orientations target different
aspects of psychological functioning for change. The
duration of treatments can be from hours to years,
depending on the therapist’s own theoretical orienta-
tion, as well as the patient’s request for treatment, finan-
cial resources, description and severity of the prob-
lem(s), and mental health status.

This section summarizes a large body of information
regarding a number of treatment approaches including:

■ psychodynamic psychotherapy;
■ cognitive-behavioral therapy;
■ strategic/solution-focused brief therapy;
■ crisis intervention;
■ grief counseling.

Psychodynamic Psychotherapy

In psychodynamic psychotherapy, behavioral change
occurs primarily through two processes of the
treatment: (1) understanding the cognitive and affective
patterns (defense mechanisms) derived from childhood
and (2) understanding the conflicted relation(s) one had
with significant childhood figures as it is reexperienced
in the therapist–patient relationship (transference).[41]
Of great importance to the success of psychoanalytically
oriented psychotherapy is the need for patients to feel
engaged in the work and to trust the relationship with
the therapist.

The losses associated with the inability to conceive
or give birth to a child often can reawaken unresolved
issues and conflicts from the past. Patients may describe
themselves as feeling underappreciated for their efforts
to conceive or misunderstood with respect to their emo-
tional pain, or they may relate to people (spouses,
friends, and medical personnel) partly on the basis
of expectations formed by early childhood experience.
Clarifying character styles and restructuring defense
mechanisms may become part of the therapist’s focus in
psychodynamic treatment relative to how patients react
to their infertility.

Psychodynamic therapy can be brief or long-term,
but much of the treatment intervention is based on
psychoanalytic principles. Cooper[42] stressed, how-
ever, that the concepts of brief and long-term therapy
are routinely ill-defined solely in terms of elapsed cal-
endar time or total number of visits. He noted that
“in practice, long-term treatment is often intermittent;
while technically brief therapies may occur episodically
over years with challenging problems such as severe
abuse or trauma.”[42] More specifically, brief psychody-
namic psychotherapy relies more heavily than longer-
term therapy on patients’ ability to generalize and apply
what is gained in the therapeutic work to expand the
therapy’s effects.

From a psychodynamic viewpoint, the importance of
the therapist’s role is also underscored. Psychothera-
pists treating infertility patients can effect healing of
both the narcissistic wound and the object-relational
loss, if they serve as consistently empathic figures who
depend less on interpretation of unconscious conflicts
than on resonating with conscious and preconscious
affective states. Clearly, this is a less ambitious treat-
ment form than psychoanalytic psychotherapy.

Interestingly, Freud’s early work involved analyses
that lasted three to six months. Over time, how-
ever, treatment became a much longer process. Franz
Alexander was one of the first clinicians to describe brief
psychodynamic psychotherapy. Recently, the works of
David Malan, Peter Sifneos, James Mann, and Habib
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Davanloo form the basis of this treatment theory. It has
also been emphasized that long-term and brief treat-
ments share many common processes. These include
specific therapist activities such as the use of interpre-
tation and a clear treatment focus, as well as nonspecific
factors such as support and reassurance.[43] The brief
psychotherapies can be especially difficult to describe
and define because currently more than fifty forms
exist.[42,43] Yet most brief psychotherapies share some
essential characteristics and a common value system
along with several common principles[44,45] which will
be discussed in a later section of this chapter and eluci-
dated in relation to infertility.

Historically and cross-culturally, the growth in
the demand for counseling and psychotherapy, the
community mental health movement, and the cost-
consciousness of evidence-based medical practice has
lead to a greatly increased demand for brief psychother-
apy. As a result, “brief psychotherapy is now a necessary
part of every clinician’s skills.”[41]

In general, long-term psychotherapy seems less appli-
cable to the needs of patients suffering from infertil-
ity and pregnancy loss. In psychoanalytic psychother-
apy, the patient’s task of developing a working alliance
with the therapist, learning free association, recogniz-
ing the disappointment of the opening phase of treat-
ment, developing an understanding of transference,
defenses, resistance, and learning how to work with
dreams may feel overwhelming, as well as unnecessary.
As Leon[8] speculated,

Ultimately, people seeking emotional help in the midst of
reproductive loss are not looking – unconsciously as well as
consciously – to change in fundamental ways who they are.
They have endured so much recent upheaval in their self-
definition and self-esteem – and essentially have changed so
much in that process – that they long to regain some earlier
sense of well-being and stable identity. They are less receptive
to analyzing conflictual parts of themselves than seeking and
needing to feel whole again . . . a flexible approach seems to
work best with this population.

With this in mind, the short-term dynamic psy-
chotherapies may offer infertility patients an opportu-
nity for reflective exploration and a search for mean-
ing in experience. Self-awareness, understanding, and
personal control are promoted rather than a resolution
of symptoms, although symptomatology often recedes
with the resolution of internal and interpersonal con-
flicts and the growth of insight.[46]

Cognitive-Behavioral Therapy

In contrast to psychodynamic psychotherapy, cognitive-
behavioral theories emphasize assessment and relief

of current problems and use a number of empirically
based techniques to achieve mutually determined
goals.[47] Brief therapies, associated with Aaron Beck
and Albert Ellis, primarily stress the importance of
changing cognitive processes and structures to achieve
a desired outcome. Cognitive-behavioral therapy
strives for self-efficacy and relief of problems through
challenging faulty cognitions and their behavioral
correlates.[42] It can be a particularly appropriate
treatment for infertility patients who present as anx-
ious, depressed, or fearful of medical interventions.
Furthermore, cognitive-behavioral therapy can often
be as effective or better for the treatment of these
conditions than psychopharmacological medications,
especially for women who are attempting to achieve
pregnancy.

Essentially, cognitive-behavioral therapy bases its
theory on an interactionist perspective regarding the
determinants of human behavior and psychological
well-being.[48] The core belief of this perspective is that
the interaction between the individual and the environ-
ment continuously determines behavior, cognitions,
and affect. Private thoughts and intrapersonal factors
act on the environment, just as environmental factors
influence these same intrapersonal factors. Further-
more, intrapersonal factors affect an individual’s per-
ceptions of environmental forces. What emerges there-
fore is a three-factor model – environment/person/
behavior – that in turn affects the person/situation
interaction. Bandura[49] labeled this as reciprocal deter-
minism. Understanding and accepting the principle of
reciprocal determinism vastly increases the range of
available therapeutic options and enhances the thera-
pist’s sensitivity to a wide variety of data.

Cognitive-behavioral therapy emphasizes the learn-
ing process and encourages clients to acquire new skills
during the course of therapy.[50] Coping skills in par-
ticular are stressed as patient problems can often be
understood as stemming from inadequate coping skills.
Lehman and Salovey[48] emphasized the primary goals
of this treatment approach and pointed to the impor-
tance of client–therapist collaboration to attain these
goals. They include the following:

■ providing cost-effective treatment for a wide range of
client problems;
■ altering clients’ interpretations of themselves and
their environment by changing their behavior, their
environment, or their cognitions directly;
■ increasing clients’ available store of coping skills;
and
■ increasing the likelihood that therapeutic gain will be
maintained once therapy is terminated.
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Given the integrative framework of cognitive-
behavioral therapy, a therapist working with infertility
patients can effectively attend to thoughts, feelings, and
behaviors and can intervene at any point in the per-
son/environment/behavior triangle. Specifically, infer-
tility therapists often incorporate stress management
and relaxation response strategies, along with helping
the patient minimize negative cognitions during infer-
tility treatment that can result in increased depression,
anxiety, or anger. The goal is to increase the experi-
ence of personal control and the reduction of helpless-
ness.[20]

In sum, cognitive-behavioral therapy is widely rec-
ognized as an effective therapy for the treatment of a
variety of conditions, including infertility-related dis-
tress and depression. The emphasis on cognition in a
number of therapy approaches has led to a new interest
in understanding and assessing the processes of change
that occur throughout all forms of psychotherapy. Inter-
estingly, there is some evidence that “a new rapproche-
ment between behavioral and psychodynamic perspec-
tives appears to be underway, taking its strength from
the interactive approach afforded by cognitive-behavior
therapy.”[48]

Strategic and Solution-Focused Psychotherapy

Strategic therapy has built a great deal of its foundation
on the works of Milton Erikson, Gregory Bateson, and
Jay Haley, who also contributed significantly to family
systems therapy. Erikson deemphasized psychopathol-
ogy and used a directive (and metaphorical) style based
on hypnotic paradigms. These paradigms were fur-
ther elaborated in Haley’s pragmatic, problem-solving
approach, and in Minuchin’s ‘structural’ approach to
family treatment that emphasized resolution of specific
immediate problems by “altering the transactional pro-
cess that reveals and maintains” the problem.

The term strategic refers to the therapist’s task of
developing a strategy, or a plan, to interpret the client’s
unsuccessful attempted solution at eliminating or ame-
liorating his or her own distress. A primary task is to
motivate clients to implement the therapist’s strategic
intervention/solution. The purpose of this counseling
approach is to resolve the original complaint to the
client’s satisfaction.[51] Change is therefore effected
principally through treating a presenting problem or
specific symptom. The treatment is implicitly systemic
and interpersonal.

Rosenbaum[52] reported that strategic therapy is not
a particular orientation or therapy; rather, it can refer
to any therapy in which the counselor willingly assumes
responsibility for influencing people and takes an active

role in planning a strategy for promoting change. He
adds, however, that strategic psychotherapy does have
major distinguishing characteristics that are particu-
larly relevant. Some of these characteristics are:

■ Strategic therapists work with a systemic
epistemology;
■ Strategic therapy focuses on problems and their
solutions;
■ Strategic therapists tend to see client problems as
maintained by their attempted solutions;
■ Strategic therapy requires only a small change;
■ Strategic therapists use whatever clients bring to help
them make a satisfactory life;
■ Strategic therapy is brief therapy.

Solution-focused therapy is an important variation
of strategic therapy[42] that emphasizes building on
exceptions to the presenting problem and making tran-
sitions rapidly to the identification and development
of solutions intrinsic to the client or problem. As
opposed to considering the question “What maintains
the problems?” often asked in the strategic therapy
mode, the solution-focused counselor asks, “How do we
construct solutions?” Walter and Peller[53] pointed out
that the presuppositions within this question are that:

■ there are solutions;
■ there is more than one solution;
■ solutions are constructible;
■ ‘we’ (therapist and client) can do the construction;
■ we ‘construct’ or ‘invent’ solutions rather than dis-
cover them;
■ this process or these processes can be articulated and
modeled.

There are essentially three steps to constructing solu-
tions in this treatment approach:[53] (1) Define what
the client wants rather than what he or she does not
want; (2) Look for what is working and do more of it;
and (3) If what the client is doing is not working, have
him or her do something different.

Solution-focused brief therapy is seen as a total
model, described specifically by such practitioners as
O’Hanlon, Berg and Miller, Quick, and Walter and
Peller. It is not a collection of techniques or an elabora-
tion of a technique; rather, it reflects fundamental ideas
about change, interaction, and reaching goals.[51–53]

A strategic solution-focused approach to working
with infertility patients may involve the use of ‘coping
questions.’ Quick[51] stated that coping questions ask
how the client goes on in the face of a difficult, painful
situation. An example of a coping question might be:
“Given what this past year of failed infertility treat-
ment has been like for you, how have you managed
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to get through it?” Clients may answer by describing
simple behaviors or saying, “I just do it.” Thus, even if
the coping behavior did not seem to be the result of an
active choice, the therapist may gently point out that the
client did have a choice and that he or she chose a cop-
ing alternative.[51] Identifying coping behaviors and
encouraging and amplifying healthy ones (while not-
ing behaviors that are less useful or healthy) are impor-
tant tools in solution-focused therapy. This approach
is intended to help patients continue the healthy cop-
ing and increase their tolerance for distress. This treat-
ment process can be extremely helpful to infertility
patients, particularly when the therapist is also able
to interrupt unsuccessful coping solutions by redirect-
ing clients’ efforts into more productive and satisfying
behaviors.

In Germany, for example, Holzle et al.[54] developed
a solution-focused counseling program for infertile cou-
ples with a focus on increasing the ability of clients
to cope with involuntary childlessness as a transitory
life crisis, with the goal of improvement of life sat-
isfaction, independent of pregnancy. Holzle and her
colleagues concluded that, based on patient reports, a
significant reduction of psychological and somatic com-
plaints could be reached within a framework of about
seven sessions. They noted, however, that this treatment
approach should not be used with people who demon-
strate serious mental health disorders, and stressed the
importance of a differential diagnosis at the time of
intake.

Crisis Intervention

The term crisis intervention originated in relation to
people with stable personalities and a history of ade-
quate coping resources, who are facing important but
transitory difficulties.[55] Although infertility patients
fall into this general category, it is also common that, in
most cases, the difficult infertility experience is seldom
transitory. However, infertile individuals often experi-
ence ‘crises within the crisis,’ particularly when they are
confronted by an unexpected event such as failed fertil-
ization, premature ovarian failure, a pregnancy loss, or
the sudden recommendation to end treatment.

Although the precise goals of crisis intervention
depend on the specific nature of the crisis, crisis-
oriented treatments do share a number of general
goals.[56] These include:

■ relieving the client’s symptoms;
■ restoring the client to his or her previous level of
functioning;
■ identifying the factors that precipitated the crisis;

■ identifying and applying remedial measures;
■ helping the client connect the current stresses with
past life experiences;
■ helping the client develop adaptive coping skills that
can be used in future situations.

According to Rapoport,[56] the first four goals are the
minimum goals of all types of crisis intervention, while
the last two are considered optional or feasible only in
certain situations. Understanding and developing cop-
ing behaviors appear to be a key component of crisis
intervention. Lazarus and Folkman[57] suggested that
coping is a process and that is situation-specific.

Infertility patients are known to use a combination
of coping mechanisms, but in certain circumstances,
they often fail to do so because of a number of factors:
The infertility problem may seem too overwhelming or
too unfamiliar; the person may use maladaptive cop-
ing methods; coping may be limited by physical or
mental illness; or support from friends or family that
would otherwise enable a person to cope is unavail-
able. All too often, infertile patients revert over time to
one or two (adaptive or maladaptive) coping strategies
instead of expanding their coping repertoire in response
to increased stressors.

When coping fails, one may observe what Caplan[58]
described as four phases of crisis:

1. Arousal and efforts at problem-solving behavior
increase;

2. With increased arousal or tension, functional
impairment ensues with associated disorganiza-
tion and distress. Arousal reaches a point at which
coping is hindered: The person is too anxious
or too angry or unable to sleep properly and
so on;

3. Emergency resources, both internal and exter-
nal, are mobilized and novel methods of coping
tried;

4. Continuing failure to resolve the problem leads
to progressive deterioration, exhaustion, and
decompensation.

Psychotherapeutic intervention can be made at
any point during these four phases. Bancroft and
Graham[55] noted that there is much scope for skill
and experience in practicing crisis intervention. It
requires empathy and sensitivity; therapists also often
rely on the skillful use of common sense rather than
highly specialized techniques. Although it has been
difficult to reach a conclusion about the effective-
ness of crisis intervention because of the range of
approaches for which the term is applied, this should
not deter the counselor from using an approach that
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is based on caring, common sense, and practical sug-
gestions.[55] Infertility patients appear to respond well
to crisis intervention and often benefit from having the
opportunity to mobilize their coping skills and support
systems.

Grief Counseling

Because bonds of attachment often develop before
a child is conceived or delivered, it is important to
acknowledge that the breaking of these bonds either
through loss or disruption can create intense emotional
pain. In the face of these reproductive losses, many
infertility patients need to grieve or mourn. Here, grief
and mourning are defined as the intellectual and emo-
tional processes that gradually lessen the psychological
bond to the lost loved one, enabling the bereaved to
accept the loss and move forward.[59]

Grief counseling for individuals unable to conceive
takes a different form from that of individuals who have
experienced a pregnancy loss or perinatal death. For
both groups, it is imperative that the reality of the loss
be acknowledged: The loss of a child, real or fantasized,
is a brutal shock and feels like an assault on self-worth
and the meaning of one’s life. The counselor’s role is to
encourage patients to accept the loss.

Second, bereaved infertility patients must also be
helped to experience the pain of grief. This crucial
aspect of grief consists of expressing in words the
intense feelings that accompany the loss.[59] Leon[8]
added that, in working with the bereaved, it is also nec-
essary to challenge directly the therapist’s own discom-
fort with and pathologizing of grief.

Third, the counselor can be helpful in assisting indi-
viduals who have experienced a perinatal death to com-
memorate the loss. Often, these people need assistance
in finding an acceptable way to honor and remember the
baby’s death. This can be particularly important when
there is a significant burden of guilt in relation to the
death.[59]

Fourth, the therapist may also play an important
role in helping bereaved persons let go of the loss.
The bereaved ultimately must withdraw their emotional
investment in the loss in order to go forward with
life.

Lastly, the therapist may also be called on to assist
bereaved individuals to move on. Crenshaw[59] pointed
out that this can be very difficult because it involves
relinquishing the hopes, dreams, plans, and aspirations
that revolved around the lost dream child. At times, the
resistance to moving on may result from anger that life
has dealt the bereaved a cruel blow. Similarly, some
grievers tend to identify themselves as tragic figures,

gaining gratification from the solicitations of family and
friends. As a result of these secondary gains, they have
difficulty becoming active participants in life and letting
go not only of the lost loved one, but also of the role of
the bereaved.

In sum, grief counseling can be a very meaningful
intervention for patients who experience reproductive
loss. Often, the feelings of pain can be extremely heavy
to bear and must be shared, in part, by the therapist
and managed supportively. In this way, the counseling
intervention provides a secure base and a normalizing
experience for the bereaved.

CLINICAL ISSUES

Transference and Countertransference

Although transference and countertransference are
intrinsic parts of every patient–therapist relationship, it
is crucial for infertility counselors to be mindful of pow-
erful and compelling countertransference issues when
working with patients experiencing infertility and preg-
nancy loss.

It is not uncommon, for example, for counselors
working in this field to have had some form of personal
experience with infertility and its associated losses.
This position can have positive and negative, effects.
Countertransference, broadly defined as the therapist’s
total response to a patient, both conscious and uncon-
scious, can be useful in understanding the experi-
ence of the patient.[60] The infertility crisis can be
laden with profound feelings for both counselors and
clients about gender identity, self-image, and wishes
for nurturance. The feelings that arise within thera-
pists vary greatly depending on how they have resolved
their own issues about infertility and pregnancy loss.
Unless there is some form of resolution about this
aspect of the therapist’s life, it will be profoundly
difficult to explore childbearing problems and deci-
sions with patients while maintaining a ‘neutral’ stance.
Subtle and not-so-subtle conflicts can therefore come
into play in clinicians’ relationships with clients. As a
therapist personally struggles with painful, unresolved
issues (e.g., feelings about becoming a parent, guilt,
ambivalence, and anger) can interfere with patients’
efforts at working through their conflicts and con-
cerns about infertility and loss. In some cases, the
infertile patient may not only be impacted by the psy-
chotherapist’s countertransference but also by coun-
tertransference issues that come from the medical
treatment team. There is often an unconscious connec-
tion between doctors and patients, nurses and patients,
as well as between administrative staff and patients.
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Kentenich and colleagues[61] noted that doctors and
therapists have characteristics and personality styles
that may influence their reactions to patients. For
physicians especially, there is a tendency to be proac-
tive with patients on an ongoing basis so that there is
no time for grief or disappointment. The “unconscious
unity (between doctor and patient) defends them from
emotions as, for example, they both want to quickly
‘forget’ failures (no pregnancy, miscarriage).” Ken-
tenich and his colleagues, thus, argue that it is this
unity that explains why psychological considerations
are often not permitted in the treatment of infertility
or, at minimum, avoided.[61]

Self-disclosure by psychotherapists is another impor-
tant countertransference issue in infertility counseling.
The question often arises regarding how much to self-
disclose, if at all, and to which patients. This issue must
be carefully considered because revealing personal
pain can potentially be manipulative and self-indulgent
rather than serving to further a patient’s growth.
Leibowitz[62] believed that the key to self-revelation to
a patient is based on a sense of how open a therapist
and patient have been with one another and how much
trust and connection have been established in the thera-
peutic alliance. In any case, self-disclosure by therapists
must be used in a thoughtful, purposeful way so as to
benefit or assist a client (not the therapist) even though
a therapist’s personal experience with infertility may, in
some cases, increase his or her ability to empathize with
clients’ pain and anger. Self-disclosure can also be a way
to model effective behaviors and to close the perceived
distance between therapist and client, thereby facili-
tating greater trust and openness.[63] In other cases,
however, a therapist’s own infertility issues may be pro-
jected onto the client’s infertility experience, potentially
interfering with the client’s coping abilities and efforts
to resolve this difficult and painful experience. From
a broader perspective, Rosen and Rosen[64] discussed
the effects of infertility patients’ complex psychological
dilemmas on the emotional lives of mental health pro-
fessionals. They address, with the assistance of expe-
rienced colleagues in the field, how psychotherapists’
reactions may “limit or help psychotherapy” with this
unique population.

Lastly, the psychotherapist’s pregnancy is a real
and obvious event for both clinician and patient.[65]
Although it can allow for very important therapeutic
effects to occur, it unquestionably allows for critical
transference and countertransference issues. A treat-
ment crisis can ensue that can potentially lead to humil-
iation on the part of the infertile patient. For even the
most experienced therapist, this may be an important
time for her to obtain supervision.

THERAPEUTIC INTERVENTIONS

We are told that although theoretical differences in
treatment approaches definitely exist, it is unclear as to
the extent to which these differences are purely applied
in practice. Experienced clinicians are likely to use
interventions that are similar in utility and intent, if not
form, but that also reflect their own unique personali-
ties and experience, as well as situational demands.[42]

Energetic efforts to distinguish approaches from one
another also risk unfairly dichotomizing and limit-
ing them. For example, the highly interpersonal and
implicit nature of strategic therapy is often ignored in
favor of its technical components. Similarly, most psy-
chodynamic approaches now consider interpersonal
factors in psychotherapy to be as important as intrapsy-
chic ones.

Because it appears that infertility patients primarily
seek out short-term or brief counseling or psychother-
apy, it is important to outline some essential character-
istics and common principles. It is also useful to point
out a common value system that most brief psychother-
apies share.[42–44,66] These include:

Technical features
■ maintenance of a clear, specific treatment focus
■ conscious and conscientious use of time
■ limited goals with clearly defined outcomes
■ emphasis on intervening in the present
■ rapid assessment and integration of assessment
within treatment
■ frequent review of progress and discarding of inef-
fective interventions
■ high level of therapist–patient activity
■ pragmatic and flexible use of techniques

Shared values
■ emphasis on pragmatism, parsimony, and least intru-
sive treatment versus cure
■ recognition that human change is inevitable
■ emphasis on client strengths and resources and the
legitimacy of presenting complaints
■ recognition that most change occurs outside of
therapy
■ commitment that a patient’s outside life is more
important than therapy
■ a stance that therapy is not always helpful
■ a belief that therapy is not timeless.

Leon[67] noted that of twenty cases of women pre-
senting with emotional problems following pregnancy
loss, six women left treatment during the consulta-
tion or soon after therapy began. Of the six, five were
also dealing with infertility before or after their loss.
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Most remarkably, however, those five who left treat-
ment early were the only infertile women in his total
sample. Other clinicians appear to have had similar
experiences with infertility patients. For this reason, it
would seem especially important to emphasize the sig-
nificance of the first session, because it may be the only
session.

Cooper[42] pointed out that it is helpful if the clini-
cian considers each session as a whole in and of itself. To
do this effectively, he described at least six first-session
tasks that can serve multiple purposes:

1. Form a positive working relationship. Spend a few
moments constructively getting acquainted:
� Do some therapy education.
� Ask how you can be helpful.
� Use active listening, empathy, and language

that demonstrates respect for each client’s point
of view.

� Find a one-sentence summary to repeat to
clients that reflects your understanding of their
problem.

� Find at least one thing to like or respect about
each patient or his or her coping and call atten-
tion to it.

� Create an expectation of improvement.
2. Find a treatment focus:

� Ask what brought the patient to treatment now
rather than earlier or later.

� Ask what improved since the appointment was
made that patients would like to continue
improving.

� Determine at the beginning what would be tan-
gibly different for clients at the end of success-
ful treatment.

� Define problems in specific terms conducive to
change.

� Determine the meaning or significance of a
problem to a patient.

� If multiple problems are identified, focus first
on the most important to the client.

3. Negotiate criteria for a successful outcome:
� Put solutions in positive, specific, achiev-

able terms, using client language to facilitate
change.

� Make goals/solutions achievable, and place
goals within the patient’s control.

4. Distinguish clients from nonclients. Not every per-
son who presents in therapy is a candidate for
change:
� Clients are characterized by the acknowledg-

ment of a problem and a willingness to work
on it.

� Nonclients may acknowledge a problem exists
but do not see themselves as part of the
solution.

5. Identify patient motivational levels, and tailor inter-
ventions accordingly.

6. Do something that makes a difference immediately:
� Listen actively and empathetically.
� Help patients understand that most of their

reactions to infertility are normal and pre-
dictable.

� Discuss the process of achieving desired solu-
tions.

� Conceptualize or reframe problems in ways
that suggest solutions.

The focus of treatment in individual counseling with
infertility patients can be collaboratively developed
with them and is closely related to the ideas of assess-
ment and diagnosis. It is therefore important to have
sound diagnostic skills while working within an infer-
tility patient’s perception of the problem. A helpful diag-
nostic framework describing personality structures and
reactions to infertility is presented in Table 8.1. Along
with understanding the psychological components of
infertility, it is also imperative to assess the presence of
personality disorders, substance abuse or dependency,
sexual abuse, domestic violence, sociopathy, and other
significant mental health disorders/problems, as well as
the patient’s cultural experience and milieu.

It is clear that individual counseling with infertil-
ity patients requires special expertise and an under-
standing of and appreciation for the many psychoso-
cial and medical components relative to this condi-
tion. A commentary by Hart[68] also supports this
notion. Appendix 1 delineates qualification guidelines
for mental health professionals working in reproduc-
tive medicine and stresses the need for a solid knowl-
edge of family-building options, such as adoption, third-
party reproduction, and childlessness. In addition, an
understanding of the potential sociocultural, religious,
and ethical implications of these choices is critical.

In sum, the treatment modalities discussed in this
chapter can be extremely useful when counseling infer-
tile patients. Most psychotherapists use a combination
of interventions to meet clients’ needs in the most effec-
tive and efficient way. These approaches, however, are
only as effective as the therapist who makes use of
them. Kottler[63] pointed out a number of common
characteristics or qualities of successful psychothera-
peutic outcomes, including a counselor’s personality,
skillful thinking processes, good communication skills,
and the ability to establish an intimate and trusting
relationship.
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TABLE 8.1. Personality types and infertility[69]

Personality structure Reaction to infertility

Obsessive: orderly, systematic, perfectionist, inflexible Infertility is seen as punishment for letting things get out of control

Narcissistic: self-involved, angry, independent,
perfectionist

Infertility is seen as an attack on autonomy and perfection of self

Borderline: demanding, impulsive, unstable Infertility is seen as a threat of abandonment

Dependent: long-suffering, depressed, submissive Infertility is seen as expected punishment for worthlessness

Avoidant: remote, unsociable, uninvolved Infertility and its procedures are seen as a dangerous invasion of
privacy

Paranoid: wary, suspicious, blaming, hypersensitive Infertility is seen as annihilating assault coming from everywhere
outside of self

FUTURE IMPLICATIONS

There is a clear future for mental health professionals
treating infertile individuals. At the same time, one of
the goals of this chapter has been to emphasize the
importance of having a sound knowledge of the psy-
chosocial experience of infertility and an appreciation
of the numerous medical interventions available, the
high financial and emotional costs involved, and the
range of parenting alternatives from which patients
might ultimately choose. It is only with this solid back-
ground that a psychotherapist can best apply his or
her theoretical and clinical expertise to assist individu-
als struggling with losses and concerns associated with
infertility. From a global standpoint, however, the need
for a clear understanding of cultural traditions, needs,
and experiences will significantly impact how the men-
tal health professional practices his or her craft. Clinical
interventions thus must be tailored not only to the psy-
chological needs of the infertile patient but also to his
or her social and cultural needs.

In light of the complexities of all forms of reproduc-
tive loss, it appears that professional training programs
and postgraduate courses may, in the future, choose to
incorporate or develop specific curricula that address
the psychosocial components of infertility. The rapid
growth of the assisted reproductive technologies and
the psychological and ethical implications inherent in
them require that formal clinical programs be estab-
lished to provide training in this increasingly important
arena. Credentialing in infertility counseling, through
specific country or international professional organiza-
tions, may also help establish appropriate qualifications
and expertise in the field. Subspecialties can be devel-
oped that focus on reproductive health, as well as on
perinatal issues including not only pregnancy loss but
also pregnancy and parenting after infertility as well as
the long-term impact of assisted reproduction on chil-
dren and families.

SUMMARY

■ Historically, infertility and reproductive loss were
often considered by mental health professionals as
having a dynamic, psychogenic basis. Recently, there
has been a significant shift to supporting infertile
individuals and minimizing the destructive emotional
components of this medical condition. This shift has
occurred among clinicians and researchers on an
international level.
■ The five theoretical treatment approaches pre-
sented may be useful in working with individuals
struggling with infertility. These include psychody-
namic psychotherapy, cognitive-behavioral therapy,
strategic and solution-focused psychotherapy, crisis
intervention, and grief counseling.

� Clinical issues of countertransference and the
role of the therapist who works with this spe-
cial population need to be understood, especially
because many therapists working in the field have
had personal experience with infertility.

■ Many infertile individuals request and/or require
only brief psychotherapeutic intervention.

� All infertility counselors can apply several specific
tasks when meeting a new client for the first time.
These tasks can serve several important purposes
and include:

– forming a positive working relationship
– finding a treatment focus
– negotiating criteria for a successful outcome
– distinguishing clients from nonclients
– identifying patient motivational levels and tai-

loring interventions accordingly
– doing something that makes a difference imme-

diately.
■ The treatment approach is only as effective as the
therapist who employs it.
■ Individual counseling and psychotherapy with
infertility patients is an area that deserves our special
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attention. The psychosocial needs of those who strug-
gle to build families are compelling and require clini-
cal expertise and a clear understanding of the under-
lying emotional issues involved.
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CHRISTOPHER R. NEWTON

There can be no disparity in marriage like unsuitability of
mind and purpose.

– Charles Dickens

The advent of assisted reproductive techniques such
as in vitro fertilization (IVF) placed much of the bur-
den for treatment on women, and, not surprisingly,
much of what has been written about treatment stress
and infertility has been derived from the experience of
women. In contrast, attention has only recently been
directed toward the male response to infertility, yet
men’s reactions to infertility remain less understood.
Studies assessing infertile couples have typically com-
pared male and female levels of psychosocial distress[1]
but less frequently have examined the ways in which
couples’ relationships are affected. Similarly, in terms
of counseling, a recent review of the literature identified
only thirteen published intervention studies with infer-
tile couples.[2] By necessity, then, this chapter draws on
a growing body of empirical literature about the indi-
vidual effects of infertility. It also incorporates current
understanding of the relationships between stress and
coping on dyadic functioning. The chapter highlights
some of the key clinical issues that confront infertile
couples and provides an overview of different thera-
peutic approaches used internationally to address these
problems. A pervasive theme throughout this chap-
ter is a need for couples (and therapists) to recognize
and respect gender differences. Effective couple ther-
apy involves more than just encouraging couples to
engage in emotion sharing. For example, the marital
literature suggests that couples who can learn to regu-
late emotions under difficult circumstances are likely to
be less vulnerable to relationship distress. Recent mar-
ital enrichment programs that have educated couples
about both individual and dyadic strategies to manage
stress have shown promise.[3] An important premise
of this approach is that love and attraction alone are
not enough to sustain a relationship. In the face of
major obstacles in life’s path, new skills may be needed.
This seems particularly apropos with respect to infer-

tility. House-sized boulders seem to pepper the trail of
unwary couples, who often need to learn a variety of
new skills to cope with the sometimes unique demands
placed on their relationship.

This chapter

■ reviews current research on the impact of treatment
on couples and assessment tools;
■ provides a framework for assisting couples with pro-
blems created or exacerbated by infertility.

HISTORICAL OVERVIEW

Thirty-five years ago, the field of marital therapy was
described as “a technique in search of a theory,”[4]
where therapy with couples consisted of a hodgepodge
of clinical interventions based on partial and some-
times tenuous theories.[5] Therapy with infertile cou-
ples appears to be at a similar stage; the number and
range of interventions is growing but the field faces the
same theoretical challenges.

Interventions with infertile couples have fallen into
two broad and overlapping categories. In the first cat-
egory, efforts have been made to address psychologi-
cal factors that might be hindering pregnancy, partic-
ularly when infertility is unexplained. Early theories
of infertility were heavily influenced by psychody-
namic and psychoanalytic formulations. In this con-
text, couples therapy consisted of attempts to uncover
unconscious conflicts and work through unresolved
emotional issues that might be affecting fertility. For
example, Sarrel and DeCherney[6] offered couples
with unexplained infertility a single psychotherapeu-
tic interview. At follow-up, 60% of interviewed cou-
ples had achieved pregnancy in comparison to 11%
of a no contact group. While the identification of pre-
viously unrecognized conflict was suggested as the

143
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mechanism of change, it was unclear to what extent
other important issues concerning the marriage or the
sexual relationship might also have been addressed
in therapy, thereby facilitating pregnancy. Recently,
interventions with infertile couples have attempted
to both optimize conception rates and reduce the
stress of infertility and its treatments through psy-
chodynamic,[7] cognitive-behavioral,[8] and solution-
focused approaches.[9] More comprehensive mixed
interventions combining educational, behavioral, sup-
portive, and experiential components have also been
reported.[10]

In the second category, interventions have broadly
targeted either treatment-related or infertility-specific
stress. These have included education to reduce
the stress of treatment,[11] cognitive-behavioral app-
roaches to foster greater personal control and enhance
marital and sexual satisfaction,[12] solution-focused
therapy for stress relief,[13] and systemic couple ther-
apy to facilitate communication and coping with infer-
tility stress.[14]

While the number and range of reported interven-
tions with couples are growing, it should be noted
that actual studies vary widely in experimental qual-
ity. Many studies lack control conditions for compari-
son and some lack objective, standardized measures of
outcome. In addition, some interventions involve the
couple, but the focus is, to a considerable extent, on the
individual (e.g., teaching methods of stress reduction)
rather than on the dyadic interaction.

THEORETICAL FRAMEWORKS

A theoretical framework that seeks both to explain and
to make testable hypotheses about the impact of infer-
tility on couples’ relationships is still lacking. Instead,
theoretical descriptions of the impact of infertility on
couples are often, in reality, theories of the individual,
that are assumed to apply generally but often ignore
gender differences and add little to our understanding
of important interactional patterns.

In the past twenty-five years, concepts of grief and
loss, together with stage theories, have heavily influ-
enced thinking about the infertility experience. In fact,
marriage itself has been characterized as involving
sequential stages of expansion and promise, contrac-
tion and betrayal, and finally resolution. It has then
been argued that infertility serves to magnify the hurt
and disappointment that couples experience during
the normal developmental sequence.[15] Individuals
(and therefore couples) are assumed to move through
certain emotional stages, for example, shock, denial,
anger, guilt, grief, and resolution.[16] In conjunction

with treatment, couples have been described as mov-
ing through phases of engagement (dawning of aware-
ness or facing a new reality), immersion (intensified
treatment efforts or growing emotional distress), and
disengagement (ending treatment or finding a new
focus).[17]

In a similar vein, systemic couple therapy has been
melded with stage theory resulting in the identifica-
tion of five key phases of infertility (dawning, mobi-
lization, immersion, resolution, and legacy). The issues
facing the couple at each phase can differ and, it is
assumed, require different therapeutic approaches.[14]
While reports from this group are rich with clinical
material and offer sophisticated dyadic techniques and
strategies, the model awaits testing.

Infertility has also been characterized as involving
a “transition to non-parenthood.”[18] On the basis of
this model, therapeutic suggestions often involve help-
ing couples work through the grief process.[19] Unfor-
tunately, despite its theoretical and clinical appeal, the
stage theory of grief has received little empirical sup-
port. Response to loss may be more variable than has
been acknowledged, and assumptions that distress is
necessary and that loss must always be processed to
achieve effective recovery and resolution might not be
universally correct.[20] The danger therefore is that
clinicians may either create or reinforce inaccurate
expectations for a couple about appropriate ways to
react and respond both to the stress of infertility and
to each other.

At this stage, much of the published intervention
literature on couples counseling has not been theory-
driven, although work on control,[21] coping and
appraisal,[22] and social support[23] is beginning to
illustrate both the intricacy in couples’ reactions and the
need to recognize gender differences in planning treat-
ment interventions. The complex interaction between
stress, coping, and marital satisfaction has been high-
lighted in a recent review.[3] For example, when cou-
ples are faced with infertility stress, there are actually
several competing agendas at play. Each partner needs
to regulate his or her own emotional distress, tend to
the emotional needs of the partner, be sensitive to the
needs of the relationship, and consider the practical
demands of the situation. At times, individuals need to
engage in protective buffering through disengagement
strategies of denial, distraction, and withdrawal. Where
active engagement with a spouse leads to repeated nega-
tive interactions, such disengagement may also smooth
over potential relationship conflicts and benefit the rela-
tionship in the short term. In fact, a failure to attend
to individual emotion-focused strategies may under-
mine relationship functioning by creating a spillover of



P1: JZP
052185363Xc09 CUFX030/Covington 0 521 85363 X September 3, 2006 12:3

COUNSELING THE INFERTILE COUPLE 145

individual stress into a marriage. However, in the long
term, persistent withdrawal might decrease marital
intimacy and increase marital distress. As such, couples
and therapists need to attend to both individual coping
strategies and relationship interactions.

REVIEW OF LITERATURE

Effects of Infertility

There is a considerable body of evidence that men and
women are affected differently by the experience of
infertility. Women are more likely to worry that some-
thing is wrong even before seeking treatment, more
likely to initiate discussion with their partners, and
more likely to assume personal responsibility when
efforts to conceive prove unsuccessful.[24] A recent
review found that during infertility investigations or
treatment, women reported higher levels of distress
than men on measures of anxiety (seven of thirteen
studies), depression (four of seven studies), self-esteem
(three of four studies), and psychological adjustment
(six of fourteen studies).[25] In terms of the above mea-
sures, none of the studies found infertile men to be more
distressed than infertile women.

How the couple as a unit is affected remains unclear.
As a group, infertile couples reported levels of mari-
tal adjustment in the normal range.[26–28] However,
some couples complained of deterioration in marital
functioning,[29] while others reported that the crisis of
infertility improved marital communication and conse-
quently emotional intimacy.[30] Still others suggested
that sexual functioning was disturbed but that mar-
ital satisfaction remained intact.[31] One of the few
studies to examine the dyadic process rather than the
individuals separately highlighted the importance of
what has been termed congruence, that is, a sense of
agreement between a couple in their perception of the
severity of infertility stress. Couples who experienced
similar levels of social stress related to infertility were
found to have higher levels of marital satisfaction com-
pared with couples where partners experienced differ-
ent levels of social stress. Similarly, when the couple
expressed different views on the importance of par-
enthood or on the impact of infertility on their rela-
tionship, women were found to be at higher risk for
depression.[32]

Impact of Medical Treatment

In the assessment of the impact of infertility on a cou-
ple’s relationship, it appears that the stage of medical
treatment may be a contributing factor. While the ini-

tial phase of infertility diagnosis and treatment is often
characterized as an acute stress, research findings on
the impact of this stage are mixed. For example, Daniluk
et al.[33] presented data on couples attending an infer-
tility clinic in which the couples reported marital and
sexual functioning in the normal range and no change
from the first visit to six weeks postdiagnosis. However,
a similar study described a decrease in marital adjust-
ment over the diagnostic period.[11] The results of stud-
ies examining the effects of longer infertility treatment
on a couple’s relationship are similarly ambiguous. In
a longitudinal study, Benazon et al.[34] followed infer-
tile couples over the course of eighteen months of treat-
ment. Although women who failed to conceive reported
increased sexual dissatisfaction over this time period,
marital satisfaction remained normal and unchanged
for both men and women. However, prolonged infer-
tility treatment may well be a source of chronic rela-
tionship strain. Berg and Wilson[28] found that for cou-
ples in advanced stages of treatment (greater than three
years), indices of marital and sexual satisfaction were at
the lowest overall level, and marital adjustment scores
were near the maladjusted range.

Rather than the length of time spent in treatment, the
repeated experience of treatment failure may be more
important. Women who had experienced a moderate
amount of treatment failure reported greater marital
distress than women who had never experienced treat-
ment failure, and more distress than those who had
experienced the most treatment failure.[35] These find-
ings were seen as support for a stage theory, that is, the
experience of infertility is a process and individual and
marital distress (at least for women) is a necessary part
of an evolution toward acceptance of their infertility
and improved marital functioning.

Effectiveness of Couple Counseling

In a recent comprehensive review of individual, cou-
ple, and group interventions for infertility, Boivin con-
cluded that couple counseling has been more effective
in reducing individual negative affect than improving
relationship functioning.[2] Studies using a variety of
approaches (educational, psychodynamic/counseling,
solution-focused and cognitive-behavioral interven-
tions) have reported reductions in individual infertility
distress but no measurable effect on conception rates,
partner, or relationship satisfaction.[9,11,13,36] At the
same time, couple therapy has resulted in a decrease
in intensity of desire for a child[7,9,13] and a greater
tolerance for the ambiguity created by infertility.[7]
However, a single study using a measure developed to
assess marital domains affected by infertility, reported
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a positive impact of couples counseling on relation-
ship variables. In an eight-month sex therapy pro-
gram for couples with idiopathic infertility, the authors
reported that a cognitive-behavioral approach resulted
in improved sperm concentration and both increased
sexual satisfaction and decreased marital distress.[8]

CLINICAL ISSUES

Assessment

The assessment of the couple prior to treatment with
advanced reproductive technology (ART) can serve one
of three purposes. First, the clinician might wish to
assess the extent to which a fertility problem is creat-
ing relationship stress in the form of marital or sexual
dissatisfaction. This might serve as a springboard for
individual or couples infertility or sexual counseling.
Second, the clinician might wish to identify couple-
specific concerns related to treatment participation.
For example, is the couple in agreement about treat-
ment participation, the extent of treatment involve-
ment, or other options for parenthood, if necessary?
Does the couple feel able to provide each other with nec-
essary emotional and tangible support? Such informa-
tion might determine whether couple counseling could
be beneficial to facilitate treatment participation and/or
manage the aftermath of treatment failure. Finally, and
most controversially, as a gatekeeper, the assessor might
be required to address the couple’s suitability for treat-
ment or for parenthood.

Particularly in the United States, there has been con-
siderable resistance to the notion of placing limitations
on who should receive treatment with ART. Concerns
have been raised that restrictions impinge upon fun-
damental freedoms, infertile couples would be held to
a higher standard than couples conceiving naturally,
inconsistencies in standards between clinics might cre-
ate inequalities in access, and the slippery slope argu-
ment that reasonable restrictions might ultimately lead
to discriminatory or even eugenic practices.[37] Never-
theless, there are limits in place and a recent survey
of American clinics indicated that 71% collect infor-
mation concerning the stability of the relationship and
70% believe it is appropriate to assess parenting capac-
ity.[37] Recently, the American Society for Reproduc-
tive Medicine Ethics Committee released a position
paper proposing that the welfare of any offspring is a
valid consideration that might be taken into account,
but that clinics are not morally obligated to withhold
services.[38] The report also suggests that the mental
health counselor, as part of the treatment team, should
have an active role in this decision-making process and

that the decision should not be made by a single care-
giver. This stance is similar to that taken internation-
ally. In Canada, recent government legislation enacted
in 2004 states that “the health and well-being of children
born through the application of assisted human repro-
ductive technologies must be given priority. . . . ”[39]
In the United Kingdom, regulatory guidelines require
that treatment centers have clear criteria for assess-
ing the welfare of any child or children and that crite-
ria “include the importance of a stable and supportive
environment. . . . ”[40] Several European countries (e.g.,
Austria, Norway, France, Sweden, and the Swiss can-
tons) restrict access to in vitro fertilization treatment
to married couples or heterosexual couples in a sta-
ble relationship.[41] In continental Europe, the guide-
lines for counseling issued by the European Society
For Human Reproduction (ESHRE) incorporate both
assessment and counseling activities under the rubric of
‘counseling’ but acknowledge that, “In some countries
assessment of suitability prior to treatment . . . [which]
aims to ensure that the welfare of all parties involved,
especially the child . . . ” is conducted.[42] Somewhat
skirting the issue, ESHRE guidelines further state
that, “patients . . . who present with either a severely
disturbed marital relationship and/or irresolvable
discord . . . ” are considered to be at risk and likely to
need counseling.

In summary, international legislation, regulations
and guidelines related to criteria for assessment are
framed in terms of broad principles, requiring clinics
to address the best interests of the potential child, but
are noticeably lacking in specifics. Thus, the nature
and severity of relationship problems that might pre-
clude treatment participation remain a matter of clin-
ical judgment for the mental health counselor and the
rest of the treatment team. Furthermore, it is often dif-
ficult to assess the significance of individual issues (e.g.,
serious mental health problems) in isolation from the
partner and the relationship. For example, when the
stability of one partner is a concern, the clinician might
also need to ask to what extent the healthy partner will
be an active caregiver and can (and will) act as a buffer
between the less healthy parent and the potential child.
Relationship problems that might well lead to postpone-
ment or denial of treatment include ongoing physical or
emotional abuse, a history of perpetrating abuse on oth-
ers, or a documented history of inadequate parenting
with other children. There is also considerable research
demonstrating that conflict and hostility between par-
ents is associated with negative consequences for the
child; thus, serious ongoing marital conflict would indi-
cate a need to at least postpone treatment until relation-
ship problems could be addressed.
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Finally, the welfare of the child is a consideration
susceptible to wide interpretation and is not necessar-
ily synonymous with the concept of the ideal family.
In considering the best interests of the child, Pen-
nings[43] has outlined the possible ethical and philo-
sophical principles that might underlie this evaluation.
For example, the ‘maximum welfare principle’ implies
that a child should not be brought into the world under
less than ideal circumstances. Unfortunately, this would
likely exclude the majority of the population. The ‘min-
imum threshold principle’ implies that minimal stan-
dards exist and that certain characteristics of the poten-
tial parents (e.g., severe marital strife, history of child
abuse or neglect) are unacceptable, but otherwise, ade-
quate criteria to determine parenting capacity are lack-
ing. Thus, clinicians can and should only prevent pro-
creation in situations where the child’s quality of life
would be very low. Pennings has suggested an interme-
diate ‘reasonable welfare’ principle, whereby the stan-
dard is not a perfectly happy child. Instead, the provi-
sion of medical services is considered acceptable when
the potential child could anticipate a reasonably happy
life.

In assessing the effects of infertility on a relation-
ship, clinicians need to be mindful of several factors
that may influence a couple’s presentation. Couples
referred for medical treatment using assisted repro-
ductive technologies such as IVF may have suffered a
series of demoralizing treatment failures in the recent
past, resulting in both increased emotional turmoil and
relationship tension. However, referral to these new
programs can produce an upsurge of optimism and a
temporary sense of well-being.[44] As a result, couples
may portray both the stress of infertility and its impact
on the relationship as a past problem, now largely
resolved. Similarly, couples may engage in positive-
impression management, minimizing or denying dif-
ficulties in order not to jeopardize their acceptance
into the infertility treatment program. Even when cou-
ples seek counseling, relationship problems may be
relatively circumscribed, and couples may maintain a
reserve of goodwill toward each other. This may lead
some couples to try to protect each other by engaging
in self-blame and avoiding overt criticism of the other’s
behavior. Finally, most couples (infertile or not) have
difficulty thinking of relationship problems in systemic
terms, and as a result, offer rather vague definitions or
explanations – often in terms of communication dif-
ficulties when asked about the nature of relationship
troubles.

Unfortunately, standardized measures that are
infertility-specific and provide an objective measure of
relationship problems are few. Alternatively, more gen-

eral measures of marital relationship functioning often
lack sensitivity to infertility concerns. However, tests
with good reliability, validity, and norms for compari-
son can be useful both in determining the severity of
relationship complaints and offering clinical leads for
further inquiry. Among tests used primarily by psychol-
ogists and marriage or family therapists, the following
measures can contribute to the assessment.

Locke–Wallace Marital Adjustment Scale
Locke and Wallace’s[45] Marital Adjustment Scale
(MAS) is a fifteen-item self-report instrument that
inquires about the extent of disagreement on eight sub-
areas (e.g., mutual activity and mutual decision mak-
ing). The lack of a conceptual plan in selecting items
raises doubts about the comprehensiveness (content
validity) of the MAS. Item wording is dated, and the
‘husband’ and ‘wife’ format is not suitable for other
dyads.

Dyadic Adjustment Scale
A thirty-two-item self-report scale, the Dyadic Adjust-
ment Scale (DAS)[46] taps marital satisfaction in four
areas: (1) consensus on matters important to the rela-
tionship, (2) degree of tension, (3) agreement over
affection/sex, and (4) satisfaction with verbal communi-
cation and companionship activities. The DAS is prob-
ably the best brief screening device available and is a
good indicator of overall relationship stress.

Marital Satisfaction Inventory
The Marital Satisfaction Inventory (MSI)[47] is a
280-item self-report inventory developed to assess
global marital satisfaction and individuals’ attitudes
and beliefs regarding specific areas of the relationship.
It is suitable for couples with or without children.
The eleven scales were constructed on a rational
basis and tap areas of the relationship such as: affec-
tive communication, problem-solving communication,
time together, sexual dissatisfaction, and disagreement
over finances. A validity scale assesses the tendency
to describe the marriage in socially desirable terms.
Particularly in cases where problems seem to extend
beyond the bounds of infertility-related concerns, the
MSI provides useful information in terms of areas of the
relationship needing change. While its comprehensive-
ness is a strength, couples may be reluctant to complete
such a lengthy instrument unless they have serious con-
cerns about their relationship – or the therapist does.

The Fertility Problem Inventory
The Fertility Problem Inventory is a forty-six-item self-
report inventory developed to measure the degree of
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infertility-specific stress experienced by individu-
als.[48] While not exclusively a measure of relationship
satisfaction, two scales on the questionnaire assess per-
ceptions of the extent to which fertility problems have
strained the couple’s overall relationship and specifi-
cally their sexual relationship. It provides a quick screen
for relationship strain by specifically tapping infertility-
related issues and offers norms based on a large sample
of infertility patients active in treatment.

THERAPEUTIC INTERVENTION

Goals in Counseling the Couple

There are numerous potential goals in providing cou-
ples counseling, which can often partially overlap with
the goals of individual counseling. The goals of cou-
ples counseling regarding infertility fall into three broad
categories:

■ Facilitating the couple’s management of treatment as
a team by

� increasing awareness of treatment implications;
� addressing decision conflict;
� reducing stress on the relationship;[2]
� encouraging more active participation in decision
making;
� improving or facilitating communication between
the couple and medical staff.[10]

■ Facilitating the management of infertility as a couple
through identifying

� differences in motivation for having children;
� differences in reaction to infertility and in coping
styles;
� problems in constructive communication.

■ Assisting in dealing with infertility strains on the rela-
tionship related to infertility or its treatment through

� support for grief work;
� help for the couple in identifying alternatives and
new life perspectives.[7]

Particularly in the early stages of infertility and treat-
ment, a more focused approach with couples in terms of
providing information and new skills might be of more
benefit than sessions with greater emphasis on emotion
sharing. A recent review of interventions with couples
noted that informational and skills based interventions
yielded more positive changes than emotion-focused
interventions. In one study, couples rated skills train-
ing more helpful than reflecting on emotional aspects
of infertility.[2] However, it is quite conceivable that at
later stages of infertility treatment and at treatment end,
emotion-focused approaches might become more ben-
eficial. This possibility remains to be tested.

Early Consultation

Many infertility treatment programs, particularly those
offering assisted reproductive technologies such as IVF,
either provide the opportunity for, or require couples to
participate in, an assessment and or counseling pro-
cess prior to treatment. This provides the opportunity
to screen for individual problems (anxiety, depression,
substance abuse) or relationship concerns that might
compromise a couple’s ability to cope, comply with, or
agree about treatment.

At this stage, counseling often has a significant
psycho-educational component in terms of ensuring
that couples understand the implications of treatment
and the treatment process, while concurrently helping
them identify and address potential stressors associated
with treatment procedures. Issues might include under-
standing treatment success rates, arranging time away
from work, whom to tell and how much to tell about
treatment, the possible impact of medications on the
woman’s mood and hence the relationship, dealing with
treatment failure, and couple agreement on goal setting
in terms of the extent of treatment participation. In fact,
the very act of going to counseling together may foster
a sense of teamwork and enhance intimacy,[14] which
can be further enhanced if the couple is encouraged to
develop a ‘treatment coping plan,’ whereby they iden-
tify individual and couple activities that are enjoyable
and relaxing. Couples are instructed to ‘coordinate’ their
coping strategies (e.g., her individual coping technique
of distraction via shopping may not be beneficial for
him). Finally, they are encouraged to incorporate their
coping plan into their treatment plan.

This phase has been identified as a time where the
task of clarification can be important.[7,9] This can
involve helping the couple to clarify their motives for
treatment and the importance of children, as a way
to stabilize their commitment to treatment. It is also
a phase where it is important that couples begin (if
they have not already) to develop a tolerance for ambi-
guity,[7] in other words, an ability to actively enter-
tain the possibility that treatment might not work and
to begin to envision other options. From a solution-
focused approach, this has been characterized as help-
ing couples begin to entertain new themes or stories
for the future of the relationship.[13] An inability to
do so often can be seen in couples as unrelenting opti-
mism on the part of one or both partners; a reluctance
to discuss or think about program success rates; and an
unwillingness to contemplate treatment cycle failures.
This inability to prepare for, or even discuss, potential
setbacks or failures increases the couple’s vulnerability.
In addition, sometimes the clinician needs to tactfully
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counter the couple’s notion of ‘the earned child’ – that
through conscientious planning and hard work, a preg-
nancy is now deserved.[13] The overarching goal in
addressing these issues is to encourage the couple to
take an active role in making decisions. Clarification of
the different ways that infertility affects them and their
different coping strategies, sets the stage for a discus-
sion of ways to manage stress as a couple and allows
identification of resources, both internal to the couple
(e.g., use of humor) and external (e.g., use of key social
supports).

Role of Gender Differences

While most couples may not report marital dissatisfac-
tion or conflict at early stages of treatment, this time
represents an important opportunity to prevent or min-
imize potential future problems. This may be partic-
ularly important if couples have markedly contrasting
coping styles. In reacting to a diagnosis of infertility,
women seem to be affected more personally than men.
Women describe feelings of role failure[30] and dimin-
ished self-esteem[49] regardless of the locus of impair-
ment, whereas men’s reactions seem to be similar to
women only when infertility is due to a male factor.
Even when one partner is the sole diagnosed cause of
the problem, women report a greater sense of respon-
sibility than men.[49] As a result, when infertility treat-
ment fails, intense feelings of guilt and self-blame can
place some unique strains on a couple’s relationship.
Although women’s tendency to accept responsibility
(even when infertility is unexplained) can be prob-
lematic, in some situations it may reflect an adaptive
coping response. In attributing the cause of infertil-
ity to herself, a woman may be achieving what has
been described as ‘interpretive control,’ that is, giving
a threatening, largely uncontrollable, situation mean-
ing or purpose.[21] While some women feel ‘relieved’
when perceiving themselves as responsible for a fertil-
ity problem, this actually might suggest an attempt to
protect a partner. It also might reflect a degree of success
in reestablishing some sense of control. Thus, men and
women may not need to hold identical explanations for
a fertility problem, and a therapist might need to weigh
the importance and benefits of trying to change such
attributions (see Chapter 3).

Among infertile couples, women are more likely to
reach out for social support and to use certain escape
or avoidance strategies (wishing, hoping, fantasizing,
and social avoidance) than men. Men, by contrast, are
more likely to engage in distancing through cognitive
distraction, to engage in emotional self-regulation, and
to view infertility in a pragmatic, problem-solving fash-

ion.[22] In short, men have been described as engaging
in ‘fight or flight’ responses, whereas women engage in
efforts to ‘tend and befriend.’[3]

Adding to the complexity, coping styles apparently
vary with socioeconomic status. When faced with
stress, blue-collar couples increase the use of humor
during marital interactions while the expression of
humor among white-collar couples decreases. Simi-
larly, encouraging men to express their emotions during
therapy was beneficial for middle-class husbands but
detrimental for lower-class husbands, who may hold
different attitudes about showing emotional vulnera-
bility.[3] Adding further to this mix, gender difference
in coping styles may be more or less acceptable to the
couple based upon their cultural background. Whatever
the socioeconomic class or culture, it is crucial for the
therapist to recognize that men and women are likely
to have different vulnerabilities that may require dif-
ferent coping strategies. For example, couples in which
one partner is experiencing problems of depression may
benefit from greater emotional support, while couples
who are prone to rapidly escalating negative exchanges
might benefit more from learning better communica-
tion and conflict-resolution skills.[3]

Couples who fail to recognize and adjust to such dif-
ferences may misinterpret each other’s reactions and
give negative attributions to their partner’s response.
For example, a husband may cope through cogni-
tive avoidance, emotional distancing, and self-control,
while his wife may cope by seeking discussion and
expressing her feelings. As a result, when treatment
fails, he may perceive her as overreacting and con-
clude that she is too preoccupied with infertility and
undervalues their relationship. She, in turn, may regard
him as emotionally unaffected and therefore insensi-
tive, uncaring, or uninvolved.

Managing Conflict

Promoting Acceptance
Because women are more likely than men to use social
support as a means of coping, complaints about com-
munication difficulties are often made by female part-
ners. As counseling implicitly assumes a relationship
model, when such a complaint is made, it is tempting to
immediately provide a venue for more open discussion.
Although this model is likely to be attractive to many
women, when a husband is clearly a reluctant partici-
pant and or uncomfortable with emotion sharing, this
approach might be a strategic error. An immediate and
unplanned discussion of infertility may simply serve to
perpetuate cross-complaining and the negative interac-
tional cycle already played out at home.
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Instead, it may be worthwhile to adopt a wider per-
spective. For example, differences or incompatibilities
that might have lain dormant throughout the mar-
riage, may surface and become issues in the face of
infertility. Often one partner requests and then increas-
ingly demands change, while the other partner strug-
gles to maintain the status quo or reciprocates with
his or her own requests for change. Even when some
differences are truly irreconcilable (e.g., one partner
wishes to adopt and the other does not) and cannot
be problem-solved or compromised away, this does not
prevent couples from trying to change each other. These
change efforts and resistance to change can lead to a
polarization in the couple’s relationship, where conflict
increases rather than decreases.[50] Rather than trying
to facilitate further change efforts (particularly when
differences are irreconcilable), the clinician’s role can
be to promote acceptance of these differences. In fact,
it has been suggested that a complete approach to cou-
ple therapy needs to integrate strategies for fostering
both acceptance and change.[50] In this case, accep-
tance does not mean submitting begrudgingly to the
status quo. Instead, problems or differences become a
vehicle for greater intimacy rather than for eradication.
Through techniques such as ‘empathic joining,’ couples
may build a closer relationship because of problems,
rather than in spite of them, and the goal is to help
partners let go of the struggle to change each other. For
example, couples come to recognize and understand
why and how they differ in ways of dealing with infer-
tility and to accept these differences. Empathic join-
ing can be facilitated in a number of ways; for exam-
ple, by the clinician who prompts softer disclosures of
hurt, disappointment and vulnerability rather than the
typical hard exposures of frustration, anger and resent-
ment, or by the couple themselves, who might be asked
to switch roles figuratively or literally during the ses-
sion. Ironically, when couples stop demanding changes
of each other, change often then occurs.

Facilitating Communication
I feel like I’m talking to a brick wall.

In the beginning I understood and accepted her unhap-
piness. But it never seemed to stop. Gradually I withdrew
because I didn’t know what to say and I couldn’t stand to watch
her crying all the time.[51]

When an infertile couple seeks counseling, one party
(more typically the woman) may complain that when
it comes to infertility, her partner avoids discussions,
fails to listen, or fails to self-disclose. As a result, the
complainant feels angry, isolated, unloved, or a burden
on the relationship. This pattern, in which one spouse

(the pursuer) attempts to engage in problem discus-
sion, often resorting to pressure and demands, while
the other spouse (the distancer) attempts to withdraw
from the discussion, has been identified as a particularly
destructive style of marital interaction.[52,53] Interest-
ingly, the potential seriousness of this problem depends
on which partner engages in withdrawal. While hus-
bands’ withdrawal has been shown to be predictive of
wives’ hostility, wives’ withdrawal has not been found
to not predict husbands’ hostility.[54]

Similarly, among infertile couples, it appears that dis-
cussion needs to meet a certain threshold of frequency
for women’s marital satisfaction but it need not be bal-
anced. For example, women more frequently report ini-
tiating communication about infertility with husbands
than men report initiating such discussions with their
wives. Women also report receiving more emotional
support from husbands than husbands report receiv-
ing from them. Nevertheless, both sexes describe sat-
isfaction with this arrangement.[55] At the same time,
women’s and men’s perceptions of the amount of sup-
port and disregard given and received from a spouse
have been found to be only moderately related, suggest-
ing that many couples are not communicating effec-
tively with each other.[56]

Outbursts of frustration and anger may well be inter-
preted by a partner as unfair blaming, if not expressed
clearly. In these situations, couples may need help
in identifying and conveying feelings more accurately,
expressing complaints more constructively, and devel-
oping better conflict-resolution skills. Couples can learn
to translate vague complaints into specific behavioral
descriptions by encouraging the use of ‘videotalk.’[57]
In other words, complainants are taught to describe a
partner’s behavior minus attributed meanings or inter-
pretations. For example, the therapist might ask, “What
kinds of things would I see him doing when he is act-
ing ‘insensitive’?” In expressing complaints, couples can
learn to incorporate positive statements about a partner,
to avoid derogatory labels, to talk about specific behav-
ior, to incorporate ‘I’ language rather than ‘you’ in state-
ments of feelings, and to accept partial responsibility
for problems.

Improving a couple’s ability to offer each other effec-
tive support also may involve striking a balance between
some women’s needs for discussion and some men’s
needs to maintain distance and emotional control. In
other words, when one partner can accept that his or her
partner has legitimate and understandable reasons for
coping differently, this actually may free the other part-
ner from defensively maintaining the status quo and
foster change. Empathic joining and acceptance can
be facilitated in a number of ways. One option might
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involve teaching couples to use better active-listening
skills. Basic nonverbal skills (posture, facial expres-
sions, eye contact, and tone of voice), if neglected, leave
a partner feeling unheard and often negate any other
efforts made by the listener to provide support. On a
cautionary note, however, there are no universal rules
for good communication and, in fact, active listening
while feeling angry with a partner is not typical even
of happily married couples.[35] Hence, as an alterna-
tive to teaching new communication skills, the clini-
cian can play a key role in interpreting, reformulating,
and prompting softer emotional disclosures from each
partner. Such soft disclosures need not lead to offers of
behavioral change, but can cause each partner to expe-
rience the relationship differently.[58]

Because men are more likely to use problem-solving
strategies, they often offer support in terms of suggest-
ing solutions to the problem or ways in which women
can regain emotional control. Although well intended,
problem solving or attempting to cheer up a partner,
are often perceived as unhelpful when emotional sup-
port is wanted or the problem is not readily amenable
to change.[59] Over time, men may feel increasingly
helpless to provide effective support, but subsequent
avoidance of discussion then produces increasing emo-
tional disengagement. Learning to summarize ideas
heard and to reflect feelings provides couples with bet-
ter listening skills and affords the opportunity to give
effective support without having to generate solutions
to a problem over which they have little control. At the
same time that communication is encouraged, men’s
needs for distance and control can be incorporated by
emphasizing the importance of mutual agreement on
the time and place for discussion. Couples can also
agree to set specific time limits on such discussions
and may follow these by sharing a mutually enjoyable
activity.

Once both partners feel better heard and understood,
it may be easier for each to accept that the other is
affected quite differently by infertility. In therapy, cou-
ples have a tendency to tell stories about each other and
then to argue about their accuracy. By learning the skill
of emotional validation (showing empathy for a part-
ner’s feelings without necessarily being in agreement),
couples can hold quite different perceptions of the infer-
tility experience while still be mutually supportive.

Decision Making after Treatment

The decision to end unsuccessful medical treatment
for infertility can trigger a complex series of issues
for a couple. One partner may be ready to end treat-
ment before the other. Couples may be in disagree-

ment about the acceptability of alternative methods
to build a family, such as adoption. Similarly, the
prospect of remaining childless may be more accept-
able or attractive to one partner. These are issues that
might not be amenable to a problem-solving approach,
nor can they necessarily be compromised away. Nev-
ertheless, one partner might fear long-term relation-
ship strain unless he or she acquiesces to the other
partner’s wishes, even though such agreements made
under pressure can potentially create risk of long-term
resentment. When solutions are not evident, it becomes
important to focus on the process of decision making
rather than the outcome. A crucial aspect at this stage
is to encourage the couple to slow down the decision-
making process and explore their feelings about their
different options.[60] Again, techniques of empathic
joining can help couples to understand, their differ-
ences, the origins of these differences, and their mutual
pain. For example, a wife’s fears of a future without
parenthood might be juxtaposed with her husband’s
fears of forever losing emotional closeness to her, if
he does not agree to adoption. By encouraging dis-
closure of emotional vulnerability, the goal is to foster
mutual empathy and emotional closeness. If the couple
ultimately cannot reach a mutually satisfactory solu-
tion, the hope is that they can accept and respect their
differences.

Facilitating Long-Term Adjustment

When the decision is made to discontinue treatment
and other options to build a family are rejected, cou-
ples confront a future without children. Stage theories
characterize this phase as one of grief, as individuals
acknowledge the permanence of their infertility and
fully confront the loss of pregnancy, childbirth, and par-
enting experiences. Currently, there seems to be gen-
eral agreement among clinicians that the final stages
of acceptance and resolution are achieved when grief
feelings are acknowledged and expressed, and that the
avoidance of such feelings may prevent resolution. For
example, the resolution phase has been characterized
as involving three overlapping tasks: (1) ending medical
treatment, (2) mourning the loss of a genetically related
child, and (3) refocusing or moving past the infertility
through a focus on adoption or child-free living.[14] For
some couples, the end of treatment is mostly a medical
decision largely beyond their control, and while an emo-
tional blow, triggers little personal ambivalence about
the decision. Other couples may disagree with each
other over the decision, triggering requests for coun-
seling. Other couples may simply drift away from med-
ical intervention or seek out second and third opinions
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as a means of maintaining the status quo and avoiding
grief. Whether the lack of any clear end point hinders
resolution remains unclear.

Deconstruction
If stage theory is correct, helping couples deconstruct
the infertility experience by encouraging them to dis-
cuss their loss and to express the full range of feel-
ings associated with grief should facilitate the mourn-
ing process. Counseling tasks might include: helping
couples understand feelings of loss and lack of control,
recognizing and accepting gender differences in ways
of coping, and communicating with each other effec-
tively and constructively.[61] It has been suggested that
partners might grieve separately but not necessarily as a
couple, and that without shared grieving, there is a risk
that grief reactions might be misunderstood and lead
to growing emotional distance.[14] Similarly, from a
cognitive-behavioral perspective, there is evidence that
repeated exposure to a traumatic event through recall
can be beneficial. Through emotionally processing (i.e.,
repeated access and partial re-experience of difficult
emotions), certain experiences have been shown to lose
their emotional impact.[62] While such interventions
have proved effective in cases of morbid grief,[63] their
utility in managing normal grief has not been demon-
strated.

At the same time, the stages of a grief reaction have
not been clearly validated, and there is some evidence
that effective recovery can occur without prior appar-
ent emotional processing.[20] In addition, the process
by which couples reach a degree of closure on treat-
ment efforts seems to be more lengthy and difficult for
women than men.[64] As a result, one partner may be
having greater difficulty adjusting to this new reality
than the other, and the clinician must decide whether to
recommend individual or conjoint counseling. To what
extent the presence in therapy of the less distressed
partner is facilitative is unclear, and at present there
is no outcome evidence to guide this decision. How-
ever, some clinicians have advocated the importance of
grieving as a couple to ensure that grief reactions are not
misunderstood. Furthermore, with individual therapy,
there is a risk that the therapist might come to serve
as the surrogate partner and that problems between
partners could persist or worsen.[14] As a compromise,
the clinician might recommend individual therapy for
the partner in distress, with his or her partner included
for discussion of particular relationship issues. When
both partners are experiencing significant emotional
distress and or if problems in adjustment are creating
relationship distress, couple therapy would be clearly
indicated.

Reconstruction
As couples deconstruct the old reality, there is a need
to construct a new reality and a new future together.
The therapist must strike a balance between validating
the couple’s past painful experience while not ignor-
ing the possibilities for change. Too much emphasis
on acknowledging emotional pain may either encour-
age preoccupation with negative feelings or give a mes-
sage that the situation cannot improve. At the same
time, premature emphasis on making changes could
give the impression that the therapist is insensitive to
the couple’s distress.[57] Solution-focused approaches
to therapy[65,66] offer interesting, but as yet relatively
untested, ways in which the therapist can validate the
couple’s distress, while at the same time encouraging
progression. Perceptions of infertility as global and
unchangeable can be challenged by highlighting and
amplifying exceptions that often go unnoticed by the
couple. The experience of loss (i.e., ‘the problem’) can
be restated as specific to certain times or places rather
than generally present, and questions about what makes
the problem better or worse begin to restore some sense
of control. In addition, a solution-focused approach can
be used to help couples to reconsider and redefine life-
goals. For example, parenthood may be sought with
any number of goals in mind: to fulfill needs to nur-
ture, because children might bring more spontaneity or
variety into a couple’s relationship, or because parent-
hood allows access to a child-centered social commu-
nity. Holzle et al. have described a three-month inter-
vention to facilitate coping with infertility as a transi-
tory life-crisis.[9] Couples were encouraged to identify
solutions that were positive, specific and attainable, and
which offered alternative ways besides parenthood to
meet their goals. Among highly distressed participants,
this led to a significant reduction in the intensity of the
wish for a child. However, the authors caution that this
approach may not be appropriate for couples who show
serious mental health disorders.

Because infertility can be such a blow to self-esteem,
one or both partners may exhibit what has been termed
a ‘spoiled identity.’[66] Rather than having a problem,
the individuals define themselves as the problem; that
is, ‘we are infertile.’ In this situation, the clinician can
assist the couple in externalizing and localizing a fertil-
ity problem that then creates possibilities for the cou-
ple to generate solutions. Using this approach in cou-
ple therapy together with other solution-focused tech-
niques, Wischmann et al. observed a decrease in infer-
tility distress and a reduced intensity of desire for a
child.[13] The appropriate use of metaphor with the
couple can also facilitate this perceptual shift; for exam-
ple, infertility has been characterized as ‘a hurricane’
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that threatens the marital home, with a consequent
need to strengthen it (via communication skills) so that
the home can weather the storm.[67] Alternatively, cou-
ples (women in particular) have a history of struggling
long and hard to overcome infertility, and this history
can be used to encourage a different ‘hero’ identity in
which the person is valued for his or her strengths and
for standing up to the fertility problem.[66]

In constructing a new reality, couples often need to
reexamine the basis for their relationship. At the time of
marriage, a couple may have held certain assumptions
about their individual roles and the role of children in
their marriage. This is a time when the infertile partner
may have unexpressed fears of abandonment, or fears
that feelings of blame and resentment may create a per-
manent distance in the relationship. The therapist can
elicit these concerns and help the couple share and dis-
cuss their future priorities. Sometimes it is beneficial
to have the couple step back and evaluate the personal
qualities that triggered the initial mutual attraction and
the actual reasons underlying their choice of a marital
partner.

Ritual
Finally, to mark and facilitate a transition from infer-
tility patient to what is sometimes termed ‘child-free
status,’[68] the use of a special ceremony or ritual is
often advocated.[69] In the design of a ritual with the
couple, ‘linked objects’ (symbols physically associated
with infertility) can be used to generate rituals of pas-
sage[38] – medications for disposal, baby items to be
given away. Alternatively, couples sometimes wish to
create symbols that facilitate mourning (a letter to the
unrealized child) or to memorialize their loss (making
regular donations to a certain charity or planting a tree).

However, if the ritual is to accomplish a sense of end-
ing, couples need to feel that enough discussion, emo-
tional expression, and exploration of feelings have first
taken place. As yet, the optimal timing of such rituals is
not well defined. In addition, because infertile couples
use diverse and, at times, contrasting coping strategies,
it remains unclear which couples are likely to benefit
from ritual and to what extent men and women find
this process similarly helpful.

FUTURE IMPLICATIONS

A combination of research findings and clinical obser-
vations has begun to identify certain factors that can
give rise to relationship distress. These include repeated
treatment failure and gender differences (both in terms
of lack of perceived agreement between partners on the
severity of infertility stress and in the use of contrast-

ing coping strategies). However, at this stage, a num-
ber of questions remain. First, it is unclear whether
relationship distress among infertile couples differs
in any important ways from more general relation-
ship distress. Second, while we have identified exter-
nal risk factors, such as treatment experience, it is still
unknown whether there are critical relationship fac-
tors that reliably differentiate distressed couples from
nondistressed couples. Similarly, it is unclear whether
there are aspects of a relationship that serve to buffer
infertile couples from marital distress and increase the
likelihood of successful long-term adjustment.

Despite the stress of infertility and treatment involve-
ment, marital satisfaction scores for infertile couples
generally fall within the normal range. However, these
findings are derived largely from studies of couples
before and during infertility treatment, and a clear pic-
ture is still lacking of post-treatment marital adjustment
and the incidence of marital breakdown. The number of
intervention studies with couples is slowly increasing,
and these have reported some benefit. However, post-
treatment gains have occurred largely at the individual
level and it has proven harder to achieve or measure
positive changes in the relationship. Efforts to answer
these questions would certainly be aided by the devel-
opment of psychological and or relationship measures
that are more sensitive to infertility issues.

Finally, while stage theories have proved extremely
clinically rich in conceptualizing both infertility and the
medical treatment experience, they are unable to incor-
porate the complexity of a couple’s interactions or to
account for gender differences in adjustment to infer-
tility. At this time, there is a need to continue evaluating
the potential contribution of other theoretical models
for understanding and counseling infertile couples.

SUMMARY

■ Clinical understanding of an individual’s adjust-
ment to infertility has been heavily influenced by
stage theories, and similar theoretical assumptions
are being used in approaches to counseling infertile
couples.
■ Until empirically tested theories emerge, clinicians
need to be cognizant of gender differences and remain
flexible in their clinical approach to counseling infer-
tile couples.
■ Assessment tools for the study of infertile couples
are currently lacking, and clinicians will need to rely
on more general instruments to evaluate relationship
functioning.
■ Both the frequency of experience with treatment
failure and incongruity in the experience of infertility
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distress appear to be risk factors in predicting rela-
tionship dissatisfaction.
■ Counseling objectives can vary considerably
according to culture, a couple’s degree of experience
with infertility, and with infertility treatment.
■ Infertile couples in conflict are often characterized
by their inability to understand and accept gender dif-
ferences in reaction to infertility, together with an
inability to provide each other with effective social
and emotional support.
■ In assisting couples to manage relationship dis-
tress, clinicians need to consider whether change or
acceptance strategies are more appropriate.
■ With couples facing final treatment failure, clini-
cians need to strike a balance between validating feel-
ings of loss and inviting couples to be future-oriented
and to focus on solutions.
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10 Group Approaches to Infertility Counseling

SHARON N. COVINGTON

We are held in place by the pressure of the crowd around us.
We must lean upon others. Let us see that we lean gracefully
and freely and acknowledge their support.

– Margaret Collier Graham

It is safe to say that groups have existed since the begin-
ning of mankind. Throughout the centuries, people
have gathered together to share their experiences and
possessions to learn, support, protect, and grow. The
saying ‘it takes a village’ implies that there is strength
and wisdom in numbers, and underscores the power of
groups.

Generally, group therapy is a process used to treat
problems of personality, life experiences, and difficul-
ties in daily living; it may range in duration from very
brief (a session or few) to long-term (years); it can vary
in focus from education to self-analysis; and can occur
in a variety of settings, from hospitals, clinics, and pri-
vate offices of mental health professionals to businesses
and schools. It is the cohesive nature of groups which
is the force that binds members together, allowing the
change process to take place. In effect, the group influ-
ences the individual member’s perception of self, thus
facilitating change. Although a relatively recent modal-
ity of treatment (the past 100 years), it has proven
effective, efficient, and beneficial in terms of behavioral
change, financial cost, and time management.

Group therapy is one of the various treatment modal-
ities traditionally and successfully used by infertility
counselors. This chapter provides a framework of group
counseling approaches that are relevant to reproductive
medicine. It includes:

■ an historical perspective of the evolution of group
counseling and its application to infertility;
■ a review of research as to the power and effectiveness
of groups specifically with the infertile population;
■ a theoretical orientation to infertility group work;
■ a description of the clinical issues in providing infer-
tility group counseling such as membership, structure,
themes, and stages of group process;

■ an overview of group therapeutic interventions parti-
cularly useful in reproductive medicine from cognitive-
behavioral, emotive-interactional, psycho-educational,
technology-generated, and staff groups; and
■ implications for the future with infertility groups.

HISTORICAL OVERVIEW

The historical power of groups has relevance in repro-
duction and fertility. In recent years, popular books
such as the Red Tent[1] describe how women gathered
privately together to share, celebrate, and, at times,
mourn the reproductive plight of their group. In this
book, the biblical image of women gathering under a
tent to share their experiences during their cycles of
menses, miscarriage, birthing, and barrenness is rem-
iniscent of the evolution of the first infertility support
group when women gathered in the Boston kitchen of
Barbara Eck Menning in the early 1970s and Resolve,
The National Infertility Association was founded.[2]
Throughout the world, other patient-centered infertility
support groups started under similar circumstances –
patients (usually women) gathering together to share
their pain, struggle, and wisdom to minimize isolation,
maximize knowledge and coping strategies, and to grow
past the experience of infertility.

Interestingly, nearly seventy years earlier in Boston,
the concept of group psychotherapy is believed to
have begun under similar circumstances of attempt-
ing to help patients deal with medical illness. In 1905,
Joseph Hersey Pratt, a Boston internist working with
indigent tubercular patients, started classes to teach
healthcare methods, an approach that revealed broader
therapeutic value. Through weekly group meetings of
approximately twenty-five patients, he taught prac-
tices to improve their disease, recorded gains made by
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patients on a blackboard, and used successful patients’
testimonials to inspire compliance. He discovered that
cohesiveness and mutual support developed within the
class, which appeared helpful in combating depres-
sion and isolation common to tubercular patients.[3,
p. 499]

Considered the father of contemporary group psy-
chotherapy, Pratt realized the relationship between psy-
chological and physical health, and began offering
‘thought control classes’ using behavioral techniques
for other chronic diseases and, eventually, for psycho-
somatic problems.[4] Within a few years, psychiatrists
Cody Marsh and Edward Lazell were using his methods
for hospitalized psychiatric patients, including psycho-
education groups for hospital personnel.

Although it is generally agreed group psychother-
apy started in the United States, early developments
were occurring simultaneously in Europe.[5] In 1921,
Sigmund Freud, whose infamous Wednesday evening
meetings in Vienna may have been a group precursor,
published a single article on group psychology and, for
unknown reasons, failed to delve further into the sub-
ject.[6] The same year, Alfred Adler, Freud’s collabora-
tor, began using ‘collective therapy’ with children and
adults at his Viennese clinic. Rudolf Driekurs, his stu-
dent, later brought these methods to the United States
and, along with others, applied principles of ‘member
influence’ (Driekurs, 1932), ‘here and now focus’ (H. C.
Syz, 1928), and ‘group analysis’ (Trigan Burrows, 1927)
to the practice of group psychotherapy.[5] These early
beginnings in the use of groups were vastly accelerated
during World War II, out of necessity, as there were few
military psychiatrists available to treat the large num-
bers of psychiatric casualties. Groups provided a more
economic mode of treatment, both in time and man-
power, and the development of group psychotherapy
practice during World War II was considered a major
contribution to the psychiatric field.[4]

There was a virtual explosion of group psychotherapy
during the next fifty years. Psycho-educational groups,
human development groups, self-help/mutual-help
groups (e.g., Twelve-Step programs, such as Alcoholics
Anonymous), Encounter groups of the 1960s, Transcen-
dental Mediation groups of the 1970s, and the more
recent cognitive-behavioral groups are just a few exam-
ples. While these groups were often referred to as group
therapy their approach, context, and leadership train-
ing (or lack thereof) could be vastly different. Despite
these variances, a core belief was/is universal – groups
can be powerful agents for change. Thus, over the years,
it was through the systematic application of groups to
help people improve their well-being, both physically

and psychologically, that the field of group psychother-
apy became established in the twentieth century.

REVIEW OF LITERATURE

As group therapy has evolved, there has been recog-
nition of the dual relationship between research and
application to the knowledge base. With this recogni-
tion, a fundamental feature appears clear: Groups do
work. Barlow and associates[5] conducted an extensive
review of the empirical literature relating to the efficacy
of group psychotherapy and deduced:

. . . the general conclusion to be drawn from approximately
730 studies that span almost three decades is that the group
format consistently produced positive effects with a num-
ber of disorders using a variety of treatment models.[5,
p. 122]

Despite differences in approach, setting, leadership,
treatment disorders or focus, groups help people
adapt, adjust, and/or modify their behavior to improve
well-being. Furthermore, with the early influence of Dr.
Pratt, the therapeutic value of groups for patients strug-
gling with medical illness has been well-documented
in the literature.[7] Substantial research exists on the
use of group modalities to help patients dealing with a
variety of medical conditions such as cancers, coronary
heart disease, irritable bowel syndrome, diabetes,
asthma, organ transplants, and HIV/AIDS, to name a
few.

In the past thirty-five years, research has also
included group interventions with infertility patients
with similar positive conclusions. In 2003, Boivin con-
ducted a systematic review of research over this time
period on effect of psychological interventions, divided
into counseling or educational programs, on at least
one outcome of patients with fertility problems.[8]
She found that the most successful intervention had a
strong educational component, and almost universally
approached in a group or class format. It was surmised
that groups have features that are especially important
to infertility patients, such as validation and normaliza-
tion, and may offer structure and skill-building oppor-
tunities that are particularly suited for this population.
For purposes of this literature review, the research will
be viewed according to diagnostic conditions, treatment
approaches, and pregnancy outcome.

Diagnostic Condition

Several studies have looked at effect of group inter-
vention for women dealing with infertility-related
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medical conditions. Weijenborg and ter Kuile[9] in The
Netherlands looked at seventeen women at a gynecol-
ogy clinic who had Rokintansky-Kuster-Hauser (RKH)
syndrome, congenital absence of the vagina, apla-
sia or hypoplasia of the uterus and fallopian tubes,
with normal-functioning ovaries and external genitalia.
These women often struggle with feelings of defective-
ness, inferiority, and lack of femininity, leading to psy-
chological distress. They attended a semistructured pro-
gram of seven 2-hour group sessions and were accessed
pre- and post-group for depression, anxiety, and inter-
personal sensitivity. Significant improvement in these
areas was noted and the program was deemed valuable
in helping in ways that clinicians usually are unable to
do. Of note is that one of the group leaders, a clinic
social worker, also had RKH and, while helpful, the
authors did not believe it is necessary in this type of
group.

In a study examining the role of self-help groups in
patients’ perception of care, Wingfield and associates
found that endometriosis patients in Australia were sig-
nificantly more satisfied with care when they had con-
tact with a counselor from the Endometriosis Associa-
tion while visiting the clinic. The researchers concluded
that there was a significant demand for and greater
patient satisfaction with an integrated approach to the
care of endometriosis, particularly one that included
the provision of counseling and availability of a patient
self-help group.[10]

Groups to help infertile individuals lose weight have
become more popular and relevant, particularly as
obesity has been identified as significantly contribut-
ing to reduced fertility and/or complicated pregnan-
cies. Galletly and colleagues reported on a group treat-
ment program for thirty-seven obese, infertile women
over twenty-four weeks that included regular exer-
cise and group discussion on topics such as nutri-
tion, effects of obesity on reproductive physiology,
and the psychological impact of infertility and obe-
sity.[11] There was significant weight loss of group
members and overall improvement in self-esteem, anx-
iety, depression, and general health. Most notable,
twenty-nine women became pregnant during the pro-
gram or follow-up period of three years, and only six
women who wished to become pregnant did not. The
researchers concluded that active measures to improve
mood and self-esteem, along with better nutrition
and weight reduction through diet and exercise, can
produce considerable improvement in pregnancy out-
come for obese, infertile women. As illustrated by this
example, increasingly infertility counselors are offering
groups to facilitate health behavior change for a vari-
ety of conditions including smoking cessation, prema-

ture ovarian failure (POF), medically complicating con-
ditions, anorexia, and/or alcohol/chemical dependency
to improve quality-of-life and overall health, or maxi-
mize fertility and/or treatment outcomes.

Treatment Approaches

A number of different studies have looked at group
intervention for patients undergoing assisted repro-
ductive technologies (ARTs) as well as general infer-
tility treatments. Short-term professionally led groups
were found effective in diminishing anxiety and depres-
sion,[12–16] social stigma,[17] grief,[18] and gener-
alized stress from infertility treatment.[13,15,19–23]
While many of these groups focused on women going
through treatment, men who participated in groups also
found them beneficial.[15,21]

Several researchers have examined the effective-
ness of cognitive-behavioral group approaches, or
what is more commonly referred to as mind–body
groups. These groups usually are time-limited (six to
twelve sessions) and have a specific format to teach
cognitive-behavioral techniques (CBT) from relaxation
methods with verbal and nonverbal expressive modal-
ities. Lemmens and associates detailed a structured
mind–body program for infertile couples in Belgium
that was found useful in minimizing distress and
improving coping.[24] In Italy, Tarabusi and colleagues
developed a cognitive-behavioral group treatment pro-
gram for fifty couples waiting for ART, a time period
often associated with distress.[25] They found that
CBT minimized the waiting stress and decreased psy-
chological uneasiness, especially in women, as well
as provided support and understanding of the wait-
ing couples. Domar and associates developed a struc-
tured group behavioral treatment program using mind–
body techniques[26] and have found that these groups
decreased depression[12] and overall distress[27], as
well as improved conception rates in participants.[22]

With a different approach, McQueeney and col-
leagues[13] tested the relative effectiveness of train-
ing infertile women in six treatment sessions to use
emotion-focused versus problem-focused coping skills
to manage the stress of infertility. Problem-focused
training produced improvements in general distress
and infertility-specific well-being at treatment termi-
nation, while emotion-focused training resulted in
greater improvement one month later. Furthermore,
they found that at eighteen months’ follow-up, the
problem-focused group members were more likely to
have a child than other group participants. These find-
ings led the researchers to promote the efficacy of both
interventions in women’s adjustment to infertility.
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The internet is increasingly becoming an outlet for
support and information for infertile people, taking on
the role of a virtual support group. Epstein and col-
leagues looked at demographic characteristics, medical
status, and psychological well-being of participants
whose only outlets for talking about infertility were
internet medical and support forums compared to
infertile individuals who had ‘additional outlets’ for
support.[28] Almost 600 people completed surveys at
the website of an international infertility organization,
including the Beck’s Depression Inventory (BDI). Both
groups were comparable in their medical history and
education, although only outlet participants were less
educated, wealthy, and more likely to be homemak-
ers. Additionally, only outlet individuals were more
depressed, received less real-world support, although
they felt more supported by the internet than did
study participants who had additional outlets. The
researchers concluded that the internet provides group
support by educating, empowering, and diminishing
feelings of depression and isolation. However, they
cautioned that the internet might also be used inap-
propriately to withdraw from real-world interactions,
enhancing feelings of isolation and depression.

Pregnancy Outcome

In determining effectiveness of group intervention,
several researchers have used pregnancy as an out-
come measurement. Early research in the field showed
promising indications that support groups could and
did positively impact pregnancy rates and improve
treatment outcomes. In a frequently cited study, Domar
and associates[22] compared women in a ten-week
cognitive-behavioral group, a traditional ten-week
support group, and randomly assigned controls to
determine pregnancy rates at one-year follow-up. The
researchers found that viable pregnancy rates in the
cognitive-behavioral and support group members were
virtually the same (55%, 54%) and significantly higher
than the control group (20%) for those participants who
remained in the program. The researchers concluded
that group psychological interventions were both
efficient and cost-effective, and may positively affect
pregnancy rates. A Japanese study looked at the effect
of psychiatric group intervention on the emotions,
natural-killer (NK) cell activity, and pregnancy rate.[29]
Thirty-seven women completed a five-session inter-
vention program and were compared with the same
number of controls. Psychological discomfort and NK
activity decreased significantly for the intervention
group, whereas no change was noted in the control
group. At one-year follow-up, the intervention group

had a significantly higher pregnancy rate than that of
the controls (37.8% versus 13.5%). Other researchers
have found similar results of increased pregnancy
rates in women who participate in group psychological
intervention.[11,13,14,16,30] However, Boivin’s review
found only one scientifically rigorous study (i.e., com-
paring controls with group participants) identified a
positive pregnancy correlation with group intervention.
As such, Boivin determined no conclusions could be
drawn.[8]

In short, groups may be helpful for a variety of rea-
sons such as improved social support, health behav-
ior change, and improved stress management, all of
which may have a mediating effect on health and fer-
tility. However, based on current data it is too early to
conclude that groups in general or infertility-specific
group therapy can and/or will improve fertility, preg-
nancy rates, or treatment outcomes.

THEORETICAL FRAMEWORK

Theoretical models that apply to groups can encompass
a multitude of psychological theory from earlier works
such as the Freudian psychodynamic model to a more
modern approach of Ellis’ group rational-emotive and
cognitive-behavioral theory.[4] However, the approach
of Irving Yalom, author of long-held standard text in the
field for over three decades and four editions, focuses on
correcting ‘here-and-now’ interpersonal relationships
that are particularly relevant to infertility group coun-
seling. Whatever the therapeutic approach of a group
(e.g., cognitive-behavioral or traditional emotive sup-
port), the basis for all groups is Yalom’s theory of ‘cura-
tive factors’ in group therapy.[3] The ten ‘curative fac-
tors’ are interdependent, neither occur nor function
separately, and are not necessarily universally appli-
cable to all groups, although they are based on the
premise that the group process promotes improved
well-being.[3, p. 100] The factors forming the founda-
tion of Yalom’s group theoretical approach and its appli-
cation to infertility group work include:

1. Instillation of hope – hope combined with a
conviction and confidence in treatment modal-
ity, brings people into therapy and keeps them
there, enabling the therapeutic process to occur.
Hope is the elixir of infertility treatment. Like
many self-help groups, infertility groups use per-
sonal testimonials that can offer inspiration for
successfully managing the stresses and strains of
infertility and treatment. Hope is offered by the
infertility counselor’s conviction in the efficacy
of group treatment, as well as group members’
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experiences as both providers and recipients of
hope and encouragement in the achievement of
their goals (i.e., improved quality of life, coping
skills, diminished anxiety and depression).

2. Universality – individuals usually enter group
therapy with the belief that their painful strug-
gles with infertility are unique and their self-
perception damaged by feelings of stigma and
isolation. Interactions with group members facil-
itate universality through the realization that
others have similar feelings and experiences –
often a member’s first experience of feeling truly
understood and accepted. Group therapy pro-
vides universality through normalizing the feel-
ings of infertility, providing an arena for catharsis,
and acceptance by others grappling with infertil-
ity, the demands of treatment, and decisions about
family-building.

3. Imparting information – another curative factor
of groups is the sharing of information through
exchange of information among group members,
didactic instruction, and/or educational process
regarding medical and/or psychological issues
relevant to infertility. Typically, infertility-specific
groups impart information about the medical
and emotional aspects of impaired fertility that is
integral to the therapeutic process. The psycho-
educational component may involve learning
new skills (e.g., cognitive-behavioral techniques),
highlighting the power of knowledge, and help-
ing infertile individuals gain a greater sense of
control.

4. Altruism – in therapy groups, individuals receive
through giving, not only by participating in the
group process but also via the intrinsic act of giv-
ing. Group members offer support, sharing, reas-
surances, suggestions, insight, and other gentle
acts of kindness and generosity of spirit that facil-
itate the healing of others as well as their own
healing, boosting self-esteem, and confidence. All
too often, the wisdom and the experiences of the
infertility group members are more beneficial and
therapeutic than that of the infertility counselor.

5. The corrective recapitulation of the primary
family group – frequently individuals entering
an infertility group have family-of-origin issues
that can significantly impact behavior, reactions,
and roles in the group, as the group can resem-
ble or be experienced as the family-of-origin.
Because infertility is a multigenerational family
system crisis, family issues often emerge partic-
ularly around issues of grief, emotional support,

envy, and jealousy of family pregnancies. How-
ever, family-of-origin issues in infertility-specific
groups may be less relevant because group mem-
bers are more invested in future relationships
(e.g., ‘wished-for’ child) than reworking past fam-
ily relationships. Nonetheless, groups often pro-
vide the warm, supportive, and understanding
‘chosen family’ that their family-of-origin cannot.

6. Development of socializing techniques – learn-
ing skills that help one interact appropriately with
others (i.e., social skills) is another curative fac-
tor of groups. Infertility groups frequently help
members learn how to deal with issues that come
up with family, friends, work, clinic staff, and
other relationships over the course of treatment.
Members often help each other by providing sug-
gestions, feedback, or role-playing opportunities
(e.g., practice) to help manage difficult interper-
sonal situations and/or conflicts with the fertile
world or treatment team.

7. Imitative behavior – sometimes referred to as
‘spectator therapy,’ groups provide social learn-
ing opportunities by allowing group members to
observe and imitate the healthy behaviors of the
therapist and other group members. The group
allows members to ‘try on’ new behaviors in a
safe environment and in a manner not usually
available in other therapies. Members often talk
about using some of the behaviors they have seen
or heard other group members use when dealing
with difficult situations or relationships.

8. Interpersonal learning – group is a social micro-
cosm in which members obtain insight into them-
selves, their relationship with others, and how
they interact with others. As such, it is a correc-
tive emotional experience offered in a psychoso-
cially safe relationship. Infertility-specific groups
can be particularly helpful arenas for interper-
sonal learning opportunities and healing because
infertility is socially isolating and stigmatizing.

9. Group cohesiveness – is a complex process
of solidarity, fundamental to group therapy, in
which individual members become attached to
the group and develop a sense of ‘we-ness’ or
‘group-ness.’ Infertility-specific groups typically
vary in their degree of cohesiveness for a variety of
reasons including group structure, type, and fre-
quency of group meetings. However, the universal
experience of involuntary childlessness typically
contributes to strong feelings of cohesion.

10. Catharsis – is the process of expression of strong
emotion or affect and, while a curative factor, is
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not a primary therapeutic goal of group therapy.
Nevertheless, infertility-specific groups usually
provide a strong cathartic experience for most
members, which is both healing and hopeful. The
facilitation of catharsis by the infertility coun-
selor may be through deliberate techniques (e.g.,
guided imagery) or group members may relate a
particularly painful experience within the group
that facilitates catharsis, exorcizing the pain of
infertility or the infertility experience.

Group work with infertile people promotes change
through a combination of mastery of skills and the
operation of Yalom’s curative factors. This theoretical
approach for group practice provides a framework in
understanding the clinical issues and therapeutic inter-
ventions for a variety of infertility groups.

CLINICAL ISSUES

While the term group is used throughout this discus-
sion to identify treatment process, it is important to
examine the differences between what is meant by ther-
apy groups and support groups, the model most often
used with infertility patients. According to Lederberg,
support groups and therapy groups have marked dif-
ferences in technical method.[31] In support groups,
anxiety is defused, regression headed-off, confrontation
between members carefully modulated, and transfer-
ence reactions to the leader recognized but not inter-
preted, while in a therapy groups these issues are
encouraged and processed. Outside-of-group contact
between members is usually strongly discouraged in
therapy groups, while outside contact between group
members is usually allowed and often encouraged in
support groups. Leaders of support groups tend to be
more active, more directive, and provide more struc-
ture to relieve anxiety and channel group affect. In addi-
tion, support group leaders may be more self-disclosing
and ready to use themselves as models to minimize
fantasy or as a mechanism of hope (i.e., when the
leader has experienced similar pathos such as infertil-
ity, pregnancy loss, or genetic condition). Nevertheless,
both therapy and support groups have the capacity to
help people change behavior and facilitate coping. It
should be noted that, at times, support group leaders
may not be mental health professionals and, as such,
their sole qualification may be shared experience of
infertility (or some other experience). However, group
leaders in therapy groups are mental health profes-
sionals typically with special training in group therapy.
While infertility patients may be involved in either ther-

apy groups or support groups, this chapter focuses on
the support and therapy groups led by mental health
professionals.

Infertility groups use a variety of modalities to
promote change. Some groups may be symptom-
focused (i.e., reduce anxiety, stress, and relaxation)
and apply cognitive-behavioral techniques in a psycho-
educational format to teach skills. Other groups encour-
age the expression and exploration of affect to pro-
mote a sense of commonality, hope, and catharsis. Many
use a combination of both emotive-interactional and
cognitive-behavioral to address feelings, beliefs, and
behaviors that have disrupted the patient’s life in the
pursuit of parenthood. Despite differences in therapeu-
tic approach, there are a number of clinical issues that
are common in an infertility group.

Group Structure

A primary consideration at the outset for the group
leader is the group’s structure and membership. The
ideal size for most groups is between five and ten mem-
bers. With three or four members, the group tends to
operate less as a group and more as individual therapy.
More than twelve members affect group dynamics and
the leader must be more active to ensure that all mem-
bers have an opportunity to talk and no single member
dominates the group process or session. Another con-
sideration for the group leader is whether the group
will be ‘open-ended’ (i.e., members may join and leave
the group throughout the life of the group) or ‘closed’
(i.e., members commit to participate in the group for the
duration of the group and new members are not allowed
to join). For example, informal, drop-in groups (i.e.,
monthly support) are usually open-ended, while time-
limited groups (i.e., a specific number of sessions) are
usually closed. The length of time for the group session
will need to be identified and is usually most productive
between one and a half and two hours. Additionally, the
issue of outside group contact between group members
is typically addressed during the initial session. Some
leaders allow, even encourage outside of session con-
tact, particularly with infertility-specific groups.

Another consideration will be if there is a financial
charge for the group. In some clinics, periodic groups
are offered as a service to patients for no fee. Time-
limited, focused groups, such as cognitive-behavioral
instruction, usually are fee-for-service. There is a thera-
peutic value to fee groups, even a very minimal amount,
as members make a commitment to participating for
the duration of the group by paying for it. As has been
found in other therapeutic relationships, patients see
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more value in a service they have to pay for rather than
one that is free.

Membership

Another clinical issue concerns membership and the
heterogeneity or homogeneity desired in the group. Will
the group be open to all infertility patients or to a
specific treatment group (i.e., IVF, donor recipients,
miscarriage, endometriosis, or secondary infertility
patients)? Will it be directed to couples or gender-
specific? Will length of time in treatment be a consid-
eration, such as members who are new to treatment
versus those who have been in treatment for years?
While patients often express an interest in being a group
with others just like themselves (i.e., a homogeneous
group), it is often therapeutic to have a more heteroge-
neous membership to add greater depth to the wisdom
and experience of the group.

Screening of group members through a clinical inter-
view is not always possible with infertility support
groups, especially drop-in type groups. It is ideal for
the group leader to have some contact and informa-
tion about participants before the group begins – gen-
eral social and treatment history, presenting concerns,
and what they hope to gain from attending the group.
Formal collaboration with a present or current mental
health professional can be helpful, particularly if the
potential member has a mental health diagnosis and/or
is taking psychotropic medications. Group members
should have the capacity to emphasize, be open to self-
disclosure, and have sufficient ego strength to take-in
group process without decompensating or exacerbating
preexisting mental health diagnosis. If a group mem-
ber exhibits significant psychopathology which cannot
be addressed or contained in the group, such as seri-
ous depression or borderline personality disorder, it is
best for the leader to counsel the member out of group
and into individual therapy where their issues are bet-
ter served. If one member’s issues dominate the group
process, the leader takes the risk of losing other mem-
bers who may drop out due to frustration or fear. It is
the responsibility of the group leader to preserve the
integrity and safety of the group and all its members.

Confidentiality

Confidentiality is essential in any therapeutic relation-
ship, be it medical or psychological, and a key compo-
nent of the group process. Patients must feel safe and
secure that any information and affect shared in the
context of therapy will be protected. Some infertility
groups may be offered within the structure of a repro-

ductive medical practice where the patient is receiv-
ing treatment. Patients may be struggling with difficul-
ties with their physician, nurse, or other staff and need
the assistance of the group to find solutions to these
interpersonal relationships that impact their treatment
experience. Consequently, it is important for the thera-
pist to reassure group members that information they
share will not be communicated to clinic staff. However,
it is also important that the therapist control discon-
tent so that the focus of the group does not become a
gripe session and subvert group process. If concerns are
raised that the therapist feels may be important for staff
to know (either specific or generalized issues), patients
need to be informed that their expressed permission
will be obtained prior to any communication. If the
therapist will be communicating a general summary of
group content with staff, such as when a time-limited
support group ends, patients need to be informed that
this information will be nonidentifying and for the pri-
mary purpose of promoting better understanding of
infertile patients’ needs. Specific information regard-
ing a patient may be done through a formal letter, with
the patient’s authorization for release of information
attached, and a copy of which may or may not be sent
to the patient.

Confidentiality also applies to group members. They
need to understand the importance of holding informa-
tion they learn about other members private and discuss
only their own personal information with others outside
of group. It may be helpful to point out that whether in
a large urban community or rural area, there is a small
town mentality that needs to be in everyone’s conscious-
ness. Sharing even nonidentifying information about
other group members, even in the most innocent of sit-
uations, may have detrimental consequences.

Group Development

All groups, whether a single session or years long, have
a beginning, middle, and end stage. It is the leader’s
responsibility to recognize, acknowledge, and facilitate
this process. Ulman describes the therapist’s role as
shaping the process of group development “ . . . by pro-
moting creation of group norms of support, validation,
respect, and curiosity, and by encouraging quiet mem-
bers to speak.”[32, p. 356] In the beginning phase, mem-
bers get to know each other, develop a sense of common-
ality, and shared purpose. After a level of cohesion has
been established, during the middle phase the work of
the group takes place. Members identify goals or issues
with which they need assistance and look to the sup-
port of others to achieve a higher level of mastery and
understanding. In the final phase, time is spent saying
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goodbye, acknowledging skills gained, and recogniz-
ing new connections that have been made. The leader
helps the group know how to hold on to what they have
learned, what others have offered, and what they have
provided each other. Again, these phases – formation,
work, and termination – need to occur in all groups.

In single session groups, such as an open-ended,
monthly emotion-focused support group, the three-
phase processes takes place rapidly and are facilitated
by the group leader, with formation and work phases
usually occurring simultaneously. In time-limited, or
short-term groups (typically between six and twelve
weeks), the beginning formation phase is approxi-
mately one-quarter of the sessions, the middle work
phase is approximately one-half of the meetings, and
the termination phase the last quarter of the ses-
sions. Time-limited structure works particularly well
with infertility groups. The role of the infertility coun-
selor/group leader is to clarify boundaries, expecta-
tions, maintain focus, forestall a member’s premature
termination, and reinforce the timeframe by keep-
ing the group phases in the consciousness of the
group and as an integral part of the group functioning
process.[33].

Group Themes

There are a number of themes that tend to emerge in
most infertility groups. This list is not meant to be inclu-
sive of all issues that may occur in infertility-specific
groups but rather an overview of common themes of
groups addressing reproductive issues.

Grief
Grief is a normal response to infertility. Feelings of
shock, sadness, anger, guilt, blame, shame, depression,
and hopelessness are common emotional responses and
take a great deal of energy to manage. Anger is an
affect that may permeate these groups and may be
expressed at family members or friends, other preg-
nant women, the medical staff, God, work, spouses,
other group members and/or the leader. It is also an
emotion that may be expressed as a defense against
feelings of profound sadness and loss. For many mem-
bers, especially women, anger is an emotion with which
they are very uncomfortable and unable to manage. Fur-
thermore, when anger is projected inward toward the
self, it becomes depression. Members need to learn how
to manage and express these strong feelings in helpful
ways. While the expression of feelings of grief is neces-
sary and often cathartic, the impact of strong affect on
group process can be potentially deleterious. Bonanno
and Kaltman point out that the continuous expression

of negative affect tends to irritate, frustrate, and alienate
other group members, while the expression of positive
affect tends to increase contact and support from group
members.[34]

The implication for leaders facilitating infertility
groups is important. McCallum and associates inves-
tigated the variables of early group process as pre-
dictors of patient dropout rates in short-term therapy
groups for complicated grief.[35] They found that the
first session was crucial in determining follow-through
in the group and in setting the tone for future ses-
sions. They point out that for patients to benefit from
the experience, they need to feel positively toward it.
More often than not, however, mental health profes-
sionals tend to focus on negative feelings when assess-
ing the value of a therapy session, emphasizing nega-
tive affect and the pain of grief and loss. As a result of
their research, McCallum and associates concluded that
“when working with loss patients, perhaps the thera-
pist should be as attentive to encouraging positive affect
as/she is to negative affect, group cohesion, group cli-
mate, and positive therapeutic alliance.”[35, p. 252] It
is suggested that group members may be invited to
identify positive experiences that occurred during the
week before leaving a group session, a form of cog-
nitive restructuring, reframing, and encouraging tran-
scendence/transformation of the infertility experience.

Loss of Control
One of the most common feelings infertility patients
express is a sense of loss of control that permeates
a variety of areas of their lives – loss of control over
their hopes, dreams, bodies, life goals, sex, relation-
ships, finances, and so forth. The feeling of being out of
control heightens a sense of anxiety, worry, and fears.
Often group members need these feelings acknowl-
edged while being able to identify things in their lives
that, in reality, they do have control over (i.e., job
choices or where they live) and what they do not (when
they will have a baby or treatment outcome).

Gender Differences
Another common area of discussion, whether in cou-
ples groups or gender-specific groups, is the differences
between the ways men and women feel and deal with
infertility. Men and women experience infertility differ-
ently, a fact that has been covered in other chapters of
this book. However, ‘different’ is not a judgment or indi-
cation of a behavior being ‘better’ or ‘worse,’ only ‘not
the same.’ In couples groups, it is normalizing experi-
ence for women to hear men other than their husbands,
express similar feelings or describe behaviors they have
heard from their spouse, and vice versa. Furthermore, it
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is an excellent opportunity for infertility counselors to
educate group members about gender differences and
infertility.

Interpersonal Relationships
Group members frequently need assistance with issues
that arise in interpersonal relationships regarding their
infertility. Difficulties with family members or friends,
problems at work with colleagues, or upsetting inter-
actions with acquaintances or even strangers may pre-
cipitate painful feelings. Group members usually have
a wealth of experience to draw upon, often with more
credibility than what the leader may offer.

Dealing with Treatment Team
A frequent topic in infertility support groups concerns
ways to deal effectively and collaboratively with the
physician, nurse, and other clinic staff. Patients may
need help in communicating with their doctor or nurse;
stating their needs; asking for realistic support; real-
izing the limits of their doctor or nurse’s ability; and
planing and strategizing for making these relationships
work. At times, other group members may be able to
help by sharing what they have found effective in deal-
ing with similar issues. Although it is ideal for the group
to assist a member to find a solution to any communica-
tion problems or difficulties, the group leader may also
act as an advocate if the patient requests. Helping the
group come up with tips on working with the medical
team is a useful and therapeutic task.[36]

Stress and Coping
Finding ways to deal with the distress of infertility is
a common reason people join these groups. Cognitive-
behavioral techniques are often an educational com-
ponent providing skills to diminish stress and increase
coping. Learning and practicing such skills as breath-
ing techniques, cognitive restructuring, and meditation
give patients tools to use during treatment. Humor is,
also an effective coping mechanism and one that works
well in groups. Being able to laugh about oneself with
others, as well as the struggles of infertility, is a cathartic
and cohesive experience. Group members often appre-
ciate the levity humor brings and express how it lightens
the load of infertility.

Decision Making
Patients join groups at various stages of medical treat-
ment, thereby making decisions along the way. Some
members may be facing decisions about treatment
options, such as moving from IUI to IVF, while oth-
ers may be at a point of ending treatment and moving
toward alternative family building, such as donor

gametes, donor embryos, or adoption. Others may seek
support in coming to terms with childlessness as a per-
manent state. Group therapy offers the opportunity to
explore treatment options in a supportive, nonjudgmen-
tal setting with people who understand the seductive
nature of the evolving technology. With more options
come more choices that often makes it confusing to
change treatment, or difficult to leave it entirely. Group
offers a safe place to explore decision-making options
and make peace with one’s decisions.

Pregnant Members
It is possible, and often likely, that a member or mem-
bers may become pregnant during the group sessions.
While this is the goal of all infertility group mem-
bers, it nonetheless brings up feelings within the group
when someone is no longer ‘one of us’ but has, instead,
become ‘one of them’. Furthermore, this transition from
‘us’ to ‘them’ can be difficult, as the pregnant, formerly
infertile woman feels more isolated: disconnected from
both infertility support systems and pregnancy-specific
support systems. The group leader should address the
issue of a group member becoming pregnant early in
the formation of group and help the group decide how
they want to handle it. Group members need to under-
stand that a positive pregnancy test does not necessarily
mean a successful and safe pregnancy and delivery of a
healthy baby and, as such, does not eliminate all wor-
ries and fears about having a baby. As such, the member
may still need the group. On the other hand, a pregnant
group member may feel guilty to have succeeded when
others are still struggling with the pain of infertility and
may want to drop out. Or some members may feel too
uncomfortable with a pregnant member continuing in
group. While there is no right answer, discussing this
issue is often a very therapeutic process because dealing
with pregnant women is an experience group members
face on a daily basis. Furthermore, the group may be
an opportunity to try on new behaviors that assist with
systematic desensitization regarding pregnant women.

THERAPEUTIC INTERVENTION

There are several modalities of infertility groups, which
provide a framework for therapeutic intervention.
These include: cognitive-behavioral, emotive-interac-
tional, psycho-educational, technology-mediated, and
staff groups.

Cognitive-Behavioral Groups

The inherent nature of stress during infertility has given
rise to an explosion of interest in helping patients find
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ways to manage these feelings. As indicated through-
out the literature, cognitive-behavioral techniques have
been both popular and proven effective with this
population, and are now commonly referred to as
mind–body groups. Benson, in the early 1970s, wrote
about stress and its impact on health.[37] Noting that
stress induces the fight-or-flight response, physiologi-
cally connected to prehistoric times when cavemen had
to fight or run from danger, Benson studied behav-
iors that directly counteracted this reaction. He noted
that these techniques, when practiced on a regular
basis, produced a profound and automatic antidote
to stress, called the ‘relaxation response’ (RR). In the
early 1990s, Domar, Benson and associates wrote about
the application of these techniques and their effec-
tiveness in a formalized group program for infertility
patients.[26]

The structure and format of these groups have
been documented in a number of articles and
books.[24,32,37,38] Generally, the time-limited model
involves teaching patients about relaxation response
and the various ways to illicit it, including: diaphrag-
matic breathing; associated breathing exercises; cogni-
tive restructuring; journaling; meditation; mindfulness;
spirituality; yoga; massage; and lifestyle choices (nutri-
tion, exercise, and nonsmoking). Art and music ther-
apy techniques may also be a component. While
cognitive-behavioral training is a major focus of the
group, and often the reason members join, a por-
tion of the session is emotive-interactional, operating
as a traditional support group. Building connected-
ness, cohesion, and relatedness to other infertile peo-
ple is fundamental to the healing process. Frequently,
when members end group, they report that the skills
learned continue to help them cope with other life
challenges, yet the relationships made are the greatest
gift (and sometimes biggest surprise), often lasting a
lifetime.

Emotive-Interactional Groups

Although all infertility groups involve the sharing of
feelings and experiences to some degree, the traditional
support group’s focus and foundation is an emotive-
interactional model. These groups may be facilitated by
either a mental health or healthcare professional (i.e.,
a clinic nurse) or, at times, by other infertile people on
a formal or informal, peer-led basis. When facilitators
have no professional mental health training, they need
to be cognizant of their abilities and limitations. Patient
support organizations that offer peer-led groups usually
have instructions on the facilitator’s role and responsi-
bilities.

Professionally led support groups may be time-
limited, regularly scheduled (i.e., monthly or weekly),
or episodic on an ‘as needed,’ or ‘as requested’ basis.
The role and responsibility of the leader have been out-
lined previously, and involve helping the group form
cohesion, sharing their feelings in a safe environment,
and problem-solving in a positive manner. Brief, profes-
sionally led support groups for infertility patients have
been found to be a highly acceptable and effective inter-
vention in alleviating psychological distress.[39]

Psycho-Educational Groups

Many infertility groups are specifically psycho-
educational groups or have psycho-educational compo-
nents as part of other forms of groups. For example,
clinics may offer classes that are either treatment-
oriented and/or wellness-oriented that provide specific
information to patients (e.g., injection training, weight
loss, and smoking cessation). Patients who are about
to undergo IVF or donor gametes/embryos may
attend pretreatment classes that give an overview of
the medical process, what to expect along the way,
and how to work with treatment team members.
An overview of the emotional experience, including
counseling and support services available to patients,
also help to educate patients that infertility is as much
a psychological as it is a physiological experience.
Wellness-oriented programs promote healthy lifestyle
practices such as yoga, exercise, and nutrition. In a
different venue, these classes may be open to patients
and staff members, both dealing with the consequences
of infertility-related stress, and promote a positive,
collaborative experience. Clinics that have offered
these psycho-educational classes have had very positive
feedback from patients, who find the groups instructive
and supportive.

Another approach to psycho-educational groups is
Thorn and Daniels’ seminar model for donor insemi-
nation (DI) recipients.[40] The group setting provides
comprehensive information on medical, legal, and psy-
chosocial aspects of DI presented by experts in the
field. Additionally, a family built by DI discusses their
experience, providing a role model for group partici-
pants. Attendees also have an opportunity to talk about
their ideas, attitudes, and concerns with others going
through the process. Thorn and Daniels found that all
three aspects (information, sharing with others, and
exposure to a role model) helped to reduce feelings
of stigmatization and marginalization, and better pre-
pared DI recipients for the future. This model may be
adapted for other groups of patients who are consider-
ing alternative family-building.



P1: JPJ
052185363Xc10 CUFX030/Covington 0 521 85363 X September 3, 2006 12:13

166 SHARON N. COVINGTON

Technology-Mediated Groups

Communication technology has had a profound effect
on modern life, including the potential for groups of
people to interact without ever seeing each other. With-
out the limits of time and/or territory, the telephone
and, more recently, computers linked together (the
internet) offer infertile people, as well as their care-
givers, the opportunity to send and receive support
and information. It is a virtual space with no bound-
aries, creating both potential and challenge for those
who use technology-mediated groups. A feature of most
infertility-focused websites is a discussion list, which is
a ‘virtual group’ of people who electronically discuss
issues of common interest and concern.

The internet is considered one of the major communi-
cation developments in decades, yet the understanding
of group phenomena on the internet and the implica-
tions for group work is limited. A discussion list, or list-
serve, behaves as a small group, with similar dynamics,
where members try to understand their responsibility
in a faceless, anonymous situation. Weinberg outlines
discussion group dynamics regarding contract (usu-
ally vague), boundaries (often blurry and meaningless
in cyberspace), extra-list communication (common),
group norms (varies from list to list), members join-
ing and leaving the group without notice, and whether
the list focuses on content versus process.[41] The chal-
lenges in managing the dynamics for the discussion
group leader are evident, and yet these virtual groups
have been shown to be helpful in diminishing the sense
of isolation infertility patients feel, while empowering
them with knowledge and normalization. These same
issues exist for infertility counselors and listserves, such
as the Mental Health Professional Group of American
Society of Reproductive Medicine with over 300 mem-
bers. Nonetheless, they provide an important forum for
group communication among infertility counselors.

Staff Groups

As mentioned earlier, staff support groups have a long
history of assisting medical staff with the stresses and
pressure of dealing with patients struggling with med-
ical conditions. Reproductive medicine is considered a
high-stress occupation, dealing with patients who may
be highly anxious, demanding, controlling, and invest-
ing a great deal to be cured. In addition, medical staff
members are adapting and adjusting to rapidly chang-
ing science that requires new, highly technical knowl-
edge and techniques. Burnout in reproductive medicine
is a continuing problem, for clinical to administrative
staff. The stress level often trickles down from physi-

cians, nurses, and laboratory staff to front-line support
personnel who handle scheduling, front desk opera-
tions and phones. Staff members who handle finances,
billing, and insurance often get the brunt of patients’
anger and frustration, and are least prepared to deal
with it. The ‘trickle down effect’ is reflective of the ‘peck-
ing order’ or hierarchy in the clinic imagined by patients
(and often reality-based), and those staff members who
are perceived to be least threatening to their care often
get the force of patients’ negative transference with the
treatment process.

Staff groups offer an opportunity for infertility coun-
selors to use their skills to support, educate, problem
solve, and teach coping strategies for dealing with the
stress to the caregivers. Many of the same cognitive-
behavioral techniques that are used with and taught to
infertility patients are just as helpful for staff. Groups
can meet on a regular basis (i.e., weekly or monthly),
time-limited (eight to twelve weeks), or as needed. Some
issues of importance in dealing with patients include
dealing with the ‘difficult’ patient (demanding, highly
anxious, angry, or noncompliant); delivering bad news
(whether medical, administrative, or financial); manag-
ing large caseloads; and resolving personal and ethical
dilemmas related to treatments and technology. Other
issues that may come up relate to interpersonal difficul-
ties and demands between colleagues, supervisors, and
other staff members. While the focus of a staff group
pertains to work matters, some staff members may be
dealing with family struggles and/or personal psycho-
logical problems (i.e., depression and anxiety) that may
affect group dynamics and need to be addressed by the
leader outside the group sessions.

The goal of these groups is to improve staff well-
being. As in other groups, the limits and boundaries
of the staff group need to be clarified and maintained.
The leader also needs to be aware of, and assist the
group in understanding, what can be changed and what
cannot so that the group does not become a gripe
session. The challenge for the group facilitator is to
be compassionately engaged, without succumbing to
the unhappiness and helplessness that burned-out staff
members may generate. For further reference, Leder-
berg[31] presents a useful model for the leader’s role and
structure of staff support groups for high-stress medical
environments.

FUTURE IMPLICATONS

Groups for infertility patients have proven effective and
efficient, in both time and cost. With the continuing
shift in financial coverage for healthcare, insurance-
managed, or state-run socialized medicine, the need for
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psychological services that can be offerd to the greatest
number of people, for the least cost, will grow. Not all
infertility counselors are comfortable or feel trained to
lead groups, and the necessity for skilled group clin-
icians will require training programs that serve this
need.

As the world has become smaller and patients are
traveling long distances, sometimes across continents
for treatment, the use of computer-mediated groups will
likely increase. More research needs to be conducted on
the implication of the internet, discussion groups, and
listserves on group dynamics, function, and effective-
ness. While the internet is currently a faceless commu-
nity, in the future video technology will allow members
to participate in a manner similar to other groups. In
the future, computer translation technology will likely
offer the opportunity for people who speak different
languages to communicate and participate in internet
infertility groups, where previously, language served as
a barrier.

SUMMARY

■ Group counseling began a century ago, founded on
principles of assisting patients improve health and
well-being, when struggling with serious medical con-
ditions, and has come full circle to assisting infertility
patients.
■ Research has shown infertility group treatment to
be both effective and cost-efficient.
■ Despite differences in approach, setting, leader-
ship, treatment disorders or focus, group counseling
helps people adapt, adjust, and/or modify their behav-
ior to improve well-being.
■ The theoretical framework of Yalom’s curative fac-
tors[3] applies to a variety of infertility counseling
groups, especially instillation of hope, universality,
cohesion, information sharing, and catharsis.
■ There is a difference between support groups and
therapy groups, which patient and leader need to
understand. Although psychological issues of infer-
tility and the psychological history a patient brings
into it may be treated in a psychotherapy group, most
groups associated with a medical treatment program
are support groups.
■ Mental health professionals running infertility
counseling groups need to be aware of clinical issues
including group structure, development, member-
ship, confidentiality, and common themes.
■ Therapeutic interventions in infertility group coun-
seling include cognitive-behavioral, emotive-interac-
tional, psycho-educational, technology-mediated, and
staff groups.

■ There will continue to be a growing need for skilled
infertility group counselors and group services for
patients.
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The reason why a sound body becomes ill, or an ailing body
recovers, very often lies in the mind.

– Gaub, 1747

During the late twentieth century, behavioral medicine
emerged as an interdisciplinary field concerned with the
development and integration of behavioral and biomed-
ical science, knowledge, and techniques relevant to
health and illness, and the application of this knowledge
to prevention, diagnosis, treatment, and rehabilitation.
Behavioral medicine has been integral in improving dis-
ease prevention, diagnosis, treatment, and rehabilita-
tion.[1] At the same time, medical and health psychol-
ogy emerged as a specialty within the field of psychology
devoted to the promotion and maintenance of health;
the prevention and treatment of illness; the identifica-
tion of etiologic and diagnostic correlates of health, ill-
ness, and related dysfunction; and the improvement of
healthcare systems. An important contribution of med-
ical psychology was patient education and support as
well as improving patient compliance and the identifi-
cation of psychosocial issues that may impact patient
well-being, the disease or treatment process, or treat-
ment outcome.[2] Behavioral health and health psy-
chology as well as medical psychology, clinical health
psychology, psychosomatic medicine, healthcare psy-
chology, and collaborative healthcare all are based on
the concept of a mind–body connection and, as such,
all diseases and conditions (whether of the mind or the
physical body) must be treated as if they have both been
affected.

Behavioral medicine and health psychology have
three areas of focus: (1) the prevention of future health
problems, (2) change behaviors that contribute to
current or future health problems, and (3) the improve-
ment of quality-of-life. Behavioral medicine mental
health professionals, health psychologists, and, as such,
infertility counselors use a variety of techniques to
implement these goals, many of which are addressed
in other chapters. As such, the focus of this chapter is

on stress and coping techniques found to be effective
in the care and treatment of infertile men and women
as well as the various roles and treatment interventions
available to the infertility counselor.

In recent decades, behavioral medicine and health
psychology have rapidly expanded, in part due to bur-
geoning scientific evidence linking psychosocial fac-
tors with important aspects of health and illness, as
well as empirically demonstrated success of psychoso-
cial interventions applied to disease treatment and pro-
motion for a variety of illness and health behaviors.
This has been the case in reproductive medicine as
evidenced by the once emergent and now widely rec-
ognized and respected field of infertility counseling,
also known as reproductive health psychology, repro-
ductive behavioral medicine, or psychosomatic obstet-
ric and gynecology. Although these fields may have dis-
tinct or specific applications, all use various principles
and practices developed by or adapted from behavioral
medicine.

The application of behavioral medicine to infertil-
ity has involved a variety of applications focusing on
the relationship between psychological, social, and bio-
logical factors to protect or maximize current fertility;
use stress and coping techniques for the manage-
ment of infertility and/or treatment-related distress;
and/or improve the outcome of specific fertility treat-
ments. Within this context improving outcomes is not
restricted to biological parameters (e.g., pregnancy and
live births) but involves improved psychosocial out-
comes (e.g., emotional adjustment to the experience
of infertility, reduced stress, diminished depression
and anxiety, etc.). As such, the behavioral medicine
approach recognize the importance of a multidimen-
sional approach to infertility that considers biological,
psychological, and social (environmental) factors that
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have an impact on the infertile individual and/or cou-
ple’s experience of and adjustment to infertility and
treatment for it. Behavioral medicine and health psy-
chology have been useful in exploring the mind and
body connection in infertility, facilitating the under-
standing of the emotional consequences of infertil-
ity and development of coping and stress manage-
ment interventions, while providing a foundation for
research theory and design.

This chapter

■ provides a brief historical overview of the psychoso-
matic approaches to the psychology of infertility and
the biopsychosocial model of infertility;
■ examines research regarding stress and coping dur-
ing infertility;
■ outlines illustrative theoretical frameworks of behav-
ioral medicine and health psychology, as they apply to
the psychology of infertility;
■ describes stress management and coping inter-
ventions;
■ discusses clinical applications of stress and coping
theory for aiding couples as they confront the psychoso-
cial demands of infertility.

HISTORICAL OVERVIEW

Throughout history and across cultures, caregivers have
recognized the interconnectedness of the human mind
and body, although this has been more prominent
in some cultures (e.g., Chinese) than in others. Hip-
pocrates, considered the founder of Western medicine,
acknowledged with other Greeks of the time (e.g.,
Socrates) the importance of including the human spirit
in conjunction with physical illness. However, during
the early seventeenth century, French philosopher Rene
Descartes contended that the human mind and body
were separate entities requiring separate and distinct
treatments. The ‘Cartesian dualistic approach’ referred
to two forms of dualism: mind–body separation and the
dualism of patient–caregiver roles. Accordingly, physi-
cians took paternalistic responsibility for the diagno-
sis and development of a treatment regime while the
patient role was one of deference and obedient compli-
ance. Cartesian dualism influenced Western medicine
until the middle of the twentieth century during which
mind–body processes moved from the province of phi-
losophy and religion to the domain of respectable scien-
tific inquiry. During this time, psychosomatic medicine
emerged as a formalized field based on a combination of
psychodynamics and psychophysiologic theories. The
psychodynamic approach was based on psychoanalytic

theory and Franz Alexander’s nuclear conflict theory
that contended unresolved unconscious conflicts pro-
duced specific somatic disorders. The psychophysio-
logic approach of the psychosomatic medicine was
based on Harold G. Wolfe’s research on the effects
of psychological stimuli on physiological processes.
Psychosomatic medicine was originally intended to
acknowledge and recognize the unity of mind–body
relationships but came to convey psychological causa-
tion of physiological disorders.[3]

The diagnosis of psychogenic infertility was based
on psychosomatic medicine principles and referred to
intrapsychic conflicts (typically within women) that
caused or contributed to involuntary childlessness and
sterility. Accordingly, a woman’s deep-seated neurotic
anxiety; conflicted feelings about parenthood, sexuality,
and/or adult roles; fears of childbirth; and/or intrapsy-
chic conflicts regarding her own mother were consid-
ered feasible explanations for infertility.[4] Psychogenic
infertility was a popular diagnosis at a time when ‘unex-
plained’ infertility was more prevalent and widespread.
However, the attribution of idiopathic infertility to psy-
chological factors became less appropriate as advances
in reproductive medicine increased diagnostic accu-
racy. Furthermore, research failed to substantiate the-
ories of specific personality characteristics in infertile
patients or a higher incidence of psychopathology in
infertile individuals compared with that of the gen-
eral population or individuals with other medical con-
ditions.[5–7] While the psychosomatic approach rec-
ognized mind–body connectedness and the relevance
of psychosocial factors in disease development, experi-
ence, and treatment, by the 1970s, the concept of psy-
chogenic infertility had fallen into disfavor. Psycholog-
ical distress was no longer thought to be the cause of
infertility, but rather the result of the stress of infertility
and the treatments for it.

The significance of stress as a mediating factor in
health emerged with the original work in 1936 of Cana-
dian endocrinologist Hans Selye, who identified the
body’s reactions to real or perceived threats (stres-
sors) with a variety of physiological responses includ-
ing increased metabolism, heart rate, blood pressure,
rate of breathing, and blood flow to the muscles as
well as the release of catecholamines (i.e., adrenalin
and noradrenalin).[8] Selye described stress as a non-
specific response by the body to a demand in which
distress (negative stress) triggered the general adapta-
tion syndrome (also known as the stress syndrome).
Accordingly, the body responds to stress in a predictable
pattern in three stages: (1) alarm reaction, in which
the body responds to the external distress with initial
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short-term stage of alarm; (2) adaptation, in which the
body engages defensive countermeasures against the
stressor involving a longer period of resistance; and
(3) exhaustion, in which the body begins to run out
of physiological defenses for managing the stressor. In
1941, American neurologist Walter Cannon described
this cascade of physiological responses to stress as the
‘fight or flight’ response which prepared the individ-
ual to either confront (fight), the perceived or actual
threat, or to flee it.[9] This became the basis for investi-
gations into the impact of stress on fertility, in that emo-
tional stress, either directly or by releasing adrenaline,
was thought to centrally inhibit or prevent the secre-
tion of oxytocin or counteract its action.[10] Personal-
ity factors and a recurring pattern of ‘situation-stress-
symptom’ were also considered causes of infertility.[11]
Recently researchers have investigated mechanisms by
which stress may impair fertility by impacting function-
ing of the hypothalamic-pituitary-adrenal axis thereby
deregulating the reproductive process in both women
and men.[12,13] Despite growing evidence for rela-
tionships between stress, endocrine and immunologi-
cal factors and infertility, there is still little insight into
the mechanism of this process and/or how it exactly
operates.

Subsequently, American physician Herbert Benson
developed the ‘relaxation response’ based on transcen-
dental mediation and his research that found medita-
tion (even sitting quietly in a room and/or restructuring
an individual’s thoughts) produced significiant physio-
logical changes.[14] The ‘relaxation response’ became a
counter mechanism to the ‘fight or flight’ physiological
stress response and was applied to a variety of medi-
cal conditions including infertility. Stress management,
coping techniques, and relaxation-based interventions
significantly contributed to the understanding of the
psychosocial dynamics of infertility and, as such, were
a basis for the emerging field of infertility counseling.
Even though these important applications significantly
contribute to improved patient quality-of-life, no ran-
domized controlled trials have examined the efficacy of
any of these techniques with infertile patients specifi-
cally, although there have been some efforts along these
lines recently. Research on stress, coping, and patient
responses (positive and negative) to infertility became
instrumental in the emergence of patient care models
(e.g., the biopsychosocial, health psychology, and col-
laborative medicine models), all of which eliminated
mind–body dualism and physician–patient dualism and
encouraged caregiver–patient collaboration in improv-
ing treatment outcomes and improving patient satisfac-
tion and quality-of-life.

During the late twentieth century, increased patient
awareness, participation in health maintenance, and a
self-help consumer movement also marked the move
away from dualistic physician–patient roles. At the
same time, an awareness of the bidirectional nature
of stress and infertility supported a more collabora-
tive approach to patient care that emphasized the role
of infertility counselors and patient participation in
treatment, including active involvement in maximizing
health and well-being.

REVIEW OF LITERATURE

As noted, the initial focus of research on stress and infer-
tility was based on the psychogenic hypothesis (i.e., infer-
tility caused by psychological factors) and then on the
psychological consequences hypothesis (i.e., the psycho-
logical consequences of infertility). Recently, research
has focused on a related hypothesis, which contends
that stress may be a causal factor in infertility, partic-
ularly in terms of the impact of stress on treatment
outcomes.[7] This may be referred to as the psycho-
logical outcome hypothesis. Research regarding infertil-
ity and behavioral medicine will be reviewed by exam-
ining the ways stress and coping affect: psychological
reactions to infertility, gender differences, responses
to assisted reproductive technologies, and treatment
outcomes.

Psychological Reactions to Infertility

In a comprehensive review of available research on
psychological reactions to infertility, Dunkel-Schetter
and Lobel investigated both descriptive and empirical
research.[15] Their conclusion on descriptive reports
was that a greater focus was placed on the emotional
effects of infertility than on loss of control, changes
in identity or esteem, or social effects. In terms of the
empirical research, they concluded that the evidence
did not clearly indicate that negative effects accompany
infertility, although there is some evidence of adverse
effects in a few studies. Furthermore, Dunkel-Schetter
and Lobel concluded “that the average infertile indi-
vidual does not experience severe or clinically signif-
icant distress, marital problems, sexual problems, or
other psychological difficulties, or is there evidence
for a set sequence of emotional reactions.” In a more
recent review of the literature, Greil’s findings were sim-
ilar to the earlier literature review by Dunkel-Schetter
and Lobel in that descriptive literature on the psy-
chological consequences of infertility often presented
infertility as a psychologically devastating experience
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for individuals, although empirically sound research
found no significant differences between infertile indi-
viduals and others in terms of psychopathology or self-
esteem. Greil’s research did find that there was some
evidence that infertility was a stressful experience, typ-
ically more so for women than men.[7] In a similar
review of research on stress and infertility, no solid evi-
dence was found that infertility patients demonstrate
more psychopathology than controls, although mod-
est evidence was found of an association between dis-
tress during treatment and the outcome of the treat-
ment itself.[16] More positive adjustment to infertil-
ity seems to be related to better self-esteem, inter-
nal (versus external) locus of control, higher socioe-
conomic status, and moderate age, while higher lev-
els of anxiety and distress are associated with low self-
esteem, undifferentiated sex role identity, and advanced
age. Actual and perceived duration of infertility have
also been found to relate to psychological reactions to
infertility.[17]

Psychological Responses in Men versus Women

In a review of empirical research on gender differences,
Wright and colleagues as well as other researchers
concluded that women tended to be more distressed
by the infertility experience and its medical treat-
ment than men, even when the infertility diagnosis
was not attributable to her or when the diagnosis
was ambiguous.[7,18–20] Women appear to experi-
ence greater levels of distress, depression, anxiety, and
poor self-esteem.[5,21,22] Although women appear to
experience more infertility-specific distress than men,
men experience greater psychological distress when
the cause of infertility is male-factor. Men with male-
factor infertility experience more negative emotions
including more feelings of stigma, anxiety, loss, and
poor self-esteem.[19,23] Men with male-factor infer-
tility tend to make more self-denigrating remarks. In
addition, although some research indicates that men
are less affected than women by the process of infertil-
ity evaluation and over the course of treatment, other
research found that men experienced more infertility-
specific distress over the course of treatment, specifi-
cally when treatment was more than seventeen months
and was related to specific treatment (e.g., testicular
biopsy).[23,24] Finally, predictors of distress in infertile
men were: an anxious disposition; a general tendency
to appraise situations as stressful; an avoidant coping
style; and failure to seek social support.[25]

Gender differences have also been found in that dif-
ferent aspects of infertility are stressful to men versus
women, and men and women use different coping tech-

niques. Women are more likely to use a wider array
of coping strategies (e.g., information seeking), and
women may be better able to identify and access other
areas of potential social support outside of their mar-
riages.[26,27] Women tend to use more coping behav-
iors (e.g., self-controlling, seeking social support, and
escape-avoidance) to deal with infertility and treat-
ment than did their husbands, who were more likely to
use confronting the problem, accepting responsibility,
and escape-avoidance as coping strategies.[20] Davis
and Dearman identified six coping strategies commonly
used by women to cope with infertility: (1) increas-
ing the space or distancing oneself from reminders
of infertility; (2) instituting measures for regaining
control; (3) acting to increase self-esteem by being
the best (e.g., control weight or appearance); (4) look-
ing for meaning in infertility; (5) giving in to feelings
(expressing emotions); and (6) sharing the burden with
others.[28].

In contrast, men are more likely to use coping
strategies that involve denial, distancing, avoidance,
and withdrawal and are less likely to seek social sup-
port, counseling, or discussions with caregivers.[18,27]
One longitudinal study of infertile men found that
a man’s coping strategy with earlier phases of infer-
tility impacted his long-term adjustment to it: Men
who substituted an object (e.g., house, pet, or gar-
den) or a child (e.g., leading a church youth group) to
nurture during unfertility treatment were more likely
to achieve generativity and parenthood, while those
who used self-centered substitutes (e.g., body building)
failed to achieve either generativity or fatherhood by
midlife.[29] While men and women may experience dif-
ferent aspects of infertility as stressful, another factor in
the emotional impact of infertility-related stress on cou-
ples may be the congruence (e.g., agreement) between
partners regarding the experience of infertility. To infer-
tile couples in whom there was high congruence in their
perception of infertility-specific stress, higher levels of
marital adjustment were found.[30]

Finally, infertility-specific distress may be influenced
by cultural factors. In a review of qualitative stud-
ies from African countries, infertility was found to be
an overwhelmingly negative and distressing experience
associated with high levels of psychological distress in
women. For women in cultures in which male-factor
infertility diagnosis is socioculturally unacceptable, the
burden of infertility may have more than psychological
consequences in that women may be at increased risk
of abuse, abandonment, divorce, or social stigma.[31]
In addition, lack of a husband’s support has been found
to increase anxiety and depression in women, adding to
feelings of infertility-specific distress.[32]



P1: JzG
052185363Xc11 CUFX030/Covington 0 521 85363 X September 3, 2006 13:56

BEHAVIORAL MEDICINE APPROACHES TO INFERTILITY COUNSELING 173

Psychological Responses to Assisted
Reproductive Technologies

Considerable research has addressed stress related to
assisted reproductive technologies and patients’ percep-
tion of ART treatment as stressful. Early research found
that patients undergoing ARTs (e.g., IVF) were at no
greater risk for psychological disturbances, although
there was some evidence of greater anxiety, distress,
and grief if the procedure was unsuccessful. Neverthe-
less, ARTs patients scored within normal limits on mea-
surements of preexisting psychopathology.[33] Factors
contributing to grief reaction following unsuccessful
ARTs included a belief that the treatment was the
couple’s last chance at having a biological child, pre-
existing psychological illness, and overestimation of
success rates.[34,35] Recent research has shown that
mood (anxiety, depression, or distress) probably fluctu-
ates in both men and women over the course of ARTs
cycles: anxiety and depression increasing on oocyte-
retrieval day, decreasing on embryo-transfer day, and
rising again on pregnancy-testing day. However, sever-
ity of response appears to diminish with repeated
cycles.[34,36,37] In general, oocyte retrieval and preg-
nancy test(s) seem to be the most stressful aspects of
the IVF treatment cycle.[38,39] In accessing perceived
infertility-specific stress at twelve months and twenty-
four months posttreatment, self-esteem was the only
factor associated with increased stress over the course
of treatment regardless of treatment method and num-
ber of treatment cycles.[22]

Other research has shown, however, that even though
most women appear to adjust well to unsuccessful treat-
ment, a considerable proportion continue to experience
substantial distress over time when ARTs is unsuccess-
ful.[40] Not surprisingly, anxiety and depression have
been found to be significantly higher in women who
experienced failed IVF cycles and in initial stages of
treatment (<3 years).[41] In fact, women who experi-
enced infertility of medium to long duration were found
to have significantly lower state anxiety but higher state
anxiety following failed treatment cycles.[42] Perceived
helplessness and marital dissatisfaction were found to
be risk factors, while acceptance and perceived social
support were found to be protective factors, in the devel-
opment of anxiety and depression after a failed fer-
tility treatment[43]. In a study comparing psycholog-
ical adjustment of patients pursuing parenthood via (1)
ARTs; (2) surrogacy; and (3) adoption, women seek-
ing ART were younger (thirty-three years old) than
women pursuing surrogacy (thirty-seven years old) and
adoption (thirty-seven years old). Women pursuing ART
and/or who remained childless were more likely to

use distancing and denial coping strategies.[44] By
contrast, patient optimism prior to an ART treatment
cycle was found to be predictive of less distress follow-
ing a failed first treatment cycle (specifically IVF and
ICSI).[40]

In contrast, men appear to experience no change
in infertility-specific distress (e.g., anxiety and depres-
sion) whether or not ARTs treatment is successful or
unsuccessful.[40] However, long waits before beginning
assisted reproduction increased anxiety levels, particu-
larly for male partners.[45] Prior to treatment, women
were found to be more anxious than their partners
and were less positive than men about their marital
and sexual relationships, although these feelings dimin-
ished or reversed when the treatment cycle was suc-
cessful. During the IVF, women experienced highest
levels of distress after embryo transfer and negative
pregnancy testing. First and last treatment cycles were
associated with greatest levels of anxiety and distress.
[46–49]

In short, individuals undergoing assisted reproduc-
tion appear to be at no greater risk for psychological
disturbances, although there may be a greater risk of
anxiety, distress, and grief, especially if the procedure
is unsuccessful.[34]

Impact of Psychosocial Interventions
on Treatment Outcome

The impact of psychological interventions, particu-
larly stress reduction and relaxation techniques, has
become an increasing focus of research in behavioral
medicine as researchers and clinicians strive to deter-
mine whether psychosocial interventions positively
affect endocrine and immune function – and ultimately
positively impact treatment outcomes. In a review of
research on stress and infertility, no solid evidence was
found that infertility patients demonstrated more psy-
chopathology than controls, although modest evidence
was found of an association between distress during
treatment and the outcome of the treatment itself.[16]
In a more comprehensive review of research on the
effectiveness of interventions to improve psychosocial
well-being and pregnancy rates, Boivin found that psy-
chosocial interventions were more effective in reducing
negative affect than in changing interpersonal function-
ing (e.g., marital and social functioning), although preg-
nancy rates were unlikely to be affected by psychosocial
interventions. Group interventions that emphasized
education and skills training (e.g., relaxation training)
were significantly more effective in producing positive
change across a range of outcomes than counseling
interventions that emphasized emotional expression
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and support and/or discussion about thoughts and feel-
ings related to infertility. In addition, men and women
were found to benefit equally from psychosocial inter-
ventions, although again these changes did not seem to
impact treatment outcomes.[50]

In a Danish study that examined separate and joint
effects of male and female infertility-specific stress and
the source of stress (e.g., personal, social, or mar-
ital) on treatment outcome, researchers found that
infertility-specific stress was associated with poorer
treatment outcomes in women (i.e., lower pregnancy
rates). Women who reported more infertility-specific
stress related to personal and marital issues (versus
social problems) were more likely to have lower treat-
ment outcomes. In short, women reported more mar-
ital distress and took more treatment cycles to con-
ceive (median 3) than women reporting less marital
distress (median 2). The findings provide evidence that
infertility-related stress has direct and indirect effects
on treatment outcome.[51] Higher levels of anxiety
or depression were associated with lower pregnancy
rates.[52] Infertile women were found to have ele-
vated levels of cortisol compared with fertile controls,
while lower levels of adrenaline at oocyte retrieval
and embryo transfer were found to be associated
with higher pregnancy rates.[13,53] In addition, differ-
ences in immune factors were found between women
who achieved pregnancy following IVF treatment and
women who did not.[12] In a study evaluating treatment
outcomes comparing ARTs procedural-specific stress
versus infertility-specific stress, higher expectations of
pregnancy (optimism) were found to be associated
with greater numbers of oocytes fertilized and embryos
transferred. Baseline (acute and chronic) stress affected
biologic end points (i.e., number of oocytes retrieved
and fertilized) as well as pregnancy (e.g., live birth
delivery, birth weight, and multiple gestations), whereas
procedural-specific stress only influenced biologic end
points.[38]

Increasingly, research has focused on the assess-
ment of the physiological stress response on fertil-
ity, treatment outcomes, and specific interventions to
reverse infertility-specific stress to improve fertility
and/or treatment outcomes. One study investigated the
association between stress hormones (i.e., adrenaline,
noradrenaline, and cortisol), mood, and IVF/ICSI treat-
ment outcome using urine samples to assess stress
hormones and questionnaires to measure anxiety and
depression. In women with successful treatment, lower
concentrations of adrenaline at oocyte retrieval and
lower concentrations of adrenaline and noradrenaline
at embryo transfer were found, leading the researchers

to conclude that adrenal hormones could be a fac-
tor in the complex relationship between psychoso-
cial stress and treatment outcome.[13] Stress levels of
women undergoing IVF and a control group of fer-
tile women were assessed using blood tests to mea-
sure circulating prolactin and cortisol levels and ques-
tionnaires to measure mood and personality traits.
Infertile women were found to have more suspicion,
guilt, and hostility compared with fertile women, which
the researchers speculated was in response to their
infertility. The researchers concluded that the infer-
tile women’s psychological stress negatively affected the
IVF treatment outcome in that their state-anxiety levels
were higher than women who had become pregnant fol-
lowing IVF.[48] In an investigation of a possible correla-
tion between immunological changes and implantation
rates in patients undergoing IVF, questionnaires were
used to assess mood and blood samples to measure cir-
culating T-helper and T-suppressor lymphocytes. Pro-
longed stress was found to decrease adaptability and
cause transitory anxiety that was found to be associ-
ated with higher levels of activated T-cells in periph-
eral blood. These researchers found reduced implanta-
tion rates in women undergoing IVF who had elevated
T-cells.[12] In short, there is evidence that infertility-
specific stress physiologically impacts fertility and treat-
ments outcomes negatively, perhaps through deregu-
lation of the endocrine and/or immune response or
through a complex interplay of factors, and that spe-
cific interventions may help to improve treatment
outcome.

THEORETICAL FRAMEWORK

The biopsychosocial model and stress and coping the-
ory are two theoretical frameworks that are particularly
relevant to a behavioral medicine/health psychology
approach to infertility counseling. Both perspectives
build on the developments in medicine and infertility
during the twentieth century offering theoretical per-
spective as well as the identification of clinical issues
and therapeutic interventions contributing to improved
patient care and patient satisfaction by addressing
the physical and psychosocial needs of the patient(s).
A new and developing theoretical framework is the
biopsychosocial model of infertility, which incorporates
principles from both the biopsychosocial model and
stress and coping theory. These theories provide dif-
ferent perspectives for understanding the multifaceted
and complex experience of infertility; the unique stres-
sors of the experience of infertility and treatment for
it; and the expanding role of infertility counselors in
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identifying clinical issues, developing effective ther-
apeutic interventions, and conducting research to
improve patient well-being, treatment outcomes, and
effective psychotherapeutic interventions. The applica-
tion of the biopsychosocial model, stress and coping
theories, and the biopsychosocial models of infertil-
ity have provided greater understanding of the deter-
minants of distress experienced by infertile men and
women, as well as suggesting research directions and
clinical applications for therapeutic interventions to
mitigate distress and improve treatment outcomes. As
such, these theories guide professional practice by help-
ing to target specific coping strategies for therapeutic
intervention, tailoring them to specific patient needs,
contexts, and resources.

Biopsychosocial Model

The biopsychosocial model of health and illness rep-
resents an alternative to the conventional Western
biomedical model in that it recognizes and incorpo-
rates biological, psychological, and social influences on
the onset, course, and treatment of disease and medical
conditions.[1] The biopsychosocial model was devel-
oped by Engel in the 1970s based on general systems
theory.[54] It takes into consideration the wide array
of issues impacting an individual’s experience of health
and illness as well as cultural, familial, and other inter-
personal factors in the complex and reciprocal interplay
among body, mind, and environment. The biopsychoso-
cial model emphasizes the importance of the physician
and patient as collaborators in the diagnosis, treatment,
and health maintenance by encouraging caregivers and
patients to see themselves as equal partners. Aims of this
approach are to bolster patients’ sense of control and
self-efficacy; promote health-enhancing behaviors; and
work collaboratively with cultural and religious factors
and other contextual factors influencing the patients’
experience of illness and orientation toward treatment.
As such, this model emphasizes the importance of the
patient–physician relationship in achieving optimum
medical treatment and health.

The biopsychosocial model recognizes the poten-
tial impact of stress and coping as well as other psy-
chosocial factors as potentially significant factors in
the experience of infertility and in treatment out-
comes. Relevant constructs of this approach include ill-
ness behavior, acute versus chronic illness; adaptation
and maladaptation to illness; and the importance of
individual cognition, self-awareness, self-efficacy, and
self-control. Illness behavior or what is expected or
appropriate response to a health condition is mediated

by a number of factors including the medical condi-
tion itself, individual personality characteristics, and
cultural beliefs about health and/or illness. Interest-
ingly, the most important determinants of assuming the
status of being ill seem to be sociological and cogni-
tive.[55] Both acute and chronic disorders symptoms
may be modified by emotions and beliefs. For some
infertile men and women, infertility is an acute diag-
nosis, although for the majority of infertile individuals,
infertility represents a chronic condition, which may or
may not have a specific, identifiable diagnosis despite
ongoing, long-term treatment. However, any chronic ill-
ness requires reorganization and adaptation on a vari-
ety of levels (e.g., physical, psychological, and social).

Taymor and Bresnick were the first to refer to infer-
tility as a biopsychosocial crisis because it involves
interaction among physical conditions predisposing to
infertility; medical interventions addressing infertility;
reactions of others; and individual psychological char-
acteristics.[56] All too often, infertile individuals (more
commonly women) attempt to adjust to infertility by
not adjusting – attempting to function socially or occu-
pationally at preinfertility levels – a near impossible
feat. One reason for this may be beliefs about ill-
ness behavior, but another may be that without a spe-
cific diagnosis many infertile individuals do not per-
ceive themselves (nor do others perceive them) as
being ill or being a patient despite the extensive med-
ical treatment they are undergoing. Impaired fertility
may not be viewed as life-threatening or dangerous,
thereby not requiring support or adaptation. Cogni-
tion is an important mediator in the experience of ill-
ness in that how individuals think about and interpret
their condition has an impact on their illness behav-
ior and adjustment. Typically, addressing cognitions
includes identifying underlying assumptions or attribu-
tions that cause distress; restructuring negative thought
patterns; and/or providing evidence or an environment
for reinterpretation (cognitive reframing). Fundamen-
tal to the biopsychosocial model is the patient’s partic-
ipation in treatment, which is thought to improve the
patient’s feelings of control; facilitates participation in
decision making; and improves treatment compliance
through self-care. Self-efficacy behavior enhances indi-
vidual health behavior changes, improving health and
facilitating adaptation and coping.

Stress and Coping Theory

Fundamental to stress and coping theory is the indi-
vidual’s perception of the stressor, other stressful life
events, coping skills, resilience, and social support.
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Variables in the response to stress include personal-
ity, cognition, social environment, gender, and culture.
Stress refers to events in which demands of the internal
or external environment challenge or exceed an individ-
ual’s adaptive resources.[55] Stress has also been con-
ceptualized as a stimulus, with stressors from major life
events (e.g., illness, divorce) or daily hassles. In short,
although stress is a universal life experience, it may be
positive or negative in that each individual perceives
and experiences an event (even the same event) differ-
ently. What is threatening and stressful to one person
may not be stressful to another individual and, in fact,
may even be experienced as enjoyable (e.g., sky diving).
As such, stress (whether a positive or negative experi-
ence) challenges an individual’s resources and requires
adaptation. These physiological changes enable an indi-
vidual to respond to threat(s), whether the threat is
a perceived or actual danger. Negative stress is typ-
ically referred to as distress. Additionally, stress may
be acute or chronic. An acute stressor typically is sud-
den or abrupt, requiring immediate adaptation with
an expectation of short-term adjustment and a rapid
return to previous functioning. By contrast, a chronic
stressor may occur abruptly or over time but requires
long-term, persistent adjustment and adaptation that
may or may not involve a return to prior level of func-
tioning. Coping refers to the process by which a per-
son takes some action to manage external or internal
demands that cause stress and tax the individual’s inner
resources. It involves the individual’s deliberate efforts
or techniques to effectively respond to threats or chal-
lenges or, specifically, an individual’s adaptability when
confronted with difficult circumstances. Coping may be
adaptive or maladaptive (i.e., effective or ineffective),
and although coping responses are neither uniformly
adaptive nor maladaptive, some coping strategies (e.g.,
denial and disengagement) are associated with malad-
justment because they can cause or increase distress –
typically in another arena in the individual’s life.

In the 1980s, Lazarus and Folkman proposed
a cognitive-phenomenological theory of stress that
addressed the interactive effect of stress and cop-
ing. Their definition of stress involved “a relation-
ship between the person and the environment that is
appraised by the person as taxing or exceeding his
or her resources and endangering his or her well-
being.”[57] According to cognitive-phenomenological
theory, an individual’s appraisal of an experience is inte-
gral in the experience of stress and to the individual’s
ability to manage or cope with the stressor.[57] This
relational perspective emphasized the importance of
an individual’s perception, life experiences, personal-

ity, and the context in which the negative stressor is
experienced. In short, an individual’s adaptability and
adjustment to stress can be predicted by his or her cog-
nitive appraisal and coping strategies. The negative con-
sequences of stressful encounters are assessed in terms
of morale; social or interpersonal functioning; physical
health; and individual perception or interpretation of
the stressful event. Cognitive appraisal and coping pro-
cesses are central to cognitive-phenomenological theory
of stress, as individuals assess the potentially harmful
and beneficial aspects of a stressful experience (i.e., pri-
mary appraisal) as well as their ability to influence its
outcome (i.e., secondary appraisal). According to this
theory, three primary coping strategies were identified:
appraisal-focused coping, problem-focused coping, and
emotion-focused coping.

Appraisal-focused coping (also referred to as
meaning-based coping) involves attempts by the
individual to define or redefine the meaning of the
stressful situation and includes logical analysis; cog-
nitive redefinition (i.e., active meaning-based coping);
and cognitive avoidance (i.e., passive meaning-based
coping). Problem-focused coping is the modification
or elimination of the source of stress and seeking
information or advice, taking problem-solving action,
and developing alternative rewards. Emotion-focused
coping involves managing the emotions aroused by
stress or stressors, enabling the individual to maintain
affective equilibrium. Emotion-focused strategies
include affective regulation, resignation, acceptance,
and emotional discharge.[58]

Stanton and Dunkel-Schetter applied stress and cop-
ing theory to infertility, suggesting that infertility is
characterized by the very dimensions that individuals
find most stressful: unpredictability, negativity, uncon-
trollability, and ambiguity.[59] As such, infertility is a
stressor that takes place over an extended period of
time; is beyond the control of the individuals involved;
and entails negative consequences, responses, and out-
comes that are unknown and unpredictable. Coping
techniques for managing the crisis involve not only
assessment of the individual’s and couple’s resources,
personality, perceptions of the stressor, and response to
the stress but also how these are applied to the stressor
(infertility) to achieve adaptive adjustment.

Infertility can be conceptualized as a stressful experi-
ence, in that the individual’s appraisal of an experience
is integral: If parenthood is not an important goal, then
infertility carries fewer negative consequences and thus
is not perceived as particularly stressful. Whereas if an
individual (or couple) feels that major life goals and
roles are thwarted by involuntary childlessness, then
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Figure 11.1. Biopsychosocial model of infertility

infertility may be experienced as extraordinarily stress-
ful. It is the latter individuals who are at particular risk
for negative emotional outcomes. As such, stress and
coping theory provides a basis for defining the circum-
stances under which infertility is perceived or experi-
enced as stressful; the factors that facilitate or impede
adjustment for infertile couples; and what constitutes
successful psychological adjustment to infertility.

Using stress and coping theories as a foundation,
Stanton and Dunkel-Schettter noted that infertile cou-
ples typically perceive infertility as carrying the poten-
tial for both harm (e.g., loss of a central role) and bene-
fit (e.g., strengthening of the marital relationship).[59]
Infertile couples typically perceive some aspects of
infertility as relatively uncontrollable (e.g., attaining
conception) and others as more controllable (e.g.,
deciding for or against engaging in diagnostic tests and
treatment).[60] Additionally, stress and coping theories
suggest that the effectiveness of coping partly depends
on the timeframe and the controllability of the stres-
sor. Additionally, personal and situational attributions
regarding infertility as well as the appraisal process can
be instrumental in the initiation as well as the effec-
tiveness of specific coping strategies. As a result of their
research, Stanton and Dunkel-Schetter recommended
that professionals working with infertile couples should
enhance perceptions of control; discourage avoidance;
and promote positive reappraisal of infertility. Fur-
thermore, patients should be encouraged to improve
their overall quality-of-life through maintaining indi-
vidual health and well-being (e.g., exercise and absti-
nence from tobacco and alcohol) and nurturing their
couple relationship (e.g., communication, intimacy,
and humor).[61]

The stress and coping approach has become instru-
mental in attempts to determine which behavioral

techniques (e.g., relaxation and expression of emo-
tion) may facilitate conception and parenthood, in
what some have considered a recycling of the psy-
chogenic infertility model. While cognitive-behavior
theory provides conceptualization and therapeu-
tic direction for individuals experiencing infertility,
Stanton and Dunkel-Schetter[21] suggest that it pro-
vides little direction for furthering our knowledge of
systematic variability in adjustment. However, they
also suggest that the application of stress and cop-
ing theory to infertility provides a greater understand-
ing of: (1) the conditions under which infertility is
likely to be perceived as stressful; (2) factors most
likely to facilitate or impede adjustment in infertile
couples or individuals; and (3) guidance in defining
what constitutes successful psychological adjustment to
infertility.

Biopsychosocial Model of Infertility

The biopsychosocial model of infertility (Figure 11.1)
developed by Verhaak is based on a combination of
the biopsychosocial model and principles from stress
and coping theories. It identifies the reciprocal nature
of the array of factors that can and do impact emo-
tional responses to infertility and biomedical outcomes
of infertility treatment. The biopsychosocial model of
infertility makes a distinction between internal, sta-
ble, dispositional factors (e.g., personality characteris-
tics) and external factors (e.g., life events, social sup-
port, and illness-related stressors) that can impact the
outcome of infertility and psychosocial adjustment to
the experience of infertility. The relationship between
the internal and external factors and health outcome
is mediated by appraisals or cognitions and coping.
Lack of social support and marital discord are risk
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factors for maladjustment to severe stressors, next to
the existence of one or more severe external stressors.
Appraisals or cognitions refer to the way individuals
perceive and evaluate the stressful infertility-related
situation. This model emphasizes coping strategies
that are problem-focused and emotion-focused. Both
appraisals and other coping strategies are assumed to
impact infertility treatment outcome via two different
pathways: (1) endocrine and immune responses, and (2)
the infertile patient’s own health behavior.

Later research acknowledged more differentiations
in coping dimensions involving cognitive attempts to
change the meaning of the stressor: Trying to change
the meaning of a problem can make it less harm-
ful.[57,62] The effectiveness of coping depends partly
on the characteristics (controllability) and the time-
frame of the stressor (short-term versus long-term). To
fully understand the emotional impact of infertility and
how to cope with it, the entire process – from diagnosis
of infertility to either positive treatment or termination
of treatment – helps to explain how infertility is (or
becomes) a chronic stressor. Infertility as a chronic
stressor consists of different aspects: the invasive
treatment including physical and emotional strenuous
aspects; the uncertainty about the treatment outcome;
the uncontrollability of fertility problems; and the
loss of hope for a pregnancy when infertility is defini-
tive.[15,63] Coping with infertility as a chronic stressor
requires the completion of major adaptive tasks for
men, women, and couples that includes maintaining:
(1) emotional equilibrium; (2) a positive sense of self
from sense of self as infertile; and (3) good relationships
with family and friends as well as (4) preparing for the
future such as defining new life goals and a marital
relationship without children.[58] These tasks must
be accomplished while dealing with the physiological
consequences of fertility treatment, treatment sched-
ules, the clinic environment, and an array of healthcare
workers.

CLINICAL ISSUES

Infertility counselors work to improve quality-of-life
and change behaviors that may contribute to improved
treatment outcomes. As such, several clinical issues
regarding a behavioral medicine approach to infertility
counseling are of significance, and include: (1) identi-
fying and assessing typical psychological responses to
infertility and medical treatment; (2) understanding the
complex role of stress and coping in the experience of
infertility; and (3) engaging the highly distressed but
resistant infertility patient in the psychosocial treat-
ment process.

Identifying Infertility-Specific Stress

The goals of assessment in infertility counseling are
gaining an understanding of the individual’s physi-
cal and social environment; relevant strengths and
weaknesses; evidence for psychopathology; the infer-
tility diagnosis and treatment; and coping skills being
used individually and by the couple.[3] The best and
most universally used assessment technique is the clin-
ical interview. An example of an infertility-specific clin-
ical interview is the Comprehensive Psychosocial His-
tory of Infertility (CPHI, see Appendix 3). Using either
a standard clinical interview or the CPHI, profession-
als gain additional information on stress and coping
through infertility-specific questions such as, “What is
the most stressful part of infertility for you?”; “How
would you rate your level stress at this time?”; “What
do you find helpful for coping with infertility?”; “Is
there any coping technique that your partner uses that
you find stressful?” The genogram is another means of
augmenting the clinical interview in that it provides a
structure for gathering information about the individ-
ual’s family system, social support, and religious and
cultural backgrounds as well as identifying factors that
may intensify or mediate the stresses of infertility (see
Chapter 4).

Often infertility counselors supplement the clinical
interview with objective data gained from standard-
ized psychometric measures, questionnaires, and/or
daily diaries that may or may not be infertility-specific.
Objective measures provide a means of quickly assess-
ing a patient’s current state; confirming information
from the clinical interview; and providing a basis in
therapy for psycho-education, intervention, and treat-
ment. Typically, measures of stress and coping have
been based on self-report taking one of the follow-
ing perspectives: stimulus-oriented, response-oriented,
or interactional viewpoint. From the stimulus-oriented
view of stress, assessment involves those aspects of the
environment that are demanding or disorganizing for
the individual, stress him or her. The response-oriented
perspective, based on Selye’s work, assesses the indi-
vidual’s response to stressful events in the environ-
ment. From the interactional perspective, characteris-
tics in the individual and the environment as well as
the individual’s response to the environmental stres-
sors are assessed. Examples of inventories that mea-
sure multiple psychological symptoms include the Min-
nesota Multiphasic Personality Disorder-2 (MMPI-2)
and Symptom Checklist-90 (SCL-90), while examples
of measures that assess a single psychological symp-
tom include the Beck Depression Inventory (BDI) and
State-Trait Anxiety Inventory (STAI). An example of
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a measure that assesses coping methods is the Ways
of Coping Checklist (WCC), while an example of a
coping measure that assesses task-oriented coping,
emotion-focused coping, and avoidance-oriented cop-
ing is the Coping Inventory for Stressful Situations
(CISS). The administration of some standardized psy-
chometric tests (e.g., MMPI-2) is restricted in use to
trained mental health professionals (typically psychol-
ogists), while other measures (e.g., BDI) are available
for use by any mental health or medical caregiver.

Over the years, there has been an increase in the
development and use of infertility-specific measures
including standardized psychometric measures, ques-
tionnaires for research or clinical use, and daily/weekly
rating scales. (see Appendix 4) Objective measures
are often used in research but can be clinically use-
ful in identifying those individuals and/or couples at
risk of emotional maladjustment to the infertility expe-
rience and/or treatment, allowing early identification
and psychotherapeutic intervention. Newton and col-
leagues developed a standardized objective measure
that addresses infertility-specific stress (Fertility Prob-
lem Inventory), which assesses social, sexual, and rela-
tionship concerns as well as rejection of child-free
lifestyle, the need for parenthood, and global stress.
It is a forty-six-item measure using a Likert scale that
includes questions on stressful aspects of infertility and
has a global measure of stress.[64] Boivin and Takef-
man investigated psychosocial responses to infertil-
ity using an infertility-specific Daily Record Keeping
Sheet in which patients rated their emotions and reac-
tions each day of a treatment cycle (starting at day 1
and ending the day of report of the pregnancy test
results).[65] They found that distress levels remained
the same during the first half of the treatment cycle,
during which ovulation induction and ovum retrieval
occurred. However, significant increase in distress was
noted at the end of the treatment cycle, just prior to
the pregnancy test. In a study investigating infertility-
specific psychological strain in couples in which weekly
diary ratings were used, there was a general lack of dis-
tress or strain, even in response to medical investiga-
tions and diagnosis, except in individuals with preex-
isting psychopathology (e.g., depression or anxiety) as
assessed by pretreatment standard psychometric mea-
sures. For these individuals, diary ratings did reflect
elevated levels of distress over the course of diagno-
sis and treatment.[66] The use of daily rating scales
has been applied to a variety of conditions in behav-
ioral medicine but may have more research than clin-
ical applications in that patient compliance has been
found to be problematic. Recently, Schmidt and col-
leagues developed an infertility-specific coping inven-

tory, based on the same Ways of Coping Questionnaire
of Lazarus and Folkman and on qualitative interviews
with infertile couples about infertility-specific distress
and coping. The nineteen-item coping inventory is part
of the Copenhagen Multicentre Psychosocial Infertility
(COMPI) research program questionnaire administered
to 2,250 women and men.[57,67] The inventory consists
of four scales: active avoidant coping (e.g., avoid being
with pregnant women or children), active confronting
coping (e.g., ask other childless people for advice), pas-
sive avoidant coping (e.g., hope a miracle will happen),
and meaning-based coping (e.g., find other life goals or
gain meaning of pain and suffering of infertility).

Infertility-Specific Stress and Coping

Infertility often begins as an acute crisis, which indi-
viduals expect to be a time-limited stressor yet usu-
ally evolves into a chronic stressor experienced over an
extended period of time. For the majority, infertility is
not a discrete event but an evolving process initially
involving a potential threat or loss that expands over
time from a potential threat to a real threat (e.g., a future
of childlessness, chronic illness, repeated medical treat-
ments).[15] This evolutionary process typically involves
an accumulation of losses both minor (e.g., uncom-
fortable medical diagnostic procedure) and major (e.g.,
miscarriage or diagnosis of a life-threatening genetic
disorder). Infertility is stressful in that it is an unpre-
dictable experience, which is negative, uncontrollable,
and ambiguous. As such, the psychosocial strain of
infertility involves an acute stressor during initial diag-
nosis and treatment that becomes a chronic strain over
time and extended medical treatment trials. However,
when levels of distress approach clinical significance
or persist over an extended period of time, individuals
typically experience psychological impairment of role
functioning, mood, and self-esteem or diminished or
impaired couple functioning.[15] In fact, infertile cou-
ples experience moderately elevated emotional strain
during the initial stages of infertility diagnosis and
treatment, which often returns to near normal levels
in the second year of treatment. However, emotional
well-being and relationship stability typically deterio-
rate significantly after the third year of treatment.[68]
It is also important to note infertility is not experienced
in a vacuum and that individuals and couples have other
stresses occurring in their life besides infertility. Job
pressures, family problems (e.g., illness and/or death
of family members or friends), and national or interna-
tional events (e.g., terrorism, hurricanes) are but a few
life events that may impact the perception of stress and
distress during infertility.
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Neither patients nor caregivers can know or pre-
dict with accuracy individual or couple psychosocial
responses to an infertility diagnosis; individual or cou-
ple resilience or ability to manage the stresses of infertil-
ity or treatment; and/or the outcome of treatment. Fur-
thermore, the personal meaning of infertility is unique
and idiosyncratic as are the thoughts (cognitions) indi-
viduals have about the experience. The meaning (attri-
butions) and cognitions individuals have about infer-
tility may, in and of themselves, be a source of stress.
For some individuals, the experience of infertility vio-
lates deeply held beliefs about the world and their place
in it. Infertility can (and does) challenge assumptions
about a stable and predictable world and their beliefs in
a benevolent and just world. Some may come to believe
that life without children is meaningless and/or they
are unworthy, if they are infertile or childless. Because
infertility involves potential or actual loss of control
over an important life goal and one’s future, individual
appraisals of the experience and their personal control
within the context of infertility are significant to their
experience of infertility and their adaptation to it.[60]

The Distressed but Resistant Infertile Patient

Most often reluctant and/or hostile patients present
because the counseling session is required pretreatment
preparation and educational counseling, or as a result
of a referral by a medical caregiver of patients who
have been identified as distressed, ill-prepared, or for
some other reason. The reasons for the patient’s hos-
tility and resistance may vary, and Belar and Deardorff
have described some common causes: (1) the patient
was not told the reason for the referral or that it was to
a mental health professional; (2) the patient has nega-
tive perceptions about psychological interventions, pre-
ferring to have infertility strictly defined in medical
terms; (3) the patient is being asked to shift to a biopsy-
chosocial model of infertility and treatment requiring
more patient–caregiver collaboration and cooperation;
(4) the patient is resistant or openly opposed to the
behavioral changes recommended by the medical treat-
ment team (e.g., weight loss, smoking, alcohol, and/or
chemical cessation); and (5) patients rarely self-refer to
a infertility counselor, thus tending to be more skep-
tical about the initial session than those individuals
who have self-initiated contact with a mental health
professional.[3]

Of these, the most typical source of reluctance is
the individual focused on the medical aspects of infer-
tility and treatment, and angry about what they per-
ceive as the physician’s implication that the problem
is ‘all in your head’ or that the patient has to ‘jump

through hoops’ with a mental health professional who
they view as unqualified and irrelevant to their goal:
pregnancy. Some indications of patient reluctance or
hostility include: (1) refusal to schedule an appointment
or to return for subsequent appointments; (2) anger and
bewilderment during the initial session about the rea-
son for the referral or refusing to discuss the problem;
(3) polite cooperation during the initial session but then
refusing to collaboratively address the issues and/or
taking personal exception to what has been discussed;
and/or (4) clear expression of their belief that pursuing
medical treatments is a priority and counseling is not,
even if/when it is required, recommended, or strongly
encouraged by the treatment team.

Adapted from Belar and Deardorff, the following
suggestions are recommendations and ideas for the
infertility counselors to facilitate reduction of patient
reluctance, hostility, and resistance in infertile patients
referred to a mental health professional:[3]

Establish rapport. The infertility counselor should
begin with a self-introduction that clearly states their
name and position. Establish good eye contact with the
patient(s), when possible, sit down while talking, and
ask the patient to explain his or her understanding of
the referral. Use this opportunity to clarify the purpose
of the interview and dispel any misconceptions.

Ask open-ended questions. Yes–no questions are usu-
ally not questions but statements in disguise. The reluc-
tant patient quickly assumes that the mental health
professional has already determined a diagnosis or
position, making the patient’s input irrelevant and
unnecessary.

Define the organic verus functional myth. As this is
addressed in other chapters, it is probably most use-
ful to begin with a discussion of the patient’s feelings
and thoughts about seeing a mental health professional
about a medical issue and to discuss the infertility coun-
selor’s relationship with the medical treatment team. It
is crucial to allow the patient to acknowledge the real
aspects of the medical condition to reduce the patient’s
anxiety. Yet this discussion should be as abbreviated as
possible to focus on more useful short-term goals that
support adaptive behaviors and improve coping and
stress management.[55]

Avoid ‘psychologizing’ the patient’s symptoms. Many
patients are not psychologically minded or insight-
ful, or even interested in viewing things differently.
As such, it is important to give the patient some-
thing concrete during the first interview such as some
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explanation of biopsychosocial aspects of infertility,
a rationale for infertility counseling, or a plan for
cognitive restructuring or implementing stress reduc-
tion strategies.

Shape adequate beliefs rather than challenge miscon-
ceptions. While the initial interview should focus pri-
marily on listening and encouragement, acknowledg-
ing but not overtly challenging the patient’s reluctance
to participate can facilitate the patient’s willingness to
return, if warranted.

Present the treatment strategy in a positive, collabo-
ratively developed plan, rather than as a last resort.
Very often patients (or even caregivers) perceive a refer-
ral to the infertility counselor as a ‘last resort’ when no
other medical treatment options are readily available.
Patients may feel they have ‘failed’ or that the medi-
cal system has ‘failed’ or ‘rejected’ them. The infertility
counselor may be helpful in facilitating caregiver com-
munication as well as helping patients define (or rede-
fine) their goals regarding treatment or other family-
building alternatives.

Foster realistic expectations about treatment. Many
infertile patients are ill-prepared for the time commit-
ment of infertility and even less prepared for the time
commitment of psychotherapeutic interventions. Pro-
viding a clear rationale and treatment plan can help
patients remain hopeful and realistic while provid-
ing emotional support and encouraging healthy cop-
ing strategies. It is also helpful during this session to
address any expectations of an ‘instant’ or ‘sudden’ cure
(e.g., “I wouldn’t be stressed if I were just pregnant”);
that the patient’s role is more active and participatory;
and that there will be ‘ups and downs’ in infertility coun-
seling just as there are in infertility treatment.

Clarify other treatment roles. The infertility counselor
should be prepared to educate the patient about how
psychological treatment will interface with ongoing
infertility treatment. Part of the infertility counselor’s
role may be provision of patient education as well as
stress management, support, and facilitation of com-
munication between patients and caregivers. While
the patient should expect confidentiality, within behav-
ioral medicine practice the separation of roles and
responsibilities may be redefined. One of the dilemmas
of infertility counseling is the distressed patient who
lacks insight into how their distress is impacting them;
their social relationships; their treatment; and/or their
interactions with members of the treatment team. All
too often these patients (and their caregivers) are so

intensely focused on their reproductive goals and med-
ical treatment that the very real and obvious distress is
minimized and ignored, despite clear warning signs in
the patient and by caregivers. Referrals for assistance
to an infertility counselor at this point often become
more crisis intervention and are all the more challeng-
ing as the expectation from the patient and medical
team is an ‘instant cure’ despite the patient’s hostility,
resistance, and reluctance to address the circumstances
that brought them to this crisis state of distress.

THERAPEUTIC INTERVENTIONS

Infertility counselors use a wide array of therapeutic
techniques and interventions. Whatever the therapeutic
intervention used, the goal is to improve patient emo-
tional health and well-being; promote healthy cop-
ing strategies; provide a supportive environment for
the expression of feelings; support the acquisition of
healthy emotional skills and/or behavioral changes;
improve stress management; and, ultimately, to possi-
bly improve fertility treatment outcome. Although the
infertility counselor may use any or all of these strate-
gies in one form or another, it must be noted that
some of these interventions require specialized train-
ing and/or certification or licensure (e.g., hypnosis and
biofeedback). The focus of this section is on psychoed-
ucational counseling, psychotherapeutic interventions,
and health behavior change interventions that improve
coping strategies and facilitate stress reduction.

Psychoeducation

The primary aim of psychoeducation is enhancing
patient education, preparation, and knowledge of their
medical diagnosis, treatment, and any concomitant or
relevant psychosocial implications, thereby enhancing
patient control and diminishing feelings of helpless-
ness. Patient information is an integral part of infer-
tility counseling that enhances patient understanding
and improves psychosocial and physical well-being.
Infertility counselors provide information about
health behavior; diagnosis and treatment protocols of
procedures; typical emotional and marital responses
to infertility and/or treatment for it; effective coping
strategies; relaxation techniques; and how to access
appropriate medical or psychological care. Infertility
counselors also educate patients about health behaviors
that can improve their general health as well as preserve
and/or enhance their fertility or treatment outcomes
(e.g., obesity, smoking, and alcohol use). Psycho-
educational information may be provided through
a variety of mediums including patient education
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handouts and booklets. In addition to these traditional
forms of patient education, videos, computer-facilitated
learning, and the internet can all play an important
role in providing patient education, particularly if and
when patients are directed to appropriate internet
sites.

An assumption of patient education approaches is
that if healthcare professionals can assist individuals
in knowing what to expect regarding diagnostic or
treatment procedures, patients will benefit as a result
of an enhanced sense of control and more informed
decision making. Certainly, some infertile individuals
are active information seekers; however, information
alone often is insufficient for decreasing stress.[69] Its
effects may vary substantially as a function of charac-
teristics of the information offered (e.g., information
regarding the medial procedure itself, potential psycho-
logical response, or recommended coping strategies);
the nature of the stressor (e.g., its controllability); and
patient characteristics (e.g., preference for informa-
tion). This seems to be particularly important in that
patients using assisted reproductive technologies have
been consistently found to overestimate personal likeli-
hood of success, despite patient education about treat-
ment success rates.

There is significant evidence that preparatory (pre-
treatment) information can be beneficial to infertility
patients both during and after treatment, although it is
important to differentiate between the different kinds of
information provided and patient preferences regard-
ing education and information. Takefman and col-
leagues randomly assigned couples beginning medical
investigation of infertility to one of three interventions:
(1) information videotape regarding procedural aspects
of diagnostic tests only; (2) videotape on diagnostic
procedures as well as the emotional aspects of the
medical procedure; and (3) videotape on diagnostic pro-
cedures and emotional strains as well as an informa-
tion pamphlet on relationships issues.[70] Decreased
infertility-specific negative feelings and increased infer-
tility knowledge were found to be most significant in
the group receiving the procedural information only.
Furthermore, groups that received the enhanced infor-
mation did not demonstrate significant benefit across
the course of the medical investigation. Although a no-
treatment control group was not included, suggestive
evidence that information provision is useful comes
from Connolly and colleagues.[71] Couples undergoing
a first IVF attempt were assigned randomly to a single
session of oral and written information provision re-
garding IVF treatment procedures or to an information
session plus three sessions of nondirective counseling
across a treatment cycle. State anxiety dropped signif-
icantly over the course of treatment; however, counsel-

ing did not enhance anxiety reduction over information
provision alone.

Further evidence of positive effects of patient edu-
cation, at least when combined with other interven-
tions, was provided by Newton and associates.[49]
Highly anxious women preparing for oocyte retrieval
were assigned randomly to relaxation training alone
or to relaxation training plus education (a book-
let) regarding the retrieval procedure, the accompa-
nying sensory experience, and coping mechanisms.
Those who received relaxation training along with
information reported less anxiety and pain surround-
ing the retrieval procedure than did women who
received relaxation training alone. It is difficult to
determine what specific aspect of the information pro-
vision was beneficial and whether the benefit was
attributable to enhanced professional attention pro-
vided to those in the more comprehensive inter-
vention or the specific relaxation or coping strate-
gies themselves. However, these results suggest that
information to enhance infertile patients’ understand-
ing of particular medical procedures, offered within
the context of training in techniques to cope with
the procedure, may be beneficial. Although men are
generally less likely to access patient educational
materials, one study found that for men undergoing
infertility treatment, educational materials may be ben-
eficial, at least in a subgroup of men, in facilitating
treatment compliance and reducing treatment-specific
distress.[72]

In recent years there has been an impressive and
growing array of patient education resources for
infertile patients, influenced in part by consumer
demand but also by increased access to multimedia
means of information dissemination. Patient educa-
tion materials have become a small industry including
videotapes, audiotapes, internet websites and self-help
books addressing both the medical and psychological
aspects of infertility, pamphlets from pharmaceutical
companies, multilingual materials from local and
international support organizations, and professional
organizations providing patient education. Patients
are also educating themselves through radio, tele-
vision, telephone and internet help-lines, and the
internet. Additionally, the development of multimedia
approaches (e.g., videos, CDs) has been found to be use-
ful in offering a broad range of information on infertility
diagnosis, treatment, emotional response, and coping
strategies as well as easily accessible educational and
support opportunities.[73]

Individuals and couples using assisted reproduction
have been found to be more likely to use the internet as
a source of information about infertility than couples
involved in other forms of fertility treatment.[74,75]
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Additionally, women seem to be more active internet
users in both seeking fertility-related information and
emotional support. Furthermore, the internet can be a
potential source of patient education materials for infer-
tility counselors as it allows the infertility counselor to
tailor the information to a specific patient’s needs as
well as educate patients about how to use the internet
as a resource and which sites are more appropriate for
their needs than others. Nevertheless, some informa-
tion obtained through these patient education sources
(e.g., the internet and organizations or companies with
a specific ‘agenda’) may provide inaccurate or mislead-
ing information or may be misunderstood by patients.
As such, the infertility counselor can be helpful in guid-
ing patients toward appropriate websites and educating
them on how to carefully evaluate and assess informa-
tion sources. A belief that more information is better is
naı̈ve, as some patients actually do worse with more
information. Thus, the clinician must have a strong
understanding of the literature he or she is recommend-
ing to practice effectively.[3]

In short, patient preparation for infertility treatment
should contain, at minimum, information on the treat-
ment procedure. Additionally, educational and/or sup-
portive information should be tailored to the needs of
the specific patient. This is particularly relevant as indi-
vidual personality and coping styles can and do impact
information processing. Individual coping styles vary
in that not all patients are active information seek-
ers, and forcing information on patients who prefer a
more avoidant coping approach is not appropriate nor
clinically helpful. In contrast, patient self-efficacy can
be supported by facilitating and guiding information
seeking through educational materials or pretreatment
information packets that include information on treat-
ment procedures, psychological factors, and additional
resources that patients can use selectively in concur-
rence with their coping style.

Psychotherapeutic Interventions

The benefits of infertility-specific psychotherapeutic
interventions including individual, marital, sex, and
group therapies are addressed in other chapters.
However, there is increasing evidence of the useful-
ness of psychotherapy for stress reduction with infer-
tile individuals. Even though psychological counsel-
ing can improve quality-of-life, any suggestion that it
can or will confer biological advantage (i.e., increase
treatment success or improve pregnancy rates) must
be interpreted cautiously. Typically, infertility-specific
psychotherapy rarely involves a single therapeutic
approach but, rather, an eclectic use of a variety of treat-
ment modalities in which a variety of interventions are

TABLE 11.1. Adaptive tasks for managing crisis and
stress of infertility[76]

Establish meaning and personal significance of infertility
for each partner and for the couple

Confront reality of infertility and respond to the
requirements of medical treatment and psychosocial
distress

Sustain personal relationships with family members,
friends, and others who may be helpful

Maintain reasonable emotional balance (i.e., morale)

Preserve a satisfactory self-image and sense of
competence

engaged to facilitate the therapeutic process. Whatever
the form of psychotherapeutic intervention or treat-
ment modality, the goals of the intervention should be
healthy adaptation to infertility. Defining and address-
ing systematically the central adaptive tasks for man-
aging the stresses of infertility enhances a sense of con-
trol and mastery over the infertility experiences for both
individuals and couples[76] (see Table 11.1).

Relaxation Techniques
There are a wide variety of relaxation techniques that
have been useful in inducing the relaxation response
which interrupts the cascade of negative physiologi-
cal responses to stress (e.g., increased heart rate, blood
pressure, respiratory rate, and muscle tension). Relax-
ation techniques include diaphragmatic breathing; pro-
gressive muscle relaxation (PMR); autogenic relax-
ation training; imagery (e.g., guided imagery and
covert sensitization); hypnosis; biofeedback; systematic
desensitization; modeling skills training; behavioral
rehearsal; and exercise. One study found that group
interventions that emphasized education and skills
training (e.g., relaxation training) were significantly
more effective in producing positive change than coun-
seling interventions that emphasized emotional expres-
sion and support and/or discussion about thoughts and
feelings related to infertility. Men and women were
found to benefit equally from psychosocial interven-
tions.[50] Furthermore, there is some evidence that
interventions based on the principles of the relaxation
response and mind–body programs specifically adapted
for infertile women are beneficial in improving quality-
of-life and may be helpful in improving fertility rates
and/or treatment outcomes.[77]

Whether relaxation training is a specific goal of psy-
chotherapy or a patient ‘homework’ assignment, patient
preparation regarding the importance of relaxation
training in infertility treatment is important. Relax-
ation is thought to positively affect the endocrine and
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immune systems, which could explain a possible pos-
itive relation to fertility and some evidence that relax-
ation may modify immune responses under hypnosis,
by expression of emotion or by relaxation training.[78]
Hypnosis based on imagery and a relaxation strategy
may be beneficial in modifying attitude, increasing opti-
mism, and facilitating mind–body interaction as well as
possibly improving treatment outcomes.[79,80] Some
infertility counselors are properly trained and/or cer-
tified to include hypnosis, biofeedback, massage ther-
apy, or yoga in their treatment interventions while oth-
ers refer patients who would benefit from these treat-
ments to qualified professionals (preferably with some
expertise in reproductive medicine). Another example
of a relaxation technique that is easily introduced and
potentially beneficial is meditation, which has been
found to have many healing and relaxing effects on the
body. Meditation is a private activity that is about dis-
ciplining the mind to focus or concentrate on peace
and tranquility. Infertility counselors can introduce
the basics of medication including its purpose (e.g.,
relief from chaotic, stressful thoughts and feelings) and
principles (e.g., focus on calm breathing, a sound, or
a simple, peaceful thought). Some patients prefer to
term this form of relaxation as ‘purposeful meditation’
while others find spirituality or prayer more applicable
to them.

Cognitive Restructuring
Cognitive restructuring is a construct or therapeu-
tic intervention based on cognitive-behavioral theory,
which is a unique combination of behaviorism and
cognitive psychology: Behaviorism focuses on chang-
ing overt behaviors rather than on understanding
subjective feelings, unconscious processes, or motiva-
tions, while cognitive psychology involves changing
thought processes. Cognitive psychology applies social
learning principles based on three basic propositions:
(1) cognitive activity affects behavior, (2) behavior
can be monitored, and (3) behavioral changes can
be effected through cognitive changes. Cognitive-
behavioral application to infertility emphasizes current
behavior, thoughts, and feelings about the medical sit-
uation rather than long-term, in-depth discussions of
early childhood experiences; unconscious motivations;
or inner psychic conflicts as causal factors of infertility

Cognitive therapy encourages patients to see that
their stress does not always come from an outside event
or situation (e.g., infertility treatment) – it may have
much more to do with how they perceive their situa-
tion (e.g., thoughts that they will remain childless for-
ever). Accordingly, stress is the perception of a threat
to an individual’s physical or psychological well-being

and the perception that one is unable to cope with that
threat[81]. While individuals may be unable to alter
the stressful situation, they can change their percep-
tion of that stress and their thoughts about it. The basic
principles of cognitive therapy are: (1) an individual’s
thoughts and cognitions create most of his or her moods
and emotions; (2) when people are depressed or anx-
ious, their thoughts are primarily negative; and (3) neg-
ative thoughts almost always contain distortions and
exaggerations and are, as such, irrational. Cognitive
restructuring, a technique of cognitive therapy, helps
individuals change the way they think and what they
think. It provides a means of recognizing that stress
is often caused by negative thoughts and that these
thoughts create moods or emotions which, in turn,
can affect physical symptoms and behaviors[82]. The
goals of cognitive restructuring are to train patients
to: (1) identify negative automatic thoughts; (2) recog-
nize the connection between their thoughts and their
feelings; (3) identify the thoughts and attitudes that are
distorted, exaggerated, or illogical; (4) challenge these
automatic thoughts; (5) substitute more realistic and
positive thoughts and beliefs, which will reduce painful
feelings (narrative repair); (6) practice in vivo; and
(7) prepare for relapse.

Cognitive appraisal of the infertility experience is
central to psychosocial interventions and applications
of stress and coping theories with infertile couples.
In short, the personal meaning(s) of infertility for
each individual and couple defines the experience (e.g.,
what is specifically stressful about infertility for them)
and, ultimately, determines adaptation and adjustment
(e.g., effectiveness of their coping strategies) over the
long term. Extensive research has found that patients
experience considerable emotional distress when fer-
tility treatment is unsuccessful, which may be related
to thoughts and expectations that define the experi-
ence and, perhaps, the outcome. In fact, research has
indicated significantly increased levels of depression,
anxiety, and distress after only one unsuccessful
treatment cycle.[37,47] While cognitions of helpless-
ness have been related to unsuccessful treatment
outcomes, more positive thoughts about one’s ability to
manage the demands of infertility and treatment (e.g.,
emotional equanimity) have been found to be related
to more positive adjustment and better treatment out-
comes.[18,40,83–87]

Increasingly, research in infertility has focused on
identifying relationships between physiological factors
and psychosocial interventions. Of particular interest
has been the identification of the role of ‘stress hor-
mones’ such as cortisol levels in reproduction, par-
ticularly in women. Berga and associates found that
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TABLE 11.2. Cognitions regarding infertility (adapted from Evers)[129]

To what extent do you agree with the following items (1 = strongly disagree to 5 = strongly
agree)? Scores of helplessness and acceptance are obtained by sum of scores on the six items
of both scales. Higher scores mean more helplessness and more acceptance. Mean scores on
helplessness in Dutch population: 11.5 (SD = 5.3) and acceptance: 13.6 (SD = 4.9) (N = 386)

Helplessness:

My infertility frequently makes me feel helpless

My infertility limits me in everything that is important to me

My infertility controls my life

Because of my infertility, I miss the things I like to do most

My infertility prevents me from doing what I would really like to do

My infertility makes me feel useless at times

Acceptance:

I have learned to accept my infertility

I have learned to live with my infertility

I can accept my infertility well

I can cope effectively with my infertility

I think I can handle the problems related to my infertility even if they will not be solved

I can handle the problems related to my infertility

cortisol secretion was higher in women with functional
hypothalamic amenorrhea than in women with other
causes of anovulation or eumenorrheic women.[88, 89]
An association between increased hypothalamic-
pituitary-adrenal activity and reduced Gn-RH drive
supports the concept that functional hypothalamic
amenorrhea develops in response to stress-induced
alterations in central neural function that modify
hypothalamic function. The researchers used cognitive-
behavior interventions (specifically cognitive restruc-
turing) to minimize problematic attitudes linked to
hypothalamic allostasis; mediate stress; and reduce cor-
tisol levels. Within twenty weeks of beginning cognitive-
behavioral therapy, 87% of the women had regained
ovulation compared to 25% of the control group
women. These researchers concluded that prompt ovar-
ian response to cognitive-behavioral therapy as a behav-
ioral intervention may provide an efficacious treat-
ment option for some women, particularly those for
whom pharmacological modalities may be inapplicable
or unacceptable.[88,89]

Based on a similar approach, cognitions with respect
to infertility have been shown to be predictive of short-
term as well as long-term emotional adjustment to
unsuccessful fertility treatment.[90] Cognitions of help-
lessness seem to be related to worse posttreatment
adjustment, while cognitions of acceptance seem to be
related to better adjustment to unsuccessful IVF (see
Table 11.2). Addressing helplessness and acceptance

during treatment provides opportunities for restruc-
turing of cognitions that are maladaptive (i.e., help-
lessness) into adaptive cognitions (i.e., acceptance
in terms of feeling able to successfully manage the
stresses of infertility). An example of the application
of cognitive-behavioral therapy in the field of infertility
is a ten-week group program for women that includes
relaxation, stress management, cognitive restructur-
ing, nutritional education, and body work. Outside of
the group, participants perform relaxation exercises
daily. This structured patient education, relaxation, and
psychotherapeutic program (e.g., cognitive-behavioral
therapy) improved stress management skills and pos-
itive mood compared with a counseling support and
a control group.[91] In another study involving cou-
ples undergoing six months of cognitive-behavioral
therapy, researchers reported decreased thoughts of
helplessness; decreased marital distress; and improved
sexual satisfaction.[92] The program was designed to
alleviate infertility-specific anxiety; to dispel maladap-
tive cognitions; and to encourage behavior likely to
improve chances of conception. The study reported
higher conception rates and less distress in the treat-
ment group, but the lack of a control group does not
permit firm conclusions.

Coping Strategies
When confronting infertility as a stressful situation,
individuals use two component cognitive appraisal
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processes enabling them to assess the situation and
their ability to manage it and maintain well-being.[61]
Primary appraisal addresses the question: ‘What is at
stake in this encounter?’ and, as such, the infertile indi-
vidual evaluates the nature and magnitude of infertility-
specific threats and challenges as well as any other
life stressors. In secondary appraisal the question is
‘What, if anything, can I do about it?,’ which involves
the initiation of the infertile individual’s coping strate-
gies. Coping is active, multidimensional, and, for the
most part, situation-specific.[57] As such, coping repre-
sents an individual’s constantly changing and evolving
cognitive and behavioral efforts to manage the exter-
nal and/or internal demands of a specific stressor.[57]
However, avoidance and self-blame coping techniques
have been found to contribute to greater infertility-
specific distress, while garnering emotional support
has been found to be associated with more positive
adjustment.[61]

Coping strategies were identified earlier as: (1)
emotion-focused, (2) problem-focused, and (3) appraisal
or meaning-focused. Emotion-focused coping such as
venting distressing feelings, seeking social support, or
managing feelings through self-control can be calm-
ing, comforting, and a means of gaining control of
overwhelming emotions. By contrast, problem-focused
coping strategies such as conscious problem-solving,
information gathering, and contingency planning can
mediate the painful experiences of infertility by tak-
ing action. Infertility counselors can facilitate appraisal-
focused coping through gentle questions that encourage
reappraisal while acknowledging the painful distress of
infertility (e.g., ‘Has anything positive come out of this
experience for you?’; ‘Has going through this experience
together strengthened your relationship in any way?’;
‘Has anything happened during this very stressful time
that made you feel more positive about yourself or your
relationship?’).[76]

Encouraging and bolstering adaptive coping skills is
an important therapeutic goal even though no coping
strategy is inherently and universally adaptive or mal-
adaptive. Table 11.3 identifies coping strategies sug-
gested by clinical or empirical literature. Coping is most
effective when the strategy is responsive to contextual
demands and congruent with an individual’s personal-
ity, culture, and personal values. Studies on the effec-
tiveness of coping with infertility-specific stress have
revealed equivocal results with some studies, indicat-
ing problem-focused coping as helpful.[87,93] Others
have found no specific coping strategy more beneficial
than another. Differences in results may be the result of
the earlier stated principles of stress and coping in that
what is stressful is idiosyncratic and no coping strategy
is universally effective or applicable across all stressful

situations.[43,94] As such, acknowledging and address-
ing individual differences may be the most effective
therapeutic intervention available. Simply asking each
partner to articulate the top three most stressful things
about infertility for you at this time can be helpful in set-
ting the foundation for the next coping stage: what to do.

Avoidance and self-blame coping techniques have
been found to contribute to greater infertility-specific
distress, while garnering emotional support has been
found to be associated with more positive adjust-
ment.[61] Problem-solving strategies seem to be more
effective for specific situations and/or alterable aspects
of infertility (e.g., whether to pursue a specific treatment
or form of family-building) while emotion-focused cop-
ing strategies seem to be more useful for uncontrollable
aspects of infertility (e.g., grief following treatment fail-
ure). Consistently, meaning or appraisal-focused cop-
ing strategies have been found to be useful as both
short-term and long-term coping strategies. Appraisal-
focused coping is a form of cognitive restructuring,
reappraisal, and giving meaning to a situation that is
unpredictable, uncontrollable, and existentially chal-
lenging. As such, it can be palliative over the short and
long term.[67,93]

A study by Schmidt and colleagues found that dif-
ficulties in partner communication significantly pre-
dicted high infertility-specific stress for both men and
women. Active-avoidant coping (e.g., avoiding being
with pregnant women or children; using alcohol, drugs,
or gambling as self-distraction/reward) was also found
to be a significant predictor of high infertility-specific
stress. Among men, high use of active-confrontive cop-
ing (e.g., gathering information about treatment alter-
natives, exercise, or sports) predicted low infertility-
specific stress, while for women, medium or high use of
meaning-based (garnering social suport and emotional
venting) coping significantly predicted low infertility-
specific stress.[95] Women undergoing ART were more
likely to use distancing and denial as coping strategies
than women pursuing motherhood through adoption
or surrogacy. General physical and psychosocial well-
being and negative coping strategies seemed to be pre-
dictive of long-term well-being as well as treatment out-
come. Women who remained childless were more likely
to use distancing and denial coping strategies than
women pursuing adoption or ARTs. Younger women
used different coping strategies than older women to
process and overcome infertility-specific distress.[96]
Among both men and women, difficulties in part-
ner communication predicted high infertility-specific
stress. These findings provide some guidance on what
coping strategies are most helpful for men and women,
particularly after medical treatment has been unsuc-
cessful over time.[95]
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TABLE 11.3. Sample patient coping strategies suggested by clinical or empirical literature[76]

Use relaxation audiotapes, videotapes, compact discs

Improve decision-making and problem-solving skills

Take treatment holidays

Learn and use self-hypnosis or guided imagery

Learn the benefits of physical well-being (e.g., exercise and massage)

Pay attention to nutrition and eating a balanced diet (reduce or gain weight if necessary)

Eliminate recreational drugs, alcohol, tobacco; eliminate or cut down on caffeine

Get plenty of sleep

Learn and practice positive reappraisal

Use relaxing music during specific medical procedures

Reduce daily hassles and minor stressors (e.g., improve time management)

Get assertiveness training if needed

Increase pleasurable activities

Seek information on infertility and/or coping through books, videos, organizations, or the
internet that are accurate respected

Enhance spirituality (e.g., prayer, meditation, religious services, rituals, or pastoral counseling)

Learn to manage hostility and anger

Expand support system by confiding in a trusted friend or joining a support group

Find enjoyment in the company of loved ones and friendships

Learn to decrease worry and anxiety through relaxation, meditation, or progressive relaxation

Laugh more and look for humor

Try to maintain a realistic yet positive and hopeful attitude

Get a pet or spend time with animals

Refute irrational ideas

Learn thought-stopping and how to refute illogical fears

Turn to nature for comfort (e.g., plant a garden, visit parks)

Volunteer and find time for kindness to others

Structure infertility treatment as much as possible (i.e., manage what you can)

Find ways to soothe yourself daily

Take frequent brief weekends to relax and enjoy life and your partner

Establish realistic goals and expectations of treatments or success rates

Improve management of financial matters

Identify stress responses and successful coping techniques

Improve communication skills

In short, maladaptive coping strategies (e.g., dis-
tancing and denial) may be less useful and cou-
ples should be encouraged to consider strategies that
encourage dealing with the psychological distress (e.g.,
problem-solving), which may not only facilitate goal
attainment (i.e., parenthood), but also increase self-
efficacy and self-esteem. Individuals and couples should
be encouraged to expand upon their coping strate-
gies, using a variety that include acknowledgment and
expression of emotion; active, problem-solving coping;
stress management; self-control; emotional expression;
relaxation techniques; and cognitive restructuring that

involves reappraisal, meaning, and acceptance. Finally,
the infertile individual and couple may have to be in a
constant process of rearranging, recycling, and reeval-
uating their coping strategies over the course of their
infertility experience and treatment. Different coping
strategies for coping with infertility are presented in
Table 11.4.

Health Behavior Change Interventions

Health behavior interventions and health efficacy
behaviors are relevant in infertility, particularly in
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TABLE 11.4. Strategies for coping with infertility[130]

Meaning-based or appraisal-focused coping

Be mentally prepared

Accept and redefine

Keep busy, avoid, and deny

Problem-focused coping

Seek information and support

Take action to be a problem solver

Look to alternative rewards

Emotion-focused coping

Calm acceptance of emotions

Emotional discharge

Resigned acceptance

regard to health behavior changes that may impact
fertility by improving overall health and/or treatment
outcomes (e.g., patients with weight, smoking, alco-
hol, or other lifestyle problems). Self-efficacy beliefs
are based on the premise that an individual is capa-
ble of accomplishing a particular behavior, task, or
goal including a particular behavior change regarding
health. Self-efficacy beliefs help determine how much
effort people are willing to expend on an activity, how
long they will persevere when confronting obstacles, and
how resilient they will be in the face of adverse situa-
tions. The higher the sense of self-efficacy, the greater
the effort, persistence, and resilience.

Regarding patients with fertility problems, address-
ing weight, smoking, and alcohol/drug use is important
because these issues have been shown to have a sig-
nificant impact overall health as well as fertility. Tech-

TABLE 11.5. Cognitive-behavioral therapy strategies for changing health behavior such as weight loss and smoking
cessation[101,111]

Daily self-monitoring with
respect to problem behavior
and exercise patterns

Recording amounts and types of food eaten and frequency, intensity, and type of
physical activity; recording smoking frequency, time, and circumstances

Stimulus control Keeping high-calorie foods out of the house; limit times and places of eating; removing
ashtrays, removing cigarettes in the house, avoiding places that provoke smoking

Stress management Eating or smoking may alleviate stress in short term; change coping style by training in
other coping strategies: meditation and relaxation

Contingency management Reward self for actions that support the change in eating or smoking behavior

Cognitive restructuring Changing unrealistic goals and irrational cognitions with respect to weight loss and
body image: > I had that snack, but I can still follow my diet the rest of the day.

Developing social support Family, friends, and colleagues can assist a patient in maintaining motivation and
providing positive reinforcement; some patients may benefit from support groups.

niques to support patients in changing health behav-
ior are motivational interviewing or patient-centered
approaches to the consultation. Patients who judge the
behavior change as important, and have confidence
to achieve them will be more ready to change their
behavior and are more likely to succeed.[97] Healthcare
providers have to pay attention to these three aspects in
the consultation. Both motivational interviewing and
patient-centered techniques rely heavily on the commu-
nication techniques of the healthcare provider. In gen-
eral, clinicians have to recognize the patient’s phase in
the process to change health behavior and adjust inter-
ventions accordingly. There are four phases:

(1) precontemplation: not seriously considering be-
havior change;

(2) contemplation: having some thoughts about
changing;

(3) action: initial behavioral change;
(4) maintenance: maintaining behavior change.[98]

For some patients, supportive initiatives by their
healthcare providers are enough for them to adopt
more healthy behaviors, while others need more sub-
stantial support encouragement. Behavioral medicine
approaches to change health behaviors have shown to
be effective in smoking cessation and weight loss in gen-
eral populations. Cognitive-behavioral therapy inter-
ventions generally consist of comparable elements that
are presented in Table 11.5.

The American Public Health Service suggested five
A’s as a golden standard for smoking cessation treat-
ment that can also be adapted to other health behavior:
(1) ask about smoking (or weight problem) at every
opportunity; (2) advise all smokers to stop or all obese
patients to lose weight; (3) assess willingness to stop



P1: JzG
052185363Xc11a CUFX030/Covington 0 521 85363 X September 3, 2006 14:1

BEHAVIORAL MEDICINE APPROACHES TO INFERTILITY COUNSELING 189

TABLE 11.6. BMI normal/Obesity cutoffs

18.5−24.9 = normal weight

25−29.9 = pre-obese

30+ = obesity

Obesity class I = 30−34.9

Obesity class II = 35−39.9

Obesity class III (extreme obesity) = 40+

or to change behavior; (4) assist patients in stop-
ping or changing health behavior (including use of
pharmacotherapy); and (5) arrange follow-up visits.

Obesity and Malnutrition
BMI is a measurement of obesity developed during the
1980s and adopted by the World Health Organization
(WHO) as an inexact measurement enabling compari-
son and assessment of obesity globally. The body mass
index (BMI), based on height and weight, is calculated
using a formula in which weight is divided by the square
of the height:

BMI = weight

height2

The BMI is a calculation of normal/obesity cut-
offs calculated using kilograms and meters (http://
nhlbisupport.com/bmi/bmi-m.htm) or pounds and

inches (http://nhlbisupport.com/bmi/bmicalc.htm).
WHO guidelines for normal (ideal) weight is BMI =
18.5 to 24.9. A body mass index (BMI) of 25 to 29.9 is
considered overweight, and obesity is defined as a BMI
of 30 or above. Additionally, WHO guidelines make
distinctions based on body type, for example, WHO
normal/overweight threshold for Asians is BMI = 23.
As noted in Table 11.6, obesity is categorized in terms
of normal weight and obesity cutoffs.

Obesity, as both a health concern and a reproductive
risk factor, has gained increasing attention worldwide.
Obesity, being underweight, poor nutritional habits,
and disordered eating have been shown to negatively
impact overall health, fertility, and the outcome of fer-
tility treatment, particularly in women.[99–[101] In the
United States one-quarter of all women of childbear-
ing age are obese (BMI > 30).[101] In Europe, the
prevalence of obesity among women varies from less
than 10% in France, Italy, and The Netherlands to about
20% in Germany, United Kingdom, and Finland.[102]
Fertility issues in women who are overweight or
obese include increased incidence of infertility; irreg-
ular or infrequent menstrual cycles; miscarriage; and
decreased success with fertility treatments. Poten-

tial pregnancy complications due to obesity include
increased risk of high blood pressure; diabetes; birth
defects; high birth-weight babies; and Cesarean sec-
tion. Weight loss of 5–10% can dramatically improve
ovulation and pregnancy rates; improve health includ-
ing reducing the risk of diabetes, high blood pres-
sure, and heart disease; and improve overall quality-
of-life.[103] In short, obesity defined as a BMI > 25 is
a risk factor that has an impact on fertility and the
outcome of treatment in both men and women, but
particularly for women during infertility treatment and
pregnancy.

An example of the interrelationship between obesity
and fertility problems in women is Polycystic Ovarian
Syndrome (PCOS), which causes increased androgen
and hyperinsulinemia, contributing to weight gain and
obesity. For PCOS women, losing weight (maintaining
a BMI between 20 and 30) decreases androgen and
increases ovulation.[104,105] Little attention has been
given to the impact of weight and nutritional factors on
male fertility although there is some evidence that nutri-
tional deficiencies may cause impaired male reproduc-
tion, although the mechanisms for this are not clearly
understood.[106]

Underweight is defined as a BMI lower than 19.
Underweight women (BMI < 20) have been found to
have higher incidence of amenorrhea and/or annovula-
tion and reduced IVF success rates. Additionally, less
than ideal weight not only impairs fertility, but it is
also a risk factor for pregnancy complications.[100]
Malnutrition in both men and women is a treatable
and preventable condition that can and does impact
reproduction in men and women.[107] Whether under-
weight due to acute malnutrition (e.g., famine) or self-
imposed weight loss (e.g., anorexia nervosa), low BMI
is associated with a dramatic decrease in fertility. In
developing countries, weight-related amenorrhea and
delayed menarche are largely the result of nutritional
deprivation from borderline body weight in women.
However, reduced weight in Western countries is more
often the result of disordered eating (e.g., bulimia and
anorexia nervosa). In fact, self-imposed weight loss is
the most common single cause of secondary amen-
orrhea in the developed world. Simple weight loss of
more than 30% of body fat can cause impaired fertility.
Although there is currently no clearly defined threshold
between impaired fertility and normal reproduction in
men and women, there is now significant evidence that
optimal weight levels can and do impact fertility and
the success of treatment outcomes.

The reality is that the majority of obese infertile
patients visiting healthcare professionals are not coun-
seled or educated about the importance of weight
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loss and the impact of weight (under or over) on
fertility and fertility treatment outcome.[108,109] Clin-
icians tend to avoid addressing the issue of health
behavior change regarding weight with patients for
a variety of reasons including: time constraints; per-
ceived lack of professional expertise; respect for the
patient’s privacy; avoidance of patient distress or con-
flict with the patient; and pessimism about the effec-
tiveness of interventions.[110] Generally, the best treat-
ment approach for weight issues (under or over) is to
not avoid the issue and to address weight in the same
calm, nonjudgmental, clinical manner used to address
other health concerns. The clinician should allow suffi-
cient time to address this issue with the patient and be
prepared for resistance, emotional distress, and even
psychopathology (e.g., disordered eating). If there are
clinical parameters or protocols regarding weight and
infertility treatment, these should be addressed as well.
Patient education materials should be made available
as well as referrals and/or resources to address the
weight issue (e.g., weight loss program and psycholog-
ical care for disordered eating). The patient should be
reassured that the caregiver’s focus and goals are the
same as the patient’s: protecting the patient’s health
and well-being; maximizing their fertility; and facilitat-
ing a healthy pregnancy for the mother and the birth
of a healthy baby. The optimum treatments for obesity
are behavioral therapy programs that include reduced
caloric intake; increased physical activity; and educa-
tional and behavioral support services.[111] The behav-
ioral therapy approach has been shown to be more
effective in long-term weight reduction than pharma-
cological treatments, bariatric surgery, or ‘fad diets.’
Few studies have evaluated the effect of psychoso-
cial interventions for pretreatment weight reduction
to enhance fertility. However, one study showed pos-
itive effects of a weight reduction program on fac-
tors related to reproductive outcome such as blood
glucose, insulin, androstenedione, dihydrotestosterone,
and estradiol concentrations in women with fertility
problems[104]. Clark and colleagues found direct posi-
tive effects of weight loss programs on reproductive out-
come.[105,112] They reported increased ovulation and
pregnancy rates in women who had completed a weight
loss program to maximize fertility compared to women
who had dropped out of the weight loss program.

Smoking and Tobacco Use
As with weight, there has been a growing awareness
of the negative impact of smoking and tobacco usage
on reproduction in both men and women. Currently,
one in three adults, or 1.2 billion people, use tobacco

worldwide.[113] In the United States, 30% of women
of reproductive age smoke compared to 35% of men.
The available biologic, experimental, and epidemiolog-
ical data indicate that up to 13% of infertility may
be attributable to cigarette smoking.[114] Smoking in
women appears to accelerate the loss of reproductive
function and may advance the time of menopause by
one to four years. It is also associated with increased
risk of miscarriage and ectopic pregnancy. Further-
more, smoking impairs fertility by reducing the num-
ber and quality of oocytes as well as ovarian stimula-
tion, fertilization, implantation, and pregnancy. Apart
from pregnancy complications due to smoking, fetuses
born to smoking mothers are at risk for low birth
weight and other complicating conditions.[115–118] In
men, smoking impairs sperm quality and IVF treatment
outcomes.[119,120] Semen parameters and results of
sperm function tests have been found to be gener-
ally poorer in smokers than nonsmokers. However,
results of a meta-analysis examining the outcome of
ART cycles indicated that smokers required nearly twice
the number of IVF attempts to conceive as nonsmok-
ers.[114,121] Although smoking has been found to have
an impact on male fertility, the use of tobacco can also
cause male-factor infertility. In a study that examined
the use of chewing tobacco by men undergoing infer-
tility evaluation, researchers found decreased sperm
quality and, to a lesser extent, oligospermia and/or
azoospermia.[122]

While there is a greater understanding of the detri-
mental effects of smoking on reproduction, the major-
ity of infertile patients are not advised by their health-
care providers to stop smoking, even though clini-
cians can facilitate smoking cessation by providing
education, monitoring, and consistent individualized
support.[110] There are a variety of smoking cessa-
tion approaches including nicotine replacement, behav-
ioral therapy, hypnotherapy, and antidepressants, all of
which have been shown to be effective. A drawback
of nicotine replacement is that it remains a nicotine
delivery system and, as such, is less than optimum for
infertile patients pursuing conception, particularly via
ART. Hence, antidepressants and behavioral therapy
that focuses on health behavior change and includes
a variety of techniques such as hypnosis, patient educa-
tion, caregiver/self-monitoring, and support programs
may be more optimal smoking cessation approaches for
infertile men and women.[114]

Alcohol and Drug Usage
It is estimated that 70 million people in the world
have alcohol use disorders, including harmful use and



P1: JzG
052185363Xc11a CUFX030/Covington 0 521 85363 X September 3, 2006 14:1

BEHAVIORAL MEDICINE APPROACHES TO INFERTILITY COUNSELING 191

dependence – 78% of whom remain untreated. The rate
of alcohol use disorder for men is 2.8% and for women
0.5%. An estimated 5 million people worldwide use
illicit drugs.[113] However, there is now evidence of a
relationship between excessive use of alcohol (>2 units
daily) and reduced fertility in both women and men,
although the exact causal mechanisms have yet to be
clarified.[99,123]

Heavy alcohol consumption in men has been found to
cause impotence, infertility, reduced testosterone, and
impaired sperm maturation[124]. Chronic alcohol con-
sumption has a detrimental effect on male reproduc-
tive hormones and on all parameters of semen qual-
ity.[125] High alcohol consumption has been found to
be equally detrimental to fertility in women by impair-
ing hormonal functioning and lowering rates of first and
second pregnancies.[123] This is in addition to the neg-
ative impact of alcohol use during pregnancy on fetal
development.

Recreational drug (e.g., cannabis, lysergic acid
diethylamide or LSD, amphetamines, cocaine) expo-
sure in women has been found to contribute to pri-
mary infertility. Women who reported smoking mari-
juana had a slightly elevated risk for infertility due to
an ovulatory abnormality. The risk was greatest among
women who had used marijuana within one year of try-
ing to become pregnant. The risk of infertility due to
tubal abnormality was found to be greatly increased by
cocaine use in women.[126] Similarly, drug use among
men, particularly the use of cocaine, was found to con-
tribute to male-factor infertility. Men who had used
cocaine within two years of their first semen analysis
were found to be twice as likely to have lower sperm
counts. Furthermore, the duration of cocaine use for
five or more years was found to lower sperm motility
and poor sperm morphology.[127] Further, marijuana
has been consistently found to reduce sperm counts and
impair sperm quality.[128]

While drug and alcohol abuse is prevalent, many
infertile men and women are unaware of how their pat-
terns of usage may be negatively affecting their fertility.
Whether drug and alcohol abuse represents a lifestyle
choice, coping mechanism, or genetic predisposition
to addiction, it can trigger other health and relation-
ship problems. However, as with obesity and smoking,
healthcare providers typically fail to address the issue
of chemical abuse or addiction despite the availability
of effective treatment measures and the obvious neg-
ative impact on fertility and overall health. Although
traditional medicine can offer supportive medical care,
detoxification, treatment of concurrent problems, and
medications (e.g., Antabuse), the most successful long-

term treatments involve inpatient or outpatient reha-
bilitation often based on the Twelve-Step Program of
Alcoholics Anonymous.

FUTURE IMPLICATIONS

Behavioral medicine and stress and coping theory have
become the foundation for much of the clinical issues
and therapeutic interventions of infertility counseling.
They have been the basis for research for decades,
although the focus of that research has shifted away
from psychogenic factors toward practical applica-
tions of stress and coping that improve patient health
and well-being. The focus of research now includes
an emphasis on quality-of-life, patient education, and
behaviors and/or interventions that improve fertility
and/or treatment outcome. Still, the exact mecha-
nism or interrelationship between psychological and
biomedical factors; between distress and maximizing
fertility and medical treatment outcomes; and/or the
influence of endocrine and immune factors remains
unclear.

The biopsychosocial model of infertility emphasizes
the importance of health behavior in psychological fac-
tors and biomedical outcome as evidenced by health
efficacy behavior as an important contributor to the
reproductive process as well as the efficacy of cognitive-
behavioral interventions and health behavior change.

Behavioral medicine has become the bulwark of infer-
tility counseling practice whether it involves stress man-
agement, patient education, skills training, or health
behavior change. As such, infertility counselors are
using an ever-increasing array of therapeutic interven-
tions to meet the needs of patients and infertility clinics
to maximize patient care, satisfaction, and the success
of treatment outcomes.

SUMMARY

■ Psychosocial and biomedical factors both con-
tribute to the emotional response to infertility and
physiological responses to stress that negatively affect
fertility and infertility treatment outcome. Coping and
cognitions, endocrine and immune factors, as well as
health behavior change all contribute to mediating
this process by improving fertility, coping, and treat-
ment outcomes.
■ The actual physiological mechanisms of the
endocrine and immune systems that impact fertil-
ity and treatment outcome have not been identified
although there appears to be significant evidence of
the complex interplay of these factors.
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■ While the stresses of infertility have been more
clearly identified for both men and women, coping
approaches and strategies that are most effective may
differ.
■ Helplessness with respect to fertility problems and
a lack of social support are important risk factors
for problematic adjustment to unsuccessful fertility
treatment.
■ Patients should be encouraged to consider and use
a wide array of coping strategies that are adaptable to
their particular situation and stage of infertility and
infertility treatment.
■ To date, cognitive-behavioral therapy (particularly
cognitive restructuring) seems to be the most effec-
tive intervention that can be generalized and applied
across infertility diagnosis and treatment to couples
and individuals.
■ Smoking, alcohol consumption, drug abuse, obe-
sity, and malnutrition have all been identified as
important in contributing to infertility and impact-
ing treatment outcome. As such, the infertility coun-
selor working within a framework of behavioral
medicine can provide patient education, support, and
therapeutic interventions to positively affect health
behavior.
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12 Complementary and Alternative Medicine
in Infertility Counseling

JACQUELINE N. GUTMANN AND SHARON N. COVINGTON

This is one of those cases where the imagination is baffled by
the facts.

– Winston Churchill

A number of terms have been applied to describe com-
plementary and/or alternative treatments that fall out-
side the range of conventional medicine. Terms for these
adjunctive treatments include nontraditional, uncon-
ventional, holistic, natural, unorthodox, unproven, and
new age. The use of these treatments to heal a vari-
ety of conditions and maladies has received wide atten-
tion worldwide, as evidenced by the increasing array
of national and international organizations consider-
ing the use (and abuse) of adjunctive therapies and
remedies.

Definitions for complementary and alternative medi-
cine (CAM) vary from clinics to countries to cul-
tures, causing confusion as to what patients and prac-
titioners are referring to when discussing treatments
beyond ‘traditional’ methods. For example, accord-
ing to the World Health Organization (WHO), ‘tradi-
tional medicine’ refers to “health practices, approaches,
knowledge and beliefs incorporating plant, animal-
and mineral-based medicines, spiritual therapies, man-
ual techniques and exercises, applied singularly or in
combination to treat, diagnose, and prevent illnesses
or maintain well-being.”[1] In the United Kingdom,
the Cochrane Collaboration’s definition of CAM is “a
broad domain of healing resources that encompasses
all healthy systems, modalities, and practices and their
accompanying theories and beliefs other than those
intrinsic to the politically dominant health systems
of a particular society or culture in a given histori-
cal period.”[2] The definition of CAM in the United
States by the National Center for Complementary and
Alternative Medicine (NCCAM), a component of the
National Institutes of Health, is similar to that of the
United Kingdom in that CAM is defined as “a group
of diverse medical and health care systems, practices
and products that are not presently considered part of
conventional medicine and are used together with or as

an alternative to conventional medicinal treatment.”[3]
While using different terms, the WHO and NCCAM con-
sider ‘integrated medicine’ an approach that combines
mainstream treatment with CAM therapies for which
there is some high-quality scientific evidence of safety
and effectiveness.

Integral to the care of infertile men and women is the
importance of optimum care, patient safety, and quality
assurance (efficacy) issues. It is, therefore, paramount
that the infertility counselor be well aware of not only a
patient’s use (and/or abuse) of CAM procedures but also
of the potential benefits and limitations of these treat-
ments. According to the WHO, unregulated or inappro-
priate use of CAM treatments and practices can have
negative or dangerous effects. A complete and compre-
hensive discussion of CAM that includes an overview of
current practice, research, and applications of CAM in
reproductive medicine worldwide is beyond the scope
of this chapter. As such, this chapter focuses on those
modalities most commonly used by patients and prac-
titioners involved in the treatment of infertility. Mind–
body interventions and issues of culture and spirituality
are addressed in separate chapters. For the purposes of
this chapter, all nontraditional, unconventional, holis-
tic, natural, adjunctive, complementary, and/or alter-
native remedies or treatments will be referred to as
CAM.

This chapter

■ Briefly reviews the history of CAM and its resurgence
in recent years;
■ Examines current research on CAM treatments used
by infertility patients;
■ Identifies a theoretical framework to understand
CAM in the context of infertility treatment;
■ Describes CAM therapies and their efficacy in repro-
ductive medicine; and
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■ Suggests therapeutic interventions for infertility
counselors and their patients considering or using CAM
methods.

HISTORICAL OVERVIEW

From prehistoric times and for centuries, humans have
used a wide array of remedies for treating ailments,
many of them based on cultural beliefs about health and
illness, available herbs, plants and potions, traditional
healers, and/or traditional belief systems. The advent of
modern medicine has brought scientific investigation,
advanced medical technologies, and evidence-based
approaches that have evolved modern medicine from an
art to a science. Nevertheless, many cultures continue
to rely on various forms of traditional remedies and
culturally specific solutions to cure health problems –
remedies or cures that may or may not be backed by
any scientific support.

While traditional medicine remains a popular and
familiar (comfortable) approach to the treatment of
medical ailments, including infertility, the reality is over
one-third of the population in developing countries
lack access to essential medicines and/or medical care-
givers. The provision of safe and effective CAM ther-
apies could become a critical tool to increase access
to healthcare as well as an effective adjunctive and/or
palliative care approach in collaboration with modern
medicine. In fact, 25% of modern medicines are made
from plants first used traditionally. Acupuncture has
been proven effective in relieving postoperative pain,
nausea during pregnancy, nausea and vomiting result-
ing from chemotherapy, and dental pain with extremely
low side effects. It can also alleviate anxiety, panic dis-
orders, and insomnia.

Although CAM methods have been around since
the beginning of mankind, there has been a dramatic
change in attitude, interest, and use in Western cul-
tures in the last fifteen years. According to the WHO,
while CAM has maintained its popularity in all regions
of the developing world, there is rapid and increasing
use within industrialized countries. In Europe, North
America, and other industrialized regions, more than
50% of the population has used complementary or
alternative medicine at least once and there is some
evidence that the number of visits to alternative care
providers exceeds the number of visits to physicians. In
Canada, 70% of the population has used complemen-
tary medicine at least once, while in Germany, 90% of
the population has used a natural remedy at some point
in their life. Consequently, more doctors undertaking
special training in CAM (10,800 between 1995 and 2000)
and people are spending more money on CAM ($17 bil-

lion in the United States and $230 million in the United
Kingdom in 2000). In addition, the global market for
herbal medicines currently stands at more than $60 bil-
lion annually and is growing steadily.[1]

In a 2002 survey in the United States, through the
Center for Disease Control and Prevention’s (CDC)
National Center for Health Statistics (NCHS), more
than 31,000 adults were interviewed. Researchers found
that more than 62% of individuals over the age of eigh-
teen had used some form of CAM therapy during the
past twelve months, when the definition of CAM therapy
included prayer specifically for health reasons.[4] When
prayer was excluded, the number decreased to 36%,
which represented 72 million U.S. adults.[5] National
survey data do not support the view that the use of
CAM therapy in the United States primarily reflects
dissatisfaction with conventional care. In fact, almost
80% of those surveyed perceived that the combination
of CAM and conventional therapy is superior to one
or the other alone.[6] Survey data suggest that among
American women, CAM users tend to be older, Cau-
casian, have more education, and are of a higher socioe-
conomic status. They are also more likely to be of poorer
health.[7]

In the United Kingdom, a BBC telephone poll of 1,204
randomly selected members of the general population,
in 2000, found that 20% reported using CAM during
the proceeding year. The most commonly used CAM
was herbalism (34%); aromatherapy (21%); homeopa-
thy (17%); acupuncture (14%); reflexology (6%); and
massage (6%).[8] A postal survey the following year of
randomly selected men and women found that 13.6%
had visited a CAM therapist in the preceding twelve
months and 28.3% had bought an over-the-counter
CAM remedy and/or seen a CAM therapist.[9]

In an Australian study that compared the charac-
teristics of CAM users and nonusers among women, a
postal questionnaire was mailed to 41,817 women, aged
eighteen to seventy-five, who were selected randomly
from a health insurance database. Women in middle age
[45–50] were most likely (28%) to have used CAM ther-
apies during the previous year, while younger women
aged eighteen to twenty-two (19%) and older women
aged seventy to seventy-five (15%) were less likely to
have used CAM. Furthermore, women in nonurban Aus-
tralia were more likely to use CAM, although in conjunc-
tion with conventional health services.[10]

In Japan, in a nationwide, random-sampled, and
population-weighted telephone survey, 1,000 individu-
als were questioned on their use of CAM during the
previous twelve months, out-of-pocket expenditures for
CAM therapies, and the use of conventional medicine.
Although more respondents had used CAM therapies
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(76%) than conventional medicine (65.5%), this was not
a dramatic difference, particularly considering cultural
factors. The most common CAM therapies were nutri-
tional supplements (43%); dietary supplements (43%);
health-related appliances (21%); herbs (17%); massage
or acupressure (15%); chiropractic or osteopathy (7%);
acupuncture (7%); and homeopathy (3%). The major-
ity of the respondents (60%) stated that their reason
for using CAM was that their condition was not serious
enough to warrant the use of conventional medicine,
while 49% used CAM therapies to promote health and
prevent disease. Interestingly, out-of-pocket expenses
for CAM therapies were half as much as the cost of con-
ventional medicine.[11]

In summary, CAM is increasingly being used by
patients throughout the world as an adjunct to tra-
ditional treatment rather than conventional approa-
ches. As modern technology has influenced the course
and direction of medicine, what has been thought
of as unorthodox or even primitive with these meth-
ods, is now considered by many to be conventional.
Despite this growth and interest, there must be high-
quality scientific evidence as to the efficacy and safety of
these therapies for CAM to be integrated into standard
medical care.

LITERATURE REVIEW

While there is growing research on the use of CAM
for various medical conditions and procedures, stud-
ies reviewing its use by infertile people are limited. In
the United Kingdom, a questionnaire was used to assess
CAM employed by infertile men and women presenting
for treatment at two facilities: a private practice clinic
and a National Health Service (NHS) facility. Respon-
dents included 157 patients (120 women, 37 men) from
the private clinic and 181 (124 women, 57 men) from
the NHS clinic. In general, women (63%) were more
likely than men (25%) to use CAM, regardless of the
treatment facility. Women at the private clinic (40%)
had the highest users of CAM, while the usage rate for
men at both facilities was comparable. Of the respon-
dents who had used CAM, 10% thought it had been
helpful for infertility, 13% felt it had helped them psy-
chologically and that they had done everything possi-
ble, and 22% felt it had helped them relax. This study
found that the most commonly used CAM remedies
were: nutritional advice; reflexology; acupuncture; tra-
ditional Chinese medicine; herbalism; hypnosis; and
spiritual healing. An interesting finding of this study
was that under additional comments, several respon-
dents indicated that they would have liked advice from
their doctor specifically about CAM and infertility. Addi-

tionally, respondents described their encounters with
a CAM provider in terms of someone who was “really
interested”; “listened really carefully to what I was
saying”; and “seemed to understand how I feel.”[12]

In a study of the use of CAM in Pakistan, researchers
noted that 70% of the developing world’s population
continues to depend on complementary and alterna-
tive medical systems for a variety of reasons includ-
ing cultural beliefs and practices; proximity; availabil-
ity of traditional (faith) healers and/or unavailability of
modern medical caregivers; affordable fees; and family
and community pressure. Interestingly, the researchers
noted that CAM therapies (including spiritual heal-
ers, clergy, hakeems, homeopaths, and quacks) were
the first choice for infertility and other ailments (e.g.,
epilepsy and depression). These researchers concluded
that given the health-seeking behavior and cultural tra-
ditions, particularly in developing countries, modern
medicine has a responsibility to be available for back-
up referral to ensure that all CAM healers are properly
trained and their facilities properly maintained. This
approach will ensure a positive interaction between
the two systems, working toward the common goal of
improving health for all people.[13]

In Iceland, CAM therapists and allopathic caregivers
were found to provide a holistic approach to infertility
treatment that patients preferred. CAM treatments for
infertility were used to address stress; hormonal imbal-
ances in both men and women; amenorrhea; and/or
other menstrual irregularities. The most common CAM
remedies were nutritional advice; traditional Chinese
medicine; herbalism; aromatherapy, homeopathy, and
Ayrvedic treatments.[14]

In a U.S. survey of sixty-six women and six men who
were members of an infertility patient support organi-
zation, 86% of respondents used a combination of con-
ventional and CAM treatments. Only 1% used neither,
4% used only CAM treatments; and 8% used conven-
tional medical treatments only. While 32% reported that
conventional medical treatment had been helpful, 43%
reported that CAM therapies had been helpful. The most
frequently used CAM therapies were vitamins (71%);
mind–body techniques (49%); and herbs (49%). Other
CAM therapies included acupuncture, prayer, massage,
yoga, chiropractic, nutrition, ayurveda, reflexology, aro-
matherapy, and homeopathy. Reasons for using CAM
therapies included dissatisfaction with conventional
medical treatment; assistance with getting pregnant; a
means of regaining control; means of feeling healthier;
and a personal belief in the efficacy of the approach.
Additionally, respondents felt that CAM was a means of
feeling that they had tried everything. The researcher
concluded that there is a greater need to evaluate and
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integrate CAM therapies into conventional fertility ther-
apy.[15]

In an Australian study that examined how women
with endometriosis coped with the disease and infer-
tility, sixty-one women attended focus groups during
which they described the experience of endometriosis
as a chronic illness with multiple losses. All but one of
the women in this study found complementary thera-
pies vital, with some of the women replacing traditional
medical care with CAM therapies. The women felt that
the use of CAM therapies was a mechanism for regain-
ing control of their lives, the disease, and even fertility.
These women also complained that the worst part of the
experience was encounters with health professionals
who trivialized and dismissed their symptoms.[16,17]

Although research on how infertility patients perceive
and use CAM is sparse, several themes can be inter-
preted from these studies. Patients want more infor-
mation and assistance from their medical providers on
complementary therapies, and need to feel their care-
giver is open and knowledgeable to discuss it. In addi-
tion, using CAM therapies may help infertility patients
regain some sense of control that is lost in conventional
medical treatment and provide benefits that help to alle-
viate the associated stress. It is clear, however, that more
research is needed on how infertility patients perceive
and use CAM therapies, as well as how their physicians
understand and address these approaches as a part of
their treatment protocols for infertility.

THEORETICAL FRAMEWORK

Several theoretical frameworks are applicable to
the use of complementary medicine in reproductive
medicine including biopsychosocial theory, collabora-
tive medicine approach, and cultural traditions. All of
these theories are covered in greater depth in other
chapters. However, the theoretical approach of social
cognition theory with an emphasis on self-efficacy
behaviors provides a different perspective. It helps
explain patient beliefs, roles, and effectiveness in man-
aging the crisis of infertility; implementing health
behaviors that maximize fertility and treatment suc-
cess; as well as how CAM therapies may be used as
an effective coping mechanism that enhances feelings
of control, self-efficacy, and self-esteem. In addition,
another approach that may be applicable when con-
sidering CAM therapies is expectancy theory and the
placebo effect. In this sense, there is power in patients’
beliefs and expectations that certain therapies will help
them feel better, or perhaps cure their infertility. Both
theories offer a different perspective on the growing
interest and use of CAM with infertility patients.

              BEHAVIOR

 PERSONAL                          ENVIRONMENTAL
       factors                                             factors
(Cognitive, Affective,
and Biological Events)

Figure 12.1. Bandura’s social cognition theory[19]

Social Cognition Theory and Self-Efficacy
Behaviors

Social cognition theory was first presented by Canadian
psychologist Bandura in 1977.[18] It is based on a view
of human functioning that views people proactively
rather than reactively, using self-organization, self-
reflection, and self-regulation rather than being driven
by unconscious inner impulses or shaped by envi-
ronmental forces. From this theoretical perspective,
human functioning is viewed as the product of a
dynamic interplay of personal, behavioral, and environ-
mental influences. The foundation of Bandura’s concept
of reciprocal determinism is how people interpret the
results of their own behavior informs and alters their
environments and behavior.[19] In sum, (a) personal
factors in the form of cognition, affect, and biological
events; (b) behavior; and (c) environmental influences
create interactions that result in a triadic reciprocality
(see Figure 12.1). Bandura altered the label of his theory
from social learning to social cognition both to distance
it from prevalent social learning theories of the day and
to emphasize that cognition plays a critical role in peo-
ple’s capacity to construct reality, self-regulate, encode
information, and perform behaviors.

The reciprocal nature of the determinants of human
functioning in social cognitive theory makes it pos-
sible for therapeutic and counseling efforts to be
directed at personal, environmental, or behavioral fac-
tors. Strategies for increasing well-being can be aimed
at improving emotional, cognitive, or motivational pro-
cesses, increasing behavioral competencies, or alter-
ing the social conditions under which people live and
work.[20]

Self-Efficacy Beliefs and Behaviors

At the foundation of social cognitive theory are self-
efficacy beliefs or “people’s judgments of their capabili-
ties to organize and execute courses of action required
to attain designated types of performances.”[21] Briefly,
if people believe that their actions can produce their
desired outcomes, individuals are more motivated to
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act or persevere in the face of difficulties. This is par-
ticularly true for infertile individuals for whom the
challenges are significant but the desired outcome
(parenthood) is a significant motivator. There is sig-
nificant evidence that self-efficacy beliefs impact vir-
tually every aspect of people’s lives – whether they
think productively, self-debilitatingly, pessimistically,
or optimistically; how well they motivate themselves
and persevere in the face of adversities; their vulner-
ability to stress and depression; and the life choices
they make. This being the case, its application to
the experience of infertility and involuntary childless-
ness seems even more appropriate. Self-efficacy is also
a critical determinant of self-regulation. Self-efficacy
perceptions help determine what individuals do with
the knowledge and skills they have – as well as why
people’s behaviors are sometimes incongruent with
their actual capabilities, and/or their behaviors differ
despite having knowledge and skills. More often, self-
efficacy beliefs help determine the outcomes one might
expect. Confident individuals anticipate successful
outcomes.

Self-efficacy beliefs are based on the core belief that
one has the capability to accomplish a particular behav-
ior, task, or goal. Self-efficacy beliefs also help deter-
mine how much effort people are willing to expend on an
activity, how long they will persevere when confronting
obstacles, and how resilient they will be in the face of
adverse situations. People with a strong sense of per-
sonal competence approach difficult tasks as challenges
to be mastered rather than as threats to be avoided. All
too often infertile individuals may be very motivated
about pursuing infertility treatment but are unaware
of what they can and should do in terms of their own
behaviors to reach their goals or maximize their efforts.
Self-efficacy can be an integral concept for infertile men
and women, particularly those who turn to CAM ther-
apies as a means of implementing self-efficacy behav-
iors. Self-efficacy beliefs also influence an individual’s
thought patterns and emotional reactions, and many
CAM therapies target this – a means of reducing emo-
tional distress and reactivity while maximizing emo-
tional regulation and relaxation.

According to social cognition theory, obscure aims
and ambiguous goals make it difficult to predict the
impact of self-efficacy in predicting behavioral out-
comes. Basically, ambiguous goals and situations make
it difficult for individuals to have a clear idea of how
much effort to expend, how long to sustain it, and how
to correct missteps and misjudgments. This is partic-
ularly evident in infertility when the goal is often not
specifically defined (e.g., mastery of injection training)
but more vaguely defined as getting pregnant. Typically,

infertile couples do not even define their goal as becom-
ing parents until after a significantly negative diagnosis
or repeated treatment failures. As such, CAM remedies
may be specific and clearly defined behaviors and goals
(e.g., yoga to improve relaxation) and thereby, more
readily achievable than getting pregnant. In general,
researchers have established that self-efficacy beliefs
and behavior changes and outcomes are highly cor-
related. Self-efficacy has proven to be a more consis-
tent predictor of behavioral outcomes than have any
other motivational constructs. Clearly, it is not simply
a matter of how capable one is, but of how capable one
believes oneself to be.

Placebo Effect and Expectancy Theory

In examining the benefits of CAM therapies, one pos-
sibility to be considered is the placebo effect. Placebo
effects have traditionally been attributed to the recipi-
ent’s belief in the efficacy of a substance or procedure –
and CAM therapies are often viewed by patients as self-
efficacy efforts. The archetypal placebo event occurs in
a medical setting: A physician gives a patient a treat-
ment (i.e., a sugar pill) that is a placebo. Presently,
the patient’s health improves, apparently because the
patient believes that the pill (placebo) was a pharma-
cological agent, effective for the treatment of his or her
condition. This is the placebo effect. Placebo effects are
effects that, though attributable to the administration
of a substance or procedures, are not due to the inherent
powers of the substance or procedure.[22]

Although the placebo effect is typically viewed with
derision and/or discounted as a myth, in actuality it is a
very real, very impressive phenomenon that has existed
for centuries. Throughout history, placebos have been
used to treat thousands of ailments and been tested in
more clinical trials than any other treatment. Placebos
are the standard against which all other medications
are compared, yet are safe enough to be administered
to infants, the elderly, and even pregnant women. Nev-
ertheless, the placebo effect has been often relegated to
the role of a control procedure and characterized as a
treatment that is ineffective.[22] Overall, the evidence
favors the view that the placebo effect is a genuine phe-
nomenon and not merely a product of misattribution
or misperception.[23]

The main theories of the placebo effect are
expectancy theory and classical conditioning (see
Figure 12.2). Although these approaches are some-
times thought to be competing models, in actual-
ity they provide different perspectives and, as such,
greater understanding of the placebo effect. Most
placebo effects are linked to expectancies, and classical
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Input:       Mediation: Output:
The source of learning The form of learning The outcome of learning

Classical
conditioning
procedures

Nonconscious
learning

Physiological
placebo effects

Other sources of
learning (verbal
information, etc.)

Conscious
expectancy
learning

Subjective
placebo effects

Figure 12.2. The roles of classical conditioning pro-
cedures and expectancy in the production of placebo
effects[22]

conditioning is one factor (but not the only factor) by
which these expectancies can be produced and altered.
According to classical conditioning theory, placebo
effects are conditioned responses. Conditioned placebo
effects without expectancies exist but are relatively rare
in humans. The adaptive advantage of cognition is
increased response flexibility. For it to convey that ben-
efit, however, it must be capable of overriding the influ-
ence of simpler automatic processes.[22]

According to expectancy theory, placebo effects are
mediated by explicit (consciously accessible) expectan-
cies. A placebo produces an effect because the recip-
ient expects it to: The placebo elicits an expectation
for a particular effect, and the expectation produces
that effect. Expectancies are at the core of most
placebo effects in human beings. Infertility patients
seek CAM treatments because they believe they will
help them and their expectation of receiving some ben-
efit, be it reduced anxiety or getting pregnant, may
be an important influence on outcome. According to
expectancy theory, placebo effects are a subcategory of
expectancy effects, and placebos, an expectancy manip-
ulation. Despite expectancy accounting for some mea-
sure of placebo effects, there remains the possibility
that the therapeutic relationship, the provider’s expecta-
tions, or sociocultural factors may also account for the
placebo effect.[24] In short, the relationship between
the patient and the practitioner, in which the practi-
tioner is supportive and positive, may provide more
benefit to the patient given a placebo – or standard
treatment – than a practitioner who fails to establish a
positive therapeutic relationship with the patient.[25]
This issue is relevant as infertility patients may per-
ceive their CAM providers as more emotionally in tune
or sympathetic to their needs than their physicians,
and be a factor in benefits they receive from CAM
treatment.

Both social cognition theory and expectancy the-
ory provide a framework for the enormous role cog-
nitions and expectations play in behavior and out-
come, particularly in how they may apply to infertility

patients using CAM therapies. Most infertility patients
are driven to do whatever they can to achieve their
wished-for child, and CAM offers other options and
opportunities to reach this goal.

CLINICAL ISSUES

Patients and practitioners considering CAM thera-
pies may be overwhelmed by the many different
options being used and offered that are specifically
directed at infertility and reproductive health prob-
lems. Determining the efficacy of these treatments
is an even more daunting task. Although there is
not complete consensus on classification systems for
CAM, the NCCAM classifies CAM therapies into five
categories:[1]

(1) Alternative Medical Systems, as exemplified by
homeopathic and naturopathic medicine, are
based on complete systems of theory and prac-
tice. Homeopathic and naturopathic medicines
are examples of alternative medical systems that
have developed in Western cultures. Traditional
Chinese medicine is an example from a non-
Western culture.

(2) Mind–Body Interventions use a variety of tech-
niques designed to enhance the mind’s capacity
to affect bodily function and symptoms includ-
ing support groups, cognitive-behavioral therapy,
meditation, prayer, and hypnosis.

(3) Biologically Based Therapies are based on the
use of substances (typically ingested or injected)
that are found in nature such as herbs, foods, and
vitamins.

(4) Manipulative and Body-Based Methods are
based on manipulation and/or movement of one
or more parts of the body exemplified by chiro-
practic manipulation and massage.

(5) Energy Therapies and Biofield Therapies are
intended to affect energy fields that purport-
edly surround and penetrate the human body by
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applying pressure and/or manipulating the body
as exemplified by gigong, reiki, and therapeutic
touch, or the more unconventional use of electro-
magnetic fields.

Alternative Medical Systems

Traditional Chinese Medicine
One of the most commonly used alternative medical sys-
tems has been traditional Chinese medicine (TCM). It is
based on the belief that health is the result of a delicate
balance between the ying and the yang. When balance
exists, the life force (qi) is able to flow smoothly through
the body along invisible channels called meridians. In
the absence of balance, qi can be disturbed and dis-
ease may set in. To restore balance, herbal preparations
are administered and acupuncture, in which specifically
designed needles are inserted at points along meridians,
is used. Stimulation with the acupuncture needles can
be achieved manually or with electrical current (elec-
troacupuncture).[3] TCM has been applied to the treat-
ment of male and female infertility for thousands of
years.

There are thousands of herbal substances used in
TCM, usually prescribed in combinations of eight to
twenty different herbs. It is common for formulations
to vary from patient to patient, making the evaluation
of the efficacy of these treatments in well-controlled tri-
als almost impossible. A few uncontrolled studies have
demonstrated improvement in menstrual function and
correction of luteal phase defects.[26–29] Commonly
used preparations for the treatment of menstrual irreg-
ularity include Hachimijiogan and Guyin decoction.
TCM practitioners also use iontophoresis, a method of
transdermal drug delivery using electrical current, to
administer herbal preparations. A small uncontrolled
trial demonstrated an improvement in fertility using
iontophoresis of peach kernel mixture.[30] Moxibus-
tion, a procedure in which small quantities of herbal
mixtures are burned over the body, has been used to
increase circulation in the pelvis and promote healing
and follicular development. There are no data to sup-
port this practice.

Herbal mixtures have also been used to treat male
infertility. Results from uncontrolled studies claimed
that use of Guizhi-Fuling-Wan, Ju Jing powder, and
Hoccheukkito resulted in improvement in seminal
parameters.[31,32] A double-blind, placebo-controlled,
randomized trial evaluated the effects of Y virilin in
forty patients with oligospermia. A significant improve-
ment in sperm count was found two to three months
after initiation of therapy. No change in motility was
seen.[33]

Acupuncture
According to Chinese medicine, the etiology of gyneco-
logic dysfunction is kidney deficiency, liver-chi stagna-
tion, and liver-blood deficiency.[34] Acupoints are then
chosen to treat these conditions. Acupuncture has been
demonstrated to impact the central nervous system,
the hypothalamic-pituitary-ovarian axis, and the pelvic
organs. Acupuncture increases β endorphin levels.[35]
This may explain the decrease in stress and anxiety
that has been reported with acupuncture treatment.[36]
The alteration in β endorphins impacts gonadotropin-
releasing hormone (Gn-RH) secretion and the men-
strual cycle. Treatment with acupuncture has been
shown to normalize Gn-RH secretion and gonadotropin
levels.[37] Acupuncture has also been demonstrated
to induce changes in gonadotropin levels and ovarian
steroid concentrations in both ovulatory and anovula-
tory women.[38,39] Acupuncture has been used to trig-
ger ovulation during ovulation induction.[40] A series
of studies evaluating the efficacy of auricular acupunc-
ture in the treatment of ovulatory dysfunction demon-
strated adequate ovulation, as defined by a temper-
ature increase in basal body temperature of at least
eleven days, in 75% of treated women. Fifty percent
of these women conceived during the acupuncture
treatment.[41] In another study, electroacupuncture
improved ovulatory function in 30% of women with
polycystic ovarian disease. Patients who responded
had lower body mass index (BMI), waist-to-hip cir-
cumference ratio, androgen levels, and basal insulin
levels.[42]

In addition to the central modulation of the
hypothalamic-pituitary-ovarian axis, acupuncture ap-
pears to have peripheral effects. Electroacupuncture
has been shown to increase blood flow through the uter-
ine arteries in women,[43] although it does not appear
to reduce endometrial motility.[44] In an animal model,
blood flow to the ovaries was also increased after elec-
troacupuncture.[45]

A number of studies have evaluated the role of
acupuncture in in vitro fertilization (IVF). A few ret-
rospective studies have demonstrated improved out-
come with IVF in patients receiving acupuncture.
[46–48] A single, small matched-control study did not
find an increase in pregnancy rate when patients who
received acupuncture were compared with those who
did not.[49] There was a large randomized controlled
trial evaluating the use of acupuncture in patients
undergoing IVF.[50] In the treatment group, acupunc-
ture was performed in eighty patients twenty-five min-
utes before and after embryo transfer. The clinical
pregnancy rate was 42.5% in the treatment group and
26.3% in the control group. The authors concluded
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that acupuncture seemed to be a useful tool for
improving pregnancy rate after IVF. The lack of a
placebo/control group certainly weakens this conclu-
sion, although the underlying physiologic changes pro-
duced from acupuncture treatment do support a pos-
sible role for acupuncture in the treatment of female
infertility. Other smaller prospective trials have con-
firmed this finding.[51,52]

Acupuncture has also been applied to the treatment
of male-factor infertility. The mechanism of action is
likely secondary to both central and peripheral effects
as seen in women. A number of uncontrolled trials have
shown an improvement in sperm count, motility, and
fertilization rate in IVF.[53,54] A small controlled trial
demonstrated an improvement in the ultrastructural
integrity of sperm with acupuncture treatment.[55] Two
randomized controlled trials also demonstrated a pos-
itive effect on seminal parameters with acupuncture
treatment.[56,57] In a randomized placebo-controlled
blinded study evaluating acupuncture and moxa treat-
ment in nineteen patients with oligoasthenospermia,
sperm morphology was significantly improved in those
men receiving treatment.[58] Clearly, more data are
required to assess the role of acupuncture in male
infertility.

The risk of serious events occurring in association
with acupuncture is quite low, and indeed below that
of many common medical treatments. Evidence from
twelve prospective studies, which surveyed more than
a million treatments, found the risk of a serious adverse
event with acupuncture to be 0.05 per 10,000 treatments
and 0.55 per 10,000 patients.[59] The most common
complications include hepatitis, pneumothorax, infec-
tion to the outer ear, and drowsiness. As such, acupunc-
ture should only be performed by properly trained,
licensed, or certified professionals.

Homeopathy
Homeopathy is an alternative medical system pioneered
by Samuel Hahnemann, a physician who, beginning
with an article published in a German medical journal
in 1796, founded homoeopathic medicine. The premise
behind homeopathy is the law of similars or ‘like heals
like.’ Hence, a substance that produces a certain symp-
tom in a healthy person can cure a sick person with
the same symptoms. Administration of the treatment
is believed to stimulate the body’s own healing func-
tions to reorganizing it into a state of balance. Home-
opathy uses only minute doses of substances such as
arsenic, venom, and dandelion. In fact, it is believed
that the more dilute the substance, the greater the
potency. There are more than 200 homeopathic reme-
dies proposed for the treatment of infertility and 170

for the treatment of miscarriage. An uncontrolled clin-
ical trial reported that individual homeopathic ther-
apy improved sperm count.[60] Although probably safe
because of the extremely dilute nature of the admin-
istered substance, there is the potential for interac-
tion with other medications, for example, ovulation
induction medications. In addition, there exists a risk
of adverse outcome as a result of delaying allopathic
treatment.

Mind–Body Interventions

Mind–body medicine uses a variety of approaches to
enhance the capacity of one’s mind to positively affect
bodily functions. This, in part, is based on the belief that
psychological symptoms including depression and anx-
iety may interfere with conception. These techniques
may include cognitive-behavioral therapy, meditation,
hypnosis, prayer, and guided imagery.

There are little data evaluating the role of hypnosis in
reproductive medicine. In one study, a single session of
hypnosis was administered to patients with hypothala-
mic amenorrhea. Seventy-five percent of women expe-
rienced a menses within twelve weeks.[61] There is
a report of two pregnancies occurring after hypno-
sis.[62] The authors postulated that pregnancy might
have resulted from a reduction in muscular tension in
the fallopian tube allowing for passage of the oocyte.
They also felt that hypnosis helped modify the patient’s
expressed attitude, self-confidence, and sense of opti-
mism, impacting somatic function. Clearly, more data
are required.

Transcendental meditation has been shown to reduce
blood pressure and cortisol production.[63] There is a
single case report of pregnancy occurring with the use
of transcendental meditation.[64] Autogenic therapy,
which is a series of simple mental exercises designed to
diminish the stress response and enhance the relaxation
response, was evaluated in patients with unexplained
infertility.[65] A small uncontrolled trial demonstrated
a reduction in mean anxiety score and three patients
achieved pregnancy.

Biologically Based Therapies

These treatments are based on the use of sub-
stances found in nature such as herbs, vitamins, and
foods. Herbal therapies, as used in traditional Chinese
medicine, have indirect evidence of safety and efficacy.
However, the traditional application of herbal therapy
differs from the way it is used in Western cultures. For
example, in traditional use, ephedra is used safely in
low doses, combined with other herbs, in the treatment
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of asthma and other respiratory diseases. In nontradi-
tional use, ephedra was used for weight loss, body build-
ing, and recreational purposes in very high doses lead-
ing to complications and even death. Given that the use
of these approaches differs so greatly, they are consid-
ered separately in this chapter.

Female infertility
A number of herbs have been recommended to treat
female infertility. Vitex, or chastetree berry, has been
used to treat ovulatory dysfunction. In an uncontrolled
study of its effects on the gonadotropin-releasing hor-
mone and thyrotropin-releasing tests, prolactin and
ovarian hormones, only early follicular phase estradiol
and prolactin concentrations were increased.[66] A case
report suggested that a disturbed ovulatory response
to gonadotropins may have been the result of concur-
rent Vitex consumption.[67] Recently, a small double-
blind placebo-controlled study evaluated the use of a
nutritional supplement containing Vitex and green tea
extracts as well as L-arginine, vitamins, and minerals.
After three months, those in the treatment group had
higher luteal progesterone and a longer luteal phase.
After five months, five of fifteen treated women con-
ceived as opposed to none in the placebo group.[68]
The impact of each agent in the fertility blend cannot
be assessed. There are claims that other herbal prepa-
rations, including black cohash, dong quai, false uni-
corn root, nettle leaves, evening primrose oil, red rasp-
berry leaves, crampbark, blue cohash, wheatgrass and
bromelain, increased female fertility. It has been sug-
gested that topical application of St. John’s Wort over
the abdomen will reduce adhesions. There are no data to
support any of these claims. In fact, black cohash, dong
quai, false unicorn root, and nettle leaves may cause
uterine contractions. Blue cohash has been associated
with a risk of fetal anomalies.

Because phytoestrogens act on the estrogen recep-
tor, there is concern that excessive phytoestrogen con-
sumption, for example, soy, may impede conception.
In cows, data suggest that a diet high in red clover
improves fertility[69] but another report states that fer-
tility is decreased with such a diet.[70] The role of
phytoestrogens supplementation in maximizing con-
ception in women is unclear. A randomized trial found
that supplementation with high-dose phytoestrogens
increased endometrial thickness in women treated
with clomiphene citrate.[71] Another randomized trial
found that luteal phase supplementation with high-dose
phytoestrogens in women undergoing IVF was asso-
ciated with a higher pregnancy rate.[72] These stud-
ies would appear to contradict those who recommend
restricting soy intake to maximize fertility. Clearly, more
research is required.

Other nutritional supplements have been evaluated
regarding their role in female reproductive function and
fertility. Nitric oxide has vasodilatory properties, which
are believed to enhance folliculogenesis. It was postu-
lated that supplementation with L-arginine, which is
converted to nitric oxide, would improve fertility. L-
arginine supplementation has shown to improve out-
come in a randomized trial of poor responders under-
going IVF.[73] Another randomized trial performed by
the same authors evaluating normal responders found
that women treated with L-arginine had poorer quality
embryos and a lower pregnancy rate.[74] The dose of
L-arginine administered was the same.

Vitamin C supplementation was shown to enhance
the ovulation-inducing effects of clomiphene citrate in
an uncontrolled trial.[75] A recent randomized trial
of patients with luteal phase defect found that sup-
plementation with vitamin C significantly increased
progesterone levels and pregnancy rate.[76] However,
another randomized placebo-controlled study evaluat-
ing luteal supplementation with vitamin C, even at very
high doses, failed to find an impact.[77] Use of vita-
min C supplementation in the follicular phase has also
been evaluated in patients undergoing IVF. This study
found higher levels of ascorbic acid in the follicular
fluid and an increase in the pregnancy rate in those
patients who received vitamin C supplementation.[78]
In the absence of a true deficiency, supplementation
with other vitamins or minerals does not appear to
increase final fertility. In addition, excessive vitamin A
increases the risk of fetal congenital abnormalities and
high doses of vitamin B6 are associated with peripheral
neuropathy.

It has also been postulated that dietary modification
in the absence of supplements may improve fertility.
In her book, The Infertility Diet: Get Pregnant and Pre-
vent Miscarriage, Reiss makes several recommendations
including avoidance of white flour, processed sugar, red
meat, and dairy; increased usage of foods high in essen-
tial fatty acids and kelp; and the use, if possible, of
organically grown food.[79] Although there are no data
to support that adoption of this diet will improve repro-
ductive outcome, there is considerable evidence that a
diet that is nutritionally sound and well-balanced maxi-
mizes general health and well-being, while dieting itself
or a diet that is nutritionally unbalanced can have a
negative impact on reproductive health, particularly in
women. Furthermore, although others have advocated
minifast purification and cleansing regimens, there are
no data to support such practices, which may be unsafe.
Finally, the issue of dieting and slimming regimens
must be carefully assessed and evaluated in terms of
their potential for triggering disordered eating, impair-
ing the effectiveness of fertility treatments, and/or
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triggering stress and anxiety by overattending to food
versus healthy nutrition.

Male Infertility
Herbal preparations have also been used to treat
male infertility. In an uncontrolled study, Pychnogenol
(French maritime tree bark extract) improved sperm
morphology and mannose receptor binding.[80] In
another uncontrolled trial, ginseng administration
enhanced sperm number and motility as well as
increased testosterone and gonadotropin levels.[81]
Although there are no data available, there are claims
that saw palmetto and gingko strengthen the male
reproductive system. Interestingly, sperm, when ex-
posed to saw palmetto or gingko in vitro, have demon-
strated a reduction in motility.[82] Exposure to gingko,
as well as the commonly used St. John’s wort and echi-
nacea, resulted in decreased oocyte penetration in the
zona free hamster test.[83] Sperm, when exposed to
St. John’s wort or echinacea, also experienced DNA
denaturation.

Isoflavones may also impact male infertility. In one
study, genestein induced hydrogen peroxide-induced
DNA damage in sperm.[84] In another study, in vitro
exposure of sperm to low-dose genestein induced capac-
itation and the acrosome reaction. Higher doses, how-
ever, impaired sperm function.[85] This suggests that
isoflavones may be beneficial in facilitating male fertil-
ity, but there is much to learn before advocating its use.

There are a number of nutrients that appear to
improve seminal parameters. L-carnitine is essential
for transport of fatty acids into the mitochondria.
Administration of L-carnitine has been demonstrated
to improve sperm count, motility, and morphology in
double-blind placebo-controlled trials.[86,87] Uncon-
trolled trials have found that arginine, which is a precur-
sor to compounds essential in sperm motility, increases
sperm count and motility.[88,89] Glutathione, a small
protein molecule, is an integral part of the mid-piece of
the sperm. Glutathione therapy was used in a random-
ized double-blind placebo-controlled trial to improve
sperm motility in patients with abnormal semen
analysis.[90]

Certain minerals have also been shown to be ben-
eficial in improving semen parameters. Zinc is essen-
tial to spermatogenesis. Zinc supplementation was
shown to improve semen parameters in uncontrolled
studies.[91,92] A recent randomized blind trial found
that zinc and folic acid supplementation resulted in
an increase in sperm numbers when administered
together.[93] Neither substance was effective when
given alone. Selenium, like glutathione, is present in the
mitochondrial capsule of the mid-piece of the sperm.
The data regarding selenium are quite mixed. A ran-

domized controlled study evaluating the impact of
dietary selenium on semen analysis demonstrated no
effect.[94] Another randomized double-blind controlled
trial found a significant increase in sperm motility with
selenium supplementation.[95]

Vitamin supplementation has also been evaluated in
the treatment of male infertility. A placebo-controlled
randomized trial found that high-dose supplementa-
tion with vitamin B12 resulted in a significant increase
in sperm count.[96] As high concentrations of free rad-
icals are detrimental to sperm cells, antioxidants could
have a role in improving sperm function. A randomized
placebo-controlled trial of vitamin C supplementation
demonstrated a significant improvement in sperm
quality.[97]. Another randomized trial demonstrated a
140% increase in sperm count after one week of sup-
plementation.[98] However, given that sperm turnover
is much longer than one week, the results of this study
must be called into question. Vitamin E, another antiox-
idant, has been shown to improve sperm motility in
an uncontrolled trial.[99] A randomized crossover trial
demonstrated that supplementation with vitamin E
enhanced the sperm function in the zona binding
assay.[100] On the other hand, a randomized placebo-
controlled trial failed to demonstrate any effect after
eight weeks of vitamin C and E supplementation.[101]
Another antioxidant, coenzyme Q10, was shown in an
uncontrolled study to improve fertilization rate with
intracytoplasmic sperm injection (ICSI).[102] Another
series found that sperm motility was improved with
coenzyme Q10 treatment.[103]

There are several controlled studies that have found
an improvement in seminal parameters with the use
of some herbal, nutritional, and dietary supplements.
Unfortunately, pregnancy was not typically evaluated
as an end point. As improvement in sperm count and
motility do not always correlate with an increase in
pregnancy rate and/or live birth, the need for controlled
studies that evaluate pregnancy rates and/or live births
cannot be overstated.

Manipulative and Body-Based Methods

Yoga is a classical Indian practice that is built on the
foundation of ethics (yama) and personal discipline
(niyama). It has been suggested that in addition to pro-
viding exercise and flexibility, yoga can alter brain and
body chemistry.[104] Although there are clear benefits
to yoga, there are no data supporting claims that it
enhances fertility or conception.

Others have suggested that various types of massage
improve female fertility. There are claims that femoral
massage and hip rotation increase pelvic blood flow.
Others have proposed rolfing, or intense manual mas-
sage, as a treatment for infertility. Deep tissue work in
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the pelvic area is reported to increase blood flow and
neuronal response. Clinics performing this technique
have claimed a 75% success rate in treating infertility.
There are no data to support these claims.

‘Clear Passage Therapies’ is a program that uses soft
tissue physical and massage therapy to decrease adhe-
sions and increase the function of the fallopian tubes.
The owners of the patent for this report a pregnancy
rate of greater than 60% as a result of their therapy.
They have published a case series of selected indi-
vidual testimonies attributing conception to this ther-
apy.[105] Unfortunately, the research has several epi-
demiologic and statistical flaws in addition to flawed
research design. Correction of vertical alignment and
subluxation is also claimed by some practitioners of
these approaches to treat infertility, although there are
no data to support these claims.

Energy Therapies

According to reflexology, the feet are the maps to the
body’s organs. By applying pressure to certain parts
of the feet, reflexologists can reroute the body’s life
force. Reflexologists recommend rubbing tender spots
on either side of the ankles in different directions to
induce menses. At present, there are no scientific data to
support the use of energy therapies in the treatment of
infertility. In the only study published evaluating energy
healers, it was found that the healer was unable to dis-
tinguish the presence or absence of infertility in the
study subjects.[106] At present, energy therapies are
only occasionally used to treat infertility.

THERAPEUTIC INTERVENTIONS

Infertility counselors, like all members of the infertil-
ity treatment team, are likely to encounter an increas-
ing number of patients using CAM therapies either in
conjunction with conventional reproductive technolo-
gies as a primary treatment for infertility, or to facilitate
conception. As in any situation, patient motivations and
psychosocial circumstances should be considered. A
further consideration is patient expectations regarding
CAM therapies – particularly their health beliefs, self-
efficacy health behaviors, and cultural circumstances.
Additionally, if patients are using CAM in conjunction
with conventional reproductive medicine, the infertil-
ity counselor may be in a unique position to facilitate
communication and collaboration between the patient
and physician regarding the use of CAM. Finally, the
infertility counselor may be professionally trained as a
practitioner of one or more CAM therapies and, as such,
may be able to offer adjunctive care via CAM therapies

in collaboration with the reproductive medicine treat-
ment team.

Helping Patients Explore Motivations
for Using CAM

As documented earlier, the number of patient visits to
CAM providers exceeds the number of visits to primary
care providers, highlighting the increasing popularity
and importance of CAM therapies. Infertile patients
represent a unique patient population in that many
do not perceive themselves as sick and may not have
an actual medical diagnosis. Motivations for pursu-
ing CAM therapies are varied. Many infertile men and
women perceive the use of some CAM therapies (e.g.,
vitamins, yoga, spirituality) as a means of maximiz-
ing their general health and well-being. Others may
actively pursue exacting CAM treatment regimes (e.g.,
specific herbal remedies and/or manipulative meth-
ods) in dogged pursuit of conception, while others
consider CAM therapies a means of enhancing or
improving treatment outcomes in assisted reproduc-
tive technologies (ARTs). Cultural mores or traditions
(including pressure from family and friends) may be
a reason for pursing CAM therapies for some cou-
ples – a motivation that may or may not be accept-
able to one or both partners. Some infertile couples
feel they must pursue every avenue in their quest of
conception and pregnancy and, as such, are moti-
vated to use CAM therapies to minimize future regret.
Finally, an increasing number of infertile individuals
are pursuing CAM therapies to improve emotional well-
being and quality-of-life as evidenced by mind–body
groups.

Careful exploration of motivations for pursuing CAM
treatments can be useful (even necessary) to ensure that
the individual’s (and couple’s) motivations and expec-
tations are realistic, accurate, and congruent. Some of
these therapies are costly and can put further strains on
an already financially strapped couple, who may have
invested a great deal of money on conventional infer-
tility treatment. Partner disagreement about the impor-
tance and value of CAM therapies has the potential for
creating undue stress due to couple conflict. Cultural
issues may also warrant special attention, again to avoid
coercion or social pressure to pursue CAM therapies or
cognitive dissonance when CAM therapies are rejected.
Patients should be encouraged to optimize self-care and
self-efficacy, while avoiding unrealistic expectations or
hopes. A primary goal for the infertility counselor is
helping patients approach CAM therapies as a means
of improving quality-of-life and enhancing self-efficacy
(e.g., taking control) rather than engaging in a wide
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array of CAM therapies solely to ensure conception and
pregnancy.

Assistance in Decision Making and Assessment
of Treatment Efficacy

As the availability of CAM therapies and the increasing
promotion of CAM therapies as remedies or cures for
infertility make their way into the public arena, infertile
patients are faced with the dilemma of what are legiti-
mate practices and what are frauds, shams, quacks, or
charlatans. Infertility patients, as a consumer group, are
potentially vulnerable to exploitation in their quest for a
baby. As such, infertility counselors may be called upon
to provide patient education albeit consumer protection
by helping patients find qualified, competent practition-
ers who are properly credentialed and licensed. Infertil-
ity counselors (as all professionals) must be careful not
to advocate the use of untested and/or ineffective thera-
pies, particularly to vulnerable individuals who will try
everything to achieve a pregnancy.[15]

Toward that end, in 2002 the WHO launched its
first ever, comprehensive traditional medicine strategy
designed to assist countries to:[1]

■ develop national policies on the evaluation and reg-
ulation of CAM practices;
■ create a stronger evidence base on the safety, efficacy,
and quality of the CAM products and practices;
■ ensure availability and affordability of CAM includ-
ing essential herbal medicines;
■ promote therapeutically sound use of CAM by
providers and consumers;
■ document traditional medicines and remedies.

Because scientific evidence from randomized clini-
cal trials is only strong for acupuncture, some herbal
medicines, and some manual therapies, the WHO rec-
ommends further research to ascertain the efficacy and
safety of other forms of CAM therapies. Because of the
limited scientific evidence about CAM’s safety and effi-
cacy, the WHO has recommended that governments
worldwide:

■ formulate national policy and regulations for the
proper use of CAM and its integration into national
healthcare systems in line with the provisions of the
WHO guidelines;
■ establish regulatory mechanisms to control the safety
and quality of products and of CAM practice;
■ create awareness about safe and effective CAM ther-
apies among the public and consumers.

Keeping these recommendations in mind, it is a
responsibility of infertility counselors as well as all

medical caregivers to help infertile men and women
accurately assess claims of success, efficacy, cost-
effectiveness, and benefits of all CAM therapies. This
is particularly important for patients using CAM ther-
apies as an adjunct to assisted reproduction. Fur-
thermore, many patients feel it is the responsibility
of conventional medicine caregivers to ensure that
CAM providers they refer to are properly trained.
An ideal approach for patients is one that ensures
a positive interaction (integration) between conven-
tional medicine and CAM therapies, working together
to improve the health and well-being of infertile patients
and maximizing the goal of conception and preg-
nancy.[13]

As the field of reproductive medicine and CAM
therapies grows, anxious vulnerable infertile patients
may look to their physicians and reproductive health
providers to provide referrals to competent and qual-
ified CAM providers. As such, infertility counselors
along with all members of the reproductive medicine
team must be aware of CAM therapies, evidence-based
research on their efficacy, application, and reliability.
Furthermore, reproductive treatment teams should be
aware of the qualifications and credentialing of various
CAM providers as well as a system for vetting the quali-
fications, training, and credentialing of CAM providers
so as to best protect consumers and maintain quality
assurance of patient care.

Facilitating Communication with Caregivers

A dilemma for many CAM therapy users is whether
or not to tell their physicians about the CAM thera-
pies they are using and, if so, how. As reported earlier,
infertile patients reported that they would have liked
advice from their physician about CAM therapies.[12]
However, many infertile patients are reluctant to dis-
cuss the use of CAM therapies because of cultural dif-
ferences or because they fear (or accurately assess) that
their conventional medical caregiver will not discuss
the use of CAM therapies in a respectful and open man-
ner. Interestingly, many infertile patients perceived the
CAM provider as more interested, understanding and
attentive, so it may be these qualities that the infertile
patient is not receiving from the conventional caregiver
that they seek in a CAM provider.[12]

As a member of the collaborative treatment team, the
infertility counselor may have the opportunity to facili-
tate communication among the caregivers and with the
patient, particularly regarding CAM therapies. Because
some of these therapies may impact or interact with
conventional medication or treatments, it is crucially
important that infertility counselors encourage patients
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to be honest and forthright with their physician about
the use of CAM. Infertility counselors may also be in a
position to provide the treatment team with appropriate
CAM practitioners within the community, who are suit-
ably trained and licensed (if required).

Infertility Counselor as CAM Provider

Some CAM therapies are particularly well-suited for the
mental health profession. Thus, infertility counselors
may also be a CAM provider. There are a number of CAM
therapies that infertility counselors may have integrated
into their practice. For example, hypnotherapy may
be used as a part of psychotherapy or as an adjunct to
behavioral treatment, such as with smoking cessation.
In addition, many infertility counselors use mind–body
treatments, such as relaxation and breathing exercises,
guided imagery and visualization, as part of therapy or
a structured mind–body group program. Some coun-
selors may be trained in yoga, healing touch, or massage
therapy and use these techniques with their patients.
The important consideration for infertility counselors
providing CAM services is that they be well-trained and
certified in the treatments they are promoting and pro-
viding. Many of these areas require extensive training
programs with many hours of practice to be eligible
for certification. As advocates for consumer protection,
infertility counselors must be held to the same standard
of care and competency as others practicing in the
field.

FUTURE IMPLICATIONS

While CAM modalities have been around since the
beginning of mankind, only recently has it come into
popularity as part of conventional infertility treatment.
The use of CAM therapies will continue to grow as infer-
tility patients seek supportive and alternative means
to help maximize fertility and ensure pregnancy. Indi-
viduals experiencing infertility use a variety of CAM
therapies. At present, there are some data to sup-
port the use of acupuncture and nutritional supple-
mentation containing Vitex and green tree extract, in
increasing female fertility. Acupuncture, antioxidants,
mineral supplements, and L-carnitine appear to be
of greatest benefit in improving seminal parameters.
Clearly, the greatest need in the future is for much
more high-quality research to evaluate the efficacy of
these therapies. In addition, the medical community
has a responsibility to see that unproven methods and
untrained practitioners are not allowed or encouraged
to prey upon an emotionally vulnerable group, infer-
tility patients. Sound, evidence-based medical practice

requires scientifically rigorous research that meets con-
sistent standards, and CAM must be evaluated under
the same conditions. This is the challenge of the
future.

SUMMARY

■ CAM is defined as a group of diverse medical
and healthcare systems, practices and products that
are not presently considered part of conventional
medicine and are used together with or as an alter-
native to conventional medicinal treatment.
■ While many CAM therapies have been used for cen-
turies, controlled studies evaluating their efficacy in
infertility treatment are limited.
■ The use of CAM by infertility patients is increas-
ing and patients must be encouraged to communicate
with their physicians regarding their use of CAM ther-
apies, especially regarding herbal preparations that
may interact with other medications or be contraindi-
cated in pregnancy.
■ Patients need to be cautioned when choosing CAM
practitioners as an entire industry has developed tar-
geting the infertile populations, often at great cost,
by soliciting patients with unsubstantiated claims of
success.
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LINDA HAMMER BURNS

The child will never lie in me, and you will never be its father.
Mirrors must replace the real image, make it true so that the
gentle lovemaking we do has powerful passions and a parent’s
trust.

– Elizabeth Jennings

Sex is an important means of expressing feelings of
sharing and commitment, as well as strengthening the
bonds between a man and a woman. Sexuality and sex-
ual activity represent a unique combination of physi-
cal, emotional, and social expression bringing individ-
uals together to be close, procreate, and play, as well
as to express lust, desire, and need. Sexuality is influ-
enced by social mores, religious beliefs, laws, emotions,
relationships, and a myriad of physical factors, not the
least of which is the brain. In addition, sexual activity
is influenced by health and well-being, availability of a
partner, self-concept, sexual stimuli, social setting, and
prior sexual experiences. Sexuality also represents one
of the most unique, intimate, and rewarding of human
experiences.

However, for many infertile couples, the pleasurable
experience of sexual intimacy is altered, so that sex
becomes methodical, predictable, and unexciting. No
longer a way of communicating intimacy and sharing,
the meaning of sex focuses on procreation only. Fre-
quently, self-perceptions are impacted: Research indi-
cates that men may feel less virile and women less fem-
inine or incomplete when they are infertile.[1] Common
feelings of infertility, such as loss, anger, guilt, despair,
depression, shame, and anxiety, often overshadow the
usual feelings of warmth, affection, and emotional con-
nection that are the natural prerequisites of enjoy-
able sexual encounters. Furthermore, infertility can be
a melancholy reminder of the child that should be,
past procreative failures, and the myriad of ‘insults’
imposed by medical treatment. Gone is lovemaking that
is primarily spontaneous, adventuresome, tender, and
thrilling.

Sexual health is a multidimensional phenomenon
that generally encompasses three essential elements:
(1) capacity to enjoy and control sexual and reproduc-
tive behavior in accordance with social and personal

values; (2) freedom from fear, shame, guilt, myths, and
other psychological factors that inhibit sexual response
and impair sexual relationships; and (3) freedom from
organic disorders, diseases, and deficiencies that inter-
fere with sexual and reproductive functions.[2] In short,
sexual health is considered the physical and emotional
state of well-being that enables sexual enjoyment and
acting on sexual feelings.

By contrast, sexual dysfunction involves an inter-
ruption in an individual’s or couple’s enjoyment or
performance of sexual activity. Sexual dysfunction is
defined as any impairment or disturbance in one or
more of the phases of the sexual response cycle: desire,
arousal, orgasm, and satisfaction. A primary (lifelong)
dysfunction has always been present, while a secondary
(acquired) dysfunction is one that occurs after a period
of normal, healthy sexual functioning. Dysfunctions are
further specified as generalized when they occur in all
situations and with all partners or situational when
the sexual problem is limited to certain situations or
partners. The three categories of sexual dysfunctions
are: disorders of sexual desire, disorders of arousal,
and disorders of orgasm. In the 1970s, Walker[3] was
one of the first to suggest that “sexual functioning is
subject to disruption from physical, cultural, and psy-
chological forces . . . and as well as causing infertility,
sexual dysfunction may result from the work-up and
treatment procedures such as ‘sex-on-demand.’ ” Rid-
dick[4] expanded on this premise, suggesting that sex-
ual impairment in infertile couples was due to planned
sex, extensive and painful tests, intense feelings of
anxiety, and the highly personal matter of sexuality
being turned over to the external control of a physi-
cian. The interactive effect of infertility treatment and
sexual functioning appears to provide the best under-
standing of the complexities of infertility: Severe sexual
dysfunction can cause infertility; just as psychological
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TABLE 13.1. Impact of infertility on sexual practices
and function[37]

Effect on sexual practices

Increased frequency at midcycle

Decreased frequency in luteal phase

Decreased variety of sexual expression

Change in who initiates sex

Effect on sexual function

Occasional periovulatory impotence or retarded
ejaculation

Occasional periovulatory orgasmic dysfunction due to
‘spectatoring’

disturbance often impairs sexual functioning, as well as
responses to infertility treatment (Table 13.1).

At times, infertility highlights long-standing sexual
or relationship problems which existed before infertil-
ity. In some instances, sexual difficulties may be the
cause of the inability to conceive by either preventing
or interrupting coitus, preventing conception. However,
most often, sexual difficulties for infertile individuals
are the result of scheduled sex, the pressure to perform
on demand, the psychological presence of the medical
team in the bedroom, and/or the couple’s own internal
pressure to conceive.

This chapter

■ provides an outline of sexual dysfunctions within the
context of infertility;
■ identifies etiology and treatment for men and women.

It does not include issues related marital problems,
which are addressed in other chapters.

HISTORICAL OVERVIEW

Early primitive humans did not understand the corre-
lation between sex and reproduction (or the role of the
male in procreation), probably due to the time delay
between sexual intercourse, obvious pregnancy signs,
and birth. During the prehistoric era from 25,000–
3,000 BCE in which humans were primarily hunter-
gatherers, matrilineality was the norm, gods were
feminine, and children ‘belonged’ to the mother’s kin-
ship group. Women, as a result of their procreative
ability, were thought to have magical powers and repro-
duction was often attributed to spirits or mystical pow-
ers.[5] An example of these myths that still have an
impact on the lives of modern men and women are
the Pilaga peoples of Argentina, who continue to have
a more mythic notion of reproduction in which the

womb is thought to be a bag in which the embryo devel-
ops. Conception and pregnancy are believed to result
from intervention of spirits called payak acting in con-
cert with human actions (sometimes sexual intercourse
but not always). The souls of children to be born are
sent to the mother’s body and the payak provide men
with supplemental strength during coitus. Sterility is
always attributed to the female and may be due to bad
intentions of a payak, which comes in the form of a
small insect that ties off her womb so that the embryo
cannot receive the deposits of semen which contribute
to the embryo’s development and growth. Sterility can
sometimes be cured by interventions of a shaman who
attempts to persuade the payak to leave the woman
alone. If unsuccessful, her continued sterility will end
her marriage.[6]

Over time, humans gradually made the connection
between sexual activity and males’ contribution to pro-
creation, probably through animal husbandry and the
development of agrarian lifestyles. As a result, not only
was the man’s reproductive role recognized, but it also
became revered as exemplified by the early Egyptian
ankh (a cross and oval thought to represent the phal-
lus and testes). Although women clearly had a role in
reproduction (pregnancy and birth), in ancient Greece
it was the male’s contribution that was considered
more valuable. According to Aristotle (384–322 BCE),
reproduction was the result of man contributing his
‘seed,’ producing an embryo which was nourished in
the ‘soil’ of menstrual blood.[5] Women (and children)
were the property of men and Greek wives competed
sexually for their husband’s attention with prostitutes
and male slaves. Homosexuality (particularly older men
with young boys) was widely practiced as evidenced in
Greek art and the ancient saying, women are for busi-
ness, boys are for pleasure. These behaviors were based
on a belief that semen was a source of knowledge and,
as such, sexual relations, a means of passing on wis-
dom. In ancient Roman civilization, Roman emperor
Augustus (27 BCE–14 CE) decreed that men between
the ages of twenty-five and fifty must marry and were
given rewards if they created the ‘ideal family’: three
children.[7]

Judaism emerged before the ancient Egyptian, Greek,
or Roman Empires, 2,000 years before the birth of Jesus
in a region now known as the Middle East. It is based
on the religious text, the Torah (also referred to as the
Old Testament), and principles that promote study and
knowledge as a pathway to correct behavior and close-
ness to God, a single deity. According to Jewish tradi-
tion, asceticism for its own sake is ingratitude to God
and sexuality, as such, is a gift from God. According to
Jewish tradition, a man is expected to bring pleasure to
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his wife, and is doubly blessed to do so on the Sabbath.
Examples of other traditions that impact sexuality or
behavior are bris (i.e., religious ceremony and celebra-
tion in which male newborns are circumcised); mikva
(i.e., an Orthodox Jewish custom prohibiting sexual
intercourse when the wife is ‘unclean,’ a period of time
that includes menses and seven days after the last sign
of vaginal bleeding); and onanism (i.e., ejaculation out-
side the vagina), which is forbidden because it allows
the spilling of seed and prevents conception.[8] Accord-
ing to Jewish tradition, marriage is a sacred contract
and, as noted earlier, sexual pleasure for both partners
is a shared expectation.

Islam, which emerged during the seventh century also
in the Middle East, is based on the prophet Muham-
mad and the religious text, the Koran (Qur’an). It is a
monotheistic religion that promotes self-control, devo-
tion to family, diligence to work, charitable giving, and
modest dress for both men and women. Homosexuality
is forbidden.[9] Female virginity is highly valued and
zina (female sexual activity outside of marriage includ-
ing unmarried sexual liaisons, adultery, and rape) is
reason for public physical punishment (e.g., stoning to
death).[10] Marriages are often arranged and are not a
sacrosanct commitment for the husband, who can leave
the marriage at will, either by abandoning or divorc-
ing his current wife or by taking additional wives about
whom his current wife may or may not be aware. In tra-
ditional Islamic marriages, it is expected that the bride
will become pregnant within the first year, providing
her husband with progeny that will ensure his well-
being in this life and the next.[10] Although the Koran
teaches that a husband should give his wife the right of
sexual pleasure, in fact, sexual dysfunction in women
is common because brides are almost universally vir-
gins and piously uneducated about sex.[9] There are
reports that 60% of Islamic women do not have sexual
intercourse on their wedding night out of fear.[10] Men
value a woman for her sexual purity, ability to meet her
husband’s sexual needs, and her reproductive capaci-
ties. Like many patrilineal, masculine-centric cultures,
male-factor infertility is a difficult if not unacceptable
diagnosis and, as such, polygamy affords a man psy-
chosocial protection against the stigma of childlessness
while the wife is subject to social stigma, abandonment,
and/or physical maltreatment.

In medieval Europe, it was believed that the womb
could move up and down within the body and that the
consequences of this motion were of great medical sig-
nificance, a belief dating from Hippocrates’s description
of uterine movements (probably what is known today
as prolapsed uterus). In sexual relations, women were
thought to enjoy two kinds of sexual pleasure: that of

receiving the male seed, drawn by the ‘attractive virtue’
of the vulva, and that of ejaculating her own female
seed. Womanhood involved ‘excess humidity’ enabling
a woman to indulge in unlimited sex and, as a result, it
was thought women were impossible to sexually sat-
isfy.[11] With the advent of Christianity in medieval
Europe, marriage was considered a religious ‘sacra-
ment’ with the purpose of sanctioning sexual inter-
course and the production of children who were (with
wives) the chattel property of men. Restricting sexual
behavior to the confines of the marriage bed was impor-
tant not only morally but also to ensure the ‘legitimacy’
of a man’s heirs – a principle that continues to remain
relevant in many parts of the world today. St. Augustine
(345–450 AD) was one of the more influential Christian
moralists of his time contending that sex had no plea-
surable purpose and abstinence from sex was the ulti-
mate good a man could achieve. Sex was justified for the
purpose of procreation because God had declared ‘be
fruitful and multiply.’[12] The missionary position was
the only acceptable position, masturbation was prohib-
ited, and sexual desire qualified as the same level of
sin as actual sinful sex acts. Birth control or sexual
intercourse for pleasure (or avoidance of procreation)
was (and remains) unacceptable according to Roman
Catholic tradition, as is homosexuality.

In contrast to medieval Christian Europe, Asia took
a much more open and straightforward approach to
sexuality and sexual relations. Asian literature and art
openly and vividly described explicit heterosexual and
homosexual relations; romantic interludes; ‘sex toys’;
and graphic erotica. In short, sexual pleasure was
considered integral to the human experience; openly
acknowledged by society; and pursued by both men
and women despite patriarchy and sexism that valued
women more as sex objects than for their reproductive
abilities. A glaring example is the centuries-long custom
of foot-binding in China that began with an emperor
who had a foot fetish and sexual predilection for tiny
feet in his women. As a result, women did what they
have done across time and all cultures; they altered their
bodies to meet the cultural standard of ‘sexy.’

A comparable custom exists in a large portion of
Africa today: female circumcision (also referred to as
infabulation), which is a social (not religious) custom
based on a belief that infabulation eliminates or con-
trols female sexual desires and/or behaviors and is more
hygienic. It is also has a long history as an initiation
rite based on cultural beliefs that all newborns have
elements of both sexes: the foreskin of the penis is the
female element, while the clitoris, the male element.
When an adolescent reaches puberty, these elements
must be removed to clarify the individual’s gender
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and/or sexual identity. According to this custom, infabu-
lation is performed on girls between the ages of twelve
and fourteen; however, it also is customarily done to
girls aged four to eight. Typically, female elders per-
form the procedure (from mild ‘trimming’ of the labia
to the removal of the clitoris and labia and/or clos-
ing the vagina with stitches) without anesthetic using
rudimentary instruments (e.g., shards of glass). As a
result, girls are at risk for urinary and reproductive
tract infections; scarring; infertility; and birth compli-
cations.[13] Female circumcision is closely associated
with a young woman’s marital potential, in that if only
one or a few families in a community ‘deprive’ their
daughters of the procedure, her chances of finding a
husband are significantly reduced – as was the case with
foot-binding in China.

During the Renaissance in Europe, the concept of
marriage changed from one of religious duty or social
necessity to ‘companionate marriage’ based on conju-
gal compatibility, affection, and mutual sexual attrac-
tion (versus arranged marriages). Ideal wifely behavior
included the provision of emotional warmth as well as
sexual satisfaction (excitement) which had previously
been provided by mistresses and/or prostitutes. This
change became the foundation for the concept of mar-
riage as it is known/practiced in much of the world
today.[14] Arranged marriages continue in many soci-
eties (e.g., India).

Despite the advent of the ‘companionate marriage’
based on love and sexual attraction, during the eigh-
teenth and nineteenth centuries, the ‘ideal wife’ was
defined as a pious and virtuous symbol of hearth and
home. According to distinguished English physician
William Acton, a woman “seldom desire[s] any sexual
gratification for herself. She submits to her husband’s
embraces, but principally to gratify him.”[7] French
doctor Auguste Debay, who published the first popular
marriage manual, advised, “O wives! Follow this advice.
Submit to your husband’s needs . . . force yourself to
satisfy him, put on an act and simulate the spasm of
pleasure; this innocent deception is permitted when
it is a question of keeping a husband.”[7] American
physician William A. Alcott recommended that married
couples have sex no more than once a month as any
greater frequency was “prostitution of the matrimonial
life.” In short, women raised during the Victorian era
believed that sex was beastly, all women hated it, and
all men’s brutal lusts were the chief obstacle to marital
happiness.[15]

Early in the twentieth century, women particularly
in the developed world, sought greater freedom (polit-
ically, educationally, and socially) and had different
expectations of the ‘companionate marriage’: emotional

and sexual intimacy, conjugal unity as well as a recog-
nition of each partner’s individuality. Marriage advice
following World War I made sex the centerpiece of mar-
riage and the sexual adjustment of both partners, the
principal measures of marital harmony.[16] By the mid-
dle of the twentieth century, women (and their partners)
had more control of their reproductive lives via reli-
able birth control (i.e., birth control pills and legalized
abortion in some countries), enabling both partners to
enjoy sex without the fear or reality of pregnancy. This
set the stage for a fundamental and irrevocable shift:
the separation of sexuality, sexual intercourse, and pro-
creation.[17] While these advancements had worldwide
impact, their implementation was culturally adapted.
For instance, the long history of patriarchy and ancestor
worship, common in many Asian cultures, continued
the preference of male offspring over female children.
China used modern birth control measures to imple-
ment a ‘one child per couple’ policy to stem popula-
tion growth during the middle of the twentieth century.
Still, the preference for male offspring perpetuated a
long-standing practice of infanticide and/or abandon-
ment of female children (e.g., India and China) that
has been facilitated by modern medicine and/or interna-
tional adoption. In the Islamic world, modern medicine
has facilitated patriarchal parenthood and pronatal-
ist agendas, while in the developing world the chal-
lenges of treatment for unwanted pregnancies (e.g.,
reliable birth control and abortion) compete with treat-
ment for wanted pregnancies (i.e., infertility) for lim-
ited resources and accessible treatment facilities. Still,
in the early twenty-first century, elective reproduction
and companionate marriage remain the ideal, although
not universal, despite soaring divorce rates; postponed
(elderly) reproduction; ‘repeat’ parenthood (children
after remarriage); complex reproductive technologies;
reproductive tourism; and stratification of reproductive
services. Sexual mores, as always, fluctuate and evolve
so that now homosexuality, illegal in many parts of the
world even in the recent past, is now not only accepted,
but also condoned by marriage laws and facilitated par-
enthood, albeit controversial globally and religiously.

REVIEW OF LITERATURE

Sexual functioning and infertility have not, until
recently, been the subject of scientific study. Early analy-
ses of sexual functioning and infertility were most often
based on unique clinical cases and/or theoretical spec-
ulations that focused on emotional barriers (especially
in women) as an explanation for impaired fertility. At
a time when 50% of infertility could not be explained
by a medical diagnosis, it was the contention of
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early psychoanalytic theories that infertility was caused
by psychological or emotional disturbances. Termed
psychogenic infertility, it was thought to be caused by
a woman’s unconscious fear of pregnancy; history of
frigidity, childhood timidity, or unsocial behavior; poor
psychosexual development; rejection by or hatred of her
mother; and fear that the infertile woman would kill
her child if she had one.[18–22] In a man, psychogenic
infertility was thought to be due to a controlling, unaf-
fectionate, rigid, and moralistic mother; ambivalence
about parenthood; insecure masculinity; and anger
toward his spouse.[3,23–25] These theories contended
that a man or woman’s psychological problems either
directly caused infertility or interrupted sexual activity
sufficiently to impair reproduction. In fact, one early
researcher[4] concluded that tubal spasming in tense
and nervous women (a ‘relatively permanent’ condition)
resulted in sexual dysfunction and infertility because
infertile women were extremely preoccupied “with
female sex organs in a disturbed way.” Although these
theories have fallen into disfavor over the past thirty
years, different versions continue to resurface in vari-
ous forms, influencing theory, practice, and research.

Early research on sexual functioning in infertile cou-
ples focused on evidence of neurotic conflicts or per-
sonality traits that prevented normal sexual function-
ing. Recently, research has focused on the incidence
and type of sexual dysfunctions in infertile couples; the
impact of infertility on sexual functioning in women or
in comparison to men; and the impact of specific infer-
tility diagnosis or treatments (most often assisted repro-
ductive technologies) on sexual functioning. Eisner[26]
described the causes of sexual dysfunction in infertile
couples as: (1) psychosexual problems masquerading as
cases of infertility; (2) incidental findings of psychosex-
ual disturbances in cases of infertility; and (3) infertility
causing psychosexual problems. Common sexual dys-
functions in women resulting from the stresses of med-
ical treatments (most often directed at women regard-
less of the etiology of the infertility) include problems
with loss of libido, anorgasmia, and disturbance of sex-
ual identity. Several researchers have found that infer-
tility treatment contributed to feelings of loss of con-
trol, intimacy, privacy, and esteem and decreased sexual
desire, response, and activity in women.

Sexually Transmitted Infections
as a Cause of Infertility

Although often overlooked, the most common pre-
ventable cause of infertility for both men and women is
infection due to sexually transmitted infections (STIs).
In some parts of the world, infection-related infertil-

ity is so widespread that it constitutes not only a per-
sonal health problem but a public health crisis.[27–30]
Although research has progressed on the prevention
and treatment of STIs, patient barriers still include mis-
conceptions about the impact of STIs on fertility; silent
(asymptomatic) infections; shame and embarrassment;
reluctance to seek medical care and support; fear of the
impact on partner(s); and lack of ready access to medi-
cal care.[27,28] Infertility due to STIs has not only sig-
nificant reproductive health consequences but also sig-
nificant psychosocial ramifications, often highlighting
an individual’s lifestyle, personal history, and/or cultural
factors.

The most common STIs resulting in infertility
are syphilis, gonorrhea, chlamydiosis, human papil-
loma virus (HPV), mycoplasmosis, genital herpes,
trichomoniasis, and human immunodeficiency virus
(HIV).[31,32] STIs adversely affect fertility through
several mechanisms: (1) pregnancy loss; (2) neonatal
deaths; (3) obstruction of either male or female repro-
ductive ducts; (4) impaired semen parameters; and (5)
the risk of transmission of HIV to a partner and/or off-
spring.[27,28,33,34] STIs cause infertility by infecting
the genital tract of men and women, although this is a
less frequent mechanism of infertility in men. Portals of
entry for STIs include genitalia, urinary tract, mouth,
rectum, and skin.[31]

STIs resulting in infertility require examination of
personal decisions, especially those regarding sex-
ual behavior; partner choice; cultural circumstances;
domestic environment; drug and alcohol use/abuse;
social life; and availability/usage of quality medical
care.[31,35,36] It is widely recognized that the dis-
tress of infertility results in feelings of anger, depres-
sion, isolation, guilt, self-reproach, and diminished self-
esteem. These feelings can be significantly intensified
when infertility is caused by one’s own sexual behav-
ior or that of one’s partner, and therefore potentially
are preventable. Not only is the individual vulnerable
to significant feelings of loss, guilt, and self-reproach,
but the marital relationship may also be disturbed or
threatened by the diagnosis, especially if it intimates
extramarital sexual contacts.

Sexual Dysfunction in Infertile Couples

In an early study of couples, Keye[37] determined that
sexual problems in conjunction with infertility arose
for the following reasons: dyspareunia; progesterone-
inhibited sexual desire; ‘sex-on-demand’; unrealistic
sexual demands; rigid or routinized approach to sex;
poor body image; depression; guilt; and ambivalence.
The three areas of sexual difficulty were (1) the
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actual physical condition causing infertility or resulting
from treatment; (2) sexual intercourse becoming only
a means of reproduction rather than intimacy or
pleasure; and (3) the global psychological impact of the
infertility experience. However, in a review of literature
on the psychosocial impact of infertility and ART treat-
ment on marital sexuality, Coeffin-Driol and Gianmi[38]
noted that the literature on infertile couple’s sexual sat-
isfaction was mostly descriptive and presented infertil-
ity as a deleterious experience for both men and women
regardless of gender-specific diagnosis or couple func-
tioning. Furthermore, many of the studies were qual-
itative and culturally specific (i.e., Anglo-Saxon). The
studies showed equivocal or contradictory results from
which no conclusions could be made.

In a study of infertile women, Boivin and col-
leagues[39] found that one-third experienced feelings
of discomfort and nervousness during postcoital test-
ing and 20% with normal sexual functioning reported
an unfavorable sexual response to sexual intercourse
prior to postcoital testing. Furthermore, the majority
of the women reported lower levels of postcoital sexual
satisfaction as compared to sexual relations at other
times. The authors concluded that the inherent pres-
sure of the postcoital situation may be stressful for
women, contributing to decreased sexual enjoyment
and poor sexual response, resulting in poorer physio-
logical results, although they found no significant rela-
tion between erectile difficulties and female sexual sat-
isfaction, arousal, and orgasm. Women reported severe
marital strain, as well as sexual inhibitions, anorgasmia,
and reduced interest in sex. Andrews and associates[40]
found that infertility-specific stress had a stronger neg-
ative impact on women’s sense of sexual identity and
self-efficacy than it did on men.

A few studies have investigated the impact of a spe-
cific infertility diagnosis or a treatment protocol on
male sexual functioning. In a study assessing stigma in
infertile couples with male-factor infertility,[41] Nachti-
gall and colleagues reported that men with male-factor
infertility experienced greater stigma than men who
did not have it. Berg and Wilson[42] evaluated cou-
ples across different stages of the infertility investiga-
tion (years 1, 2, and 3) and found that over time infertile
couples experienced increased marital and sexual prob-
lems, with men reporting less ability to control ejac-
ulation and less satisfaction with their sexual perfor-
mance in general. In a study comparing infertile men
and a control group, Kemer and colleagues[43] found
that infertile men reported lower self-esteem; higher
anxiety; more somatic symptoms; and greater sexual
inadequacy, as well as more depression, which, in turn,
had a impact on negative erectile functioning. In a

study[44] of infertile men in Germany, age of partners;
attitudes toward sexuality; treatment duration; dura-
tion of the partnership; the duration of the desire for a
child; and gender-specific diagnosis were found to have
no impact on sexual satisfaction. The researchers found
that treatment duration and duration of the desire for
a child may not necessarily be connected to lowered
sexual satisfaction in infertile males, and that coitus fre-
quency did not impact sexual satisfaction. However, this
is in contrast to a similar study by the same researchers
which found that a short-lasting partnership and high
sexual dissatisfaction prior to the diagnosis of infertil-
ity caused more distress in infertile men whereas being
in a longer-lasting and sexually satisfying partnership
seemed to have a buffering effect with regard to sexual
distress and infertility.[45]

Sexual Dysfunction and ARTs

A few researchers have evaluated sexual dysfunction
in couples requesting or completing IVF, an interest-
ing approach because the success or failure of the
IVF protocol is not contingent on sexual intercourse,
eliminating the pressure and marital strain that many
infertile couples experience as a result of other infer-
tility treatments. In a study[46] comparing percep-
tions of men and women following IVF, researchers
found fewer gender differences regarding couples’ sex-
ual relationship and both men and women felt that
IVF decreased the female partner’s sexual desire. In
short, the high-technology treatment of IVF does not
appear to dramatically affect sexual functioning in cou-
ples as a whole or in men in particular, but women
(who receive the greatest portion of treatment dur-
ing IVF) may experience a slightly increased risk of
diminished sexual satisfaction or desire. In a study
involving women undergoing IVF and sexual function-
ing, researchers[47] examined the impact of coping
strategies. They found that positive reinterpretation and
active coping strategies had a positive impact on sex-
ual functioning while planning and self-restraint coping
had an adverse effect on sexual functioning. Interest-
ingly, being sexually active and adaptive coping strate-
gies during the IVF treatment cycle were found to
be positively associated with a positive outcome (i.e.,
successful pregnancy). Research[48] to assess overall
marital and sexual adjustment after the completion of
infertility treatment involved three groups of women:
(1) post-IVF women with children; (2) unsuccessful IVF
women who adopted; and (3) unsuccessful IVF women
who remained childless. There were no significant dif-
ferences between the three groups on the standardized
measures of marital and sexual satisfaction.
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Several studies have addressed the impact of stress
on semen quality. Hammond and colleagues[49] inves-
tigated men undergoing IVF and AIH to assess semen
quality in infertility treatments associated with height-
ened performance anxiety. The researchers found no
significant differences in either group of men. In fact,
some of the men who had begun health-seeking behav-
iors (e.g., reduced hot baths and reduced use of alcohol
and tobacco) had improved semen quality, leading the
researchers to conclude that performance anxiety does
not appear to be detrimental to semen quality. Saleh and
colleagues found that among men undergoing infertility
evaluation, 11% failed to collect semen by masturbation
for a second semen analysis after repeated (two to four)
attempts; 20% were able to collect semen using vibra-
tory stimulation; and 31% experienced problems with
erection or orgasm in addition to severe anxiety during
attempts to masturbate and during sexual contact with
their partners.[50]

THEORETICAL FRAMEWORK

The Human Sexual Response

Sexuality is a term used to refer to a person’s gender
identity, feelings, sexual orientation, and attitudes, and
is distinct from sexual behavior. It encompasses the
most intimate feelings of individuality; the need for
emotional closeness to another human being; and a
fundamental aspect of one’s humanity. Sexual health
includes a knowledge of sexual functioning; a posi-
tive body image; self-awareness about attitudes regard-
ing sex: understanding the appreciation of one’s sexual
feelings; a well-developed and usable value system; the
ability to create effective and rewarding relationships;
and emotional comfort, interdependence, and stability
within sexual encounters. It is these qualities of per-
sonal awareness, values, and relationships that con-
tribute as much to sexual health and well-being as hor-
mones, genitalia, and brain centers.

The human sexual response is not much different
from other human interactions: It follows a pattern
of response involving biological responses to psycho-
logical and sensory input. It represents the interplay
of physiological, psychological, and social influences
that determine behavior. Masters and Johnson,[51] with
their landmark work that scientifically documented the
human physiological sexual response, identified four
phases of human sexual response: excitement, plateau,
orgasm, and resolution. Masters and Johnson’s work
marked the emergence of the modern era of sex ther-
apy, offering specific treatment protocols and identify-
ing the role of anxiety, specifically ‘spectatoring’ and

performance anxiety. However, they did not address
the problematic issue of sexual desire. Kaplan[52] built
on the work of Masters and Johnson, noting that the
excitement phases consist of sexual arousal and last
until orgasm begins. Accordingly, Kaplan[52] offered
three phases of human sexual response cycle, desire,
excitement (arousal), and orgasm. The desire phase is
influenced by a wide variety of environmental stim-
uli, including psychosocial and cultural factors and
physiology, allowing initiation or receptivity to sexual
activity. During the excitement (arousal) phase of sexual
response, various factors come together, allowing one
to either initiate or respond to sexual activity. Vaginal
lubrication in women and penile erection in men are the
most noticeable signs of increased excitement during
the arousal phase. In women, this phase also involves
internal vaginal expansion (ballooning) and erection
of the nipples and clitoris. Vasocongestion results, in
women, in swelling of the outer portion of the vagina
and the labia and, in men, an increase in scrotal size,
with the scrotum pulling up against the body. Orgasm
in both men and women involves a series of muscular
contractions that diminish in intensity and rapidity. In
women, these contractions involve the vagina, uterus,
and anal sphincter, while in men orgasm involves the
prostate and seminal vesicles and the contractions are
followed by ejaculation. Following orgasm, the body
returns to its resting or preexcitement state as vaso-
congestion is relieved. In men, this is marked by loss
of erection, while in women it involves decrease in cli-
toral size and diminished vaginal width and length.
In summary, desire is mediated by the brain, excite-
ment (arousal) involves physiological vasodilation, and
orgasm is essentially a muscular reflex contraction.

Basson[53] further expanded on these theories
with a theoretical perspective that addresses desire
and arousal in women. According to this theoretical
approach, women seek sexual experiences for intimacy
as well as sexual gratification and may be receptive to or
seek out sexual stimuli to eventually enhance intimacy.
Biological and psychological factors can contribute to
the processing of these stimuli, enhancing arousal and
desire simultaneously. It is a multifactorial approach
to human sexual response that has been adapted to
infertility.

While men have a refractory period after orgasm dur-
ing which ejaculation and orgasm cannot occur, this is
not the case for women. Failure to experience orgasm
in both men and women can result in pelvic and genital
discomfort when vasocongestion is not relieved. Con-
trary to popular belief, orgasmic response in women is
the same whether it is the result of clitoral or vaginal
stimulation.
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TABLE 13.2. Taking a sexual history[52]

Chief complaint

Sexual status examination

Assessment of medical status

Assessment of psychiatric status

Family and psychosexual history

Evaluation of the relationship

Assessment of Sexual Dysfunction

The most common and useful assessment tool is the sex-
ual history interview developed by Masters and John-
son.[51] It is a semistructured, extended face-to-face
interview, often lasting several hours. Masters and John-
son’s approach focuses on exploration of the current
sexual problem with attention to environmental influ-
ences on sexual functioning. Kaplan’s[52] adaptation of
this method provides a means of evaluation and con-
sideration of sexual dysfunctions that uses a ‘conflict-
oriented’ approach for investigating psychodynamic
phenomena (Table 13.2). Kaplan’s model was the basis
for the Comprehensive Psychosocial History for Infer-
tility by Burns[54] and Greenfeld (see Appendix 3),
a semistructured interview tool that includes sections
on sexual dysfunction and marital adjustment. Most
researchers and clinicians using assessment measures
of sexual adjustment rely on available standardized
measures, even though none to date has been adapted
to the infertility population (see Chapters 7 and 9).

CLINICAL ISSUES

Impact of Culture and Religion
on Sexuality and Infertility

Culture and religion, as noted earlier, have and con-
tinue to impact the sexual behavior of individuals and
couples. Infertility may be a global problem, but the
etiology of infertility is demographically different glob-
ally.[55] For instance, in many developed countries a
significant causal factor for female-factor infertility is
advanced maternal age, while in the developing world
(particularly sub-Saharan Africa) the primary cause of
infertility is sexually transmitted infections, particu-
larly HIV.[56–58] Furthermore, while the desire for a
child is a universal human experience, available treat-
ments to remedy the condition are not universally avail-
able.[59] Compounding these issues for infertile men
and women is that infertility is a narcissistic injury in
which the individual and couple experiences bereave-

ment for an ambiguous loss; social stigma and isolation;
and marital distress – all within the context of their
culture and often with an overlay of religious or spiri-
tual beliefs that may ameliorate or exacerbate their dis-
tress. In short, infertility is a private trauma – and so
are sexual problems. For the majority of people, more
so in some cultures than others, talking about the pri-
vate intimacies of their lives while undergoing invasive
treatments of their private parts compounds an already
gaping wound. An additional confounding variable is
the infertile couple who travels across borders (repro-
ductive tourists) to obtain reproductive assistance away
from home. Within this ‘culture shock’ the couple
may find discussing their private sexual problems
extremely helpful because there is a buffer of quasi-
anonymity being away from home, or they find such dis-
cussions inappropriate, shocking, and uncomfortable.
Against this backdrop, the challenge for the infertil-
ity counselor is to provide culturally-sensitive counsel-
ing that understands and respects their unique cultural
and/or religious circumstances (see Chapter 4).

Sexual Dysfunction Causing Infertility

For a small percentage of infertile couples, sexual prob-
lems in one or both partners will be the primary cause
of infertility. Sexual difficulties are the cause of infer-
tility when sexual dysfunction prevents or interrupts
coitus, preventing conception. The exact number of
men and women affected by this type of infertility is not
known, primarily because these patients may not seek
infertility treatment or disclose the problem to care-
givers, or because caregivers fail to investigate it and
little research has been devoted to it. Sexual dysfunc-
tions in men contributing to infertility are: impotency
(both general and organic); too frequent sexual activ-
ity (resulting in reduced sperm count); or too infre-
quent sexual activity (no ejaculation, premature ejac-
ulation, and failure of intromission). One study that
examined the prevalence of erectile dysfunction in infer-
tile men found that androgen deficiency (congruent
with andropause) and erectile dysfunction were signifi-
cantly higher than in the general population.[60] Addi-
tional reported causes of infertility due to sexual dys-
function include unconsummated marriage (failure to
ever have sexual intercourse); vaginismus (vaginal mus-
cle spasms that prevent penile penetration); infrequent
sexual intercourse; mid-cyle male impotency; inability
to achieve coitus for postcoital examination; or refusal
(inability) to submit a semen sample. In addition, some
sexual practices related to a sexual dysfunction may
cause infertility, such as use of vaginal lubricants that
are spermicidal.
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Psychological problems or psychiatric disorders as
an antecedent or contributing factor to sexual dys-
functions causing infertility may also be a considera-
tion. Although rare, deviant sexual activities may cause
infertility; these include exclusively oral and/or anal sex,
bondage, cross-dressing, fetishism, sadomasochism, or
partner swapping. Conflicted gender identity, homo-
sexuality, and bisexuality are other potential causes of
infertility, especially if a partner is unaware or unwilling
to acknowledge his or her sexual orientation and sex-
ual identity or is being intentionally deceptive. However
these issues arise, they usually precipitate a personal
crisis, serious marital disruption, and interference with
infertility treatment.

Sexual Dysfunctions in Both Men and Women

Loss of sexual desire or libido, also referred to as
hypoactive sexual desire disorder, is shared by both
men and women, representing dysfunction in the first
phase of the sexual response (desire, arousal, and
orgasm).[61] Low libido may be an isolated sexual
problem that is episodic or situational; a long-standing
malady; or a symptom of a problem that is not pri-
marily sexual in nature, such as depression, physical
illness (e.g., heart disease or hypertension), or social
problems (e.g., job stress or social isolation). Addition-
ally, an increasing number of men and women pre-
senting for infertility treatment are older and, as such,
are more likely to have age-related sexual dysfunction
issues such as low sexual desire; vaginal dryness; erec-
tile dysfunction: and/or sexual problems attributable
to an underlying illness, condition, or treatment (e.g.,
diabetes and obesity). The proportion of sexual desire
disorders has risen steadily and dramatically in recent
decades and now accounts for the largest group of com-
plaints voiced by patients seeking sex therapy.[61,62]
Traditionally, loss of sexual desire was more common
in women, but today, low libido is more prevalent in
men.

The desire phase of sexual functioning represents
interest in sexual contact and the need for sexual
intimacy in both men and women. Diagnostic crite-
ria of disordered sexual desire include presence or
absence of sexual fantasies; masturbation; noncoital
sexual activity; coitus with a partner; any non-partner-
related sexual activity; and initiation of sexual activity
versus partner receptivity.[61,63] Sexual desire disor-
ders rarely occur in isolation; the context and mediating
factors include age; number of years married; socioe-
conomic status; religiosity; marital happiness; physical
well-being; previous sexual appetite; and current social
stressors.

Hypoactive sexual desire disorder is low libido; loss
of sexual interest or mood; and diminished desire or
sexual appetite, which may be generalized to all real
or potential sexual partners or specific to one’s current
partner, usually indicating relationship problems or dis-
satisfaction with this partner. Primary hypoactive sex-
ual desire disorder is the total absence of sexual desire,
feelings, thoughts, fantasies, or interest, and typically
becomes apparent in adolescence or early adulthood.
It is generally a lifelong problem that is very difficult to
treat, as its etiology is usually a combination of physical
and psychological factors. Secondary hypoactive sexual
desire disorder, occurring after a period of normal sex-
ual desire, is marked by absence of sexual desire, feel-
ings, thoughts, fantasies, or interest.

Low libido or diminished sexual desire may be the
result of relationship problems; alcohol or other drugs;
illness; sexual boredom; inadequate sexual information;
restrictive upbringing; or body-image problems. Some-
times loss of sexual interest is due to psychological
problems such as depression, stress, history of trau-
matic sexual experiences, or insecurity about one’s psy-
chosexual role – all influencing sexual responsiveness
and enjoyment. For infertile men and women, disor-
ders of sexual desire are usually episodic or situational
responses to the emotional distress or physical strains
of infertility or a specific medical treatment. As the
focus of sexual activity continues to emphasize pro-
creation, infertile men and women may feel depressed,
lose interest in ‘sex-on-demand,’ or find it difficult to
feel sexual when they feel chronically frustrated and
unhappy due to childlessness. Chronic health problems
or the invasiveness of medical treatment for infertil-
ity often dampen erotic thoughts and feelings, resulting
in sexual intercourse becoming a less appealing source
of affection and more a necessary reproductive chore.
Finally, another common culprit in loss of sexual inter-
est in men and women is medications such as oral con-
traceptives, medroxy-progesterone contraceptive injec-
tion (Depo-Provera), gonadotropin-releasing hormone
agonists, ovulation-induction medications, antihyper-
tensives, and antidepressants that interfere with sexual
response and/or interest by changing hormone levels;
affecting sexual appetite or arousal; or altering the expe-
rience of orgasm.

Relationship problems such as poor communication,
anger, rejection, avoidance of commitment, and con-
fused priorities often masquerade (or at least present) as
sexual complaints regardless of the presence or absence
of infertility. Intrapsychic issues such as concealed
homosexuality; participation in extramarital sex; exces-
sive masturbation; or compulsive sexual activity (e.g.,
excessive internet sex activity and/or pornography) are
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TABLE 13.3. Sexual problem diagnostic grid[64]

Focus of problem

Influencing factors Orgasm Arousal Desire

Contextual 1 1 1,2

Relational I (simple
conflict communication)

1,2 2 2,3

Relational II (underlying
structural ssues)

2,3 3 3,4

Relational III
(commitment)

3 3,4 4

Intrapsychic 3,4 4 4

Key: 1, low severity: educational/behavioral treatment, including
self-help methods; 2, moderate severity: behavioral treatment with
additional counseling likely; 3, high severity: behavioral treat-
ment by a sex therapist in conjunction with personal or rela-
tional counseling; 4, extreme severity: behavioral treatment only
an adjunct to intensive personal and/or relational psychotherapy.

not problems of sexual desire as they are presented,
but actually represent problems within the individual or
the relationship. Persistent marital difficulties in infer-
tile couples may be indicative of earlier conflicts either
within the marriage or within the individuals. In some
couples, partners blame themselves or each other for
infertility (irrespective of actual etiology) or medical
diagnosis, resulting in anger that interferes with sex-
ual desire and functioning. Lack of emotional close-
ness may masquerade as sexual problems when the
actual problem is inappropriate or destructive behav-
iors such as violence, abuse, or boundary violations.
In such cases, treatment for sexual dysfunction is less
important than resolution of more significant marital
issues (see Chapter 9).

One approach for determining whether a presenting
sexual complaint is primarily sexual or relationship-
related was designed by Sanderson and Maddock[64]
and includes a diagnostic and treatment planning
guide, as well as a helpful taxonomy of relation-
ship difficulties (Table 13.3). The sexual complaint is
assessed in terms of the phase of sexual function-
ing (desire, arousal, and orgasm) and three ‘influ-
encing variables’: context (immediate context of the
erotic contact); relationship (general interaction of the
partners); and intrapsychic (psychological makeup of
the individual). As a general rule, the longer the dura-
tion of sexual complaints, the more resistant they
are to treatment. Relationship difficulties are defined
in terms of three subgroups: (1) problems involv-
ing minor difficulties that may affect sexual interac-
tion but do not threaten the overall structure of the

relationship (e.g., simple conflicts or stylistic commu-
nication differences); (2) more severe conflicts impact-
ing every aspect of the overall relationship, as well
as relationship dynamics (e.g., inability to trust each
other, power struggles, or differing levels of need for
intimacy); and (3) problems involving partner commit-
ment and psychological presence in the relationship
affecting the fundamental stability of the relationship
(e.g., extramarital affairs, homosexuality, and sexual
addictions).

Even couples who never encounter major or disrupt-
ing sexual problems often experience periodic dimin-
ished sexual desire and satisfaction at some point dur-
ing medical treatment for infertility. Episodic loss of
libido in one or both partners is not particularly dis-
ruptive and can usually be addressed with minimal
education and reassurance. However, consistent and
extensive diminished sexual desire in infertile men and
women is more problematic and usually multifactorial:
a common side effect of feelings of sexual unattrac-
tiveness or defectiveness, guilt or shame, depression or
anger. Loss of libido may be the result of the condi-
tions contributing to infertility or the result of a spe-
cific medical treatment for infertility. Or it may be due
to the stresses and demands that infertility places on
the marriage, social relationships, work life, or finan-
cial resources. All these factors contribute to loss of
sexual desire or interest in infertile men and women,
resulting in diminished sexual functioning. Individuals
may respond with silent resignation; anger or blame
directed at self, spouse, infertility or medical caregivers;
help-seeking; or self-treatment. Silent resignation is the
abandonment of sexual satisfaction or desire by one
or both partners, who learn not to expect physical or
emotional rewards from their lovemaking and consider
sexual intercourse a reproductive duty to be endured.
This is often more common and easier to disguise in
women. Self-treatment includes not only a variety of
over-the-counter medical remedies or gadgets but also
various self-defeating sexual behaviors such as exces-
sive masturbation; additional intimate relationships
(i.e., extramarital affairs); obsessive search for sexual
thrills; sexual release without emotional entanglement;
sexual addiction behaviors; pornography with or with-
out excessive internet sex; or parenthood without one’s
infertility partner. Rarely do infertile men or women
actually seek help for sexual problems, unless the dif-
ficulty is clearly interfering with their reproductive
agenda or medical treatment plan. This lack of help-
seeking behavior may represent a desire to avoid fur-
ther boundary violations (maintaining as much of the
privacy around their intimate relationship as possible),
or a belief that sexual problems are unimportant to their
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caregivers or that their caregivers cannot/are unable to
provide assistance.

Response to treatment of a sexual desire disorder
is contingent on its etiology, whether it is general-
ized or situational, and how long the desire disorder
has continued without treatment. Disorders of sexual
desire have traditionally been notoriously difficult to
treat, primarily because men and women have learned
to involuntarily and automatically focus on negative
or distracting thoughts that suppress sexual feelings
while simultaneously not responding to sexual stimuli.
Research on the treatment of sexual desire disorders
has shown that standard sex therapy usually fails to
raise sexual desire.[65] However, treatments that focus
specifically on low sexual desire have been found to be
more effective, especially those using a combination of
cognitive-behavioral treatment programs involving the
following principles: (1) affectional awareness in which
patients become aware of negative attitudes, beliefs,
and cognitions regarding sex; (2) insight-oriented ther-
apy in which patients gain understanding of their neg-
ative thoughts or feelings; (3) cognitive therapy which
assists alteration of irrational thoughts that inhibit sex-
ual desire; and (4) behavioral interventions that focus
on behavioral assignments which evoke positive sex-
ual feelings during experiential/sensory awareness and
change nonsexual behaviors that may be maintaining
the sexual difficulty.[63] Successful treatment involving
behavioral tasks and a nondemanding, reassuring envi-
ronment removes common obstacles to sexual pleasure
such as poor communication, anxiety, unrealistic expec-
tations, or mechanical sex. Other treatment suggestions
include hormonal therapy (testosterone) for men and
women or medications (e.g., sildenafil) for men; anx-
iety reduction; increasing sensory awareness; enhanc-
ing positive sexual/sensual experiences; modifying the
inhibition of erotic impulses; and facilitation of erotic
responses.

Sexual Dysfunction in Women

Regardless of the cause of infertility, research has con-
sistently shown that in response to infertility, women
experience greater emotional distress than men and
often assume more personal responsibility, while endur-
ing a disproportionate share of medical treatment
(see Chapter 3). More often women initiate medical
treatment for infertility; are more invested in having
a child; more aware of the limits of their reproductive
life; and more willing to consider extreme or alternative
measures to achieve parenthood. For women, reproduc-
tion and sexuality may be more intrinsically intertwined

than they are for men, so that disturbances in one area
necessarily reverberate into other areas. In short, infer-
tility clearly impacts the sexual functioning and sexual
health of women in myriad ways.

Current research indicates that the most common
female sexual dysfunction is arousal phase disorders,
followed by orgasm phase disorders of vaginismus and
dyspareunia.[52,66] However, there has been a recent
effort to expand the classifications of female sexual dys-
function to include psychogenic and organic causes of
desire, arousal, orgasm, and sexual pain disorders to
include a ‘personal distress’ criterion and a new cat-
egory of noncoital sexual pain disorder.[67] As such,
infertility clearly qualifies as ‘personal distress’ having
an impact on sexual functioning. Sexual dysfunction
in women may be due to hormonal changes, anatom-
ical or physical factors (e.g., endometriosis, ovarian
cysts, or uterine fibroids), or organic conditions (e.g.,
illness and diseases affecting general well-being and
sexual health). Medications, disease, or physical prob-
lems can, and often do, affect sexual pleasure and sex-
ual functioning. Hormonal changes, including loss of
hormones with menopause, premature ovarian failure,
or surgical removal of the ovaries, may lead to dimin-
ished sexual appetite; loss of vaginal lubrication; painful
intercourse; decreased sexual sensation and arousal;
and less intense orgasms. Anatomical reasons for sexual
dysfunction include surgical outcomes and congenital
malformations of the reproductive tract, such as con-
genital absence of the vagina or biforate uterus. Organic
conditions include endometriosis, ovarian cysts, pelvic
disorders, STIs (e.g., herpes or HPV infection), obesity,
myomas, diabetes, alcoholism, neurological conditions,
or other illnesses that can cause painful intercourse and
sexual dysfunction.

Arousal Phase Disorders
The arousal phase of sexual excitement occurs in
response to sexual stimuli and results in vaginal lubri-
cation and expansion. Arousal disorders are defined
as impaired female excitement or the persistent and
recurrent lack of response to sexual stimuli and activ-
ity, resulting in lack of vaginal lubrication and engorge-
ment. Estimates of the prevalence of arousal disor-
ders in the general population vary between 11% and
48%.[65] Causes of arousal problems include pelvic
vascular disease; neurological conditions; hormonal
changes; and psychosocial factors, such as stress, prior
history of sexual trauma, painful intercourse, or rela-
tionship problems.

Arousal disorders in women are often difficult to
treat. Cognitive restructuring can be helpful in changing
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involuntary, automatic negative thoughts that suppress
sexual feelings.[52,67] Other treatment suggestions
include sensate-focus exercises (see Table 13.6); anx-
iety reduction; education about normal physiological
sexual responses; increased sensory awareness; enhanc-
ing sexual/sensual experiences; facilitation of erotic
responses; increased use of fantasy and/or erotica; and
masturbation.[68,69] Female sexual arousal disorders
constitute a varied spectrum of difficulties, ranging
from the total absence of any physical arousal or emo-
tional pleasure to physiological arousal without emo-
tional feelings of sexual desire, pleasure, and/or orgasm.
‘Spectatoring’ is a common phenomenon in which
the individual is physically engaged but emotionally
detached – watching themselves during sexual encoun-
ters. The most common complaint is the absence of sub-
jective sexual excitement or pleasure despite adequate
physical arousal (e.g., lubrication). Pharmacological
and physical treatments include the use of hormones
(i.e., estrogen, testosterone, oxytocin, progesterone, and
vasodilators), lubricants, vibrators, antidepressants,
and various herbal remedies.[70] Psychological therapy
addresses inhibitions as well as interpersonal and moti-
vational factors. Hypnosis and relaxation techniques
have also been suggested as measures that reduce anx-
iety and cognitive restructuring as a technique to elim-
inate ‘spectatoring’ and negative thought process, typi-
cally related to past sexual trauma.[71]

Orgasm Phase Disorders
Impaired or inhibited orgasm, or anorgasmia, is the
total absence of orgasm or the persistent, recur-
rent delay of orgasm following normal and sufficient
arousal. Historically referred to as frigidity, disor-
ders of orgasm were once considered the most com-
mon sexual problem in women. Today about one-third
of young women experience orgasm phase disorder.
Primary anorgasmia is never having experienced
orgasm either alone or with a partner following any kind
of stimulation. Secondary anorgasmia is the absence
or delay of orgasm after previously having been orgas-
mic. Most often, a woman can achieve orgasm with
masturbation, manual stimulation, or cunnilingus but
is unable to do so with intercourse. In the past, there
was some controversy about whether failure to orgasm
with intercourse alone was actually a ‘dysfunction’ in
women; however, this issue is not a concern today.

Orgasmic dysfunction in infertile women is common,
at least episodically, and is attributable to several fac-
tors including medical conditions (e.g., diabetes, estro-
gen deficiency, anatomical problems, and gynecolog-
ical conditions); medications (including psychotropic

drugs, alcohol, ‘recreational’ drugs, and certain pain
medications); and psychosocial factors (e.g., depression
or relationship conflict). Although anorgasmia is fre-
quently attributed to psychological disturbances, there
are few psychological factors that consistently relate to
the inability to achieve orgasm. Because orgasm is not
necessary for natural procreation in women, preoccu-
pation with pregnancy and a willingness to relinquish
orgasm often have an impact on sexual responsive-
ness during infertility. This is more likely to become a
marital problem than a psychosexual problem. Women
may surrender orgasm as penance for past sexual mis-
deeds; in trade for the ‘baby at any price’; or for the
sake of minimizing the impact of infertility on their
own or their partner’s life. Sometimes women and their
partners, in an attempt to proceed with intercourse
and circumvent natural sexual response, use various
commercial lubricants (most of which are spermici-
dal) to facilitate intercourse. However, they are usu-
ally unaware that this is a counterproductive self-help
solution.

Treatment techniques for anorgasmia in women
focus on increasing sexual response by providing
increasing awareness of arousing environmental cues
and her body’s responses to sensation, often with the
assistance of masturbation. Treatment must necessar-
ily address the issue of ‘relinquishing orgasm’ for pro-
creative purposes, and the woman’s willingness to rec-
ognize and alter this practice. Treatment that focuses
on satisfying her male partner is usually not success-
ful, although attention to relationship and interaction
issues and her partner’s sexual response and sensi-
tivity to her are usually beneficial. Additional treat-
ment interventions include relaxation training; cog-
nitive restructuring; pelvic exercises; relaxation and
biofeedback; and increased tolerance for normal feel-
ings of arousal and excitement. Treatment of female
orgasm disorders has been quite successful, although
the definition of success has often been an issue: If
orgasm with their partner is the criterion, the success
rate is 85–95%, but only 30–50% if orgasm during inter-
course is the criterion.

Vaginismus
Vaginismus is defined as recurrent and persistent invol-
untary vaginal spasms or muscle contractions that
make entry into the vagina impossible or painful.
Although the woman is sexually aroused and capable
of experiencing an orgasm, the vaginal muscles close
tightly, preventing penile or digital entry into the vagina.
Vaginismus may be localized to sexual intercourse or
may be generalized to include any attempt to enter
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the vagina, including digital foreplay; cunnilingus; self-
examination with fingers; tampon insertion; or pelvic
examinations by a physician. Vaginismus may be pri-
mary (inability to tolerate penetration and present in
all encounters) or secondary (occurring in specific rela-
tionships or situations). Women with vaginismus typi-
cally experience sexual arousal and sexual pleasure in
response to foreplay and are often able to have pleasur-
able and plentiful sexual activity, even though they are
unable to have sexual intercourse. However, it should
be noted that while sex therapists and the ICD/DSM-IV
distinguish between vaginismus and sexual pain dis-
order, there are no published diagnostic studies that
have demonstrated that a gynecologist or mental health
professional can reliably diagnose vaginismus or distin-
guish it from dyspareunia. Research reviews have led to
the conclusion that this diagnosis is questionable due to
the high rate of comorbitity for dysparenia and vagin-
ismus.[72,73]

Vaginismus may be caused by physical problems,
emotional trauma, or psychosocial stressors but is
less likely to be due to physical etiology. Typically,
women present requesting and/or expecting treatment
for a physical condition and are resistant or openly
reject the suggestion of a psychological intervention.
However, while this condition generally is thought
to be psychological in nature, physical factors can-
not be ruled out. Possible physiological causal factors
include congenital deformity of the vagina; infections;
hormonal abnormalities; sexual trauma; insufficient
lubrication as a result of inadequate foreplay or poor
sexual technique; allergic reactions; or other physical
etiology.[74] Understandably, vaginismus often causes
significant relationship problems, sometimes triggering
erectile dysfunction in partners, particularly if the man
becomes impatient, angry, or guilty, or feels responsible
for his partner’s problem.

Treatment of vaginismus usually involves a compre-
hensive program of physical evaluation, psychother-
apy, and behavioral interventions aimed at modifying
or altering the immediate cause of the conditioned
response (tightening of the vaginal muscles).[75] Treat-
ment often includes pelvic exercises, dilators, biofeed-
back, psychotherapeutic interventions, or physical ther-
apy. Finally, treatment for vaginismus can take a fair bit
of time, requiring the woman’s commitment and com-
pliance, as well as the patient cooperation of her part-
ner. The time demand can be an additional stressor for
infertile couples who often do not want to delay their
pursuit of pregnancy to address a sexual problem they
have learned to live with or accommodate. However,
vaginismus has the highest rates of treatment success
(Table 13.6).

Dyspareunia
Painful intercourse, or dyspareunia, may be the result
of lack of arousal but is most often due to physical
factors such as pelvic infection; anatomical conditions;
congenital deformities; or vaginal atrophy due to inad-
equate estrogen exposure. Female sexual pain disor-
der can or may become the cause of infertility, if not
the result, when pain is so intense as to limit or halt
sexual intercourse. [72,74,76]. Other factors causing
painful intercourse include side effects of medications;
insufficient hormones; scarring from pelvic infections
or surgeries; myomas; cancer; and STIs such as HPV
infection and genital herpes. In infertile women, dys-
pareunia may be the result of ovarian cysts; side
effects of ovulation-induction medications; ovarian
hyperstimulation; infection; surgical adhesions; and
endometriosis. Lubrication problems, or failure of the
vaginal walls to provide adequate secretion to moisten
the vagina and facilitate penile penetration, can be
another common cause of painful intercourse and may
be due to inadequate hormone levels; injury to the vagi-
nal walls; lack of adequate sexual arousal; or poor sex-
ual technique. Inadequate lubrication may also be due
to attempts to proceed with sexual intercourse when
a woman is not sufficiently aroused, an all too com-
mon occurrence in infertile couples who wish to get the
reproductive chore over.

The optimum treatment for dyspareunia is contin-
gent on etiology and involves a multimodal assessment
and treatment protocol that addresses the following:
behavior, affect, sensation, imagery, cognition, interper-
sonal relations, and medications.[72] Pain during inter-
course can be treated medically (e.g., pain medications,
leuprolide for endometriosis, or hormone-replacement
therapy) or surgically (e.g., removal of pelvic adhe-
sions or myomas). Psychotherapy involves relax-
ation techniques; desensitization; pain management;
biofeedback; specialized physical therapy; and reedu-
cation focusing on recognition of pelvic, genital, and
muscular sensations. Alteration or adaptation of sex-
ual positions, with the woman taking more control of
the sexual encounter to avoid painful sites or posi-
tions, has also been found helpful, especially for women
with endometriosis or other pelvic conditions. Physical
therapy involving site-specific, manual soft-tissue ther-
apy has also been found to be effective for reducing
dyspareunia and increasing orgasm, particularly in
women with a history of abdominal adhesions.[76]

Sexual Dysfunction in Men

Myths about male sexual functioning – such as men are
ready, willing, and able to engage in sexual activity at
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any time or any place – have contributed to cavalier and
unrealistic expectations regarding sexual functioning in
men, and infertile men in particular. Such assumptions
and perfunctory attitudes toward male sexuality are
often the biggest impediment in the identification and
treatment of sexual dysfunction in infertile men. Tradi-
tionally, sexual functioning in infertile men has focused
on sexual disorders preventing impregnation or impact-
ing infertility treatment plans, and less on sexual sat-
isfaction or men’s feelings about sexual performance
or reproductive ability. However, infertility (especially
male-factor infertility) frequently triggers feelings of
failure; sexual inadequacy; diminished masculinity; loss
of potency or power; and altered sense of self – all con-
tributory factors in male sexual dysfunction.[41] During
infertility, sexual intercourse for many men becomes
obligatory, repetitive, and routine, providing few emo-
tional rewards and little excitement. Many men develop
performance anxiety, sexual avoidance, or even aver-
sion to sex, especially if sex is for ‘procreation pur-
poses only’ and their partner is sexually unresponsive or
impassive. Frequently, infertile men complain of feeling
like ‘stud service’ (that all his partner wants from him
is his sperm) or of the ‘queen bee syndrome’ (his sole
importance is to fertilize his partner).[77] Such feelings
can be further intensified if the man equates sperm pro-
duction with ejaculation, even though the two are dis-
tinct physiological functions.

The most common sexual dysfunctions in men are
erectile dysfunction, traditionally referred to as impo-
tence (inability to achieve or maintain an erection
adequate for sexual intercourse); premature ejacula-
tion (inability to exert voluntary control of ejaculatory
reflex); and retarded or inhibited ejaculation (inhibi-
tion, delay, or absence of ejaculation). For men, erectile
disorder is the most common presenting problem in sex
therapy clinics, whereas premature ejaculation is more
widespread in the community. Inhibited male orgasm
is less common both in community and clinical set-
tings. Causes of sexual dysfunction in men include hor-
monal changes (e.g., diminished testosterone with age);
physical factors (e.g., injury or congenital anomaly); or
organic conditions (e.g., illness and diseases such as dia-
betes or hypertension).

Erectile Dysfunction
Primary erectile dysfunction is never having had the
ability to achieve and/or maintain an erection suffi-
cient for vaginal penetration or successful coitus. This
is a very rare condition most often due to physical or
organic factors but, in rare situations, to psychological
factors as well. Although rare, when it does occur, pri-
mary erectile dysfunction whether due to psychologi-

cal or physiological factors is a direct cause of infer-
tility. Treatment success rates for primary erectile dys-
function are the lowest among all sexual disorders in
men and women. Secondary or acquired erectile dys-
function is partial or weak erections; total absence of
an erection; or the inability to sustain an erection long
enough for vaginal penetration and/or intravaginal ejac-
ulation. Most men experience some form of episodic,
transient erectile dysfunction at some point in their life-
time. A significant number of men suffer from chronic
erectile dysfunction especially as they age, although it
affects men of all ages. In the past, it was believed
that 90% of erectile dysfunction disorders were due
to psychological factors, but it is now believed that
this is an overestimate and that 50% of erectile dys-
function problems have a physical (or organic) etiol-
ogy.[78,79] Causes of impotence include organic fac-
tors (e.g., endocrine or neurological problems; medi-
cations, alcohol, tobacco, and recreational drugs); hor-
monal changes (e.g., hormonal therapy including med-
ications used to treat infertility); physical factors (e.g.,
injury, cancer, urological, or vascular problems); and
psychological or relationship difficulties.

Erectile dysfunction is the most important cause
of male-factor infertility due to sexual dysfunction,
although men (and/or their partners) rarely disclose
this problem to caregivers.[80] This may be because
many men generally have difficulty discussing their
sexual problems or because it is difficult to discuss
these problems with infertility physicians (who are
typically gynecologists). Erectile dysfunction due to
psychological factors is generally believed to be the
result of the man’s blocking sexual arousal and focus-
ing instead on nonsexual or antisexual cues.[78] A vari-
ety of psychosexual issues may account for erection
problems in men, involving not only his feelings about
himself but also his feelings about his health (e.g.,
semen analysis), relationships, sexuality, and life sit-
uation. Relationship issues, especially those involving
conflict and anger, have been found to be a major fac-
tor in erectile dysfunction.[79] Intrapersonal dynam-
ics, such as ambivalence about parenthood; threat-
ened masculinity or self-esteem; or fear of intimacy
or commitment, can surface during the crisis of infer-
tility and become influential issues in a man’s sexual
functioning.

Erectile dysfunction, like vaginismus in women,
often contributes to considerable marital tension, espe-
cially in terms of infertility, in which the husband’s
healthy sexual functioning is a prerequisite to procre-
ation as well as many infertility treatment protocols.
Inability to perform sexually (intercourse or produce
a sperm specimen) may not be simply embarrassing
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but financially expensive; culturally reprehensible;
religiously unacceptable; emotionally distressing; and
relationship-damaging. Conflicts or disagreements
about medical treatments; family-building options; per-
sonal agendas; or relationship dynamics can, and often
do, contribute to erectile dysfunction problems in infer-
tile couples.

Treatments for secondary erectile dysfunction have
had mixed success rates, although medications (e.g.,
sildenafil citrate) have been found to be very effec-
tive. Furthermore, in addition to reversing anxiety
and stress-induced transitory impotence, sildenafil
improved seminal parameters (e.g., sperm motil-
ity).[81] Furthermore, sildenafil was found to be helpful
in increasing compliance in men using procreation to
conceive or pursuing infertility treatments that required
semen collection.[82] Treatment usually begins with
a physical examination that evaluates hormone levels,
nerves, and blood vessels and assesses nocturnal tumes-
cence (rigidity of the penis during sleep). There are
two general types of nocturnal tumescence devices: the
snap gauge cuff and the nocturnal penile tumescence
monitor.[83] When erectile dysfunction is determined
to be organic and not reversible (e.g., in the case of
injury or disease), treatment usually involves medical
(oral or injectable medications) or surgical interven-
tions such as penile injections, penile prostheses, and/or
penile implants. Medications, penile injections, penile
prostheses, and penile implants all facilitate erections
and sexual intercourse, thereby improving quality-of-
life. However, these treatments usually do not and can-
not improve or restore fertility.

Psychological treatments for erectile dysfunction
include decreasing performance anxiety; eliminat-
ing ‘spectatoring’; increasing awareness of erotic
sensations; and disputing irrational beliefs and myths.
Psychodynamic-depth approaches that do not include
behavioral or cognitive interventions have been found
to be ineffective in the treatment of erectile dysfunc-
tion,[78] while guided imagery and sensate-focus exer-
cises (see Table 13.6) have been found to be helpful
in deemphasizing sexual performance and refocusing
on sensation and pleasure. Cognitive restructuring, sex-
ual education, and relaxation techniques are successful
for redirecting negative and automatic thoughts while
increasing comfort with feelings of sexual arousal. For
infertile couples, marital counseling addressing rela-
tionship issues, husband’s sexuality, and couple sex-
ual functioning can be beneficial.[79] Whether erec-
tile dysfunction is due to physical or emotional factors,
counseling can help the man and his partner maintain
realistic expectations about treatment outcomes and
provides a supportive environment for discussing the
problem.

Premature Ejaculation
Premature ejaculation, or inadequate ejaculatory con-
trol, is the inability to exert voluntary control over the
ejaculatory reflex, so that once a man reaches a certain
level of sexual arousal or excitement, he ejaculates
reflexively and rapidly soon after or even before vaginal
penetration. It should be noted that in some cultures
this is not considered a sexual problem because the
woman’s involvement and/or response during sexual
intercourse is irrelevant and unimportant. Neverthe-
less, premature ejaculation is defined as a problem
when the man is unable to delay ejaculatory reflex for
sufficient time during intercourse to satisfy a responsive
partner during 50% of their coital experiences.[84,85]
Premature ejaculation is problematic for infertile
couples, particularly when they pursue intercourse
with insufficient lubrication causing significant pain
for the woman. Premature ejaculation is usually not
situational; it typically occurs with all partners because
the man has not learned to voluntarily control his
ejaculatory reflexes. Diagnostic criteria for premature
ejaculation are contingent on the length of coitus; sex-
ual attitudes of both partners; and sexual expectations
often defined by sociocultural issues. Although rare,
there can be physical causes for premature ejaculation,
especially when loss of control is not associated with
significant stress or a change in the man’s sexual
relationship.[52] Organic causes of premature ejac-
ulation involve congenital conditions; neurological
problems; side effects of medications; and other health
problems, including hormonal changes (especially
hormone medications used for infertility treatment).
Psychological factors (apart from learned response)
may be related to infertility with its emphasis on sex for
procreation; the man’s (or couple’s) attempts to make
the sexual encounter as brief as possible; or habituated
rapid ejaculation to provide specimens for infertility
treatment.

Premature ejaculation has the highest rates of treat-
ment success (see Table 13.4). Psychological interven-
tions in which couples are taught either the stop-
start or squeeze technique have had fairly high success
rates, although they are less successful when both
partners are overconcerned with reproduction and
underconcerned with sexual pleasuring or lovemak-
ing. Medical treatment of ejaculatory problems is
often difficult, although there are numerous medi-
cations that can help delay ejaculation. The most
effective psychosexual treatment for premature ejacula-
tion combines multiple strategies such as physiological
relaxation; muscle training; cognitive and behavioral
pacing strategies; and the involvement of the part-
ner in the therapy.[86] Other treatment interventions
include promoting couple communication and couple
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TABLE 13.4. Success rates for treatment of sexual dysfunction[68]

Premature ejaculation and vaginismus 90–95%

Absolute female orgasmic dysfunction (no orgasm ever) 85–95% if orgasm with partner is criterion, but only 30–50%
if orgasm during intercourse is criterion

Partial female orgasmic dysfunction (patient seldom
orgasmic or orgasmic only with solo masturbation)

70–80%, but only 30–50% if criterion is during intercourse

Secondary erectile dysfunction (patient has had erections
in past)

60–80%

Primary erectile dysfunction (no erections ever in sexual
situations)

40–60%

Retarded or blocked ejaculations 50–82%

Low or inhibited sexual desire no reliable outcome studies of sex therapy; sporadic success
at best after much longer therapies

cooperation; teaching the man to concentrate on his
genital sensations; and facilitating his mastery of a
series of tasks that progressively provide more intense
genital stimulation while he learns to control his ejacu-
latory response.

Inhibited or Delayed Ejaculation
Inhibited or delayed ejaculation or orgasm (sometimes
referred to as retarded ejaculation) is the persistent and
recurrent inhibition of orgasm, manifested by delay or
absence of ejaculation following adequate sexual excite-
ment. It is commonly defined as difficulty or inabil-
ity to ejaculate during sexual intercourse or mastur-
bation. Although failure to orgasm is fairly common
in women, delayed or absence of orgasm in men is
fairly rare. Inhibited male orgasm or delayed ejacu-
lation ranges from mild situational delays in ejacula-
tion to excessively long periods of intravaginal thrust-
ing without orgasm. Historically, physical causes have
been rare, although delayed ejaculation may be symp-
tomatic of underlying medical conditions or due to
physical conditions such as spinal cord injury. Recently,
delayed ejaculation has been identified as a common
side effect of some antidepressant medications, par-
ticularly SSRIs. Psychological etiology may be due to
performance anxiety; depression; anger; guilt regard-
ing sex in general or with certain partners; rela-
tionship problems; traumatic sexual history; religious
orthodoxy; prolonged fear of pregnancy leading to con-
ditioned response; history of withdrawal method of
birth control; gender identity issues; cultural factors;
and/or partner unresponsiveness. Recently it has been
suggested that delayed or retarded ejaculation is due to
a combination of insufficient arousal to reach orgasm
in intercourse and reflex inhibition.[87]

Treatment of inhibited male orgasm or delayed
ejaculation has been notoriously difficult and time-

consuming, with success often followed by relapse.[87]
Medical treatment for delayed ejaculation usually
entails addressing underlying medical conditions, the
removal of medications and/or alcohol, tobacco, and
recreational drugs. Psychological treatment of delayed
ejaculation using sensate-focus techniques has been
successful by increasing the man’s awareness of his
sexual sensations and arousal responses. Psycho-
logical interventions aim at overcoming ejaculatory
inhibitions; reducing fear and anxiety; improving cou-
ple interactions; and resolving underlying psychological
conflicts, aggression, and problems. In fact, it has been
suggested that treatment be redefined from introvaginal
orgasm to something less – avoiding a rigorous treat-
ment regime and thereby avoiding or enhancing ever-
present performance anxiety.[87] When delayed ejac-
ulation affects fertility, electroejaculation or testicular
biopsy can be used to obtain sperm for insemination of
the female partner or use in IVF. However, this solution
is only recommended when psychosocial causes have
been ruled out or successfully treated, although most
infertile couples resist psychosocial treatments in their
relentless pursuit of pregnancy and their aversion to
‘wasting time’ in that pursuit. Furthermore, given the
possible etiology of ‘learned response’ and the rather
dismal treatment success rates, it may be unrealistic
to defer infertility treatment to address adequately this
sexual dysfunction. At best, the goal for the infertil-
ity counselor may be effectively and confidently ruling
out dissatisfaction and/or loss of desire for the part-
ner and/or partnership before proceeding with family-
building medical treatments with this partner.

Sexual Pain Disorders in Men
Disorders in men involving any form of pain during sex-
ual activity (also termed male dyspareunia) are usually
categorized on the basis of the point in the sexual act
during which pain occurs: pain with erection; pain on



P1: JPJ
052185363Xc13a CUFX030/Covington 0 521 85363 X September 4, 2006 8:23

228 LINDA HAMMER BURNS

intromission; or pain accompanying ejaculation.Sexual
pain disorders in men are typically uncommon and
are usually due to physical factors such as infection,
tight foreskin, or spasm of the perineal muscles.[79,88]
When no physical etiology can be identified, treatment
usually consists of empirical medical remedies; reas-
surance of anatomical normalcy; and investigation of
psychological factors.[79] Psychological interventions
focus on adaptation to physical factors in pain disorder;
the secondary gains of pain; illness behaviors; relax-
ation and behavioral-cognitive interventions; and rela-
tionship issues.

THERAPEUTIC INTERVENTIONS

Treatment of Sexual Dysfunction

Most couples are reluctant to discuss the private sexual
aspects of their relationship, but even more so when
sexual functioning may be problematic and/or involve
behavior that is embarrassing or atypical for either one
or both partners.[89] Infertile couples appear to be even
more reluctant to discuss sexual dysfunction if they fear
that it will interrupt medical treatment. Even so, no clin-
ician working with infertile couples should assume that
a couple is having regular sexual intercourse sufficient
for reproduction or ignore the possibility of unusual
sexual practices that interfere with conception and/or
medical treatment plans. The first issue in any med-
ical and/or sexual history, especially regarding infer-
tility, must address whether or not the couple is hav-
ing sexual intercourse that involves penile ejaculation
into the vagina on a regular basis (i.e., at least twice a
month).

Treatment success rates vary according to the specific
sexual dysfunction: Premature ejaculation and vaginis-
mus have the highest rates of treatment success, while
primary erectile dysfunction has the lowest treatment
success rate (see Table 13.4). Female orgasm disorders
can be treated with considerable success, depending
upon the definition of success: 85–95% success rate if
orgasm with partner is the criterion but 30–50% success
rate if orgasm during intercourse is the criterion. Erec-
tile dysfunctions have mixed success rates, with sec-
ondary erectile dysfunctions having higher rates of suc-
cess than primary erectile dysfunction. Mixed success
is also the case for delayed ejaculations. In general, the
most difficult sexual dysfunction to treat is diminished
sexual desire.[75] Finally, successful outcomes in sex
therapy have been found to be influenced by the diag-
nosis of sexual dysfunction; the pretreatment quality
of a couple’s general relationship; the quality of their
pretreatment sexual relationship; their motivation for

TABLE 13.5. P-LI-SS-IT model[90]

P Permission to talk about sexual issues, reassurance
and empathy, and the acknowledgment that we
are sexual beings

LI Limited information, including sex education;
clarification of sexual myths and stereotypes; and
bibliography with suggested related books

SS Specific suggestions, such as Kegel exercises,
squeeze technique, or sensate focus

IT Intensive therapy, individual or conjoint, including
focus on relationship dynamics and psychological
concerns and other complex issues

treatment and/or unproved sexual functioning; medical
diagnosis of infertility; type of sex therapy; and extent
of progress made by the third treatment session.[52]

Clinicians treating sexual problems can intervene on
several different therapeutic levels. Annon and Robin-
son’s[90] P-LI-SS-IT model of sexual counseling identi-
fies four levels of intervention: (1) permission; (2) lim-
ited information, (3) specific suggestions, and (4) inten-
sive therapy (Table 13.5). This behavioral therapy model
is based on a continuum of less intense to increas-
ingly intensive interventions. Initial interventions
involve encouraging discussions of the sexual problem;
the provision of basic information about sexual
functioning; definition and explanation of the specific
sexual problem; and education about how infertility
impacts sexual functioning. More intense therapeutic
interventions and formal treatment may involve referral
to a trained sex therapist or collaborative work between
an infertility counselor and sex therapist.

Almost all approaches for the treatment of sexual dys-
function incorporate strategies of sexual reeducation
designed to eliminate sexual myth and misinformation;
attitude-changing techniques; marital and communica-
tion enhancement methods; and specific prescriptions
for behavior change.[91] The basic behavioral tech-
niques include:

■ anxiety-reduction techniques: progressive relax-
ation; systematic desensitization; methohexital sodium
(Brevital, a fast-acting muscle relaxant); and assertive-
ness training procedures
■ directed masturbation: treatment for both anorgas-
mia in men and women
■ orgasmic reconditioning: directed fantasy in conjunc-
tion with masturbation to modify the kinds of sexual
stimuli associated with arousal
■ imagery techniques: assessment and rehearsal of
desired sexual responses
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TABLE 13.6. Sensate-focus exercises

Pleasuring without direct attempts to produce
arousal/erection

Penile erection/arousal through genital pleasuring

Extravaginal orgasm

Penetration without orgasm

Full coitus with orgasm

■ explicit homework assignments: massage, self-
stimulation, or couple communication exercises
■ sensate-focus technique: exercises designed to help
couples enrich their ways of touching each other ini-
tially and increasing their awareness of pleasurable feel-
ings. Touch is initially nongenital, eventually leading to
genital touching (Table 13.6).

At times, sex therapy includes the use of various
devices, such as the vacuum constriction device and
penile prosthesis, antidepressants for male anorgas-
mia, and vibrators for female anorgasmia or vaginis-
mus. Medications (e.g., sildenafil or antidepressants)
may be used for erectile dysfunction or sexual desire
disorders. Devices and medications may be used alone
or in combination with medical or surgical therapies,
couples counseling, physical therapy, hypnosis, or inter-
personal therapy.[70,71,76] In all treatment of sexual
dysfunction, cultural and/or religious restrictions, fore-
play, and timing of sexual intercourse should be con-
sidered, as well as persistent marital difficulties, includ-
ing preexisting marital disturbance, unrealistic sexual
expectations, prior sexual trauma or victimization, and
performance pressures. In truth, individuals often find
the suggestions of homework, reading, medications, or
devices alarming or offensive. Finally, the success of
treatment is contingent on diagnosis; motivation of the
patient and his or her partner; the type of therapy; and
the qualifications of the therapist, as well as the fun-
damentals of sexual intimacy – equality, mutuality, and
reciprocity.

Prevention of Sexual Dysfunction
in Infertile Couples

One of the goals of infertility counseling is the pre-
vention of disturbance whenever possible, a goal that
is particularly important to an infertile couple’s sex-
ual relationship (see Table 13.7). Prevention of sexual
dysfunction may involve targeting either issues related
to the medical treatment or the couple’s relationship.
Demands of medical treatment that strain sexual func-
tioning include producing a sperm specimen for med-

ical treatments; the requirement of mid-cycle sex-
ual intercourse; and sexual intercourse followed by
postcoital testing. It is important to carefully assess
with a couple (and medical caregivers) the pros and
cons of a treatment procedure in terms of its poten-
tial for contributing to or exacerbating sexual diffi-
culties. For example, if a couple already has prob-
lems with sexual intercourse, the medical information
provided by postcoital testing may be minimal, com-
pared to the deleterious effect on the couple’s sexual
relationship. By the same token, every effort should
be made to accommodate medical treatment plans
to a couple’s sexual problems and religious or cul-
tural proscriptions. For men with problems produc-
ing a sperm sample, assistance may involve allowing
his wife to participate; providing special semen collec-
tion condoms to be used during intercourse; or making
environmental accommodations (e.g., providing erot-
ica, sound machines, earphones, and a more secluded
‘collection’ room). If the clinic cannot make logistical
accommodations, it may be useful for these men to
bring a tape player with ear plugs to block out clinic
sounds. For couples with female sexual pain problems
(perhaps related to endometriosis or ovulation induc-
tion), changing sexual positions; the use of over-the-
counter pain medication before sexual intercourse; or
preintercourse relaxation exercises, massage, and hot
baths may be beneficial.

Sometimes, the most effective means of preventing
sexual dysfunction is simply addressing with the couple
the importance of their sexual relationship and specif-
ically asking each partner about common sexual prob-
lems, such as painful intercourse, ‘sex-on-demand,’ and
problems with specimen collection. Couples usually
respond with relief at being given permission to dis-
cuss these problems, especially men who are often too
embarrassed to admit problems such as shyness about
specimen production; mid-cycle sexual problems; or
sex causing or increasing pain in their partners. For
these couples, preventing problems may involve basic
education; offering helpful tips; or encouraging them
to discuss the problems with their physician, infertility
counselor, and/or a sex therapist. This can also normal-
ize sexual problems for the infertile couple, minimizing
guilt and stigma, while helping them understand the
nature of common sexual problems in infertility. In this
manner, the importance of their sexual relationship is
validated, and they are encouraged not to ‘sacrifice’ sex-
ual rewards for the sake of a pregnancy, parenthood, or
infertility treatment.

Prevention of sexual problems also involves address-
ing relationship issues and giving couples educa-
tion and support regarding sexual matters. If the
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TABLE 13.7. Tips for infertile couples on keeping sex enjoyable

For female sexual disorders: change sexual positions (woman on top or side by side); use
over-the-counter pain medication before sexual intercourse; try preintercourse relaxation
exercises, and/or hot baths

For problems with sperm collection: bring an audiotape player with ear plugs or ask to use
the clinic video machine and bring own videotape with ear phones

Discuss sexual problems with physician or other caregivers

Educate oneself about normal sexual functioning and typical sexual problems of infertility

Don’t ‘sacrifice’ rewarding sexual encounters or intimacy for infertility treatment

For marital problems (in addition to sexual difficulties): seek help from qualified infertility
counselor

Take turns planning special sex ‘dates’ at nonfertile times

Practice ‘nonintercourse’ sexual pleasuring

Plan treatment ‘holidays’ with focus on renewing physical intimacy and warmth

Plan a hotel date or special time away from home for ‘distraction-free’ sex

Renew commitment to each other

Devote time to activities and interests you as a couple really enjoy

Try sexual ‘play,’ as you did early in your relationship

Be creative and inventive

Take your time

When interest wanes, try erotic books, board games, or videotapes

sexual problems reflect more fundamental relationship
problems, it may be that marital issues must take prece-
dence over further infertility treatment. This is espe-
cially important if there is evidence of an extramarital
affair or sexual behavior that is likely to precipitate
a marital crisis, such as homosexuality; illegal sexual
behavior (e.g., victimization or use of prostitutes); sex-
ually addictive behaviors (e.g., excessive masturbation,
pornography with or without internet sexual activity);
or deviant sexual behaviors (e.g., partner swapping).
These problems may be a serious mental health prob-
lem involving at risk behaviors either causing infertility;
destabilizing the relationship; or potentially exposing
the child to a harmful environment.

For less serious problems, prevention may sim-
ply involve encouraging couples to keep their sex-
ual relationship rewarding, interesting, and enlivened
(see Table 13.8). For couples complaining of lost spon-
taneity, the benefits of planned, special sex dates at non-
fertile times may be explored, or they may be given
homework in which each partner takes responsibil-
ity for planning a sexual surprise. Couples may wish
to explore nonintercourse sexual expression, such as
massage or sensate-focus exercises (see Table 13.6)
that emphasize physical closeness and nongenital
pleasuring. Taking treatment holidays is always help-
ful, encouraging the couple to use the holiday to renew

physical intimacy and warmth by spending an evening
at a hotel or away from home; renewing their commit-
ment to each other; devoting time to activities that they
as a couple find particularly enjoyable; and learning to
‘play’ with each other again as they did early in their
relationship together. For couples who have a difficult
time being creative, using books, videotapes, or educa-
tional materials may be beneficial, especially those that
give ideas on how to be intimate and close. These can,
but need not be, actual erotica. For couples complain-
ing of loss of interest or desire (and there is no evidence
of depression or other psychological or physical fac-
tors), discussions may focus on increasing awareness of
sexual cues and what the couple finds erotic or arous-
ing. Homework may involve erotic reading materials,
board games, or videotapes that increase the individ-
ual’s or couple’s awareness of what they find exciting
and arousing.

Although prevention of sexual distress should be
a primary goal for all infertility caregivers, it often
is not. And worse, it may not be a priority for the
infertile couple who is singularly focused on having a
baby, after which they believe all their problems will
be solved and their sexual relationship will return to
its ‘preinfertility’ level of satisfaction. Of course, this
is one of the myths that the infertility counselor must
address, helping couples understand that postinfertility
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TABLE 13.8. Therapeutic recommendations

Ask about sexual functioning and satisfaction; then ask again later

Look for evidence or indications of sexual problems

Watch for signs in spouse or marriage of excessive difficulties coping

Watch for signs of marital conflict and disturbance

Encourage discussion and improved communication between partners about
sexual issues

Encourage couple to become educated about normal sexual functioning and
sexual activity

Recommend against ritualized, mechanistic, procreation approaches to sex

Suggest planning sexual activities that are not for procreation only

Encourage sexual activities that are playful, enjoyable, or interesting, especially
during nontreatment times

Provide educational materials about sexual functioning

Inquire about how stressful patient perceives medical treatments

Be aware of mood disorders that may affect sexual functioning

Make referrals to appropriate sex therapy professional

Encourage patient or couple to discuss the sexual problem with infertility
caregiver

(especially when they are parents) will have its own
challenges and prevention at this time is worth a pound
of cure later on.[92]

Ethical Dilemmas

One of the ethical dilemmas of sexual dysfunction in
couples undergoing medical treatment for infertility
is the patient or couple who requests medical inter-
ventions to avoid sexual intercourse or treatment of a
sexual dysfunction. This may include the patient with
primary sexual dysfunction who wishes to have a family
or the couple who develops sexual problems secondary
to infertility treatment. A couple with an unconsum-
mated marriage, sexual aversion, primary impotence,
or vaginismus, while acknowledging the dysfunction
and refusing appropriate treatment, may present desir-
ing inseminations, IVF, or third-party reproduction to
become pregnant. Some couples will develop mid-cycle
impotence or vaginismus, sexual avoidance, inability
to produce sperm specimen for IVF or inseminations,
or other sexual problems over the course of treat-
ment and request treatments, such as husband insem-
ination, that will accommodate their sexual difficul-
ties. The ethical dilemma is that the sexual problem
may mask more severe psychological or marital prob-
lems, while at the same time additional medical treat-
ment may further strain individual or couple func-
tioning which may be further exacerbated by preg-
nancy and parenthood. Will assisting these couples

in achieving pregnancy further
impair individual, couple, or fam-
ily functioning? Should couples
be assisted in achieving preg-
nancy when there is evidence of
a disturbance that may impact or
impair family or parental adjust-
ment, such as in cases of dis-
turbed gender identity or latent
homosexuality? Should medical
treatment for infertility proceed
unchecked even when patients
refuse psychological or sexual
treatment, although they have
acknowledged the existence of sig-
nificant problems? What about the
well-being of the ‘whole’ patient or
couple and comprehensive care?
These questions often pose very
real dilemmas for medical care-
givers and for infertile couples,
especially if their avoidant coping
style and/or fixation on parenthood

clouds their judgment about the health and well-being
of their marriage, family, their potential children, and
themselves.[93]

It seems advisable that, in accordance with the ethical
principle of ‘to do no harm,’ patients with acknowledged
primary sexual dysfunction causing infertility should
not proceed with medical treatment for infertility, espe-
cially as a means of avoiding more appropriate treat-
ment. In addition, although some patients may proceed
with infertility treatment in the presence of some sexual
dysfunctions, medical treatment should be in conjunc-
tion with psychotherapy and/or sex therapy, emphasiz-
ing the importance of sexual health and well-being in
infertile couples.

Role of the Infertility Counselor

Whether sexual dysfunction is a preexisting condition
or an unwelcome side effect of infertility treatment, it
can be a devastating and discouraging blow, compound-
ing the disappointment of childlessness and the distress
of medical treatment. Although at some point in infer-
tility treatment sex may become regulatory, obligatory,
and uninspired, not all infertile couples experience sex-
ual difficulties. Nevertheless, changes in sexual prac-
tices or behavior may often occur, such as the initiator of
sexual encounters; preferred sexual positions; reduced
sexual activity during the luteal phase; or increased
mid-cycle frequency. Adaptation to these changes
not only contributes to a couple’s self-confidence
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in managing the crisis and stresses of infertility but can
also improve communication and marital satisfaction.
When infertility results in relationship disturbance or
sexual problems, the support and intervention of care-
givers are paramount. All too often, the sexual prob-
lems of infertile couples are ignored or minimized
in a belief that they will dissipate on their own or
will have few long-term consequences. Unfortunately,
these beliefs are myths. Although some sexual problems
may disappear when the pressures of infertility treat-
ment end, sexual difficulties typically linger or become
more problematic after treatment ends or parenthood is
achieved.[94,95]

Most infertility counselors are not certified sex ther-
apists and are therefore not qualified to provide sex
therapy as such. However, sexual problems can be inte-
grated into psychotherapy by providing sexual edu-
cation specific to infertility, brief interventions, and
marital counseling (see Table 13.7). The infertility coun-
selor should, at a minimum, become familiar with the
sexual problems relevant to infertility, treatment meth-
ods, success rates, and typical as well as atypical psy-
chosexual responses to infertility treatment.[92,94] Also
important is an awareness of available resources, orga-
nizations, and sex therapists in the area with exper-
tise or special interest in treating infertile couples or
willingness to collaborate with the infertility counselor
in the treatment of the infertile couple or individual
with sexual problems.

FUTURE IMPLICATIONS

As our understanding of sexual functioning has
increased dramatically even in the past decade, so
too has our understanding of the interface of sexual
functioning and infertility. Once thought to be fairly
straightforward, with the advent of assisted repro-
ductive technologies and the plethora of new medi-
cations and treatments for sexual dysfunction, there
are now new ways to overcome sexual problems as
well as new ways of creating or contributing to them.
Leiblum and Rosen identified major trends in the prac-
tice of sex therapy in 1989 that seem all the more
relevant today, particularly when applied to the treat-
ment of infertility: (1) a trend toward greater ‘medicali-
zation’; (2) increasing emphasis on pharmacological
interventions; and (3) greater attention to desire dis-
orders.[96]

Despite considerable research dispelling long-
standing myths and inaccuracies about infertility
and sexual functioning (e.g., that failure to orgasm
in women or tubal spasms cause infertility or that
sperm quality or production is not affected by environ-
mental or ingested chemicals), culture and ignorance

remain problematic – particularly in the developing
world. Furthermore, there remains a need for well-
designed research in the area of sexual functioning and
infertility: What is the actual incidence of sexual dys-
function among infertile men and women as compared
with the general population? What is the incidence
of sexual dysfunction causing infertility? What is the
incidence of specific sexual dysfunctions within the
context of infertility and which are more common?
Is the incidence of diagnosable sexual dysfunction
more common in infertile women or men? Are there
specific infertility diagnoses or treatments that are
more detrimental to sexual functioning in infertile
couples? What are the circumstances that make it
easier for patients to bring up sexual problems with
their caregivers?

As treatment of infertility involves higher rates of
technology use, as such making sexual intercourse less
relevant for procreative purposes, sexual dysfunctions
secondary to infertility may become less problematic.
However, they also may mask sexual disorders allowing
couples to ‘bypass’ their sexual problem and go directly
to parenthood without having to have sex or address the
sexual dysfunction. Furthermore, increased reliance on
assisted reproductive technologies may represent the
technologizing of our society and interpersonal rela-
tionships, allowing more distance, mechanization, and
reserve, impeding intimacy, warmth, and connections.
By the same token, the use of ART without sexual inter-
course for procreation lessens ‘performance anxiety’
and distress, allowing sexual intercourse to be valued
for the intimacy and relationship rewards that it has
always provided.

SUMMARY

■ The ability to reproduce is intimately tied to sexu-
ality, self-image, and self-esteem. The extent to which
this is important varies with cultural expectations,
religious beliefs, individuals, and the impact of medi-
cal conditions and treatment.
■ Although sexual problems can occur during infer-
tility, sometimes even causing infertility, sexual dif-
ficulties are not universally experienced by infer-
tile couples. The majority of infertile couples do
not develop diagnosable sexual problems requiring
intensive treatment, although they may experience
episodic, transient problems, warranting education
and support.
■ The medical assessment and treatment for infer-
tility may interfere with the infertile couple’s sex-
ual pleasure due to performance demands, treatment
requirements, or emotional response to treatment or
infertility diagnosis.
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■ A large percentage of sexual problems may be
addressed by the infertility counselor educated about
the impact of infertility on sexual functioning. Profes-
sional attention and education regarding sexual diffi-
culties during infertility can minimize the impact and
even prevent sexual difficulties.
■ Because most couples do not volunteer sexual prob-
lems, caregivers must specifically ask questions about
sexual behavior as part of a comprehensive medical
and social history, particularly whether the couple is
actually having sexual intercourse on a regular basis.
■ When sexual dysfunction is the presenting cause of
infertility, assessment and therapy for the individual
or couple is necessary and should preclude medical
treatment for infertility.
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PART IV. MEDICAL COUNSELING ISSUES

14 Patients with Medically Complicating Conditions

DONALD B. MAIER, SHARON N. COVINGTON, AND LOUISE U. MAIER

Perfect health, like perfect beauty, is a rare thing: And so it
seems, is perfect disease.

– Peter Mere Latham

Infertility patients with medically complicating condi-
tions often confront complex psychological issues. Med-
ical conditions such as diabetes, hypertension, obesity,
and endometriosis have always affected some patients
seeking infertility services. While patients with these
and other medical problems have been a relatively small
percentage of the infertile population in the past, their
numbers are increasing. There are several reasons for
this trend. First, due to better medical treatment, there
are now more people living with chronic diseases such
as human immunodeficiency virus (HIV) and cancer
in remission. Second, the trend toward delaying preg-
nancy has resulted in older infertility patients, and peo-
ple are more likely to develop medical problems as they
age. Third, new reproductive treatment options, such
as oocyte donation, intracytoplasmic sperm injection
(ICSI), and gestational carrier, make pregnancy and bio-
logical parenthood possible for many patients whose
medically complicating condition had prevented tradi-
tional reproduction. This chapter

■ describes the medical conditions that cause infertility
or impact infertility treatment; and
■ discusses the psychological and counseling issues
that arise for infertility patients with chronic medical
conditions.

HISTORICAL OVERVIEW

A variety of medical conditions have historically had
an impact on fertility and the ability to procreate. The
first section of this chapter reviews these medical con-
ditions. The impact of such conditions can be direct,
where the medical condition causes infertility, or indi-
rect. In the latter category (indirect) are diseases in
which treatment for the medical condition impairs fer-
tility, the desire for fertility alters treatment of the med-

ical condition, genetic traits or the disease itself may be
passed to the offspring, or pregnancy outcome is altered
by the disease (Table 14.1). It is important to consider
the impact of medical conditions on both the couple’s
fertility and their subsequent pregnancy.

It is possible to group the interactions between med-
ical conditions and fertility into five categories (see
Table 14.1). The first category includes diseases or syn-
dromes that cause infertility, and the second involves
diseases whose treatment causes infertility. The third
category includes diseases that have several possible
treatments, the choice of which may be influenced by
a patient’s desire for fertility and/or reproduction. The
fourth group, one of increasing importance, includes
diseases in which genetic traits or the disease itself may
be transmitted along to the offspring. Finally, there are
diseases in which the main impact is not on conception
but on the resultant pregnancy; either the disease or its
treatment may be affected by a pregnancy or the preg-
nancy may be adversely affected by the medical condi-
tion. Some medical conditions will interact with fertility
in many ways, and these groupings may be helpful to
therapists in categorizing the difficulties faced by some
infertile individuals.

Genetic and Congenital Causes of Infertility

Klinefelter’s syndrome is a chromosomal disorder
affecting males born with a karoyotype of 47, XXY (or
an extra X chromosome) resulting in such symptoms as
small testes, absence of sperm, enlarged breasts, high
levels of FSH (follicle-stimulating hormone), mental
retardation, and/or behavioral problems. Klinefelter’s
syndrome is the most common chromosomal disorder
in men with primary testicular failure and small testes
typically causing infertility due to azoospermia. Repro-
ductive technologies such as ICSI may help these men
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TABLE 14.1. Categories of relationships between
medical conditions and infertility

1. Medical conditions that may cause infertility

Endometriosis

Premature ovarian failure

Cancers – testicular, ovarian, Hodgkin’s disease

Klinefelter’s syndrome

Turner’s syndrome

Rokitansky-Küster-Hauser syndrome

Weight extremes – obesity and underweight

2. Medical conditions whose treatment may cause
infertility

Male hypertension

Cancers – testicular, uterine, ovarian, cervical, breast,
Hodgkin’s disease

Endometriosis, inflammatory bowel diseases

3. Medical conditions in which the patient’s choice
of treatment may be influenced by his or her desire
for fertility

Endometriosis

Hodgkin’s disease

Breast cancer

Borderline ovarian cancers

4. Medical conditions in which genetic traits or the
disease itself may be passed along to offspring

Cystic fibrosis

Severe male infertility

Breast cancer

HIV/AIDS

5. Medical conditions in which the primary impact
is on the pregnancy

Diabetes

Asthma

Lupus

Heart disease

reproduce although there is some evidence that they
may transmit the disorder to their offspring.

Recent advances in the use of ICSI for severely
oligospermic males (men with very low sperm counts)
have raised a new concern. Approximately 13% of these
cases appear to be caused by a genetic factor, specifi-
cally a deletion in a gene on the Y chromosome called
azoospermia factor gene.[1] While these men may now
be able to produce children, their sons may be at a high
risk for themselves having infertility because they will
inherit this abnormal gene. Preimplantation genetic
diagnosis (PGD) may be used to select female embryos
for transfer. Mak and Jarvi[2] reviewed this rapidly
evolving area (see Chapter 15).

Turner’s syndrome is a chromosomal disorder in
women marked by the absence of all or part of one of the
two X chromosomes. The effects of this condition
include absence of menstrual onset, webbing of the
neck, short stature, and/or aortic coarctation. In most
but not all cases, women with this condition have very
early loss of all oocytes, so that at birth the residual
ovarian tissue is small (streak ovaries) and nonfunc-
tional. Because the fallopian tubes, uterus, cervix, and
vagina are formed independently from the ovaries,
pregnancy is a viable option for women with this con-
dition as long as donor oocytes are used. However,
women with Turner’s syndrome may be at increased
risk for some potentially fatal cardiovascular compli-
cations of pregnancy, so a thorough medical evaluation
should be conducted before proceeding with assisted
reproduction.[3]

Rokitansky-Küster-Hauser syndrome is a congenital
defect of the female reproductive tract in which the
ovaries are normal but the uterus, cervix, and most of
the vagina are abnormal or absent. Women with this
disorder have all of the secondary external character-
istics of womanhood including breasts, clitoris, and
vulva. Typically, a young woman is not diagnosed with
this disorder until adolescence when she fails to men-
struate or encounters acute pain during a pelvic exam
or sexual activity. Treatments are available to enlarge
the vaginal pouch either through the use of dilators
or surgery allowing her to have a normal sexual life.
Because she has normally functioning ovaries, these
women can have a child through assisted reproductive
technologies (ARTs) and a gestational carrier who car-
ries a pregnancy for her.

Medical Conditions Affecting Males

Male infertility is infrequently caused by medical con-
ditions. Overall, approximately 1% of men referred for
urological evaluation because of a low sperm count are
found to have a serious medical condition.[4] Diseases
impacting male fertility include hypertension (high
blood pressure), diabetes, cystic fibrosis, Hodgkin’s lym-
phoma, and testicular cancer. With other medical prob-
lems such as HIV/AIDS and genetic causes of infertil-
ity, transmission of the disease to others is the primary
concern.

Hypertension
Hypertension does not cause infertility, but its treat-
ment may. Erectile dysfunction is a side effect of
some antihypertensive medications. Understandably,
such difficulties may cause infertility by preventing sex-
ual intercourse. In addition, medications can interfere
with a man’s ability to ejaculate at specific or stressful
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times, such as at ovulation or when a semen specimen is
required. In the latter situation, sperm cryopreservation
may be helpful in allowing a man to produce a semen
sample under less stressful conditions, with the sample
being used later, if or when needed. Alternatively, a
change in medications may be necessary if medications
are available to control the man’s blood pressure with-
out these or other negative side effects.

One group of antihypertensive medications, calcium
channel blockers, can interfere with male fertility more
subtly. These medications interfere with the acrosome
reaction, a process by which sperm acquire the capac-
ity to fertilize oocytes.[5] When men taking these med-
ications are treated with a different medication, their
sperm undergo the acrosome reaction at a normal rate.
Because this fertilization problem cannot be detected
through a routine semen analysis, it is unclear how
many men on calcium channel blockers have impaired
fertility. Until there is an adequate test for fertilization,
it is prudent to have infertile men use another medica-
tion. This side effect of these calcium channel blockers
is not commonly known, and a counselor may be the
first healthcare professional to bring this connection to
a patient’s attention. In addition, these medications are
also used for prevention of migraine headaches.

Cancer
Cancer or its treatment may cause male infertility. Tes-
ticular cancer and Hodgkin’s lymphoma are two of the
more common cancers in young men.

Testicular cancer is a serious cause of male infer-
tility, and many men have been found to have low
sperm counts even prior to diagnosis, perhaps due to
an autoimmune process.[6] This process is probably
confined to a few months prior to diagnosis although,
unfortunately, it can limit the usefulness of sperm bank-
ing at the time of diagnosis for some men.[7] While
the cure rate is high with removal of the affected testi-
cle, fertility may be impaired by subsequent chemother-
apy.[8] With surgical removal of the affected testicle,
azoospermia or severe oligospermic is found in 30%
of survivors. Those with metastatic disease cured by
multidrug chemotherapy are also at risk for diminished
reproductive capacity, although, as with Hodgkin’s dis-
ease survivors, a proportion (approximately 10–15%)
are rendered permanently infertile by the effects of the
disease itself, prior to any chemotherapy.[9]

Sperm cryopreservation should be discussed with all
men diagnosed with testicular cancer, even if they are
adolescents and/or have no immediate plans for repro-
duction. With the advent of ICSI, even a few barely
motile sperm may be sufficient to establish a pregnancy.
Unfortunately, this option is not always presented to
men with testicular cancer prior to chemotherapy.[10]

Whether or not sperm retrieval directly from the tes-
ticles would isolate sperm from men with no sperm
in their ejaculate after chemotherapy is not presently
known. Even if this were possible, it is an invasive pro-
cedure that would result in the use of sperm exposed to
mutagenic drugs; therefore, cryopreservation of sperm
prior to chemotherapy is clearly preferable. Neverthe-
less, if sperm was not preserved prior to treatment,
the outcomes of ICSI treatment using sperm after
chemotherapy is encouraging.[10]

Hodgkin’s lymphoma is another cancer that com-
monly occurs in young individuals. As with testicular
cancer, sperm quality may be abnormal at the time
the disease is diagnosed and may be decreased by
chemotherapy, especially mechlorethamine, vincristine
[Oncovin], procarbazine, and prednisone (MOPP).
However, treatment with doxorubicin [Adriamycin],
bleomycin, vinblastine, and dacarbazine (ABVD) has
much less of an impact on future fertility and has as
good a cure rate.[11] Regardless of the type of therapy
that is planned, pretreatment sperm cryopreservation
should be discussed with these men.

Cystic Fibrosis
Males with cystic fibrosis (CF) are generally infertile as
a result of aberrant development of Wolffian duct deriv-
itives, more commonly known as full or partial absence
of the vas deferens.[12] This condition is referred to
as congenital bilateral absence of the vas deferens
(CBAVD) and is sometimes referred to as genital cys-
tic fibrosis as reproductive problems may be the only
symptom or indication of the disease. Approximately
50% of apparently healthy men with an absent vas defer-
ens have mutations in the cystic fibrosis gene.[13] With
recent advances in microsurgical epididymal sperm
aspiration (MESA), sperm can now be retrieved from
the epididymis and used in IVF. However, there are
two important counseling considerations: counseling
regarding the dual diagnosis of a chronic medical con-
dition (CF) and infertility, and the need for genetic
testing and counseling regarding CF transmission risk.
Some men with cystic fibrosis may be asymptomatic,
and, as such, unaware of having cystic fibrosis until
they are evaluated and determined to be azoospermic.
In this situation, the patient is confronted with the
simultaneous diagnosis of two unsuspected conditions.
Other men with CBAVD are carriers of cystic fibrosis. If
their female partners are also carriers, they have a 25%
chance of having a child with this typically very seri-
ous disease and a 50% chance of having a child who is
also a carrier. These couples warrant genetic testing and
counseling, they need to be aware of the risk of genetic
transmission of the disease. With this information they
are better able to make an informed decision about their
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reproductive alternatives: donor insemination, ICSI, or
PGD (see Chapter 15).

HIV
Today, more than 30 million people worldwide are
infected with HIV and most are heterosexual adults
of reproductive age.[14] HIV does not impair male
fertility until the more advanced stages of AIDS, and
its effects may be lessened with antiviral therapy.[15]
The primary concern is disease transmission to the
partner or child. If the couple has not been practic-
ing safe sex, attempts to conceive will put the woman
at risk. It is unclear to what extent this risk can
be reduced by sperm preparation that may remove
the human immunodeficiency virus (HIV). Semprini
and colleagues[16] were the first to report a series
of twenty-nine HIV-positive men whose sperm was
used for intrauterine insemination after having been
prepared to eliminate viral contamination. Seventeen
pregnancies occurred in fifteen women, and none of
the women inseminated became HIV-positive. The
same author has recently summarized the present
status of all types of assisted reproductive technolo-
gies in the treatment of couples where the male is
HIV-positive.[17]

Increasingly, HIV-positive couples (typically an HIV-
positive husband with an HIV-negative wife) want to
have biological children and seek the assistance of ART
programs not only to conceive but also to reduce the
risk of HIV transmission to the noninfected partner.
This can be accomplished through intrauterine insem-
ination or IVF. Studies have found no transmission
of the disease in HIV-infected couples treated at ART
programs,[16,18] while couples who practiced repeated
unprotected intercourse for the purpose of conceiving
were reported to transmit the disease in 5% of the
cases.[19] Current research has led to a different per-
spective on the treatment of HIV-positive couples and
pointed toward the need for developing strict proto-
cols, informed consent, and counseling of HIV-infected
couples.[20]

Diabetes
Diabetes can affect male fertility in two ways. Neu-
rological damage may cause difficulties with erection
or ejaculation. Retrograde ejaculation occurs when
there is interruption of normal muscle function and
the semen is directed back into the bladder. This sit-
uation can sometimes be corrected medically. Alter-
natively, sperm can be collected from the urine, pro-
cessed, and used for insemination. In addition, sperm
counts may be decreased in men with diabetes. This
may result from occlusions in small blood vessels that
decrease blood flow to the testicles. Treatment options

would be the same as for any man with a reduced
count.

Medications
In addition to the antihypertensive medications men-
tioned above, other medications can affect male fertil-
ity, a side effect frequently not recognized as a prob-
lem by prescribing physicians. Medications that can
reduce sperm counts or motility include sulfasalazine
(Azulfidine), used to treat inflammatory bowel disease;
cimetidine (Tagamet), an antiulcer medication; nitro-
furantoin (Furadantin, Macrobid, and Macrodantin,
etc.), an antibiotic that is toxic only at high doses; and
spironolactone (Aldactone), a diuretic.

Medical Conditions Affecting Females

Medical conditions are more likely to impact female
than male fertility and fertility treatment. Some of the
diseases that are described next are more common in
women than in men, affect female but not male fertility,
or have effects on the potential pregnancy. These condi-
tions can affect the reproductive system directly, their
treatment can damage the ovaries, or they may primar-
ily complicate pregnancies that may already be at high
risk because of infertility treatments.

Premature Ovarian Failure
Premature ovarian failure (POF) was at one time
referred to as premature menopause because it was
thought to represent the development of irreversible
ovarian failure and, as such, the end of a woman’s
ability to reproduce. However, the condition is not
always irreversible, and is more accurately referred to
as hypergonadotropic hypogonadism. In this condition,
the ovaries fail to respond normally to stimulation lead-
ing to low or absent ovarian hormones and ovulatory
failure or irregularity. Some clinicians prefer the term
ovarian insufficiency to describe this condition because
about 5–10% of women with POF conceive without
treatment, sometimes many years after the diagnosis.
Ovarian failure is considered premature when it occurs
before age forty.

Ovarian failure may either be primary (the woman
has never menstruated) or secondary (ovarian func-
tion stops after some menstruation has occurred).
Women may have nonfunctioning or absent ovaries
for multiple reasons. Turner’s syndrome is a common
cause of absent ovarian function from birth. Secondary
POF may occur from surgery, radiation, chromoso-
mal abnormalities, or autoimmune diseases. In most
cases, however, the cause is unknown. Some women
may either be born with fewer oocytes than usual or
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there may be an accelerated loss of oocytes over time
for unknown reasons.

It is important to realize that premature ovarian fail-
ure (POF) is more than infertility. The condition induces
an estrogen-deficient state that may be associated with
‘hot flashes,’ night sweats, sleep disturbance, and vagi-
nal dryness. Also, women with this condition are at
increased risk for developing deficiencies of thyroid hor-
mone (hypothyroidism) and adrenal hormone (adrenal
insufficiency). Furthermore, most women find the diag-
nosis emotionally traumatic, and it has been suggested
that psychological care should be provided as part of
the management of POF. While women whose ovaries
stop functioning at any time can use donor oocytes
to conceive and carry a pregnancy, it is recommended
that women address the physical and emotional aspects
of their health before making decisions about family
building.[21]

Hodgkin’s Disease
As with men, treating women who have Hodgkin’s dis-
ease with ABVD is much less likely to cause gonadal
failure than treating them with MOPP.[22] Typically,
a woman cannot have oocytes cryopreserved prior to
chemotherapy, whereas a man can have his sperm
frozen. Unfortunately, oocyte freezing is currently not a
well-accepted or very successful technique nor is cryop-
reservation of ovaries or ovarian tissue, and/or ovarian
transplant. Van der Elst has summarized the progress
and pitfalls of this technique.[23] Therefore, the main
hope for maintaining fertility for women with cancer
rests in the development of less toxic chemotherapy reg-
imens. Rarely, it may be possible to perform IVF prior
to the initiation of chemotherapy and cryopreserve the
resultant embryos for implantation after chemotherapy
is completed.

Breast Cancer
Breast cancer victims often present with fertility con-
cerns, because 10–20% of breast cancers occur in
reproductive-age women.[24] While in most cases,
breast cancer does not require removal of any reproduc-
tive organs, it can profoundly affect fertility. Chemother-
apy is commonly used and can result in temporary ces-
sation of menses or permanent ovarian failure. The
class of drugs that is most effective against breast
cancer, the alkylating agents, are unfortunately espe-
cially toxic to the ovaries. Toxicity and ovarian fail-
ure are worse and may be permanent if the dosages
are high, the treatment is prolonged, or the woman
is older. Even with younger women, rates of ovarian
failure are high: It is estimated that 50% of women
younger than thirty-five will experience ovarian failure
or cessation of menses after chemotherapy for breast

cancer.[25] At present, there are no good alternatives
for a woman facing chemotherapy who would like to
increase her chances for subsequent fertility. Unlike the
situation with Hodgkin’s disease, there are no alter-
native chemotherapy treatment regimens that have a
lesser impact on ovarian function.

It is important to distinguish between women who
have already been treated for breast cancer and those
who have been recently diagnosed and not yet treated.
The options for preserving fertility in a woman about to
undergo a potentially fertility-compromising treatment
remain limited. In theory, there might be several pos-
sibilities. One possibility is the removal of part or all
of an ovary for cryopreservation. The ovary or ovarian
tissue could later be thawed and transplanted into the
woman’s body, where it could resume oocyte produc-
tion. While this treatment option has been attempted in
a few cases, there are, to date, no undisputed successes.
The limiting factor at present is the technology of freez-
ing ovarian tissue. Similarly, freezing of oocytes is still
primarily experimental. This is especially true of imma-
ture oocytes. At present, to obtain oocytes that have the
potential for being successfully frozen and thawed, the
oocytes must be stimulated to develop to maturation.
While the one oocyte that a woman normally produces
each month could be collected and frozen, the very low
success rate with this procedure mandates that many
oocytes be collected. This requires the woman undergo
IVF, with the resultant high hormone levels and time
delay. If she does not have a partner to provide sperm
for fertilizing the oocytes and creating embryos, she is
in a situation where the chance for successfully freezing
ovarian tissue or oocytes is small. For a woman newly
diagnosed with breast cancer, there is the option of per-
forming IVF prior to chemotherapy to retrieve oocytes,
which can then be fertilized. The resultant embryos are
then frozen for potential transfer after successful ther-
apy. The whole topic of preserving fertility for women
with cancer has recently been well reviewed by Son-
mezer and Oktay.[26]

If a breast cancer survivor wants to conceive, it is
important for her to consider the possibility that she
might have a recurrence of her disease during preg-
nancy or postpartum. Breast cancer is more difficult to
diagnose and treat in pregnancy. Because most cases of
aggressive disease will recur within two years of diag-
nosis, the current recommendation is that women with
breast cancer wait at least two years before attempting
to conceive. It is important to note that there are no
reports of any increase in either miscarriages or birth
defects in pregnancies conceived by women previously
treated with any form of chemotherapy.

Several other issues need to be considered. Besides
the initial problem of the effect of disease treatment
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on fertility, there is also the question of possible effects
of fertility treatments or pregnancy on disease recur-
rence. Many breast cancers are estrogen-sensitive, and
it is known that removal of the ovaries or treatment
with antiestrogens such as tamoxifen citrate (Novaldex)
or aromatase inhibitors such as letrozole (Femara) will
decrease the recurrence risk in these women. Hor-
monal therapies that enhance conception (superovula-
tion, IVF) and pregnancy itself results in high estrogen
levels. Whether these increased hormone levels would
increase the chance for a cancer recurrence is an impor-
tant question. There are no data that specifically address
the issue of fertility treatments and breast cancer recur-
rence, although there has been considerable research on
the whether there is an increased risk of first-time breast
cancer from use of clomiphene citrate[27](Clomid or
Serophene) and following IVF.[28] Rossing and asso-
ciates[27] found no increased risk of breast cancer in
women who had taken clomiphene, compared to the
rate in the general population. Similarly, Venn and
coworkers[28] found no increase in the incidence of
breast cancer in 5,564 women who had IVF, compared
with 4,794 infertile controls who had not. Despite the
large number of subjects, this study had a relatively
short follow-up period and did not address the question
of the recurrence-risk faced by a woman with a history
of breast cancer.

More reassuring are the data concerning the risk of
later recurrence in women who have a spontaneous
pregnancy following breast cancer treatment. A recent
review of the literature found no differences in survival
rates in breast cancer survivors who conceived com-
pared with similar women who did not.[22] However,
the studies were small and not well-designed. Ideally,
women whose cancers are estrogen-receptor positive
would need to be studied to have accurate informa-
tion for counseling women with a history of infertility
regarding her reproductive future and choices.

Another medical consideration for breast cancer sur-
vivors who still have ovarian function is the increased
risk that their daughters will contract breast cancer. It
is apparent that counseling this group of women is a
complex task. In the absence of any large, long-term
studies, patients, physicians, infertility counselors, and
genetic counselors are left without data that can help in
answering many of their important questions.

Cancer of the Reproductive System
Cervical cancer is the second most common can-
cer worldwide among women although the mortality
from cervical cancer has dramatically declined, a trend
attributable to the advent of cervical cytology screen-
ing using the Papanicolaou (Pap) test.[29] Cervical can-

cer occurs most commonly in reproductive-age women,
and its treatment can be altered if the woman desires
fertility. Human papillomavirus (HPV) is a major cofac-
tor in the development of cervical cancer. HPV is a sexu-
ally transmitted disease in which the infected individu-
als are frequently asymptomatic and therefore unaware
they are infected. While patient screening is impor-
tant in the diagnosis and treatment of cervical cancers,
patient education regarding prevention of HPV and its
status as a sexually transmitted disease are important.

For early-stage cervical cancer, surgery has replaced
ovary-damaging radiation therapy. This treatment may
involve removal of all or part of the cervix leaving the
uterus intact allowing future pregnancies – although
pregnancy complications still may be a risk. Initial
results of this new procedure have been quite promis-
ing.[30] Alternatively, treatment may involve a hysterec-
tomy in which the cervix and uterus are removed but the
ovaries remain intact. Women who have had a hysterec-
tomy can become mothers by having embryos created
from their oocytes implanted into a gestational carrier.

Ovarian cancer most commonly occurs in women
beyond the reproductive years and is therefore an
infrequent cause of infertility. When it does occur in
younger women, removal of both ovaries is often nec-
essary, as the disease usually is not diagnosable in early
stages and therefore has typically spread. There are
some types of borderline tumors of lower malignant
potential where removal of one ovary may be cura-
tive. Because ovarian cancer like some breast cancers
may be a genetic disorder, it is suggested that these
women have genetic counseling and that the other ovary
be removed when they are finished with childbear-
ing. Fernandez and Frydman[31] described two women
with ovarian cancer who, at the time of oophorectomy,
had oocytes retrieved for IVF that were fertilized and
cryopreserved as embryos; however, no similar cases
have been reported. If ovarian tissue cryopreservation
becomes a reality, treatment options for women with
cervical or ovarian cancer facing immediate loss of ovar-
ian function may be dramatically increased.

Endometrial cancer (cancer of the uterine lining) is
very uncommon in reproductive-age women. Precan-
cerous lesions can usually be treated medically and
subsequent reproduction is not impaired. However,
because these women are at risk for recurrence, they
may be advised to complete their families early and then
have a hysterectomy to ensure their long-term health.

Endometriosis
Endometriosis is a common cause of infertility and may
create difficult decisions for the woman, her physician,
and her counselor. Endometriosis causes both infertility
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and pain, and the methods to treat one of these symp-
toms can worsen the other. Except for pain medications,
all medical therapies for pain from endometriosis inter-
rupt ovulation, preventing conception. Definitive sur-
gical therapy for pain involves removal of the ovaries
and/or other reproductive organs affected by the dis-
ease. Alternatively, most treatments to enhance fertility
in women with endometriosis involve administration
of ovulation-induction medications such as clomiphene
or human menopausal gonadotropins. These medica-
tions stimulate the ovaries but also increase estrogen
levels. It has not been established whether these treat-
ments accelerate the growth of endometriosis, but they
may increase pain levels during the cycles in which
they are taken. Therefore, a woman may have to choose
between treatment for pain and treatment for infertil-
ity. One exception is conservative surgical treatment,
commonly using laparoscopic therapy. This can relieve
pain, while either improving fertility or at least not
worsening it.

Many questions still remain about the effects of
endometriosis therapy. These questions include
whether surgical treatment of minimal endometriosis
improves fertility; whether use of medical suppression
either pre- or post-operatively improves surgical out-
come; and whether suppressive medical therapy or
removal of endometriosis from the ovaries improves
IVF success rates. For the woman trying to conceive,
the lack of definitive information on these subjects can
be very frustrating, as she must decide between taking
medication and delaying pregnancy for three to six
months, or attempting pregnancy knowing that her
long-term outcome may be worsened. The counselor
should be aware that endometriosis is a chronic disease
as well as a chronic pain condition of unknown etiology,
with no absolute cure. All available treatments merely
suppress or remove existing endometriosis without
preventing its recurrence. Patients often undergo
multiple surgical and medical therapies in the course
of their disease and may eventually undergo removal
of the ovaries and hysterectomy.

HIV
Infertile HIV-positive women present an especially dif-
ficult challenge for clinicians and counselors. Perhaps
the most difficult issue is the possibility of disease trans-
mission to the offspring. In one study, the rate of trans-
mission from untreated mothers was 25%. This rate
dropped to 8% in women treated with antiviral ther-
apy during their pregnancy.[32] However, even this rate
may be considered unacceptably high, and long-term
follow-up on these children is not yet available. Other
important issues to consider are the potential effects of

pregnancy on the woman’s chance for long-term sur-
vival, the issue of the amount of parenting that will be
available to the child because of the woman’s poten-
tially shortened life expectancy (with the same issue
applying to the child’s father if he is HIV-positive), and
the reluctance of some healthcare providers to treat
these patients if they present with infertility (see Olaitan
and colleagues[33] for a discussion). However, in the
United States, HIV-positive persons are protected by the
American with Disabilities Act and are entitled to med-
ical services unless it can be demonstrated that there is
significant risk of infection transmission.[34]

Diabetes
Prior to the discovery of insulin, it was very uncom-
mon for diabetic women to conceive; uncontrolled dia-
betic women usually are anovulatory. With modern dia-
betic management, these women have a much better
chance for conception and normal pregnancy. Diabetes
should therefore not be a common cause of infertility in
women whose disease is well-controlled.[35] Nonethe-
less, there are several aspects of pregnancy in diabetic
women that can affect treatment of infertile women
regardless of the cause of infertility. Women with ele-
vated blood sugars who conceive have a higher chance
of having a miscarriage or a baby with birth defects.
They are also at risk for worsening of diabetic com-
plications (eye or kidney damage, for example) or dif-
ficult delivery of large infants. Adequate blood sugar
control before conception typically reduces these risks.
Although infertility therapy per se will not alter blood
sugar levels or insulin requirements, the additional
stress from involved therapies such as IVF may distract
the diabetic from closely monitoring herself. Diabetes
can also decrease the blood flow to the placenta, poten-
tially resulting in intrauterine growth retardation, pre-
mature delivery, and long-term neurological defects in
the baby. Such problems are important for the infertile
diabetic woman to consider, especially treatments such
as IVF that increase the risk of multiple gestations in
which the adverse effects of impaired blood flow are
even more harmful. In addition as obesity is a grow-
ing health risk in younger women worldwide and is a
causal factor for diabetes and PCOS, it can be antici-
pated that there will be an increase in the number of
diabetic women undergoing infertility treatment.

Weight
A woman’s weight may be important in three ways.
Women with significantly low or high weight may have
hormonal imbalances or ovulatory dysfunction. Even
if they are ovulatory, these women may have a worse
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response to infertility therapies. Finally, pregnancy may
be complicated by extremes of body weight.

While most obese women will ovulate normally, there
may an increased rate of ovulatory abnormalities such
as polycystic ovarian syndrome in obese women. Obe-
sity contributes to the insulin insensitivity that is one of
the causes of this disease. In women with minimal body
fat, ovulation may be suppressed through changes in
the central nervous system that results in a woman not
having any periods (hypothalamic amenorrhea). This
may be seen with overt psychological diagnoses such as
anorexia and bulimia, or may be seen in women without
any apparent psychological problems. In women with
eating disorders, treatment of those problems should
precede infertility therapy, as correction of low body
weight may restore normal ovarian function.

When over or underweight women undergo infer-
tility therapy, the results may be worse than what
is seen in women with normal weight. One retro-
spective study found a significant reduction in preg-
nancy rates in women undergoing IVF who were
underweight or obese, despite being younger than
the normal weight group.[36] Obese women also usu-
ally require higher doses of ovulation-induction med-
ications. Finally, many pregnancy complications are
increased in obese women, such as high blood pres-
sure, gestational diabetes, preterm delivery, and difficult
deliveries due to larger babies.

Women at either body weight extreme need to be
counseled medically and psychologically regarding the
impact of their weight not only on successful treatment
outcome but also during pregnancy as well. As such,
they need to be encouraged to normalize their weight
before infertility treatment in general, as well as before
IVF. Even in women with normal weight and with-
out overt eating disorders, counseling may be benefi-
cial in treating subclinical conditions. Berga et al.[37]
used a combination of cognitive-behavior therapy and
dietary counseling to treat eight women with hypotha-
lamic amenorrhea. Six of these women had partial or
total resumption of ovulatory function, compared with
two in a control group. Women with abnormal weight
will benefit from a combined medical and psychological
approach to enhance their fertility and their response
to treatment (see Chapter 11).

Other Conditions
Many other medical conditions may coexist with infer-
tility. These conditions may have little impact on fertil-
ity or on infertility therapy but can impact the success
of pregnancy. These diseases include systemic lupus
erythematosus, multiple sclerosis, asthma, and heart
or kidney disease. These diseases may increase the

chance for miscarriage or may worsen during preg-
nancy as the increased metabolic demands of preg-
nancy stress already compromised organs. The more
advanced reproductive technologies, such as IVF, result
in an increased rate of multiple births and place
the woman at additional risk. In women whose bod-
ies would have difficulty in handling the increased
demands from a single pregnancy, even twins may cre-
ate a risk of serious medical complications that may
endanger the mother’s life. These factors must be kept
in mind as a patient decides what treatments to pur-
sue. A couple should be encouraged to talk with their
infertility specialist or an expert in high-risk pregnan-
cies (perinatologist) and other specialists to make sure
that there will be no interaction between a medical con-
dition and either the conception or the completion of a
planned pregnancy.

Women with inflammatory bowel diseases (e.g.,
ulcerative colitis or Crohn’s disease) frequently require
removal of the colon or other major abdominal surg-
eries to treat these conditions. These surgeries could
result in significant pelvic adhesions and resultant infer-
tility. These consequences might not have been dis-
cussed with the patients at the time of their surgery,
and these women understandably may be depressed to
learn that a disease they had thought was treated now
has unwanted sequellae of infertility and chronic pain.

REVIEW OF LITERATURE

The literature on infertility and medically complicating
conditions has become an increasing focus of research
for a variety of reasons. Recently, there has been a
move toward a more collaborative approach to patient
care and a greater recognition of the physiological as
well as psychosocial interactive effect of reproduction
on chronic health conditions. Furthermore, an aware-
ness of the psychosocial issues relevant to infertility
and chronic illness has increased investigation into the
impact of patients’ experiences of chronic medical con-
ditions and/or infertility as well as health efficacy behav-
iors, treatment compliance, coping strategies, and the
reaction to chronic illness and/or infertility of partners
and families. An early study that compared psycholog-
ical distress of women with infertility to other med-
ical conditions involved 149 patients with infertility,
136 with chronic pain, 22 undergoing cardiac rehabil-
itation, 93 with cancer, 77 with hypertension, and 11
with HIV-positive status. The researchers found that
infertile women had global symptom scores equiva-
lent to the cancer, cardiac rehabilitation, and hyperten-
sion patients, but lower scores than the chronic pain
and HIV-positive patients. The anxiety and depression
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scores of the infertile women were significantly lower
than those of chronic pain patients but not statistically
different from the other groups.[38] These researchers
suggest that standard psychosocial interventions for
serious medical illness should also be applied to infertil-
ity treatment. However, this study also highlights, per-
haps inadvertently, the complex and challenging issues
facing patients with both conditions as well as their
caregivers in addressing the unique physical and psy-
chosocial needs of these patients and their partners.

Cancer

As an increasing number of men and women are surviv-
ing cancer, postcancer life goals change from survival
to quality-of-life and family building. Two studies have
investigated the motivation for parenthood in young
men and women cancer survivors. Schover[39] found
that the majority felt that cancer had increased the value
of family ties and the importance of having children.
However, 17% of women had unrealistically high anx-
iety about pregnancy causing cancer recurrence and
even greater percentages of survivors fear that their
children would be at high risk for birth defects or can-
cer. Teeter and associates[40] did a large-sample retro-
spective survey study of decisions about marriage and
family among survivors of childhood cancer and com-
pared cancer survivors to a control group of siblings
without cancer. Although the cancer survivors were
no more likely than the controls to have documented
fertility problems or offspring with birth defects, they
were more likely to have been told by physicians not to
attempt to have children. This result suggests that child-
hood cancer survivors may not be acting on complete or
currently accurate information in making childbearing
decisions. As such, caregivers must be cognizant of pro-
viding appropriate and accurate postcancer education
particularly regarding reproductive goals.

The predominant theme in the literature on male
cancer patients and infertility has been the impor-
tance of sperm banking prior to treatment for tes-
ticular cancer or Hodgkin’s disease.[41–47] Cella and
Najavits[48] found that denial of infertility – that is,
unrealistic optimism about being spared treatment-
induced infertility – resulted in decisions not to cry-
obank sperm. Thus, addressing denial may be impor-
tant in helping men make fully informed decisions and
prevent future regret. Several authors[45,46] noted the
sensitive issue of discussing sperm banking with ado-
lescent males. Counseling issues include the need for
professional discussion of the issues, the provision of
accurate information about the differences between
infertility and impotence, and the usefulness of having

the counselor meet with adolescents alone rather than
with their parents present.

Urological cancer survivors reported significant dis-
tress and anxiety about infertility and sexual per-
formance.[42–44] Several authors have emphasized
the ethical and psychosocial importance of discussing
treatment alternatives that have a lesser impact on
future fertility, and noted that oncologists have become
increasingly aware of infertility concerns.[42–45,49]
Due to the extremely high cure rates for these early-
onset male cancers, quality-of-life (including future fer-
tility) has become a focus of concern in counseling and
treatment. While distress about infertility was reported
by a significant number of testicular cancer survivors,
its impact did not necessarily extend into survivors’
psychological well-being, with no significant correla-
tions found between fertility distress and measures of
psychological well-being.[50] There is some evidence
that cancer survivors feared that their infertility would
create marital problems, although survivors of testic-
ular cancer appeared best able to compartmentalize
their feelings about infertility as a means of protect-
ing their overall emotional state, particularly if they
had banked sperm or if adoption was a viable option,
descreasing the medical and psychological impact of
infertility.[51]

Literature on female cancer patients and infertility
also emphasizes quality-of-life issues.[49,52,53] Sev-
eral authors urged discussion regarding the variable
impact of different treatment options on ovarian sup-
pression and future fertility, as well as the impor-
tance of acknowledging and discussing potential loss
of fertility at the time of cancer diagnosis and treat-
ment.[46,47,49,53] Lamb[53] noted that fear of infer-
tility is a common psychological effect of cancer treat-
ment. Lamb,[53] Dow and colleagues,[52] and Hubner
and Glazer[47] discussed the importance of a thorough
and responsible case-by-case discussion of options and
risks. Dow and associates[52] found that women who
had children after breast cancer treatment reported that
family issues were an important contributor to post-
cancer quality-of-life and that having children contri-
buted to a feeling of being cured and to a sense of recon-
nection with peers and family. Hubner[49] underscored
the importance of the dual “longing for life” one’s own
and that of future children – expressed by female can-
cer patients. She recommended the identification and
subsequent referral for psychosocial assessment of can-
cer patients at risk for infertility concerns – those with
a history of miscarriage, stillbirth, or abortion, and all
premenopausal women without children.

In their excellent review article, Hubner and
Glazer[47] raised five important points for oncology
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caregivers regarding infertility: (1) issues of fertility
become overshadowed in the face of crisis; (2) signif-
icance of fertility must be acknowledged; (3) patients
may later experience an ‘intolerance of regret’; (4) fer-
tility must be addressed with all patients of reproductive
age; and (5) discussion of fertility signifies a belief in the
patient’s future.

In a study comparing the psychosocial and sexual
adjustment of Hodgkin’s disease and acute leukemia
survivors (even when other medical and sociodemo-
graphic factors were controlled), Hodgkin’s disease sur-
vivors reported significantly worse sexual functioning,
as well as greater psychological distress than leukemia
survivors.[54] Furthermore, as infertility in Hodgkin’s
disease survivors increased (based on test results of
perceived infertility), overall psychosocial adjustment
worsened significantly. The researchers suggested that
long-term problems in sexual functioning due to infer-
tility may possibly have been mitigated by survivors
who already had children at the time of diagnosis, and
partial resolution of problems in psychosexual adjust-
ment by one year after treatment completion, the min-
imum time for entry into this study.

Obesity

In an Australian study that addressed obesity in infer-
tile women, the researchers designed a group treatment
program for obese infertile women.[55] The twenty-
four-week program included regular exercise and group
discussion of topics such as coping with the psycho-
logical impact of infertility; developing health eating
patterns; and the effects of obesity on reproductive
physiology. There was a significant weight loss (mean
weight loss 6.2+/−4.5 kg, p < .001) and improvement
on measures of self-esteem, anxiety, depression, and
general health. Twenty-nine of the thirty-seven women
in the group became pregnant during the follow-up
period (twenty-one to thirty-six months). Two women
were avoiding pregnancy, and only six of the women
who had completed the group program had not con-
ceived by the end of the follow-up period. A further five
women did not complete the program as they became
pregnant while attending the group.

Cystic Fibrosis

Several studies have investigated the psychosocial
issues involved in the diagnosis of cystic fibrosis (CF).
In an interesting study of CF patients aware of their
diagnosis from childhood, researchers in Scotland sent
questionnaires investigating patient attitudes about fer-
tility and the information healthcare professional gave

them about future fertility.[56] All but two men (eighty-
two men; fifty-four women) knew they were likely to
be infertile; fourteen women and five men had chil-
dren. Interestingly, 85% of men and 72% of women
stated that having children was important or would be
in the next ten years; however, 43% of men and 26%
of women had never had any discussion of fertility
issues with healthcare professionals. The researchers
noted that men, in particular, were reluctant to intro-
duce the topic of reproduction even though it was very
important to them, leading the researchers to conclude
that caregivers should initiate fertility discussions with
CF patients in early adulthood. Similar findings were
reported in an Australian study of men with CF.[57]
Researchers found that the majority of the men with
CF (94%) were aware the CF reduced fertility but the
men reported first hearing about infertility later than
they desired and only 53% heard from their preferred
source. Interestingly, 53% of the men in the study had
undergone semen analysis and 68% of men who had
not been tested wanted semen analysis. Furthermore,
73% believed semen analysis should occur before the
age of eighteen, but youngest testing in this group was
twenty-four years. Some of the men in this study had
become parents by natural conception (n = 1), micro-
epididymal sperm aspiration (MESA) (n = 6), donor
sperm (n = 9), and through stepchildren (n = 1). How-
ever, 66% of the men wanted more information on
reproductive options and 84% wanted children. These
studies reveal the significance of reproductive ability
and concomitant infertility in patients with CF.

Endometriosis

A study that examined the clinical characteristics of
women attending a clinic specializing in endometrio-
sis in Australia was used to determine patient satis-
faction with clinic services.[58] Patient histories and a
postal questionnaire were used to assess women who
had attended the clinic during a one-year period. For
70% of the women, the diagnosis of endometriosis had
been made elsewhere while the remainder of the women
attended the clinic for a second opinion or informa-
tion. The majority of the women (86%) presented for
issues related to symptoms of endometriosis, 6% for
issues of endometriosis symptomatology and infertility,
while 8% presented primarily for issues related to infer-
tility. Interestingly, 97% of the women felt that consul-
tation with a counselor who had specific knowledge of
the physical and psychosocial consequences of the dis-
ease was a major source of satisfaction. The researchers
concluded that there was a significant demand for and
greater patient satisfaction with an integrated approach
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to the care for endometriosis, particularly one that
included the provision of counseling and availabil-
ity of a patient self-help group. In a study in the
United Kingdom that addressed quality-of-life issues in
women with endometriosis, the women rated infertil-
ity, pain, physical functioning, social functioning, emo-
tional well-being, and sexual intercourse among their
concerns.[59] These researchers noted that the impact
of endometriosis was multidimensional and complex
impacting the women’s life on a variety of levels.

THEORETICAL FRAMEWORK

The theoretical framework used in approaching infertil-
ity patients with medically complicating conditions can
be viewed from a biopsychosocial model of chronic ill-
ness, which promotes collaborative healthcare. In addi-
tion, stigma theory provides a perspective of the psycho-
logical consequence for patients with a dual diagnosis
of impaired fertility and impaired health.

Biopsychosocial/Chronic Illness Theory

Each illness has its unique psychosocial issues and
challenges, whether episodic or chronic, progressive or
life-threatening. Regardless of the unique characteris-
tics of any given illness, a biopsychosocial approach
to diagnosis and treatment provides a basis for under-
standing the illness and the patient’s experience of it.
It also provides an integrated approach to treatment
by taking into consideration the psychological, social,
and biological factors that impact the illness as well
as the patient’s adjustment, individually and socially.
Individual well-being depends on a dynamic balance
among these three levels of functioning: individual
physical functioning, individual psychological func-
tioning, and family/social/marital functioning. Exam-
ples of imbalance in patients with chronic illness and
infertility issues include a spouse focusing on repro-
ductive issues while discounting or ignoring the impact
of a chronic illness on reproductive ability or, in con-
trast, the partner with the illness focusing on health
rehabilitation or maintenance without regard to current
or future reproductive goals. The ability of an individ-
ual or couple to maintain a healthy balance is influ-
enced by a number of factors. These factors include
healthy coping strategies (e.g., good communication,
healthy efficacy behaviors, and social support); the abil-
ity of the individual and/or marriage to adapt and
accommodate the demands of the chronic illness and
treatment; individual and/or marital functioning prior
to the diagnosis of the illness; other stressors (e.g., eco-
nomic, cultural, religious, and legal); and the tendency

for maladaptive individual and/or marital patterns to
interfere with disease management (e.g., impeding
compliance).

Chronic illness is differentiated from acute illness in
that it involves progressive deterioration with increas-
ing symptoms, functional impairment, and disability
over an extended period of time. It is long-term, progres-
sive, and requires ongoing care. The onset of chronic
illnesses may be gradual, involving a long latency
period during which the disease process has begun,
but the individual is asymptomatic. Alternatively, diag-
nosis of the disease may be acute, involving a med-
ical crisis in which the individual’s health or life is
jeopardized. Each chronic illness has specific, known
pathological manifestations. Typically, chronic illness
profoundly influences an individual as well as his or her
partner, family, and social network, including friends
and workplace colleagues. The trajectory of chronic ill-
ness illustrates not only the physiological changes but
also the psychosocial, self-identity alternations, life con-
sequences, and efforts to manage the disease. Although
each chronic illness has a unique trajectory or course,
in general, individuals with chronic illness experience
an onset or crisis phase (depending on the circum-
stances of diagnosis), a chronic phase (that may involve
relapses or reoccurrence), and a terminal phase that
may be delayed by decades after initial diagnosis, and
may be not be the primary cause of death but a con-
tributing factor in undermining the individual’s health
over the lifetime. The specific illness, understandably,
impacts how the individual experiences the chronic ill-
ness. Other factors having an impact on the individual’s
experience and functioning include the individual’s cop-
ing strategies, age, gender, overall psychosocial adjust-
ment prior to diagnosis, family support, and social
factors.

In short, the heterogenous nature of any chronic ill-
ness must be considered within the family and social
context in which the individual experiences it. Disease-
related factors, individual characteristics, and the fam-
ily and social environment all impact how the illness
trajectory unfolds. As such, all caregivers (physicians,
nurses, and mental health professionals) must take into
consideration the complex nature of the chronic ill-
ness experience in helping individuals and their families
cope. It is imperative to give the chronically ill individ-
ual, and his or her family, choices, support, and auton-
omy in managing the various challenges of his or her
chronic illness.[60,61]

Infertile patients with medically complicating condi-
tions are, in effect, dealing with two chronic illnesses
that entwine with each other – the medical condition
and impaired fertility. Both are concerned with loss,
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be it health and all that is associated with it, and fer-
tility with all the hopes and dreams of a child. With
most chronic illness, the focus for patients is on adapta-
tion as opposed to recovery or cure. Patients experience
a recurring cycle of shock, suffering, and then adap-
tation as they deal with issues related to their health
condition and/or infertility. With each cycle, feelings of
grief and loss may be rekindled, creating a ‘chronic sor-
row’ in which the pain is periodically remembered and
mourned.[62]

Stigma Theory

Stigma theory is the experience of the individual in
regard to any personal trait that clearly distinguishes
the individual from others and which constitutes or
is assumed to constitute a physical, psychological, or
social disadvantage, for example, chronic illness and/or
infertility. According to stigma theory, failure to com-
ply with individual developmental tasks or with soci-
etal expectations typically causes feelings of embarrass-
ment, social disapproval, abnormality, shame, and iso-
lation. As Goffman explained, “Given that the stigma-
tized individual in our society acquires identity stan-
dards which he applies to himself in spite of failing
to conform to them, it is inevitable that he will feel
more ambivalence about his own self.”[63, p. 106] Indi-
viduals with a medical condition (particularly chronic
medical conditions) and infertility feel they have a per-
sonal defect or are damaged. They are often concerned
about how they are perceived by others, particularly
their spouse who may be impacted by their medical
condition. Feelings of guilt and shame are particularly
burdensome if the medical condition is the result of
the individual’s own behavior (e.g., sexually transmitted
disease, obesity). Because both medically complicat-
ing conditions and involuntary childlessness are expe-
rienced within a social context (marriage, family, and
community), individuals face a number of challenges
including coping with feelings of shame and embarrass-
ment. They adapt social relationships to accommodate
to the diagnoses – all while managing the illness, its
treatment, and treatment for infertility.

CLINICAL ISSUES

The medical information and psychological literature
reviewed in the following section point to several
counseling needs and emotional concerns of infertility
patients with medical conditions. This section begins
with a consideration of the types of decisions faced
by patients and the role of mental health professionals
in assisting with such decisions. This is followed by a

discussion of two types of psychological issues of par-
ticular significance to these patients: (1) mortality and
loss, and (2) defectiveness and abnormality, as well
as how to provide assistance. A further clinical issue
concerns the feelings that occur within the mental
health professional, that is, ‘countertransference,’ while
working with patients with medically complicating
conditions.

Decision Making

Like other infertility patients, individuals or couples
with medically complicating conditions may consult
with mental health professionals for assistance with
decisions about treatment options. Looked at sepa-
rately, the decision-making process for either infertility
or other medical conditions involves considering treat-
ment options and balancing the potential chances for
and benefits of a successful treatment outcome with the
risks (physical, emotional, and financial) of the proce-
dures. For these patients, the preferred choice for treat-
ing one condition may be detrimental to the other con-
dition, creating a more complex decision process.

Decisions Regarding Treatment of Newly
Diagnosed Cancers
A mental health professional may be consulted at the
time of cancer diagnosis. If a patient is of childbear-
ing age or an adolescent whose future fertility may
be affected by cancer treatment, the oncologist may
present treatment options that will differentially affect
future fertility. For males with Hodgkin’s disease or tes-
ticular cancer, the oncologist may recommend cryop-
reservation of sperm before surgery, chemotherapy, or
radiation treatment. In these cases, the mode of psy-
chological treatment is crisis-intervention counseling,
in which frightened and highly stressed patients are
required to make important life-impacting decisions
rapidly, usually within a few days. The patient and the
oncology team will want to treat the cancer rapidly and
maximize disease control and life expectancy. At the
same time, potentially impaired fertility as a result of
cancer treatment is an important counseling consider-
ation, and surveys of cancer patients reveal a strong
desire to be informed of fertility preservation and future
reproductive options.[64] Cancer patients have impor-
tant needs regarding future fertility and preservation
options, and the mental health professional may be
called upon to counsel for both the cause and conse-
quence of treatment.[65]

A mental health professional can assist the patient
in expressing fears and feelings of loss and in clarify-
ing the meaning and importance of parenthood in his
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or her life. The latter task will vary widely, depending
on age, marital status, and current parenthood status
of the patient. For young single patients, particularly
adolescent males, parenthood may have been no more
than a remote possibility before the cancer diagno-
sis, whereas older married patients may have definite
family-building plans. The mental health professional
should consult with the oncologist to obtain informa-
tion on treatment choices and their impact on future fer-
tility and cancer control. Such consultation enables the
counselor to assist a distraught patient (whose capacity
for memory and concentration is likely to be dimin-
ished) with the task of accurately understanding com-
plex information. To avoid confusion, it is also impor-
tant for the mental health professional to know what
the oncologist’s views are regarding preferred cancer
treatments and what the oncologist has said to the
patient in presenting options. With such information,
the counselor can optimally assist the patient in a
decision-making process that includes accurate risk–
benefit factors.

When a diagnosis of testicular cancer is made, it
is hoped that the urologist will suggest sperm cryop-
reservation for future inseminations. In such cases, the
patient, or patient and his wife, may be referred for dis-
cussion of this option. The counselor should ensure that
the patient is making an autonomous decision and giv-
ing fully informed consent to this choice, especially if
it appears that his partner or parents are pressuring
him. It is also important to clarify that cryopreservation
is a current decision that makes possible but does not
guarantee future childbearing, which will be followed
by a separate future decision about whether to use
that option. This may simplify the complex decision-
making process by separating out and postponing the
major life decision of whether to become a biologi-
cal parent. It may also prevent future conflict arising
from lack of clarity about the meaning of cryopreser-
vation, in which one member of the couple or family
assumes that it means a definite decision has been made
to have children, while the other member does not share
that assumption. The signed consent forms required by
sperm cryobanking centers can promote this process of
clarification and support the patient’s autonomy if the
man alone (and not his partner) signs the forms indicat-
ing how long his sperm will remain in storage and what
the disposition of the sperm will be if he dies. In the case
of a patient who has a partner, the counselor should
encourage careful discussion of the issues involved in
‘willing’ the sperm to the man’s surviving partner and
the possible use of the sperm after the patient’s death.
These include the child’s welfare, each partner’s feel-
ings, and attitudes of other family members. The com-

plex ethical and legal issues involved in posthumous
reproduction have been discussed elsewhere[66,67] and
are beyond the scope of this discussion (see Chapter 30).

Decision making regarding disease process control
and fertility preservation is extremely complex in the
case of breast cancer. The most aggressive treatment
includes chemotherapy that results in ovarian suppres-
sion. However, many women with a strong desire to
maintain reproductive capacity will want to choose
surgical and radiation treatment without subsequent
chemotherapy. The counselor, working in consultation
with the oncologist, can help the patient conduct a risk–
benefit analysis, address potential denial about cancer
or infertility risk, obtain information about pregnancy
after breast cancer, and express fears and grief.

The patient with uterine or cervical cancer may
be given the options of hysterectomy with or with-
out oophorectomy. Her decision may involve weigh-
ing potentially greater cancer prevention through ovary
removal against the partial fertility-sparing option of
leaving her ovaries intact to use a gestational carrier
in the future. Likewise, the patient with early-stage
ovarian cancer may be given the option of oophorec-
tomy with or without hysterectomy. Her decision may
involve weighing potentially greater cancer prevention
against the partial fertility-sparing option of leaving her
uterus intact and using donor oocytes in the future.
She also may be experiencing pressure from family
members to choose one of the options. Here again, the
counselor’s role includes advocating for an autonomous
informed decision. In cases in which the oncologist rec-
ommends hysterectomy without oophorectomy, many
women currently undergoing cancer treatment will
be unaware of the gestational carrier option and will
unnecessarily assume that they are losing any chance
for future biological parenting. The mental health pro-
fessional can help patients by educating oncologists
about the important psychological consolation such
knowledge can provide.

Cryopreservation of ovarian tissue for potential
future childbearing is not currently an approved clin-
ical treatment. Clinicians should be aware of the 2004
American Society for Reproductive Medicine (ASRM)
statement on cryopreservation of ovarian tissue, which
states that this technique should be used for exper-
imental research purposes only.[68] Cancer patients
faced with loss of fertility through surgery, radiation,
or chemotherapy could potentially be drawn to ovarian
cryopreservation if it is presented as a viable option.
The clinician can help such patients by providing accu-
rate information and by helping them accept and grieve
the loss of fertility if no fertility-preserving cancer treat-
ment options are available.
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Because Hodgkin’s disease usually strikes men and
women in their twenties or early thirties, most of these
patients will be of childbearing age. Ideally, the oncol-
ogy treatment team will discuss the issue of infertil-
ity and offer patients the ABVD treatment regimen,
which offers a high rate of cure combined with a high
rate of future fertility. For men with Hodgkin’s dis-
ease, the oncologist and mental health professional
should be aware that denial of fertility impact may inter-
fere with use of sperm cryobanking procedures.[48] A
team approach can help address this denial, so that
patients can optimally preserve future fertility and pre-
vent future regret. Patient should be directed to support
organizations that offer information on preserving fer-
tility options (see Resource listing).

Decisions Regarding Treatment of Newly
Diagnosed Endometriosis
Use of a common treatment for endometriosis,
gonadotropin-releasing hormone agonists (leuprolide
acetate [Lupron], nafarelin acetate [Synarel], and
goserelin acetate [Zoladex]), results in temporary ces-
sation of menstruation for three to six months. Many
patients are unconflicted about using this treatment to
relieve pain associated with endometriosis. However,
other patients with feelings of feeling an urgency to
conceive due to advanced maternal age or other per-
sonal factors may find it difficult to choose a treatment
that precludes pregnancy for months. Decision mak-
ing in this area is complicated by the fact that there is
not always a clear-cut link between endometriosis and
infertility; many women with endometriosis become
pregnant without medical intervention. In cases of
endometriosis with severe pain not relieved by medi-
cation or surgery, oophorectomy may be recommended
to reduce the estrogen levels associated with ovarian
function. Women may thus need to decide between pre-
serving their fertility and relieving severe pain. Histor-
ically, a hysterectomy was often performed along with
oophorectomy, in part because it was thought that this
would further reduce pain and in part because fertil-
ity was already sacrificed by ovarian removal. How-
ever, with the option of donor egg or oocyte cryopreser-
vation, oophorectomy alone allows the possibility of
future pregnancy, although not genetic continuity, for
the woman while potentially relieving much of the pain
of endometriosis.

Decisions Regarding Treatment of Newly Diagnosed
Premature Ovarian Failure
Women who are newly diagnosed with spontaneous
premature ovarian failure (POF) experience a host of
emotions in learning a condition that is life altering yet

not life threatening. Hearing the news of the diagnosis
is often described as emotionally traumatic for women,
who may feel unprepared and unsupported by their
physician.[69] The incongruity of diagnosis is especially
disconcerting – although young, they are experiencing
symptoms similar to women their mothers’ age who are
going through menopause, while facing the prospect of
never having a biological child. The diagnosis negatively
affects body image, with women feeling “old, unfemi-
nine, less healthy, empty and worthless.”[69] The term
‘failure’ seems to reinforce this sense of defectiveness
and narcissistic injury.

Attending to the psychological needs of these patients
is an important part of medical treatment. Patients first
need information and resources to understand the mul-
tifaceted nature of this condition (see Resource listing).
Support groups and networks offered by International
Premature Ovarian Failure Association (IPOFA) pro-
vide a healing place where women find others struggling
with similar feelings and experiences, as well as a wealth
of information. For many women, the most distress-
ing part of the diagnosis is infertility. Often, they need
to pursue infertility treatment, often unproven, in the
process of coming to terms with the diagnosis. As with
other aspects of infertility, these women and their part-
ners need the opportunity to grieve before making treat-
ment decisions regarding alternative family building.
The mental health professional can play an important
role in assisting these patients by encouraging advocacy
with their clinicians, providing information, directing
them to support resources, and grief counseling.

Another consequence of POF is altered sexual func-
tioning with women experiencing decreased libido,
vaginal dryness, and other conditions associated with
estrogen deficiency. Patients may need help in finding
techniques and resources that help in achieving sexual
satisfaction (see Resource listing).

Decisions Regarding Infertility Treatment When
the Medical Condition Has Been Previously
Diagnosed and Treated
The discussion above has focused on decision making
at the initial time of disease diagnosis. A second major
time of decision making occurs when the patient with a
medical condition that has been diagnosed and treated
in the past is currently dealing with infertility. If the
infertility treatment or pregnancy will potentially make
the medical condition worse or create a high-risk preg-
nancy, the patient and her or his caregiver face complex
decisions. Once again, the role of the mental health pro-
fessional is to assist patients in making decisions based
on a thorough consideration of the risks and benefits
of various choices. The patient may be feeling a sense
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of urgency about pursuing infertility treatment as soon
as possible, or her or his partner may disagree about
priorities, with one focused on treating infertility and
the other focused on preventing disease recurrence or
exacerbation. The therapist’s first task may be to help
the patient or couple slow down and take time for a
carefully considered decision. This does not need to be
quick, crisis-intervention counseling.

Male hypertension. In cases in which medications
for treatment of hypertension result in impotence or
reduced fertility, the patient can nearly always be
switched to an alternate medication that effectively
treats the hypertension without impairing infertility or
they may consider a diet and exercise regime to manage
this disease. Informational counseling regarding these
options thus precludes the need for more complex deci-
sion making.

Diabetes and lupus. Interestingly, the desire to repro-
duce may become a motivator for a woman who has
been lax about treating her diabetes to become more
vigilant about her care. On the other hand, pregnancy
for a diabetic carries the risk of shortened life, kidney
damage, and loss of vision. For women with lupus or
other autoimmune disorders, pregnancy can shorten
life span or have other deleterious effects. The patient
may thus need to make decisions that weigh the desire
for reproduction against a shorter or less healthy life. In
some cases, desire for a child may lead to denial or min-
imization of the very real health risks for the patient;
such denial should be addressed in counseling.

Breast cancer. The decision to pursue pregnancy and
infertility treatment after breast cancer treatment,
while life-affirming, is complex. Some patients find it
difficult to tolerate the recommended two-year wait-
ing period before attempting pregnancy. Many patients
are concerned that pregnancy and use of hormonal
therapies will increase their chances for disease recur-
rence, and they must make their decision in the absence
of definitive large-sample longitudinal research studies
about these factors. Other patients will be willing to
assume the risks associated with pregnancy and use
of infertility drugs.[26] Patients with complete ovar-
ian suppression whose only options are costly oocyte
donation/IVF or surrogacy may be financially unable
to use these treatments, exacerbating feelings of anger
and frustration about the unfairness of cancer. Some
patients who want infertility treatment encounter oppo-
sition from significant others or physicians concerned
with pregnancy-caused disease recurrence or maternal
death before children reach adulthood. A patient’s right

to autonomous decision making and her quality-of-life
concerns are important factors to consider as mental
health professionals help infertile breast cancer sur-
vivors explore these issues.

Decisions Regarding Infertility Treatment When
a Genetic or Medical Condition May Be Transmitted
to Offspring
Patients with cystic fibrosis, severe male-factor prob-
lems that are genetically caused, and breast or ovarian
cancer may all be concerned with the genetic risks of
passing on such conditions to their offspring. Many of
these patients will meet with genetic counselors, but
at times a mental health professional will be consulted
about decision making. Risk factors, alternative treat-
ments such as donor insemination and oocyte donation,
and ethical issues should be included in the discussion.

Most couples are ill-prepared for a genetic diagnosis
as the cause of their infertility and often emotionally
bewildered and overwhelmed with the news. All too fre-
quently, genetically-based infertility involves more than
a fertility diagnosis; it can include the diagnosis of a
genetic disorder with potentially life-threatening med-
ical complications, the possibility of transmission of
that genetic disorder to offspring, and the identification
of a genetic disorder in other family members. Under-
standably, this ripple effect of consequences can have
significant psychological, social, and medical conse-
quences for individuals and couples affecting the infer-
tile couple’s quality-of-life, family-building alternatives,
and healthcare.

HIV patients present with concerns about infecting
offspring, as well as infecting the female partner in
cases where the male partner is seropositive. Infertility
doctors are increasingly seeing patients who are HIV-
positive due to the increased prevalence of HIV infec-
tion in women and longer life expectancy from newly
developed anti-HIV drugs. With longer survival, HIV-
infected patients have broadened the focus from disease
management to consideration of quality-of-life issues,
including parenthood. Rojansky and Schenker[70] sug-
gest that HIV-positive patients should be counseled
regarding five issues: (1) risks of perinatal transmis-
sion, (2) possible effects of pregnancy on the mater-
nal condition, (3) available therapy for mother and off-
spring, (4) preventive measures and safe-sex practices,
and (5) issues related to infancy and childhood, includ-
ing orphaned or infected children. Mental health pro-
fessionals should clarify their own position regarding
infertility treatment for HIV-positive patients before
counseling such patients, and can advocate for patients
by encouraging physicians to develop clear and ethical
treatment policies.
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Decisions Regarding Infertility Treatment in the Face
of Limited Life Expectancy
With diseases such as HIV, severe early-childhood-onset
diabetes, and cancers with low survival rates, patients
are faced with the decision of whether to treat infertil-
ity and conceive in the face of limited life expectancy.
The patient, couple, or infertility doctor may struggle
with ethical dilemmas and emotional issues of creating
a child whose parent is unlikely to live or to be healthy
enough to care for the child until the child has reached
adulthood. In this way, some of the counseling issues
are identical to those presented by couples where one
or both are over the age of fifty. The therapist’s role may
be to assist the patient or couple in facing the realities
of limited life expectancy and in making provisions for
the care of the child if a parent dies. This process will
often include assessment of the supportive role of other
family members and friends and evaluation of the fam-
ily’s resources. It is important to recognize and validate
the strong “longing for life”[53] that exists for many
patients with life-threatening illnesses, and the ways in
which biological parenting may satisfy this longing.

Mortality and Loss Issues

The decision about whether to become pregnant (or to
adopt a child) when one’s own life expectancy is lim-
ited is only one facet of the general psychological issue
of loss and mortality faced by infertility patients with
a medically complicating condition. Infertility in itself
involves multiple potential losses.[71] These include
loss of control over reproduction, a healthy sexual sense
of self, marital or sexual satisfaction, control over life
planning, and an ideal family. The other medical condi-
tion can also involve multiple losses. These range from
the potential loss of life (from cancer, AIDS, or lupus)
to the loss of freedom to live an unrestricted life due
to daily medical regimens (e.g., diabetes and hyperten-
sion) or pain (e.g., endometriosis).

When patients are facing the dual losses inherent in
infertility and their other medical condition, they may
respond with depression or anger at the unfairness of
life. They may also experience an especially powerful
longing for life fueled by the simultaneous threat of
loss of life and loss of the ability to create a new life.
Overcoming infertility and giving birth are seen as a
powerful affirmation of patients’ survival of the dis-
ease process. If patients are ultimately unable to find a
cure for infertility, the grief work involved in the loss of
the wished-for child may be compounded with renewed
grief for the loss of a full, healthy life.

Some patients, faced with these dual losses, may
become clinically depressed. The therapist may need

to help a patient address previously unresolved grief
regarding the medical condition. In some cases, a
patient will have grieved at the time of the medical
diagnosis, but a diagnosis of infertility will reopen the
grieving process by adding another dimension to the
meaning of the illness. In cases in which the depres-
sion requires a psychotropic medication that is contra-
indicated during pregnancy, a patient may need to defer
infertility treatment until the depression is alleviated.
This postponement, difficult for infertility patients in
general, may be particularly difficult for patients with
a sense of urgency to reproduce and parent within a
potentially shortened life span.

Glazer and Hubner[72] noted that infertility patients
with cancer often report feeling a sense of exclusion
from the infertile community. They feel that others
going through infertility cannot possibly appreciate
what it means to face cancer as well, with its additional
emotional struggles and losses. Patients may also feel a
sense of disconnection from others with their medical
condition who are not undergoing infertility treatment.
In particular, others may criticize them for choosing to
have children when the disease itself is life-threatening.
Such criticism can increase these patients’ sense of
isolation.

Defectiveness and Abnormality Issues

Feelings of defectiveness and abnormality are com-
mon in infertility patients, as well as those with other
medical conditions. A diagnosis of infertility and the
process of infertility treatment can compound feel-
ings of defectiveness associated with the other medi-
cal condition, causing loss of self-esteem and exacer-
bating a sense of difference from the normal world.
Many of these medical conditions involve problems
with sexual functioning, which influence a person’s sex-
ual relationships and sexual self-esteem prior to infer-
tility treatment. For instance, males with diabetes or
hypertension often have difficulty maintaining erec-
tions or having orgasms. Women with endometrio-
sis may have pain with intercourse. In these patients,
the infertility problem can represent an additional
experience of feeling sexually abnormal or deficient.
Counseling may be needed to assist in expressing
such feelings, to address sexual dysfunction prob-
lems that interfere with timed intercourse or the
production of semen samples, and to explore gen-
eral feelings regarding femininity or masculinity. In
some cases, the shame associated with feeling sexu-
ally abnormal or defective may inhibit one member of
the couple from participating actively in the infertility
treatment.
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More generally, medical diseases can bring up
thoughts and feelings of “my body is defective” and “I
am abnormal,” which are exacerbated by infertility. The
dual narcissistic injury of infertility and other illness
can lead to feelings of being betrayed by one’s body. Clin-
icians should be particularly sensitive to issues of defec-
tiveness in patients whose other medical condition (e.g.,
testicular cancer, endometriosis, diabetes, Rokitansky-
Küster-Hauser syndrome) was first diagnosed in ado-
lescence, a developmental period when difference from
peers is particularly challenging to the creation and
maintenance of a healthy ego. For such patients, infer-
tility treatment can be threatening to their basic sense
of self. The infertility physician can help by being sensi-
tive to these issues and by referring patients or couples
for supportive counseling.

Patients with genetic, chromosomal, or congen-
ital conditions involving sexual abnormalities and
concomitant infertility are particularly vulnerable to
feelings of stigma, defectiveness, grief, and loss in addi-
tion to all of the issues involved in having a chronic
medical condition. Individuals originally diagnosed in
infancy or childhood (e.g., Turner’s syndrome and cystic
fibrosis) typically have faced psychosocial stigma and
chronic illness issues throughout their lives and have,
to a large extent, integrated the reality of this into their
sense of self. A large portion of them may have con-
sidered reproductive issues, although research shows
that many feel reproduction and sexuality issues may
not have been addressed by caregivers as early as most
patients would have liked. Individuals diagnosed with a
congenital or chromosomal disorder in adolescence or
young adulthood (e.g., Rokitansky-Küster-Hauser syn-
drome or Klinefelter’s syndrome) face similar issues.
However, an additional challenge for these individuals
is the integration of the diagnosis into individual sense
of self as a man or woman occurs at an age when indi-
vidual identity may still be in flux. While assisted repro-
duction may provide parenting options, using such
treatments can trigger reemergence of stigma and
bereavement issues. Furthermore, while patients with
these conditions may have become psychosocially
accustomed to their medical condition, their spouses
and/or in-laws may not, triggering a variety of emo-
tional issues for the patient (e.g., guilt) or the cou-
ple (e.g., conflict or feelings of inequity). Like men
with CBAVD, men with Klinefelter’s syndrome are often
unaware their fertility is impaired and only discover it in
the process of trying to have a family. While dealing with
feelings of infertility, men with these disorders often
grapple with the feeling of not being a complete man
due to the genetic/sexual abnormality. Men and women
with these unique disorders often face a double threat to

maintaining a healthy sexual ego while addressing feel-
ings about their reproductive abilities. Infertility physi-
cians and counselors should be sensitive to these issues
by helping the patient and their partner explore feel-
ings regarding sexuality, masculinity/femininity, repro-
duction, and family-building.

Countertransference

Throughout this discussion, reference has been made
that the physician and counselor need to be aware of
their personal feelings in regard to treating infertility
patients with medically complicating conditions. Coun-
tertransference concerns both the unconscious and
conscious awareness of thoughts, feelings, and reac-
tions that a therapist (or other healthcare provider)
experiences in the context of relationship with the
patient. Goodheart and Lansing describe it as “an
aid to understanding the patient’s experience through
the therapist’s own personality filter.”[73, p. 90] They
identify two classes of induced countertransference
responses that are of relevance to working with chron-
ically ill patients: (1) responses to the disease impact
and its usual course, and (2) responses to the individ-
ual patient’s characterological reactions to the disease.
Responses to the disease impact may include anxiety,
fear, and discomfort around the course of disease and/or
treatment primarily due to long-term health issues (i.e.,
death and disability), vulnerability, loss, helplessness,
and failure (i.e., infertility treatment). Responses to the
patient’s reactions to their illness relate to therapists’
feelings of liking the good patient (those that have qual-
ities one admires such as spunk, pleasantness, trying
hard, and resourcefulness) and disliking or wanting
to get away from the bad patient (angry, demanding,
resentful, or manipulative, etc.).

What is apparent is that healthcare professionals
need to be aware of their feelings, defenses, anxieties,
and other reactions to these patients to provide the best
care. Helplessness, often an underlying reaction, is a dif-
ficult feeling for those in the helping professions. These
feelings are, at times, reflections of the patient’s own
sense of helplessness in facing two chronic conditions –
infertility and their medical condition. Goodheart and
Lansing point to several examples of signs that coun-
tertransference issues are prominent and should be
addressed.[73] They include an awareness that the ther-
apy is not going well; being preoccupied with the patient
out of the session; intense feelings persisting with the
therapist; and possible feedback from other colleagues
or friends regarding the therapist’s preoccupation or
intense feelings.[73, p. 101] Having the opportunity to
understand and analyze these responses, with peers or
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self, will assist the therapist in helping these challenging
patients.

THERAPEUTIC INTERVENTIONS

In addition to strategies discussed with clinical issues,
there are several approaches that may be used in devel-
oping therapeutic interventions when working with
infertility patients with medically complicating condi-
tions. These include patient education, psychosocial
support, and stress management.

Patient Education

A fundamental aspect of assisting patients involves
helping them obtain sufficient medical information
about their condition as well as infertility treatment
options. It is the responsibility of the infertility coun-
selor to be educated and informed about the condition
so that the patient is not in the position of having to
educate the counselor. With this background, the coun-
selor will be able to provide information about what to
expect with the infertility evaluation/treatment process,
how to work with the treatment team, and the normal
emotional responses to infertility within the context of
the medical condition. Patients do best when they are
well-educated, know what to expect, and are provided
with sufficient information to help in decision making.
This may involve assisting patients with genetic con-
ditions to get genetic counseling to better understand
their condition and its impact on reproduction.

Patient education may also include helping the medi-
cal team to understand the emotional needs of patients
with medically complicating conditions. While the team
may have firm knowledge on the medical needs of these
patients, often they feel ill-equipped to deal with their
complex emotional needs and demands. Helping the
team understand the issues as well as their own counter-
transference to the patient will facilitate team members’
sense of effectiveness.

Psychosocial Support

There are a number of ways the infertility counselor
can help to provide psychosocial support. First, the
patient may need assistance in addressing the psychoso-
cial issues of the chronic illness. This may mean infor-
mation on disease management and facilitating con-
tact with support groups such as for cancer survivors,
POF, PCOS, endometriosis, or genetic conditions. It
may also mean helping to address feelings of stigma
associated not only with the disease but also with the

desire for family despite the risks, especially true with
HIV patients.

Individual, couple, or group counseling are appro-
priate modalities for addressing the complex needs and
issues of these patients. Individual counseling may be
useful in managing depression and anxiety, a common
consequence of chronic illness as well as infertility, and
psychopharmacological assessment may be needed. It
may also provide a framework for facilitating bereave-
ment, relating to the loss issues associated with both
conditions. Couple counseling is useful to address the
impact of these conditions on the marital relationship
while pursuing infertility treatment. It is also an oppor-
tunity to provide support to the partner, who may feel
somewhat ignored as the focus is usually on the iden-
tified patient, that is, the patient with the chronic ill-
ness, as opposed to the couple. Finally, group counseling
provides a safe setting to explore the issues of infertil-
ity, without the focus being on chronic illness, often a
relief to these patients. Groups are a normalizing expe-
rience and usually diminish feelings of isolation, shame,
stigma, and defectiveness that patients may face outside
the clinic.

Stress Management

An important component in dealing with either chronic
illness or infertility, both inherently stressful condi-
tions, is stress management. While specific aspects of
stress management and relaxation techniques are cov-
ered in depth in other chapters (see Chapter 11), it
needs to be underscored how useful these interven-
tions are in helping patients cope with their disease and
treatment. These may include: helping patients learn-
ing how to breathe diaphragmatically to elicit the relax-
ation response; practicing age-old techniques of medita-
tion and mindfulness; cognitive restructuring; learning
visualization and guided imagery; journaling; making
healthy lifestyle choices such as exercise and nutrition;
and joining a yoga class. There is growing evidence
that practicing these skills not only helps in quality-of-
life issues but also may assist in remitting or healing
chronic conditions, including infertility.

Another aspect of stress management concerns an
oft-neglected factor in healthcare, spirituality. There
is substantial amount of research on the relation-
ship between religion, spirituality, and mental health,
especially in patients with health problems.[74] This
research provides evidence that spirituality and religios-
ity enhance positive emotions such as well-being, hope,
and sense of purpose as well as diminish depression
and anxiety symptomatology. It is also associated with
better health habits, stronger immune function, better
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cardiovascular status, and longer survival. Nonetheless,
it is an area that many MHPs are uncomfortable pur-
suing with patients. Exploring and addressing the role
of religion and spirituality in a patient’s life is part of
his or her history, and opens the opportunity to support
these beliefs and practices that are commonly used in
coping as well as medical decision making.

FUTURE IMPLICATIONS

The best interests of infertility patients with medically
complicating conditions will be served when there is
good communication and a teamwork approach among
the infertility physician, the mental health professional,
oncologists, and/or other physicians treating the medi-
cal condition. By sharing information about the impact
on fertility of the disease and its treatment, the impact
of fertility on the disease process, and the psychological
issues involved, healthcare providers can assist patients
in making decisions that maximize informed consent
and peace of mind and minimize the possibility of
future regret and distress.

Mental health professionals working in the area of
infertility can act as advocates for their patients by
educating oncology treatment teams about the options
of oocyte donation for patients who have lost ovarian
function and gestational carrier for patients who have
had hysterectomies but retain ovarian function. Knowl-
edge of these ways to partially preserve fertility can be
extremely comforting to some newly diagnosed cancer
patients who otherwise might assume that their can-
cer means a complete loss of reproductive capacity.
Likewise, mental health professionals can act as advo-
cates by encouraging oncologists who treat males with
Hodgkin’s disease and oncologists/urologists who treat
testicular cancer to discuss pretreatment sperm cry-
obanking with all patients, regardless of age or marital
status.

Mental health professionals will increasingly see
infertility patients with medically complicating condi-
tions, due to increased survival of patients with can-
cer and other illnesses combined with improved and
expanded infertility treatment techniques such as IVF,
ICSI, oocyte donation, oocyte cryopreservation, and
gestational carrier. All of these advanced infertility
treatments are very costly, and not all patients will have
the financial means to use them or access to treatment
clinics. Also, none of these treatments is guaranteed to
treat the infertility problems. In addition, many of these
treatment options carry a risk of multifetal pregnancy,
which entails higher costs and greater risks than single-
ton pregnancies. Thus, healthcare providers should be
thoughtful and realistic in discussing these options to

avoid offering false hopes of a simple solution to infer-
tility problems or of a solution that might be financially
out of reach.

Issues that need to be clarified in the future include
ovarian and oocyte cryopreservation, treatment of
patients with HIV, and the passing on of genetic prob-
lems to children. While ovarian cryopreservation is cur-
rently in the early stages of development, it may become
more available in the future. Furthermore, as tech-
niques such as ICSI permit reproduction in men who
previously were infertile due to genetic problems, some
of these genetic problems will be passed on to the chil-
dren created through infertility treatment.

SUMMARY

■ Infertility counselors can better serve clients by
obtaining general medical knowledge about medical
conditions affecting infertility.
■ Patients experiencing infertility and a medically
complicating condition are often dealing with mul-
tiple layers of chronic illness, grief, and social stigma.
■ Interdisciplinary teamwork among infertility spe-
cialists, mental health professionals, oncologists, and
other physicians will serve the best interests of dually
diagnosed infertility patients with other medical con-
ditions. Counselors can often serve as advocates for
patients.
■ Mental health professionals can play a vital role
in assisting patients with complex decision making
regarding treatment, in which risks and benefits for
both disease control and fertility preservation must
be considered.
■ Cancer treatment decision making requires rapid
crisis intervention counseling. While addressing pri-
mary feelings of fear and grief regarding cancer diag-
nosis and potential loss of life, counselors must also
bring the topic of future fertility into the discussion.
Doing so conveys a sense of hopefulness about the
future and helps patients avoid future regret.
■ The losses faced by infertility patients in general
are compounded for patients with other medical con-
ditions. These patients may experience disconnection
from the general infertile population who have not
confronted personal mortality issues.
■ The abnormality and defectiveness issues faced by
infertility patients in general are intensified for pati-
ents with other medical conditions. Patients whose
other medical condition was first diagnosed in ado-
lescence are particularly vulnerable to such feelings.
■ Helping professionals need to be aware of their
countertransference feelings and find ways to use the
information to better serve these challenging patients.
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■ Therapeutic intervention strategies include patient
education, psychosocial support services, and stress
management.
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We are a spectacular, splendid manifestation of life. We have
language. . . . We have affection. We have genes for usefulness,
and usefulness is about as close to a ‘common goal’ of nature
as I can guess at.

– Lewis Thomas

During the last half of the twentieth century, there
were a series of stunning advancements in reproductive
medicine and genetics that, ultimately, led to the two
fields of medicine becoming inextricably intertwined.
Some of these medical milestones include the discovery
of DNA in 1953 by Watson and Crick in Great Britain,
the birth of the first baby conceived via in vitro fer-
tilization (IVF) in 1978 in Great Britain, the birth of
the first baby following preimplantation genetic diag-
nosis (PGD) in 1989 in Great Britain, and the comple-
tion of the mapping of the full human genome sequence
in 2003 in the United States. These achievements have
enabled both reproductive and genetic medicine to
improve patient health and well-being while facilitat-
ing reproduction for individuals or couples previously
incapable of having a genetically-shared and/or healthy,
unaffected offspring. In short, the range of applications
of genetics in infertility is extensive, varied, and con-
sistently expanding contributing to the emergence of a
new medical specialty: reproductive genetic medicine.
While this new field increasingly enables would-be par-
ents to have the hoped for ‘perfect’ baby – a baby with
maximum health and minimum defects – the would-
be parents all too often have unrealistic or misguided
expectations of feasibility, success, and applicability
of any given technology or potential treatment. Fur-
thermore, not unexpectedly, the ability of reproductive
medicine and medical genetics to facilitate the con-
ception and/or birth of a healthy baby can be fraught
with moral dilemmas and technological bewilderments
for individuals as well as the family, community, and
society in which they live not to mention offspring
conceived or born as a result of these technological
advancements.

Genetic counselors and infertility counselors as
mental health professionals working in reproductive
medicine deal with basic issues of reproductive health

and normality/abnormality.[1,2] Increasingly, genetic
and infertility counselors, as members of the reproduc-
tive medicine team, provide informational and support-
ive care to individuals and couples undergoing treat-
ment for infertility and/or related genetic conditions. In
reproductive medicine, genetic counselors provide edu-
cational information about genetic conditions that can,
and do, impact the individual’s or couple’s reproductive
future including known or unknown genetic disorders
and the risk of transmission of genetic disorders to off-
spring. By contrast, infertility counselors must be cog-
nizant of the impact of genetic diseases and disorders on
reproduction and the psychosocial impact of these diag-
noses on reproductive decision making and emotional
and marital well-being. Both infertility and genetic
counselors provide reproductive education, prepara-
tion, comfort, and support as well as address individual
and couple response to genetic diagnosis; the impact of
extended and/or repeated reproductive losses; impaired
information processing; explore family-building alter-
natives (e.g., adoption and assisted reproduction); mar-
ital conflict, and individual distress while providing
the opportunity to discuss feelings about genetic risk
factors or transmission patterns.[2] Infertility coun-
selors and genetic counselors provide services that
dovetail; they work together as integral members of the
reproductive medicine team providing comprehensive
patient care to infertile couples.

This chapter

■ addresses the concepts involved in the applications of
reproductive genetic counseling to infertility and infer-
tility counseling;
■ provides an overview of the applications of genetic
medicine to infertility;
■ outlines the basis for testing for the diagnosis
of genetic infertility, prenatal genetic testing with
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applications to infertility, PGD (genetic testing done
during IVF and before embryo transfer), and the
genetic screening and counseling of gamete and embryo
donors;
■ illustrates how the genetic and infertility counselors
work together in meeting the complex needs of the infer-
tile patient.

HISTORICAL OVERVIEW

The Discovery of the Concept of Heredity
and Beyond

Historically, birth defects and intrafamilial disorders
were (and sometimes still are) attributed to external
factors such as punishment or favor by a deity; misdeed
or misadventure by the parent (typically the mother); a
curse; or phenomena of nature (e.g., eclipse).[3] Such
beliefs remain prominent in some cultures and may
be held and acted upon simultaneously with modern,
scientific medical practices. Even though until recently
there has been little scientific information, throughout
history there are various accounts of apparently famil-
ial disorder or birth defect occurring (or recurring)
in offspring. Examples include the understanding of
hemophilia evidenced by Talmudic proscription against
circumcising brothers of ‘bleeders’; French physician
Paul Pierre Broca’s 1866 report of a seemingly dom-
inant breast cancer predisposition in five generations
of his wife’s family; and the societal taboos against
marriages between close relatives in various cultures.[3]
An interesting historical example is the genetic disorder
of hemophilia suffered by the only son of Czar Nicholas
I and Czarina Alexandra – a condition that some have
contended influenced the course of history.

Modern genetics had its beginnings in the abbey gar-
den of Gregor Mendel, an Austrian monk, who was the
first to identify ‘units’ (now known as genes). In addi-
tion, he developed a theory of inheritances based on
a series of experiments on pea plants. Originally pub-
lished in 1865, Mendel’s laws became the foundation
of modern genetics, beginning with the principle that
inherited characteristics are controlled by genes that
occur in pairs. Additional Mendelian principles include
the Law of Dominance (one dominant gene in a pair
masks the recessive gene, thereby preventing it from
showing its effect); the Law of Segregation (each off-
spring receives only one factor, gene, from each parent);
and the Law of Independent Assortment (different fac-
tors, genes, are inherited separately and randomly).[4]

In 1902, American biologist Walter S. Sutton and
German cell biologist Theodor Boveri, and others, sep-
arately noted the parallels between Mendel’s factors

(genes) and chromosomes, which led to the chromo-
somal theory of inheritance. According to this theory,
Mendelian genes have specific loci on chromosomes
and it is the chromosomes that undergo segregation
and independent assortment. American embryologist,
Thomas H. Morgan was the first to associate a specific
gene with a specific chromosome through his exper-
imental work with fruit flies early in the twentieth
century.[4] The term genetics (meaning the biological
study of heredity) was coined in 1905 by British biolo-
gist William Bateson, and the terms gene and genotype
(meaning genetic makeup) were contributed in 1909 by
German scientist Wilhelm Johannsen.[3]

As the field of genetics emerged, both the scientific
and general public became interested in how hered-
itary factors might contribute to medical conditions
(e.g., mental retardation and birth defects) as well as
social and behavioral conditions (e.g., poverty, crime,
and mental illness). Francis Galton, an English scien-
tist, coined the term ‘eugenics’ in 1883 and founded
the Eugenics Society of Great Britain in 1908, which
was based on a belief that humanity could be improved
by encouraging the ablest and healthiest people to
have more children (typically referred to as positive
eugenics).[5] Eugenics became a popular movement
early in the twentieth century. Its aim was achiev-
ing social and biological evolution through selective
human breeding by encouraging or permitting repro-
duction of only those individuals with genetic charac-
teristics judged desirable. The eugenics movements in
the United States, Germany, Australia, and Scandinavia
favored negative eugenics, which advocated preventing
the least able from reproducing. In the United States,
laws were passed instituting quotas limiting immigra-
tion of inferior ethnic groups as well as laws promot-
ing sterilization and/or denying immigration or mar-
riage of degenerates based on race, mental or physi-
cal illness or incapacity, or criminal behavior. By 1926,
twenty-three of the then forty-eight United States had
laws mandating sterilization of the mentally defective
and more than 6,000 people had been involuntarily ster-
ilized.[5] In some Scandinavian countries this prac-
tice persisted into the 1960s and 1970s.[6] In Aus-
tralia, eugenics principles became part of a public
health movement to eliminate sexually transmitted dis-
eases and regulate indigenous peoples. Negative eugen-
ics reached its pinnacle with the Holocaust of World
War II in Germany during which millions of Jews,
Gypsies, minorities, the disabled, criminals, and others
were murdered en masse. In 1939, Germany legalized
euthanasia for the genetically-defective resulting in the
deaths of more than 70,000 people with hereditary dis-
orders.[7] Although negative eugenics fell into disfavor
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after the Holocaust, various forms continue to reemerge
throughout the world as exemplified by the ethnic
cleansing movements in Kosovo and Central Africa; reli-
gious and/or racial pronatalism with political agendas
(e.g., fundamentalist religious movements); and repro-
ductive social reformation movements (e.g., China’s
‘single child’ policy or high rates of female infanticide
worldwide).

Although these policies may seem to be passé, they
are increasingly relevant as reproductive medicine,
genetics, and medical technologies have become a pop-
ular method of implementing these agendas. Histor-
ically, the eugenics movement most certainly had a
negative end. The use of the eugenics movement as
a theoretical basis for the implementation of public
policies that resulted in widespread discrimination and
genocide led to a movement away from negative genet-
ics and toward positive genetics with its emphasis on
the identification of hereditary components of health
issues to improve health and the human condition.

After World War II, research focused on investiga-
tion of genes, their structure, and the genetic informa-
tion stored in genes. In 1953, molecular biologists Crick
and Watson announced they had discovered the struc-
ture of deoxyribonucleic acid, DNA.[8] Known as the
‘double helix,’ the researchers confirmed that DNA car-
ries life’s hereditary information. This discovery, cou-
pled with the advent of sophisticated molecular genetic
technologies, allowed researchers to unravel the genetic
code present in all humans.

In 2003, the International Human Genome Project
(HGP) (officially inaugurated in 1990) completed the
mapping of the human genome: the sequencing of the
entire DNA code found in human cells, or the entire
complement of human hereditary material. It is this
DNA code that orchestrates the functioning and devel-
opment of the human body. The major rationale of the
HGP was acquiring fundamental information concern-
ing a basic understanding of human genetics and the
role of genes in health and disease. The outcomes of
this project led to: The development of methods for
locating specific genes responsible for determining spe-
cific human traits; causing certain diseases; and or con-
tributing to human development and behavior. Today,
genetic testing can be useful for diagnostic purposes;
for the assessment of genetic risk; identification of car-
rier status (individuals who are unaffected but car-
rying genes capable of causing a genetic disease or
disorder in their offspring); predicting an individual’s
risk of adult-onset disorders; and determining genetic
causes of infertility.[9] Information gained from the
HGP has provided increasingly sophisticated molecu-
lar technologies, determined the genetic basis or genetic

involvement in diseases or disorders, and aided in the
discovery of new opportunities for the care, treatment,
and even cure of some genetic-based diseases or disor-
ders, including those related to infertility.

A Genetics Primer

Today, approximately 3–5% of all live births world-
wide will have a birth defect, chromosomal anomaly,
or genetic disease. To date, more than 8,000 diseases
are documented as having a genetic basis in McKusick’s
catalog, a reference text on single gene disorders that is
updated regularly.[10] Moreover, all diseases are sus-
pected of having some genetic involvement, including
the susceptibility to infections and common conditions
with adult onset such as cancer, heart disease, chem-
ical addiction, and mental illnesses. At some level, all
humans are at risk for being affected by a condition
that has a genetic basis.

The basic units of inheritance are the genes, which
are the biochemical blueprints from which cells ‘read’
the instructions needed for normal growth, develop-
ment, and function. Scientists estimate that there are
about 30,000 genes in every cell of the human body,
carried in duplicate on the twenty-three pairs of chro-
mosomes found within the cells of the body. Chromo-
somes are therefore ‘packaging units’ for the genes.
One chromosome from each of the pairs is inherited
from the mother through her egg cell (oocyte or ovum),
and the other of the pair is inherited from the father
through the sperm cell, for a total of forty-six chro-
mosomes. Each of the chromosomes carries hundreds
to thousands of genes, and, like the chromosomes,
50% of genes are inherited from the mother and 50%
from the father. The first twenty-two pairs of chro-
mosomes carry genes that every human has in com-
mon and that are the same in males and females.
The twenty-third pair carries the genes that deter-
mine the gender of the developing fetus, as well as
other information. Females normally have two chro-
mosomes identified as X chromosomes, and males
normally have one X chromosome and one Y chro-
mosome. The typical female chromosome designation
(karyotype) is 46, XX and the typical male karyotype
is 46, XY. The presence of a Y chromosome with nor-
mally functioning genetic material directs the fetus to
develop into a male. The absence of a Y chromosome
with functioning genetic material, along with the pres-
ence of two X chromosomes with normally functioning
genetic material, directs the fetus to develop into a
female. Changes in the number or the structure of
one or more chromosome(s) or changes in the struc-
ture and functioning of one or more gene(s) can result
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in infertility problems and/or the development of a
child with a birth defect and/or genetic disease. These
changes are the basis of testing that can help diagnose
a genetic cause of infertility.

An Overview of the Field of Genetic Counseling

Genetic counseling is defined as a communication pro-
cess meant to help an individual or family: (1) com-
prehend the medical facts, including diagnosis, prob-
able cause, and available management of a disorder;
(2) understand how heredity contributes to the disorder
and risk of transmission to offspring; (3) facilitate evalu-
ation of risks and decision making regarding treatment;
and (4) assist in the adjustment to a disorder in the indi-
vidual or in an affected family member.[2] Sheldon C.
Reed, American Genetist Director of the Dight Insti-
tute of Human Genetics at the University of Min-
nesota, coined the term genetic counseling in 1947. He
defined the three requirements of genetic counseling
as: (1) knowledge of human genetics; (2) respect for
sensitivities, attitudes, and reactions of clients; and (3)
teaching and providing genetic information to the full
extent known.[11] Genetic counseling was originally
done by university-based research geneticists involved
in research programs. As such, the emphasis was on
the provision of genetic information and knowledge-
based advice rather than on counseling. With the advent
of genetic testing in the early 1970s, genetic counsel-
ing moved toward a more medical model of patient
care, in which genetic counselors saw their responsi-
bilities as not only providing genetic information, but
also as providing supportive counseling and clinical ser-
vices to patients seeking assistance in reproductive and
medical care decisions, and to enable patient decision
making consistent with the patient’s own needs and
values.[12]

As such, genetic counseling, as a fully recognized
health profession, is a relatively new and still evolv-
ing profession. There are international variations in
qualifications, roles, and expectations but, in general,
genetic counselors are healthcare professionals with a
master’s level graduate degree. Although a small num-
ber of nurses have been certified by the International
Society of Nurses in Genetics, the majority of genetic
counselors in the United States and Canada complete
formalized training through programs accredited by the
American Board of Genetic Counseling. The first for-
mal graduate program for educating genetic counselors
was established in the United States in 1969 at Sarah
Lawrence College in New York.[13] Graduate training
and coursework in genetic counseling includes studies
in human and molecular genetics, related biological sci-

ences, and psychosocial counseling with clinical appli-
cation. Graduates must demonstrate clinical skills in a
variety of settings with diverse patient populations to be
eligible to apply for board certification, and to be certi-
fied, an applicant must pass both general and subspe-
cialty exams.[14] Increasingly, genetic counselors are
specializing in a specific field of genetic counseling such
as reproductive genetic counseling, as evidenced by
the addition of the Genetic Counseling Special Interest
Groups to both the American Society of Reproductive
Medicine (ASRM) and the European Society of Human
Reproduction and Embryology (ESHRE).

In the past, nurses working with physicians and/or
medical geneticists had traditionally provided genetic
counseling in Australia and the United Kingdom.
Recently, with the advent of master’s level genetic
training courses, a distinct genetic counseling profes-
sion has begun to develop in these and other coun-
tries. In Australia, accreditation is provided through
the Human Genetics Society of Australia and genetic
counseling training courses have expanded to train-
ing professionals in southeast Asia (e.g., New Zealand,
India, and Vietnam).[15] Master’s level training is also
available in Mexico where genetic counselors are cer-
tified by the National Board of Medical Genetics and
in Israel where master’s level graduate training and
clinical experience qualifies the genetic counselor for
licensing by the Ministry of Health. In other parts
of Europe, social workers or geneticists often pro-
vide counseling.[16] In other countries including Japan,
Argentina, Chile, Italy, and China, physicians who may
or may not have additional training in genetics and/or
reproductive genetics have been the ones to provide
genetic counseling services.[17] Prenatal or reproduc-
tive genetic counseling is often provided by obstetri-
cians (e.g., Germany) or by midwives, with medical
geneticists only involved in the diagnosis of rare dis-
orders.[18] Likewise, in Brazil the need for genetic
counseling services has been recognized, but may be
provided by: genetic counselors, physicians, medical
geneticists, psychologists, or social workers – all of
whom may or may not have had formal training in med-
ical genetics.[19,20] As genetic counseling has become a
distinct health profession, specific organizations related
to genetic counseling have been established in many
countries.

Genetic counseling typically involves interactive dis-
cussions of the medical aspects of a disease or pre-
senting problem; clarification of the genetic basis
for the identified disease or disorder; assessment of
genetic transmission risk; and explanation of relevant
medical management and available testing options.
Genetic counselors facilitate decision making regarding
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diagnosis, testing, or management; provide support and
educational resources; and facilitate the exploration
of complicated feelings and the integration of com-
plex information all within the context of the patient’s
needs and values. Like the clinical interview in coun-
seling, a fundamental tool used by genetic counselors
to gather information regarding family history is the
pedigree (see Figure 15.1) using standardized nomen-
clature. Information obtained from the pedigree helps
the genetic counselor determine whether further testing
such as chromosome analysis (karyotyping) is appro-
priate and, if so, he or she makes arrangements for
obtaining samples for karyotyping and/or other genetic
testing. Figure 15.1 is an example of a pedigree depict-
ing a couple who is childless due to a history of mul-
tiple miscarriages. Furthermore, the pedigree provides
an organizational method for collecting and organiz-
ing information; assessing familial patterns of disease
and/or behaviors; and developing hypotheses about
how family dynamics affect genetic diagnosis, coun-
seling, and even decision making.[12] The use of the
pedigree has been adapted by mental health profession-
als (including infertility counselors) to further assess
family systems over a several generations. Expand-
ing on the pedigree/genogram, Kenen and Peters[21]
developed the Colored Ecologicaland Genetic Rela-
tional Map (CEGRM) as a conceptual approach and
tool for presenting information about family relation-
ships and stories about inherited diseases in a simple,
understandable form (see Figure 15.1). It is particu-
larly useful for genetic and infertility counselors in that
patient decision making regarding reproductive plans,
therapeutic intervention, lifestyle behavior, and shar-
ing or withholding of genetic information frequently
becomes enmeshed with preexisting psychosocial rela-
tionships whether biological kin, in-laws, and/or fictive
kin (friends who act as family). As such, the CEGRM
as a form of the pedigree/genogram makes it easier to
compare different types of social interactions and the
impact of the diagnosis on the individual or couple’s
family and social network.

REVIEW OF LITERATURE

The field of reproductive genetics is a new and
evolving field and, as a result, research initially was
sparse and marked by case reports of specific genetic
diseases or disorders that featured infertility. Initially
there was limited investigation into patient emotional
response or psychological adjustment following repro-
ductive genetic testing or diagnosis and a significant
focus on specific genetic developments in reproductive
medicine.
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Figure 15.1. Hypothetical clinical pedigree representing infer-
tility using recommended nomenclature. (Adapted from ref.
140, with permission)

International Perspectives on Reproductive
Genetic Testing and Counseling

Over the last two decades, four models of policy
development have been adopted in relation to human
reproductive technologies and genetics: the market
model; the human rights approach; self-regulatory
mechanisms; and legislation. In a review of regulatory
approaches in reproductive medicine, the human rights
approach was found to be less favored due to its
dependence on legal interpretation of basic rights,
making it expensive, time-consuming, and cumber-
some. Knoppers and Isasi[22] investigated regulatory
approaches to the provision of reproductive genetic
testing in eleven countries (Australia, Austria, Canada,
France, Germany, India, Israel, Japan, The Nether-
lands, Switzerland, and the United Kingdom). Although
no country had adopted a market or laissez-faire
approach, the authors cited Italy as an example of a
country with a long history of a permissive, laissez-
faire approach in which overly restrictive legislation
was recently implemented – with significant nega-
tive consequences. Despite the difficulty of making
generalizations due to different regulatory systems
adopted in each country, reflecting legal traditions,
cultural, and socioreligious beliefs influencing pub-
lic policy in each country, two different approaches
were identified: public order (legislative, top-down
approach) and private ordering (nonlegislative, bottom-
up) approach. Limiting their analysis to countries that
ranged from restrictive to pragmatic approaches, the
researchers found a remarkable symmetry in both the
(1) substantive requirements (i.e., gravity and health
indications generally) and (2) procedural safeguards
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(i.e., informed consent, counseling, confidentiality,
civil status, oversight, and accreditation) surround-
ing reproductive genetic testing. All countries in this
study had a mix of the self-regulatory and legislative-
specific approaches. Unitary countries, such as Austria,
France, The Netherlands, and Israel, rely heavily
on legislation as opposed to federal countries (e.g.,
Switzerland and Australia). Interestingly, countries that
had adopted prohibitive legislative approaches in the
1990s (e.g., Austria and Germany) were required to
develop new/adapted legal statues to accommodate
new technologies. Furthermore, although professional
guidelines were found to allow flexibility, the absence of
efficient accreditation mechanisms and oversight bod-
ies was found to lead to arbitrary and inconsistent
interpretations and applications contributing to social
inequities.

In a preliminary survey of 2,901 genetic profession-
als in thirty-six nations, researchers reported that the
nondirective counseling approach was prominent in
English-speaking countries, an aberration from the rest
of the world in which a more eugenic approach to
genetic counseling was prevalent. Furthermore, respect
for patient autonomy was found to be greatest in the
United States and least evident in China and India.[23]
Most providers of genetic counseling, with the excep-
tion of China, rejected government involvement in pre-
marital testing or sterilization, despite holding per-
sonal negative biases against persons with genetic
disabilities. The negatively biased views led to an
approach to genetic counseling based on pessimistically
biased information, especially in developing nations in
Asia and Eastern Europe.[24] This survey study was
expanded to included 4,629 medical and nonmedical
genetic counselors in thirty-six countries. Based on this
larger sample, Wertz reported similar findings in that
a pessimistic and prevalent view of genetic disorders
influenced counseling direction and outcomes. Most
providers of genetic counseling regarded educational
success of a session as more important than empa-
thy or support. Additionally, many thought their goal
was to prevent the birth of children with genetic con-
ditions, by prenatal diagnosis and elective abortion if
necessary. Wertz found that except in North America,
the United Kingdom, and Australia, many providers of
genetic counseling reported that they would be both
directive and pessimistic about a wide array of genetic
disorders and diseases, especially in Eastern Europe
and Asia. In the United Kingdom, 10% would counsel in
favor of abortion for Trisomy 21; in Northern Europe,
34%; in Southern Europe, 47%; and in Eastern Europe,
63%. For cystic fibrosis, percentages favoring abortion
were: 10% in the United Kingdom; 21% in Northern

Europe; 34% in Southern Europe; and 48% in Eastern
Europe.[25]

THEORETICAL FRAMEWORK

Genetic counseling uses many of the same principles
and theoretical frameworks of psychology, but genetic
counseling is not psychotherapy. Genetic counseling is
based on a definition of counseling as giving advice,
expert opinion, or instruction in directing the judgment
or conduct of an individual, couple, or family to make
autonomous decisions within the context of the medi-
cal model of patient care. As such, genetic counseling is
not simply the provision of information but the empow-
ering of patients through education, emotional sup-
port and the facilitation of information processing and
decision making. Alternatively, infertility counselors (as
licensed mental health professionals) are educated and
trained to provide psychotherapy: the treatment of per-
sonality maladjustment or mental illness by psycholog-
ical and/or psychopharmacological means as part of
therapeutic relationship. While both genetic counselors
and infertility counselors provide expert advice and sup-
port, only infertility counseling provides psychological
treatment of patients. Historically, genetic counseling
was based on the adaptation or application of the prin-
ciples of various psychological theories including client-
centered counseling, communication theories, biopsy-
chosocial medicine approach, family systems theory,
and stress theory. Only recently has there been a
move to develop specific genetic counseling theoretical
frameworks.

One theoretical framework fundamental to genetic
counseling is client-centered counseling based on
humanistic psychology and the work of American
psychologist Carl Rogers. Accordingly, client-centered
counseling emphasizes a nondirective, empathic
approach in which the counselor provides a warm,
accepting environment that respects the patient’s per-
spective and provides unconditional positive regard.
These principles are thought to facilitate the explo-
ration of feelings, issues, and decision making, and,
as such, provides a basis for genetic counseling that
is nondirective and respects patient autonomy.[26]
The basis for this approach emphasizes the “respect
for client’s beliefs, background and culture, and the
counselor’s duty to enable clients to make autonomous
decisions by providing all necessary information.”[26]
According to the communication approach to genetic
counseling, the genetic counselor uses the principles
of communication and decision making theories that
address communication processes and behaviors;
information processing; and decision making as a
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cognitive process affected by the information provided,
the method of communicating the information, and the
context in which the decision is being made. Within the
context of a medical model of diagnosis and treatment,
caregivers and patients make collaborative decisions
with the aim of minimizing risks and maximizing
benefits (e.g., health and well-being) while considering
all treatment possibilities (including doing noth-
ing).[27] As such, genetic counselors provide unbiased
information; assist exploration of personal views
and values regarding medical treatments and available
options; and facilitate individual and/or family decision
making. Genetic counseling is not simply the provision
of facts, but the processing and integration of infor-
mation enabling an individual’s autonomous decision
making and assimilation of complex scientific infor-
mation.[26]

The application of family systems theory to genetic
counseling has been suggested because family sys-
tems theory deemphasizes individual psychological
problems while addressing the family’s strengths (e.g.,
resiliency) and weaknesses (e.g., chaotic functioning).
Based on general systems theory, family systems the-
ory addresses the family as a unit with predictable
patterns of interactions, behaviors, and communica-
tions that impact the individual family members as well
as the system as a whole. Accordingly, genetic coun-
selors use family systems theory to address individual,
intrafamilial, and intergenerational issues associated
with inherited and genetic disorders.[12] Kessler[28]
characterized the change in emphasis in genetic coun-
seling as a ‘paradigm shift,’ describing the shift in
emphasis in genetic counseling from a communication-
of-information model of counseling to a preventive
medicine model and, finally, the biopsychosocial
medicine approach currently favored.[26]

The biopsychosocial medicine approach (introduced
by Engel) is a patient-center approach to medical care
based on general systems theory in which diagnosis
and treatment of medical conditions consider a wide
array of aspects (e.g., physiological, psychosocial, expe-
riential, interpersonal, familial, and societal influences)
that may potentially impact an individual’s (family’s)
experience of the illness and treatment. Caregivers
and patient are collaborators in diagnosis, treatment,
and health maintenance. The biopsychosocial medicine
approach emphasizes patient self-determination and
the genetic and infertility counselor’s role as a patient
advocate, researcher, and healthcare professional pro-
viding supportive care, education, resources, and
referrals.

The biopsychosocial medicine approach is the basis
for a multidisciplinary collaborative treatment approach

that acknowledges the importance of a wide variety
of medical professionals with specific expertise in pro-
viding optimum patient care. This approach mini-
mizes rigid distinctions between fields (but not exper-
tise), allowing genetic counselors to provide more
psychological support or counseling; mental health
professionals to provide more genetic education and
assessment; and physicians the opportunity to address
both medical genetics and emotional issues within
the context of comprehensive patient care. A col-
laborative multidisciplinary team approach in repro-
ductive medicine seems particularly applicable given
the wide array of medical professionals: reproductive
endocrinologists, urologists, perinatologists, nurses,
andrologists, embryologists, laboratory technicians,
mental health professionals, genetic counselors, and
various support personnel (e.g., treatment coordina-
tors).[29–31] Furthermore, a multidisciplinary collab-
orative approach provides a methodology for improv-
ing patient care through evidence-based medical care;
the integration of research into clinical practice; and
the development of system-based curriculum for train-
ing a variety of medical professionals.[32] This team
approach to the care of infertile couples has gained
increasing acceptance with a growing number of repro-
ductive medicine practices using genetic counselors
either as staff or consultants in North America, Europe,
and Australia.

Recently there has been an effort to develop a
specific genetic counseling theoretical approach. Using
a grounded theory study approach, researchers[33]
found that while the need for certainty was the
most powerful factor motivating individuals to pursue
genetic counseling, additional factors were the indi-
vidual’s lay knowledge of the condition and the ability
of genetic counseling to satisfy the need for certainty.
Also important was the formation of a personalized
relationship between the client and the genetic coun-
selor, which was found to significantly influence the
central outcome, identified as a change in the client’s
psychological adaptation to the genetic condition in the
family. Further formalizing the profession of genetic
counseling has been the encouragement of cultural
competency. To that end, genetic counselors are encour-
aged to (1) become aware of their personal cultural her-
itage and beliefs, particularly how these may impact
their values and assumptions about human behavior
and beliefs; (2) actively pursue training and education
in multiculturalism; and (3) develop appropriate inter-
ventions skills for working with patients who are cul-
turally differently.[34] It should be noted that although
the principles of autonomy and patient-centered genetic
counseling are highly valued in the North America,
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this is not a globally universal approach, a consider-
ation that is important in terms of providing culturally
sensitive genetic counseling (see Chapter 4).

CLINICAL ISSUES

Psychological Tasks of Reproductive
Genetic Counseling

Genetic counselors use nondirective counseling to pro-
vide accurate information and identify all available
options to facilitate informed decisions for individu-
als and/or couples.[35] Family factors (both good and
bad) are often influential in the psychosocial adjust-
ment of the infertile couple and are especially relevant
if the genetic diagnosis affects the health or reproduc-
tive future of other family members. Hence, a myriad of
family problems can be expected such as family secrets;
dysfunctional communication patterns; inappropriate
family reactions to stress and loss; boundary violations;
divided family loyalties; and patterns of enmeshment
and diffusions. Negative or inaccurate perceptions, reli-
gious values, or cultural beliefs about heredity, dis-
ability, and medical technologies can limit a couple’s
options and increase their emotional distress. Alterna-
tively, a healthy family system; individual emotional
well-being; and stable marital functioning can facilitate
adjustment by reinforcing effective coping skills and
encouraging adaptability and emotional warmth.[12]

The role of genetic testing, diagnosis, and treat-
ment in reproductive medicine represents another area
about which infertility counselors must be prepared to
address complex biopsychosocial issues of childbearing
and family-building. The couple presenting for infertil-
ity services may not know that they have a genetic dis-
order causing their infertility and may be predictably
distressed when confronted with an unexpected dual
diagnosis: infertility and a genetic disease. This can be
even more distressing when the genetic diagnosis has
health or reproductive consequences for other family
members. Additionally, an increasing number of men
and women seeking reproductive medicine treatments
and/or infertility counseling may technically not be
infertile and have other reasons for using assisted repro-
duction (e.g., during a previous marriage a partner had
children and voluntary surgical sterilization). Thus, the
psychosocial issues and needs of these individuals are
different from the typical infertile patient. The couple
with a genetic problem presenting for infertility coun-
seling is more apt to focus on maximizing their oppor-
tunities of having a healthy, unaffected infant; explor-
ing their feelings about raising a child affected with a
genetic disease or disorder; and addressing their feel-

ings of guilt or anger at transmitting a genetic prob-
lem to their offspring. Marital or family-of-origin issues
are more likely to focus expectations of ‘normalcy’ and
‘acceptability’ in babies or the impact of the diagnosis
on other family members. In addition, a couple may
have to consider the implications of the genetic disor-
der on the affected partner’s health and longevity, as
well as how the disorder may impact childbearing and
childrearing decisions. The diagnosis of a genetic dis-
order that may impact the reproductive ability of other
family members may make a couple’s private trauma a
public family drama, potentially destabilizing the fam-
ily system and impairing the family’s ability to support
the couple and/or appropriately integrate the diagnosis
into the family’s identity. Finally, a healthy and enthu-
siastic altruistic gamete donor is, understandably, ill-
prepared for the diagnosis of a problem – let alone a
genetic disorder that may have major implications for
his or her health, reproductive life, marital relationship,
extended family, and psychosocial well-being. Under-
standably, these factors can and do trigger an array
of psychological responses to genetic diagnosis includ-
ing feelings of loss, grief, defectiveness, and or altered
sense of self similar to those experienced by infertile
individuals.

Deciding for or against Reproductive Genetic
Counseling and Testing

There are an increasing number of reasons for repro-
ductive genetic testing to be suggested or recom-
mended within the context of reproductive medicine
and, understandably, various reasons why individuals
or couples may embrace, reject, or feel ambivalent
about it. Genetic testing or counseling may be a diag-
nostic measure to determine or confirm the etiology
of the infertility; an individual or couple may have a
known family history of a genetic disorder that could be
a causal factor in their infertility; or their medical his-
tory (e.g., azoospermia and repeated miscarriage) may
warrant genetic testing. For many couples investigating
a genetic component in the diagnosis of infertility may
be viewed as just another medical test that may pro-
vide a diagnosis, and therefore, a treatment. Trauma-
tized and stymied by the unknowns of their infertility,
these couples typically look to modern medicine and
technology as a source of comfort and hope. If technol-
ogy can provide answers, they willingly pursue genetic
testing and counseling in anticipation of gaining knowl-
edge and control of an overwhelmingly ambiguous sit-
uation. Their approach may be that even if the infor-
mation is negative, the information obtained may open
other avenues of treatment and/or family building. This
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approach, which may be more common in the devel-
oped or Western cultures, is one in which reproduc-
tive and genetic technologies are viewed as providing
hope and promise. As a result, there is the possibility of
regret or social criticism if they refuse to use the tech-
nology.[36]

For other couples, the suggestion of genetic testing or
counseling as part of the infertility diagnostic process
may come as an unforeseen shock, triggering feelings
of disbelief or even denial due to the implication of a
deformity. These couples may be less comfortable with
reproductive or genetic technologies and interpret the
possibility of a genetic disorder as stigmatizing, shame-
ful, or unlaterally unacceptable. They may prefer the
‘unknown’ to the ‘known’ for a variety of reasons includ-
ing individual coping, family beliefs, religious or cul-
tural traditions, or the social stigma of a genetic diag-
nosis or disorder. For these couples, information gained
from genetic testing or counseling may be too costly,
on too many levels and, as such, is not an option with
which they can live or even realistically consider. For
them, the threat of additional emotional trauma com-
pounding those already experienced by infertility may
be too overwhelming and threatening – either to the
individual, their spouse, or even their marriage. Still
others, ignorant of genetic counseling or testing, often
find the prospect frightening and daunting and are sus-
picious or wary of the information gained from it. For
example, couples from developing countries, traditional
cultures, or with strong fundamentalist religious beliefs
may be more skeptical of technology; the information
it can provide; or the options available if the diagnosis
is positive for a genetic disorder. They may have diffi-
culty recognizing any personal or societal benefit in its
use or may even suffer social sanctions for considering
and/or using it. For these couples, the consideration or
use of technological procedures may be more stressful
and frightening experiences further complicated by lan-
guage barriers, economic barriers, and/or lack of access
to genetic counseling or testing.

Regardless of an infertile couple’s approach to genetic
testing, decision making about genetic counseling and
testing typically triggers profound feelings of ambiva-
lence. Fundamentally, infertility and genetic diagnoses
imply flaw and/or failure, often precipitating feelings
of shame, guilt, and abnormality. Inherent in genetic
testing is the possibility and potential for narcissistic
injury, loss of health, or negative social consequences
(e.g., marriage or family) if a genetic disorder, disease,
or anomaly is detected either in the individual, the cou-
ple, a pregnancy, or potential offspring. Ambivalence
usually represents simultaneous feelings of security and
self-protection in ‘not knowing’ and feelings of hope
and relief in ‘knowing’ – having a definitive diagnosis.

Additionally, whether a couple decides for or against
genetic testing or counseling, feelings of ambivalence
may never completely dissipate. Ambivalence or even
regret may remain after refusing testing or may remain
after testing – particularly if the diagnosis is positive and
has significant impact on the couple’s family-building
plans or a partner’s health.

There is some evidence that men and women may
view decisions about whether or not to pursue prena-
tal genetic counseling differently. One study[37] found
that male partners tended to view the decision to pre-
natal testing as either an (1) information decision or
(2) action decision. Men appeared to take a more active
role in decision making when both partners viewed
the decision as an action decision. For women, worry
was the most important variable influencing decision
making about prenatal testing. Women were also found
to use more denial-using mechanisms, reporting that
there could not possibly be anything wrong – even when
there was evidence to the contrary.

Altered sense of self, stigma, and narcissistic injury
as factors influencing decision making are apparent
in a number of aspects of infertility but may be best
demonstrated in male-factor infertility for two reasons:
(1) there is growing evidence of genetic factors as a sig-
nificant causal factor in male infertility and (2) there
is considerable evidence that male-factor infertility is
universally more stigmatizing to both men and women
than female-factor infertility.[38] Frequently, wives may
collude with their husbands to deny or minimize the
male-factor infertility diagnosis or to identify a minor
female-factor as the cause of the couple’s childlessness.
This ‘protective dance’ that couples do around male-
factor infertility can have a significant impact on their
reproductive decisions and their decision making pro-
cess. Furthermore, this protective dance is often influ-
enced by religious or cultural beliefs or traditions and
has been shown to be more evident in male-dominated,
traditional cultures (see Chapters 3 and 4). For exam-
ple, it is common for wives to proceed with reproductive
treatments with which they are uncomfortable to pro-
tect the relationship and/or the husband’s sense of self
or his standing in their community or family. By the
same token, husbands often refuse to consider repro-
ductive technologies that involve the relinquishment
of a genetically-related offspring or refuse to acknowl-
edge the ramifications of the male-factor infertility diag-
nosis, often using reassurances such as ‘it only takes
one sperm.’ These issues become even more relevant
if responses to genetic diagnosis trigger strong feelings
of responsibility, guilt, and defectiveness in the identi-
fied patient, and blame, shame, and resentment in their
spouse, or they are bound by cultural or religious tradi-
tions that disallow assisted reproduction remedies.
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There is considerable evidence that infertile couples’
reproductive decisions are less likely to be influenced by
statistical probability of genetic abnormality and more
likely to be influenced by qualitative factors such as a
couple’s or individual’s interpretation or perception of
risks;[39–41] desire to have a child;[39] the perceived
consequences of having a disabled child, with its impact
on marital, family, and the child’s quality of life;[42] and
the perceived burden of the genetic condition.[41] For
many infertile couples, deciding to proceed with genetic
testing or counseling is an excruciating decision, usu-
ally influenced by past infertility experiences; phase
of mourning the losses of infertility; personal iden-
tity issues; medical recommendations or indications;
and willingness of partners to acknowledge and accept
a genetic component to their infertility.[1] The chal-
lenges and pressures of infertility may leave couples
ill-equipped to cope with the potential losses inherent
in genetic screening or testing. Already overwhelmed
by grief or emotional distress, couples may engage
in avoidance or have profound ambivalence reflect-
ing their inability to assimilate or process the implica-
tions or ramifications of genetic screening or diagnosis.
Acknowledging the need for self-protective measures
and the normalcy of ambivalence may reduce anxi-
ety and distress or help individuals identify and grap-
ple with these feelings. Alternatively, profound ambiva-
lence, avoidance, and self-protection may also reflect
more deep-seated emotional or marital problems war-
ranting psychotherapeutic intervention.

Emotional Response to Diagnosis
of Genetic Disorder

Although it has been known for some time that genetic
disorders and diseases can cause or impair reproduc-
tion, recent advances in genetics (e.g., mapping of the
human genome) have led to the identification of an
increasing number of genetic causes or factors con-
tributing to impaired fertility in men and women. How-
ever, when genetic factors are determined to be the
etiology of failed or impaired reproduction, signifi-
cant emotional consequences are common. Although
a genetic diagnosis may confirm an individual’s infertil-
ity or sterility, providing definition to an ambiguous and
distressing situation, it is typically an unexpected diag-
nosis having an impact on not only the infertile man or
woman’s health but also the health of future pregnan-
cies and children and/or other family members.

A diagnosis of a genetic disorder or disease in an indi-
vidual, partner, or potential offspring can precipitate
a personal crisis and endanger the stability of a mar-
riage and even extended family relationships. As such,
assistance and interventions should be directed at help-

ing the couple cope with their acute distress, anxiety,
and uncertainty as they struggle with making decisions
and deal with the aftermath of the diagnosis.[43] The
scarcity of support and understanding for this unique
crisis and vulnerability to feelings of stigma, shame,
and secrecy highlight the importance of a referral to an
appropriate mental health professional (i.e., infertility
counselor) and/or support group, the use of patient edu-
cation materials, and collaboration or other caregivers
and support networks.[43]

Family factors are often influential in the psychoso-
cial adjustment of infertile couples and are especially
relevant if the genetic diagnosis affects other family
members or precipitates a family crisis. As such, the
emergence of myriad family problems can be expected,
such as disclosure of family secrets; dysfunctional com-
munication patterns; inappropriate family reactions to
stress and loss (particularly infertility and/or pregnancy
loss); boundary violations; divided family loyalties;
parental guilt for causing the genetic disorder; and pat-
terns of enmeshment and diffusion. Negative or inac-
curate family beliefs regarding heredity, illness, and
disability, childbearing expectations, kinship ties, and
medical technologies (e.g., genetic testing and/or diag-
nosis and assisted reproduction) may impair a couple’s
adjustment by limiting their options and increasing
their distress. Alternatively, family values, expecta-
tions, and resources may facilitate a couple’s adjust-
ment by reinforcing effective coping skills; encourag-
ing adaptability to change; providing emotional warmth
and support; and modeling positive mental health
habits.

Learning that one has a genetic disorder or is a car-
rier of one, has the potential for profoundly altering
one’s sense of self, altering the individual’s perception
of his or her genetic identity as well as social iden-
tity, health, and well-being. Ultimately, the diagnosis
of a genetic disorder or carrier status can and does
threaten reproductive ability and choices, impacting
not only the individual’s reproductive future but also
relationships with his or her spouse and partners and
extended family members.[44] As such, the diagnosis
of a genetic disorder or disease can precipitate a cri-
sis potentially endangering the stability of the individ-
ual, marriage, or family system. Assistance and inter-
ventions should be directed at helping the individuals
and/or couple cope and manage their acute distress,
anxiety, and uncertainty as they struggle with making
decisions and dealing with the aftermath of the diagno-
sis as well as any chronic distress stemming from their
decisions.[43] A scarcity of support or understanding
about this unique crisis (e.g., diagnosis of a fetal abnor-
mality or genetic cause of infertility) and vulnerability
to feelings of stigma, shame, and secrecy, highlight the
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importance of identifying ‘at-risk’ individuals and a col-
laborative approach to patient care.

Genetic assisted reproductive technologies can be
fraught with potential abuses, conflicts, discrimina-
tions, and misuses and involve legal and moral dilem-
mas. The majority of infertility treatment is still
geared toward the woman; available to individuals with
financial resources or geographic access to treatment
facilities; unevenly available to minority populations;
and remains personally, socially, and culturally humil-
iating. An increasing number of participants are using
the internet to make reproductive arrangements con-
tributing to reproductive tourism: couples and individu-
als crossing geographic boundaries to pursue reproduc-
tive agendas that are illegal, unacceptable, or unavail-
able in their homeland. However, this may lead to
misuses of the technology through the devaluation and
stigmatization of people with genetic disorders; the
assumption that a genetic condition can and should
be avoided such as cultural preference for a specific
gender; and/or the use of reproductive or prenatal tech-
nologies to foster a social environment that is intolerant
of disabled individuals.

The primary goals of reproductive genetic counseling
are ensuring that patients considering any procedure
(e.g., genetic testing, PGD, prenatal testing, assisted
reproductive) understand the scope and ramifications
of the testing and that they have realistic expecta-
tions of success rates, financial cost, and the time-
frame of treatment. Whatever reproductive procedures
the patients are pursuing, they should be informed
about other reproductive and family-building alterna-
tives. Additionally, because many patients with genetic
disorders are unfamiliar with assisted reproduction
and the treatment process, counseling should review
all applicable forms of assisted and third-party repro-
duction (e.g., IVF, IVF/ICSI, PGD). The psychosocial
aspects of treatment should also be reviewed includ-
ing what may be stressful about treatment, and cop-
ing strategies should be introduced or reviewed. Finally,
the possibility of treatment failure should be addressed
and appropriate supportive and therapeutic counseling
offered. This includes the offer of ongoing supportive
or therapeutic counseling with an infertility counselor
during treatment or as a resource in the event treatment
is unsuccessful. Furthermore, patients should be pro-
vided appropriate bereavement and crisis intervention
counseling, when appropriate.

THERAPEUTIC INTERVENTIONS

To aid in patient care and highlight the overlapping
roles of genetic and infertility counselors, Shapiro
and Djurdjinovic[1] outlined the psychosocial issues of

genetic counseling for infertile couples. They pointed
out how the emotional vulnerability and reproductive
history of infertile couples alters their perspective on
genetic and reproductive medicine, often resulting in
unrealistic expectations and decisions based on hope
versus reality. In fact, research has shown that infer-
tile couples consistently overestimate the success rates
of reproductive technologies while underestimating the
risks of transmission or impact of genetic diagnosis.
In addition, they make decisions influenced more by
the perceived burden of a condition than by the actual
numerical risk.[45] It is against this backdrop of high
expectations, prior narcissistic wounds, lengthy history
of medical treatment, and impaired information pro-
cessing that genetic and infertility counselors provide
assistance to individuals seeking reproductive services
whether or not they have an infertility diagnosis.

Genetic counseling provides a unique structured set-
ting for the provision of education and assessment
of the risks of and/or diagnosis of genetic disorders.
If a genetic disorder is suspected or has been identi-
fied, risks for recurrence or transmission and educa-
tion regarding the diagnosed disorder are addressed.
Options regarding prenatal screening, testing, and pos-
sible diagnosis are also typically explored. In addi-
tion, reproductive options are reviewed with the couple,
including ARTs, third-party reproduction, and adoption
all as viable family-building alternatives. Within this
context, it is ethically and clinically responsible to facil-
itate exploration of religious or personal ethics, inter-
nal context reproductive goals, feasible medical treat-
ments, availability of family support, acceptability of
prenatal genetic testing, and possible test results (with
perceived emotional response of the patient/family).
Finally, the genetic counselor assesses the emotional
response, reactivity, and receptivity of the individuals;
their response as a couple and to each other; and
their preparedness for pregnancy or ARTs. Working
within the collaborative reproductive team, an individ-
ual or couple with a reproductive genetic issue may
be referred to an infertility counselor, appropriate sup-
port organization, or other members of the reproduc-
tive treatment team (e.g., perinataologist) for additional
assessment or assistance.

All too frequently, the identification of an actual
or potential genetic issue as part of their reproduc-
tive treatment plan is something very few involun-
tarily childless couples anticipate. Typically, they are
ill-prepared for a potential genetic problem let alone
the diagnosis of a genetic cause of their infertility;
the possibility of a health problem in addition to a
genetic disorder; and/or the issue of their potential
offspring having a genetic disorder. As such, refer-
ral for genetic counseling can be met with an array
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of emotional responses including psychological resis-
tance, refusal, anger, denial, confusion, and alarm. Not
surprisingly, spouses often react differently, further
complicating the process and making information gath-
ering, assessment, and provision of diagnostic informa-
tion more challenging. Within this context, issues of
recall and comprehension of information conveyed in
genetic counseling; decision making processes; coping
with threatening events; family dynamics; and risk per-
ception can further complicate the experience. Psycho-
logical aspects of genetic counseling include the mean-
ing of the genetic information and of illness/disability;
patient and families’ adaptation to stressful events and
illness/imperfection; and reactions to uncertainty. Infer-
tility counselors provide support and collaborate with
genetic counselors in addition to providing an array of
psychotherapeutic interventions.

In the past, men and women with a chromosomal
problem, genetically-transmittable heritable disorder,
or genetic causes of infertility had few family-building
alternatives: childlessness, adoption, donated gametes,
or repeated ‘trial’ pregnancies involving prenatal test-
ing and termination of affected pregnancies. Today,
with the availability of a wide array of ARTs including
IVF, ICSI, PGD and prenatal tests, couples previously
unable to reproduce or have a healthy child, have new
avenues and opportunities for achieving parenthood
and having healthy offspring. However, while ARTs can
facilitate parenthood for a variety of conditions (both
genetic and nongenetic), there is some concern that
ARTs, in and of themselves, may actually cause congen-
ital malformations. There is some evidence of genetic
and congenital anomalies after IVF and/or ICSI due to
identified genetic disorders or as a result of the proce-
dure itself (e.g., imprinting defects). Although incon-
clusive, some studies have indicated that children con-
ceived via IVF and/or ICSI may be at increased risk of
major and/or rare birth defects (e.g., Angelman syn-
drome and Beckwith Wiedemann syndrome).[46–49]
Furthermore, ARTs treatments can be expensive; not
easily or universally accessible; inapplicable to a cou-
ple’s unique circumstance (e.g., legally restricted or
regulated); or simply unacceptable, impossible, or
objectionable for a variety of reasons (e.g., culture and
religion).[50] As such, the provision of genetic counsel-
ing about ARTs must include the psychosocial impact
of the diagnosis as well as available assisted reproduc-
tion remedies, enabling couples to make a decision that
is comfortable and appropriate for them.

In summary, although the use of ARTs for couples
faced with a genetic cause of infertility is feasible, it
is a complicated process and thus, genetic in addi-
tion to infertility counseling, are warranted. It is inter-
esting to note that despite education on the genetic

risks, even in the face of possible abnormalities asso-
ciated with a known genetic disorder, 71% of couples
expressed no interest in formal genetic counseling or
psychological support counseling.[51] The majority of
couples were found to almost universally prefer to have
a genetically-shared child, even if it involved transmit-
ting an unknown genetic disorder, and only willing to
consider the use of donated gametes for financial, cul-
tural, or religious reasons.[51,52] This may reflect high
levels of denial and defensiveness commonly seen in
infertile couples and/or individuals with genetic diag-
noses. However, it may also indicate that despite clinical
and professional recommendations about the impor-
tance of genetic and infertility counseling in reproduc-
tive medicine, caregivers’ efforts to ensure patients take
part in genetic and/or infertility counseling have been
inadequate or ineffective.[53,54]

Clinical applications of genetic counseling in repro-
ductive medicine run the gamut of services with genetic
counselors and infertility counselors providing a wide
variety of patient care in a wide array of circumstances.
Areas in which genetic and infertility counseling inter-
twine include:

■ preconception genetic counseling;
■ reproductive genetic counseling, specifically involv-
ing genetic causes of male and female infertility requir-
ing the use of ARTs and third-party reproduction;
■ prenatal genetic counseling and testing including
continuing or terminating an affected pregnancy and
loss of an affected pregnancy;
■ gamete and embryo donor genetic screening.

Preconception Genetic Counseling

Preconception genetic counseling refers to the prepara-
tion and education about any definable increased risk
for a fetal genetic disorder that may be diagnosed by
one or more methods for men and women who are con-
sidering pregnancy.[55] Although some couples may or
may not be aware of their fertility status before seeking
genetic counseling, most often, preconception genetic
counseling is sought by couples who are aware they
have a genetic condition or disease or are carriers of
one. As such, they want to be informed about the impact
of their condition or carrier status on their reproduc-
tive ability or, most commonly, the risk of transmission
of the disorder to their offspring. Additionally, there
is a growing trend among older first-time parents to
obtain preconception genetic counseling so as to be best
informed about having the healthiest baby and/or preg-
nancy possible.

Some couples purposefully pursue preconception
counseling because they are aware of a genetic disorder
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in themselves or family and, as a result, find the infor-
mation obtained through the process sobering but
unsurprising. Some of these couples are reassured by
the information that the risk of recurrence is lower than
they expected, while others interpret the same informa-
tion as a significant (and alarming) risk. Other couples,
particularly those with a perfunctory approach to pre-
conception counseling, may be surprised and distressed
when a significant problem is identified about which
they were unaware and for which they are unprepared.
Couples with no identifiable risk factors may interpret
the preconception counseling as a reassuring start for
their planned pregnancy, although they may also inter-
pret this information as a guarantee of a healthy baby
without any reproductive misadventures.

Performing preconception genetic counseling prior
to pregnancy helps reduce the risk of having an affected
child for couples who have a genetic disorder, or who
are known carriers of a gene that could be trans-
mitted to offspring. Preconception genetic counseling
allows couples to consider their alternatives includ-
ing remaining childless or using other family-building
alternatives such as third-party reproduction, adop-
tion, or ARTs (e.g., PGD). For other couples, precon-
ception counseling allows them to make an informed
decision to pursue a pregnancy with a 75% chance
(in the case of autosomal recessive conditions) of hav-
ing an unaffected child. Some of these couples may
elect prenatal screening to allow preparation for hav-
ing a child with a genetic condition or the termina-
tion of the affected pregnancy. These complex scenarios
highlight the need for patient care that is collabora-
tive involving infertility and genetic counselors, mem-
bers of the reproductive and/or maternal/fetal medicine
team, as well as medical caregivers for a specific genetic
disorder.

Preconception is also the optimal time to review
the importance of rubella immunity (to reduce the
risk of congenital anomalies associated with exposure)
and folic acid supplementation (0.4 mg/day to reduce
the risk of neural tube defects; 4 mg/day if there is
a history of a previously affected child). It also pro-
vides the opportunity to address the risks associated
with tobacco, alcohol, recreational drug usage (e.g.,
cannabis), and medications (e.g., antidepressants), and
to point out that all pregnancies carry a 3–5% risk
of congenital anomaly. Additional risks that should be
addressed include the increasing risk of fetal trisomy;
miscarriage due to advancing maternal age; and the
greater occurrence of certain genetic disorders within
specific ethnic backgrounds (many of these disorders
also have preconception screening options). Preconcep-
tion counseling involves a thorough history, including

the medical, social, and reproductive histories of both
partners.

Family History
A family medical history is an essential part of a pre-
conception visit. Information on birth defects, mental
retardation, genetic disease, reproductive history, gen-
eral health, and causes of death should be ascertained
for three generations. The careful analysis of a fam-
ily history allows for discussion of risk for recurrence
and available genetic testing options. Regardless of the
reason for preconception genetic counseling, perform-
ing this analysis prior to conception allows for discus-
sion of all pertinent issues in the absence of the stress
and time constraints of a pregnancy or in the midst
of infertility treatments. When a condition is identi-
fied in the family for which testing is available, the
testing process is often complex, time-consuming, and
can involve multiple family members. If initiated prior
to pregnancy, all reproductive options are available
to the couple. If concerns are identified while assess-
ing the family history, a referral to a genetic special-
ist is a consideration. Additionally, if unknown fertil-
ity concerns are discovered, the genetic counselor may
work in coloboration with the infertility counselor and
other members of the reproductive team to assure that
appropriate referrals are made and treatments pursued.
Similarly, if the pedigree analysis indicates significant
risk factors, the genetic counselor may work with the
reproductive treatment team to address other family-
building alternatives for the couple such as third-party
reproduction (e.g., donor gametes or gestational car-
rier), ARTs (e.g., IVF or IVF/PGD), adoption, and/or
childlessness.

Age
Patient age is important, particularly the age of the
female member of the couple seeking preconception
counseling. As all women get older, the chance of
having a child born with a chromosomal trisomy
increases (see Tables 15.1 and 15.2), with trisomy 21

TABLE 15.1. Risk of having a live baby
with any chromosomal problem[56]

Age Births per 1000

20 1.9
25 2.1
30 2.6
35 5.2
40 15.2
45 47.6
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TABLE 15.2. Risk of Down syndrome
live birth[56]

Age Risk

20 1/1923
30 1/885
35 1/365
40 1/109
45 1/32
49 1/12

(Down syndrome), trisomy 18 (Edward’s syndrome), tri-
somy 13 (Pateau syndrome), 47, XXY (Klinefelter syn-
drome), and 47, XXX being the most common.[56] It
is also notable that miscarriage rates also increase with
maternal age, from about 15% for women under thirty
to about 30–40% for women aged forty.[57] This is a
factor that comes into consideration as the genetic and
fertility counselors work together to offer reproduc-
tive modalities that are most appropriate for the cou-
ple. Advanced paternal age does not appear to carry
the same increased risk of trisomy as advanced mater-
nal age, although there is evidence of increased risk
for autosomal dominant diseases (e.g., Marfan syn-
drome, neurofibromatosis, achondroplasia, and Apert
syndrome). However, routine screening for these dis-
orders is generally not recommended as practical
because the risk is small in the absence of a family
history.[58,59]

Most women are increasingly aware of the designa-
tor ‘advanced maternal age,’ usually defined as thirty-
five years or older at the time of delivery, but many
couples do not fully comprehend the implications of
age for themselves and/or their pregnancies. There are
many misperceptions, both positive and negative, about
advancing maternal age. Having a clear understand-
ing of the involved risk may actually relieve anxiety for
some couples. Preconception counseling can help cou-
ples better understand the array of prenatal screening
and testing options available for pregnancies in women
of advanced maternal age. While some tests are per-
formed early in a pregnancy, tests performed later in
pregnancy are so distressing that discussion of testing
options and timing prior to pregnancy can help couples
sufficiently contemplate and consider which approach
best suit their needs and values.

Ethnic Background
Individuals and/or couples from specific ethnic groups
are at greater risk for genetic conditions and, as such,
should be educated about and offered preconception
screening. Genetic disorders common to certain eth-

nic backgrounds for which screening should be offered
include:[55,60]

■ African ancestry – Sickle cell anemia, beta tha-
lassemia, Hemoglobin C trait, alpha thalassemia
■ East Asian and Southeast Asian ancestry – beta
thalassemia, Hemoglobin E, alpha thalassemia,
Hemoglobin H disease
■ French Canadian and Cajun ancestry – Tay Sachs dis-
ease, cystic fibrosis
■ Hispanic ancestry – Sickle cell anemia, Hemoglobin
C, and beta thalassemia
■ Ashkenazi Jewish ancestry – Tay Sachs disease, Cana-
van disease, cystic fibrosis, familial dysautonomia
■ Mediterranean ancestry – beta thalassemia, alpha tha-
lassemia, sickle cell disease, structural hemoglobin vari-
ants (Hemoglobins S, D, G and Lepore)
■ Middle Eastern and South Central Asian ancestry –
beta thalassemia, alpha thalassemia, sickle cell anemia
■ European ancestry – Cystic fibrosis, individuals with
ancestors from Southern Europe may also be at
increased risk for several hemoglobinopathies associ-
ated with Mediterranean ancestry

Additionally, in 2001, the American College of Med-
ical Genetics (ACMG), along with American College
of Obstetricians and Gynecologists (ACOG), recom-
mended that carrier testing for cystic fibrosis be offered
to non-Jewish Caucasians and Ashkenazi Jews, and be
made available to other ethnic and racial groups.[61]
Screening is complicated by the fact that the detection
rate for cystic fibrosis carriers varies among individuals
of differing ethnicities[62] and, therefore, a thoughtful
discussion with a genetic counselor is of great necessity.

All of the above-listed conditions demonstrate auto-
somal recessive inheritance, meaning both members of
a couple must be carriers of a specific gene in order to
have a child affected with the condition although there
is usually not anyone in the family history reported to be
affected with the condition. Some couples may wish to
pursue genetic testing to determine their carrier status.
If both prospective parents are carriers for the same
autosomal recessive condition, they have a 25% risk
with each pregnancy of having a child affected with that
condition.

In summary, preconception genetic counseling helps
couples:

■ comprehend the medical facts, including any genetic
diagnosis, probable cause of the disorder, and available
management;
■ identify potential pregnancy risks;
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■ appreciate the way in which heredity contributes to
the disorder and the risk of occurrence or recurrence in
specific relatives;
■ develop a plan of care regarding the pregnancy risks
identified;
■ understand the options for dealing with the risk of
recurrence including prenatal genetic diagnosis;
■ make decisions regarding risk assessment and
options available;
■ make the best possible adjustment to the disorder in
an affected family member and the risk of recurrence
in another family member.

Preconception genetic counseling and testing has
become an increasingly common part of the infertility
diagnosis work-up and, as such, is potentially benefi-
cial as both a diagnostic tool and a patient education
measure.

Reproductive Genetic Counseling

Genetic Causes of Male-Factor Infertility and ARTs
The genetics of male-factor infertility can be divided
into four main categories: (1) chromosome abnormal-
ities (e.g., Klinefelter syndrome); (2) microdeletions in
the Y chromosomes; (3) congenital bilateral absence
of vas deferens (CBAVD)/cystic fibrosis; and (4) rare
genetic syndromes. The reproductive impairment for
men with genetic causes of infertility typically involves
the failure to produce sperm; the failure of sperm-
transport (obstruction in the male reproductive tract
(vas deferens); and/or the risk of transmission of a
genetic disorder to offspring. Donor sperm has a long
history as an expeditious and inexpensive method of
family-building that prevents the transmission of the
husband’s genetic disorder and allows couples to share
the pregnancy experience (see Chapter 17). However,
it means that the husband must to relinquish having
a child to whom he is genetically-linked and who is
genetically-shared with his spouse.

Today, ARTs can facilitate biological parenthood for
infertile men by enabling them to have a genetically-
related child; overcoming sperm penetration, count,
and mobility problems; and reducing or eliminating the
risk of transmitting their genetic disorder to any off-
spring. For men with azoospermia (no sperm) or low
sperm counts (oligospermia), sperm can be retrieved
through aspiration using microsurgical epididymal
sperm aspiration (MESA) or testicular sperm extraction
(TESE). Fertilization can be achieved through the use
of sperm injection into the oocyte using intracytoplas-
mic sperm injection (ICSI) during IVF (i.e., IVF/ICSI).
Despite these advances, assisted reproduction does

not overcome the genetic disorder causing infertility:
Affected men still have a chromosomal abnormality
(and concomitant health problems), and, consequently,
their offspring may be at risk of the disorder as well.

Genetic counseling for male-factor infertility not
only involves the implications of the diagnosis but
also implications for the future: pregnancies, reproduc-
tion, health, and other family members. Furthermore,
although IVF/ICSI may facilitate reproduction for men
with low sperm counts, there is evidence of significantly
higher incidence of de-novo chromosomal abnormali-
ties in ICSI offspring, including a higher number of sex
chromosome abnormalities, structural chromosome
abnormalities, and observed inherited anomalies
related to a higher rate of constitutional chromosomal
abnormalities in the fathers. As such, it would appear
that couples considering IVF/ICSI should be informed
of the risks of an abnormal chromosome and encour-
aged to consider genetic testing as well as prenatal
testing, if conception occurs as a result of ARTs treat-
ment.[63]

Chromosome abnormalities. Klinefelter syndrome
(also known as hypogonadism) is a chromosomal dis-
order affecting males born with a karyotype of 47, XXY
(or an extra X chromosome) resulting in a range of
symptoms including small testes, absence of sperm, en-
larged breasts, high levels of FSH (follicle-stimulating
hormone), learning disabilities, and behavioral prob-
lems. Because of other health issues, Klinefelter syn-
drome is typically, but not always, a condition diag-
nosed before the man seeks infertility treatment.
Klinefelter syndrome is the most common chromoso-
mal disorder impacting reproduction in men, affecting
1 in 1,000, causing impaired spermatogenesis, infertil-
ity, and azoospermia due to the extra X chromosome
and abnormal testicular development.

For males with chromosome abnormalities due to
chromosome translocations, future pregnancies are at
risk for miscarriage or congenital abnormalities should
a fetus inherit an unbalanced form of the transloca-
tion. Although assisted reproduction using sperm aspi-
ration may facilitate pregnancy, it may also facilitate the
transmission of a genetic disorder that was previously
undetected and/or untransmittable. Assisted reproduc-
tion does not overcome the genetic disorder caus-
ing infertility: Affected men still have a chromosomal
abnormality (and concomitant health problems), and,
consequently, their offspring remain at risk of inherit-
ing the disorder or developing an unknown variation of
it. They also are in need and must be made aware of
ongoing medical care for their own health even after
parenthood has been achieved. For men who are aware
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of their diagnosis and wish to use their own sperm,
IVF/PGD allows them to have a genetically-linked child
through technology that identifies and uses only unaf-
fected embryos.[64]

Y-microdeletions. Another genetic cause of male-factor
infertility are malformations on the Y chromosome,
where several genes have been identified as playing
an important role in spermatogenesis. Specifically,
microdeletions of the Y chromosome, in the region
of Y chromosome called AZFa, AZFb and AZFc,
cause azoospermia or severe oligospermia[65] in
9–18%.[66,67] Interestingly, apart from the failed
spermatogenesis or severe oligospermia, men with
microdeletions of the Y chromosome have not been
identified as having any other health or genetic prob-
lems. Sperm donation is one means of family-building
for this condition, or couples may choose to use
IVF/ICSI following sperm retrieval using MESA or
TESE. However, sons conceived via this method may
be at high risk of inheriting their father’s same Y chro-
mosome microdeletion. As such, it is recommended
that couples considering this treatment be counseled
about the possibility of transmission of the same defect
to their sons and how this may impact their son’s
potential fertility.[50,68] Alternatively, IVF/PGD may
be a treatment option for men with Y microdele-
tions to reduce the risk of transmission of the dis-
order, typically by selecting only female embryos for
transfer.

Congenital bilateral absence of the vas deferens
(CBAVD). CBAVD is the most common form of obstruc-
tive azoospermia, occurring in about 1–2% of all infer-
tile men. Men with CBAVD have one or more muta-
tions in the CFTR (cystic fibrosis transmembrane con-
ductance regulator) gene with approximately 60–70%
of men with CBAVD carrying at least one mutation of
the cystic fibrosis gene and 10–20% carrying two muta-
tions. CBAVD is sometimes referred to as ‘genital cys-
tic fibrosis’ because men with the disorder are often
asymptomatic of cystic fibrosis apart from azoosper-
mia.[69] Approximately 50% of apparently healthy men
with an absent vas deferens have mutations in the cys-
tic fibrosis gene, albeit not a classical presentation of
CF.[70,71] As such, these men face not only the diagno-
sis of cystic fibrosis but also the potential risk of trans-
mitting cystic fibrosis (or CF gene mutation) to their
offspring. Cystic fibrosis is inherited in an autosomal
recessive pattern, and thus CF carrier testing should
be offered to the female partner to assess the couple’s
risk of having a child with either classical or nonclassi-
cal cystic fibrosis. If female partners are also carriers,

couples have a 25% chance of having a child with this
genetic disorder, which is typically a very serious dis-
ease, and a 50% chance of having a child who is also a
carrier.

Sperm donation is one family-building alternative
for men with CBAVD as is IVF/ICSI following sperm
retrieval using MESA or TESE, particularly if the wife
is not a CF carrier. IVF/PGD is also a viable option
for couples with CBAVD as a cause of their infertility.
Genetic counseling for these couples involves address-
ing a number of issues including: (1) the dual diagnosis
of a chronic medical condition (CF) and sterility; (2) the
risk that other family members may also be at risk for
undiagnosed CF; and (3) the risk of transmitting CF to
offspring if the couple or man decides to use his own
sperm. These couples warrant genetic testing and coun-
seling, as these individuals (and their partners) need to
be aware of the risk of genetic transmission of the dis-
ease as well as potentially serious health issues.

Genetic syndromes. There are numerous other rare
conditions that are associated with male infertility.
These include, but are not limited to: Kartagener syn-
drome, myotonic dystrophy, adrenomyeloneropathy,
and androgen receptor mutations seen in spinal and
bulbar muscular atrophy. Typically, these conditions are
diagnosed in childhood (before men reach childbearing
age) as the conditions involve a variety of health con-
cerns and treatments. As such, infertility is a secondary
diagnosis and a consequence of the genetic syndrome.
For example, individuals with Kartagener syndrome
(a condition characterized by abnormal cilia) become
symptomatic during childhood with chronic ear infec-
tions, rhinitism, and sinusitis. Thus, men are typically
aware of the genetic diagnosis prior to their presenta-
tion at the infertility clinic, although they (and/or their
partners) may or may not be aware of how their genetic
condition can or does impact their reproductive ability.
The inheritance pattern of any given genetic syndrome
varies, and genetic counseling to review and/or clar-
ify risks to future offspring is recommended. Repro-
ductive options for these men include donor sperm,
MESA/TESE for sperm retrieval, and IVF/ICSI to facili-
tate fertilization. Additionally, IVF/PGD may be a viable
option for men with genetic syndromes in which there
is an identified genetic disorder.

Genetic Causes of Female-Factor Infertility and ARTs
The genetic causes of female-factor infertility include:
(1) chromosome abnormalities (e.g., Turner syndrome);
(2) genetic syndromes (e.g., Rokitansky-Küster-Hauser
syndrome, Fragile X); and (3) congenital adrenal hyper-
plasia (CAH) (e.g., polycystic ovary syndrome (PCOS).
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Reproductive impairment for women with genetic
causes of infertility typically involve disorders that
impair the development and functioning of female
organs (e.g., mullerian anomalies, feminization and
ambiguous genitalia) resulting in absence of or defec-
tive reproductive organs; hormone regulation that
impairs reproduction (e.g., advanced maternal age or
premature ovarian failure); or genetic disorders in
which pregnancy would impair the woman’s health
and/or the health of the pregnancy or infant due to the
transmission of the genetic disorder to offspring. In the
past, women with genetic conditions and/or causes for
infertility had few family-building options apart from
adoption. Recently, ARTs and third-party reproduction
can facilitate biological parenthood for infertile women
by enabling them to have a genetically-related child;
and helping them overcome hormone production prob-
lems and even absent or defective reproductive organs;
as well as reducing or eliminating the risk of transmit-
ting their genetic disorder or a chromosomal anomaly
due to advanced maternal age to their offspring. For
women with impaired ovulatory function, medications
with or without IVF can facilitate reproduction, or if
the woman is unable to produce healthy oocytes due to
absent or underfunctioning ovaries, donated oocytes is
a family-building alternative. Although oocyte donation
allows women to reproduce by experiencing pregnancy,
it also means the relinquishment of a child to whom she
is genetically-linked or one that is genetically-shared
with her spouse (see Chapter 18). For women with-
out a uterus or unable to carry a pregnancy, gestational
carrier or surrogacy are family-building options albeit
options in which she must relinquish the pregnancy
experience. Using a gestational carrier, a woman is able
to have a genetically-shared pregnancy with her spouse,
while surrogacy allows the couple to have a child that
is genetically-linked to her husband but not her (see
Chapter 21). Finally, although these forms of third-party
reproduction enable a woman to build a family, they do
not eliminate her genetic disorder or age-related repro-
duction issues. As such, IVF/PGD can be helpful for
identifying genetically-affected embryos and selecting
unaffected embryos for transfer to the genetic mother
or a gestational carrier.

While complex reproductive technologies and third-
party reproduction can, and do, facilitate family-
building, the fact remains that they do not alter the
underlying genetic disorder or condition causing infer-
tility and/or the risk of transmission of the disorder
to offspring, if women use their own oocytes. Further-
more, none of the technologies are foolproof or fail-
safe and, as such, even with these treatments, concep-
tion and/or pregnancy may not occur and the birth of

a healthy child cannot be assumed. Therefore, genetic
counseling and additional prenatal testing after preg-
nancy are warranted – although typically not consid-
ered by the majority of infertile couples who have gone
to great lengths to have a child using ARTs and often feel
that pregnancy, not the birth of a healthy baby, is the
goal. Thus, genetic counseling for female-factor infer-
tility (as for male-factor) involves not only the impli-
cations of the diagnosis, but also implications for the
future: pregnancies, reproduction, health, and other
family members.

Chromosome abnormalities. Similar to male-factor
infertility, women with chromosomal abnormalities,
which result in infertility, can be due to either struc-
tural rearrangements (i.e., translocations) or chromo-
some aneuploidy. Women who carry balanced chro-
mosome translocations are predisposed to extremely
early miscarriages, often before they are even aware of
the pregnancy. Again, the diagnosis of a chromosome
translocation also carries risks for first-trimester mis-
carriages and/or a pregnancy with multiple congen-
ital anomalies. With these disorders, psychological
issues typically involve personal identity, reproductive
choices, and sexual functioning, as well as medical
or surgical treatment. And while assisted reproduc-
tion may help many women with genetic disorders
become biological mothers, the risk of transmission
of the disorder to offspring remains an important
consideration for them and their partners, especially
if the women plan to use their own oocytes. If
women decide to use donated oocytes, it involves not
only complex medical treatments but also the relin-
quishment of a genetically-linked child. Additionally,
many of these conditions involve other health con-
siderations.

Turner syndrome (45, X) is a the most common
genetic cause of reproductive failure in women and is
associated with heart and kidney abnormalities, web-
bing of the neck, small stature, and primary amen-
orrhea. It is a chromosomal disorder marked by the
absence of all or part of one of the two X chromo-
somes. In most but not all cases, women with this con-
dition have very early loss of all oocytes, so that at
birth the residual ovarian tissue is small (streak ovaries)
and nonfunctional. Because the fallopian tubes, uterus,
cervix, and vagina are formed independently from the
ovaries, pregnancy is a viable option for women with
this condition as long as donor oocytes are used.
Women with variations (mosaic) Turner syndrome
(45, X/46, XX) are often asymptomatic and normal-
appearing and, as such, may present to an infertility
clinic seeking services, unaware they have a genetic
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disorder. Women with Turner syndrome may occasion-
ally conceive, although there is a risk of transmitting
the disorder or chromosomal disorder to their off-
spring. For most with Turner syndrome, however, moth-
erhood is best achieved through IVF using donated
oocytes as it prevents the transmission of the genetic
disorder to any offspring, yet enables family-building
via pregnancy. However, pregnancy in women with
Turner syndrome has been reported to increase the
risk of death due to aortic rupture or dissection dur-
ing pregnancy – an underlying condition that may be
overlooked prior to pursuing assisted reproduction or
pregnancy.[72]

With these genetic disorders, psychological issues
typically involve personal identity, reproductive choi-
ces, and sexual functioning, as well as medical or
surgical treatment. And while assisted reproduction
may help many women with these genetic disorders
become biological mothers, the risk of transmission of
the disorder to offspring remains an important consid-
eration, especially if the plan is to use the woman’s
own oocytes. If the woman decides to use donated
oocytes, it involves not only complex medical treat-
ments (oocyte retrieval for the donor, medical treatment
for the woman, and coordination of their reproductive
cycles) but also the relinquishment of a genetically-
linked child. Furthermore, many of these conditions
involve ongoing health concerns and treatments for the
woman.

Genetic syndromes. There are numerous genetic syn-
dromes that can result in female infertility. One example
is Rokitansky-Küster-Hauser syndrome. This syndrome
is a congenital defect of the female reproductive tract in
which the ovaries are normal but the uterus, cervix, and
most of the vagina are abnormal or absent. Women with
this disorder have all of the secondary external charac-
teristics of womanhood including breasts, clitoris, and
vulva. Typically, a young woman is not diagnosed with
this disorder until adolescence, when she fails to men-
struate or encounters acute pain during a pelvic exam or
sexual activity. Because they have normally functioning
ovaries, women with Rokitansky-Küster-Hauser syn-
drome may achieve parenthood through the fertiliza-
tion of their own oocytes via IVF and the assistance of a
gestational carrier who bears the pregnancy. Although
gestational carriers can provide a biological child, this
method of third-party reproduction means the relin-
quishment of the pregnancy experience. Genetic coun-
seling should address the risk of transmission to any
offspring. Additionally, these women also have ongoing
health concerns and issues apart from their reproduc-
tive goals.

Another example of female infertility due to a genetic
cordation is Fragile X syndrome. Interestingly, prema-
ture ovarian failure (POF) has been associated with
an increased incidence of female carriers for Fragile
X syndrome.[73] Thus, women who are found to be
carriers for Fragile X syndrome, often as the result of
a family history of Fragile X syndrome and/or men-
tal retardation in males, should be counseled accord-
ingly about their risk for premature ovarian failure,
as well as the risks of future sons having Fragile X
syndrome. Reproductive choices for these women may
be donated oocytes that would not only facilitate par-
enthood but also eliminate the risk of transmission of
the genetic disorder to offspring. Other couples may
choose to use IVF/PGD to select only female embryos
for transfer to avoid the transmission of Fragile X
syndrome.

Congenital adrenal hyperplasia (CAH). Congenital ad-
renal hyperplasia, or CAH, is an autosomal recessive
genetic disorder that causes defects in the enzymes
of the adrenal cortex required for cortisol production.
Polycystic ovary syndrome (PCOS) a common cause of
female infertility, is also associated with a nonclassi-
cal form of CAH. The clinical severity of CAH has a
large range, and typically women with the nonclassi-
cal form of CAH and polycystic ovaries present with
premature puberty, hirsutism, and severe cystic acne.
However, women with nonclassical CAH can be at risk
of having a child with a more severe form of CAH
involving the inability to metabolize salt and ambigu-
ous genitalia. Carrier screening for the woman’s part-
ner should be made available to assess recurrence risk
implications. Genetic counseling regarding the diag-
nosis of CAH in conjunction with infertility treat-
ment and, perhaps, the diagnosis of PCOS should
address both the woman’s feelings about her health
concerns and reproductive options. Typically women
with PCOS are treated with ovulation-stimulating hor-
mones that may or may not involve IVF. Depend-
ing on a woman’s risk factors, IVF/PGD may be the
most appropriate treatment. For some women, the best
treatment is the use of donated oocytes facilitating
motherhood, yet eliminating the risk of transmitting a
genetic disorder. However, as with many genetic dis-
orders, health issues and ongoing medical care may
be necessary even after reproductive goals have been
achieved.

Preimplantation Genetic Diagnosis and Screening
Preimplantation genetic diagnosis (PGD) was developed
in 1989 by British physician Alan Handyside to screen
for a specific genetic disorder (i.e., Tay Sachs).[74]
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PGD involves the integration of three specific med-
ical technologies: IVF, embryo biopsy, and molecu-
lar genetic testing requiring the expertise of profes-
sionals in assisted reproductive technology, genetic
and infertility counseling, embryology, and molecular
genetics.[75,76] In most cases, PGD involves the anal-
ysis of one or two biopsied cells of a three-day-old
embryo in an effort to avoid the transfer of IVF-created
embryos with documented genetic abnormalities from
couples who are carriers of a genetic disorder. Two
basic techniques are used to analyze an embryo’s
genetic status through PGD: polymerase chain reac-
tion (PCR) and fluorescent in situ hybridization
(FISH).[76] Initially PGD was developed for the eval-
uation of a specific disorder, but over time its appli-
cation has dramatically expanded to evaluate a wide
array of genetic disorders including monogenic condi-
tions, aneuploidy screening, and structural chromoso-
mal aberrations.[77] Currently, PGD is recommended
for monogenic disorders and chromosomal rearrange-
ments including: autosomal recessive disorders (e.g.,
beta thalassemia, spinal muscular atrophy, Tay Sachs,
and cystic fibrosis); X-linked recessive (e.g., fragile X,
Duchenne muscular dystrophy, and hemophilia); auto-
somal dominant disorders (e.g., myotonic dystrophy
and Huntington’s disease); chromosomal rearrange-
ments (e.g., Robertsonian translocations); and mito-
chondrial disorders. It is estimated that more than 6,000
clinical cycles of PGD have been performed worldwide
and that approximately 1,000 cycles are completely
annually.[78]

Preimplantation genetic screening (PGS) for aneu-
ploidy is a method used to identify the most chromo-
somally normal embryo for transfer in an IVF/ICSI
cycle. Usually five to nine pairs of chromosomes are
examined. PGS has increased dramatically for use in
conjunction with IVF, in which no previous famil-
ial risk of an affected offspring exists. Its aim is to
improve IVF results in women: (1) of advanced mater-
nal age; and/or (2) who have recurrent miscarriages
not attributable to constitutional chromosomal aber-
rations or other factors.[79] Aneuploidy from nondis-
junction increases with maternal age, whereas poly-
ploidy and mosaicism appear irrespective of maternal
age, and are associated with poor embryo morphol-
ogy.[80,81] PGS can be enhanced by new technologies
(e.g., comparative genomic hybridization) to enable
full karyotyping of single cells.[82] However, PGS may
lead to confusion between embryo viability screening
and screening for chromosomal disorders during preg-
nancy. Although experience with the efficacy, reliabil-
ity, and safety of PGS is increasing, it remains limited
and therefore is still considered experimental. Further-

more, there is no universal agreement about the indica-
tions for PGS and the legal status of the method varies
internationally.[79]

IVF/PGD was designed for the infertile couple with a
high genetic risk of having an affected child, whereas
IVF/PGS was developed to detect certain anomalies of
the embryo which might prevent a successful preg-
nancy. As such, indications and applications are totally
different. In PGD, the genetic defect is known and
established in the parent(s) who carries the defect,
whereas PGS is used to screen for aneuploidies when
there is a possibility of an increased but unspecified
risk.[79]

Patient attitudes. While the aim of IVF was helping
infertile couples have a child, the aim of PGD is helping
individuals and/couples with genetic disorders have a
healthy child. By transferring only unaffected embryos,
PGD enables couples to deliver genetically-shared chil-
dren, who are free of genetic disorders, helping cou-
ples avoid the rigors of ‘trial pregnancies’; extensive
prenatal genetic testing; and/or pregnancy termination
of an affected pregnancy. By selecting embryos before
they are transferred to the uterus, couples are better
able to avoid moral dilemmas (e.g., abortion to avoid
transmission of genetic disease) and emotional distress
(e.g., repeated miscarriage of genetically-affected preg-
nancies).[76,79]

Research on couples considering PGD found that the
majority of women considered PGD either the same
or better than conventional prenatal diagnosis, particu-
larly because it helped avoid termination of an affected
pregnancy.[83] However, women were also found to
underestimate the burden of PGD treatment before-
hand despite a strong desire to avoid recurrent miscar-
riages and/or abortions. Women who had done PGD
reported that the PGD cycle was extremely stressful
and a major disadvantage was the low success rates,
although the majority would consider doing PGD again
in a subsequent pregnancy attempt.[84] The major-
ity of couples found PGD to be a highly acceptable
treatment that was morally less problematic than abor-
tion, although the recommendation of ‘back-up’ pre-
natal testing after pregnancy was achieved was a con-
cern for half the patients in an Australian study.[85]
While the majority of women considered the practi-
cal difficulties of PGD (including IVF) a disadvantage
and were more concerned than men about the possi-
bility of damage to the embryo as a result of the pro-
cedure, they still considered it a more positive alterna-
tive than termination of an affected pregnancy.[83,86]
Finally, factors predicting couples’ decision to pursue
parenthood via IVF/PGD were previous miscarriages
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and/or abortions of an affected pregnancy; absence
of acceptable alternatives; and openness about the
treatment.

Limitations. Although IVF/PGD is a complex, expen-
sive, and time-consuming procedure, success rates are
slightly lower (20–25%) or comparable to IVF and/or
IVF/ICSI.[87] Pregnancy rates, birth abnormalities,
and obstetrical outcomes are also comparable to IVF
and/or IVF/ICSI, [88] with the additional concern that
the biopsy process itself may have long-term impact
on the embryos.[79] However, no treatment is perfect
and the misdiagnosis rate with PGD is 2.2% globally,
leading to the recommendation worldwide of prenatal
testing (CVS or amniocentesis) as a safeguard against
diagnostic error or a serious unscreened-fetal abnor-
mality.[79] Further prenatal genetic testing for other
genetic disorders may be necessary and may potentially
precipitate the discovery of a different genetic or chro-
mosomal disorder warranting pregnancy termination
due to fetal anomaly.[89] Moral and religious objections
to IVF/PGD are based on the fundamental nature of the
procedure (destruction of affected embryos) as well as
religious proscriptions against all forms of ‘noncoital’
reproduction.

In summary, criticisms of IVF/PGD are its limited
accuracy (in comparison with other forms of prena-
tal genetic testing); its current ability to detect limited
number of genetic disorders; its invasiveness (e.g., IVF);
financial cost; limited accessibility (i.e., few treatment
centers worldwide); moral, religious, cultural, or legal
prohibitions; and the financial expense. However, pos-
itive indications for IVF/PGD are patient satisfaction;
minimization of psychosocial trauma by limiting repro-
ductive losses; ability to not transmit a known genetic
disorder; and religious or cultural beliefs in favor of
genetically-shared offspring; and improved quality-of-
life by fulfilling the desire for a child.

International perspective. International use of IVF/
PGD varies widely from explicit legalization (e.g., Aus-
tralia, Canada, and United Kingdom) with or without
a governmental regulatory agency (e.g., Norway) and
with or without restriction (e.g., Denmark, Finland,
France, Spain, Sweden, and The Netherlands) to a ‘pro-
fessional guideline’ approach (e.g., Austria, Belgium,
Japan, Portugal, and the United States) to legal pro-
hibition through restrictive laws (e.g., Germany, Italy,
and Switzerland).[90–92] Although some countries reg-
ulate the practice of all assisted reproduction through
laws, government regulations, or licensing organiza-
tions (e.g., United Kingdom and Canada), others involve
recommendations and guidelines established by pro-

fessional organizations (e.g., ESHRE Task Force on
PGD). While PGD is totally banned in some coun-
tries, most countries limit the indications for PGD to
serious disorders or conditions (typically the detec-
tion of the sex of the embryo to avoid serious heredi-
tary X-linked disease).[79] Guidelines and recommen-
dations of the ASRM, ESHRE, HGC, HFEA, PGDIS,
UNESCO/IBC, and WHO are now amending the lack
of generally accepted rules concerning PGD, while the
European Commission, European Society of Human
Genetics, and European Society of Human Reproduc-
tion and Embryology (ESHRE) recently issued a draft
report on the interface between ARTs and genetics that
included an overview and practice guidelines. Based on
the findings of ESHRE/PGD Task Force, twenty-nine
countries worldwide reported offering PGD at ninety-
six medical centers ranging from the highest (19) in
the United States to only one per country in Argentina,
Chile, China, Columbia, Cyprus, Czech Republic,
Iran, Korea, Portugal, Saudi Arabia, Slovakia, and
Thailand.[79]

Counseling issues. The ESHRE Consortium of 2005
issued practice guidelines on PGD that warrant both
genetic and infertility counseling to address the com-
plexity of medical treatment and genetic information
required for patient consent. Ample reproductive coun-
seling should be available (required) for all couples
considering treatment with qualified infertility and
reproductive genetic counselors able to address the
complicated components of PGD including the IVF
treatment cycle; embryo biopsy procedure; an overview
of genetic testing and risk assessment; the patient’s
particular genetic diagnosis warranting the use of
PGD; the benefits and limitations of PGD; the relia-
bility of PGD diagnosis; the odds of misdiagnosis and
adverse outcome; and the need for prenatal testing after
pregnancy has been achieved. Counseling should also
address moral, ethical, cultural, religious, and legal fac-
tors influencing the couple’s use of PGD as well as
the individual and couple’s psychosocial response and
adjustment to undertaking this treatment.[76,79]

Prenatal Genetic Testing and Counseling

The experience of prenatal genetic testing has the poten-
tial for altering the experience of pregnancy for previ-
ously infertile women, their partners, and even their
extended family. Whatever its form, prenatal genetic
testing can both validate the existence of a baby
(e.g., ultrasound, photos, and confirmation of sex) and
potentially invalidate the basis for its continued exis-
tence (e.g., detection of fetal anomaly, absence of fetal
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TABLE 15.3. Indications for genetic counseling and possible prenatal testing[141]

Mother over 35 years of age at expected date of confinement

High or low maternal serum AFP screen

Family history of X-linked disorder in male related to mother through female family member

Member of ethnic group in which carrier screening for common disorder is available

Maternal illness

Exposure to medications or substance use

Two or more first-trimester miscarriages

Abnormal finding on ultrasound

Parental anxiety (primarily for reassurance)

heartbeat).[93] The postinfertility pregnancy is a highly
valued, purposeful pregnancy achieved after consider-
able investment of time, money, effort, and emotion.
Prenatal testing makes ‘tentative pregnancies,’ in which
attachment to the pregnancy and fetus is often delayed;
the experience of pregnancy is altered; and expectations
of parenthood are influenced.[94] It is understandable
that previously infertile couples often prefer to avoid
the whole arena of prenatal testing in an effort to pro-
tect against the myriad possible threats, both physical
and psychological (see Table 25.1).

Prenatal genetic screening and/or testing for the pur-
pose of detecting chromosomal abnormalities, single
gene disorders, and/or structural fetal anomalies can
be offered as early as ten weeks’ gestation. Recommen-
dations for prenatal genetic testing and/or screening are
usually based on: (1) advanced maternal age; (2) family
history of a genetic disease or previous child/pregnancy
with an anomaly; (3) exposure to potentially harmful
substances; and (4) abnormal ultrasound or maternal
serum screen. Unfortunately, prenatal screening and
testing often are not single events, but rather a process
of a variety of procedures administered throughout the
pregnancy. In addition, no single test is able to test for
all of the causes of mental retardation, birth defects, or
other abnormalities in a pregnancy. In other words, no
procedure can guarantee a perfect baby. ‘False positives’
and ambiguous results can wreak emotional havoc,
plunging expectant parents into emotional highs and
lows. This may tax the couple’s emotional well-being,
coping abilities, and relationship stability. Additionally,
invasive testing offered in pregnancy always has a risk
of miscarriage and the burden of guilt felt by the infer-
tile couple who chooses to have testing that does actu-
ally cause the pregnancy to miscarry may be hard to
recover from. These risks and downsides of prenatal
testing may explain why many finally pregnant infertil-
ity patients refuse prenatal testing and/or counseling.
(see Table 15.3)

The most common disorders for which couples seek
prenatal genetic screening and testing are the fetal
chromosomal trisomies that increase with a woman’s
age and neural tube defects (such as spina bifida or
anencephaly). As noted earlier, the chance of having a
child with Down syndrome, as well as other abnormal-
ities caused by the presence of an extra chromosome,
increases with advancing maternal age (Tables 15.3 and
15.4). However, it should be noted that what is medically
defined as advanced maternal age (older than thirty-
five years at delivery) may not be understood by infertile
couples, who are typically even older.

Neural tube defects are malformations of the central
nervous system with both a genetic and an environmen-
tal component. The incidence of neural tube defects is
highest in Northern Ireland, with the lowest incidence
in Japan.[95] The incidence of neural tube defects is
not related to the age of the mother, although if a cou-
ple has had a previous child with a neural tube defect,
the risk of recurrence in each subsequent pregnancy is
increased to about one in thirty.[95]

Current prenatal screening and testing options that
address the above-mentioned concerns include both
noninvasive screening measures, such as maternal
blood screens or ultrasound, and invasive diagnostic
testing (e.g., amniocentesis and CVS) that incur a risk
of pregnancy loss. Prenatal screens may help assess
a risk but are not diagnostic: While diagnostic test-
ing is more definitive, it still may be inaccurate due to
other contributing factors (for example, having a child
born with mental retardation that is not caused by a
numerical or structural chromosome abnormality and
therefore not routinely detected by amniocentesis or
CVS). Prenatal screening currently available includes:
(1) the first-trimester biochemical and nuchal translu-
cency screen (also known as the first-trimester screen);
(2) the second-trimester maternal serum screen (also
known as the ‘quad’ screen or multiple-marker screen);
and (3) ultrasound. Diagnostic testing includes: (1) CVS
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(chorionic villi sampling); (2) amniocentesis; and (3)
fetal blood sampling (cordocentesis).

Both the first-trimester screen and the second-
trimester serum screen are noninvasive methods that
allow couples to obtain more information about the
risks of Down syndrome and trisomy 18 during a preg-
nancy. The second-trimester quad screen was developed
in the 1990s and gives a couple a risk estimate for
the chances of Down syndrome, trisomy 18, and open
neural tube defects during a pregnancy. The risk num-
bers are generated through a calculation that incorpo-
rates the concentrations of four chemicals within the
maternal bloodstream, the gestational age of the preg-
nancy, and the prior age-related risk of the mother. The
four chemicals measured include: a protein produced
in fetal level call alpha-fetoprotein (AFP) and three hor-
mones produced in the placenta called human chori-
onic gonadotropin (hCG), unconjugated estriol (uE3),
and diameric inhibin-A (DIA). This approach yields a
67–76% detection rate for fetal Down syndrome with a
5% false positive rate.[96] Second trimester screening
does not give a risk assessment for the other trisomies
that increase with a woman’s age. Until recently, second-
trimester maternal serum screening was considered the
standard of care for pregnancy in North America and
Europe.[97,98]

Recently, great interest has been directed toward first-
trimester screening with the use of new ultrasonog-
raphy (also known as sonogram and ultrasound) and
serum screening markers. The first-trimester screen
gives couples a risk estimate for the chances of Down
syndrome and trisomy 18 within the first trimester of
pregnancy. In first-trimester screening, the risk esti-
mates are based on an ultrasound measurement of
the amount of fluid at the back of the fetal neck (the
nuchal translucency); the concentrations of two chem-
icals within the maternal bloodstream (pregnancy-
associated plasma protein A and hCG); the gestational
age of the pregnancy; and the prior age-related risk
of the mother. First-trimester screening measures have
comparable detection rates and false positive rates for
Down syndrome as second-trimester maternal serum
screening and may be offered as an earlier alternative
to second-trimester screening, as long as strict clinical
criteria are met.[97,99,100]

While both the first-trimester and second-trimester
screens have the benefit of providing more information
in a pregnancy without a risk of miscarriage, there are
limitations to the accuracy and amount of information
provided. Results may be influenced by a number of fac-
tors including maternal age, weight, diabetes, race, and
current medications as well as unique properties of this
pregnancy (e.g., bleeding and multiples).[101] Addi-

tionally, an abnormal screening result does not defini-
tively determine the presence of a chromosome abnor-
mality or open neural tube defect in a pregnancy. In
fact, the only certain means of accurately determining
the presence or absence of a fetal chromosome abnor-
mality is through invasive testing, which always poses a
risk of miscarriage (however minimal). When screening
results indicate an abnormality, couples face an array
of difficult options and decisions: having a child with a
disorder; termination of an affected pregnancy; and/or
additional procedures. Understandably, this inalterably
changes the pregnancy experience; producing feelings
of anxiety, anger, and fear; and often triggering a crisis of
values and faith. For infertile couples, decision making
about how to proceed with a much-wanted, potentially
affected pregnancy is particularly challenging. Feelings
of uncertainty, distress, confusion, and hopelessness are
common. With so much at stake and both partners expe-
riencing an array of feelings, communication, informa-
tion processing, and decision making can be impaired
or, at least, less than optimal.

Ultrasound (also referred to as sonography) is a diag-
nostic tool that detects structural birth defects and rare
genetic disorders. When a family history is positive
for a genetic condition that only affects males, it is
helpful to identify fetal gender via ultrasound prior to
invasive testing. Ultrasound is also used to evaluate fetal
growth, well-being, and variations in amniotic fluid that
can provide information about potential fetal anoma-
lies. Abnormalities commonly identified on ultrasound
include misshapen (club) feet; mild hydronephrosis
(fluid on the kidneys); neural tube defects such as
anencephaly (absence of skull and brain); hydrocephaly
(increased cerebrospinal fluid in the brain); choroid
plexus cysts (small pockets of fluid trapped in brain
blood cells); facial clefts (e.g., cleft palate); cystic hygro-
mas (cystic swelling in the neck); abnormalities in the
heart; diaphragmatic hernia (contents of abdomen out-
side the chest); limb problems (e.g., dwarfism); and oth-
ers.[102] Ultrasound is also used as a screening tool
for subtle variations that may indicate potential prob-
lems such as fetal thigh bone measurements more than
one week behind other fetal measurements indicating
increased risk for Down syndrome.[103]

Chorionic villi sampling (CVS) (occasionally called
placental biopsy or placentocentesis) was introduced
in the mid-1980s primarily to evaluate fetal chromo-
somes and/or test for single gene disorders. CVS is
usually done between ten and twelve weeks of preg-
nancy and involves the passage of a needle into the
placenta to withdraw tissue (cells) into a syringe for
testing. CVS may be transvaginal or transabdominal,
with both methods guided by ultrasound. The risk of
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miscarriage following CVS is generally about 1%, and
it usually takes about ten days to obtain the test results
of the chromosome analysis. The use and acceptance
of CVS is based almost entirely on the fact that it can
be done much earlier in the pregnancy than amnio-
centesis and test results are more quickly available.
Earlier test results facilitate earlier pregnancy termina-
tion if the fetus is determined to have any anomalies.
However, there are significant drawbacks with CVS: (1)
while most diseases detectable by amniocentesis can
also be detected by CVS, neural tube defects cannot;
(2) ambiguous test results occur in 1 of every 100 tests;
and (3) limb damage to the developing fetus has been
reported to occur in 1 of every 1,000 tests.[104]

Amniocentesis, introduced in the 1930s, initially
involved injecting dye into the uterus to outline the
fetus on x-ray examination.[95] In the 1950s, it was
used to test for Rh factor or fetal blood type when the
baby’s blood group was incompatible with the mother’s.
Amniocentesis was first introduced for testing fetuses
with suspected genetic diseases in 1967 and today
remains the most common and reliable method used for
prenatal testing. Amniocentesis was introduced before
ultrasound was widely used, but with the benefit of
ultrasound, the risk of miscarriage following amnio-
centesis is currently reported to be 0.6 in 100 pregnan-
cies.[95] Amniocentesis involves the use of ultrasound
to guide a needle into the amniotic fluid surround-
ing the fetus and the withdrawal of fluid containing
fetal cells used for genetic testing. The most common
reasons for undertaking amniocentesis are to evaluate
fetal chromosomes and to detect neural tube defects.
Amniocentesis is usually performed between fifteen and
seventeen weeks of pregnancy, with chromosome test
results available in about ten days (testing for other
disorders often takes longer), allowing termination of
an affected pregnancy before twenty-one-weeks gesta-
tion. However, many women and their partners find the
termination of an affected fetus so late in pregnancy a
significant drawback of this procedure. Even when the
pregnancy is found to be normal, delayed attachment
often affects a couple’s enjoyment of, and attachment to,
the pregnancy. For infertile couples, advanced maternal
age may be the most important determining factor in
their decision to proceed with amniocentesis.[105]

Infertile couples may be more likely to decline prena-
tal testing because they are more acutely aware of how
theirs is a ‘premium pregnancy’ and, as such, difficult
to put at risk (however small) for the potential infor-
mation obtainable. Furthermore, the screening process
(e.g., ultrasound) may trigger unpleasant memories of
infertility treatments, further disrupting the pregnancy
experience. In contrast, infertile couples who have con-

comitant genetic issues may approach genetic testing
differently: as a necessary evil in their journey toward
parenthood and a healthy baby. Although the experi-
ence of infertility may make them more keenly aware
of how prenatal testing can both enhance and depreci-
ate the pregnancy experience, they may also be more
aware of how it can provide them with much needed
information whether positive or negative.

Continuing or Terminating a Genetically
Affected Pregnancy
Frequently, couples confuse the decision to pursue pre-
natal testing as an automatic endorsement of pregnancy
termination if a genetic disorder is detected. Although
elective termination of an affected pregnancy is a viable
alternative, it is not a universal choice. A certain portion
of couples chose prenatal testing to prepare for the care
of a handicapped child. As such, prenatal testing and
diagnosis can help couples emotionally prepare for a
negative outcome and different parenting challenges,
but it also can become a prolonged period of emotional
upset and anxious waiting.[106] Accordingly, consider-
ations of prenatal testing as preparation for the care
of a handicapped child must involve explorations of
the expectant parents’ personal perspective. Most par-
ents experience a mourning process following prenatal
diagnosis or birth of a handicapped child, in which
they grieve the loss of the expected healthy child.[107]
Advanced knowledge of the problem can allow some
measure of control over the events surrounding the
birth of a handicapped or affected baby, benefiting long-
term coping and family adjustment.[108] For couples
with a history of infertility, considerations typically
include issues of parental age, expectations of parent-
hood, perceived burden versus actual resources, and
prior commitments or responsibilities, such as children
from previous marriages or elderly parents.

A number of factors have been found to impact deci-
sions about whether or not to terminate an affected
pregnancy including the severity of the fetal abnor-
mality, religiosity, maternal or parental age, other chil-
dren in the family, education, and socioeconomic sta-
tus. Often this is a decision couples have made or at
least seriously consider before undertaking prenatal
testing.[109] In a recent study in the United States that
evaluated 53,000 pregnancies at a university hospital
between 1984 and 1997 to assess the degree to which
prenatal knowledge of fetal anomalies and sociode-
mographic characteristics impacted decision making
about outcome,[110] researchers found that the sever-
ity of anomalies directly correlated with termination
rates and that severity of central nervous system anoma-
lies were more likely to lead to pregnancy termination.
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Older and more educated mothers were more likely
to terminate the pregnancy than younger, less edu-
cated mothers. In a Swiss study of parental decisions
following the prenatal diagnosis of sex chromosome
abnormalities, 72% decided to terminate the pregnancy.
Termination rates were 100% for Turner syndrome;
73.9% for Klinefelter syndrome; 70% for 47, XYY males;
and 42.9% for mosaic cases.[111] Couples undergo-
ing IVF were significantly more likely to opt for pre-
natal testing if terminating a pregnancy for a severe
genetic abnormality was an option for them. How-
ever, Roman Catholic couples tended to have more con-
servative attitudes about pregnancy termination.[112]
Among Israeli Muslims predictors of pregnancy termi-
nation for a known disorder (cystic fibrosis) were: reli-
giosity, familiarity with an affected child, and benefits
of the test.[113] In short, although pregnancy termi-
nation for a genetic anomaly is common, some cou-
ples choose to continue their pregnancy after receiving
a ‘less than normal’ diagnosis. It appears that a per-
spective in which termination of affected pregnancy
is an acceptable option and consideration of alterna-
tives prior to prenatal testing are helpful predictors of
a couple’s decision making. As such, both genetic and
infertility counselors cannot facilitate these decisions
by considering the couple’s religiosity; prior infertility
experience; cultural and family context; and their famil-
iarity and comfort with having a child with a genetic
condition.

Psychological reactions following the termination of
a pregnancy due to fetal anomaly appear to be more
similar to psychological responses following sponta-
neous miscarriage than reactions to elective termina-
tion (abortion).[43] Grief loss, sadness, depression, and
psychological distress are typical responses to miscar-
riage, while relief is the most common response to
elective abortion. Depression following termination of
a pregnancy for genetic reasons can be a significant
risk for both women and men even though terminat-
ing an affected pregnancy was felt to be preferable to
giving birth to an affected child.[114] Nevertheless, risk
factors for psychological distress following the loss of
a wanted pregnancy include prior history of depres-
sion, poor social support, ambivalence or coercion
about the termination, and disturbed marital relation-
ship.[43,115] Infertility counselors should help griev-
ing parents distinguish between the healthy child that
they had anticipated and the unhealthy child actually
lost.[116] Sharing the loss with a few close, nonjudg-
mental confidants often promotes recovery and reduces
shame, as does networking with appropriate support
groups. Increasingly, men and women are finding the
anonymous support offered by internet resources help-

ful. Like other perinatal losses, this loss often reawakens
past unresolved losses, disappointments, and/or depri-
vations, especially those involving elective termination
of unwanted pregnancy (see Chapter 16).

Decisions regarding pregnancy termination are
always challenging but are even more so when the ‘elec-
tive’ termination involves a wanted pregnancy following
discovery of a genetic disorder or defect. Even when a
couple is certain and confident that termination is the
right decision for them, ending a wanted pregnancy is
onerous even if it is a viable medical option for them.
Adding another dimension to the loss is the variety of
decisions that the couple must consider, such as ter-
mination techniques, termination facility and/or care-
givers, autopsy, genetic testing of fetal tissue, and dis-
posal of fetal remains. Some women prefer procedures
that minimize the pregnancy experience and/or physi-
cal trauma, while others prefer to experience labor and
delivery, recreating as much as possible a ‘normal’ deliv-
ery surrounded by familiar medical caregivers. Further-
more, some couples (and their families) prefer to mark
the event with religious ceremonies or other memorial
rituals, while others do not.

By contrast, the counseling tasks and the psychologi-
cal impact of continuing a pregnancy after an abnormal
prenatal diagnosis differ greatly from those associated
with termination. For couples who have experienced
infertility, the high emotional investment and fear (or
actuality) that a future pregnancy may not be possi-
ble may strengthen their desire to continue, even after
abnormal test results are obtained and in the face
of a determination of ‘imminent fetal demise.’ How-
ever, when prenatal test results indicate a less severe
prognosis or only a probability for poor outcome, the
option of termination may not even be considered. Fur-
thermore, as medical technology advances, physicians
are increasingly able to treat babies, prenatally and/or
postnatally, for complications of genetic disorders and
birth defects. Psychological tasks for these couples often
involve attachment to a fetus that is different from what
they had anticipated and emotional preparation for par-
enting an affected (even disabled) child. Or it may be
anticipatory grief and mourning a fetus that probably
will die in utero or shortly after birth. In such cases, it is
important to provide appropriate support and facilitate
grieving while always keeping the patient firmly in the
reality of the situation, not indulging in fantasies that
the baby actually will be all right by some miracle.

Lamentably, prenatal testing procedures have the
potential (although minimal) of precipitating a preg-
nancy loss. This ‘preventable’ pregnancy loss can be a
bitter finale for infertile couples after such extensive
and extraordinary efforts to achieve parenthood. These
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TABLE 15.4. Questions for screening for genetic risk[141]

Have you or other close relatives had one or more stillbirths or early infant losses?

Did any of your close relatives die at an early age (under the age of 50), and if so, do you know why?

Did you or anyone in your family have more than two miscarriages?

Are you and your spouse related to each other in any way?

Are you and your spouse cousins or do you have relatives with the same last name?

Does anyone in your family have learning problems, or is anyone mentally retarded?

Does anyone in your family have hearing loss, vision loss, or any birth defect?

Does anyone in your family look very different from others in the family (e.g., very tall or very short)?

What country(ies) did your family originally come from?

couples may feel angry, guilty, and betrayed by the med-
ical science on which they relied for help, often while
personally denying the medical risks of the procedures.
However, it is important to note that some of these
losses may have been ‘natural’ miscarriages, perhaps
related to the genetic disorder or factors associated with
the infertility diagnosis.

Genetically-Affected Pregnancy Losses
Multiple or repeated pregnancy loss is a common rea-
son for referral for genetic counseling. At least 10–
15% of recognized pregnancies end in miscarriage,
with the majority of losses occurring in the first
trimester.[117,118] Additionally, many infertile cou-
ples are more closely monitoring themselves for preg-
nancy or as part of infertility treatment, resulting in
the detection and documentation of early miscarriages.
Infertile couples may be self-referred or referred by
their physician as part of the infertility evaluations
for recurrent pregnancy loss. In approximately 50–70%
of spontaneous miscarriages, a chromosome abnor-
mality is identified.[60,119] Chromosomal problems
causing fetal losses may be present in one or both
parents (thereby increasing the risk of a subsequent
pregnancy loss) or may be due to an error in fertil-
ization or in cell division during oocyte or sperm cell
production (‘packaging error’), known as nondisjunc-
tion. Genetic causes of miscarriage may be sporadic,
chromosomally abnormal, or recurrent due to herita-
ble chromosomal abnormalities. In fact, in approxi-
mately 4% of couples with a history of recurrent preg-
nancy loss, one partner has a balanced chromosomal
translocation[120] that predisposes the couple not only
to miscarriage, but also to an increased chance of hav-
ing a live-born child with multiple congenital anoma-
lies. Other contributing causes to recurrent miscarriage
are: endocrine abnormalities; blood disorders; environ-
mental agents; immunologic reactions; and maternal

factors (e.g., uterine anatomic malformations, myomas,
cervical abnormalities, and chromosomal and single
gene disorders).[121] As result, couples experiencing
two or more miscarriages, a miscarriage plus a still-
birth, a malformed fetus, or live-born baby with anoma-
lies should receive a formal genetic evaluation for recur-
rent pregnancy loss. Genetic evaluation usually involves
chromosome studies (karyotyping) of both parents and
fetal tissue, detailed family history (see Table 15.4), and
when available, photographs of the fetus, radiographic
studies, autopsy, laboratory testing, placenta and cord
assessment, and a recommendation of additional test-
ing.[121]

While there is increasing public awareness (in part
due to public education campaigns) of advanced mater-
nal age as a risk factor in miscarriage and repeated mis-
carriages, this issue can trigger a cascade of emotional
responses in partners regarding further medical eval-
uations and family-building considerations. Very often
women who have experienced an age-related miscar-
riage not only experience common feelings of grief and
guilt, but also a complex array of feelings about aging
and their own age in particular. In many parts of the
world, aging in women is a cultural advantage increas-
ing social status, wisdom, and authority. However, this
is not a universal experience for women and may not
apply to her reproductive ability. In many developed
countries women are empowered by youth, beauty, and
reproductive ability, so that a pregnancy loss due to
advanced maternal age is a significant psychological
and social blow. Furthermore, the loss may force a
woman to come to terms with the realities of her repro-
ductive capability, forcing her to consider other family-
building alternatives (e.g., donor oocytes; see Chap-
ters 4 and 18).

Typically, there are both practical and psychological
benefits for infertile couples to pursue genetic coun-
seling following a fetal loss, even though information
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may be provisional or difficult to accept or provide less
than 100% accuracy.[116] Often, infertile couples feel
that a pregnancy loss is a mixed blessing: The good
news is they have achieved a pregnancy; the bad news is
the pregnancy was lost. They (and possibly their care-
givers) may have difficulty in seeing a pattern in the
losses and the couple may respond with alarm when
a referral for genetic evaluation is suggested. Alterna-
tively, infertile couples may perceive genetic testing and
counseling as an opportunity to reduce ambiguity and
gain an explanation or greater understanding of their
infertility, even though it carries with it the possibility
of a genetic diagnosis. However, the results of genetic
testing and even the process of genetic counseling may
exacerbate a couple’s grieving; reopen wounds; precip-
itate feelings of defectiveness; touch off a crisis with
other family members; and influence future reproduc-
tive decisions.

Genetic Screening of Potential Gamete
and Embryo Donors

Today, reproduction medicine, with the help of genet-
ics, provides opportunities for family-building using
donated gametes, embryos, and/or gestational carriers/
surrogates. These third-party reproduction arrange-
ments have been referred to as ‘complex’ reproduc-
tion, reflecting the complex medical technologies and
psychosocial issues involved in bringing these families
into fruition. As third-party reproduction has become
an increasingly medically appropriate treatment while
gaining greater social acceptance, the importance of
genetic screening of donors has become more rele-
vant and important. As such, infertile individuals, as
consumers, justifiably expect gamete donors and tra-
ditional surrogates to have been ‘vetted’ as healthy and
disease-free through a complete medical, psychological,
and genetic evaluation.[122] In fact, genetic assessment
of potential gamete and embryo donors as well as sur-
rogates has become the standard of care if not the legal
requirement worldwide[79,122–127] (see Chapters 19
and 21).

Genetic assessment of potential sperm or oocyte
donors typically involves obtaining a family and medi-
cal history through a standard questionnaire, as well as
psychological assessment, preparation, and education.
At this time, worldwide most sperm banks and oocyte
donation programs do not engage the services of genetic
counselors or involve comprehensive genetic counsel-
ing or screening services. Although it has been recom-
mended that genetic testing (karyotyping) be done on
all potential gamete donors,[128] historically very few
sperm banks offer these services, and it has not typi-

cally been included in assessments of oocyte or embryo
donors or surrogates. However, more recently karyotyp-
ing of oocyte donors has been recommended in addition
to genetic assessment. This is due in part to evidence
that a number of women with normal physical examina-
tions and personal and family histories tested positive
for major genetic abnormalities[129] and high rates of
abnormalities were found in donated oocytes.[80] Sim-
ilar findings have been reported among sperm donors.
Research on the quality of sperm donated to commer-
cial sperm banks was found to have differed signifi-
cantly in semen parameters in terms of the percentage
of motile and progressively motile sperm.[130] These
concerns have led to recommendations that all donor
programs use thorough screening protocols to mini-
mize transmission of genetic abnormalities or carrier
status. It has also been recommended that donation
programs and medical centers consult with a genetic
specialist when establishing donor screening proto-
cols.[129,131] Whether or not the gametes have been
genetically-tested, it is now recognized that recipient
couples should be assessed for potential genetic risk
due to family medical and pregnancy history, partic-
ularly if the recipient and donor have similar ethnic
or racial backgrounds, thereby increasing the risk of
certain genetic disorders or diseases; or if the recipi-
ent couple wishes to screen for a specific genetic dis-
order (e.g., cystic fibrosis or Tay-Sachs disease).[132]
Finally, when considering the genetic issues of donated
gametes, recipients should be fully informed about:
(1) the genetic screening protocols used by the gamete
donation facility; (2) the impossibility of detecting 100%
of carrier or genetic disorders; and (3) the possibility of
de novo genetic disorders.[122,132] Based on this infor-
mation (and the recipient’s particular situation), prena-
tal genetic testing during pregnancy may be appropri-
ate and another consideration for the recipients prior
to treatment (see Chapter 19).

Toward that end, there has been increasing atten-
tion and interest in the provision of appropriate genetic
assessment of donors and the gametes they provide.
Currently, there is no universal code of practice glob-
ally, with international use of donor gametes and
embryo varying from explicit legalization with govern-
ment regulation (e.g., Australia, Canada, and United
Kingdom) to the more common ‘professional guide-
line’ approach (e.g., United States and Belgium) to legal
prohibition through restrictive laws (e.g., Germany,
Italy, and Switzerland).[91,133,134] Other world agen-
cies expressing interest or participating in the devel-
opment of a global policy include the Human Genetics
Commission (www.hgc.gov.uk), the World Health Orga-
nization (www.who.int), and the United Nation’s
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Educational, Scientific, and Cultural Organisation
(www.portal.unesco.org).[79] Whether by government
legislation or professional practice guidelines, genetic
counseling along with some form of genetic screening is
universally recommended for all gamete and/or embryo
donors as well as surrogates. However, the specific cri-
teria and/or recommendations of genetic counseling
remain fluid and ever-evolving, an issue about which
the genetic and infertility counselor should be ever cog-
nizant. This is particularly the case when gametes or
embryos are being shipped across borders for donation
and/or the treatment of reproductive tourists who have
different agendas and expectations, either as a donor or
recipient.

Although a rare occurrence, occasionally gamete
donors are diagnosed with a genetic disorder during
the donation screening process. Understandably, this
can be a disquieting experience and one that involves
the genetic counselor’s best counseling skills includ-
ing delivering bad news, crisis intervention, education,
empathy, and referral to appropriate support organiza-
tions, medical caregivers, and/or a mental health profes-
sional. Additionally, the genetic counselor assesses the
individual’s ability to cope and manage this crisis and
the impact of the diagnosis on the individual’s identity,
marital and family relationships, health, and personal
reproductive goals. This is a unique situation that truly
demands a multidisciplinary team approach for the pro-
vision of optimum patient care.

Donation of embryos usually arises from the cry-
opreservation of ‘extra’ embryos from an IVF treat-
ment cycle which the treated couple does not wish to
use themselves. As with gamete donation, legal, cul-
tural, and religious factors very much influence the
feasibility of this practice. Again, there is no universal
practice, with approaches varying from explicit legal-
ization with government regulation to a professional
guideline approach to legal prohibition through restric-
tive laws – the most common approach regarding this
reproductive option. Sometimes these donation agree-
ments are privately arranged without the input of pro-
fessionals, while in other countries (most commonly
the United States) embryo donation agencies facilitate
these third-party assisted reproduction arrangements –
again with or without professional guidance. Because
IVF patients have altruistically donated the majority of
these embryos, the embryos typically have not been
genetically-screened, nor have the donating patients
been genetically-screened or had genetic counseling.
Given that the donating couple used IVF and therefore
must have had some sort of fertility issue, it is highly
plausible, even likely that without genetic screening,
donated embryos (and the children born as a result of

them) are at risk for a genetic disorder. Additionally,
it is important to note that morally, the screening of
embryos differs from the screening of gametes. Some
may argue against screening of an embryo postconcep-
tion because it represents the screening of a human life
that could/should not be endangered or destroyed if an
anomaly is detected. Furthermore, congenital disability
is not uniformly considered to be harmful and screen-
ing decisions may be considered by the public to have
eugenic overtones[135] reflecting the vast ethical and
moral dilemmas regarding the screening of embryos.

Adding to the conundrum is the perspective of the
donor versus the recipient. While the embryo donors
may feel genetic screening is unnecessary (and even
insulting), recipients may feel it a perfectly appropriate
means of assuring them of the most viable and health-
iest embryos for reproduction: to assure they have
the healthiest child possible. However, routine genetic
screening of all IVF patients based on potential dona-
tion of unused embryos is unrealistic, impractical, and
logistically impossible – at least at this point. Neverthe-
less, these concerns have led to recommendations that
all embryo donor programs use thorough screening pro-
tocols to minimize transmission of genetic abnormali-
ties or carrier status. It has also been recommended that
embryo donation agencies and medical centers use the
services of a genetic counselor when establishing donor
screening protocols.[129,131] Finally, when consider-
ing the genetic issues of donated embryos, recipient
couples should be made aware: (1) of the genetic screen-
ing protocols used by the embryo donation agency
and/or medical facility; (2) the impossibility of detect-
ing 100% of carrier or genetic disorders; and (3) the
possibility of de novo genetic disorders.[122,132] As
such, recipient couples may wish to consider the use of
IVF/PGD or IVF/PGS on donated embryos or, at min-
imum, consider prenatal testing after pregnancy has
been achieved. In short, despite the best efforts of their
caregivers and their own best efforts, there is no guaran-
tee that couples will have the ‘perfect baby’ they expect
and deserve. Supporting unfounded expectations can
lead to unnecessary psychological distress (see Chap-
ter 20).

FUTURE IMPLICATIONS

The burgeoning technologies in reproductive medicine
and genetics will no doubt continue to make available
an increasingly complex array of reproductive alterna-
tives and treatments. As a result, the decision mak-
ing process, information processing, and psychosocial
ramifications of these complicated reproductive alter-
natives will no doubt become more difficult rather
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than less. In future, the complexity of reproductive
alternatives will no doubt contribute to more confound-
ing ethical, cultural, and religious dilemmas impacting
individuals, families, and society, particularly in terms
of reproductive genetics, reproductive tourism, and the
stratification of access to reproductive and genetic ser-
vices. Rapidly developing technological choices (e.g.,
cloning, and gene therapy) highlight the conundrums
faced by families considering them: whether what can
be done should be done, at what cost, and for whose
benefit. Finally, availability of medical technologies
does not guarantee that any particular technology is fea-
sible or accessible for the vast majority of individuals (or
even one couple) or that the outcome of assisted repro-
duction will be the desired outcome for everyone.[136–
139] Given these circumstances, both genetic coun-
selors and infertility counselors will continue to play an
increasingly important and integral role as members of
the collaborative practice of reproductive and genetic
medicine.

SUMMARY

■ Both infertility and genetic counselors, as well
as other medical professionals, ‘counsel’ by advis-
ing, supporting, and instructing patients dealing with
reproductive health problems. While genetic coun-
selors are trained to provide information and support
on genetic issues, infertility counselors are trained
mental health professionals who provide psychologi-
cal treatment with the knowledge of infertility issues.
Genetic and infertility counselors work together as
part of the collaborative reproductive medicine team
counseling couples about their reproductive health
problems and family-building alternatives.
■ Contrary to patient expectations, genetic medicine
cannot detect and prevent all birth defects, and repro-
ductive medicine cannot provide everyone with the
flawless baby he or she wants.
■ Infertile couples (accustomed to failed effort and
loss) are more likely to highly value their pregnancy
and baby and, as a result, are more keenly aware of
how prenatal genetic testing can both enhance and
depreciate the pregnancy experience.
■ Emotional reactions to pregnancy termination of
a genetically-affected fetus appear to be much more
similar to reactions following spontaneous miscar-
riage than to elective abortion and are seldom pro-
tracted or disturbed.
■ Prenatal diagnosis of a fetal anomaly may help
emotional preparation or prolong the period of emo-
tional upset.

■ Couples who have had two or more miscarriages; a
miscarriage plus a stillbirth; the birth of a malformed
fetus; live-born baby with genetic anomalies; or have
a family history of a genetic disorder should receive
formal genetic evaluation and counseling.
■ Decisions to proceed with prenatal genetic test-
ing are usually based on: (1) advanced maternal
age; (2) family history of a genetic disease; (3) two
or more unexplained miscarriages or prior pregnan-
cies/children with birth defects; and (4) exposure to
potentially harmful substances. The major prenatal
testing procedures are: blood screening, ultrasound,
CVS, and amniocentesis.
■ PGD allows individuals with a history of a genetic
condition to screen for a genetic disorder before preg-
nancy, eliminating or at least decreasing the need for
prenatal genetic testing and pregnancy termination.
■ Assisted reproduction should not be initiated in
men and women with a possible or known genetic
cause of infertility without prior genetic counseling
and risk assessment.
■ Genetics is an extremely complicated field that is
advancing at the same rapid pace as reproductive
medicine. Understanding the new advances and inter-
preting new testing methods in genetics is fundamen-
tal to the competency and provision of competent
care for infertility counselors. By the same token, an
understanding of advances in reproductive medicine
is increasingly important for the professional compe-
tency qualifications for genetics counselors working
in reproductive genetics.
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16 Pregnancy Loss

SHARON N. COVINGTON

To contain the whole of death so gently even before life has
begun, and not be angry – this is beyond description.

– Rainer Maria Rilke

Infertility has been defined as the inability to conceive
or carry a pregnancy to a live birth. This broad definition
implies that infertility encompasses both the inability to
conceive a pregnancy and the loss of a pregnancy during
the perinatal period, that is, before birth. Pregnancy or
perinatal loss is a catch-all phrase for the death of a
conceptus, fetus, or neonate during the continuum of
conception, pregnancy, and birth.

A miscarriage, or spontaneous abortion, occurs in the
first twenty weeks of pregnancy and is the most com-
mon pregnancy loss, estimated to occur in 20–50% of
all conceptions. An ectopic pregnancy occurs in 2–3% of
pregnancies when the embryo implants and grows in
the fallopian tube or anywhere outside the uterus. More
rarely, trophoblastic disease, or molar pregnancy, hap-
pens in 1 out of 2,000 pregnancies when the fetus dies
but the placenta and/or chorionic villi continue to grow
rapidly in a cancer-like way. Both ectopic and molar
pregnancies are medical emergencies that may affect
future fertility. Stillbirth involves the death of a fetus
in utero after twenty weeks’ gestation and before birth,
and occurs in approximately 1–2 of every 100 births
in industrialized countries. The death of a newborn
infant before twenty-eight days of life is termed neona-
tal death, occurring in about 1 out of 100 births in
industrialized countries, and may involve prematurity,
birth defects, or sudden infant death syndrome (SIDS).
Finally, the term elective abortion applies to the volun-
tary termination of a pregnancy, whether or not the
fetus is viable. Statistics of both perinatal and neontatal
(as well as maternal) deaths are dramatically higher in
developing countries, remain high in developed coun-
tries, and as such, a critical concern of the World Health
Organization.

Assisted reproductive technologies have further
broadened the definition of pregnancy loss. During in
vitro fertilization (IVF), conception takes place in the

laboratory, and if implantation does not result after
transfer of the embryo, it may be called a preimplan-
tation miscarriage. Patients may also experience symp-
toms of pregnancy (i.e., sore breasts, weight gain, and
delayed period) due to ovulation-inducing medications,
commonly known as a chemical pregnancy, and feel
fooled into thinking they are pregnant when they are
not. Furthermore, the development of genetic testing of
fertilized eggs during IVF has resulted in preimplanta-
tion termination of genetically defective embryos before
transfer. Finally, as a consequence of multiple gestation
following IVF, multifetal pregnancy reduction (MPR), or
selective reduction, was developed to terminate a pre-
selected number of fetuses in a multiple pregnancy, to
maximize the viability of the remaining fetuses and/or
protect the health of the mother (Figure 16.1).

In the last twenty-five years, there has been growth in
the knowledge and understanding of the psychological
ramifications of pregnancy loss, which is frequently a
traumatic event in family life. This chapter

■ reviews research in the area;
■ provides theoretical frameworks that underpin a plan
for clinical intervention; and
■ describes psychotherapeutic strategies and interven-
tions for counseling couples after a pregnancy loss.

HISTORICAL OVERVIEW

Pregnancy loss is a broad term used to describe the
death of a fetus or baby after conception, during preg-
nancy, or shortly after birth. Although pregnancy losses
have existed since the beginning of mankind, the con-
text has changed dramatically with the advent of repro-
ductive medical technology. For centuries, the death of
a baby in pregnancy or shortly after birth was a fact
of life – maternal and infant mortality were high and
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Figure 16.1. Pregnancy and loss timeline.

medical intervention almost nonexistent. Some soci-
eties and religions protected against this by bestowing
‘personhood’ only on infants that survived a certain
period of time. For example, in China, a child is not
recognized as a person until three months of age, and
in traditional Judaism, religious funeral and mourning
rituals are not performed before thirty days of life.

However, rapid technological growth in reproductive
medicine in the past fifty years has created a picture of
medicine-as-god, with the ability to create and continue
life. Today, women have more control over their repro-
ductive lives, using a variety of contraceptive devices to
avoid pregnancy, advanced reproductive technologies
to produce a pregnancy, therapeutic options to termi-
nate or reduce undesired pregnancies, and extensive
medical treatment to manage complicated or threat-
ened pregnancies. However, the consequence has often
been an unrealistic expectation that medical interven-
tion can, in fact, prevent or stop losses in pregnancy.

Just as medical technology has changed, so too has
the psychological approach to pregnancy loss. Prior to
this century, pregnancy and infant losses were a com-
mon event and a fact of life in the community, acknowl-
edged, grieved, and mourned in the same manner as
other deaths. However, when the treatment of illness,
including childbirth, moved from home to hospital, the
manner in which death was dealt with changed. Death
and dying became sanitized and sterilized. When a baby
died, it was handled like a shameful secret, almost as if
modern medicine was not suppose to let this happen.
The deceased baby was often quietly disposed of with-

out being seen by parents, who were not encouraged to
mourn the loss, as it was believed that the whole expe-
rience would be too upsetting for them and was better
forgotten. ‘Out of sight, out of mind’ was the emotional
approach to a pregnancy loss, and psychological sup-
port was minimal. This approach remains the same in
many cultures today.

REVIEW OF LITERATURE

Early research in the area of pregnancy loss tended to
be retrospective, poorly designed, and anecdotal.[1–3]
However, it facilitated a growing knowledge-base that
pregnancy loss is a significant psychological trauma for
parents. A review of the literature covers five areas cen-
tering around grief: mourning, gestation, gender, pre-
dictors, and interventions.

Grief and Mourning

The first published study on perinatal loss appeared in
1970 when Kennell and colleagues[4] reported on their
interviews with families who had experienced a still-
birth. Subsequent research supports the finding that
pregnancy loss involves considerable pain and suffering
for parents, with such typical symptoms as sadness, loss
of appetite, sleep difficulties, irritability, preoccupation
with thoughts of the baby, guilt, shame, and anger.[5–
9] Grief is typically intense and begins to decline after
the first year of bereavement.[10,11] In addition, there
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is considerable risk of disordered or pathological grief
following a pregnancy loss.[11–13] Pathological grief is
usually described in terms of psychiatric symptomatol-
ogy, intense grieving extending beyond the first year, or
the absence of grief. Results from these investigations
suggests that a substantial number of women, possi-
bly 20–30%, experience significant psychiatric morbid-
ity following a perinatal loss.[2]

Grief and Gestation

A common area of interest is the relationship between
grief reactions and gestation. There is substantial evi-
dence that the intensity and the duration of grief cor-
respond to the length of gestation.[9,14–16] However,
other researchers have found no quantitative difference
in the grief reactions of mothers who had miscarriages,
stillbirths, or neonatal deaths.[17] A more predictive
factor in the intensity of grief relates to the sense of
psychological attachment to the developing fetus rather
than gestational age.[9,14] For example, it has been
demonstrated that grief may occur after an unsuccess-
ful IVF cycle, when conception took place in the labo-
ratory but did not result in pregnancy (preimplantation
miscarriage).[18]

The kind of loss does not appear to be a determi-
nant in grief and mourning. Grief occurs after ectopic
and molar pregnancies, significantly impacting on self-
and body-image due to the medically intrusive nature
of the loss.[19,20] Planned terminations of pregnancies
may be distressing and grieved, although not univer-
sally and often with no long-term psychological conse-
quences.[21,22] Mothers of a twin who has died experi-
ence grief that is quantitatively indistinguishable from
mothers who lose a singleton baby.[23] It is also evi-
dent that women who terminate a pregnancy because
of fetal anomalies experience grief as intense as those
who experience spontaneous pregnancy loss and may
require similar clinical management.[24]

Grief and Gender

Mothers and fathers both mourn pregnancy loss but
often experience grief in different ways.[23,25] Mothers
tend to experience more intense grief, perhaps due
to greater prenatal and postnatal attachment.[9,14]
However, one study[25] found that 22% of fathers
had significantly higher grief scores than mothers.
Another study[26] compared grief symptomatology
between men and women, with mothers experiencing
more emotional and somatic distress, while fathers
describing difficulty working, increasing use of alcohol,
and social withdrawal. More research on the differing

patterns of mourning between mothers and fathers is
needed.

Predictors of Complicated Grief

Complicated, disordered, or pathological grief concerns
serious psychiatric symptomatology, the absence of
grief, or intense grieving beyond the first year that
affects the long-term psychological functioning of the
individual. The greatest predictor of a pathological grief
reaction is a history of poor psychological function-
ing prior to the loss.[14,27] One study[28] found that
women were at five times greater risk of developing
depression after a miscarriage than women in the gen-
eral population. Childless women were also found to be
at greater risk of developing a major depression after a
perinatal loss.[27] Other risk factors identified in the lit-
erature include problematic or lack of social supports,
significant life stressors during pregnancy, difficult mar-
ital relationship, and poor physical health.[10,11,14] A
history of pregnancy or other reproductive loss may also
affect the process of grief.[16]

Intervention and Grief

Intervention following a pregnancy loss has an impact
on grief. There is substantial evidence that family
involvement with the deceased baby helps facilitate
the grief process.[4,11,25] Supportive, reality-enforcing
interventions by caregivers to parents, such as seeing,
touching, and spending time with the baby, acknowl-
edge the loss and encouraging healthy mourning by
making it real and tangible. However, one controversial
study[29] questions the practices of having contact with
the deceased baby suggesting higher rates of maternal
depression[30], post-traumatic stress disorder[31,32]
and disorganized attachment with the next-born
infant.[33] Patient organizations have taken issue with
this study, fearing a return to earlier times when contact
with the deceased baby was denied. Nonetheless, this
study may highlight the importance of patient choice
and tailoring interventions versus a single approach
applied to all patients.

Patients are responsive to open, compassionate, sen-
sitive communication with caregivers and are in need
of follow-up care and information, which to facilitate
grieving.[34] As important, supportive counseling has
been found to significantly shorten bereavement fol-
lowing a perinatal loss.[10,35] Even a single, follow-up
phone call to parents within a few weeks of the loss,
in which the grieving process is reviewed and parental
concerns are addressed, has been found to significantly
reduce guilt and depression several months later.[36]
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THEORETICAL FRAMEWORK

Pregnancy and Pregnancy Loss Theory

The psychological impact of pregnancy loss is best
understood in the context within which it occurs, that
is, pregnancy. Pregnancy begins psychologically long
before it occurs physically. From the time girls are little,
most play with baby dolls and dream of having children
and being mothers. Boys also try on the role of father-
hood in their play. Young couples often carefully plan
how their family will grow and talk about their wishes
for their children long before they are ready to attempt
pregnancy. Thus, men and women lay the psycholog-
ical and emotional groundwork for adaptation to par-
enthood and attachment to their child years before the
actual event takes place.

Pregnancy is a crisis time when significant changes
occur in a short period, and is as much a psychological
experience as it is a physical condition. Women expe-
rience profound changes in body, sense of self, and in
relationship with others. It is a time when psycholog-
ical defenses are loosened, and unconscious material
is apt to emerge. From a psychoanalytic perspective,
pregnancy is a regressed state in which early conflicts
are revived and repeated.[37] A pregnant woman’s iden-
tification with her own mother, called maternal iden-
tification, is a crucial influence in the psychological
course and outcome of pregnancy. Pregnancy is also an
intensely narcissistic condition, whereby a man and a
woman are recreating themselves. The developing rela-
tionship with the baby is based on fantasies, dreams,
and images that are reflective of their own psychologi-
cal issues. There is intense narcissistic involvement, and
the pregnancy becomes a source of narcissistic pride or,
if problems occur, narcissistic injury. For parents, the
psychological challenge in pregnancy is to incorporate
and attach to the developing baby, while differentiating
the child from one’s self.[38]

Bonding and attachment, which previously was
believed to begin at the time of quickening, have
been influenced by the use of new medical techno-
logies.[18,22,39] Women currently have much more
control over their reproductive capabilities than ever
before, through birth control choices, medical treat-
ments, and pregnancy termination. Today, blood tests
can confirm a pregnancy before a menstrual period is
missed. Sonography or ultrasound, much like a window
into the uterus, provides an early visual image of
the developing baby. Real-time moving pictures of the
baby – arms, legs, face, and heartbeat – can be seen
before any physical changes have occurred to make
others aware of the pregnancy. Genetic testing can be

done early in the laboratory on the embryo during IVF
before implantation has occurred, or later with chori-
onic villus sampling (CVS) and amniocentesis when the
genetic makeup and sex of the baby can be learned
before a woman is even wearing maternity clothes. Con-
sequently, the information learned from this technology
facilitates a very early, intensified psychological involve-
ment with both the pregnancy and the baby, which is
seen as a person, not a fetus. A pregnancy loss is experi-
enced as an assault on one’s psychological foundation.
It comes at a time of extreme psychological vulnerabil-
ity and is, in effect, a crisis (the loss) within a crisis (the
pregnancy). Leon[3] integrated the psychology of preg-
nancy and pregnancy loss into four areas: a new devel-
opmental stage, an instinctual process, object-seeking,
and self-enhancement. Pregnancy is a new phase in
life in which a woman renegotiates the developmen-
tal issues of separateness, autonomy, and independence
from her mother. If loss occurs, it becomes an obstacle
to entering the stage and can result in arrested develop-
ment and psychological stagnation. Pregnancy is also
an instinctual process, whereby strong psychological
and biological drives come together. A perinatal loss
creates an instinctual frustration both by depriving one
of the satisfaction of powerful oral drives and by reviv-
ing earlier internalized conflicts. For example, mothers
often describe a literal ‘baby hunger,’ a profound depri-
vation of the need to hold, feed, and nurture their baby.
Pregnancy is also object-seeking, whereby the process
of making a person involves internalized interactions
that represent both self and others. In addition, preg-
nancy may be viewed as the pinnacle of both selfless-
ness and self-involvement, a fulfillment of one’s most
grandiose narcissistic wishes. When a pregnancy loss
occurs, there is narcissistic and object loss – the real loss
of the baby becomes a narcissistic injury and, therefore,
a symbolic loss of self. The loss must be understood in
terms of the intrapsychic meanings of and the interper-
sonal responses to perinatal loss.

Bereavement Theory

A significant amount of research has focused on perina-
tal grief, much of which was based on the early bereave-
ment works of Freud,[40] Lindemann,[41] Parkes,[42]
and Bowlby.[43] The grief experience is a univer-
sal and predictable process, whereby an individual
acknowledges the loss and gradually lets go of the
psychological ties to the loved one. Although often
used interchangeably, the terms grief, mourning, and
bereavement are distinctly different. Grief is the emo-
tional response to a loss, manifested by a host of feel-
ings such as shock, numbness, anger, guilt, sadness,
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and anxiety. Mourning is the process, often culturally
defined, that one goes through to deal with these emo-
tions. Bereavement refers to the time period during
which grief is being resolved. Although the mourning
process occurs on a continuum of shock, emotional
disorganization, and eventual reorganization, the grief
experience is like a roller-coaster, where emotional reac-
tions are unpredictable and repetitive. Hence, mourn-
ing is a complex process mediated by a wide variety of
variables including previous loss, previous childbirth
experiences, length of gestation, quality of marital rela-
tionship, maternal age, mental health, fertility history,
religiosity, physical health, and the likelihood of a sub-
sequent successful pregnancy.[14] The mourning pro-
cess, while universal in nature, occurs within a cultural
context that may forbid talking about the loss, partici-
pating in loss-related events, and/or expressing grief in
public or close private circles, thus affecting grief and
adaptation.[44,45]

CLINICAL ISSUES

Losing a baby in pregnancy or after birth is a
unique psychological experience. Grief, mourning, and
bereavement have distinctive aspects, which differ from
other losses, and the grief pattern may be somewhat
unpredictable. The following section describes clinical
issues involved in perinatal grief counseling.

Unique Aspects of Perinatal Grief

A pregnancy loss occurs at a time of profound develop-
mental change for a couple and may be their first expe-
rience with death. However, this death is different from
that of a parent, friend, spouse, or even an older child, in
which grief is retrospective and real memories and expe-
riences are mourned and shared by others. With a peri-
natal loss, grief is prospective: Mourning occurs around
the hopes, wishes, and fantasies of the future for a baby
known only to the parents and possibly other immedi-
ate family. The loss is also multidimensional and reflects
an individual’s unique experiences. For example, it may
reflect a loss of a pregnancy, baby, future relationships,
innocence, health, control, reproductive capacity, hopes
and dreams, and so on. Furthermore, the narcissistic
nature of the loss is different and affects feelings of grief,
with mothers often experiencing intense guilt, shame,
envy, rage, and self-blame, which are not usually expe-
rienced with other losses.

Because the loss is different from other losses and
comes at a time of extreme psychological vulnera-
bility, several aspects make grieving particularly diffi-
cult.[14,37,39] First, there is little opportunity for antic-

ipatory grieving, as the loss often occurs suddenly and
without warning. Second, there is frequently an absence
of any visible and publicly acknowledged object to
mourn, especially in earlier losses where others may not
have even been aware of the pregnancy. Furthermore,
there are often few socially acceptable avenues for
mourning – no funerals, rituals, or cultural traditions
that help to acknowledge loss and facilitate grieving.
Fourth, there is a remarkable lack of social support, and
the loss is experienced as socially unspeakable, often
being glossed over or minimized by others in many cul-
tures. When the loss is not acknowledged or discussed,
a deep sense of shame and personal failure is intensi-
fied, especially for mothers. Last, and probably most
difficult, is the prospective nature of grieving in which
fantasies of future interactions must be mourned. When
memories of a life are primarily dreams, the grief takes
on a new dimension – the pain of not ever knowing.
The ability to resolve grief following a perinatal loss
often depends on a couple’s ability to find avenues to
acknowledge the loss and express their emotions.

Although perinatal grief reflects the characteristics of
grief identified by a number of authors, mourning is a
uniquely personal experience. Each person deals with
the feelings in his or her own unique way, based on per-
sonality, culture, and life experiences. Thus, husbands
and wives feel and deal differently with the loss; just as
they have bonded differently with the child, they grieve
differently. Couples need to be aware that no two peo-
ple, as close as they may be, experience the loss and deal
with the feelings in exactly the same way. They also need
to know that different does not mean better or worse;
it only means not the same. Furthermore, gender dif-
ferences in mourning are culturally defined, influenc-
ing the meaning of the experience and the process of
grief.[44,46,47]

Unpredictable Pattern of Perinatal Grief

Feelings of grief are like a tidal wave that sweeps over
one, growing and cresting with time. Intense feelings
of shock, disbelief, anger, self-blame, rage, guilt, anx-
iety, and depression occur unpredictably and repeti-
tively. In the author’s clinical experience, the feelings
seem to peak somewhere between three to nine months
following the loss. This is problematic for parents, as
it occurs at a time when social supports, if there were
any, may have disappeared. It also may occur within the
context of a subsequent pregnancy or other reproduc-
tive events, such as infertility. Grieving a perinatal loss
takes far longer than most people anticipate, anywhere
from a few months to several years.
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TABLE 16.1. Risk factors for complicated grief

History of poor psychological functioning

History of reproductive loss

Medical history associated with the loss

Medical interventions to achieve or maintain pregnancy

Age

Marital instability

Social isolation

Recent crises or losses

There are also physical manifestations of grief.
Symptoms may include aching breasts and arms,
difficulty sleeping, nightmares, lack of appetite, heart
palpitations, shortness of breath, difficulty concen-
trating, forgetfulness, or tiredness. Mothers also may
experience their milk coming in and other physical
discomforts following delivery, which may enhance
the reality of there being no baby. The stress from
the loss sometimes brings out physical problems such
as headaches, muscle spasms, or a susceptibility to
infections, colds, and other viruses. Often, grieving
mothers feel as if their bodies have failed them,
furthering narcissistic injury. The feeling of physical
defectiveness is particularly compounded when there
are difficulties or complications with physical healing,
especially following an ectopic or molar pregnancy. It
is also important to recognize that after giving birth,
a woman may experience profound hormonal changes
that may affect mood and emotions.

As the tidal wave of grief passes, swells of grief
remain that are triggers and remind the parents of their
loss and rekindle feelings. Peppers and Knapp[48] use
the term shadow grief to describe this occurrence. It
relates to a parent’s desire never to forget the baby
and also to the general inability to express the feel-
ings to others. Like a shadow, it is always there yet
requires no coping mechanisms. Feelings of sadness
are often triggered around significant days and events,
such as the due date, date of conception, birth date,
and anniversary of the baby’s death. Holidays such as
Mother’s Day, Father’s Day, Children’s Day in Japan or
child-centered religious ceremonies can also be painful.
Changes in the season or special places may rekindle
memories. However, with time, this sadness becomes
a dull ache and not the all-encompassing pain of
before.

There are several factors that may adversely affect
the grief response – undercurrents of grief that may
impact the size and duration of the tidal wave. These
are circumstances that may complicate the already dif-

ficult task of mourning (Table 16.1). As identified in the
research and in this author’s clinical experience, the
more intense the psychological attachment to the baby,
the more significant will be the loss experienced by the
parents. Clinicians need to consider the following fac-
tors in assessing the risk for complicated bereavement:
a history of poor psychological functioning, includ-
ing depression, other psychiatric symptomatology, and
personality disorders; a history of reproductive loss,
including infertility, prior pregnancy losses, or elective
abortions; medical history, including risk factors asso-
ciated with the loss, such as lupus, hypertension, cer-
vical cancer, gestational diabetes, blood-related disor-
ders such as thrombophilia, Group B Streptococcus, or
overall physical health problems; medical interventions,
including the use of high-tech infertility treatment to
achieve pregnancy, high-risk pregnancy, extended bed
rest, and selective reduction or amniocentesis prior to
the loss; age, including older women facing their repro-
ductive biological clock and very young women lack-
ing social support and resources to deal with the loss;
marital instability, including absence of other children;
social isolation including culturally defined practices of
social withdrawal or stigma, and other recent crisis or
losses, such as another death in the family, a move, or
job problems. Any of these factors may influence the
psychological attachment to the developing baby and
intensify the grief reaction, as well as being concurrent
risk factors of postpartum depression. It is important to
note, however, that with recurrent pregnancy loss, not
every loss will be experienced in the same way or have
the same meaning. For example, an early pregnancy loss
of an unplanned, unwanted pregnancy may have small
emotional significance, while a loss a few years later of
a planned, much desired pregnancy may be much more
psychologically difficult.

Acceptance or resolution occurs when the loss has
been integrated into the person’s life and no longer
consumes all energy. This point may coincide with a
subsequent successful birth, which appears to be an
important contribution to resolution of a perinatal loss
for some women.[49] For many women, another preg-
nancy is an opportunity to redo a failed experience and,
as such, regain feelings of competency and accomplish-
ment with a successful birth. Although women often
experience a profound hole in their lives following a
perinatal loss, some imagine that the way to feel bet-
ter is to get pregnant quickly, thereby replacing the
dead baby. The pregnancy then serves as a means of
avoiding grief and may affect the relationship with
the subsequent child.[2] Thus, women need encourage-
ment to allow sufficient time to heal physically and
emotionally before attempting another pregnancy,
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TABLE 16.2. Interventions after perinatal loss that may facilitate grieving

Medical

Choice of induction/delivery plan

Seeing, touching, spending time with the baby, or viewing products of conception

Naming the baby

Taking pictures (if declined by parents, stored in record for later availability)

Providing mementos (e.g., lock of hair, wrist band, foot/hand prints, length/weight
certificate, symbolic representations, sonograms)

Planning for disposition of body/tissue

Funeral or memorial service

Choosing room assignment off obstetrics floor or discharge planning

Providing written materials on perinatal grief and support resources

Interim phone call from staff before follow-up office visit

Psychological

Creating a memory box or album (e.g., photographs, sonogram pictures, laboratory reports,
IVF petri dish, cards, toy or item of clothing)

Memorial activities (e.g., planting a tree, selecting a garden statue, donation to special
charity, books for support groups, items for neonatal intensive care unit or high-risk unit)

Self-care activities (e.g., regular exercise, proper diet, avoidance of alcohol/drugs, following
a schedule/routine)

Keeping a journal, diary, or audiotape describing the loss and grief

Writing a letter or poem of goodbye to baby

Planning a memorial service, private or with others

Reaching out to a support group or family/friends

understanding that physical healing often occurs long
before emotional healing.

THERAPEUTIC INTERVENTIONS

The goal of all interventions – whether medical or psy-
chological – following a pregnancy loss is to facilitate
positive grieving. In addition, it is to restore the patient’s
narcissistic equilibrium and self-esteem. Because par-
ents mourn regardless of the kind of loss, no distinc-
tion will be made in this section between interventions
for early versus later gestational losses. However, atten-
tion will be given to special situations of loss, includ-
ing recurrent pregnancy loss, loss of a multiple in preg-
nancy, and selected cases of multifetal reduction and
pregnancy termination due to a genetic defect.

Medical Approaches

Intervention at the time of loss, that is, in the hospital
and with medical caregivers, can have a great effect on
the course of mourning. Couples often say that the best
medicine or the only medicine that helped following the
loss was the compassionate, sensitive care of the medi-
cal staff. Conversely, patients’ greatest complaints about

their medical care often concern feeling traumatized by
the lack of sensitivity, responsiveness, communication,
and concern by their medical caregivers.[34] This accel-
erates further narcissistic injury and the projection of
rage and blame onto caregivers. It is this author’s belief
that most medical malpractice following a perinatal loss
is not due primarily to medical negligence or incompe-
tence but more often to poor and insensitive communi-
cation with the grieving couple by the physician and/or
medical staff.

Patients need to be presented with reality-enforcing
options and allowed to make choices that are right for
them (Table 16.2), and within their cultural context.
These options may include the following: choices about
induction, delivery, or dilation and curettage (D &C)
plan, and whether to wait for the loss to occur naturally
or proceed with immediate medical intervention; being
able to see, touch, and spend time with the baby or view
the products of conception, with careful preparation as
to what they will see; having a support person imme-
diately available; taking pictures of the fetus/baby;
being provided with mementos such as a lock of hair,
wrist band, certificate with length and weight, foot
and hand prints, symbolic representation of the fetus/
products of conception; naming the baby; having a
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religious/cultural ceremony (e.g., baptism); having
a copy of an autopsy or pathology report; burial,
cremation, or other form of disposition of the fetus/
tissue; funeral or memorial services; and choice of hos-
pital room assignment or discharge planning. Patients
need to be carefully guided as to what to anticipate
and expect in considering these options, and need to be
given the opportunity to consider and later reconsider if
they initially refuse a choice.[50] For example, patients
often have fears associated with seeing their dead baby
or fetus, yet are embarrassed to express these concerns.
However, they need to understand that this will be their
only opportunity to see the baby, need to be told what to
expect, and advised that while some parents have found
this useful in making the loss a reality others have not.
If they still choose not to see the baby, pictures can be
taken and placed in the chart, and the parents informed
of access to the pictures later on if they change their
mind. Lastly, aftercare needs to be planned, with
written materials given at discharge, information pro-
vided on support groups and counseling resources, an
interim phone call to offer support and understanding,
and a scheduled follow-up office visit.

Psychotherapeutic Approaches

A psychodynamic and cognitive-behavioral approach is
applicable to perinatal loss therapy. Leon[3] presented
a psychodynamic framework in which the intrapsychic
meaning of the perinatal death is considered within the
context of revived conflicts and identifications occur-
ring in pregnancy. This form of expressive psychother-
apy can be used in a short-term or long-term model.
Shapiro[51] described a cognitive-behavioral model in
which concrete direction and advice are provided by
the therapist as a means of improving coping and com-
munication skills to manage the loss. This is a more
active counseling approach to therapy that is usually
short-term and focused. Both models provide useful
tools for psychotherapeutic intervention. This author
uses a combination of the two models, based on careful
psychological assessment of the patient.

Assessment
Patients presenting for therapy following a perinatal
loss are usually in tremendous emotional pain. Leon[3]
pointed to the importance of being able to recognize the
difference between behavior and affects that, in another
context, would be viewed as pathological. For example,
transient hallucinatory descriptions of hearing the baby
cry are common. Nonetheless, an awareness of the dan-
ger of a pathological outcome is important, which is
a matter of degree, affecting the long-range function-
ing of the individual and his or her relationship with

others. History taking must include questions covering
the areas mentioned previously regarding the risk fac-
tors for complicated bereavement and/or postpartum
depression (see Table 16.1). The assessment phase usu-
ally takes from two to four sessions, at the end of which
a treatment plan is discussed.

A differential diagnosis needs to be determined
between primary perinatal grief and perinatal grief that
is secondary to a prior depressive constellation or other
mental health diagnosis. When there is evidence of pre-
existing depression, it may be the tip of the iceberg
to complicating borderline and narcissistic personal-
ity disorders, which cannot be treated in a short-term
therapy approach. (However, specific goals that facil-
itate grief may still be attained.) A complete history
of psychological functioning prior to the loss will also
assist the therapist in determining clinical depression
and true suicidality. Patients often express a wish to be
with their dead baby. However, suicidal danger can be
ascertained “by the usual criteria of conscious intent to
harm or kill oneself, history of suicidal behavior, reality-
testing, impulsivity, and existence of an actual plan.”[3]

A number of studies have indicated the traumatic
nature of perinatal loss and the increased risk of
developing post-traumatic stress disorder (PTSD) with
depression.[31,52,53] It is useful to consider how
the DSM-IV diagnostic description of PTSD (#309.81)
applies to perinatal loss:[54]

A person has been exposed to a traumatic event in
which . . . [he/she] experienced a death . . . or a threat to the
physical integrity of self . . . and [the] response involved intense
fear, helplessness, or horror. The traumatic event is then per-
sistently re-experienced [with] . . . recurrent and intrusive dis-
tressing recollections of the event, including images, thoughts,
or perceptions; . . . recurrent and distressing dreams of the
event; [and/or] . . . a sense of reliving the experience.

This definition accurately describes symptomatology
patients often experience following a pregnancy loss:
flashbacks or, what this author calls, replaying a ‘psy-
chological videotape’ of the experience; intrusive and
distressing thoughts of the event; nightmares; and
avoidance of situations (e.g., seeing babies) that trig-
ger feelings. In recalling the circumstances of learning
and experiencing a perinatal loss, patients can often
describe in vivid detail what occurred. Women who
thirty or forty years earlier experienced a pregnancy loss
can often give vivid descriptions of surroundings (who
was there and what was said), almost as if it occurred
that very morning.[55] There is often an uncontrollable
need and desire to replay the psychological videotape
as a means of reliving and working through the trau-
matic experience. In fact, as with other types of PTSD,
it is necessary to be able to repeatedly remember and
discuss the experience to obtain distance from it.
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The use of psychotropic medication may need to
be considered as an adjunct to perinatal loss ther-
apy. Patients frequently have difficulty sleeping imme-
diately after the loss, and their obstetrician may pre-
scribe sleeping pills or tranquilizers to help patients
relax and/or cope. However, these are short-term solu-
tions to grief symptomatology and need to be care-
fully monitored so as not to circumvent mourning
or precipitate other problems (e.g., history of chem-
ical dependency or abuse). Patients having difficulty
with eating, sleeping, anxiety, or depression may be
helped with increasing the frequency of therapy (e.g.,
from weekly to twice a week), to provide more oppor-
tunity to work through feelings. They may also be
helped with behavioral techniques, such as regular
exercise, deep relaxation, and meditation. If, however,
symptomatology does not improve and is adversely
affecting daily functioning, a medication referral is
warranted. This is particularly important if perinatal
grief is secondary to a prior or preexisting depressive
constellation or other mental health diagnosis. An
experienced psychiatrist or psychopharmacologist is
the ideal knowledge source for the rapidly expand-
ing options in psychotropic medications (see Chap-
ter 6). Patients may need assistance in understanding
that medication is not a happy pill, which in effect
denies and avoids their grief. Instead, it is a useful
tool in alleviating depressive symptomatology, thus giv-
ing the patient more energy and cognitive clarity to
deal effectively with the problems at hand and facilitate
grieving.

A determination will need to be made about whether
the focus of treatment will be individual, couple, or a
combination. Sometimes, the decision is made when
only one person presents for therapy. However, in the
course of obtaining an individual and marital history,
it may become apparent that marital instability was a
preexisting condition that will need to be addressed. In
some relationships, one person will take on the task of
grieving for the two, frequently the wife for the husband,
in which case both partners may need to be encour-
aged to participate in the therapy to restore equilibrium
and avoid divisiveness. A perinatal loss has the potential
of making a good marriage stronger and of destroying
a problem marriage. Attention also needs to be given
to additional stressors in a couple’s life: other children
at home; financial problems; job pressures; extended
family strains, such as siblings having babies or par-
ents who are ill; health issues, such as continued infer-
tility treatment or the diagnosis of cancer during the
pregnancy; sexual dysfunction; or the pregnancy loss
representing the end of childbearing and the approach
of menopause.

Setting the Stage
Important as it is in treatment to obtain a complete
individual and marital history, it cannot take place
before the therapist has heard the patient’s story of
the pregnancy loss. The first session is very important
in setting the tone for therapy, and the therapist may
want to schedule an extended session (one-and-a-half to
two regular therapy hours) for the initial appointment.
The couple needs the opportunity to describe in detail
the psychological videotape of the loss – what the cir-
cumstances surrounding the pregnancy were; how they
learned there was a problem; what happened at the
hospital/time of loss; what reality-supporting interven-
tions occurred; what were the availability and reac-
tions of medical caregivers, family, and friends at the
time of loss and later; what were the woman’s and/or
man’s emotional reaction at the time and since; and
what actions they have taken in response to the loss.
If the couple has pictures and/or other mementos of
their baby, it is very helpful for them to bring these
to a session to share with the therapist. The therapist
needs to give sufficient time to go over each item, have
the couple talk about what each piece means to them,
and offer positive feedback about the specialness of this
child. This action communicates the therapist’s willing-
ness to emotionally engage in the system and validates
the fetus/baby’s existence as real and worthy of mourn-
ing. At the same time, it may provide the therapist with
insight into the patient’s emerging mental health prob-
lems when the response seems out of the norm (e.g.,
having a large photo of the dead fetus displayed over
the living room fireplace). It also allows the therapist
to gain understanding of cultural norms influencing a
couple’s grieving.

There are two situations in which patients may feel
either bolstered or betrayed by medical technology.
Infertility patients who lose a pregnancy may feel both
success and failure – similar to theatrical masks with
one side smiling and the other frowning. These patients
often feel bolstered that they have achieved a preg-
nancy, while experiencing a tremendous sense of loss
for the wished-for child in whom they have consid-
erable emotional, physical, and financial investment.
With repeated pregnancy loss, there is a recurring cycle
of hope and despair that makes it exceedingly more
difficult to grieve. On the other hand, patients who have
had CVS or amniocentesis genetic testing and shortly
thereafter lost a healthy pregnancy often feel betrayed
by the medical technology that they thought or were
told would be helpful. Understandably, feelings of anger,
guilt, and blame may be accentuated and need to be
worked through to avoid pathological grief and/or linge-
ring bitterness. While feelings of anger, guilt, self-blame,
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and blame of caregivers are common, patients may need
to be encouraged to dispel hindsight and recognize that
they made the best decision at the time with the best
of intentions. Often, these patients express complete
naiveté about the risks associated with prenatal genetic
testing, discounting information that may have been
explained to them prior to the procedure. Even patients
who understand the risks often cannot believe it hap-
pened to them. Consequently, patients need to be pre-
pared for the potential for loss. They will need to recog-
nize that if they would not terminate a problem preg-
nancy, then the information obtained from the proce-
dure may not be worth the risk.

Patients often present in an emotionally vulnerable
and somewhat defenseless manner. Initially, the ther-
apist may need to help them integrate some defenses
to deal with the overwhelming feelings. However, if
they present in a highly defensive manner, the therapist
needs to be very careful about removing any of these
defenses until their meaning and purpose for patients
are clear. Patients who are defensive believe that there
is something that they need to defend against, possibly
exposure of major mental health problems. Further-
more, following a perinatal loss, patients are highly sen-
sitive to perceived criticism and judgment, especially
if they think that the pregnancy loss was within their
control. Thus, any helping professional must choose
words and actions carefully, and appropriately inter-
vene if miscommunication has occurred. The potential
for further narcissistic injury is always present because
of psychological vulnerability.

The therapist must be able to tolerate the unre-
strained, affective outpouring of grief – intense sad-
ness, anger, rage, guilt, self-blame, fear of the future,
and remorse – while being ever cognizant of his or her
own counter-transference to these powerful emotions.
If the therapist has experienced a perinatal loss, any
self-disclosure should be carefully evaluated as to the
appropriateness to the situation at hand and the help-
fulness of the content to the patient. Furthermore, if
self-disclosure occurs, it is important to process how
patients perceive the information, their fantasies, and
reactions. This is also true of patient education materi-
als, such as personal stories of pregnancy loss or self-
help groups in which members recount their loss. These
stories may or may not be helpful, so that processing a
patient’s interpretation of the information is necessary.

One of the difficulties for couples is that there may
be no tangible evidence of their baby’s existence that
can be mourned. With preimplantation losses and early
miscarriages, there are few mementos and rituals that
validate the loss. At times, patients enter therapy years
after the loss, either consciously aware of unresolved

grief or unconscious to other events that ultimately
relate to unresolved mourning, such as marital prob-
lems, depression, problems with subsequent children,
or a pregnancy loss of a family member such as a son
or daughter. A task of therapy is, then, to help create
mementos and rituals that acknowledge the reality of
the lost child.

Therapeutic Goals – Facilitating Grief and Restoring
Self-Esteem
Several cognitive-behavioral techniques may be useful
in psychotherapy for pregnancy loss and can be pre-
sented as options for facilitating grief (see Table 16.2).
Couples may want to put together a memory box or
album with small things that represent their wished-
for child: a sonogram picture, laboratory report, item
of clothing or toy that was for the baby, cards and
condolences letters received, positive home pregnancy
test, and so on. They may also want to consider writ-
ing a letter or poem to their baby, in which they name
him or her, expressing all their hopes, wishes, and
dreams, and then saying goodbye. Keeping a journal
of therapy and/or writing a diary of all the events
surrounding the loss helps parents find a place to
put feelings, so that memories of this special child
will never be forgotten. Planning a memorial service,
either private or with others, may be helpful even
years after the loss. In addition, planting a tree or
purchasing a garden statue in their baby’s memory
may help provide a beautiful, living reflection of their
child. Donating money to a special charity, books to a
perinatal loss support group, or baby items to a hos-
pital or neonatal intensive care unit may also be a
helpful way of recognizing the child. Although these
exercises and activities are usually worked on outside
the therapy hour, it is often an emotional experience
and needs to be processed during the therapy session.

Patients will need assistance in understanding the
normalcy of their grief and encouragement for find-
ing ways to express these feelings. Wishes and fantasies
will have to be mourned with the realization that the
dreams for this special child will never materialize.
Where irrational guilt exists, the therapist must care-
fully explore the origin of the guilt and help patients
differentiate between fact and fantasy. At times, patients
may need encouragement and assistance in obtaining
more medical information to provide the facts. For
example, women frequently worry that stress may have
been a factor in the loss and need reassurance that there
is little evidence that stress causes miscarriages,[56,57]
and that babies have been conceived and born under
the most horrific of circumstances (i.e., during World
Wars and/or natural disasters).
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Depression is a common affective response to preg-
nancy loss.[58–62] A useful intervention may be to tell
patients that “depression is often anger turned inwards”
and a task of therapy is to help them express what they
are angry or unhappy about, while directing the feelings
to the source. For example, patients may be feeling very
angry at other people, disappointed with their physi-
cian, family, or friends who they feel were unsupportive.
It can be therapeutic to discuss ways to communicate
these feelings to people who have hurt or disappointed
them and decide what, if any action, needs to be taken.
Do they want to set up an appointment to talk to the doc-
tor or write a letter expressing their concerns? Do they
want to speak with their family or write their feelings in
a letter that may or may not be mailed? Role-playing in
therapy what the patient would like to say can also help
reduce angry feelings and model actions. In addition,
it provides the opportunity to determine the reality or
justifiability of their anger.

It has been said that “a feeling shared is a feeling
diminished” and that there is “strength in numbers.”
Hence, perinatal loss support groups serve as an impor-
tant therapeutic resource. These groups, available in
their community or via the internet, prevent parents
from becoming isolated with their grief and help con-
nect them to new relationships that will promote heal-
ing. For patients with a history of infertility, the group
may help them feel more normal and connected to
the fertile world. However, these groups sometimes
have the potential to further frighten patients as they
may hear stories of perinatal losses they never knew
occurred were possible and, in turn, may create more
worries about their own future pregnancy. While a sup-
port group may not be for everyone, it is suggested that
patients need to go about three times before deciding
whether or not it is right for them. For many people,
a support group or a group of supportive family and
friends is all that is needed to heal the grief. For those
who are at risk for complicated grief, a perinatal loss
support group may stagnate mourning, unless it is used
in conjunction with individual and/or couples therapy.

Patients often need the therapist’s encouragement
and prompting support to take concrete steps toward
self-care. In short, grieving people often forget how to
take care of themselves. Regular exercise is very impor-
tant in restoring positive body-image, reducing depres-
sion and anxiety, and increasing energy. Other activities
enhance a more positive self-image, such as massage
therapy, facials, manicures, and so on. Eating planned,
nutritionally balanced meals promotes physical heal-
ing. Furthermore, patients may need assistance in insti-
tuting a schedule and routine in their life that allows for
structure to the boundless experience of grief. They also
may need permission to involve themselves in activities

that are fun and provide relief from the world of grief.
These activities assist in restoring self-esteem.

Special Considerations

Multiple Miscarriages
While a miscarriage is considered a somewhat common
medical occurrence, the repeated loss of a pregnancy
during the first trimester deserves special psychological
attention. Early recurrent pregnancy loss (RPL), that is,
three or more consecutive spontaneous losses, affects
1–2% of women and is a common presenting problem
for treatment at reproductive medical practices.[63]
Women with this condition are sometimes referred to as
‘habitual aborters,’ a medical term that often adds insult
to injury. Although a myriad of tests and treatments
are available for RPL, the literature is filled with con-
troversy regarding their efficacy.[64,65] Evaluation and
management of RPL includes genetic/chromosomal
anomalies, endocrine/hormonal factors, immunologic
causes, prothrombotic states, anatomical defects, infec-
tions, and environmental factors.[31,64] Age is con-
sidered a primary risk factor, with one-third of all
pregnancies ending in miscarriage after the age of
forty, primarily due to chromosomal abnormalities.
Despite the debate over evaluations and treatments,
some research suggests that the probability of achieving
a live birth for an untreated patient after three succes-
sive miscarriages may still range as high as 50–70%.[66]

Patients who have experienced repeated miscarriage
are usually deeply distressed by the emotional roller-
coaster of pregnancy and loss. Gervaize[67] describes
these patients as “almost uniformly depressed, over-
whelmed, grieving, anxious, ambivalent, angry, and
often almost obsessive in the search for a solution
to this problem.” While medical treatment may vary
depending on the causal factors identified or hypoth-
esized, there is an almost universal consensus that psy-
chological support and counseling is a crucial compo-
nent of care due to the cumulative effect of repeated
losses.[58,65,67,68] Patients need thorough informa-
tion and education on the possible causes of RPL, as
well as an understanding that the underlying pathology
may never be identified due to the uniqueness of each
pregnancy. Counseling and psychotherapy may hold the
most hope for improved outcome, although the exact
role is still unclear.[67] What is apparent is that psy-
chological support can help to diminish anxiety and
depression in subsequent pregnancies.[69,70]

Loss of a Multiple
An often overlooked phenomenon is the loss of a baby
in a multiple birth. From early in pregnancy, multi-
ples have a much higher rate of mortality, whether
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from spontaneous abortion, ‘vanishing twin’ syndrome
(before fourteen weeks’ gestation, when a dead fetus
is absorbed in-utero), fetal, or infant death.[71] The
challenge of bonding with one of more living babies,
who may be critically ill, while grieving the loss of
another, is often difficult and can be complicated by the
mother’s own health and well-being following a mul-
tiple birth. Frequently, little or no acknowledgment is
given to the baby who died, and parents find them-
selves grieving in isolation, torn between conflicting
emotions. Parents need to be encouraged to recognize
the loss and mourn as described, while attaching to the
surviving child(ren). It is estimated that up to 15% of
multiples grow up as singleton survivors and little is
known about the long-term implications of this experi-
ence.[72] Support groups have formed to serve this spe-
cial population and are an important resource for their
needs.[73]

Elective Termination
Special consideration needs to be given to situations in
which couples choose to reduce a multiple pregnancy
or terminate a pregnancy after genetic testing reveals
an abnormality. The decision to choose to end a preg-
nancy is never an easy one for people, especially if they
have gone to great lengths to achieve it. It is a decision
made in an environment of moral, ethical, and social
dilemmas that are conflictual. Furthermore, if sponta-
neous loss is a socially isolating experience, elected loss
is in a complete vacuum. Because the issue of pregnancy
termination is politically sensitive and highly emotion-
ally charged, there are few resources available to cou-
ples for understanding and acceptance. Thus, there is
need for education and emotional support for couples
faced with these difficult decisions. The therapist needs
to be aware of his or her own moral and ethical feel-
ings about these situations, as it is imperative that
patients receive counseling in a neutral nonjudgmental
environment.

Multifetal pregnancy reduction. Multifetal pregnarcy
reduction (MPR), an iatrogenic condition, was devel-
oped after assisted reproductive technology greatly
increased the incidence of pregnancy involving multi-
ple fetuses. Multiple gestation pregnancies pose seri-
ous health risks to the mother and children, especially
in higher-order pregnancy above twins. The increased
risks include loss of the entire pregnancy, premature
delivery, preeclampsia, gestational diabetes, and post-
partum hemorrhage in the mother, and prematurity,
low birth weight, and handicaps in infants. Prematu-
rity can have serious lifelong consequences for children
and families and may ultimately result in death after
extreme medical intervention has failed. MPR is used to

terminate a preselected number of fetuses in an effort to
increase the likelihood of a successful and healthy preg-
nancy. It is performed at special centers, usually late
in the first trimester of pregnancy, and accomplished
by means of injection into the cardiac cavities of the
selected fetuses, which are eventually absorbed in utero.
There have been attempts to address this issue more
directly by, regulations in some countries and practice
guidelines in others that limit the numbers of embryos
transferred. However, this may give a false sense of secu-
rity as embryos may split in utero and patients may still
face reduction decisions.

Because most multiple pregnancies result from infer-
tility treatment, the decision to reduce is a painful irony
for couples who so want children. There is intense
ambivalence – the risk of morbidity and mortality to the
babies, while facing the certainty of loss of some of the
babies and risk of loss of the entire pregnancy. Couples
do best when they have talked the issues through and
are in agreement about whatever decision they make.
Despite the concern for psychiatric morbidity, there
seem to be few long-term problems for women who
resolve their ambivalence and have a successful preg-
nancy outcome.[22,74]

MPR is a distressing and stressful experience that
warrants careful counseling both before and after the
procedure. Greenfeld and Walther[75] addressed a plan
for assisting couples in which they recommended begin-
ning with pretreatment preparation counseling for
women undergoing ovulation induction. Couples need
to understand that: (1) multiple pregnancy is a distinct
possibility, (2) it carries a significant medical risk to
fetuses and mothers, and (3) fetal reduction may be
advised. If patients would not consider MPR, they will
need to advise the physician before the assisted repro-
duction procedure and discuss the number of embryos
to transfer, or they will need seriously to reconsider par-
ticipating in this treatment.

If a multifetal pregnancy results, couples need psy-
choeducational materials to facilitate decision making
as well as additional counseling. It is also extremely
helpful to have lists of couples who have faced the same
decision and are willing to talk to others about their
decision to keep the pregnancy or to reduce it. Couples
also will need assistance in identifying who they will
share their dilemmas and decisions regarding MPR. A
recent study indicated that patients can limit the risk
of hostile and unsupportive responses and potential
stigmatization by selectively sharing their dilemma only
with those who are going to be supportive.[76] Coun-
seling should help couples anticipate their emotional
responses, be aware of available follow-up, facilitate
decision making, and develop a plan for sharing and
support.
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Pregnancy termination due to genetic birth defect. Pre-
natal testing has become increasingly available and has
led to early detection of genetic defects and fetal anoma-
lies. Preimplantation diagnosis during IVF, CVS dur-
ing the first trimester of pregnancy, amniocentesis dur-
ing the second trimester, and high-resolution sonog-
raphy throughout pregnancy have provided informa-
tion about a developing baby that a few years ago
would not have been known until after birth. However,
therapeutic options are limited for many of the prob-
lems diagnosed, and parents are faced with the difficult
decision: whether to continue or terminate the preg-
nancy. A painful dilemma is exacerbated when the preg-
nancy is very much planned and desired. If termination
is decided, the procedure is often intrusive and painful,
requiring either a D & C in the first trimester or dila-
tion and evacuation, or induction of labor in the second
trimester or later.

It seems that women who terminate a pregnancy
rarely suffer psychological problems, provided that it
occurs in the first trimester and is warranted for genetic,
medical, or social reasons.[21] However, psychologi-
cal sequelae following an elective termination are most
often experienced by women who have difficulty arriv-
ing at a decision to terminate, have the abortion late
in the pregnancy, desired the pregnancy,[75] and were
coerced by their partner or others. Even when couples
are firm and clear on their decision to terminate for
fetal anomalies, grief can be just as intense as it is for
those who experience spontaneous loss, as both grieve
for their wished-for and wanted baby.[24]

Consequently, intervention after a genetic termi-
nation involves similar clinical management to that
described for spontaneous loss.[77,78] Patients need to
be given the option to participate in all rituals of a peri-
natal loss as would occur in a normal pregnancy. For
example, it is important that they be given the option
of seeing and holding the baby, after compassionate
preparation of what the baby looks like. Parents’ fears
and fantasies are often far worse than the reality of any
deformities, and spending time with the baby may help
bring closure. However, there are several unique issues
that need to be recognized in the therapy concerning the
element of choice, the perception of loss, and the sense
of isolation. First, patients often emotionally struggle
with the decision to choose to terminate a pregnancy
that was so desired, and yet intellectually know that this
is the best for them. They frequently express the wish
that the baby had just died versus having to choose to
terminate. Second, the narcissistic injury and a percep-
tion of defectiveness may be exacerbated due to the fetal
anomaly, which may precipitate the discovery of a previ-
ously unknown genetic disorder in one or both parents.

In addition, people will experience the loss differently:
For some, it will be the loss of a pregnancy, while for
others it will be the loss of a baby. Finally, these couples
often describe feelings of alienation and shame and may
not feel free to discuss the experience with others for
fear of rejection or condemnation. In fact, it is impor-
tant for them to be counseled to choose carefully those
people with whom they will talk about the termination.
This is a time when they need to surround themselves
only with people who they know will be supportive.

Support groups and resources are now available for
this special population, offering acceptance and suste-
nance. While there is currently no international sup-
port organization for this population, a number of
local/regional groups have formed as well as internet
groups, and the physician, genetic counselor, or hospi-
tal should be aware of where to locate the support group
(see Chapter 15).

FUTURE IMPLICATIONS

As sophisticated and advanced reproductive technolo-
gies have become in creating and sustaining life, there
will always be reproductive loss. The continuing chal-
lenge will be in providing adequate and available
resources for psychological support that encourage the
positive resolution of grief. More research needs to be
done to understand the differences in the way men
and women experience the loss; the effect of reproduc-
tive technologies on bonding, attachment, and grieving;
and investigation of effective interventions that facili-
tate grieving, especially for those at risk for pathological
mourning. Better designed research and the develop-
ment of grief assessment tools are needed by clinicians.
Furthermore, continuing education of the public about
the profound nature of perinatal loss will help change
social attitudes toward it.

SUMMARY

■ Perinatal death constitutes a major loss for most
couples and is a psychically traumatic event.
■ Grieving occurs whether the loss is early or late
in the pregnancy, and the intensity is more closely
related to psychological attachment than length of
gestation.
■ Couples feel intense emotion, often in virtual isola-
tion because of a lack of social support and societal
recognition of this significant experience.
■ The narcissistic and object loss occurring at a time
of profound developmental change make grieving
difficult.
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■ The goal of intervention is to facilitate grieving and
to restore narcissistic equilibrium.
■ Actions that acknowledge the loss as real and
encourage emotional expression help facilitate grief.
■ Multiple miscarriages and loss of a multiple during
pregnancy present special psychological challenges.
■ Situations of elected termination of desired preg-
nancies require psychoeducation, psychological sup-
port, and options to follow mourning rituals as in
spontaneous loss.
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PART V. THIRD-PARTY REPRODUCTION

17 Recipient Counseling for Donor Insemination

PETRA THORN

The family the soul wants is a felt network of relationship, an
evocation of a certain kind of interconnection that grounds,
roots, and nestles.

– Thomas Moore, 1994

Donor insemination (DI) has been shrouded in myth,
misinformation and misperceptions, and above all, in
secrecy. It has been offered as a ‘quick medical fix’
for male infertility, with its psychological and social
implications ignored. Infertility counselors are increas-
ingly recognizing DI as a family-building alternative
and focusing on the short- and long-term implications
for recipients, children, and donors. While traditionally
DI has been used for heterosexual couples only, more
and more lesbian couples as well as single women have
been using DI since the 1980s.

During the last decades, the secrecy surrounding DI
in some countries has been lifting. Some countries
have introduced legislation regulating the rights and
responsibilities of those involved in this way of build-
ing a family. In other countries, mental health profes-
sionals and consumer organizations have spoken out
for more awareness for families built by DI. Neverthe-
less, as a result of different values attached to fam-
ily, marriage, and the child’s well-being, DI remains
a morally questionable treatment option in many
countries.

In contrast to other types of assisted reproduction, DI
is regarded as a ‘low-tech’ procedure. The female part-
ner is inseminated with the semen of the donor and,
depending on her ovulatory status, drugs may be used
to induce ovulation. Due to the relative simplicity of
the medical treatment, the manifold and complex psy-
chosocial issues involved in DI may be disguised or over-
looked. It is not surprising that a growing number of
infertility counselors, professional organizations, and
government regulatory agencies recommend pretreat-
ment counseling to address:

■ the impact of infertility on the male partner as well
as the couple’s adjustment to it;

■ the individual’s and couple’s attitude regarding the
use of DI as well as their comfort with social attitudes
regarding DI;
■ their management of information sharing.

This chapter

■ gives an historical overview and outlines the current
debates regarding DI;
■ addresses legislations and practices in several
countries;
■ describes issues and strategies for counseling those
using DI to build their family.

HISTORICAL OVERVIEW

Inseminations have been carried out for several cen-
turies. In 1799, Hunter, an English anatomist and
surgeon, is said to have achieved the first pregnancy
after insemination. In 1885, the French doctor Déhault
published a booklet on artificial insemination. One
year later, in 1886, the book Clinical Notes on Uterine
Surgery by the American gynecologist Sims was pub-
lished and soon translated into several languages and
inseminations became increasingly common.[1] The
first recorded birth from DI was reported in 1909 in the
United States.[2] The actual numbers of individuals and
couples who have used DI and the number of children
born as a result of it can only be estimated because there
are no central registries for births resulting from DI in
most countries. In the United States, for example, it is
believed that 1,000–7,000 DI treatment cycles were per-
formed annually between 1950 and 1960,[3] with cur-
rent estimates of at least 40,000 children born yearly.[4]
In Great Britain, Mary Barton, one of the pioneers of DI
in England, is said to have provided treatment to 899
female recipients between 1940 and 1980.[5] Recently,
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Blyth[6] calculated that 15,313 children were born in
the period between 1992 and 2000 in Great Britain. For
Germany, it is estimated that more than 50,000 chil-
dren were conceived as a result of DI between 1970 and
2000;[7] a recent survey indicates that at least 500 chil-
dren are born annually.[8]

Two factors have contributed to the secrecy sur-
rounding the use of DI. Male infertility, in contrast to
female infertility, has been a neglected issue in medical
research and treatment.[9] Furthermore, male infertil-
ity continues to be interwoven with a lack of virility and
sexual functioning,[10] both aspects having resulted in
stronger stigmatization of male-factor infertility versus
female-factor infertility. DI itself has been associated
with masturbation and the involvement of a second
male has been suggestive of an extramarital affair, both
morally questionable exercises. Last, but not least, fam-
ilies built by DI deviate from the common family norm
in that DI children conceived by DI are not biologically
related to both parents. Although there has been more
recognition of other family types based on or including
social ties, such as adoptive families, this has not been
the case for families built via DI.

In the past, these factors contributed to DI being
viewed with suspicion or even as a morally unaccept-
able treatment. DI was not publicly acknowledged, doc-
tors recommended secrecy, and couples used secrecy to
protect themselves and their child.[11] In Great Britain,
for example, DI was considered a criminal offense[12]
and in Germany it was against the medical code of
practice: doctors offering DI services feared losing their
license to practice medicine.[13] It was only in the
1980s when these moral objections began to dimin-
ish. The advent of in vitro fertilization, oocyte and
embryo donation, as well as the increasing practice
of cryopreserving semen to decrease infection risks,
allowing for more treatment flexibility, resulted in more
awareness of DI and greater recognition of the psycho-
logical and social implications of this medical treat-
ment. At the same time, these developments highlighted
the growing contributions and importance of mental
health professionals in helping all parties affected by
this form of family-building.

In several countries, the practice of DI has changed
considerably over the years, not least because of the
introduction of legislation providing legal certainty
for the participants involved and symbolically endors-
ing this way of building a family. Whereas previously,
semen providers were granted complete anonymity,
many countries, aware of the needs and rights of the
offspring to access information about their biologi-
cal origin, passed laws regarding identification or con-
tact with the donor. In 1986, Sweden[14] was the first

country worldwide to grant offspring access to identi-
fiable information about the donor; this was followed
by Austria in 1989,[15] Victoria, a state in Australia, in
1995,[16] Switzerland in 2000,[17] and Great Britain in
2005.[18] In 2004, the American Society for Reproduc-
tive Medicine published recommendations that encour-
aged disclosing the use of donated gametes to off-
spring.[19] In New Zealand, the use of identifiable
donors has been practiced for more than ten years
and legislation mandating this practice was introduced
in 2005.[20] Although there is no agreement within
the European Union regarding access to identifiable
information about the donor, from 2006 on, all mem-
ber countries are required to document information
about gamete donors for a minimum of thirty years.[21]
In addition, consumer organizations[22–25] have been
founded in several countries and this consumer move-
ment advocating for increased access to information
and disclosure has been instrumental in social pol-
icy changes worldwide. Nevertheless, policy changes
in other countries have varied. France, several East-
ern European countries, Argentina, Israel, and South
Africa adhere to anonymity[26] and Italy, where ART
legislation was introduced in 2004, banned any treat-
ment using donated gametes.[27]

REVIEW OF LITERATURE

For many years, research in the area of DI was lim-
ited to men’s feelings about their inability to father a
child, couples’ experience regarding their use of DI,
parental management of information sharing, as well as
the evaluation of the children’s development. Recently,
research has focused on the experiences of children and
adults conceived by DI. However, the secrecy and taboo
surrounding DI have not only limited the number of
these studies but also resulted in small sample sizes and
research carried out in the main investigating the well-
being of young children. Therefore, knowledge result-
ing from these studies must be seen as preliminary.

Research on Donor Insemination

Traditionally, DI was used only by heterosexual couples
who, as a result of male infertility, a previous vasectomy
or a hereditary disease transmittable to any offspring,
were not able to or decided against achieving preg-
nancy with the semen of the male partner. Researchers
have described several factors as to why these couples
may prefer DI to adoption. These include dissatisfaction
with the adoption process; the small number of chil-
dren available for adoption; and the desire to experience
pregnancy or the possibility of having a child genetically
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related to at least one parent 5.[28–31] It has been sug-
gested that couples should not be rushed into treatment
to adjust to this different way of building a family,[32–
34] and several studies indicate that couples should take
from several months to several years between medical
diagnosis and the beginning of treatment.[35–37] Both
marital and psychological adjustment of couples under-
going treatment has been reported to be within the nor-
mal range.[38,39] Once children are born, parental sat-
isfaction has been found to be high.[37,38,40–43]

Earlier investigations also focused on obstetrical
outcomes and infant development and reported no
increased risks of obstetrical complications or abnor-
mal infant development.[38,44,45] Recently, the devel-
opment of older children born to heterosexual couples
has become a topic of research investigation. One of the
most comprehensive studies is the European Study of
Assisted Reproduction Families, which included ninty-
four families with children conceived by DI up to the
age twelve years from Great Britain, The Netherlands,
Italy, and Spain.[46] The authors described the psycho-
logical and social development of these children to be
within normal range and could not detect differences
between children conceived by IVF or DI. They con-
cluded that the absence of a genetic link between the
father and the child did not interfere with parent–child
attachment. Such uneventful developments of younger
children were confirmed in a meta-study carried out in
2001[47] and in a recent comparative study of forty-six
DI families, forty-eight oocyte donation families, and
sixty-nine spontaneous conception families.[48] In all
of these studies, only a few parents had informed their
children about their biological origins. Apparently, this
had not resulted in negative consequences arising from
the secrecy for children aged twelve years and younger.
Golombok and colleagues,[46] however, stressed that
systematic studies of representative samples are neces-
sary to fully understand the long-term consequences of
DI for the individuals concerned.

In several countries, among them Australia, United
States, Great Britain, The Netherlands, and New
Zealand, lesbian couples can now access DI. In other
countries such as Germany and several Asian coun-
tries, medical guidelines are not favorable toward
treating this group, or legislation permits treatment
only of married couples.[26] Brewaeys[47] explained
that considerable concerns were expressed when
treating lesbian couples. Children were feared to
develop homosexual tendencies and the absence of
a male role model was considered detrimental to
child development and the identification process of
male children. Nevertheless, a comparison between
thirty lesbian families with thirty-eight heterosexual

DI families as well as thirty families with naturally
conceived children indicated that there were no dif-
ferences between the first and the second groups
regarding the emotional and behavioral adjustment of
children.[49] The nurturing mothers in the lesbian fam-
ilies, however, showed greater interaction with their
children than did fathers in the second and third groups.
According to the authors, this resulted from the gender
difference (men or women) rather than parental sex-
ual orientation. Furthermore, all except one family had
told the child about the use of a donor. Similar results
were attained in a meta-analysis of six studies carried
out between 1994 and 1998.[47] Again, no differences
could be determined in the quality of child–parent rela-
tions. Despite such positive outcome, Brewaeys and col-
leagues[50] suggested that these studies should be inter-
preted with care because the study samples remained
small and the children, young.

Only a few studies have investigated the motivations
and outcome of single women choosing DI. For many,
it was the lack of a male partner, the desire to avoid
casual sex, and a strong sense that time was running out
reproductively that led them to use DI.[51] Murray and
Golombok[52] studied twenty-one solo mother fami-
lies with a child conceived by DI and compared them
with forty-six married DI families. They concluded that
maternal satisfaction was high and child development
uneventful. Similar to their lesbian counterparts, most
mothers in this study intended to disclose the concep-
tion to their children but, as a result of the young age of
the children, little is known how they will react to the
knowledge that they were conceived by an anonymous
donor. This is the first study of this group, and again the
sample size was small and children were only two years
old at the time of the investigation. In conclusion, fur-
ther research is required to gain a better understanding
for this family type.

Research on Disclosure

The nature of information sharing – whether parents
talk to their child about their use of DI – has received
increasing attention and has been the focus of consider-
able research. Whereas previously, there was consider-
able debate among professionals about whether parents
should be advised to tell their child about the circum-
stance of his or her conception, recently legislation and
professional guidelines in several countries have sup-
ported open information sharing. Writers have claimed
that the stigma surrounding infertility, especially
male infertility DI, as well as the easy concealability of
achieving pregnancy with a donor for heterosexual cou-
ples (in contrast to lesbian couples and single mothers)
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have resulted in most heterosexual parents opting for
secrecy.[11,53,54] Studies have confirmed these fac-
tors and revealed further parental reasons for nondis-
closure[55–58] that include the desire to protect the
child from either the distress of finding out that the
father is not the genitor or the impossibility of access-
ing information about the donor; to protect the father
from being rejected by the child; the lack of educational
material/resources; and lack of support and guidance on
how to tell the child.

Both Klock[59] and van Berkel and colleagues[60]
found that disclosure rates until 1999 were relatively
consistent with only a minority of individuals intending
to tell their child about his or her genetic origin. There
seems to be some indication that parental attitudes may
be changing. In 1999, Rumball and Adair[61] reported
that 30% of 181 New Zealand parents had informed
their children at a very young age, and of the remaining
parents, a further 77% intended to do so at a later stage.
However, it should be noted that all of the children in
this study were three years and younger. Gottlieb and
colleagues[62] studied disclosure attitudes in Sweden
and found that 11% of 148 parents in the study had
already told their child, while a further 41% intended
to do so. In both studies, participants had received pre-
treatment counseling encouraging information shar-
ing. Daniels and colleagues[63] evaluated pretreatment
preparatory/educational seminars for DI in Germany.
Ninety percent of the forty-eight couples in these sem-
inars intended to definitely disclose DI to their future
children whereas only 42% indicated they would do so
prior to the seminar. Two studies conducted in Great
Britain in 2004[64] and 2005[65] found that almost half
of the parents intended to tell their children about the
DI conception. Parents in the latter two studies as well
as Rumball and Adair’s[61] research also provided rea-
sons for disclosure. They felt that children had a right
to this information; parents wanted to avoid the bur-
den of secrecy and the risk of disclosure by somebody
else or accidental discovery; and parents believed that
technical advances in genetics could result in a genetic
mismatch discovered by the offspring, again resulting
in ‘inadvertent disclosure.’ This emerging trend of more
openness may reflect legislative and cultural changes as
well as impact of counseling and the advent of guidance
materials parents can use for talking to their children.

It has been claimed that keeping DI a secret can
have a detrimental effect on the development of the
children and the families. As a result of the secrecy,
research on the experiences of children or adults aware
of their DI conception to date is limited. In 2000, Turner
and Coyle[66] investigated the experiences of eighteen
teenagers and adults conceived by DI. They reported
feelings of mistrust, distinctiveness from the rest of the

family, abandonment by the donor and professionals
who had recommended secrecy, as well as feelings of
loss and frustration regarding the unobtainable donor
information. They also felt that being denied the right
to know their full genetic history posed a threat to their
identity. Similar findings were reported by Cordray,[67]
conceived by DI himself, who examined the experiences
of thirty-six teenagers and adults born as a result of
DI. In 2004, Lycett and colleagues[68] compared forty-
six families in which parents endorsed openness (n =
18) to those who did not (n = 28). They reported
fewer difficulties among the disclosers than among the
nondisclosers. Mothers in the first group reported less
frequent and less severe arguments with their children
and both parents perceived themselves to be more com-
petent. With respect to the father–child relationship,
there was no difference between the two groups. The
authors concluded that disclosure could be beneficial
to the mother–child relationship. The lack of a nega-
tive impact on the father–child relationship may be the
result of a more relaxed parenting style in general or the
fact that, by chance, the children in the nondisclosing
families exhibited more behavioral problems than the
children in the other group. Lycett et al.[68] also noted
that despite the differences between the two groups,
the higher numbers of arguments in the nondisclosing
families did not represent dysfunctional relationships
but fell within the normal range; instead, the results
of the disclosing families reflected particularly positive
scores. This study seems to share the same findings of
research cited earlier that indicates that younger chil-
dren who had been told about the DI conception func-
tioned well and had a positive relationship with their
parents.

While research suggests that information sharing
may have a positive impact on the family, the results
of these studies must be interpreted with care. Again,
all of them have small sample sizes. In addition, the
results of Cordray’s[67] survey as well as Turner and
Coyle’s[66] study may be distorted because respondents
were recruited through support networks favoring dis-
closure and many were informed late in life or under
unfavorable circumstances; there may well be a bias
toward describing the effect of secrecy negatively or
reporting the reactions of such unfavorable disclosure.
Therefore, above all, more representative research is
needed.

Research on the small number of children born to het-
erosexual, lesbian couples, and single women in which
the children have been aware of their donor concep-
tion from an early age, suggests that these children do
not show any negative reactions regarding their concep-
tion. However, the children do indicate curiosity about
the donor and an interest in how they were conceived.
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Though some referred to the donor as their ‘biological
father,’ they did not seem to be looking for a father-
figure in the donor.[58,61,69,70] Again, research in this
area is only beginning and both longitudinal studies as
well as investigations with larger number of families
and offspring are still to be carried out.

THEORETICAL FRAMEWORKS

No single theoretical framework is universally applica-
ble to the dynamics of using donated sperm to build
a family. Family systems theory and the biopsychoso-
cial perspective developed by Engels contribute toward
understanding the needs of couples using DI and the
dynamics within families built by DI. Identity theory
explains the importance of early disclosure for the
development of a coherent understanding of oneself.
Social stigmatization, which pertains to infertility in
general as well as male infertility in particular (see
Chapter 3), is also applicable to family-building by DI.

Family Systems Theory

Family systems theory contributes to an understanding
of the dynamics within families as well as an under-
standing of families in their social context. Systems
ideas originated in the general systems theory of von
Bertalanffy.[71] He proposed that all parts in a system,
such as members in the social system of families, are
interdependent and relate to each other in a more or less
stable and predictable way. Therefore, an intervention
at any point in the system will affect the entire system.
At the same time, systems display a dynamic balance;
they constantly change within, yet retain their struc-
ture when moving toward their goals. One of the typical
aims of family therapy is to help families achieve a new
balance after a developmental crisis or an extraordi-
nary life event, such as infertility, has occurred. The task
of all family members is to develop a cognitive as well
as affective understanding of this new situation. At the
same time, family systems therapists are aware of con-
textual factors, such as professional recommendations
regarding DI; the degree of cultural acceptance of DI;
and relevant social policy and legislation regulating DI.

Imber-Black described secrets as systemic phe-
nomena as they impact on the relationships of family
members.[72] Therefore, family therapists have exten-
sively addressed the issue of family secrets,[72–74]
including the secrecy surrounding infertility and
DI.[75–77] Family therapists advise that secrets can
result in deception, distortion and mystification, and
generate anxieties both for the secret holder and the
individual in the family system who is unaware of the
secret. This can create barriers between parents and

children and result in highly complex situations, partic-
ularly in situations in which people outside the nuclear
family are aware of the DI, but the child is unaware of
the DI conception. Family therapists therefore recom-
mend disclosure of DI in order to avoid distrust and the
establishment of rigid, unhealthy barriers in the family
system inhibiting communication within and outside
the family.

Biopsychosocial Perspective

A biopsychosocial model for understanding the impli-
cations of a physical disease was proposed by Engels
in 1977.[78] He advocated taking into account human
factors when diagnosing and treating patients. Based
on a systems understanding, his model recognizes the
interrelations between biological symptoms and psy-
chological and social factors in life such as individ-
uals’ affective and cognitive reactions, their relation-
ship with their immediate and extended family, as well
as any short- and long-term implications of a diseases
and its treatment. In the area of family building by DI,
Brandon and Warner[79] advocated for more recogni-
tion of the psychosocial issues of DI. They spoke out
for disclosing DI to the child, providing adequate and
age-appropriate information, and developing scripts
for sharing DI with children. Recently, several writ-
ers have explicitly[80] and implicitly[33,81,82] spo-
ken out for applying a biopsychosocial perspective to
family-building by DI. Psychosocial and medical care
according to such a model requires an interdisciplinary
approach of a variety of professionals and a specific
awareness of the implications of the DI conception,
not only for the nuclear and extended family, but also
regarding the long-term family issues such as informa-
tion sharing and its impact on child development.

Identity Theory

Theories about identity development suggest that indi-
viduals must develop a coherent understanding of
themselves.[83] To achieve this personal continuity, a
sense of belonging as well as continuity of attitudes and
behavioral patterns are vital. Identity does not mean
a rigid view of oneself but one continuously renewed
and adapted as a result of communication and inter-
action with others.[83–86] Both subjective and objec-
tive personal coherency must be maintained to avoid
an identity crisis. Researchers in the area of adoption
have found that learning about one’s genetic origin late
in life or under unfavorable circumstances can be asso-
ciated with identity disruption and have suspected this
to be similar for offspring conceived with the help of
DI.[77,87–90] Although children younger than five years
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are unlikely to be able to cognitively grasp the mean-
ing and some of the implications of adoption,[91] early
disclosure has been found important so that children
can integrate this knowledge into their development
and sense of self which is enhanced when they feel that
this is something they have always known about them-
selves.[92] This suggests that early disclosure about bio-
logical origins has the potential to prevent disruption in
the identity formation for children conceived by DI.

Stigma Theory

Our understanding of social stigmatization goes back to
the work of Goffman,[93] who explained that a stigma
is a deeply discrediting attribute marking the bearer as
spoiled, and reduces him from a whole and usual per-
son to a tainted, discounted one. As a consequence of
this devaluation, so-called normal people justify valu-
ing the stigmatized less. Current researchers in social
stigmatization argue that individuals who are unable
to cooperate and contribute to the well-being of groups
or even threaten successful group functioning run the
risk of being stigmatized and excluded.[94,95] Fertil-
ity is a vital quality for individuals as it ensures repro-
duction (and enforces a sense of normalcy, health, and
well-being). Therefore, a biocultural perspective helps
to explain why individuals suffering from infertility
may feel and/or are ostracized. Other writers[96,97]
have added that such threats can also be symbolic
and often involve deviance from social norms. For
the United States, Miall[53] contended that two tradi-
tional fertility norms are widely accepted. These are that
(1) all married couples should reproduce, and (2) they
should want to reproduce. Given that such a pronatal-
istic attitude is likely to be similar in other Western
societies, it is not surprising that infertility is per-
ceived to violate this norm thereby triggering social
stigmatization.[55,75,98,99] Furthermore, male infer-
tility has been associated with shame, as it is perceived
to be linked to a lack of virility and potency.[100–102]
Most societies expect men to be strong, confident, and
healthy; men suffering from infertility are typically anx-
ious about being seen to lack masculinity or perceived
by others (or themselves) as weak and unhealthy.[10]
Finally, despite increasing acceptance for diversity in
family composition, sociologists[103] and anthropolo-
gists[104–106] have pointed out that family ties based
on blood relationships or biological connection con-
tinue to be more highly valued cross-culturally than
those based on social ties. Families based on or includ-
ing social ties, such as those built by DI, do not fulfill
this norm and run the risk of being stigmatized because
of their composition.

CLINICAL ISSUES

Although there is emerging consensus by mental health
professionals that pretreatment counseling should be
carried out,[107,108] this is not necessarily reflected in
legislation and medical guidelines worldwide. In Vic-
toria, Australia, for example, legislation introduced in
1988 requires such pretreatment counseling. For recip-
ients, this legislation delineates the following issues to
be addressed in pretreatment counseling:

■ information on the legal, psychosocial, and ethical
issues involved in DI;
■ possible treatment outcome;
■ relationship issues for the family such as implications
arising from using anonymous versus known donors;
■ issues relating to biological siblings born in different
families;
■ advice that children conceived by DI should be told
about their donor origin;
■ information that the child has access to information
about the donor at age eighteen (in those countries
where access is possible).

Such mandatory counseling is perceived to be
essential so that couples can make informed deci-
sions.[109,110] Recently, Canada enacted similar leg-
islation.[111] In New Zealand, couples commonly
undergo pretreatment counseling, although it is not
mandatory.[112] In Great Britain, all clinics must make
counseling available to couples but only some clinics
impose mandatory counseling prior to DI, with research
indicating that the majority of couples do not take up
counseling even though it is offered.[113] In other coun-
tries, individual clinics may require or mandate pre-
treatment counseling, or this is recommended by med-
ical guidelines.[114] However, because infertility coun-
seling itself remains a fairly new field, there may not
be an educated mental health professional available to
provide pretreatment counseling; medical professionals
may feel capable of providing pretreatment counseling;
many medical caregivers may not see the necessity or
value of pretreatment counseling;[115] and many recip-
ients remain reluctant to undergo pretreatment coun-
seling for a variety of reasons including stigma about
counseling or mental health services in general.

It must also be noted that mandatory counseling, as
required by some legislation, has not been universally
endorsed. Some couples may perceive this to be an
assessment for parental suitability or an unjustified
intrusion into their relationship and therefore are reluc-
tant to take part in it. This has led counselors who
support mandatory counseling to compare pretreat-
ment counseling to preadoption counseling, which is a
universally accepted norm and standard of care. Those
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opposed to pretreatment counseling suggest that man-
dating counseling compromises the therapeutic rela-
tionship, resulting in clients being less open and forth-
coming about issues in counseling.[116] At the same
time, there are indications that couples suffering from
infertility in general find it difficult to access counsel-
ing for a variety of reasons, and mandatory counseling
could be seen as an opportunity to make counseling
more readily available to everyone.[113,117] It is pos-
sible that this is also the case for couples using DI, but
currently, there are no data available for this specific
subgroup.

One of the challenging issues of mandatory coun-
seling is the issue of when to deny treatment. The
lack of exclusion criteria for DI treatment may reflect
the difficulty of defining well-substantiated judgments
about parental inability to provide adequate childrea-
ring. Although legislation in Great Britain[118] and
medical guidelines in some countries[119,120] have
argued that the welfare of the child should be taken into
account when providing infertility treatment, concrete
exclusion criteria have not been defined. The guide-
lines developed by the Ethics Committee of the Ameri-
can Society for Reproductive Medicine suggest that any
exclusion criteria should not discriminate on the basis
of disability or other factors pertaining to physical or
mental health.[121] They identify the following areas
for reasons to deny treatment: uncontrolled psychiatric
illness; active substance abuse; ongoing physical and/or
emotional abuse; or a history of perpetrating physical
or emotional abuse and/or neglect. Furthermore, these
guidelines argue that any assessment denying access to
treatment should be a group rather than an individual
decision and should be transparent for those assessed;
for example, by the professionals involved in treatment
communicating in writing to the patient and stating the
reasons for treatment denial at this particular point in
time.

An alternative model to individual or couple counsel-
ing is based on the premise that all individuals and cou-
ples should be seen by a counselor in a group setting that
aims at education and preparation for treatment and
parenthood using DI.[33] Thorn and Daniels reported
on such preparation seminars in Germany, where coun-
seling is not mandatory.[110] The focus of these semi-
nars was primarily educational with participants receiv-
ing comprehensive information on the medical, legal,
and psychosocial aspects of DI by experts in their area.
The group setting also provided participants the oppor-
tunity to meet others interested in DI and to share
personal attitudes, concerns, and experiences. Further-
more, during the seminars, a family built by DI talked
about their experiences to provide a role model for

the group participants. An evaluation of these seminars
indicated that all three aspects (information, sharing
with others, and exposure to role models) were impor-
tant factors in reducing feelings of stigmatization and
marginalization. Participants felt better informed, bet-
ter prepared, and more confident about their decision
to pursue DI and their ability to discuss their use of DI
with significant others and their future child(ren).

THERAPEUTIC INTERVENTIONS

DI is not a treatment for infertility. It does not provide
a ‘cure’ or medical treatment for male-factor infertility.
In fact, only the female partner is treated and parent-
hood is achieved with the sperm of a different male.
As this is different from other types of assisted repro-
duction, writers have pointed out[33,40,109,110] that
couples using DI are likely to have specific counseling
needs. Counseling should include how the individual
partners and the couple are managing the emotional
repercussions of the medical diagnosis; grieving the
child genetically related to both parents; understand-
ing and exploring medical and social implications of
their decision to use DI for family-building; assessing
readiness of both partners to proceed with treatment;
and addressing information management (disclosure of
DI conception) with the child and/or significant others.
[see Table 17.1].

Assessing Readiness

Recipient counseling for couples using DI involves dif-
ferent issues to be considered at different stages in
the family-building process. Once male infertility has
been diagnosed, couples are likely to experience a mul-
titude of emotional reactions including shock, disbe-
lief, and anger. One partner may have more difficulty
than the other in accepting and adjusting to the diag-
nosis. Couples’ disagreement about continuation or ces-
sation of treatment using their own gametes is not
uncommon, and it is possible that unresolved conflicts
of the past reemerge around this issue. Couples are
likely to go through a grieving process. For most, the
child biologically related to both parents represents a
myriad of hopes, dreams, and fantasies. In addition,
this process can entail grieving the husband’s fertility
and the marital equity of each parent’s connection to
the child they will parent together as well as the cou-
ple’s autonomous reproductive plans and choices. Cou-
ples may also experience shame and isolation result-
ing from the stigma of infertility as well as depressive
reactions, defensiveness, and guilt. Some may want to
proceed quickly to DI in continuing their determined
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TABLE 17.1. Issues to include in a thorough, structured clinical interview for recipients of donor insemination

Exploring the motivation/reason to use donor insemination

Grieving infertility and the inability to have a child biologically related to both partners

Exploring the pros and cons of adoption (see Table 17.3)

Providing medical and legal information pertaining to the use of donor insemination

Discussing the comfort with using donor insemination (esp. if recipients come from countries where this is illegal)

Determining emotional and financial resources

Deciding on the type of donor to be used (anonymous, known, personal, intrafamilial) and exploring the implications

Exploring the meanings both partners attribute to the donor

Exploring disclosure

Providing information and support for disclosure of DI to the child and significant others

Providing support during pregnancy

Providing support when parents disclose DI to their child

Providing help to establish contact to others using donor insemination, if desired

focus on achieving parenthood at any cost while oth-
ers wish to proceed quickly to avoid painful feelings or
dealing with the psychosocial issues of the male-factor
infertility diagnosis. For some couples, it can be helpful
to encourage or impose a waiting period (e.g., three to
six months) between receiving the diagnosis and com-
mencing DI treatment so that the grieving process can
take place and marital and psychosocial adjustment can
take place.

To assess readiness for DI (Table 17.2), the cou-
ple’s reasons (individually and as a couple) for choos-
ing DI can be explored. It is important that both
understand the implications of DI in general and take
into account the pros and cons of DI versus adoption
(Table 17.3). Neither partner should acquiesce to DI
because it has been recommended by a professional
or because he or she feels coerced by the other part-
ner, family members, societal expectations, or other fac-
tors. When ‘donor backup’ treatment is being consid-
ered in conjunction with other treatments, this plan
should be carefully explored and considered prior to
treatment and should not be a decision by default at
the last minute (e.g., after oocyte retrieval during an
IVF cycle). Assessing readiness often entails exploring
subtle and overt pressures such as the husband who had
a vasectomy during a previous marriage and is ambiva-
lent about repeat parenthood, or the wife for whom
pregnancy is a paramount requirement of motherhood.
For this reason, it is imperative that the couple be in
full agreement on the decision to proceed with DI and
consider it a positive alternative.

Understanding Disclosure

Another important issue is the question regarding who
is informed about DI treatment. For many couples, and

especially for women, sharing their fertility difficulties
and experiences with significant others is an impor-
tant means of coping. Given the stigmatizing nature of
DI and male-factor infertility, the couple needs to be
in agreement about with whom they will share infor-
mation regarding infertility treatment, diagnosis, and
their use of DI. If they do not intend to talk to their
future child about his or her DI origin, they must
attempt to ensure that their confidants will not disclose
this to the child accidentally or not discuss the use
of DI with others. When exploring this, couples usu-
ally also explore their attitude and beliefs about dis-
closing the circumstance of their child’s conception
with the child. Counselors are increasingly support-
ive of disclosure. However, information sharing will,
at least with some couples, not only be an individual
decision based on personal preference but also depend
on cultural and religious factors such as the degree
of acceptance of DI as well as legislation and prac-
tices regarding access to donor identity. Acceptance and
favorable legislation and/or practices seem to encour-
age information sharing as parents’ fear of stigmatizing
is diminished and there is certainty that their children
will be able to access this information rather than only
learning that an anonymous donor contributed to their
conception.[61,62] For many couples, talking to their
future children becomes more tangible once they have
seen guidance material they can use for disclosure (see
Resources List).

Choosing a Donor

In most cases, donors are anonymous. In some coun-
tries, it is the doctor who selects the donor accord-
ing to phenotypological similarities with the male part-
ner, while in other countries, couples choose their
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TABLE 17.2. Psychological indications for proceeding with donor insemination

Male Partner (or social mother in lesbian relationship)

Ability to manage his (her) inability to be the genitor of the child

For men: Would not see child conceived by DI as a symbol of failure

Views DI and social fatherhood (motherhood) resulting from DI as a positive alternative

For men: Has resolved negative feelings resulting from infertility diagnosis

Female Partner

Continues to see partner in a positive way despite the infertility diagnosis

Couple

Positive couple functioning

Has grieved the loss of a child genetically related to both partners

No coercion to pursue DI by any partner or anybody else

Absence of cognitive functioning or mental incompetence to provide informed consent or to understand long-term
implications of choice

The welfare of the child born as a result of treatment or any other child affected by treatment has been taken account of

Ability to manage asymmetrical parenthood and sensitivity toward issues resulting from these differences

Thorough consideration of information-sharing with the child and significant others

Lesbian couples: Agreement which partner is the genetic mother and carries out pregnancy

donors from donor profiles that provide nonidentifi-
able information about the donors such as professional
background, hobbies, academic history, nationality, and
physical characteristics. Although more common with
oocyte donation, the use of an identified, known, or
intrafamilial donor is another option for couples. An
identified, known, or intrafamilial donor may be a fam-
ily member (typically the husband’s brother), a family
friend, or a donor who has been willing to be identified.
When an identified, known, or intrafamilial donor is
being used, it is important to explore the history of the
relationship between the donor and the recipient cou-
ple to ensure that there is no coercion or other ‘hidden’
agendas. Furthermore, the nature of the relationship
and boundaries between the child and the donor must
be carefully examined and clearly defined for all par-

TABLE 17.3. Deciding between donor insemination and adoption

Pros of DI Cons of DI

Wife genetically related to the child and therefore
perceived to be closer to a family where child has
biological connection to both parents

Asymmetrical parenthood (mother is biological and social
mother, father is social father, semen provider is genitor)

Husband and wife can experience pregnancy Male partner may have difficulty of accepting a child not
biologically related to him

Parents can have more genetic information about the child
than in adoption

Religious, ethical, or cultural objections to this family
composition

Parents can control prenatal environment More stigmatizing family composition than adoption families

Typically more expeditious and less expensive than
adoption

Impossibility to access information about the donor in many
countries

ties. Should the relationship between the donor and the
parents be strained at some time in the future, there is
potential for traumatization of the child as well as other
family members.[122] In 2003, the American Society
for Reproductive Medicine issued an Ethics Committee
Report on family members as gamete donors and sur-
rogates.[123] While this report approved of many types
of interfamilial gamete donations, it recommended a
careful screening to ensure that the decision to donate
gametes to a family member protected the autonomy of
the donor. It also advised that semen donation should
not be carried out in those situations in which the child
would result from an incestuous (father-to-daughter
donation) or consanguineous union (brother-to-sister
donation). Furthermore, it recommended that family
members (the extended family of the infertile couple)
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must be accepting of the resulting child. Intrafamilial
donations that the participants plan to keep secret from
the larger family system should be carefully evaluated.

Reproductive Tourists and Immigrant Population

In some countries, such as Italy, all types of gamete
donation are prohibited. Couples for whom DI is their
only or preferred family-building option often travel
to other countries where the treatment they desire is
legal and available. This practice has become known
as ‘reproductive tourism.’ Counseling this group is
especially challenging for a variety of reasons includ-
ing language problems, time limitations, cultural differ-
ences, financial pressures, and patients’ expectations of
and investment in treatment success. Counseling must
take into account cultural differences: discussing emo-
tional issues about private issues (infertility, sexuality,
male-factor diagnosis) during which subtle undertones
or nonverbal communications can have very different
meanings. Furthermore, counseling must help clients
manage their feelings about doing something consid-
ered illegal or unacceptable in their home country. It
should also help patients address any fears they may
have of negative consequences for themselves and the
child.[124] It is becoming increasingly common that
in many developed countries, the number of foreign
inhabitants is rising and clinics are seeing increasing
proportions of immigrant patients who are influenced
by a religion, culture, and ethnicity. Counselors should
create an open atmosphere to allow for addressing cul-
tural issues. Training native speakers in the counsel-
ing team can be helpful as it is often difficult to find
translator who have a grasp of medical and psycho-
logical terms in the second language. At times, one
member of the couple may be more proficient in speak-
ing the new language and offer to interpret during the
counseling, or translation services may be offered by
a family member or friend. However, this is not rec-
ommended. It is important to have an impartial trans-
lator involved to ensure that each person fully under-
stands the implications of DI and is able to provide
informed consent. Information brochures, videos, and
internet resources in different languages can also be
helpful.[125]

Ending Treatment

During DI treatment, couples require all the support
and empathy other couples need when undergoing any
other form of ART. They also need to discuss the end
of treatment in those cases where conception is not
achieved after a reasonable number of treatment cycles
and/or when the female partner is of advanced mater-
nal age. A further factor limiting the number of treat-

ment cycles for couples is limited financial resources.
In almost all countries, DI is not reimbursed by the
national or private health insurance and is therefore
an expense of treatment the couple must bear them-
selves. It is particularly painful for these couples to end
treatment for financial reasons because it feels unjust
and discriminatory. In these cases, couples may reex-
plore the possibility of adoption (at least in those coun-
tries where adoption is not associated with costs or less
costly than DI) or require help to face a life without
children.

Achieving Pregnancy

Once pregnancy is achieved, couples are commonly
overwhelmed with joy and relief. However, the policy of
anonymity in those countries where no or limited infor-
mation about the donor is available can be challenging
for a variety of reasons. Clinical experience indicates
that women can experience vivid fantasies about the
donor at the beginning of pregnancy, both negative
and positive. Such fantasies may be especially strong
in those cases where the couple has no information
about the donor; after all, these women have become
pregnant with the sperm of a man completely unknown
to them. In order to validate these affective reactions, it
can be important for women to express these fantasies
and to normalize them. Typically, these fantasies and
fears subside as the pregnancy advances (often helped
by modern technology that provides ultrasound pic-
tures of their baby) and usually are quickly overcome
once the child is born and is a real person with a
unique and separate identity. It can also be helpful to
reconsider medical practice and provide at least some
nonidentifiable information on donors. Another fear
often reexpressed by the male partner at this stage is
his anxiety about not being able to bond with the child
conceived by DI. This fear may come out of a belief that
he would more easily and ‘naturally’ bond with a child
genetically related to him and/or fears that the DI child
will look or be remarkably different from him. It can be
helpful to educate these men about research that has
specifically explored these issues, all of which found
the father-child relationship is quite secure.[46–48]
This fear may also be indicative that families built by
DI are a new family type and our understanding for
this family composition is as yet limited. In contrast to
traditional adoption, or blended families, families built
by DI include both genetic and social relationships but
the genitor does not usually have an emotional bond
to the child, unless he is a family member or friend.
It seems that understanding this and attributing a
positive meaning to the donor, yet acknowledging the
boundaries between him and the family built with his



P1: JPJ
052185363Xc17 CUFX030/Covington 0 521 85363 X September 4, 2006 9:50

RECIPIENT COUNSELING FOR DONOR INSEMINATION 315

contribution, is not easy. It is helpful to explore the
meanings of fatherhood (reproductive versus social)
with both parents and help the father-to-be develop an
understanding for his role as father to his child.

Raising a Child

The first years after a child is born are usually associated
with the common challenges of adapting to a life with
an infant and young child. Couples may seek counseling
again once they consider the pragmatics of disclosure.
In this phase, counseling can help explore attitudes and
provide adequate information as well as guidance on
how and when to talk to the child. Educational materi-
als including children’s books can be particularly useful
(see Resources). Parents in those countries where chil-
dren cannot access information about the donor may
require assurance that even under these circumstances,
information sharing can be a positive experience for the
family. After all, it prevents the negative consequences
of secrecy such as the emotional burden and the cor-
rosive effect of secrets, the perpetuation of a delusion,
and deception of the child.

FUTURE IMPLICATIONS

When ICSI was developed in 1993, it was assumed that
DI would, by and large, be substituted by this new tech-
nology. For a number of reasons, this has not been
the case. ICSI is not an effective treatment for many
forms of male-factor infertility, or may be financially
too expensive, unavailable, or considered too medically
invasive. As such, DI remains a financially affordable,
easily accessible family-building alternative. Recently,
it has been speculated that “artificial” gametes can be
developed from embryonic stem cells – animal research
has shown that cultured embryonic mouse stem cells
can be stimulated to develop sperm formation.[126] It
remains to be seen if this technique is successful with
human cells.

Although there has been considerable research in the
area of DI, there are a number of areas where infor-
mation is sorely limited. Research is needed address-
ing more diverse populations, including immigrants,
non-middle class families, lesbian and single-mother
families; investigation of long-term family adjustment;
and comparing the development of families who have
chosen openness versus secrecy. To facilitate such
research, new avenues for reaching DI families should
be investigated.

While DI was shrouded in secrecy in the past, there
are some indications that this is changing, albeit at
a plodding pace. Government legislation, public pol-
icy makers, and consumer organizations are increas-

ingly advocating for openness. Despite the trend to
break from a long tradition of secrecy by encourag-
ing or mandating openness about donor gamete con-
ception, there remain a significant number of cultures,
religions, countries, societies, and professionals who
favor secrecy and nondisclosure regarding donor
insemination. However, the move toward openness
will probably continue to gain momentum resulting in
decreased stigma, greater social acceptance, and more
favorable social conditions for these families. There
may be many new and unforeseen issues facing these
families and the professionals working with them, such
as parents with adult children who wish to tell their off-
spring about their DI conception.[127] As such, mental
health professionals will be well served by developing
counseling strategies and educational materials to meet
these new challenges and dimensions.

SUMMARY

■ Although DI has been occurring for more than 100
years, its acceptance as an alternative family-building
option is only occurring. Several countries have, over
the last two decades, introduced legislation pertaining
to DI.
■ Parental attitudes toward disclosure seem to be
changing. Whereas previously, only few parents
informed their children of their DI origin, more may
intend to do so in the future.
■ Counseling recipients includes grieving the child
biologically related to both parents, exploring the pros
and cons of DI, assessing readiness, providing sup-
port during medical treatment, and helping to man-
age information sharing. After the birth of a child, it
also comprises support and guidance for talking to
children about their biological origins.
■ In addition to individual and couple counseling,
educational groups providing comprehensive infor-
mation about family-building by DI and enabling
recipients to establish contact with others can be
helpful.
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Befruchtung. Opladen: Westdeutscher Verlag, 1990.

33. Mahlstedt P, Greenfeld D. Assisted reproductive technol-
ogy with donor gametes: The need for patient prepara-
tion. Fertil Steril 1989; 52:908–14.
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There is only one image in this culture of the “good
mother.” . . . She loves her children completely and unam-
bivalently.

– Jane Lazarre

Although the use of donated sperm has been a form
of family-building for a century or more, the use of
donated oocytes (also known as eggs or ova) did not
become a feasible and reliable form of family-building
until the 1980s. Oocyte donation (OD) is a direct descen-
dant of the reproductive technology used in in vitro
fertilization (IVF) in that oocytes retrieved from one
woman are fertilized via IVF, and the resulting embryos
transferred to the uterus of another woman. Natural
by-products of this technology include the ability to:
(1) retrieve mature oocytes for fertilization and (2) cre-
ate embryos that are not genetically-related to the ges-
tating mother. Just as the use of donor sperm broadened
the family-building possibilities for infertile men (e.g.,
wife’s pregnancy) a century ago, donated oocytes have
provided new and exciting family-building opportuni-
ties for women heretofore unable to conceive. However,
currently the biotechnology to cryopreserve oocytes has
not been perfected, making the donation of oocytes a
far more complicated procedure than sperm donation,
because the cycles of the oocyte donor and recipient
must be synchronized.

For female-factor infertility, oocyte donation is an
applicable treatment for a wide array of conditions
including women with premature ovarian failure (POF)
or diminished ovarian function; surgically removed
ovaries; carriers of genetic diseases; cancer survivors
who were treated with chemotherapy and/or radiation;
women who have experienced pregnancy loss or recur-
rent miscarriage; poor oocyte donor and/or embryo
quality (particularly when no male factor has been
identified as contributing to poor embryo quality); and
advanced maternal age. Not only does OD facilitate
pregnancy for women with impaired ovarian func-
tioning, but it also improves the possibilities of preg-
nancy and a healthy fetus, as oocyte donors are typi-
cally younger, fertile, and have been medically screened.

Oocyte donation has changed the definition of mother-
hood – at least in biological and perhaps legal terms –
while generating an array of dilemmas including ‘strati-
fied reproduction’ (the availability of reproductive treat-
ment and potential for exploitation of needy women
as donors by the economically advantaged); ‘retire-
ment motherhood’ (motherhood for women who are
well past reproductive age); and ‘reproductive tourism’
(patients and/or donors traveling across geographic bor-
ders because oocyte donation is unavailable, illegal, or
cost-prohibitive in their country of residence or citi-
zenship). Furthermore, there are many types of oocyte
donation and the terms can sometimes be confusing:

■ intrafamilial (e.g., sister-to-sister, cousin-to-cousin);
■ intergenerational (e.g., daughter-to-mother, niece-to-
aunt);
■ oocyte-sharing, whereby an IVF patient donates
excess oocytes in exchange for a reduced fee for her
own IVF treatment cycle;
■ split-oocyte donations, whereby a donor’s oocytes are
given to two (or more) recipients;
■ anonymous, whereby a recipient selects (or is
matched with) a paid donor based on nonidentifying
information; and
■ known (also referred to as identified), whereby a
recipient uses oocytes from donor she knows, purport-
edly not for pay and or unpaid.[1]

In some European centers, recipients choose between
donation (i.e., the donor has been recruited by the recip-
ient) or anonymous, so-called personalized anonymity
donations (i.e., exchange of the oocytes of a donor
recruited by another patient, with those of a donor
recruited by a different patient to ensure anonymity
between donors and recipients).[2] In the United States,
commercial recruitment of oocyte donors has led to
escalating fees to oocyte donors and an unregulated
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growth industry of oocyte donation/surrogacy recruit-
ment agencies contributing to a worldwide phe-
nomenon of reproductive tourists.[3,4] The wide range
of oocyte donation possibilities and practices highlights
the importance of the role of infertility counselors as
integral members of the reproductive treatment team
offering OD services in providing psychological prepa-
ration, evaluation, and support for women and couples
wishing or needing to use donated oocytes to facilitate
biological motherhood and family-building.

This chapter describes the psychosocial aspects of
family-building through oocyte donation for recipients
and their partners. The issues addressed include:

■ an historical overview of recipients using OD, includ-
ing regulatory approaches of different countries;
■ a review of literature on the motivations, charac-
teristics, donor choices, and selection issues of OD
recipients;
■ a theoretical context for understanding OD recipi-
ents;
■ identification of clinical issues, regarding psychoso-
cial response to OD, decision making, choosing a donor,
and special populations using OD;
■ a framework for the recipient interview, which
includes psychoeducation, support, and assessment.

HISTORICAL OVERVIEW

Throughout history, pregnancy, birth, and the ability
of women to maintain and nurture the lives of their
children have been powerful images reflected across
cultures and civilizations in art, literature, and history.
Ancient beliefs linked motherhood with divine mythic
and mystical powers attributed to a woman’s ability
to give and sustain life. Images and myths prolifer-
ate about the Great Goddess or Earth Mother such as
Omikami Amaterasu, mother of the world in Japanese
legend; Greek goddess Hera; Hindu goddess Devi,
mother of the world – although she had no children;
Thrud, the Earth Goddess of Norse mythology mar-
ried to Thor; or even the Virgin Mary of Christianity –
the virgin mother of Jesus. As such, the importance of
motherhood as integral to human relationships is well
documented across history and civilizations.

Yet, it was not until Dutchman de Graaf’s New Trea-
tise on the Genital Organs of Women published in 1862
that an ovist (versus two seeds) theory of human repro-
duction was introduced. Still, even as late as the middle
of the eighteenth century, this concept of an oocyte as
an integral and equal component to sperm in repro-
duction was not generally acknowledged in the treat-
ment of infertility.[5] The first successful pregnancy

following OD was reported in 1984 by a group from
Monash University in Australia.[6] A twenty-five-year-
old woman with premature ovarian failure (POF) was
the recipient of a single oocyte donated by a twenty-
nine-year-old woman undergoing an IVF cycle with
a history of bilateral tubal dysfunction: thus, an egg-
sharing donation. The pregnancy was without inci-
dent until thirty-eight weeks gestation, at which time
a Cesarean section was performed for elective rea-
sons. Since that initial success, OD has become increas-
ingly acceptable and an integral part of reproductive
medicine practices worldwide and, as such, a com-
mon and popular form of family-building. While oocyte
donation has provided reproductive hope, particularly
for young women whose reproductive life has been
sadly shortened by cancer or POF, it has also been
used to facilitate motherhood under more questionable
circumstances.

According to the Guinness Book of World Records,
the oldest woman in the world to give birth was Mrs.
Rosanna Dalla Corte of Italy, who was born in 1931
and gave birth to a baby boy on July 18, 1994, when
she was sixty-three years old. Her son, conceived via
IVF/OD, was her second child – she and her husband
had lost their adult son, who was not married and had
no children, in a car crash, motivating the couple to
become parents again. On November 7, 1996, a sixty-
three-year-old, Mrs. Arceli Keh, gave birth to a daugh-
ter, becoming the oldest American woman to conceive
and give birth following oocyte donation. This was the
couple’s first and only child and she was conceived after
many years of fertility treatment – ultimately achieved
because Mrs. Keh lied to caregivers about her actual
age. Adriana Iliescu of Romania became the world’s old-
est mother on January 16, 2005, when she gave birth at
age sixty-six to a daughter. Ms. Iliescu, a single woman,
used donated oocytes and sperm to achieve the preg-
nancy that she had regretted not having earlier in her
life following more than a decade of infertility treat-
ment. The pregnancy had originally been triplets; how-
ever, one triplet was miscarried at ten weeks gesta-
tion and the second at thirty-three weeks, triggering
a Cesarean delivery at thirty-four weeks. Finally, on
November 9, 2004, Aleta St. James, a fifty-six-year-old
single American woman, became the oldest woman to
give birth to surviving twins, a boy and girl, conceived
via donated oocytes and sperm. Each of these pregnan-
cies has made the medical record books but reflect a
variety of unique circumstances of this new reproduc-
tive frontier. Although pregnancies can be achieved in
women of a certain age, they can, and often do, result in
complicated pregnancies that endanger the health and
well-being of the mothers and their infants.



P1: JZP
052185363Xc18 CUFX030/Covington 0 521 85363 X September 4, 2006 10:15

RECIPIENT COUNSELING FOR OOCYTE DONATION 321

The practice of oocyte donation, as well as the
laws and guidelines regulating it, varies widely across
and within countries. This factor dramatically has
an impact on the counseling of recipients, particu-
larly regarding donor selection and privacy/disclosure
issues.[3] Different approaches include the develop-
ment of practice guidelines by professional societies
(e.g., ASRM, ESHRE), government regulatory agen-
cies (e.g., Great Britain’s HFEA, Canada’s AHRA, and
Australia’s RTAC), legislation – typically banning oocyte
donation (e.g., Italy) – or benign neglect. Variance
across and within countries is due to a variety of factors
including religion, culture, and politics. As such, every
infertility counselor must be fully aware of the laws and
practice standards regarding oocyte donation not only
where they practice but also where their patients reside
and/or hold citizenship.

A regulatory approach to oocyte donation is exempli-
fied by the United Kingdom’s Human Fertilisation and
Embryology Authority (HFEA) established in 1991. The
HFEA legally mandated anonymity of gamete donors,
allowing availability of only limited information about
the donor. Originally, the allowable forms of oocyte
donation were identified donors (e.g., sisters or friends);
recruited altruistic uncompensated donors (identified
or anonymous); and egg-sharing by IVF patients (iden-
tified or anonymous). However, in April 2005, the HFEA
eliminated all donor anonymity and compensation and
established a central donor registry so that all donor off-
spring could access information about their donor upon
reaching the age of sixteen. The HFEA’s position on
the discontinuation of compensation of oocyte donors
is in compliance with the European Union Tissue and
Cells Directive. The latter promotes ‘altruistic donation,’
that is, voluntary, unpaid donations, although donors
may be reimbursed for expenses and inconveniences
related to the donation.[7] The HFEA permits a spe-
cific maximum payment amount for reasonable reim-
bursable expenses to altruistic donors, but prohibits
financial remuneration for IVF patients who share or
donate their extra oocytes. Accordingly, HFEA regula-
tions specify that counseling be offered to all potential
recipients and that it involve information and advice but
not screening (i.e., prohibiting or disallowing patients
from receiving gametes).[8]

Canada and Australia have similar regulatory
approaches. The Infertility Treatment Act was enacted
in 1984 in Australia’s state of Victoria and was the first
to legislatively mandate counseling for all individuals
pursuing IVF and/or donor gamete parenthood. Subse-
quent legislation in 1988 established the Donor Regis-
ter, which mandates the registration of all donor births
and allows all donor offspring at age eighteen access to

identifying information about their donor. Donors have
no right of veto. This legislation also established coun-
seling criteria for donors, recipients, and offspring –
referred to as donor-linking counseling. Infertility coun-
selors must be licensed and members of ANZICA (Aus-
tralia/New Zealand Infertility Counseling Association).
The Reproductive Technology Accreditation Commit-
tee (RTAC), a peer-review accreditation body working
in conjunction with the Fertility Society of Australia,
accredits all IVF centers in Australia and New Zealand.
Currently, three of the five Australian states have leg-
islation regarding reproductive technology (including
oocyte donation), with the RTAC overseeing the pro-
vision of oocyte donation services including oocyte
collection; categories of donors; payment or coercion
of donors; matching and exclusion of donors; and infor-
mation and counseling of donors (not recipients). Aus-
tralia’s system is one of combined voluntary regula-
tion and legislative regulation (nationally and across
states in the country).[9] In contrast, Canada has the
newest regulatory body, the Assisted Human Repro-
duction Agency, established in 2004. Canadian legis-
lation eliminated donor anonymity; established a cen-
tral donor registry; prohibited any and all payment
to gamete donors (sperm or oocytes); and mandated
the provision of counseling services for all individu-
als participating in assisted reproduction. While HFEA
requires that counseling be offered, Canadian legisla-
tion mandates that all participants in assisted repro-
duction participate in pretreatment counseling.

Many countries have legislation specifically directed
toward oocyte donation, although the provision of
counseling is not addressed. In France oocyte dona-
tion became legal in 1994, providing all oocyte dona-
tions are voluntary, free, anonymous, and confiden-
tial. Clinic staff does anonymous pairing of donors
and recipients, under a personalized anonymity system
described earlier.[10] Belgium has a similar form of
oocyte donation, although known oocyte donations are
allowed. Several countries have legally banned any form
of oocyte donation, including Germany, Italy, Japan,
Kenya, Latvia, The Netherlands, Norway, Portugal,
Sierra Leone, Slovenia, Switzerland, and Togo.[11,12]
Until 2005, all forms of assisted reproduction were
unregulated in Italy,[13] and oocyte donation was
banned in Sweden until 2003.[14] It is interesting to
note that Sweden was the first country to remove
anonymity of sperm donors in 1984, enabling offspring
to determine the identity of their sperm donor.

In the United States and Europe, professional
organizations have established professional patient
care guidelines on oocyte donation, by the Mental
Health Professional Group of the American Society of
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Reproductive Medicine (MHPG/ASRM) and the Psy-
chological Special Interest Group of the European
Society of Human Reproduction and Embryology
(PSIG/ESHRE). ASRM professional standards of prac-
tice recommend: guidelines for screening and coun-
seling of oocyte donors (1994); guidelines on embryo
donation (1996); guidelines for gamete and embryo
donation (2002); revised minimum standards offering
assisted reproductive technology (2003); ethics commit-
tee report on childrearing ability and the provision of
fertility services (2004); and ethics committee report
on informing offspring of their conception by gamete
donation (2004). In 2002, PSIG/ESHRE published the
Guidelines on Counselling in Infertility, a comprehen-
sive document outlining infertility counseling issues
with specific recommendations on oocyte donation.[15]
Additionally, ESHRE has a wide array of professional
standards of practice issued through Task Force reports
including one on gamete donation.[16]

REVIEW OF LITERATURE

Since the initial reports of the first pregnancy achieved
via OD, there has been a proliferation of research on the
psychosocial aspects of this form of third-party repro-
duction. A systematic review of published studies from
1983 to 2002 was conducted in an attempt to provide
a synthesis of the psychosocial characteristics of OD
recipient women.[17] Hersherberg found that multi-
ple research methodologies used were predominantly
exploratory, retrospective, and descriptive studies. In
the sixteen studies reviewed, 827 OD recipient women
participated. This review study identified six areas that
were the focus of research: (1) motivation; (2) desired
donor characteristics; (3) selection of a known versus
an anonymous donor; (4) recipient demographic, edu-
cational, and psychosocial profiles; (5) disclosure of the
method of conception to family members, friends, and
the resulting child; and (6) the relationship between the
oocyte recipient and her resulting offspring. Hersher-
berg noted that the majority of the studies were con-
ducted within the medical and psychological fields (not
nursing). Four areas identified are addressed here, as
the issues of disclosure to family, friends, and the off-
spring and the relationship of the recipient to her off-
spring are addressed in other chapters (see Chapters 26
and 27).

Motivation

Research examining the motivations of OD recipients
has generally found that they were motivated to use
donated oocytes as a means of conception because they

wanted to have offspring; experience pregnancy; nur-
ture an unborn child; have genetically related offspring
(e.g., intrafamilial oocyte donation or child genetically
related to spouse); and/or as a result of mistrust of
the adoption process.[18,19] One study found that the
majority (61%) of recipients found the decision to pur-
sue donor oocyte parenthood difficult to some degree
while 39% found the decision was not difficult at all.[20]

Desired Donor Characteristics by Recipients

Any analysis or overview of research on OD recip-
ients’ preferences or criteria in a potential donor
must take into consideration current practices regard-
ing oocyte donation including legislation, regulations,
practice guidelines, and infertility patient/consumer
movements. Although some description of past pref-
erences may be enlightening, recent developments in
legislation in North America and Europe and a grow-
ing consumer movement to eliminate donor anonymity
may (and probably will) have an impact on desired
donor characteristics. As such, research on recipi-
ent preferences about specific donor characteristics
must be considered within the context of the dona-
tion system. In short, recipient preferences (i.e., the
ideal donor) may be irrelevant in that the donor is
a family member or a fellow IVF patient for whom
donor/recipient matching is done by clinic staff and not
by the recipient. Recipients more highly invested in spe-
cific donor qualities may pursue oocyte donations (e.g.,
agency donations or internet searches) that are more
likely to meet these needs. Unfortunately, this popula-
tion has not been investigated.

Desired donor characteristics have typically been
determined in conjunction with research on other
donor/recipient issues. Within this context, research has
found that most recipients select oocyte donors on the
basis of medical and/or genetic history, race, personal-
ity, and intelligence. In a survey of OD recipients in the
United States, eighty recipients were asked to generate
a wish list of desired traits and physical characteris-
tics they considered important in anonymous oocyte
donors. Researchers found that medical history (62%)
was the most important donor characteristic for recipi-
ents, followed by race (49%); smoking/alcohol/narcotics
history (44%); intelligence/education (39%); and physi-
cal appearance (29%). When recipients’ personal demo-
graphics were factored in, differences were found in
what were rated as important donor characteristics.
Intelligence was most important to older recipients
compared to younger recipients, while physical appear-
ance was more important to younger recipients.[21]
A slim majority (52%) of recipients in Finland were
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interested in knowing the donor’s age, profession,
physical appearance, hobbies, and place of residence,
while fewer (48%) did not want any information regard-
ing the donor.[22]

American researchers Greenfeld and Klock found
that the three most important characteristics influ-
encing recipient decisions about their oocyte donors
were appearance, intelligence, and personality. Recip-
ients using anonymous donors were significantly more
concerned about the donor’s medical background and
less interested in personality, physical resemblance, and
intelligence. Recipients also preferred more informa-
tion about the donor’s family and medical history, and
wished to have a photograph of the donor. In contrast,
recipients using known donors were satisfied with the
information they had about their donor and were more
likely to know their donor’s religion, number of chil-
dren, hobbies, profession, and to have a photograph.
In both groups, the donor’s appearance was valuable
because it facilitated recipient/donor matching in terms
of resemblance of the women.[20]

In a study that surveyed recipients about their role
in the selection of the donor and information recip-
ients desired about the donor, the majority felt that
they had little control in choosing the donor, with men
feeling they had less control than their wives. Recipi-
ents indicated that the most important information in
choosing a donor was medical information, talents, and
personality characteristics. The researchers concluded
that these (American) recipients desired more infor-
mation about anonymous oocyte donors than known
donors and wanted more input in the donor selection
process.[23]

Donor Selection Issues – Known
versus Anonymous

The various types of oocyte donation (as indicated ear-
lier) offered worldwide can be mind-numbing in variety.
Recipient decisions on donor selection are often based
more on what is legally or clinically available at the time
or place of the donation rather than on the recipients’
personal preference. Although there has been consider-
able research on recipients’ decision making and donor
selection criteria, in actuality these studies have been
conducted on recipients’ preferences within specifically
defined parameters of donor services available or ‘on
offer’ to the recipient. Thus, no research has examined
recipients’ preferences when offered all the possibilities
of oocyte donation. Rather, this research may be more
accurately described as recipients’ decisions based on
availability of a donor or donation process. As such,
recipients’ preferences, options, and/or decisions may

be based on pragmatics and practicalities – that is, mak-
ing the best of what is presented or feasible. This may
be supported by research in which recipients reported
making donor selection decisions based on what they
perceived were their available options.[24]

There has been considerable research on known ver-
sus anonymous oocyte donations, often as a backdrop
to assessing recipient intentions to disclose the cir-
cumstances of their offspring’s conception to the child
and/or others. However, in considering research on
known versus anonymous donations, it must be recog-
nized that definitions of ‘known’ and ‘anonymous’ are
fluid and evolving. A ‘known’ donor may be a family
member, acquaintance, personally recruited, or a fel-
low IVF patient ‘accidentally’ encountered. Anonymous
donation may mean secrecy and a sacrosanct commit-
ment to protect the privacy of all parties or a more con-
voluted arrangement (e.g., ‘personalized anonymity’).
As such, research on known versus anonymous dona-
tions must be considered in terms of these evolving def-
initions as well as ever-evolving gamete donation laws,
policies, and practices.

Researchers in the United States found that the
majority of recipients had used anonymous donors
because donor anonymity was their preferred choice.
When recipients recruited their own donor, their moti-
vations included: dissatisfaction with the treatment
program’s selection of donors; wanting to meet the
donor; and the desire to provide their children with
information about the donor. Women using anony-
mous donors were equally divided between anonymity
as their preferred choice and feeling that they had no
other option. Among the women who believed they
had no other option, some said that they preferred
the anonymity anyway, while others reported changing
their mind as a result of approaching women they knew
(e.g., sisters) who refused or realizing that knowing the
donor would be too awkward. Twenty-four percent of
the recipients said that anonymity was their preferred
choice because they did not want contact with the donor
and did not want their children to have contact with
the donor. Some feared that the donor would want to
participate in parenting or otherwise complicate their
relationship with their child.[20]

Despite the popularity of intrafamilial (particularly
sister-to-sister) oocyte donation, research has been lim-
ited over the two decades it has been practiced. Sev-
eral very small descriptive studies that investigated
identified donations (i.e., sisters or friends) reported
an impact on family dynamics. In a study in the
United Kingdom researchers found identified donors
reported more effects upon the family, particularly
regarding secrecy and openness issues.[25] In a study
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investigating the experiences of donors and recipi-
ents in sister-to-sister donations, researchers found that
the original self-presentation of donors and recipients
changed over time. Sister-to-sister donations appear to
be affectively intense experiences with often unantic-
ipated emotional complications for both the recipient
and the donor.[26]

In Belgium, where personalized anonymity dona-
tions are practiced, Baetens and colleagues found
that 69% of recipients chose known oocyte donation
over this type of anonymous donation. Even when
offered additional financial compensation in the form
of free treatment cycles, recipients preferred to use
their known donor rather than an anonymous donor.
Interestingly, only 28% of the known donors were
sisters of the recipient women. Reasons for choos-
ing a known donor included fear of unknown genetic
information; personality of the donor; genetic link with
the donor (e.g., sister); resemblance between the donor
and recipient; pragmatic reasons; preference for known
donation; ability to provide information to offspring;
and unavailabilty of anonymous donors. An example
of pragmatic reasons was the donor’s proven fertil-
ity because she already had children. Thirty-one per-
cent of the recipients in this study chose personal-
ized anonymity primarily because they desired explicit
boundaries between the two families but also because
recipients desired independence from the donor (and
family); protection of the donor; a wish to minimize
the link between the donor and the child; pragmatic
reasons (e.g., success rates); and known donation was
not possible (e.g., the donor was genetically-related
to the husband). Recipient women who had chosen
known donations were older than the recipients choos-
ing anonymous donations.[1]

Recipient Characteristics

Few, if any, studies have focused solely on OD recip-
ient characteristics such as demographics, education,
age, marital status, and psychological well-being. As
such, recipient profiles can be accessed through inves-
tigation of other recipient issues (e.g., donor selec-
tion or disclosure decisions). A review of research on
oocyte donor recipients revealed a profile of the aver-
age North American and European recipient as having
the following characteristics: married; childless; upper
socioeconomic status; and highly educated. The major-
ity were Roman Catholic when religion was identified
and the median age in women was forty-one. Euro-
pean and North American studies reported that the
vast majority of recipients were Caucasian. Finally, the

majority of recipients used anonymous oocyte dona-
tions.[1,18,20,27–29]

In examining emotional well-being and stability
among oocyte recipients, one study compared levels
of depression in couples pursing OD motherhood on
the basis of a diagnosis of primary versus secondary
infertility. Beck Depression Inventory scores indicated
that women with primary infertility were significantly
more depressed than women with secondary infertility.
Similarly, husbands with primary infertility were found
to be significantly more depressed than husbands with
secondary infertility.[30] This research stands out, not
because of the reports of higher levels of depression in
infertile couples (particularly women), but in that it is
the first to document psychiatric symptomatology in
recipients. Earlier research on oocyte recipients found
that they scored within normal range on psychiatric
symptomatology and reported low levels of distress,
depression, and other emotional symptoms.[31,32]

THEORETICAL FRAMEWORK

There is no single theoretical framework that is specifi-
cally applicable to the use of donated oocytes by infertile
women or couples as a family-building option. How-
ever, some theoretical perspectives contributing to a
better understanding of the psychosocial dimensions
of family-building via oocyte donation are specifically:
psychoanalytic/feminist theory; stigma theory; attach-
ment and loss theory; and family systems theory.

Psychoanalytic Theory and Feminist Theory

Psychoanalytic theory is based on the work of Freud, on
whose thinking psychology and psychiatry evolved as a
profession. Historically, a fundamental tenet of psycho-
analytic theory was women’s envy of men – specifically,
penis envy. This approach has been generally debunked
or reworked, but it highlights the fundamental impor-
tance of reproductive ability in defining an individual’s
sense of self and the powerful influence of sexuality and
reproductive ability in identity formation. Providing a
more balanced (less male-dominant) approach, Horney
and other feminist psychoanalysts acknowledged the
importance of women’s unique reproductive capacity
in a woman’s self-realization and mental health[33] as
well as the importance of the desire or need for recre-
ating the mother–child bond as being intimately tied to
a woman’s identity formation and maturation. Accord-
ing to Horney, reproduction and motherhood are the
foundation of women’s life and identity and the most
powerful factors influencing her self-perception (self-
psychology) and, ultimately, her personal fulfillment.
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The inability to reproduce for any woman represents
a major assault on her identity and a loss of the
idealized mother-self.[34] Psychoanalytic theory tradi-
tionally viewed childless women as pathological, unable
to achieve their functional (and most fulfilling) role in
society. This view is often internalized by women, con-
tributing to feelings of inadequacy, defectiveness, or
incompetence.

Object-relations theory emphasizes that women’s
identity formations are significantly impacted by the
reality that women are still the primary caretakers of
offspring and girls are socialized to form an identity
that is intertwined with motherhood and reproduc-
tion is a globally universal phenomenon. A woman
must form and maintain an identity separate from
her mother, which can be a significant challenge for
infertile women who are unable to become mothers
(unlike their own mothers) and/or are forced to redefine
motherhood (via OD) as different but similar to their
own mothers. Chodorow[35] emphasized the impor-
tance of pregnancy and motherhood in female devel-
opment, stating that “motherhood begins internally,
filled with fantasy” and that “any woman’s desire for
children, whether immediately fulfilled, fulfilled belat-
edly, or never fulfilled, contain[s] layers of affect and
meaning.” There is a self-destruction hidden in the
non-reproduction of mothering.[36] Additionally, fem-
inist psychoanalytic theory recognizes the importance
of relationships and connections as a basis for women’s
identity formation and psychological health.[37] Rela-
tionship disturbances resulting in disconnections and
violations within interpersonal relationships have spe-
cial significance for women, causing significant psycho-
logical distress, even instability.

Feelings of self-reproach, self-blame, and/or guilt are
common responses to infertility and clearly impact
a woman’s sense of self, triggering an array of ego
defenses. While achieving motherhood via OD can
assuage some of these feelings, replacing self-loathing
with self-love, these feelings may not be completely
managed even after the child is born. Unresolved feel-
ings about infertility; continued issues with identity
and self-esteem; or simply ambivalence about OD may
reemerge often during interactions with or decision
making about the donor or donation process. Although
recipients are typically enormously grateful to the
donor for her gift of a life, recipients (often unexpect-
edly) can also feel jealous, competitive, and threatened
(e.g., fantasizing that their husbands will have had an
affair with the donor or are attracted to the donor).
Fantasies can be undermining forces, sometimes per-
sisting throughout the process of pregnancy and after
birth (e.g., the mother’s genes will somehow pass from

mother to baby through the placenta or breastmilk).
Sometimes these are fears and fantasies about which
the mother is aware (yet ashamed), but often they are
fantasies that are outside the mother’s awareness or
ability to verbalize. Denial and failure to acknowledge
disturbing fantasies can disrupt the donor process and
delay self-acceptance and/or maternal/infant bonding.
Much of this work is expression of the fantasies; nor-
malizing the experience; and grieving and letting go of
the wished-for, deserved, perfect, idealized child and
one’s self as an ideal, perfect mother.

Oocyte donation enables women to become mothers –
reproducing through pregnancy and birth. Although
OD mothers make a significant biological contribu-
tion toward establishing the life of their child, they
do so without a genetic link to their child. Fur-
thermore, although OD motherhood is motherhood,
it is motherhood achieved with various concomitant
losses: loss of health; feelings of normalcy; idealization
of motherhood; or the genetically-shared ideal child.
These losses can represent a disconnection and alien-
ation for the infertile (recipient) woman, destabilizing
her relationships as well as her sense of self and ego
mastery. In reality, even normal pregnancy is an odd
experience in which a woman shares her body with a
separate human being. However, a significant psycho-
logical task for OD recipient women is the incorporation
of a positive sense of self and a view of the pregnancy
and baby as her own child alongside the reality that a
foreign body (i.e., the oocyte/embryo) exists physically
within her. This is the beginning of feelings of owner-
ship and entitlement to her child as well as the recog-
nition that through pregnancy and birth she will be for-
ever biologically linked to her child (i.e., but for her
body, the embryo would not grow into a fetus, and even-
tually a baby), even though her child is not genetically
tied to her in the traditional manner. As such, moth-
erhood achieved via OD can be a profoundly repara-
tive experience. It enables her to achieve motherhood;
restore her self-esteem and self-image; and fulfill an
important role.

Stigma Theory

Goffman developed stigma theory by explaining that
“the stigmatized individual in our society acquires iden-
tity standards which he applies to himself in spite of fail-
ing to conform to them, it is inevitable that he will feel
more ambivalence about his own self.”[38] A stigma is
a “deeply discrediting attribute marking the bearer as
spoiled”[39] which also devalues him or her from the
norm to a “tainted” person (outside the norm). Individ-
uals who cannot “contribute to the well-being of their
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groups”[40] are at risk of alienation and stigmatization.
As such, infertile women and couples are vulnerable
targets of stigma either due to societal biases against
their childlessness or due to their self-perceptions of
being different and out-of-sync with their peers. Stig-
matizing feelings commonly associated with infertility
include feeling damaged, defective, or worthless, and
experiencing guilt, despair, isolation, and stress. And
while these are feelings that the infertile individual may
feel, what is worse is that their feelings of being dif-
ferent and out of sync with their peers enhance feel-
ings of shame, embarrassment, and frustration within
the couple’s social circle (i.e., family, friends, and
community).

Motherhood via OD enables the recipient woman
to gain emotional equilibrium through pregnancy and
birth and remove the stigma of childlessness by join-
ing the ranks of parenthood. OD enables her to become
part of the norm and passing to the outside world, as
pregnancy and birth makes her just like anyone else. OD
can provide a normalized experience of pregnancy and
birth, as it gives formerly infertile men and women the
ability to contribute children to their family and soci-
ety. However, recipients who achieve motherhood via
OD may still feel stigmatized because OD is a different
form of family-building that breaks some genetic con-
nections and redefines kinship networks along social,
not genetic links. For this reason, OD couples may be at
risk for stigmatization of themselves and/or their poten-
tial child and need to be counseled regarding who they
inform of their decision in order to minimize this risk.

Attachment and Loss Theory

Bowlby’s theory of attachment is based on the premise
that to become a mentally healthy adult the infant
and young child must experience a warm, intimate,
and continuous relationship with his or her mother in
which both parent and child find satisfaction and enjoy-
ment.[41–43] The parent–child feelings are reciprocal,
equally loving and intense, and in the process the child
becomes an unconditional member of the family. These
reciprocal feelings become the foundation for entitle-
ment and claiming, the feelings of attachment in which
parents feel that they have a right to their child and
they belong to one another. In many respects, bonding,
claiming, and entitlement are inextricably intertwined
and are fundamental psychological tasks (even chal-
lenges) for families created by oocyte donation. It is
paramount that the OD mother feels that she is entitled
to her child and that they belong to each other despite
the lack of genetic linkage. Having achieved mother-
hood via someone else’s oocyte, this can be a signifi-

cant hurdle impeding her bonding and attachment to
her pregnancy and, ultimately, her child(ren). Build-
ing a healthy attachment and sense of entitlement to
her child means acknowledging that OD motherhood is
different from traditional biological parenthood, but is
still motherhood and parenthood. OD recipient couples
must recognize and truly believe that it is the quality of
the parent–infant bond that determines healthy devel-
opment in their child and family system, not genetic
ties. Recipient couples may need to be assured that they,
in fact, can provide a warm and continuous relation-
ship for their child, despite the lack of genetic links to
the mother. They may need to be reassured about the
importance of their love and ability to provide a sta-
ble, steady, and comforting environment for their child,
allowing attachment to happen and setting the founda-
tion for healthy family adjustment.[44]

Bowlby extended his theory of attachment to issues
of grief and loss, noting that the levels of attachment
determined the grief response – the greater the attach-
ment, the greater the sense of loss and bereavement.
Grief reactions to infertility and loss of reproductive
ability have been well-documented. Infertile couples
must grieve the losses of infertility regardless of how
they become parents, relinquishing the ideal child and
genetically shared child they deserved and assumed
they would have. Grieving is a process and, as such,
is typically not completed and resolved before parent-
hood has been achieved. However, OD recipient couples
must, to some extent, come to terms with their feelings
of grief and loss in order to truly embrace OD as a pos-
itive family-building alternative in their lives.

Family Systems Theory

Family systems theory focuses less on the individual
and more on the individual’s family as a system of mutu-
ally interdependent and interconnected relationships
(i.e., emotional attachments). Family systems theory
presents developmental stages of family life, noting how
nodal events (e.g., births and deaths) can affect the fam-
ily’s development and overall functioning as they cause
families to reorganize and adapt. Infertility is an inter-
generational family system crisis, impacting not only
the infertile couple, but also siblings, parents, and even
grandparents – preventing all members within the fam-
ily system from moving on to the next family life stage.
In short, infertility is a crisis within the context of the
couple’s marriage and within the context of each part-
ner’s family-of-origin.

A fundamental principle of family systems theory
is the concept of family boundaries, which protect
and differentiate the family system. Boundaries are
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defined not only around the family itself in relation to
the outside world, but also within the family through
subsystems (e.g., parental subsystem, children subset,
and sibling subsystem).[45, p.54] Healthy boundaries
are clearly defined (evident) yet permeable, enabling
the family to adapt to the movement of family mem-
bers in and out of the system (e.g., birth and death).
Blurred or ambiguous boundaries can make family
members uncertain, uneasy, and stressed and impair
overall family functioning.[46] Unsure of who is in and
who is out of the family system, individuals can become
confused by role definitions and responsibilities, fur-
ther straining family interactions and communications
both within and outside of the family. People in gen-
eral are uncomfortable with ambiguity and uncertainty.
Ambiguity causes confused family dynamics, forcing
individuals to question their marriage, family, and their
own role within these systems.[46,47]

Family systems theory is particularly relevant in
intrafamilial (e.g., sister-to-sister) and/or intergen-
erational (e.g., daughter-to-mother or niece-to-aunt)
oocyte donations in that this theory provides a context
in which to address the multiple layers of relationships
and roles within the family. It allows the assessment of
individual, as well as family well-being and function-
ing of each subsystem within the larger system. Fam-
ily systems theory has been instrumental in defining
the significant negative consequences for individuals
and families of boundary violations (e.g., incest or par-
entified child). It has also been effective in recogniz-
ing the power of family relationships to influence indi-
vidual members of the family, positively or negatively,
overtly or covertly. As such, intrafamilial OD/recipient
relationships have the potential for threatening family
relationships. The whole family system may be put at
risk through role confusion, boundary violations, and
imbedded decision making; dysfunctional communica-
tion patterns; relationship alignments and loyalties; val-
ues and belief systems; beliefs about indebtedness and
obligation; level of family cohesiveness; and, ultimately,
sources of power within the family. Would the OD-sister
feel entitled to take a more parental role because she
views the offspring as her (biological) child? Would the
donor be treated (or expect to be treated) like a special
aunt? Will the donor-daughter feel obligated to donate?
Will she feel like the child’s sister, or another mother?
All of these factors can, and do, influence intrafamilial
and/or intergenerational OD decisions and should be
carefully considered by all participants for these rea-
sons, particularly if there is not a larger cultural or
social context that supports these donations.

Finally, the role of secrets in the family can have
an impact on the family system and must be carefully

considered. Imber-Black[48] described secrets as
systemic phenomena that impact relationships of all
family members, resulting in deception and generating
anxiety for both the secret holder and the unaware. The
issue of secrets is particularly important in the context
of oocyte donation and must be addressed at the
outset to avoid unnecessary injury and damage to the
family, recipients, and especially the child. Infertility
counselors can use the genogram to outline the family
system and assess a variety of family dynamics and
values, particularly those regarding kinship beliefs,
values, cultural influences, the value and meaning of
children, and family functioning over time and across
generations (see Chapters 11 and 15). Of particular rele-
vance are the family’s beliefs about secrets; how secrets
may have been handled or had an impact on the family
in the past; and who in the family will know about the
donation (and who will not and why not). Recipients
and donors should be encouraged to address the issue
of disclosure within the family and to the offspring.
While these issues are important in all OD families, they
are even more relevant in intrafamilial donations. The
secrecy about the donation (motivated either by the
recipient or the donor) can stress the family sys-
tem, eventually damaging family relationships and/or
threatening the parent–child relationship if the secret is
either intentionally or unintentionally revealed – partic-
ularly by other family members, not the child’s parents.
Secrecy about the donation can create an undercur-
rent of covert communications (positive or negative)
between the donor and recipient, straining other
family relationships and the overall well-being of the
family.

CLINICAL ISSUES

Several clinical issues are relevant in a discussion of
OD recipient counseling. These issues concern the psy-
chosocial response to oocyte donations; the process of
decision making; selecting a donor whether anonymous
or known; and matters related to special populations
using OD.

Psychosocial Response and Decision Making
about OD

Fundamental to coming to terms with infertility for
each couple is defining their goal: reproduction or
parenthood. Whether their personal goal is reproduc-
tion or parenthood, each partner as well as the couple
together must determine which alternatives are accept-
able and the direction their future will take. If the goal
is reproduction and they have reached the limits of
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treatments that will allow them to achieve a pregnancy
and transmit their own genes, the couple must consider
a child-free lifestyle. However, if parenthood is the goal,
family-building alternatives such as oocyte donation
may be considered.

Women and couples who have been through an array
of reproductive treatments over an extended period of
time without success often arrive at the threshold of
OD from a long and exhausting history of pain, typi-
cally involving cyclical episodes of high hopes with a
new treatment cycle and hopes dashed when a success-
ful pregnancy is not achieved. Having experienced the
vicissitudes of a variety of treatment failures, the rec-
ommendation to pursue donor oocyte parenthood may
not be particularly surprising, as OD has been part of
the long-term treatment care plan or a suspected possi-
bility given the outcomes of previous treatments. This is
often the case if the woman is older or has an ovulation-
specific infertility diagnosis. For these women, the rec-
ommendation of OD may be viewed as a relief and
a second chance at biological motherhood. Although
OD motherhood means relinquishing a genetic link to
the offspring, it does afford women the opportunity to
make a “biological contribution to the birth of the child
via pregnancy.”[15] For other women, OD is an unfore-
seen treatment recommendation, perhaps made in con-
junction with the diagnosis and treatment of a medical
condition unrelated to fertility (e.g., cancer), triggering
feelings of shock and disbelief. These women may be
younger, less mature, and unprepared to consider seri-
ous reproductive issues, particularly ones that involve
complicated medical treatments and the use of donated
oocytes. They typically feel alienated, isolated, and out
of sync with their peers, particularly those who have
been able to achieve motherhood without problems or
challenges. And while OD may offer these women repro-
ductive hope in a real and concrete way, it may feel too
overwhelming, given other issues in their lives and their
current emotional state.

Whatever the reason for the use of donated oocytes,
the necessity of OD represents a variety of losses for
most women (and their partners): lost fertility, lost
time, lost health, lost youth. As such, the majority of
women react with some degree of emotional distress:
shock, anger, sadness, anxiety, fear, and/or feelings of
being damaged and defective. Whether the woman con-
sidering OD has a developing sense of self or a well-
established one, the use of oocyte donation to achieve
motherhood requires the integration of new, compli-
cated information and feelings about herself, mother-
hood, and reproduction. At minimum, she must grieve
the loss of a child to whom she assumed she would
be genetically-linked – a child she and her partner

hoped and dreamed would be genetically shared. She
must reconcile dissonant and negative self-perceptions
to reestablish a positive self-view before moving for-
ward with this new way of becoming a mother. In short,
although OD provides avenues to motherhood, there are
a number of psychosocial issues to address and tasks
to achieve before OD motherhood can be completely
and positively embraced as a family-building option,
whether or not it results in the birth of a child.

Partners and spouses of OD recipients often respond
with similar feelings of emotional distress in response
to the infertility diagnosis and/or the need to use
oocyte donation to build a family, although their
feelings are typically less intense and/or more likely
to be solution-focused. Many recipients fear that the
diagnosis and/or OD will impact their partner’s feelings
about them, while both partners may worry that it
will negatively impact their relationship; their future
together; and/or their child(ren). There may be concern
about how OD will be accepted and treated within their
extended families, thereby having an impact on family
relationships (i.e., who knows the secret), or in intrafa-
milial donations concerns about how the relationship
between the donor and recipient is affected as well
as relationships within the family system. This can
become even more problematic in cross-generational
intrafamilial donations.

Donor Selection Issues

Choosing a donor is a significant clinical issue, whether
the oocyte donation is anonymous or known. Some
recipients have virtually no input regarding donor selec-
tion criteria or donor anonymity as these decisions
and/or alternatives are prescribed by government reg-
ulations, standards of practice guidelines, or clinic
policies. Others may have a mind-numbing array of
choices from clinic recruitment, agencies, the inter-
net, and known situations. As noted earlier, donor
anonymity has been eliminated in many countries but
remains fundamental to gamete donation in much of
the world. Although the removal of donor anonymity
enables recipients (and their offspring) to access infor-
mation about the donor, this does not mean that even
in these areas OD recipients have access to extensive
information on the donor or are offered a variety (cata-
log) of potential donors from which they can choose.
In actuality, no matter how ooyctes are made avail-
able, recipients’ choices are typically limited by supply,
because oocyte donation remains a medically compli-
cated and physically demanding procedure for women.
As such, recipients must be prepared for these realities
and limitations: Although oocyte donation does offer
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them a chance at biological motherhood, it is unlikely to
provide them with the ideal, designer perfect and genet-
ically linked child they had anticipated before infertility.

Although the recruitment of oocyte donors either
by clinics or recipients is common worldwide using
a variety of methods, unique to the United States are
paid donors recruited by independent agencies specif-
ically set up for this purpose. With the advent of
these brokerage type agencies and internet recruitment
resources, recipients have a variety of new opportu-
nities, as well as potential pitfalls, in their search for
an oocyte donor. Finally, some recipients turn to a
friend or family member as an oocyte donor because
these arrangements are more culturally acceptable;
psychosocially comfortable; available; and/or accessi-
ble. Identified donors may be recruited or volunteer
for a variety of reasons (e.g., family ties, compassion,
and altruism). However, whatever the circumstances
of the donation, recipients and their partners must
come to terms with a wide range of issues including
their personal beliefs and values about oocyte dona-
tion as an acceptable form of family-building; the type
of donation; their personal feelings, beliefs, and pref-
erences about donor characteristics; the impact of the
form of donation on their marriage, family, and social
circle; and disclosure issues.[49]

Research has shown that recipients rank medical
and/or genetic history, race, personality, intelligence,
and appearance of primary importance.[21,22] The
issues of appearance and race can pose significant
psychosocial dilemmas, particularly when recipients
have no option (e.g., there are no same race or similar
appearance donors available at a given time). Of clinical
importance is the recipient couple who seeks a donor
with specific criteria based on unmet psychological
needs, misinformation, or other reasons. An example is
recipients choosing a donor of a different race based on
a belief that a donor’s appearance (i.e., light skin) and,
therefore their child, would be more favorably treated
by society and gain greater privileges. In this situation,
it is important for the infertility councelor to explore
the meaning of appearance, race, intelligence, or other
donor criteria with the couple to ensure that their
decisions are based on emotional stability and health,
not narcissistic injury, misconceptions, biases, and/or a
belief that they actually can create the perfect child and
ensure that their child’s future will be perfect in every
way. Often recipients have not thought through their
own feelings and/or the consequences of these deci-
sions (e.g., how will they handle comments from others
about their child’s appearance). In fact, the infertility
counselor must help recipients consider donor selec-
tion issues, particularly a choice that may eventually

highlight their child’s lack of genetic connection to the
mother. These differences may make the circumstances
of the child’s conception more obvious and public and
(perhaps unintentionally) invade the child’s right to
privacy about his or her biological origins. As such,
the infertility counselor can be instrumental in helping
recipients (potential parents) explore their feelings and
beliefs about openness about the donation as well as
the stigma of infertility; stigma of OD; and potential for
their child to experience stigma related to the circum-
stances of his or her conception. Facilitating open and
honest exploration of feelings and communication can
ensure that recipient decisions regarding oocyte dona-
tion are decisions that will remain comfortable over a
lifetime and not reflect a temporary fix of narcissistic
wounds.

Whether the donation process is anonymous or
known, recipients must consider a variety of issues
regarding donor selection. Choosing an oocyte donor
is a powerful first step in making their child theirs.
However, more often than not, donor selection triggers
the reemergence of feelings of grief and loss, as the
couple faces the reality of their reproductive situation;
searches for the perfect donor (e.g., one that resembles
the recipient); and addresses the implications of this
assisted reproduction for their marriage, family, and
their child. The couple’s search for the perfect donor
is actually an extension of their search for the perfect
child. The role of the infertility counselor in preparing
the couple for parenthood is to help them recognize
that even if they had a genetically shared child, he or
she would not be perfect and might not even resem-
ble them or the child they had imagined. While using
donor gametes and selecting a donor may help the cou-
ple regain some control over a part of their lives over
which they have little control, it should not be viewed as
a chance to even up life’s score by getting a perfect child
that is owed them. Additionally, the infertility coun-
selor can help couples relinquish their attachment to
and valuing of biological reproduction and embrace the
possibilities of parenthood via oocyte donation. Cou-
ples must accept the reality that they will never find a
replacement for the wife in any assortment of donor
profiles, yet they can find a suitable donor who will
help them achieve their goal of a family. Instead, cou-
ples should look for something about the donor – for
example, hobbies, interests, what she has written about
why she wants to donate – that resonates with them
and makes them feel connected to her in some way. As
such, helping couples to have greater confidence in the
selection of a good enough donor can help them come
to terms with their ambivalence about OD parenthood
and embrace their child as truly theirs – just as he or
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she is and will be, as a separate individual with their
own life.

The shortage or unavailability of oocyte donation as
a legally acceptable and viable reproductive alternative
has compelled some recipients (and donors) to become
reproductive tourists, a phenomenon in which indi-
viduals travel across borders to obtain services that
are unavailable, regulated, or too costly in their own
country of origin.[50,51] While fertility tourism may
enable patients to undergo OD, it raises concerns about
standards and screening processes for both donors
and recipients.[52] Although recipients may be able
to obtain the treatment they desire, there are greater
risks that the donor (or recipient) may be an unsuitable
candidate. Donors may encounter coercion, language
barriers, and unavailability of appropriate translators.
Additionally, they may be unable to provide informed
consent; be enticed by unrealistic promises of finan-
cial gain; lack healthcare benefits; or have visitor status
visa problems. The same challenges may face recipients
seeking treatment in foreign countries. Furthermore,
in a single-minded focus on their goal, both donors
and recipients may find the medical and psychological
assessment for participation in this treatment unfamil-
iar, unnecessary, and difficult to understand. Language
barriers and culture customs may even make it difficult
for them to comply with complex treatment protocols
and/or provide informed consent. Additional challenges
include staff ignorance (or insensitivity) to the cultural
and religious issues impacting treatment and the long-
term consequences of reproductive tourism in the lives
of all parties – donor, recipient, and offspring.[53] The
infertility counselor needs to understand the unique
cultural issues and reproductive challenges from the
patient’s country of origin, and may need the assistance
of a translator to facilitate counseling.

Anonymous Oocyte Donation
Anonymous oocyte donation involves the matching
or selection of a paid donor in which recipients
are provided non-identifying information. Information
may be extensive or minimal. The recipient couple
should be confident that the donor has been appro-
priately screened[4] medically and psychologically, in
accordance with any applicable government regula-
tions and/or professional practice standards, so as
to allay any fears about significant psychopathology,
health problems, and/or consanguinity. Information
may include an extensive self-report profile, which
includes a medical family history as well as comments
by the potential donor regarding her motivations to
donate, and perhaps a photograph of her as an infant,
child, or adult. Even so, couples should be aware that

the information provided by the donor is often not veri-
fied by the treatment facility (or recruiting agency) and
is, as such, based on the donor’s self-report and veracity.
Furthermore, donor anonymity must be respected by
recipients and staff alike, despite recipients’ sometimes
innocent questioning of staff about personal donor
information such as personality, appearance, or sense of
humor. Repeated questions along these lines may repre-
sent other issues for recipients such as lack of emotional
readiness for OD parenthood; ambivalence about donor
anonymity; lack of partner agreement about OD parent-
hood; or ineffective or inadequate patient preparation.

Because of the limited supply of donated oocytes,
some recipients try to get around the shortfall of
donated oocytes through a variety of measures: oocyte
donation brokerage-type agencies; the internet; adver-
tising for a donor in university newspapers; or network-
ing through flyers to friends and family.[54–57] Some
of these recruitment schemes, fueled by psychological
needs for the perfect donor/ perfect baby, offer consid-
erable sums of money for a donor who meets explicit
criteria, for example, appearance, intelligence, or spe-
cific talents (music or athletics). OD recruitment agen-
cies may be a tempting and appealing solution, how-
ever, recipients should carefully consider their claims,
as these agencies are not subject to any legal oversight or
government regulations. In short, the old adage buyer
beware applies. As such, the infertility counselor may
be integral in helping recipients become better con-
sumers: aware of any and all current professional and
legal standards for appropriate medical and psychologi-
cal evaluation of potential oocyte donors and be certain
that these standards have been applied to any potential
donors being considered.

In these situations both recipient and donor are at
risk. The donor is at risk of being a commodity coerced
to donate body tissue for financial gain, particularly
if she is economically disadvantaged or intellectually
unable to assess these risks, comply with treatment, or
provide informed consent. Recipients are at risk of end-
ing up with an unqualified donor, or one who drops out
during treatment because she was poorly prepared. In
fact, research shows that, in general, there is a high
dropout or rejection rate among first-time potential
oocyte donors. Potential donors often opt out once they
realize what the donation process actually involves or
they may fail to meet medical or psychological crite-
ria for donation (e.g., ongoing medical problem or cur-
rent chemical abuse/addiction).[58] Although oocyte
donation agencies or internet donors may appear to be
in more abundant supply, recipients are often disap-
pointed when the dropout rate for these donors is equal
to that of other donor recruitment methods, that is,
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TABLE 18.1. Reasons for choosing anonymous vs. known oocyte
donation

Pros for Using Anonymous:

No potential ‘family boundary’ issues, as donor is not ‘in couple’s life’

Easier for couple to maintain privacy

Cons for Using Anonymous:

Feels riskier due to less available information about donor

May be longer wait for donor

Pros for Using Known:

More genetic information about donor; greater comfort level

May be more readily available

May be special person in child’s life

Cons for Using Known:

Potential boundary confusion, role blurring

May be too invasive in child’s/family’s life

Couple may feel ‘indebted forever’

significantly high. In fact, one study found that in-
creased compensation to potential oocyte donors did
result in a higher percentage of potential donors com-
pleting initial questionnaires, but did not increase the
number of donors who actually donated. The rejection
rate (51%) remained the same and comparable to that
of other programs and recruitment methods.[59] Infer-
tility counselor and recipients should be aware of cur-
rent recommended reimbursement amounts governing
oocyte donation.

Quasi-known donation situations have increased as
couples learn something about the donor, such as a first
name, email address, or perhaps have spoken by phone.
Although these donations are considered anonymous, it
is not uncommon for recipients and donors to figure out
or find each other. The concern is that the parties may
have begun a relationship that will continue in some
form into the future without the safeguards of profes-
sional assistance to prepare them for possible future
issues and how they plan to handle them. Not only
does this represent significantly blurred boundaries but
it can also represent hidden agendas, whereby donors
and recipients who begin under anonymous circum-
stances may convert to quasi-known parties, uncon-
sciously wishing to have roles in each other’s lives in the
future. Such arrangements often move forward with lit-
tle thought to the long-term well-being of the child. The
fact that there is little professional guidance to assist
in role clarification and expectations may lead to disap-
pointment or, even worse, damage to the children con-
ceive via this arrangement. As such, both recipients and
donors need to be made aware of these issues.

Known Donors
Known oocyte donation is involves a friend,
acquaintance, or family member acting as
donor. For many recipients, this is a more
acceptable means of oocyte donation for
cultural and financial reasons. Additionally,
the donor may be more accessible and med-
ically reliable, particularly if there is no fam-
ily history of medical or psychological risk
factors (see Table 18.1). The fact that the
donor will potentially be known to the child
and involved in his or her life is a signifi-
cant issue in intrafamilial donations. Nev-
ertheless, it cannot be assumed that intrafa-
milial donations are going to be open. Very
often recipients and donors alike wish to
keep this arrangement private. If this is the
case, all parties must be carefully counseled
about the potential negative consequences
of this decision (e.g., accidental disclosure
and the negative impact of family secrets).

Fundamentally, it is critical that the recipient couple
and known donor (with spouse/partner) address their
desires and expectations regarding the donation; and
their future relationship (see Table 18.2); number of
planned donations; and implications of negative out-
come of treatment and/or conflicts regarding treat-
ment.[60]

Disclosure of donor gamete conception is legally
mandated in some countries and recommended by
practice guidelines in the United States and Europe.
Yet, it remains an area of controversy for recipients
and donors – and obviously for offspring. Nevertheless,
infertility counselors generally believe that if the child
is to know about the means of their conception, it is
imperative that he or she hears this information first
and foremost from his or her parents, in a manner that
is appropriate for them. The primary goal is to avoid
emotional damage to the child and ensure the positive
integration of this information into his or her identity.
Because feelings about the degree of disclosure may
change over time, it is also important that the parties
agree to communicate; be willing to reassess their posi-
tions in the future as needed; and seek the assistance of
an infertility counselor if obstacles arise. Discussion, as
well as couple and donor agreement about this issue,
are integral to pretreatment patient education and
preparation (see Chapter 27).

Intrafamilial donations, particularly sister-to-sister
donations, can be complex and have significant impli-
cations for the family relationship. All the parties (the
recipient couple, the donor, and her partner, if any)
must agree on who within the extended family is to
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TABLE 18.2. Issues to include in a thorough structured clinical interview of OD recipients

Couple’s infertility history (CHPI): assessment of how they experienced it and how it was grieved.

How couple decided to do OD and how they feel at present

History of marital relationship; legal difficulties; alcohol/drug use; abuse/neglect

Past traumas and current stressors; coping skills; support network

Assessment of woman’s feelings/comfort level with biological inequality attachment concerns

Couple’s plans re: openness vs. privacy; known vs. anonymous

Thoughts/fears about donor motivation; information on donor assessment

Cryopreservation/disposition of embryos; prenatal testing, multiples, selective reduction

know and not know about the donation. All must be in
agreement; have realistic expectations; and an imple-
mentation plan. All parties must consider how family
members might react to the information and/or subse-
quently treat the potential child(ren) (i.e., whether the
child would experience stigma, discrimination, or spe-
cial treatment). Particularly in intrafamilial or friend
donations, there is the potential for family and relation-
ship boundaries to become blurred, and for confusion
to arise around the donor’s role in the child’s and family’s
life. The donor may become a special auntie or special
friend, with this extra dimension of being potentially
enriching for both donor and child. On the other hand,
there may be risks of boundary confusion, both on the
part of the donor, who may feel entitled to be consulted
about parenting or even pregnancy decisions and, on
the part of the child, who may wonder who is truly his
or her real mother. Either donor or recipient may feel
threatened and react by distancing from the sibling rela-
tionship or family in general. Roles once clearly defined
may be changed (e.g., younger donor sister assum-
ing a more caretaking role) or relationship dynamics
may shift – perhaps continuously from comfortable
gratitude to uncomfortable indebtedness. Interestingly,
one study found discordance over time between sister
donors and recipients on the issue of disclosure, with
donors wanting more disclosure than recipients.[61]

Special Populations

Women with special medical conditions or circum-
stances considering OD including younger women with
spontaneous premature ovarian failure (POF); older
women; women with secondary infertility; and women
with complicating medical conditions, face unique
issues. These women not only confront unique psy-
chosocial tasks but also have special needs in terms of
psychoeducation and support. Additionally, their spe-
cial circumstances may impact the availability of an

oocyte donor or the willingness of a donor to provide
oocytes to them (e.g., women over forty-five or with life-
limiting conditions).[62]

Younger women with POF face unique psychologi-
cal challenges. Unlike their older counterparts who may
have tried infertility treatment unsuccessfully for years,
these women, perhaps in their later twenties or early
thirties, are often shocked to be told they simply have
little or no ovarian function. They may react with disbe-
lief, anger, sadness, and depression and feel deprived of
their chance at a genetic child. The psychological task of
the younger POF patient is to reconcile the dissonance
of being a young woman with old oocytes, and inte-
grate what has happened to her into her sense of self,
so as to be able to view the OD option positively and
embrace her potential child. All too often these women
are given the diagnosis of POF in one breath and the
option of oocyte donation in the next, without thought
as to the need to psychologically adjust to this dev-
astating diagnosis before pursuing alternative family-
building. Counseling and support allow these women
and their partners the time and opportunity to grieve
their losses in order to embrace the donor option.

By contrast, the majority of OD recipients are older
women in reproductive terms (late thirties and forties)
that allow woman of advanced maternal age the oppor-
tunity to experience pregnancy, childbirth, nursing,
and motherhood when it would have otherwise been
impossible. However, pregnancy in older mothers is not
without risk – medically and psychosocially – for the
mother and her child(ren). Pregnancy and childbirth
may be more difficult for older women, and the risks
of multiple pregnancy/birth with its associated medical
complications from multiple births are increased due to
the use of younger, better-quality oocytes. The experi-
ence of infertility itself is isolating; becoming a mother
at an older age may compound feelings of isolation and
abnormality, although it may also go far to repair them.
For medical, legal, and ethical reasons, therefore, OD
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legislation and practice guidelines have established an
age cut-off for recipient women, usually in the mid-to-
late forties range, although recent studies have also indi-
cated that generally pregnancy outcomes are positive
for older mothers.[63–66]

In the case of secondary infertility, where couples
already have one biological child, the idea of having a
child who is not genetically tied to both the mother and
father in the same way can trigger a wide range of emo-
tions and relationship dynamics (often negative). The
recipient couple may worry about competition between
the children and whether the OD child may experi-
ence an inferior or special status within the family or
extended family. Donor selection may be driven by a
desire to have the child fit into a family look, depend-
ing upon how private or open the recipients plan to
be. Infertility counselors can help to normalize some of
these issues as common concerns all couples have about
parenting a second child and, at the same time, explore
feelings so that an intelligent decision about whether
this is a viable option for their family can be made.

Finally, in the OD recipients with medically compli-
cating or life-threatening illnesses, several issues exist.
Long-term, underlying health conditions can and often
do affect both the pregnancy and the potential health
of the child (i.e., when the woman or man has HIV) as
well as the mother’s health and lifespan in terms of rais-
ing a child. These are important considerations recipi-
ents need to address and establish appropriate support
resources to assist them in the future.

THERAPEUTIC INTERVENTIONS

Today the consensus, although not necessarily the uni-
versal practice, is that all couples considering oocyte
donation should have a minimum of one session of
pretreatment counseling and that counseling should be
made available to them both during and after treat-
ment. Counseling and assessment should be performed
by a mental health professional with special training
in infertility counseling and reproductive medicine. In
intrafamilial and identified situations, separate sessions
should be conducted with the recipients and the donor
(and her partner/spouse) as well as a joint session with
all parties. Although these recommendations have been
made by the various professional infertility counsel-
ing organizations, in professional practice guidelines;
and government agencies/legislation, they are not uni-
versally adhered to or applied. Nonetheless, research
on oocyte donations has repeatedly found counseling
to be integral to the successful preparation of partici-
pants and the long-term adaptation of the family cre-

ated via this reproductive technology.[67] Patients and
caregivers alike have endorsed the importance of coun-
seling, suggesting that extensive pretreatment counsel-
ing should be mandatory, enabling participants to con-
sider the psychosocial ramifications of the procedure,
particularly the best interest of the child-to-be.[19,22]

The goal of the recipient couple interview is three-
fold: psychoeducation, support, and assessment. These
three aspects are interwoven throughout the interview
and thus are not delineated in the following discussion.
The approach to recipient counseling is based upon the
assumption that couples are basically normal individu-
als adjusting to major life crises and decisions.

The Recipient Couple Interview

Prior to the interview, it is helpful for the recipient cou-
ple to receive written information about the goals and
objectives of the counseling, scheduling, fees for service,
and patient education materials. Often patients are anx-
ious and/or suspicious about the reasons for the session
and/or why it is required. They may question whether
the information provided during the session will be used
against them. Having clear, written information in hand
before the session helps to minimize or at least clarify
some of these concerns. As such, the goals of psychoso-
cial assessment and psychoeducational counseling
are to:

■ establish a positive relationship where any antici-
pated or unanticipated problems can be addressed or
resolved;
■ address issues related to the impact of treat-
ment and the psychosocial implications of third-party
reproduction;
■ identify any conflicts or issues among the partici-
pants;
■ evaluate unresolved conflicts or major psychological
issues that could be a significant impediment to a posi-
tive outcome;
■ be available to provide ongoing support and counsel-
ing, if desired.

At the beginning of the interview, the infertility coun-
selor and the couple should discuss the purpose of the
interview, the infertility counselor’s role on the treat-
ment team, and sign any consents and release of infor-
mation forms. This should cover: (1) who the infor-
mation discussed in the interview will be shared with
(i.e., medical staff treating the patient); (2) where writ-
ten reports resulting from the interview will be kept
(i.e., in a confidential file, separate from the patient’s
medical records, and/or for internal use only); (3) that
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TABLE 18.3. Reasons for openness vs. privacy in oocyte donation

Openness:

Honest, trusting relationship between parents and child

Child has right to know its true genetic information

Avoids trauma of finding out at later date when information ‘slips’ or if
medical necessity

Privacy:

No need to tell (unlike adoption) because there is a pregnancy

Avoids possible stigma to child or parents due to unique circumstances of
conception

Avoids possible frustration to child of not having access to information or
donor

impressions, recommendations, and/or any concerns
will be shared with the couple during or after the
interview; (4) how results of psychological testing, if
any, will be handled (i.e., actual testing results will
not be released to the couple but will be discussed
with them); (5) how decisions regarding treatment
will be made (i.e., the medical team); and (6) that
parties may wish to seek outside religious and legal
counsel.

The clinical interview is comprised of a thorough,
step-by-step discussion of the couple’s infertility history;
how they have experienced and grieved it; how they
came to the decision to proceed with OD; and how com-
fortable they are with it at present. Useful tools for this
purpose are the Comprehensive Psychosocial History of
Infertility (see CPHI in Appendix 3 and Table 18.2). The
first part of the interview consists of a history-taking of
the couple’s marital relationship, preinfertility sexual
functioning, infertility history, and when and how they
decided to move ahead with the use of OD. The cou-
ple should be asked their thoughts and feelings about
the biological inequality with OD, in that their potential
child will be genetically related to the husband but not
the wife, and what concerns she or he have about her
ability to attach to a nongenetic child.

Past and current traumas, disappointments, and
stresses should be discussed including how they have
coped, both as individuals and as a couple. Significant
unresolved infertility issues, including the intensity of
the feelings or refusal to deal with them, may indicate
that an individual or couple is unprepared at this time
for OD parenthood in that they are not ready to emo-
tionally relinquish the genetically shared child they had
hoped for and wanted. A prime goal of pretreatment
OD recipient counseling is the acknowledgment and
restoration of self-esteem diminished by the infertility

diagnosis and treatment. Couples need
an opportunity to deal with the issues
that emerge as they consider OD par-
enthood, and address the issues and the
implications for the family that they are
planning to build.

An important part of the interview
concerns a discussion of the couple’s
view of disclosure regarding OD with
family, friends, and, most importantly,
a potential child (see Table 18.3). The
infertility counselor should ascertain
whom the couple has told (if anyone),
what reactions they have received, and
what kind of family or community sup-
port they can expect. Inevitably, cou-

ples will not have made up their minds completely
on this issue and some ambivalence may persist even
after the OD decision has been made. However, they
must be encouraged to explore it and not avoid the
issue (e.g., we are not even pregnant yet, so we will
cross that bridge when we come to it . . . ), thus deny-
ing the reality of what they are doing and the future
implications of their decisions. This seems to be par-
ticularly relevant in intrafamilial donations in which
the individual, marital, and family systems dynam-
ics comingle in a multifaceted mix of emotions and
issues. The infertility counselor must be prepared
not only for avoidant coping but also for a self-
presentation that minimizes and/or denies potentially
problematic areas in order to qualify for the proposed
treatment.

During the interview, the couple should be asked
about whether or not they have selected a donor, and
if so, based on what characteristics. Their feelings,
thoughts, and fantasies about her and her motivation
to donate should be explored, and the infertility coun-
selor should offer education, where possible, based on
his or her actual knowledge of donors.[15] In identi-
fied donations, the importance of a final group session
with all parties to address the issues of expectations
and hopes regarding future contact, roles, and feel-
ings cannot be overemphasized. How the couple plans
to thank the donor should also be addressed, whether
financial compensation, or a gift, or memento to show
their appreciation. It is important to ascertain whether
coercion is involved and also to encourage finding a
means to achieve closure, enabling all the parties to
effectively move on with their lives and not feel either
entitled or indebted to each other forever. Situations in
which the donor has offered to donate, perhaps having
known about the patient’s infertility history for some
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TABLE 18.4. Indications and contraindications for the use of oocyte
donation[52]

Indications:

Absence of significant psychopathology

Absence of unusual life stressors

Ability to provide informed consent

Ability to comply with medical protocols

Supportive and stable interpersonal relationships

Educational/employment stability

Evidence of positive adaptation to infertility/OD option

Ability to choose donor (assuming availability) with relative ease

Contraindications:

Significant untreated mental illness, substance abuse/addiction

Significant current life stressors impacting compliance with treatment,
endanger potential offspring

Inability to provide informed consent

Inability to comply with medical protocols

Marital/relationship instability; lack of social support system; presence of
physical abuse; evidence of coercion by partner or other(s)

History of sexual or physical abuse without professional treatment

History of or current legal difficulties

History of perpetrated physical, emotional abuse or neglect

No evidence of having grieved infertility/OD losses

Inability to choose donor (not due to lack of availability)

time, are typically easier for everyone than when the
infertile couple has asked for the donation. The ideal
donation scenario may be one in which the donor has
completed her family and does not wish to have more
children, reducing fears and risks that the donor may
want to parent the child; may experience infertility her-
self in the future and regret the donation; or experience
medical complications from the donation that may have
an impact on her own fertility.

While the position of the infertility counselor is to
basically assume that the couple comes to infertility
treatment with a history of good mental health, the
couple, nonetheless, should be assessed for a history
of alcohol and drug use; sexual or child abuse; legal
difficulties; past psychiatric issues the individuals may
have experienced and how they were addressed; as well
as their current level of functioning and use of psy-
chotropic medication. As has been stated, the recipi-
ent couple must be made aware at the outset of their
interview that there is an assessment component and
if problems are identified, they will be discussed dur-
ing or after the initial interview. Indications that an

individual or couple is not prepared to
proceed with OD include:

■ serious disagreement between part-
ners about the decision to use donated
oocytes as evidenced by partner reluc-
tance, coercion, or passivity;
■ significant marital conflict and a
belief that a baby will repair the mar-
riage or provide a child before a partner
exits;
■ serious mental health problems that
have not been acknowledged and/or
treated or impair the individual’s abil-
ity to comply with treatment or provide
informed consent;
■ unwillingness to learn about the
unique aspects of OD parenting
and accept its differences, including
acknowledgment of the donor and/
or the child’s right to information
about the donor where this is legally
mandated;
■ the pursuit of OD parenthood to gain
a child who will meet the parent’s needs
and assuage narcissistic injuries with-
out regard to the child’s needs; and/or
■ persistent inability to select a donor,
not due to lack of availabile oocyte
donors.

The role of the infertility counselor may be to facili-
tate treatment of the identified problem (e.g., referral to
chemical dependency treatment) or to provide referrals
to other appropriate caregivers (e.g., marriage counsel-
ing, psychotherapy) (see Table 18.4).

In terms of therapeutic management of these situa-
tions, the infertility counselor may recommend a defer,
not deny treatment approach, where patients are urged
to seek outside psychotherapy (not with the assessing
infertility counselor) for these issues, and return at a
later date to be reassessed for their readiness and appro-
priateness to proceed with OD parenthood. Any deci-
sions to deny treatment are best made by the clinical
team (physician, nurse, infertility counselor, etc.). In
a study that explored program policies about screen-
ing of assisted reproduction participants, researchers
found that only 4% of candidates were denied yearly.
The majority of programs believed they had a right and
responsibility to deny treatment (e.g., evidence of phys-
ical abuse), and that decisions were most often based
on input from members of the treatment team versus a
decision by a single professional.[68]
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Integral to the interview (including assessment and
care) is the provision of patient education materials
such as articles, books, and websites for patients as well
as potential children that can help them in their current
decision making as well as for future reference. Provid-
ing a written resource list or copies of useful articles
on the issues discussed is helpful to patients who may
hold on to the information for later reference. Of par-
ticular interest is a list of storybooks for talking to chil-
dren about their conception, no matter what the recipi-
ent couple’s current thoughts on disclosure may be.[69]
Research on disclosure indicates that disclosure deci-
sions are less likely to be fixed and more likely to evolve
over time and the life of the child.[70–72] In addition,
parents’ willingness and ability to disclose is often based
on the parents’ lack of a script or specific instructions
or directions on how to tell. As such, patient educa-
tion materials can be integral in not only giving instruc-
tion but also in permission giving: allowing recipients
to reconsider the decision over time. Finally, the cou-
ple should be informed of any OD support/discussion
groups that may be available through the clinic, facil-
itated by the infertility counselor, or on the internet.
These groups provide both educational and emotional
support as well as an environment for healing in a safe,
nonjudgmental setting with others who are dealing with
the same decisions and issues. Of particular impor-
tance is providing information on donor registries in
the areas in which these are applicable (see Reference
list).[73]

FUTURE IMPLICATIONS

Given the scarcity of oocyte donors and the cur-
rent limitations regarding cryopreservation of oocytes,
recent technological developments related to oocytes
and ovarian tissue may open new frontiers and
treatment possibilities: cryopreservation of oocytes;
ovarian transplantation; and ovarian autologous trans-
plantation. Although sperm cryopreservation has been
available for decades, the technology for cryopreserva-
tion of oocytes is a recent development that, at this
time, remains in the research stage. Cases such as the
recent one of a young cancer patient who froze her
oocytes prior to starting cancer treatment, fertilized the
thawed oocytes with her husband’s sperm, and then
transferred embryos to a gestational carrier who deliv-
ered a baby in October 2005,[74] give hope for more
successes in the future. Recent studies have shown,
respectively, 75% and 90% survival rates of cryopre-
served oocytes after thawing, with, respectively, 67%
and 82% fertilization rates using ICSI.[75,76] Another

recent development has been case reports of success-
ful donor ovarian-tissue transplant in which a twenty-
four-year-old patient received an ovarian tissue dona-
tion from her identical twin, resulting in conception
and birth of a baby as a result of the donated ovarian
tissue (and oocytes).[77] At present, the case appears
to have limited applicability because an identical twin
was used and thus there was no threat of tissue rejec-
tion. Finally, in September 2005, another baby was
born when her mother’s frozen ovarian tissue was reim-
planted into her abdomen following earlier successful
cancer treatment for non-Hodgkin’s lymphoma. [78]
Thus, ovarian autologous reimplantation of preserved
ovarian tissue may allow women to have a genetically
linked child and for conception to occur traditionally
(without IVF). These developments have the potential
for expanding the reproductive horizons and possibil-
ities for women of all ages as well as eliminating the
need for oocyte donors and/or the synchronization of
donor and recipient reproductive cycles. Women may
be able to protect or prolong their reproductive lives;
prevent the transmission of hereditary diseases; or delay
motherhood by cryopreserving their own ovarian tis-
sue in their youth to be used later in life. However,
despite the benefits and applications of these technolo-
gies, they will no doubt present a unique variety of ethi-
cal dilemmas. While we may speculate on how, why, and
when these technologies may be used in the future, in
reality these new reproductive technologies will prob-
ably be applied in ways not yet considered or even
imagined.

SUMMARY

■ While sperm donation has been used for more than
100 years, ooycte donation is a more recent family-
building alternative of the last twenty years made pos-
sible by in vitro fertilization technology.
■ The psychological process of accepting OD as
a family-building alternative can be understood by
viewing a compilation of theories that involve psycho-
analytic and feminist theory, stigma, attachment and
loss, and family systems theory.
■ The decision to use donor oocytes has lifelong
implications, and recipients need sufficient time to
grieve the loss of the shared biological child before
they are ready to proceed with treatment.
■ Choosing a donor, whether anonymous or known,
is a significant psychological step in the OD process,
and each option carries unique issues that must be
considered.
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■ OD recipients need to be counseled on disclosure
issues with regard to family members and friends, as
well as the child, and the possible future implications
for their child.
■ The clinical interview of the recipient couple by a
infertility counselor is crucial in assessing the couple’s
readiness to proceed, as well as in providing support
and psychoeducation.
■ The explosion of new technologies such as oocyte-
freezing and ovarian tissue transplant may one day
minimize the need for oocyte donors, who are already
in short supply.
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The provision of a gamete is also a life-giving gift that
responds to the human needs of others. Yet it is life-giving
in a distinctive sense, for it does not keep others alive, but
facilitates their ability to create life. . . .

– Cynthia B. Cohen[1]

The gamete donor plays a unique role in infertility treat-
ment both as a patient and as a provider of reproductive
tissue (genetic material). Gamete donation, perhaps as
an extension of other forms of medical donations (e.g.,
blood, tissue, and organs), has in recent decades facil-
itated thousands of births worldwide. Donation refers
to a wide range of transactions involving either anony-
mous or nonanonymous sperm, oocyte, or embryo
donors – with the focus of this chapter being the gamete
(and not embryo) donor. As such, the physical and
emotional well-being as a donor and as a patient is
paramount before, during, and after the donation. Ide-
ally, donors should be evaluated both medically and
psychologically to ensure that they are physically and
emotionally healthy; able to provide informed consent;
and capable of tolerating the physical and psychological
rigors of the donation process. The work of the infertil-
ity counselor is integral in assessing the suitability of
the donor, to facilitating the donor’s understanding of
the implications of donating one’s genetic material to
another person, and in providing long-term support and
education.

Counseling issues and the medical process of gamete
donation are unique in that gamete donors are not,
according to conventional medicine, ‘patients’ in need
of medical care. Donors are (or at least present with
the expectation) that they are physically and psycho-
logically healthy and are not patients either within the
medical setting or mental health professional’s care.
Regardless of this lack of identification as a patient,
the donor’s psychological well-being and medical needs
must always be of critical importance to all care-
givers. Despite this caveat, the reality is that world-
wide, less attention is given to the psychological assess-
ment, screening, and support of gamete donors than to
the stringent medical screenings that are required or
recommended. For example, the International Federa-

tion of Fertility Societies’ Surveillance 2004 Report[2]
addresses the issue of gamete donor anonymity versus
nonanonymity but does not specifically include psycho-
logical assessment or support as part of the general
donor work-up.

There is significant variation between countries and
within countries regarding gamete donation proce-
dures, policies, and laws as well as differences in the
use of donor assessment and counseling.[3,4] Medi-
cal evaluation and counseling practice guidelines have
been defined by professional societies, such the ASRM
and ESHRE; government regulatory agencies, such as
Great Britain’s HFEA, Canada’s AHRA, and Australia’s
RTAC; and legislation that bans certain forms of gamete
donation (e.g., oocyte donation); or, simply by benign
neglect. Variance across and within countries has been
influenced by a variety of factors including religious
laws and beliefs, culture, and politics. As such, every
infertility counselor should be aware of the laws and
practice standards regarding gamete donation not only
where they practice but also where potential donors
may reside and/or hold citizenship.

The United Kingdom’s Human Fertilisation and
Embryology Authority (HFEA) was established in 1991
and exemplified one regulatory approach to gamete
donation. The HFEA legally mandated anonymity of
gamete donors allowing availability of only limited
information about the donor. However, in April 2005
the HFEA eliminated all donor anonymity and compen-
sation and established a central donor registry. Under
these regulations, all gamete donors are required to
provide identifiying information and medical informa-
tion and be willing to be contacted at some time in the
future by any (all) donor offspring. The HFEA’s posi-
tion on the discontinuation of compensation of donors
is in compliance with the European Union Tissue
and Cells Directive that promotes ‘altruistic donation.’
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This form of gamete donation is therefore voluntary
and unpaid, although donors may be reimbursed for
“expenses and inconveniences related to the dona-
tion.”[5] The HFEA permits a specific maximum finan-
cial payment for reasonable reimbursable expenses to
altruistic oocyte donors, but prohibits financial remu-
neration for IVF patients who share or donate their
extra oocytes. HFEA regulations specify that counsel-
ing be offered to all potential donors although it is not
the counselor’s responsibility to prohibit or disallow
donations; instead they are to provide patient educa-
tion, facilitate decision making, and address the impli-
cations of the donation for the donor[6] (see www.hfea.
gov.uk).

Canada and Australia have similar regulatory
approaches. The Infertility Treatment Act was enacted
in 1984 in Australia’s state of Victoria and in 1988 was
the first to legislate a donor registry that mandates the
registration of all donor births, and allows all donor
offspring at age eighteen to access identifying infor-
mation about their donor. Donors have no right of
veto. This legislation also established counseling crite-
ria for donors, recipients, and offspring – referred to as
‘donor-linking’ counseling. Within this context, infertil-
ity counselors, as licensed professionals, receive spe-
cial training to address the counseling and psychoso-
cial needs of donors as well as offspring and recipients.
All fertility clinics in Australia and New Zealand are
accredited by the Reproductive Technology Accredita-
tion Committee (RTAC) in conjunction with the Fertility
Society of Australia. These regulatory agencies over-
see the provision of gamete donation services includ-
ing gamete collection, categories of donors, payment or
coercion of donors, matching and exclusion of donors,
and information and counseling of donors. Australia’s
system is one of combined voluntary regulation and
legislative regulation, both national and state[7] (see
www.ita.org.au).

In contrast, Canada has the newest regulatory body,
the Assisted Human Reproduction Agency, established
in 2004. The Canadian legislation eliminated donor
anonymity, established a central donor registry, and
prohibited all payment to gamete donors (sperm or
oocytes). Because of strong opposition to the treatment
of gametes as a commodity to be traded for money or
other goods, all donor compensation was elminated.[8]
Canadian legislation also mandated the provision of
counseling services for all individuals participating in
assisted reproduction – including donors. Although
U.K. policy requires that counseling be offered, Cana-
dian legislation mandates counseling.

Many countries have legislation specifically directed
toward gamete donation, although the provision of

counseling is not addressed. According to a report
from the International Federation of Fertility Soci-
eties (IFFS) in 2004, sperm donation is not allowed in
Brazil, Egypt, Iran, Morocco, Saudi Arabia, Tunisia, and
Turkey.[2] This legislative position appears to be pri-
marily based on religious beliefs or moral values.

Oocyte donation became legal in France in 1994,
provided that all oocyte donations are voluntary, free,
anonymous, and confidential. In France, couples are
encouraged to bring an oocyte donor who will, in turn,
be used anonymously for a different recipient cou-
ple. Clinic staff does anonymous pairing of donors
and recipients. Referred to as personalized anonymity,
recipients recruit a donor (often from family and
friends) who subsequently donates their oocytes anony-
mously to one or more recipients.[9] Belgium has a
similar form of oocyte donation although known (iden-
tified) oocyte donations are allowed. Several countries
have legally banned any form of oocyte donation includ-
ing Benin, Germany, Italy, Japan, Kenya, Latvia, The
Netherlands, Norway, Portugal, Sierra Leone, Slovenia,
Switzerland, and Togo.[2] Another form of oocyte dona-
tion, referred to as ‘egg sharing,’ is prevalent in the
United States and other parts of the world. It enables fer-
tile women undergoing IVF to donate a portion of their
healthy oocytes to other infertile patients – a donation
for which they may or may not be compensated.[10] As
of 2005, all forms of assisted reproduction are strictly
regulated in Italy, and both oocyte and sperm donation
are banned.[11] Of interest, Sweden was the first coun-
try to remove anonymity of sperm donors in 1984, thus
enabling offspring to determine the identity of their
sperm donor. Sweden did not pass legislation allowing
oocyte donation until 2003.[12]

In the United States, the Mental Health Profes-
sional Group of the American Society of Reproduc-
tive Medicine (MHPG/ASRM) and in Europe, the Psy-
chological Special Interest Group of the European
Society of Human Reproduction and Embryology
(PSIG/ESHRE) have established professional practice
and patient care guidelines on gamete donation. Within
the existing society guidelines, there is a recommenda-
tion for psychological counseling for all parties involved
in sperm, oocyte, and embryo donation. These guide-
lines, and those offered by the Mental Health Profes-
sional Group of the ASRM,[13] provide a foundation
for the practice of donor counseling and assessment
that can potentially have legal, psychosocial, and eth-
ical implications (see www.asrm.org).

In 2002, the Psychological Special Interest Group of
ESHRE also published the Guidelines for Counselling
Infertility, a comprehensive document outlining infer-
tility counseling issues with specific recommendations
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on sperm and oocyte donation.[14] Additionally,
ESHRE has issued a wide array of Task Force reports
including one on gamete donation[15] (see www.eshre.
com). Included in the ESHRE guidelines are recom-
mendations that the psychological evaluation include
an assessment “of the general abilities and intellectual
capacity of the donor candidates,” along with “minimal
information about the donor concerning appearance,
education, profession, social background and motiva-
tion for donating.”[15]

Given the dramatic difference in the laws, regula-
tions, and policies governing gamete donation around
the world, a phenomenon known as reproductive
tourism has developed. It usually refers to infertile
patients traveling across borders to obtain assisted
reproductive technologies unavailable or too costly in
their home country.[16,17] However, this phenomenon
has become increasingly applicable to gamete donors
who travel across borders to donate, often commercially
recruited and motivated by financial compensation.
These donors require special care as they may often
have insufficient or inadequate medical and psycho-
logical preparation and/or screening and few resources
if they change their minds. As such, issues of educa-
tion, preparation, motivation, and coercion are inte-
gral for the proper care of these unique ‘donors as
patients.’

Counseling gamete donors involves several criti-
cal components including evaluation, education, and
screening – although this is not a universal recom-
mendation or practice and may present its own set of
dilemmas for the mental health professional. Neverthe-
less, the primary roles of mental health professionals
are to protect the emotional well-being of donors; to
help them understand as fully as possible the mean-
ing and consequences of their donation; to act as a
patient advocate and educator; to access the donor’s
motivations for donation as well as his or her ability to
comply with the medical and/or psychosocial demands
of donation; to determine the donor’s appropriate-
ness for donation; and finally, if necessary, to address
issues relevant to identified donations or directed
donations.

This chapter provides a general overview of what is
currently known, nationally and internationally, about
gamete donation from the donor’s perspective, with the
purpose of

■ reviewing current literature and research on gamete
donors;
■ understanding the theoretical issues involved in
the assessment, education, and counseling of gamete
donors;

■ defining the clinical issues and therapeutic interven-
tions involved in evaluating, preparing, and counseling
gamete donors;
■ providing the psychosocial criteria for acceptance or
rejection of donor candidates.

HISTORICAL OVERVIEW

According to historical accounts, artificial insemination
was first attempted on Juana, wife of King Henry IV
of Castile, in 1677 by Dutch scientist Leeuwenhoek.
He had been the first to identify spermatozoa through
the newly invented microscope. Subsequent research
on sperm identification and manipulation (including
cyropreservation) was done on animals. In 1866, Italian
physician I. Mantegazza proposed the cryopreservation
of sperm and the establishment of human sperm banks
to store semen specimens.

The use of donated gametes (specifically by a stranger
and not a spouse) is a reproductive phenomenon of the
twentieth century. The first cryopreservation of human
sperm was reported in 1940 by Shettles, although
success was limited by the cryopservation of sperm
from only eight donors.[18] The first reported med-
ical use of therapeutic donor insemination was in
the United States in 1909,[19] and the first reported
pregnancy achieved from cryopreserved sperm was in
1953.[20]

Sperm donation is a noninvasive process requiring
relatively little time and physical effort on the part of
the donor. It is virtually medically risk-free for the donor
as there is no evidence of current or future physical
harm from the process of donation. Improved meth-
ods of sperm collection were developed in the 1970s
and 1980s that led to the development of sperm banks.
These banks were typically operated in conjunction
with major medical centers offering treatment for infer-
tility. The original practices and policies of these banks
(worldwide) protected donor anonymity and main-
tained a policy of donor privacy and secrecy.[21]

Until the mid-1980s, the work of identifying and
screening semen donors was a private and an individ-
ual one.[22] In other words, physicians would typically
identify medical students, residents, or other graduate-
level males, test them for sexually transmitted diseases,
and match them accordingly by phenotype. As HIV
infection and hepatitis have become more prevalent,
semen has been cryopreserved and quarantined for six
months. The donor must then retest negative before the
frozen semen can be released. With the improved tech-
niques of sperm cryopreservation, there has been a large
increase in the number of sperm banks with standard-
ized basic quality assurance.
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Until the mid-1980s and despite the availability of
cryopreserved donated sperm, many infertile couples
continued to use fresh donated sperm because it was
believed to be more fertile. However, this practice
changed dramatically worldwide with the HIV epidemic
of the 1980s during which there were several reported
cases of women contracting HIV from freshly donated
sperm. Subsequently, much more stringent guidelines
for evaluating potential donors (and sperm) were imple-
mented around the world to screen for a variety of infec-
tious diseases, particularly human immunodeficiency
virus (HIV) and genetic defects.[23] Today accredited
sperm banks offer only cryopreserved semen that has
been quarantined six months after which the donor is
reassessed for infectious disease status.[24] Sperm is
only allowed to be released for donation after this quar-
antine and reassessment criteria have been met. Still,
little attention has been given to sperm donor moti-
vations and/or psychosocial issues (whether short- or
long-term). Additionally, counseling has not typically
been recommended and/or offered to potential sperm
donors.[24]

This situation is in striking contrast to oocyte donors
in which recommendations, regulations, and practice
standards continue to include psychological assess-
ment, evaluation, and discussion of the donors’ feelings
and motivations about donation. If and when psycho-
logical preparation of sperm donors does occur, it is
more likely to be within the context of intrafamilial or
identified donation than anonymous donation or within
the context of ‘donor-linking’ in which the donor meets
or exchanges information with offspring born as a result
of his donation. Furthermore, the change in sperm
bank policies regarding the evaluation and screening
of donors in the 1980s led to changes in laws and social
policies regarding donor anonymity. As noted, Sweden
was the first country (of what has now become many)
to eliminate donor anonymity in 1984. Additionally, the
elimination of donor compensation in some countries
may also date back to the tissue storage and social pol-
icy changes that occurred in the 1980s.

The first oocyte donation was reported in Australia
in 1983 when a twenty-five-year-old woman with pre-
mature ovarian failure was the recipient of a sin-
gle oocyte donated by a twenty-nine-year-old woman
undergoing an in vitro fertilization (IVF) cycle due to
a history of bilateral tubal dysfunction.[25] Although
sperm donation is not medically risky, the same can-
not be said for oocyte donation, which is a much
more medically complex procedure involving poten-
tial medical complications for the donor. Historically,
the development of transvaginal ultrasound retrieval
has helped increase the availability of oocyte dona-

tion.[26] Oocyte harvesting initially required laparo-
scopic retrieval, and the necessity for donors to undergo
surgery kept the pool of potential donors limited. The
main source of donors were women undergoing tubal
ligation, or close relatives or friends willing to risk
surgery. Another method of retrieval, also developed
in the early 1980s, involved artificial insemination of
the donor with the recipient male sperm washing the
embryos from the uterus for transfer to the recipient
female’s uterus. This method is no longer used, as it
had limited success and numerous problems, including
donor infections and retained pregnancies.[27] As cry-
opreservation of embryos became available, the supply
of ova from women going through IVF virtually dried
up. Couples chose to fertilize all retrieved oocytes to
cryopreserve embryos for their own future use.[28] For-
tunately, within a similar time frame, transvaginal ultra-
sound retrieval was developed, greatly reducing the risk
to donors and their recovery time and thus opening up
an entirely new potential pool of donors: young anony-
mous donors, somewhat more analogous to the typical
sperm donor. Nevertheless, there is still considerable
effort required from the oocyte donor, such as timed
injections, blood work, ultrasound examinations, and
timing of her cycle with the recipient’s.[29]

Unlike sperm donation, the technology for cryop-
reservation of oocytes remains experimental and is not
yet universally applicable. As a result, there are no
oocyte ‘banks’ but instead there exists a labyrinth of
oocyte donation possibilities and practices including
oocyte-sharing (as in the case of the first oocyte dona-
tion), known (most often a sister or friend), or recruited
anonymous or identified oocyte donors. The ways and
means of oocyte donation are influenced by the laws
and standard of practice in the country in which the
donation is taking place, and are also influenced by
donor recruitment policies. Oocyte donors may poten-
tially be sisters, daughters, or other female relatives of
the recipient, friends, or acquaintances. Some donors
may wish to be anonymous and have volunteered or
been recruited by a medical clinic or a donor oocyte
agency, whose sole purpose is to recruit oocyte donors
commercially for recipient couples. Donors may also be
identified, chosen by recipients from a pool of potential
candidates (or the donor may meet the recipients and
make a collaborative decision), thus providing donors
and recipients more personal control and participa-
tion in the donation process.[30] With the entrée of the
internet, computerized recruitment is also an increas-
ingly popular means of donor recruitment. Finally, in
the United States recently, private recruiting agencies
also may offer oocyte donors with a range of levels
of identification: photographs and other identifying
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information, contact with the donor by telephone or
electronic mail, and/or a personal, face-to-face meeting
with the donor.

REVIEW OF LITERATURE

Psychosocial Status of Donors

Although family-building through the use of sperm
donation is used extensively worldwide, there is very
little information about the psychosocial impact of this
procedure on the donors themselves. Only recently has
research begun to look at the psychological effects of
sperm donation on donors.[24,31]

The literature is quite limited regarding the emo-
tional and psychosocial status of the gamete donor.
Novaes[32] stressed that in general, almost no research
is available on the long-term psychological impact of
being a gamete donor. There is more information avail-
able about the psychosocial issues regarding oocyte
donors. These donors, for example, are much more
likely to undergo a clinical interview and psychological
testing than are their male counterparts. Schover and
associates[33] evaluated twenty-six oocyte donor candi-
dates and found that they were significantly more likely
than controls to have experienced at least one emotional
trauma related to reproduction or at least one family
event such as death of a parent, parental divorce, chem-
ical dependency or psychiatric disorder in a relative, or
sexual abuse. Oocyte donors themselves had also expe-
rienced a significantly greater number of reproductive
traumas or family problems than controls. On follow-
up,[34] twenty-three women were surveyed with respect
to donor satisfaction. Ninety-one percent were moder-
ately to extremely satisfied with the experience; tran-
sient adverse psychological symptoms were reported
by two donors but resolved with medical or psycho-
logical treatment. Although psychological risk factors
predicted potential donors’ decisions to participate and
their compliance, they were not predictive of donor sat-
isfaction on follow-up. Lessor and associates[35] also
considered social and psychological characteristics in
ninety-five women who volunteered to be oocyte donors
and found, on the basis of clinical interviews and psy-
chological test performance, that 73% were acceptable
as donors. They noted that the incidence of dysfunction
(abandonment, abuse) in family of origin or family of
orientation was unremarkable.

Recruitment and Motivation of Donors

Kalfoglou and Gittelsohn[36] conducted a qualitative
study of the experiences of thirty-three former oocyte

donors. They reported that half of these donors reported
that they were motivated primarily by financial com-
pensation. However, some of these women, whose pri-
mary motivation was financial, stated that they began
to feel more altruistic about the donation as they pro-
gressed through the donation process. Other reasons
included: the desire to help infertile couples (some
knew infertile couples and others had been infertile
themselves); the desire to pass on their genes without
having to parent themselves; a sense of “genetic pride”;
the need to compensate for a previous abortion; and to
feel special.[36]

Because many gamete donors are compensated mon-
etarily (e.g., in the United States and Spain), it has been
suggested that compensation is an unethical means of
obtaining the donor’s consent.[37] It has also been rec-
ommended that to ensure proper consent to oocyte
donation, the infertility counselor should be responsible
for exploring these issues with donors so that decisions
are made independent of the compensation.[37,38] For
example, Lindheim and colleagues[39] found that as
the monetary compensation of oocyte donors (n = 537)
increased ($2,500 to $5,000), the percentage of donors
who indicated that their motivation was financial also
increased from 39% to 68%. In another study of twenty-
five donors, Klock and associates[41] found the lowest
levels of satisfaction postretrieval among those donors
who indicated they had been motivated by money to
donate. Lindheim and colleagues[39] suggest that the
“seductive nature” of monetary compensation indicates
a need for more attention to the informed consent pro-
cess and Klock and colleagues[40] also recommend
careful screening and counseling of those donors who
indicate that financial compensation is a leading moti-
vating factor for the donation.

The issue of recruitment, motivation, and compensa-
tion has been a subject of ongoing debate in the United
Kingdom. Sauer[41] notes that the United Kingdom
and Europe have lagged behind the United States in
the number of oocyte donation cycles performed over
the past two decades. He believes that this disparity has
been largely attributed to governmental restraints that
severely limit donor compensation and require donors
to be identified eighteen years or more after their partic-
ipation. Increased compensation, he notes, is unlikely
to fix the shortage of donors in the United Kingdom and
Europe, and may promote reproductive tourism.

Shenfield[42] echoes this concern by noting that “it
is argued that the dangers of inordinate compensation
may only increase this possible dearth (of donors) by
deterring altruistic donors, and that large payments
may be especially prejudicial to the interest and wel-
fare of children born as a result of gamete donation.”
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Donor Anonymity Issues

In a 1991 report[43] surveying sperm donors them-
selves, 60% of donors stated that they would agree
to some type of personal contact when the offspring
reached the age of eighteen. They were also found to be
willing to provide in-depth personal, medical, and psy-
chosocial information to recipient families. Recently,
however, van den Akker[44] viewed the literature on
gamete donors, recipients, and offspring with respect
to donor anonymity and disclosure. The author indi-
cates that the importance attached to genetics has led
some countries to review the ethics of anonymous
gamete donation (e.g., New Zealand) and has led a num-
ber of countries (Sweden, Austria, Victoria, Australia,
The Netherlands, Canada, and the United Kingdom)
to change their laws allowing donor gamete offspring
the right to obtain identifying information about their
genetic parent. The review points to inconsistencies
between and within members of the three groups,
regardless of the legislation, and also addresses the
importance of testing theoretical models within future
research. It argues that there is a need for a better under-
standing of the underlying problems encountered at
a psychosocial level, such as continued preference for
anonymity in donors, and the denial in large numbers
of recipients of the involvement of a donor in concep-
tion. van den Akker[44] adds that the lack of disclo-
sure effectively prevents implementation of legislation
because nondisclosure to the offspring means that the
child cannot take up the legally available option of find-
ing out identifiable information about the donor.

The use of known versus anonymous oocyte donors
is therefore worthy of discussion. Brill and Levin[45]
posited that known oocyte donors often wish to donate
their ova because of the close relationship that they
share with a sister or good friend. The mental health
professional’s role is to evaluate and counsel the donor
so as to rule out recipient or family coercion, guilt, or the
need to ‘undo’ past reproductive losses. Research[46,47]
that has considered donors with past reproductive
losses, however, suggests that carefully selected oocyte
donors who are counseled about such losses may actu-
ally feel at follow-up that donating did console them. In
essence, there is very little research addressing the par-
ticular psychosocial or emotional needs of the known
oocyte donor or the special concerns of the identified
oocyte donor. Unlike the known oocyte donor, the iden-
tified donor has no familial or social relationship with
the recipient couple. Instead, she has been recruited as
a donor either by the couple themselves, by a broker or
intermediary organization, or by the medical facility.
The identified donor then meets with the recipient cou-

ple before the donation occurs and a mutual arrange-
ment is made with respect to the donation. Again, there
are no known data regarding this particular population
other than anecdotal information with respect to out-
comes or satisfaction following the donation. As with
other types of oocyte donors, a thorough psychoso-
cial evaluation, including psychological testing, would
appear imperative.

Daniels and coworkers[48] extensively studied semen
donors in Europe and found that there is a need to take
into account the views of donors in forming policies
concerning assisted reproduction, as well as a need for
the interests of the child to be paramount. In another
study, Daniels and colleagues[49] also considered who
sperm donors had told about their donation, who they
thought should be told, and whether they thought recip-
ient couples should tell the offspring about their con-
ception. These authors thus challenged the dominant
view that donor insemination is a practice of medi-
cal or legal importance by looking at the attitudes of
donors toward both their own family and the family
to which they have contributed their genetic material.
Swedish donors who were investigated were found to
be less likely than donors in other countries to have
told people about their involvement in donor insemina-
tion, including their partners and their children. Daniels
and colleagues[50] also stressed the need for greater
social acceptance and endorsement of donor insemi-
nation and of the man who would provide his sperm.
They suggested that an appropriate goal would be to
acknowledge semen donors as men who donate rather
than sell their sperm, with the basic motivation of want-
ing to assist infertile couples. They added that the poli-
cies and methods used by clinics and staff play a criti-
cal role in the way in which sperm donors are thought
of and recruited. In assessing the views and feelings of
sperm donors, it was reported that donors perceive DI
families as being normal and are very supportive of the
autonomy and privacy of these families, but they also
have concerns about the needs of the offspring.[48]

Counseling the Gamete Donor

According to Kalfoglou and Geller,[51] there are often
ethical challenges created when working with gamete
donors. The authors describe an inherent conflict of
interest for mental health professionals who may feel
pressured by their associated fertility groups to encour-
age potential donors to proceed. In this case, the
authors conclude that this conflict of interest may result
in donors not getting sufficient information for con-
sent. However, it may also be the case that a form
of checks and balances is present in the case of a
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psychological screening because mental health profes-
sionals often reject potential donors who demonstrate
psychosocial instability. Not only is the donor primar-
ily protected, but also the recipients and the fertility
program that would be dealing with such a donor are
shielded from potential harm. Ultimately, all parties
involved can be protected.

Brill and Levin[45] stressed the importance of care-
ful screening and counseling of donors. In addition to a
clinical interview, donors should be given the Minnesota
Multiphasic Personality Inventory-2 (MMPI-2). They
pointed out that although this standardized measure
was originally designed to determine psychopathol-
ogy in a psychiatric population, there is now growing
consensus among mental health professionals that the
MMPI-2 or similar well-researched measures provide
a degree of standardization regarding psychopathology
in potential donors. Schover[46] also indicated that the
MMPI-2 was useful in identifying oocyte donors with
significant psychopathology and noted that profiles sug-
gesting anger and rebelliousness may indicate risk for
noncompliance during the medical procedure.

Informed consent on the part of donors also includes
an understanding of the potential risks of the proce-
dure. In a study by Gurmankin[52], of the nineteen
programs advertising in college newspapers for oocyte
donors, Gurmankin found that in an initial telephone
call, only 58% of programs volunteered some type of
information to donors about the potential risks involved
in ooctye donation such as the possibility of infec-
tion, PMS-like symptoms, and ovarian hyperstimula-
tion syndrome. There are two major limitations of this
study. First, only nineteen programs are represented,
and second, it is unclear how many of these programs
did eventually provide prospective donors with accu-
rate risk information beyond the first telephone contact.
Dear[53], however, suggested that physicians may not
be aware of this conflict because they do not necessar-
ily view oocyte donors as patients, but as an instrument
to the physician’s ‘therapeutic capabilities.’ The author
states that the absence of a medical benefit to oocyte
donation would “confound the disclosure process” by
not allowing donors to weigh the risks and benefits. That
is, from Dear’s perspective there is no benefit to oocyte
donation, only risk.[53] Of course, an alternate perspec-
tive is that gamete donors may experience some ben-
efit particularly if the concept of benefit encompassed
financial and psychological benefit and not just medical
benefit. However, this study also highlights the impor-
tance of the mental health professional’s role in assuring
informed consent. The evaluation process must include
a review of the standard procedures and their potential
physical and psychological risks and benefits.

Postdonation Information

With regards to oocyte donors’ opinions of their medi-
cal treatment, Kalfoglou and Gittelsohn[36] found that
the majority of their respondents (n = 33) were satisfied
with their medical care and believed that the staff at
the clinics they used was flexible, supportive, and will-
ing to answer all of their questions. However, not all of
those surveyed shared the same opinion of the dona-
tion process, including one participant who likened the
oocyte donor process to prostitution in that she had
no say in what was happening.[36] Some donors indi-
cated that they believed that their health was not the
primary concern of the medical staff. Other concerns
included donors reporting that the risks of the proce-
dure and the side effects of the fertility drugs were not
outlined to them despite repeated requests for this infor-
mation, that drugs were missing the package insert, that
the information was in another language, or that the
drugs were from Mexico and illegal to use in the United
States. Kalfoglou and Geller[51] also note that several of
the donors they surveyed, although generally satisfied
with the experience of oocyte donation, believed that it
was not the physician’s “job to be nice” to them or to
act as their advocate, as would be expected from their
private physician.[51]

Another study by Kalfoglou and Geller[54] indicated
that oocyte donors have a personal interest in receiving
information related to the outcome of the IVF proce-
dure that they were involved in. Of twenty-five anony-
mous donors surveyed, twenty either had received infor-
mation regarding the outcome of their donation or
desired that information. Similarly, Jensen et al.[55]
found that a majority of the oocyte donors surveyed
indicated that they had a desire to know whether their
recipient had become pregnant. The Kalfoglou and
Geller[54] study also addressed issues surrounding the
consent process to ask donors if they would be willing to
have their cryopreserved embryos used for research or
shared with another recipient. The authors state that in
a review of consent forms used in New York State, there
was a lack of information related to what would happen
to excess embryos, and that donated embryos would be
frozen, used in research, and potentially shared with
other women was not made explicit in consent forms.

Klock and colleagues[56] considered factors related
to willingness to donate again, and reported that 40%
of donors would definitely not donate if there were no
compensation. Patrick and associates[57] also followed
up with fifty oocyte donors in the United States, and
again found that financial remuneration was their
primary motivation; however, donors who had children
were more likely to indicate a willingness to donate
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regardless of the compensation being offered. It is evi-
dent, based on previous research, that gamete donors
have a wide variety of thoughts, feelings, and attitudes
about having donated their genetic material to others.

THEORETICAL FRAMEWORK

There are several theoretical frameworks that might
be considered regarding gamete donor assessment and
support, although, to date, there is no specific theory
applicable to gamete donation. Nonetheless, it is impor-
tant to consider some underlying concepts that may
assist mental health professionals in their work with
donors.

Exchange Reinforcement Theory and Altruism

Social exchange and reinforcement theory is based on
the premise that individuals give to others to obtain
certain rewards for themselves. By contrast, altruism
is defined as “behavior carried out to benefit another
without anticipation of external reward.”[58] Altruism
and exchange and reinforcement theories address the
question of what motivates individuals to make major
sacrifices to help others: (1) to be helpful; (2 to remove
distress for someone else; and/or (3) to gain personal
reward or payment.[59] According to psychological
egoism, while people may exhibit altruistic behavior,
purely altruistic motivations are impossible. Individuals
may very well spend their lives benefiting others with-
out personal material gain. Their most basic motive for
doing so, however, is to further their own best inter-
ests. The motivation for this form of altruism is that the
individual acts to advance his or her own psychological
well-being, even when to do so may also benefit others.

In contrast to psychological egoism, the empathy–
altruism hypothesis contends that individuals experi-
ence empathy toward someone in need and are altruis-
tically motivated to help that person. According to this
approach to altruism, the individual is primarily con-
cerned about the welfare of another person, not his
or her own personal well-being. Within this context,
altruism means helping another person without expect-
ing material reward from others. Although the altru-
istic individual may well experience ‘internal’ benefit,
including good feelings, sense of satisfaction, improved
self-esteem, fulfillment of duty, and so on, that ben-
efit is secondary. Some individuals gain substantial
emotional satisfaction from acts that they perceive as
improving the quality-of-life of others or making the
world a better place. In short, the altruistic motiva-
tion may be strictly internal given certain circumstances
and/or individual personality differences. For others,

what appears to be internally motivated altruism may
be a means to an end – the intrinsic internal reward
is not improved self-esteem but external rewards (adu-
lation or payment from others) that are more valuable
for individuals with this type of personality structure. It
should be noted that humans are not exclusively altru-
istic toward family members, previous co-operators
or potential future allies, but, rather, can be altruis-
tic toward people they do not know and/or will never
meet.[60,61]

Historically, altruism was the theoretical basis for
organ donation (specifically, kidney donation), and
the research investigated how the donors experienced
organ donations. Simmons and colleagues[59] noted
many organ donors found the act of donation a mean-
ingful, altruistic act that was deeply and intrinsically
rewarding, primarily from the pleasure of viewing the
benefit to the recipient and from the happiness of realiz-
ing one’s capacity of making a sacrifice to assist another
person. However, this research on donors found that
donors experienced less positive psychological effects
if they were less able to perceive the consequences
of the gift or less invested in (attached to) the recip-
ient. Donor decision making was found to be based
on moral decision making (with an emphasis on the
right thing to do), instantaneous choice (vs. deliber-
ation of alternatives), and postponement (or decision
avoidance).[59] Although organ donation was viewed
as a positive act that emphasized the resilience of indi-
viduals and families, it was also determined that some
donors were vulnerable to postdonation distress and
there was also potential for family conflict. Research
indicated that family donors who reacted more nega-
tively postdonation were more likely to (1) be emotion-
ally less tied to the recipient; (2) experience direct or
indirect family pressure to donate; (3) not experience
gratitude from the recipient or other family members;
(4) feel less obligated to donate (or be helpful);
(5) experience high levels of ambivalence about the
donation; or (6) have lower self-esteem and overall
happiness.

In sum, the theories underlying the notion of organ
donation may also be applicable to the gamete donor.
Most certainly, many gamete donors have voiced their
personal satisfaction gained through helping an infer-
tile couple have a child. Understanding the basis of
the individual donor’s gratification from the donation
can be a useful part of the evaluation and counseling
process. In those countries that offer financial com-
pensation to gamete donors, however, acquiring an
understanding of the meaning behind the donation
can become much more difficult for the mental health
clinician.
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CLINICAL ISSUES

Several distinct clinical issues are relevant to gamete
donation. These include gender differences and atti-
tudes toward donation, the rationale for psycholog-
ical assessment, and the multiple roles of the men-
tal health professional providing donor counseling and
assessment.

Gender Differences and Assessment

Although psychological screening is a necessary com-
ponent to all forms of gamete donation, there are clear
gender differences inherent in the donation process. In
contrast to the rigorous medical screening of potential
sperm donors, men are rarely evaluated regarding their
psychological status, nor are they screened regarding
their motivation to donate or their feelings about dona-
tion. It is unusual for sperm donor partners to be inter-
viewed or required for informed consent, unless it is a
known donor situation. Most oocyte donation programs
use a mental health professional for screening purposes
and are likely to assess psychological problems, sub-
stance abuse, and motivations for donation along with
considering psychosocial risks of donation. In addi-
tion, some oocyte donation programs require an inter-
view with spouses of donors, who must also provide
informed consent. The ASRM guidelines are consistent
with this gender difference with their recommendation
that psychological counseling be offered to all parties
involved in oocyte donation, but not sperm donation.
Some explain this gender difference as reflecting the
greater medical risk for oocyte donors and the greater
likelihood of coercion (in the case of a known donor),
given the limited supply of willing occyte donors.

Psychosocial Assessment: Rationale

Schover[62] pointed out that in the ASRM’s 1993 guide-
lines for gamete donation,[13] there is a suggestion
that “psychological counseling be offered to all parties
involved in oocyte donation,” but no specific recom-
mendation that semen donors undergo psychological
screening other than to consider sexual history factors
that might increase a man’s risk for sexually transmitted
diseases.

Regardless of the outcome of an assessment as to
the suitability of a potential gamete donor, the mental
health professional must also determine that the can-
didate is able to provide informed consent. Issues of
informed consent for gamete donors have been the sub-
ject of recent research. A more complicated question in
the consent process is whether or not to include a pro-

tocol that involves telling donors if there are successful
pregnancies and births from their donation as well as
other possible dispositions for their donated gametes.

In sum, it is stressed that part of the role of the mental
health professional is to assess the overall psychosocial
appropriateness of the individual as a gamete donor.
The assessment must therefore include an appraisal of
the donor’s ability to provide informed consent, as well
as an evaluation of the mental health and stability of
the potential donor.

The Multiple Roles of the Mental
Health Professional

In the context of this chapter, the primary roles of the
infertility counselor are (1) evaluator/gatekeeper and (2)
counselor. The work of the mental health professional
is also to ensure true informed consent with regard to
the psychological, social, and ethical issues and impli-
cations inherent in donation. Both of these responsibil-
ities must be accomplished in a limited period of time,
often within a single interview. Following or concur-
rent with the assessment, the mental health professional
may also ultimately engage in psychotherapy either
with donors they have evaluated; or, donors referred
for therapy from other professionals who conducted the
assessment.

The theoretical and clinical bases underlying the need
for psychological consultation and evaluation of gamete
donors are essentially fivefold. First, as Schover[62]
pointed out, psychological screening provides some pro-
tection for the recipient couple. The clinical interview
and standardized psychological testing help rule out
major psychiatric disorders believed to have a genetic
component such as schizophrenia or bipolar disorder.
The evaluation by the mental health professional may
reveal significant mental illness in the donor’s own his-
tory or that of a first-degree relative. The social history
and evaluation of the donor’s lifestyle can also assist the
medical team in determining whether or not a donor
may be at risk for HIV infection, other sexually trans-
mitted diseases, or other risk-related behavior.

Second, it is important, particularly in the case of
oocyte donors, that they understand and comply with the
medical procedures required during the donation. Psy-
chological testing and the clinical interview enable the
infertility counselor to ascertain more fully the chances
that the donor may not follow through with the dona-
tion. An unstable family history, sociopathy, and or legal
difficulties, an erratic school or work history, or ambiva-
lence about the donation may lead to noncompliance.
This situation leads to frustration (and expense) for
medical personnel and, more importantly, to great
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disappointment and upset on the part of the recipient
couple.

A third, and very important, rationale behind thor-
ough assessment and counseling of the gamete donor is
the protection of the donor. As Schover noted, “Donors
who are motivated to participate in order to gain resti-
tution for a perceived loss or mistake in the past may be
at risk for emotional disappointment or regrets about
giving away a potential child.”[62] Women and men
who donate gametes, fantasizing that the donation gives
them a sense of biological immortality or provides them
the narcissistic pleasure of having provided the world
with an offspring, may have problematic or inappro-
priate motivations to donate. There is no way that one
can predict accurately how a donor will feel about the
donation in the months or years to come.

Fourth, there are often questions on the part of recip-
ients about the matching of donors on the basis of
intelligence and/or personality characteristics. Although
the extent to which these traits can be inherited is
unclear,[63] it is apparent that some heritability does
exist. This is a complex issue and may ultimately put
the infertility counselor in a difficult, if not impossi-
ble, position with respect to matching gamete donors
and recipients. Often, recipients state a preference for
donors to be matched to them on intelligence and per-
sonality traits rather than on physical characteristics.

Fifth, for recipients using anonymous gamete donors,
there is often a desire to have as much nonidentifying
information as possible about the donor. The infertil-
ity counselor can provide recipients additional informa-
tion regarding a donor’s family, education, employment
and social history, so as to make the donor more ‘real’ to
them. Having this personal data may also be especially
helpful in their efforts to disclose information to their
offspring about the donor conception.

An additional role, and responsibility, of the mental
health professional when working with gamete donors
is that of counselor or psychotherapist. This may occur
concurrently with the assessment process or be subse-
quent to the assessment. Within this context, therapy is
conducted in the same manner that the mental health
professional would work with other clients. However,
there are some particular clinical goals that are often
key in this treatment.

First, the potential donor may need to process the
impact of donation on his or her current life and in
the future. Although the literature review indicates that
most donors are satisfied and experience few negative
psychological consequences, counseling is essential for
the rare situations when a donor experiences psycho-
logical distress. There is no research to suggest which
particular therapeutic modality (e.g., psychodynamic,

cognitive behavioral, systems, and so forth) is most
appropriate to meet the needs of these donors, but the
relevant factors to consider are the experience of loss
or regret, fantasies regarding the outcome, and/or the
impact on current and future relationships with others
(partner, offspring, and recipient, particularly if known
donation).

Second, another significant need for counseling and
support may result when the gamete donor is excluded
from a program. If exclusion is for psychological rea-
sons, it may be necessary for the mental health pro-
fessional to conduct a follow-up interview. The men-
tal health professional will need to explain the reason
for exclusion in a way that is protective of the donor’s
self-esteem. In the role of counselor, therapeutic inter-
vention would further explore the donor’s experience of
rejection as well as address the issues that led to rejec-
tion (e.g., testing that is suggestive of psychopathology,
emotional or interpersonal distress, and/or significant
unresolved conflict or difficult life circumstances.) It is
useful to frame the decision to exclude the prospective
donor as “protection rather than rejection” as the first
responsibility of all healthcare providers is to “do no
harm.”

THERAPEUTIC INTERVENTIONS

The clinical interview of the gamete donor is the focus
of therapeutic intervention. This interview may involve
psychological screening and testing, exploring issues
with known gamete donors, assessing donor motiva-
tions, psychological implications of medical and genetic
screening, and counseling.

Psychological Interview and Screening

Although most programs acknowledge the need for
psychological screening of all gamete donors, there is
difficulty in determining the factors to be assessed,
inclusion and exclusion criteria (see Table 19.1), and
variability in the use of standardized psychological test-
ing tools. For example, it has been reported that only
60% of oocyte donor programs have stated psychologi-
cal criteria for donor rejection and only 59% interview
the donor’s partner.[64]

The psychological interview is a crucial component in
the evaluation of gamete donors. First, it helps screen
out individuals with major psychopathology. Second,
it permits infertility counselors to address motiva-
tion and informed consent issues for the protection
of the potential donor; that is, the infertility coun-
selor must assess whether the donor’s motivations and
expectations are realistic and psychologically healthy.
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TABLE 19.1. Psychological indications for acceptance or rejection of a gamete donor

Positive indicators Negative indicators

Absence of significant psychopathology Significant DSM-IV axis I or II disorder, including
standardized psychological testing score that is two
standard deviations above mean

Absence of unusual life stressors Significant current stress

Use of adaptive coping skills Chaotic lifestyle, impulsiveness, poor coping skills and
judgment

Ability to provide informed consent and
understand medical protocols when
necessary

Inability to provide informed consent and understand
medical protocols when necessary

Supportive and stable interpersonal
and/or marital relationships

Marital instability, lack of social support system

Economic stability Significant economic instability or financial need

Standardized psychological testing
within normal limits

Positive history or family history of heritable psychiatric
disorders or substance abuse/dependence

Educational/employment stability Significant history of erratic educational background or
employment

Current use of psychotropic medications

History of sexual or physical abuse with no professional
treatment for donor

History of legal difficulties/sociopathy

Objection to gamete donation on the part of the donor’s partner should be grounds for at least
deferment, and probably cancellation, of the donation. The donation should never interfere with
or create problems in the relationship between partners or significant relationships.

Other than altruism as a stated motivation to donate,
it is difficult to establish a consensus on psychologi-
cally healthy motives. Therefore, it may be easier to
rule out unhealthy or unrealistic motivations than to
look for the ‘correct’ list of motivations. Potential gender
differences should be considered when motivations to
donate are addressed. Men appear to be motivated more
by financial compensation, whereas for women the
primary reason to donate appears to be altruism.[19]
The interviewer must also address any sources of coer-
cion, financial or emotional, and evaluate a potential
donor’s ability to give informed consent regarding real-
istic expectations about the medical procedures and to
cope with the stress of donation, and the emotional con-
sequences in the near and distant future. Partners of
potential donors should also be interviewed and pro-
vided with education and information to assist them in
giving informed consent to gamete donation. The men-
tal health professional may have only one or two ses-
sions with potential donors; in a limited time, there is
need to cover a number of significant issues. The men-
tal health professional should structure the interview
and inform the donor of what issues will be addressed
at the outset of an interview. The evaluation should

include a complete family, psychiatric and reproduc-
tive history, and review of psychological testing, discus-
sion of his or her motivations, and psychosocial issues
of being a gamete donor. The psychosocial issues will
differ depending on whether the donation is sperm,
oocytes, or embryos. A more detailed list of content to
be covered is listed in Table 19.2.

Sperm Donors: The vast majority of sperm donors are
anonymous and present to commercial sperm banks
that have their own specific informed consent and
screening guidelines and criteria that are often gov-
ernmentally regulated. In addition, the donation is not
medically invasive and of no medical risk to donors.
However, anyone conducting a psychological interview
with sperm donors must include a discussion of poten-
tial future implications of donation. Historically, not
only was screening often omitted, but so too was any
discussion of what impact donation might have on
these typically very young men. It is therefore extremely
important for the mental health professional to address
this particular issue with men who may not have consid-
ered this on their own, prior to their interview. The men-
tal health professional should elicit the donor’s percep-
tion of the impact of having a genetic child (or several
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TABLE 19.2. Issues to include in a thorough, structured clinical interview
of oocyte donors [46]

Discussion of donor’s motivation

Unrealistic expectations of the psychological benefits of donation

Financial pressures leading to donation out of desperation for money

Past history of reproductive loss and related expectations about
donation

Risk for obsessing about unknown outcome for recipients

Risk for grieving the loss of perceived potential offspring

Guilt for past elective abortion or adoption

General coping with emotional losses

Realistic expectations about physical discomfort of shots and side effects,
time requirements, discomfort/risk of oocyte retrieval, and
hyperstimulation should it occur

History of somatization that might put donor at risk for developing physical
symptoms during donation cycle

History of involvement in a lawsuit related to donor’s medical care

Significant pressure from family, spouse, partner, or friends regarding
donation

Comfort with donation, evidenced by discussion of it with someone close to
donor

Assessment of sources of happiness and satisfaction

Assessment of stresses that could impact compliance

Demonstration of stability and goal-directedness

Past history of physical, sexual, or emotional abuse that may make donor
vulnerable to feeling victimized

Evidence of stable and happy relationships

Ability to comply with abstinence from sex during ovarian hyperstimulation
and oocyte harvesting

Past history or current evidence of major psychopathology or chemical
dependency, or first-degree relative with major psychopathology or
chemical dependency

children and perhaps from up to ten families) in the
present and in the future (particularly for men who
do not have children now but plan to parent in the
future). Another essential issue for discussion is the lim-
its of anonymity. In the United States, most commercial
sperm banks still allow donors to remain ‘closed,’ that
is, offspring will not have access to donors’ identities.
However, many banks now offer donors the option of
being ‘open,’ that is, offspring will have access to their
donors’ identities or the donor has the option of choos-
ing to be open if contacted in the future by the sperm
bank. In contrast, in the United Kingdom, donors no
longer have the right to remain anonymous. According
to the Human Fertilization Act, the rights of the off-
spring outweigh the rights of donors, and offspring have
the right to their genetic identities (i.e., the identity of
their sperm donors). The impact of this new law on the

number of anonymous donors is yet to
be seen. Nevertheless, the implication
of this law on the mental health pro-
fessional’s clinical interview is clear:
Informed consent must include a
discussion of the presumption that
anonymity cannot be guaranteed.

Oocyte Donors: Similar to sperm don-
ors, the majority of oocyte donors
are anonymous. However, the current
necessity to use fresh oocytes increases
the likelihood that anonymous donors
and recipients may meet, by chance or
by design. The clinical interview should
include a discussion of this possibil-
ity in addition to the informed consent
issue that anonymity cannot be guar-
anteed in the future. Because oocyte
retrieval is medically invasive, the inter-
view should ensure that the donor
understands the procedures and asso-
ciated medical and psychological risks.
In some fertility clinics, oocyte donors
may also be undergoing IVF themselves
and donate half their oocytes in a cycle
to reduce the cost of the procedure
(egg sharing). Additional issues must
be addressed with these donors. Obvi-
ously, the clinical interview for these
donors must include a careful discus-
sion of the emotional ties these women
feel to their oocytes and an assessment
of motivation versus feeling coerced to
donate to reduce the costs of the ART
treatment. In some cases, the ability to
afford IVF may be tied to their ability to

share oocytes. Therefore, the interview must include a
discussion of how the donor might feel and what alter-
nate plans she is considering if she is not accepted as
a donor. It is important to help these donors identify
the factors driving their motivation to donate including
financial assistance with IVF, altruism, and empower-
ment derived from helping other infertile women and
couples who are less well-off than them. Finally, the
interview must include a discussion of expectations of
information regarding outcome. Some IVF programs
vary regarding the policy of whether to inform shared
donors of the success or not of the recipient’s IVF. There
must be a discussion of how the donor will cope with
the information (both of success and of ‘failure’) or the
lack of any information.

Partners of Gamete Donors: Ideally, the mental health
professional’s clinical interview should include the
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partner of the donor if there is one. The partner must
also provide informed consent and the interview should
include an assessment of the partner’s feelings about
gamete donation and the potential impact of donation
(including future offspring) on the couple.

Embryo Donors: Embryo donors are by definition a
couple and should be interviewed as a couple. Unlike
sperm and oocyte donors, embryo donors usually come
to donate as a result of having excess embryos follow-
ing their own family building with IVF. Therefore, the
psychological interview must include a discussion of
all options for embryo disposition including thaw and
not use, donation to scientific research, and donation
to another infertile couple. The donor couple’s feelings
regarding their emotional attachment to the embryos
should be carefully explored.

Donor couples may feel differently about donating
surplus embryos to more than one couple. Although this
type of donation is rare, such a donation would require
that the donors consider the implications of full genetic
siblings being raised in several households.

There are unique considerations for embryo donors
who used donated gametes to create the embryo they
are considering donating. This situation may trigger a
variety of different feelings. Within a couple, differences
in desire or motivation to donate embryos may be based
on which partner’s gametes are being used. Conflict may
arise if the partner using his or her gametes feels more
entitled to make the decision to donate or not. Resolve,
the National Infertility Association in the United States,
has published extensive literature that can be helpful to
both professionals and patients.[65]

Known Gamete Donor Interview

When known donors are evaluated, the interview must
include an additional discussion of this relationship.
The use of anonymous versus known donors remains
controversial and historically reflects on the signifi-
cant gender differences in treatment approaches such
that sperm donation programs historically used pre-
dominantly anonymous donors while oocyte donation
began with mostly known donors.[27] Reasons given
to justify anonymous sperm donation as preferable to
known donation have historically focused on protec-
tion of the recipient male; that is, protection of the
self-esteem of the recipient and the relationship of the
recipient father to the child.[31,66] Little attention was
paid to the impact on donors. When the protection of
donors was considered, the main concerns were fear of
legal liability for resulting offspring, offspring claiming
inheritance rights, or donor liability if medical prob-
lems developed with offspring. Other concerns included

fear of invasion of future family life by offspring.[67]
Although some countries recommend the use of anony-
mous gametes, ESHRE has proposed a ‘double track’
system that attempts to address the rights of privacy to
the donor (and recipient parents) as well as the right
of the offspring to know his or her origins.[15] How-
ever, with oocyte donation, the limited number of poten-
tial donors initially made the use of known donors the
only available option for many couples. Anonymous
sperm donation remains the standard, and anonymous
oocyte donation is rapidly increasing as more programs
expand their attempts at recruiting potential donors. It
is interesting to note that the majority of anonymous
gamete donors report that if their identity could be
revealed to offspring at the age of majority, they would
still choose to donate.[24]

With the use of known oocyte donors, there has devel-
oped an interest in the impact of known donation on the
donor, both male and female. It is extremely important
to discuss and assess the following issues surrounding
known donation in the counseling of potential donors:

■ How will they feel about any resulting children, since
they will most likely have close contact (e.g., many will
be donating to siblings)? Are they at risk of perceiving
the offspring as their own?
■ How might this donation impact the relationship
between donor and recipient? Will it improve the rela-
tionship, or is it likely to put a strain on it?
■ What is the plan for disclosure? If disclosure to family
and friends is planned, how does the donor think people
will react? If disclosure is not planned, can the donor
live comfortably with this secret?
■ Does the donor feel coerced or pressured to donate
because of the close relationship to the recipient?

Each of these issues should be thoroughly processed
in the context of predonation counseling to ensure the
donor’s ability to give informed consent and to decrease
the risk of later regret or relationship difficulties with
recipients. Legal consultation should also be advised.

In the process of evaluating known donors, particu-
larly siblings, mental health professionals may be faced
with the dilemma of discovering that the donor does
not want to donate but because of family pressure, a
sense of family duty or loyalty, or a fear of serious fam-
ily conflict, he or she has agreed to donate. In this case,
the mental health professional must not only help the
known donor come to his or her own conclusion that
donation is not advisable, but also may have to assist
the donor by providing a rationale for ceasing the pro-
cess. This may come in the form of the donor ‘failing’
the psychosocial screen; or, perhaps preferably, the fer-
tility program informs the recipients that the donor was
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unsuitable for a more ambiguous or vague ‘medical’
reason.

Assessing Motivations

The extent to which financial compensation is a moti-
vating factor in providing gametes should be explored.
The financial rewards that result from the donation may
contribute to the donor’s denial about the longer-term
implications of the donation. Novaes[32] pointed out
that if material reward was not available, the “donor
may feel compelled to reflect on the meaning that he
(or she) attributes to this altruistic action.” She added
therefore that financial remuneration could “in the long
run be an unethical means of obtaining the donor’s
consent.”

Because a number of studies report that financial
compensation is, in fact, a prime motivator, a portion
of the evaluation protocol should address this issue.
For example, Kalfoglou and Gittelsohn[36] reported
that half the donors they interviewed considered the
financial compensation to be primary to their decision
to donate. Donors who are relying on financial remu-
neration for survival, that is, to pay rent, buy food, and
so on, should be excluded from donation. In such cases,
donors are clearly unable to provide informed consent,
and are likely to be experiencing difficult life circum-
stances.

It appears that, for the time being, the policy of finan-
cial compensation for gamete donation will be main-
tained in the United States and in several other countri-
es. As a result, it would seem that it is the responsibility
of infertility counselors to help donors understand the
meanings and implications of the donation and to pro-
tect the donors, as well as recipients, from making inap-
propriate decisions about gamete donation.

On the other hand, there also appears to be a need
for some ooctye donors who have unresolved feelings
about past abortions or reproductive losses to compen-
sate in some way for those past experiences by pro-
viding oocytes to others. Reproductive trauma should
be explored and evaluated by the mental health pro-
fessional. Assisting donors in working through these
issues will enable them to make more informed deci-
sions about their donation.

Medical and Genetic Screening

The medical selection and screening process for sperm
and oocyte donors can be rigorous and detailed.
Thus, an unanticipated consequence of this process for
donors is the discovery of medical or genetic disorders
that otherwise would not have been detected until some-

time in the future, if ever. For some, this may be ben-
eficial and protective; for others, such a discovery may
cause significant psychological distress. ASRM guide-
lines are very clear regarding required medical and
genetic testing, and ESHRE guidelines allude to the
issue of transmittal of genetic disorders. What is much
less clear, however, are guidelines regarding genetic
counseling for donors, including counseling prior to
testing so as to ensure informed consent, counseling
that may be necessary depending on the results of
the testing, and counseling and requirements regard-
ing future information should offspring have genetic
information that would be relevant to donors and their
offspring. Clearly, gamete donors’ genetic concerns
will impact the therapeutic work of the mental health
professional.

Psychological Testing

An efficient and effective method of screening poten-
tial donors is to use standardized psychological test-
ing and a structured interview by an experienced men-
tal health professional who has extensive knowledge of
reproductive issues. Schover[46] developed one of the
most comprehensive and useful screening methods for
oocyte donors and lists a number of issues that should
be assessed by the mental health professional during
the interview (see Table 19.2).

In addition, the Mental Health Professional Group
of ASRM developed recommendations for screen-
ing potential oocyte donors and embryo donors (see
Appendixes 5 and 6). There are no equivalent pub-
lished screening recommendations for sperm donors,
but these may be adapted for men. ESHRE guidelines
are, at this point, vague with respect to the specific
assessment protocol of gamete donors, including the
use of standardized psychological testing.

Psychological testing using well-validated objective
measures of psychopathology and psychological adjust-
ment is strongly recommended for use in conjunc-
tion with the interview. Testing can help identify
psychopathology that the interviewer was unable to
ascertain, or can validate the results from the interview.
It may also provide content areas for further discussion
during the evaluation process (see Chapter 5).

Counseling

The mental health professional’s counseling interven-
tion is in keeping with the premise that the donor’s psy-
chological and medical needs remain paramount. Ulti-
mately, the donor’s welfare must be the highest priority
during the clinical interview and assessment. With this
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in mind, the psychological considerations on which one
views the gamete donor as patient are based in good part
on sound clinical judgment, as well as on potential eth-
ical and legal imperatives. Mental health professionals
play an important role in creating an understanding of
the nature and meaning of gamete donation for both
donors and recipients. Carefully exploring and under-
standing a donor’s motivations for providing gametes
may be the single most crucial element in counseling
donors with respect to their emotions about the deci-
sion to donate. In the case of oocyte donors, it must
be stressed that maintaining this as the primary goal
for the counselor may create conflict or dissonance
with the fertility program that wants or needs more
donors and the donor herself who may want to donate
even if the counselor deems it not in her best interest.
Finally, the structured clinical interview cannot only
serve as a vehicle for encouraging donors to consider
their feelings about any potential offspring that may be
created, particularly when they are donating gametes
to a close friend or relative. The interview (as well as
psychological testing) also helps provide objective data
to support a position that may be in conflict with the
wishes of the program or the donor.

FUTURE IMPLICATIONS

As mental health professionals become increasingly
involved in reproductive health, it is likely that they
will be called upon to provide psychological screening
and support to all gamete donors. The growth of third-
party reproduction as a parenting alternative has led to
the need for increased research into the motivations of
donors, as well as an understanding of the short- and
long-term implications of donating genetic material for
the creation of new life.

The use of gamete donation in family-building also
brings with it certain ethical issues that affect not only
the decision to donate but also the work of mental
health professionals in assessing and counseling gamete
donors. Not surprisingly, the very essence of gamete
donation begs the question of parenthood: Does parent-
hood come with the contribution of genetic material,
with gestation, or with raising a child?

Similarly, in caring for the psychological well-being
of the gamete donor, one must ask what the rights of the
donor are. Should the donor be told the outcome of the
donation? Is the medical risk taken by young women
donors too great? Does a young donor truly compre-
hend the meaning of the donation if he or she has never
had a child? Does the known donor have rights or priv-
ileges that are different from those of the anonymous
donor? These and other compelling questions will con-

tinue to confront mental health professionals, as well
as ethicists and healthcare professionals.

As the assessment and counseling of gamete donors
becomes more well-defined, it is likely that recipi-
ent couples will increasingly request more information
about anonymous and identified donors. This need may
be based not only on the wish to provide offspring as
much information as possible but also on a powerful
desire to have the donor matched to the recipient on
the basis of personality traits and intelligence, as well
as on phenotype. As noted previously, these factors may
enable the recipient to feel more emotionally tied to the
donor. It may also be an attempt to mitigate the losses
inherent in the need for the use of gamete or embryo
donation.

Lastly, as the cryopreservation of ova becomes an
increasingly successful and utilized technology, it is
likely that oocyte donation will also be affected. Donor
egg banks may be established similar to sperm banks,
and recipients will have more immediate access to
donor pools. In that respect, oocyte donors may feel
more removed from the process, and less connected to
the purpose of the donation. The shift in the technology
will, as a result, require the mental health professional
to be especially sensitive to the psychosocial needs of
donors as well as to issues of informed consent. At the
same time, young women who, for a variety of reasons,
choose to cryopreserve their oocytes for future use, may
therefore be able to use their own oocytes. These women
would theoretically no longer require donated gametes
to have a child. This concept may have ethical implica-
tions, but would also potentially have an impact on the
need for donated oocytes.

SUMMARY

■ Historically, the use of gamete donation (sperm)
dates back thousands of years.
■ Policies and practices of donation are quite var-
ied across the globe and the number of reproductive
tourists is likely to increase as recipients (and donors)
travel to countries whose policies support third-party
reproduction.
■ Embryo donation has also become a disposition
alternative for couples who have excess cryopreserved
embryos following IVF cycles.
■ Current research on gamete donors has focused on
motivations, the impact of the use of known versus
anonymous versus identified donors, and the effects
of the donation on the donor’s partner and family over
the long term.
■ Although there is no specific theoretical framework
underlying the need for psychological assessment
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and support of donors, some of the theory regard-
ing organ donation may be useful in our understand-
ing of gamete donors. The concepts of altruism and
exchange and reinforcement are helpful, but do not
fully take into account the donation of genetic mate-
rial to create a child for another family.
■ The clinical issues of counseling gamete donors
reflect the multiple roles of the mental health pro-
fessional. These roles include gatekeeper, counselor/
educator, and, at times, psychotherapist. Paramount
in the mental health professional’s work is the need
to protect the donor.
■ In light of the ethical and psychosocial ramifica-
tions of these reproductive procedures, mental health
professionals will continue to play a significant role
in the area of third- and fourth-party reproduction.
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For families who benefit, each birth is an epoch event.
– John E. Buster[1]

The use of embryo donation to achieve pregnancy
and parenthood is, in terms of human reproduction,
a relatively new form of assisted reproduction made
possible by in vitro fertilization (IVF). It is estimated
that currently there are well over 500,000 cryopre-
served embryos in storage around the world. Depend-
ing upon embryo stage of cryopreservation, whether or
not intracytoplasmic sperm injection (ICSI) procedure
was used, the type of thaw technique, and the num-
ber of embryos transferred, pregnancy rates from cry-
opreserved embryos can range as high as 50–70%.[2,3]
However, there appears to be no universal standard or
measurement to assess the quality of these embryos on a
number of parameters including ability to survive thaw,
genetic and chromosomal abnormalities, or implanta-
tion ability, so more often, pregnancy rates are in the
vicinity of 20%. Embryo donation, therefore, may be a
psychosocially appealing and medically feasible family-
building alternative for both donors and recipients, but
it can also be one in which both donors and recipients
overestimate the odds of delivering a healthy baby.

The vast majority of embryos for donation are cyro-
preserved extra or unused embryos from infertility
patients who have undergone IVF. Although IVF with
fresh embryos is often most successful, there are a num-
ber of reasons to create more embryos than will be
transferred in a single treatment cycle. Some reasons
for creating extra embryos that are cryopreserved for
later transfer include: (1) reduced number of ovulation
induction cycles for either financial or health reasons;
(2) the ability to assess and select the best-quality
embryos for transfer; (3) delayed transfer for medi-
cal reasons (e.g., ovarian hyperstimulation or cancer
treatment); (4) the desire to reduce the risk of multiple
pregnancy; and/or (5) to provide another opportunity to
achieve pregnancy or enlarge the family without ovula-
tion induction and oocyte retrieval.

Around the world, the practice of cryopreservation
and/or donation of embryos may be regulated or mon-
itored by government agencies, legislation, or clini-
cal practice guidelines. In some countries, only a lim-
ited number of embryos are allowed for transfer (e.g.,
United Kingdom). In Latin America, ART procedures
are generally not well regulated. Embryo cryopreserva-
tion is allowed, but there is no provision for embryo
donation. In Italy, the number of embryos transferred
is limited and all extra embryos cannot be cryop-
reserved. As a result, any unused embryos must be
donated to another couple and not used for research
purposes. Within the applicable parameters, IVF cou-
ples with cryopreserved embryos have an array of dis-
position options: (1) use for one’s own family-building;
(2) destruction (thawing); (3) donation for research;
or (4) donation to another couple for reproduction.
Those who choose to donate their excess embryos to
another couple may be morally opposed to destroying
embryos or to donating them for research. Their sym-
pathy and empathy for the emotional pain of infertility
and involuntary childlessness may further contribute
to their desire to facilitate parenthood for others who
are unable to become parents through procreation or
other forms of medical technology. Additionally, some
embryo donors may have a sense of moral obligation to
use their embryos in a way that is congruent with their
personal values or religious beliefs.[4]

Very often embryo donors psychologically view their
embryos as having the same potential-child status as
their actual children who are alive today, as a result
of an IVF procedure during which additionally cre-
ated embryos were cryopreserved. After all, the embryos
donated by post-IVF patients are the potential genetic
siblings of the children they already have. Donating
their embryos may help a couple feel morally and
psychologically comfortable by using their embryos in

356
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what they view as a responsible and morally appro-
priate manner. As such, embryo donors and recipients
understandably face a complex array of psychosocial
issues involving their personal values, religious beliefs,
infertility experiences, beliefs or assumptions about the
donation process (including disclosure), and the mean-
ing of parenthood. Additionally, as with other forms of
third-party reproduction, counseling donors and recipi-
ents must address their motivations, couple consensus,
the donation process (e.g., collaborative agreements,
legal contracts, and protocols of the treatment facility),
and factors influencing the current decision as well as
the long-term adjustment of the donors, recipients, and
offspring.

Embryo recipient couples often pursue parenthood
using donated embryos for medical reasons including
repeated treatment failures that result from: (1) idio-
pathic factors or severe male- and female-factor infertil-
ity; (2) multiple pregnancy losses based on issues other
than implantation (uterine) factors; (3) transmissible
genetic diseases; or (4) absence of or nonfunctional
ovaries (with a functional uterus) as well as absent
or nonfunctional testes.[5] Additionally, some recipi-
ent couples feel that the use of donated embryos is
a more equitable reproductive choice when one part-
ner is unable to reproduce, and the use of donated
gametes (sperm or oocytes) would create psychological
and medical unbalanced genetic ties to their offspring.
Finally, some recipients pursue embryo donation for
practical reasons because it is a less expensive family-
building alternative than oocyte donation or traditional
adoption. The process of obtaining donated embryos
may also take less time than traditional adoption.

Embryo donation may also be a comfortable parent-
ing alternative for single women or lesbian couples.
However, this choice may not be available to these pop-
ulations in all countries. Certainly, for those women
who are suffering from premature ovarian failure (POF)
or who are menopausal, the use of existing donated
embryos may seem more appropriate than creating new
embryos with donor sperm and donor oocytes, espe-
cially because gamete donation is not an option in a
number of countries. The lack of available embryos
or donor oocytes and sperm, however, may lead some
individuals and couples to travel to other countries
to receive treatments or gametes that may be prohib-
ited in their home countries. This phenomenon, known
as reproductive tourism, can impact the work of the
mental health professional in that additional education,
information, and discussion of the issues and implica-
tions may be necessary.

Current practices regarding oocyte donation may also
be applicable to embryo donation. Thus, the practice

of embryo donation as well as the laws and guidelines
regulating it, vary widely across and within countries.
These practices dramatically impact the counseling of
donors and recipients, particularly regarding psychoso-
cial consultation and evaluation, as well as anonymity
and disclosure issues. Some professional societies such
as the American Society for Reproductive Medicine
(ASRM)[6] and the European Society for Human
Reproduction and Embryology (ESHRE)[7] have estab-
lished practice guidelines for embryo donation. In
Latin America ART procedures are not well regulated.
Embryo cryopreservation, when allowed, is done with-
out practice guidelines or regulations. In addition, gov-
ernment regulatory agencies (i.e., Great Britain’s HFEA,
Canada’s AHRA, Australia’s RTAC) and legislation per-
taining to gamete and embryo donation determine prac-
tice and policy.

In 1991, the United Kingdom established the Human
Fertilisation and Embryology Authority (HFEA) in an
effort to regulate assisted reproduction. The HFEA
regulations also have an impact on gamete donation,
donor anonymity, and counseling of donors and recip-
ients. In April 2005, the HFEA eliminated all donor
anonymity and compensation, and established a cen-
tral donor registry so that all donor offspring can access
information about their donor at age eighteen. The
HFEA’s position on the discontinuation of compensa-
tion of gamete donors is in compliance with the Euro-
pean Union Tissue and Cells Directive that promotes
altruistic donation, that is, voluntary, unpaid donations
although donors may be reimbursed for “expenses and
inconveniences related to the donation.”[8] Of interest,
HFEA regulations require that counseling be offered to
all potential donor gamete recipients. However, coun-
seling is defined as information and advice giving but
not screening that would prohibit or disallow patients
from receiving gametes.[9] It appears that these regu-
lations would also pertain to embryo donors and recip-
ients[9] (see also www.hfea.gov.uk).

Canada and Australia have similar regulatory policies
that govern assisted reproduction including embryo
donation practices. The Infertility Treatment Act was
enacted in 1984 in Australia’s state of Victoria and
was the first to mandate counseling for all individuals
pursing IVF and/or third-party reproduction. In 1988,
legislation in Victoria also established counseling
criteria for donors, recipients, and offspring – referred
to as ‘donor-linking’ counseling (see www.ita.org.au).
Infertility counselors must be licensed and members of
ANZICA (Australia/New Zealand Infertility Counseling
Association).

Currently, three of the five Australian states have leg-
islation regarding reproductive technology (including
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oocyte donation) with oversight from the RTAC.
Australia’s system is one of combined voluntary regu-
lation and legislative regulation (nationally and across
states in the country).[10] In contrast, Canada has
the newest regulatory body, the Assisted Human
Reproduction Agency, established in 2004. The Cana-
dian legislation eliminated donor anonymity, estab-
lished a central donor registry, prohibited any and all
payment to gamete donors (sperm or oocytes), and
mandated the provision of counseling services for indi-
viduals participating in assisted reproduction. While
HFEA requires that counseling be offered, Canadian leg-
islation mandates that all participants in assisted repro-
duction participate in pretreatment counseling. Again,
it appears that these regulations also apply to embryo
donors and recipients.

Many other countries have legislation specifically
directed toward gamete donation although the provi-
sion of counseling is not addressed. Many allow for
some type of known donation, however. More specifi-
cally, Plachot[11] reviewed the status of embryo dona-
tion in France, Europe, and the United States. The
author noted that there is great variability in program
procedures and policies in centers in the same country
and between countries. Although proposed in a num-
ber of ART facilities in the world, embryo donation is
more often contemplated than performed. Plachot sug-
gests that this is due to both the absence of informa-
tion on how to organize this family-building option at
a medical clinic, and to legal constraints imposed by
law.[11]

In 2005, however, the government of New Zealand
published guidelines for embryo donation.[12] Because
of psychosocial and ethical issues that embryo dona-
tion raises, these guidelines require all applications for
embryo donation be submitted for approval. In addi-
tion to considering the future welfare of the offspring,
the guidelines require donor couples and recipients
to undergo counseling so that they are fully informed
about psychological, social, and ethical aspects of the
process. Both donors and recipients have access to
counseling throughout the process, and a joint coun-
seling session between all parties is required. These
guidelines were approved by the Minister of Health, and
appear to be groundbreaking with respect to the process
and implications for embryo donation.

In the United States, Europe, and other countries,
professional organizations have established patient
care guidelines on psychosocial preparation for embryo
donation. The Mental Health Professional Group
(MHPG) of ASRM and the Psychology and Counselling
Special Interest Group (PCSIG) of ESHRE have pub-
lished practice guidelines on these issues[6,7] (see also
www.asrm.org and www.eshre.com).

This chapter specifically discusses embryo donation
as a family-building alternative as it pertains to the emo-
tional and psychosocial preparation of embryo donors
and recipients. The terminology used will be that of
ASRM and ESHRE, specifically embryo donation as
opposed to embryo adoption. Both terms have been used
to refer to this form of assisted reproduction. How-
ever, although embryos are accorded more respect than
other bodily tissues (e.g., sperm or oocytes), they are
not given the rights of persons. Thus, the embryo is not
considered a person and the process cannot therefore
be viewed as traditional adoption. Nevertheless, there
are some parallels between embryo donation and tradi-
tional adoption that are compared and contrasted.

This chapter also addresses some theoretical con-
structs that may underlie the decision to donate
embryos or receive them. In addition, there is a discus-
sion of the clinical issues and therapeutic interventions
for donors that:

■ provides psychosocial assessment and screening;
■ assists them in decision making; and
■ provides some understanding of the potential impli-
cations of these decisions.

Additional issues for recipients of embryo donation
include:

■ psychosocial preparation and support;
■ understanding the implications of the loss of fertility
and the loss of genetic connection to the child;
■ considering anonymous versus known embryo dona-
tion, the nature of the relationship (if any) with the
donor couple, as well as related disclosure issues.

HISTORICAL OVERVIEW

The first attempt at in vitro fertilization of mammalian
eggs was made in 1878 in Vienna, Austria, although the
first successful birth of a human infant conceived via in
vitro fertilization did not occur until 1978 in the United
Kingdom. In 1984, the first live birth following transfer
of a cryopreserved embryo occurred in Australia.[13]
Embryo donation, a unique family-building alternative,
developed as a direct consequence of assisted reproduc-
tive technologies (ART), particularly IVF, emerging at
the end of the twentieth century. As such, not much
historical context or perspective exists except within
the context of human adjustment to the use of repro-
ductive medical technology. Embryo donation is com-
plex, particularly within the context of cultures, reli-
gion, national laws, beliefs, and customs. Klock,[14]
described embryo disposition studies in various coun-
tries and noted that there is wide variation in terms
of legislation and/or guidelines that apply to embryo
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donation. She added that the least common choice of
embryo disposition, that is, embryo donation to another
couple, is the most complicated of the four options.

REVIEW OF LITERATURE

In general, embryo donation is still a relatively rare
occurrence around the world. Hoffman et al.[15] sur-
veyed clinics throughout the United States and found
that very few (2%) of the approximate 400,000 cry-
opreserved embryos are actually designated for dona-
tion to other individuals or couples. In Australia, de
Lacey[16] found that couples who initially indicated a
desire to donate their extra embryos regarded the idea
as an idealistic plan rather than a purposeful decision.
Their change of mind was attributed to two factors: (1)
a change in their standpoint from a childless couple
to parents, and (2) a change in the symbolism of the
embryo from representing a chance to become pregnant
to representing a virtual child in cryostorage. Similarly,
Nachtigall and colleagues[17] attempted to ascertain
what couples think about their embryos and how they
approach making a decision about disposition in light
of the significant implications for medical research and
embryo donation. The authors concluded that not only
is the disposition decision significant and a frequently
unresolved issue for couples, but also that couples’
deeply personal conceptualizations of their embryos
contribute to their ambivalence, uncertainty, and dif-
ficulty in reaching a decision.

Lee and Yap[18] also found that embryo donation
is currently an uncommon procedure that is associ-
ated with many ethical, legal, and psychosocial implica-
tions. Their review of the literature, however, supported
the notion that it can be a good parenting option for
many infertile couples. In 1999, Van Voorhis and col-
leagues[19] delineated their experiences and provided
recommendations for establishing an embryo donation
program. They also found that only a small percent-
age of couples were willing to donate their embryos,
even though embryo donation can be a cost-effective
treatment of infertility. Nonetheless, Kingsberg and col-
leagues[20] found that a majority of IVF clinics in the
United States indicated that they offer embryo dona-
tion to patients; however, as of early 2000, only 37% of
programs had actually completed a donation.

Several authors have focused on clinical and admin-
istrative aspects of embryo donation including the
decisions that couples may face in making disposition
determinations.[21,22] Although embryo donation
recipients are considered, the articles do not include
any specific discussions of counseling. Van Voorhis
and colleagues[19] noted that their program pro-
vided recipient couples with counseling regarding

issues of disclosure to offspring about their embryo
donation origin, and addressed the unknown long-
term psychosocial consequences of the donation.
Soderstrom-Anttila and colleagues[23] evaluated an
embryo donation program in Finland, and studied atti-
tudes among donors and recipients. Forty-six couples
donated 209 excess frozen embryos, with a clinical
pregnancy rate of 28%. These researchers found that
significantly more recipients than donors thought the
offspring should be informed about the circumstances
of conception. However, a higher percentage of donors
themselves thought that the child should receive identi-
fying information concerning the donating couple. The
researchers emphasized the interest of the offspring,
not only regarding knowing his or her genetic origin
but also knowing genetic siblings and genetic parents,
thus suggesting that these issues should be addressed
by embryo donation programs.

Newton and colleagues[24] assessed infertile couples’
attitudes toward the procedures of embryo donation in
Canada and attempted to identify factors predicting an
interest in donation. The authors found that willingness
to donate was associated with greater comfort about
disclosing personal information, a desire to know the
outcome of donation, and willingness to have future
contact with a child, but not associated with current
family size. They concluded that offering the option of
conditional donation could increase the acceptability
of embryo donation for some patients. Kovacs and col-
leagues[25] also considered embryo donation at a large
clinic in Australia. They found that of 1,246 couples
relinquishing frozen embryos, about 90% opted to dis-
card rather than donate their embryos, with ninty-eight
couples on a waiting list to receive donated embryos.
The authors concluded that it is important to consider
how couples can be encouraged to donate surplus cry-
opreserved embryos, and they suggested that an edu-
cation program on relevant legal, social, and clinical
issues might facilitate this.

The literature pertaining to counseling donors and
recipients of embryo donation is sparse. Data tend to
focus primarily on embryo donors and the criteria for
donation. Information about how families created from
embryo donation are faring is also anecdotal, at best,
although it would potentially be helpful information
for potential embryo donors and recipients. In the first
study worldwide, MacCallum[26] compared families in
the United Kingdom with children conceived by embryo
donation to those who adopted infants, as well as to
those parents who conceived through IVF using their
own gametes. The study concluded that embryo dona-
tion parents’ experience of pregnancy and birth did not
seem to result in more positive parenting compared
to adoptive parents. Neither did the lack of genetic
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links between parents and children lead to less posi-
tive parenting compared to IVF parents. Despite this
limited, but promising data, Belluck[27] found that
couples who actually wish to receive donated embryos
might have a very difficult time doing so. She noted
that many couples who initially said they would donate,
later change their minds. Additionally, couples who are
willing to donate their excess embryos find that other
obstacles arise such as genetic and medical conditions,
poor embryo viability, and limited pregnancy success
rates.

In 2002 and 2004, Resolve, the National Infertil-
ity Association in the United States, received research
grants to provide educational materials for infertil-
ity patients, professionals, and the general public
about issues surrounding embryo donation as a family-
building option.[5,28] Initial data gathered from the
2002 project found that 77% of the public believed that
the use of cryopreserved embryos should be the per-
sonal decision of the couple who created them. Notably,
the Resolve data found in a public survey that 75% of
those with infertility or a partner with infertility who
had considered treatment did not have enough informa-
tion to make an informed decision about embryo dona-
tion. As a result, the organization subsequently pub-
lished extensive materials related to embryo donation
to better educate donating and recipient couples con-
sidering embryo donation as a family-building alterna-
tive[5,28] (see also www.resolve.org).

THEORETICAL FRAMEWORKS

The theory basis for donor and recipient counseling
in embryo donation is generally based on theoretical
frameworks that apply to donors and recipients of other
forms of third-party reproduction. These include social-
exchange theory as well as adoption theory.

Social-Exchange Theory

According to social-exchange theory, individuals seek
to maximize rewards and minimize losses in relation-
ship with others. Reciprocity, equity, emotions, moti-
vations, and behaviors all play a part in maintaining a
comfortable balance of rewards and losses in interper-
sonal relationships. Social-exchange theory has been
applied to a variety of interpersonal relationships, such
as elderly parents cared for by their adult children,
and to equity balances in physician–patient satisfaction.
Some factors influencing the balance of social-exchange
in relationships include power, wealth, morals, justice,
communication, and personal relationship, which are
intrinsic rewards versus external rewards. This the-

ory suggests that emotions may negatively or positively
influence interpersonal relationships, particularly when
there is a shared task or goal. Collaboration is most suc-
cessful when the individuals involved have: (1) the same
perception regarding shared responsibility for the suc-
cess or failure of a task, and (2) find it difficult to dis-
tinguish their individual influence or contribution to
solving the task. Furthermore, there was greater satis-
faction when there was equity in the balance of power
within the interpersonal relationship.[29–32]

Social-exchange theory (also referred to as reciprocal
altruism) has been applied to adoption and may also be
a helpful theoretical perspective for considering motiva-
tions and decision making in embryo donation for both
donors and recipients. There can be a social-exchange
relationship, albeit often unconscious, between embryo
donors and recipients who must strike an internal bal-
ance between rewards and losses. Both recipient cou-
ples and donors approach the shared project (embryo
donation) motivated to maximize rewards and mini-
mize losses. This appears to occur even if the dona-
tion is anonymous. Embryo donation recipient cou-
ples may be cognizant of their desire to maximize
rewards and minimize losses, and they may also be
aware at some level that the donor embryo couple
will have similar motivations. The sense of reciprocal
altruism seems especially likely because there is finan-
cial compensation associated with embryo donation.
Most couples who choose to donate their unused frozen
embryos do so from moral and religious beliefs as well
as from the desire to help another infertile couple and
rarely receive or desire financial payment. Viewing their
shared task from this perspective can also help both
donors and recipients address issues of communica-
tion, reciprocity, power, rewards, and losses, particu-
larly when the embryo donation is open and/or the
families expect to have some sort of ongoing relation-
ship with one another. In the case of embryo donation,
infertility counselors should address the notion of social
exchange in these unique, shared goals of giving, receiv-
ing, and family-building.

Adoption Theory

Adoption theories can also be a useful theoretical
approach for donors and recipients of embryo dona-
tion. As in adoption, this form of family-building also
involves no genetic relationship between the child and
the rearing parents, and the parents must address deci-
sions regarding disclosure about how the child came
into the family. Although embryo donation is not as
public a form of family-building as traditional adop-
tion, it does involve the possibility of future contact (or
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a relationship) with the genetic parents and/or genetic
siblings.

Freeark and colleagues[33] note the discovery of
infertility creates a crisis of normalcy, adequacy, shame,
and marginalization, all of which may later impact the
couple’s experience of becoming adoptive parents. They
also add that differences for men and women in emo-
tional reactions have an impact on identity, stigma, cop-
ing styles, and opportunities to feel mastery which can
set wives and husbands on a different psychological
course affecting their efforts to respond as a partnership
in adoptive parenthood. In a study in Eastern Europe,
Bevc and colleagues[34] found that in dealing with child
adoption, the process of coming to terms with infertil-
ity and its consequences is an important factor in estab-
lishing healthy family relationships and the child’s iden-
tity within the adoptive family. The authors underscore
the need for mental health workers to supply future
adoptive parents with a parent preparation program
that provides the requisite information and assistance
to support the entire family, when the child becomes a
member of the family. They report that a fundamental
attribute of the program is to offer help to couples in
overcoming the traumas resulting from their infertility.

On the other hand, van den Akker[35] found in a
retrospective survey that the choice to adopt a child is
based on a number of factors, not all associated with
infertility resolution. However, the author adds that
although it is unlikely that resolution of infertility can
be achieved in any population attempting to overcome
infertility, the cognitive dissonance identified in this
population can, in all likelihood, be generalized to
those choosing other options to overcome infertility.
Van den Akker[35] states that, “cultural and counseling
acknowledgement of postmodern family theory princi-
ples is likely to ease cognitive consistency regarding the
status of adoptive family hood, and dispel the impor-
tance of reproductive options emphasizing a genetic
link.”

Freeark and colleagues[33] also point out that adop-
tive parents appear to share the parent–infant inter-
action more evenly than do biological parents. They
concluded that adoptive mothers and fathers have the
opportunity for equal participation in the acquisition of
their child and more similar experiences (and perhaps
more closeness), as they become parents together. This
shared experience may increase the woman’s satisfac-
tion with the process as it enhances her traditionally
prescribed gender role as mother and caretaker, while
also stretching the man’s prescribed gender role.

The applicability of adoption theory to embryo dona-
tion is generally unknown given the lack of research
in this area. However, similarities between adoptive

parents and embryo donation recipients are evident.
Adoptive parents and ED recipients who usually have
suffered from long years of infertility and loss, must
become comfortable with the reality of rearing a
child(ren) who bears no genetic tie to them and must
develop positive feelings about their parental role obli-
gations. Couples who choose to donate their embryos
may also feel a kinship with birthparents who relinquish
their offspring for adoption. In both cases, there are
likely to be circumstances that make raising the child
themselves very difficult. They are left with their own
sense of sorrow or loss while also making the decision
(for any number of reasons) to have other people raise
and care for their genetic child. Glazer and Sterling thus
refer to embryo donors as “high tech birthparents.”[36,
p. 90]

CLINICAL ISSUES

Because of the intricate and complicated psychologi-
cal component of embryo donation, it has been recom-
mended that both donor and recipient couples meet
with a mental health professional.[6,7] The purpose
of these meetings is multifold and generally intended
to: (1) explore donors’ and recipients’ thoughts, feel-
ings, and fantasies regarding undertaking this unique
family-building alternative; (2) rule out psychiatric ill-
ness and/or psychopathology, substance abuse, marital
instability, and other related problems; and (3) provide a
forum for a discussion of disclosure issues and/or qual-
ity and extent of relationship between donors, recipi-
ents, and offspring when applicable. The comfort level
of all involved parties must be carefully evaluated before
moving forward with embryo donation.

Decision Making and Preparation

In many cases, embryo donors have made the deci-
sion regarding the disposition of their unused embryos
before meeting with the mental health professional
(MHP). Thus, the work of the MHP will be not only
to evaluate the psychological status of the donor cou-
ple and the appropriateness of this decision, but also
to prepare embryo donors for the potential psychoso-
cial effects of the decision. Donating embryos can
have an impact not only the donors themselves, but
also their children. Exploration and discussion of the
donor couple’s thoughts and feelings about anonymity/
nonanonymity and disclosure will be intrinsic to their
sense of psychosocial preparedness and closure. In
most countries, embryo donors are not compensated
financially for their donation. As a result, motivations
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to donate for financial gain do not confound embryo
donors’ decisions.

In countries such as the United Kingdom, Austria,
parts of Australia, Canada, Sweden, and Switzerland,
ooctye donors are required to provide identifying infor-
mation to the offspring when he or she reaches age
eighteen. Presumably, the same is true for embryo
donors. In New Zealand, embryo donor and recipient
couples meet together prior to the donation. Although
the regulations and guidelines in these countries and
others respect the autonomy and privacy of the par-
ties involved, it is likely that the requirement of non-
anonymity will deter some embryo donors and/or recip-
ients from following through with this family-building
option. Donor anonymity continues to be upheld in
France, Belgium, Bulgaria, Czech Republic, Greece,
Hong Kong, Israel, Japan, Denmark, Norway, Portugal,
South Africa, and Spain. Identifying information is pro-
vided, with donor consent, in Iceland, The Netherlands,
and the United States.[37]

Recipient couples, as well as single women, consid-
ering embryo donation parenthood vary widely in their
degree of psychological adaptation to their losses at the
time they undertake this parenting option. Mahlstedt
and Greenfeld[38] suggested that patient preparation
and education are fundamental to all candidates con-
sidering assisted reproduction, which is particularly
applicable to embryo donation recipients. Pretreatment
preparation should emphasize the need for sufficient
time to consider this alternative. In short, it should
not be a hasty, desperation decision or one based on
coercion. Decision making should focus on: (1) iden-
tifying and resolving the specific ways in which infer-
tility and infertility treatment have affected individuals
and couples; (2) discussing the specific concerns, fears,
and fantasies involved in this family-building alterna-
tive and developing coping strategies; and (3) assessing
and implementing the donation process.

Part of the process of receiving donated embryos will
be exploring thoughts, feelings, and fears about par-
enting a child created by another couple, and who, by
pure chance, was a cryopreserved embryo. In all like-
lihood, the child also will have genetic siblings who
are being raised by the genetic parents. This rather sur-
real situation should be considered by embryo donation
recipients as they consider this option, as well as mak-
ing decisions about disclosure and eventually obtaining
identifying donor information.

Grieving the Loss of a Genetic Tie to the Child

For embryo donation recipients, the decision to proceed
with a parenting option that does not include having a
child who is genetically linked to the parents, involves

loss. The lost dream of having a genetic child can be
extremely painful and may be experienced differently
by partners. The loss entails mourning each person’s
biological connection to the child as well as the couple’s
reproductive hopes and plans. For some couples, these
types of losses will have a significant impact on their
relationship that, in turn, may require a more ongo-
ing therapeutic counseling intervention as opposed to a
supportive one.

We know that men and women respond differently to
the stresses and strains of infertility,[39] and it is not
surprising that they may also have disparate views and
feelings about embryo donation as a parenting possibil-
ity. One partner may deny their own fertility prognosis
and press to continue treatment long after the other
partner has come to terms with the realities presented
to them. The anger, sorrow, helplessness, and emotional
pain may be such that individual and/or couples ther-
apy is a prerequisite to helping them contemplate and
confront the possibility of becoming parents through
embryo donation.

The decision to end treatment may come after long,
protracted efforts to conceive a biological child who is
genetically related to either or both partners. Their sad-
ness may be profound, and for a time, somewhat para-
lyzing. For other couples, as well as single women, who
attempt reproduction later in life, the medical diagnosis
and recommendation for third-party assisted reproduc-
tion may come quickly, and perhaps compel patients to
make decisions about other options earlier in the pro-
cess. A third group of individuals may make the deci-
sion to end treatment based on financial constraints or
other limited resources. In any of these cases, there are
a multitude of feelings and concerns that warrant care-
ful investigation, input, and support from the infertility
counselor.

Grieving the loss of any genetic connection to the
child must be given sufficient time to occur before
clear decisions can be made about moving forward with
embryo donation – or other options. As with the other
forms of gamete donation, embryo donation is not a
cure or medical treatment for male- or female-factor
infertility. If pregnancy is achieved, the etiology and
diagnosis of the infertility continues to exist. Ultimately,
the therapeutic goal is to assist individuals and couples
in integrating their losses into their experience of infer-
tility and make decisions that reach beyond their emo-
tional pain.

Psychosocial Evaluation and Consultation

In many countries, embryo donors and recipients will
be referred by the medical practice to the infertility
counselor to determine whether or not they are
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prepared to move forward with the donation. For
example, in the United Kingdom, Canada, New Zealand,
and Australia, this counseling is either mandatory or
must be offered to patients as determined by their
respective governments. In some cases, the healthcare
staff expects the infertility counselor to evaluate the
couple’s emotional readiness, define any special cir-
cumstances that affect the donors and recipients pro-
ceeding with the donation, and thoroughly discuss the
many potential psychosocial issues and implications
that exist presently or in the future regarding the deci-
sion to donate or to parent through embryo donation.
The World Health Organization also recommends that
adequate counseling should be offered to all couples
that undergo embryo donation.[40] It is stressed that,
in the case of embryo donation recipients, adequate
information should be provided on the limitations and
possible outcome of treatment, the likelihood of preg-
nancy and live birth, the possible side effects of any
medication and the risks of treatment (such as multi-
ple birth), the extent to which genetics and infectious
screening tests have been performed, and the cost of the
treatment.

In some locations, the infertility counselor’s evalua-
tion of the recipient couple will determine when, or if,
they can move forward with the donation. Additional
counseling may also be deemed necessary to assist the
recipients in working through their losses in order to
deal more effectively with each other, family members,
or friends around current or potentially sensitive issues.
The extent and impact of the counselor’s intervention
and/or assessment will vary from country to country.
Often, the infertility counselor’s input will be one fac-
tor in determining whether or not the couple or single
woman should move forward with the donation. Ulti-
mately, the decision to proceed may be made by the
medical team or by the treating physician.

Some individuals or couples may themselves choose
to seek help with complex concerns about embryo dona-
tion, or whose relationships may be stressed by long
years of infertility and/or differences of opinion about
whether or not to donate embryo (donors) or about
family-building alternatives (recipients). In such situa-
tions, the initial intent is to address and deal with these
concerns and differences within a therapeutic context.
This will be an opportunity for the infertility counselor
to explore not only embryo donation, but also other
disposition options (donors) or parenting alternatives
(recipients) that may be appropriate to the couple’s
social and cultural milieu. The individual or couple’s
issues and concerns can also be addressed within an
appropriate timeframe that allows for understanding,
resolution, and the development of more effective com-
munication and coping skills.

Anonymous vs. Nonanonymous
Embryo Donation

As with other types of third-party reproduction, there
are two types of embryo donation: anonymous and
known donation. In countries where embryo donation
is allowed, some, such as the United States, have no leg-
islation regarding known or anonymous donation and
leave the decision up to the clinic and/or the donors
and recipients. In clinics that take the responsibility
for matching, the donor couple may have limited or
no control over the selection process. Efforts may be
made to match the recipient couple with the donor cou-
ple according to ethnicity, height, weight, and eye and
hair color. Because the program is anonymous, it is gen-
erally made clear that there will be no ongoing con-
tact with the recipient couple. In addition, the recip-
ient couple must accept the notion that a child born
through embryo donation will probably have a genetic
sibling(s) being raised in another family. On the other
hand, embryo donors may not be told whether a preg-
nancy and birth occurred.

A number of countries such as the United Kingdom,
Canada, and Australia have emphasized the rights and
needs of ART children, with the requirement that iden-
tifying information on donors should be available to all
embryo donation offspring at the age of eighteen or six-
teen. There is no requirement, of course, that recipient
couples disclose the use of embryo donation to the off-
spring. Like other forms of third-party reproduction,
the idea that donor couples must provide identifying
information may impact the decision to donate – both
positively and negatively. Most recently, guidelines in
New Zealand regarding embryo donation require a face-
to-face meeting between donors and recipients prior to
the donation, and provide access to counseling services
throughout the process.

Disclosure Issues

Some embryo donations are open, that is, donors and
recipients have information about one another, have
met face-to-face, and/or plan to have some form of
ongoing contact; it is also very probable that recipient
couples will disclose information about the means of
conception to the child(ren). Mental health profession-
als will often be called upon to assist with this process
by clarifying issues, helping to set boundaries, allaying
anxieties, and providing the appropriate language for
sharing the information.

Donor embryo recipients may choose nondisclosure
of the means of conception for several reasons: As
opposed to adoption, the couple may wish to keep their
infertility secret to hide their shame and protect their
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TABLE 20.1. Benefits of disclosure and nondisclosure in embryo donation

Benefits of Disclosure
May be in the best interest of the child based on perceived need for medical history and

genetic information.

May be in the best interest of the child based on ethical right of child(ren) to know
circumstances of conception.

Allows offspring to develop a normative coherent sense of self in relation to genetic origins.

Parents (and others) are not burdened with deception to offspring over a lifetime.

Parents avoid the possibility that child will learn of his or her genetic origins by mistake
(e.g., DNA testing or blood testing) or from others outside the family.

Benefits of Nondisclosure

Offspring and parents/family may need to avoid potential stigma in light of specific cultural
and religious milieu.

Parents’ infertile status remains undisclosed and protected.

Parents may have limited information about embryo donors (if anonymous) and wish to
avoid potential confusion and distress on the part of the offspring.

Parents may wish to avoid potential future legal difficulties.

self-esteem; they may hope to enhance their sense that
the child fully belongs to them; or they may firmly
believe that there are no psychosocial benefits to dis-
closing to the child. Because of the unconventional
aspect of embryo donation, the couple may also fear
that they or their child will be stigmatized or misun-
derstood by others. The couple’s religious beliefs and
cultural background may contribute to stigmatization.
In addition, many donor embryo recipient couples may
believe that they lack the information and skills neces-
sary to talk with their child(ren) about this complicated
issue.

The decision not to disclose (and to maintain secrecy)
to the child, or others, may be deeply rooted in socio-
cultural customs that can lead to reproductive tourism.
In countries where reproductive technology is limited
or where gamete and embryo donation is not allowed,
recipient couples may choose to go to other countries
to receive donated embryos. Despite the availability
of identifying information regarding the donor couple,
these recipients will maintain secrecy, and their off-
spring will grow up in a different country, perhaps thou-
sands of miles from that of the embryo donors.

Embryo Donation Agencies

There are a number of embryo donation agencies, lo-
cated in the United States, that provide services to both
donors and recipients. These agencies often designate
themselves as Christian organizations, but specify that
embryo donors and recipients of all faiths can use their
services. It appears that a number of embryo donation
agencies evolved not only from the wishes of donors
to give their unused embryos to other couples, but also

from the social and political climate in the United States
that does not condone embryonic stem cell research
at this time. These agencies indicate that embryos are
available to recipients from all over the world, and
delineate the process of donation and adoption of these
embryos. Embryo donors are not compensated for their
embryos, and the costs of screening, consultation, and
shipping of embryos are covered by recipients. In some
cases, donors may be reimbursed for storage expenses
accrued. Most of these agencies provide for anonymous
and nonanonymous donation, and allow donor couples
to select the recipient family. Of course, each agency
charges a fee for their work in facilitating the donation.
Embryo donation agencies handle the required medical
and genetic screening, and also perform a home study
with each recipient couple. Mental health profession-
als will often be asked to be involved in this process,
particularly if couples need assistance with decision
making or if a home study is required.

Known/Anonymous Embryo Donation and
Disclosure: Mental Health Professional Bias

Many mental health professionals working in reproduc-
tive health and medicine have personal feelings and
professional biases that can potentially impact their
relationships with patients who pursue embryo dona-
tion. Issues of disclosure, secrecy, as well as the pos-
sibility of developing a relationship between embryo
donors and recipients can be especially difficult for
both patients and infertility counselors. Psychothera-
pists who are experienced in the adoption tradition,
especially open adoption, may struggle to maintain neu-
trality when working with this population. Nonetheless,
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it is imperative that infertility counselors allow embryo
donation recipients the opportunity to explore fully
the issues and consequences of choosing this alterna-
tive, without the overlay of caregiver personal bias or
perspective. As a way of maintaining neutrality, infer-
tility counselors may also choose to provide donors and
recipients with a list of pros and cons regarding known
or anonymous donation as well as disclosure to the child
and others (see Table 20.1), as well as to outline the rel-
evant issues that are pertinent to having a child(ren)
through embryo donation (see Chapter 27). Naturally,
if the embryo donors and recipients are known to one
another, the MHP will need to assess carefully the
quality of the relationships, the motivations of all par-
ties to undertake this procedure, and assist both recip-
ients and donors in determining the extent and quality
of their future relationships with one another and their
children, including how disclosure issues will be man-
aged.

THERAPEUTIC INTERVENTIONS

Therapeutic interventions in counseling for embryo
donation may involve several areas, and are globally
relevant to those who choose this option. They include:

■ evaluating and screening embryo donors regarding
the psychosocial and emotional appropriateness of the
donation, and counseling embryo donors about the real
and potential implications of their decision to donate
embryos to another couple;
■ assisting the recipient couple or individual in grieving
their loss of a genetic tie to the child;
■ exploring with recipients the short- and long-
term psychosocial implications of accepting donated
embryos, including examining their understanding of
embryo donation as a parenting option, assessing
appropriateness and readiness, providing emotional
support, and addressing disclosure issues and/or the
relationship (if any) with the donor couple and genetic
siblings;
■ facilitating exploration of ways of choosing embryos
available for donation, such as clinic or agency donation
as well as anonymous/nonanonymous embryo dona-
tion.

These interventions are also generally consistent with
the three separate but related activities suggested in
the United Kingdom by the King’s Fund Committee
Report[41] on infertility counseling that include sup-
port, implications, and therapeutic counseling. How-
ever, the work of the mental health professional must
often go beyond these activities. Specifically, infertility
counselors will need to evaluate the psychological and
emotional status of embryo donors and recipients. It

may thus be determined that for psychological and/or
social reasons, the donation should not proceed. In
this respect, the mental health professional may also
become a gatekeeper.

Embryo Donors

Couples who are considering donating their unused,
cryopreserved embryos to another couple are often con-
fronted with a wide range of thoughts, feelings, and
motivations about this decision. A critical role for the
mental health professional is to explore the myriad of
issues that come up for the donor couple, and assess
carefully their psychosocial and marital status. Despite
the donor couple’s earlier experience of infertility, their
desires and feelings about parenting may have changed
over time. A thorough discussion of the reasons behind
the decision should provide a backdrop for the evalu-
ation. Any ambivalence on the part of one partner, or
indications of coercion should be thoroughly evaluated
and addressed by the infertility counselor. In the case of
divorce or separation, the decision to donate embryos
should be a unanimous one for both partners.

The psychological assessment of embryo donors
should include a thorough clinical interview(s) with
both partners, and may include standardized psycho-
logical testing. The goal is to rule out significant psychi-
atric illness, substance abuse, ambivalence, or coercion
regarding the donation, genetic conditions, and indica-
tions of marital instability (including domestic abuse)
or other factors that may influence the ability to give
full informed consent.

An adjunct to screening embryo donors and coun-
seling them about the implications of their decision is
the discussion of information about contact with the
recipient couple and offspring. For some, the decision
to donate may depend on the degree to which they want
to predetermine the makeup of the recipient couple.
Some couples willingly agree to anonymous donation,
although this is no longer an option in some countries
(e.g., United Kingdom, New Zealand, Canada, and most
parts of Australia). Other couples may want to dictate
terms of the donation, desiring recipient couples of a
certain socioeconomic level, race, religious orientation,
or age bracket.[42]

Embryo Donation Recipients

For most embryo donation recipients, supportive and
implications counseling is an integral part of the
work performed with the infertility counselor. All three
of these approaches, however, are likely to be inter-
twined with one another as patients are confronted
with a myriad of concerns, fears, questions, and



P1: JPJ
052185363Xc20 CUFX030/Covington 0 521 85363 X September 4, 2006 10:57

366 LINDA D. APPLEGARTH

TABLE 20.2. Pros and cons of use of donor embryos

Pros of Use of Embryo Donation

Parents are better able to control the health and prenatal environment of the pregnancy.

Parents are able to share the experience pregnancy and childbirth.

May be less costly than adoption or sperm/egg donation.

Parents may be able to hide or protect themselves from stigma of infertility.

Parents may have more social, educational, and genetic information about the embryo
donors than in adoption or sperm/embryo donation.

Embryo donation may be a positive alternative for older, single women or lesbian couples
who require donor gametes.

Embryo donation provides equity between partners.

Cons of Use of Embryo Donation

The number of healthy embryos available for donation may be limited.

Some parents may be uncomfortable with their country’s regulations concerning the use of
donated gametes/embryos.

Parents may feel forced to disclose to offspring (and others) and maintain some type of
relationship with embryo donors (if known or identified donation).

There may be religious, ethical, or cultural prohibitions to the use of donated embryos.

Parents have no genetic tie to their offspring although their children have genetic
non-rearing parents and siblings.

Parents may feel conflicted about disclosure.

The implications of raising a child(ren) created through embryo donation are unknown.

uncertainties pertaining to becoming parents through
embryo donation.

Part of the counseling work of the mental health
professional will be to determine the couple’s readiness
for embryo donation by exploring their reasons for
choosing this family-building option. It is important
that both partners have discussed and have a thorough
understanding of why embryo donation is the preferred
alternative to adoption. Listing the pros and cons of
embryo donation may be a useful exercise for both
partners as well as for single women (see Table 20.2).
An additional task will be to ascertain the psychosocial
functioning and mental health of the recipient couple.
Despite their potentially long history of failed infertility
treatment, disappointments, sadness, and loss, it is
important that the couple demonstrate strengths in
their relationship with one another, including (but
not limited to) good communication skills, the ability
to provide caring support and understanding to one
another, positive sexual functioning, and no indications
of psychiatric illness, substance abuse, or prior history
of child abuse or neglect. Signs of a solid, stable rela-
tionship would also preclude pressure or coercion on
the part of one partner toward another to proceed with
embryo donation before he or she is fully prepared. If it
is ascertained that the individual or couple is not ready
to move forward with embryo donation, they should be
encouraged to postpone the donation procedure and
address these issues in psychotherapy.

Exploration of Psychosocial and Legal
Implications of Donating or Receiving Embryos

As previously discussed, embryo donation is a compli-
cated process. It is one that requires a great deal of effort
on the part of all involved parties: the donating couple,
the medical team, the recipient couple, and, possibly,
the liaison agency that connects donors to recipients.
In addition to rigorous medical and genetic screening
of donors, as well as recommendations for psychologi-
cal consultation and assessment, the reality is that few
couples choose to donate their excess or unused cryop-
reserved embryos to other infertile couples.

Resolve, the National Infertility Association, has pro-
vided literature to patients and professionals that delin-
eates some of the factors that donor couples need to take
into account when donating their embryos.[5] These
include:

(1) The knowledge that all rights to the embryos and
any offspring resulting from embryo donation
will be relinquished;

(2) The likelihood of required psychological coun-
seling before donating embryos;

(3) The possibility that inadvertent damage to an
embryo can occur during thaw or transfer;

(4) The right of the clinic or program to refuse to
transfer a donated embryo to a recipient who
they feel is an inappropriate candidate;
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(5) The understanding that if a child is born from the
donated embryos, he or she would be a geneti-
cally linked sibling to the donor couple’s biolog-
ical children as well as the genetic offspring of
the donating couple.

As a result, those who wish to receive donated
embryos may have a long wait for embryos that have
been legally, medically, and psychologically cleared for
donation. This reality can add to an already difficult and
painful process for potential recipients

In literature also published by Resolve,[5] it was
pointed out that potential recipient couples must be
fully informed about the following aspects of embryo
donation:

(1) The anticipated fees for medical examination,
blood testing, and professional fees that must
be assumed for both the donating and recipient
couples;

(2) Psychological counseling before and after the
transfer process, which is usually mandatory and
highly recommended;

(3) The right of a participating practice or clinic to
refuse transfer to an inappropriate recipient;

(4) The monitoring regimen and possible risks of
medications used during the transfer cycle;

(5) The possible inadvertent damage to an embryo
during thaw and transfer;

(6) Clarification of the recipient couple’s full respon-
sibility for the embryos and children resulting
from the donation, including unknown long-
term consequences that could occur in subse-
quent generations;

(7) Clarification that the donor couple is released
from all liability for complications of pregnancy
and congenital or genetic malformations in chil-
dren resulting from the donation.

Appendixes 9–12 provide sample consent forms that
embryo donors and recipient couples may be required
to sign prior to proceeding with the donation. These
consent forms are generally based on policies and pro-
cedures in the United States, but could be adapted to a
specific country’s regulations and/or requirements.

It is within this framework that embryo donors and
recipients may have to consider some of the short-
term implications of their decision in order to proceed
with embryo donation. The availability of acceptable
embryos for donation is limited, and the chances of a
successful pregnancy may also be limited. Given these
realities, it will be important for the infertility counselor
to help recipient couples deal with these limitations and
responsibilities, and help them cope with another situa-
tion that may potentially lead to disappointment, emo-

tional pain, and the loss of a sense of control in their
lives.

Counseling and Disclosure

In recent years, many mental health professionals have
been helpful to couples that struggle with the disclo-
sure issue. Although they may advocate for openness
and against secrecy, believing that a child has a right to
know his or her genetic and medical heritage, infertility
counselors should only facilitate discussion and consid-
eration of this issue in an unbiased manner. At the same
time, embryo donation patients should understand the
reasons why nondisclosure may not be realistic or med-
ically or psychologically healthy.

Donor embryo recipients need to feel respected,
supported, and allowed to process their fears, fan-
tasies, and concerns about disclosure to their off-
spring. Greenfeld[43] adds that helpful interventions
from clinicians include providing educational materi-
als and resources including what is generally known
and what is not known about disclosure. Ultimately,
embryo donation recipients must determine for them-
selves whether or not disclosure is appropriate to their
family and cultural milieu. They must also be counseled
that they will need to feel comfortable maintaining the
secret and understand the inherent risks involved in
secrecy, especially in light of the lack of any genetic con-
nection to the child (see Chapter 27).

FUTURE IMPLICATIONS

Although forbidden in some countries, the ability to
cryopreserve embryos has given, and will continue to
give infertile couples the opportunity to have additional
children without undergoing the medical and finan-
cial rigors and medications associated with in vitro
fertilization. However, many others will have excess
frozen embryos that they are unable to use, primarily
because they have completed their families. Some of
those embryos, as a result, will ultimately be available
for donation to another individual or couple.

Embryo donation will, therefore, continue to be a
viable family-building option for some people. How-
ever, it is important that recipient couples have a realis-
tic view of the actual availability of suitable screened
embryos as well as an understanding of pregnancy
success rates. Many IVF couples who initially plan to
donate excess embryos to other infertile couples, ulti-
mately do not do so. As a result, it is unlikely that
embryo donation will take precedence over traditional
adoption or other forms of third-party reproduction as
a parenting alternative. Nonetheless, the opportunity
to have children through embryo donation can lead to
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much joy and satisfaction in the same way that any
other couple does who struggles with infertility, and
finally chooses a nongenetic path to parenthood.

The choice to give or receive donor embryos will
continue to involve many complex feelings and issues.
There will continue to be an ongoing debate about
whether and how couples should disclose the use of
embryo donation to their child. Certainly, this task will
probably be easier for those donor and recipient fami-
lies who have pursued the option of maintaining some
contact or relationship with one another. When the
donation is completely anonymous, the waters for all
involved parties are murky, and disclosure issues may
be more difficult.

With the global community becoming smaller, cou-
ples choosing embryo donation may, in fact, be conti-
nents and cultures apart from donating couples. MHPs
may be challenged to counsel couples from a differ-
ent country, reproductive tourists, who approach this
process in a culturally and/or racially divergent way.
Infertility counselors will be called upon to assist in
these complex decisions and relationships.

The need for psychological assessment and counsel-
ing will continue to be an intrinsic component of the
embryo donation process. Men and women, as part-
ners, who choose embryo donation will no doubt grieve
the loss of their fertility and genetic connection to the
child in different ways and at a different pace. They will
also experience different stages of adjustment before,
during, and after the donation. Support and input from
MHPs will hopefully ease this process for recipients,
and, in the long run, enable them to build a healthy and
positive future with their child.

It is hoped that as embryo donation continues to be a
family-building option, more data will be gained about
the impact of this process on donors, recipients, and
offspring. Questions regarding how parents may share
this difficult (and often confusing) story with their chil-
dren need to be addressed. The role of the mental health
professional in assisting these potential new families
cannot be understated. As the science of reproductive
technology moves rapidly into the future, it will be crit-
ical that continued research be done and information
gathered that allows for a greater depth of knowledge
about what it means to be an embryo donor, a recipient
parent, or a child born of this unique technology.

SUMMARY

■ The notion of donating or receiving human
embryos in order to create a child is a complicated
psychosocial issue. As a result, it has been recom-
mended (and often mandated) that both embryo
donors and recipients meet with a mental health pro-

fessional in order to more fully comprehend the many
aspects and implications of the donation.
■ Although cyropreservation has resulted in hun-
dreds of thousands of excess embryos and IVF couples
initially going through treatment may consider dona-
tion a viable option, there are, in reality, very limited
numbers of embryos available to recipients. Embryo
recipients must be counseled about the screening pro-
cess necessary and relative rates of success of the pro-
cess.
■ Although embryo donation is an available parent-
ing alternative in a number of countries around the
world, data currently are sparse regarding outcomes
and the psychosocial consequences of this choice.
■ Theoretical constructs such as altruism and social-
exchange theory, grief and loss theory, and adoption
theory are useful in understanding how to assist recip-
ients in coping with the inherent losses of infertility
and managing alternative forms of parenthood.
■ In general, psychological evaluation and counsel-
ing is a critical component of the embryo donation
process. For donor couples, it is important that the
decision to donate is based on mutual agreement
and a clear understanding of future implications. For
recipients, it is important to mourn the loss of fertility
and to explore thoughts, feelings, fears, and fantasies
about embryo donation.
■ To prepare for this family-building option, it
is critical to consider issues of embryo donor
anonymity/non-anonymity as well as disclosure and
secrecy.
■ It is hoped (and expected) that as embryo donation
continues to be a parenting option, more research will
be obtained about the impact of this alternative on
donors, recipients, and especially on offspring.
■ Mental health professionals working in reproduc-
tive medicine play an important role in the assess-
ment, preparation, and education of embryo donors
and recipients.
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HILARY HANAFIN

The only gift is a portion of thyself.
– Ralph Waldo Emerson

Language and appropriate definitions in the field of
third-party family building have been the source of
debates among mental health professionals, ethicists,
lawyers, and physicians, in a struggle to agree on what
words accurately describe and define the roles of the
various parties involved. The word surrogate was seen
as accurate to some because it reflected the intent of
the woman as well as her self-perception of her role.
To others, surrogate was offensive in that the woman
was indeed the genetic and birthmother. There has
been a tendency by some to eliminate the word mother
in third-party reproduction (as father has been elimi-
nated from donor insemination third-party reproduc-
tion) to reinforce the surrogate’s role as a facilitator
for intended parent(s). However, others contend that
the word mother is important so as not to minimize
the value and integrity of the woman’s role. The choice
of terminology became more confusing with the appli-
cation of in vitro fertilization (IVF), embryo transfer,
and gamete and embryo donation. Professional groups
around the world and governmental agencies have cho-
sen different terms to describe the woman who ges-
tates another couple’s embryo as any of the following:
host surrogate, gestational carrier, and IVF surrogate. In
this chapter, the term gestational carrier (GC) is used to
refer to a woman who carries a pregnancy (embryo)
conceived by IVF for a contracting couple who are
genetically-related as well as the intended parents, or
carries any embryos to which she is not genetically
related and does not plan to parent herself but, instead,
carries the pregnancy for another couple. Infertile cou-
ples using a form of surrogacy are most often referred
to as prospective parents, intended parents, or contract-
ing parents. In this chapter, the term intended parents
is used. The traditional term adoptive parents has not
been widely used in surrogate practices, to differen-
tiate it from traditional adoption of an infant relin-

quished for adoption to an agency or another couple
or family. In this chapter, traditional surrogacy (TS)
refers to a woman who conceives via artificial insem-
ination (AI) using the semen of the husband (male part-
ner) after which the surrogate carries the pregnancy
for the intended couple to whom she relinquishes the
baby after delivery. In such arrangements, the intended
mother may have to proceed with legal adoption of
the infant in order to be identified as the baby’s legit-
imate mother although she may have always been the
intended mother.

This chapter addresses

■ current practices in psychosocial evaluation and
screening of surrogacy participants;
■ the roles of the mental health professional work-
ing with surrogates, gestational carriers, and intended
parents;
■ common psychosocial problems encountered in sur-
rogacy agreements and procedures;
■ legal and contractual considerations for the mental
health professional working in this unique field;
■ the practice of these surrogacy arrangements around
the world and the role of the infertility counselor in care
and preparation of all participants.

HISTORICAL OVERVIEW

Surrogate parenting has taken place informally
throughout time. Although the practice of surrogacy
dates back to the Old Testament, it was not practiced in
contemporary society formally until the 1970s. In 1977,
contractual surrogacy was presented as an option to
infertile couples. Traditionally surrogacy was defined
as an arrangement in which a woman was or is arti-
ficially inseminated with the semen of the husband
in an infertile couple, the intended parents, and the

370
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resulting baby was or is relinquished by the surrogate
(birthmother or genetic mother) to the father and his
infertile wife, who, as the intended mother, must legally
adopt the child. By 1980, at least three private agencies
in the United States were offering services to infertile
couples that included the advertisement for and intro-
duction to women who would conceive a child for a
contracting couple. By 1986, there were at least six
agencies in the United States and one in Europe that
arranged for potential surrogate mothers to meet infer-
tile couples. Approximately 500 children were born in
the United States as a result of these new and controver-
sial arrangements involving artificial insemination of a
surrogate mother. By 2005, the number of agencies in
the United States was approximately twenty-three, with
a total of 6,000 births by surrogate mothers/gestational
carriers occurring in the United States and more than
300 births in Great Britain, according to statistics com-
piled by the Center for Surrogate Parenting.[1] There is
no central reporting of such contractual arrangements,
so the actual number is unknown. The majority of these
births are the result of the more medically complicated
method of conception, IVF gestational carrier surro-
gacy. While most births occurred in the United States,
the medical ability to perform gestational carrier sur-
rogacy is available in first world nations. Gestational
surrogacy has been reported in many nations, namely
Australia, Canada, Israel, Finland, and Brazil.

This new alternative to childlessness continued
despite the public controversy that erupted around
it. Public concern about this new form of third-party
reproductive parenthood, the industry that developed
to facilitate it, and the unique legal and ethical dilem-
mas surrounding it, became the focus of much debate
– and remains so in many parts of the world. The con-
troversies took front page for the public in 1986 when
a legal battle ensued between a traditional surrogate
named Mary Beth Whitehead and the intended par-
ents. Great Britain began their own public debate in
1985 debate when baby Cotton was born as a result of a
traditional surrogate arrangement in which the surro-
gate agreeably relinquished the infant. A primary con-
cern was the psychological repercussions of surrogacy
for the surrogate and for the children involved. Some
argued that intentionally creating children who were
to be separated physically and legally from their birth-
mothers and half-siblings was contrary to public and
social policy and customs. The commercial nature and
fees involved challenged beliefs about maternal attach-
ment and stirred concerns about women’s ability to
make decisions for themselves. Additionally, curiosity
about the enigmatic nature of women who became sur-
rogates was a concern. The media, legal community,

and feminist community took an interest in these early
volunteer traditional surrogates, while in the psycho-
logical community, a small number began to address
the complex issues involved in facilitating these par-
enthood arrangements. To this day, there remains a
paucity of psychological research on surrogate mothers
and gestational carriers, the infertile couples who con-
tract with them, and the children born as a result of this
technology.

As the debates via courtroom and the media contin-
ued, the practice of surrogacy grew and broadened in
definition. With the technical advances of IVF applied
to the practice of surrogacy, in 1987 a gestational surro-
gate in the United States delivered, via embryo transfer,
a baby who was not genetically related to her but was
a genetically shared offspring of the intended parents.
Also known as gestational carriers, women volunteer
to be the host uterus for an infertile couple’s genetic
embryo. Excitement about this new medical success
was accompanied by controversies about the legal and
social definitions of mother and motherhood, and par-
enthood in general. To some, the lack of genetic con-
nection between the baby and carrying mother made
a significant difference in defining the relationship and
roles of the participating parties, while others found
these facts were irrelevant. Another important differ-
ence in the pursuit of gestational surrogacy was that
IVF clinics and physicians could now offer a new med-
ical procedure to their infertility patients.

Physicians and hospital ethics committees began
debating the ethics of participating in the implanta-
tion of patients’ embryos into gestational carriers. While
some IVF centers elected not to provide such a service
to their patients, others did so on a case-by-case basis,
while a few clinics actually offered the service of finding
and matching their patients with carriers or surrogates.
The direction IVF clinics took was determined by sev-
eral factors. There were not laws in most of the United
States and in countries worldwide. In the United States,
the majority of clinics used professional guidelines and
the ethics committees of universities to make decisions.
Issues of family law are routinely decided by individual
states in the United States. There are laws within some
of the states that determine protocols, the enforceabil-
ity of a contract, and require restrictions of payment
to a surrogate. In many countries, national governing
bodies took on the task of deciding the fate of this new
practice. Commissions were set up to study the impact
on public policy, the effect on health services, and the
laws determining parentage. The rules determining ges-
tational surrogacy are still evolving. The complexities
arise around the finalization of birth certificates and
whether the intended mother is ultimately registered
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as the legal mother in her home country. Furthermore,
countries that have strong religious influences in their
governing bodies found surrogacy incongruent with the
tenets of their religion. For example, countries that are
primarily Catholic or Muslim could not support the con-
cept of an outside party involving herself in the cre-
ation of a couple’s child. Although initially countries
struggled with the issues surrounding surrogacy, many
developed countries do allow surrogacy as long as the
surrogate mother is not financially compensated. For
example, surrogacy does occur in Great Britain, South
Africa, Canada, Israel, and parts of Australia. Regula-
tions vary and are evolving but most often they include
the restriction against financial compensation, restric-
tions on who is allowed to contract with a surrogate, and
mandated involvement by professionals and approval
by governing bodies. German governing bodies ruled
against surrogacy. It is interesting to note that it was
in Germany in the 1980s that an American opened a
short-lived commercial surrogacy agency.

REVIEW OF THE LITERATURE

During the 1980s, there was a dramatic increase in the
body of literature on surrogate parenting, most of which
addressed ethical and social policy issues. The literature
and research as they pertain to the dynamics of sur-
rogate mothers, gestational carriers, and the resulting
new families were limited. To date, most research has
focused on the psychological dynamics and motivations
of surrogate mothers and gestational carriers. Franks[2]
and Parker,[3] in the first published research in the
early 1980s, presented brief articles that explained and
described the enigmatic population of surrogate moth-
ers. Parker expanded his work with Reame in 1992,
writing a description of forty-four surrogacy pregnan-
cies.[4] In addition, in 1992, the first descriptive study
about the new IVF gestational-carrier surrogates was
published by Mechanick-Braverman and Corson,[5]
while Hanafin[6] and Resnick[7] conducted doctoral
dissertations in the 1980s that attempted a broader
explanation of the psychological dynamics in third-
party reproduction. All researchers were strikingly sim-
ilar in their conclusions about the motivations and
the demographics of surrogate mothers. These studies
revealed that surrogate mothers in the United States
were motivated by the desire to do something impor-
tant in their lives, empathy for the childless couple,
desire to experience pregnancy again, financial gain,
and less often, an opportunity to undo or fix something
in their past. Typically the participants were in their late
twenties, most often married, and having an average of
two children, raised in the Christian/Protestant faith,

and having two years of postsecondary education. Most
importantly, none of the research found psychopathol-
ogy in the participants. Research on surrogate moth-
ers in Great Britain had similar findings. In 1994,
Blyth reported on nineteen women serving as surro-
gates whose motivations and demographics were strik-
ingly similar.[8] In a more interesting study, Resnick[7]
compared the psychosocial histories of surrogate moth-
ers and women who were demographic matches. There
was no difference between the two groups’ childhood
histories of attachment and abandonment.

Long-term follow-up studies emerged revealing that
over time surrogates/gestational carriers reported min-
imal remorse about their participation. In 1987,
Hanafin[9] reported on thirty-seven surrogates and six-
teen new families that had completed a surrogacy pro-
gram. Ciccarelli[10] conducted a long-term follow-up
study of fourteen surrogate mothers. Findings in both
studies are similar. In summary, surrogate mothers
overall do not regret their involvement, and their sat-
isfaction is positively correlated with a respectful and
comfortable relationship with the parents. The respect
shown by the parents and the contact with them appears
to have significant consequences for the surrogates’
long-term comfort and satisfaction with having par-
ticipated. Recent research published in 2003 in Great
Britain by Jadva and colleagues [11] studied thirty-
four surrogate mothers who had given birth as a sur-
rogate mother approximately one year earlier. Trained
researchers interviewed the women and the data were
rated using standardized coding criteria. They found
similar results to the earlier research. The surrogate
mothers did not appear to experience psychological
problems in their relationship with the parents, relin-
quishing the baby, or in reactions from others. However,
two postpartum studies did reveal regrets and struggles
for some of the surrogates. Reame and colleagues col-
lected data via interview with ten traditional surrogates
in the United States who had given birth between ten
and fifteen years earlier.[12] Reame reported that six
of the ten felt some degree of remorse, if the parents
did not keep their promise to stay in contact. Reame,
like Hanafin and Ciccarelli, concluded that the degree of
satisfaction with their surrogacy experience correlated
with the degree of satisfaction with their relationship
with the parents. Blyth’s 1994 study of nineteen women
in England included nine women who had given birth.
Of the nine, one had not relinquished the child and
another clearly regretted having become a surrogate.
Six of the women were participating for a second time
and one for a third time.

Additional research done at the City University in
London has provided some insight about the postbirth
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responses of the intended parents who have become
parents via some form of surrogacy. MacCallum and
associates in 2003 surveyed, tested, and observed forty-
two families with one-year-olds born through surro-
gacy.[13] They concluded that at this mark, the intended
parents generally perceived the surrogacy experience
as positive. The relationships with the surrogate had
been generally positive with some level of contact main-
tained after the birth. The parents had told members
of their families and friends, and were planning on
telling the child. In 2004, the same research team com-
pared these forty-two families created through tradi-
tional surrogacy and gestational carrier with fifty-one
oocyte donation families and eighty natural conception
families.[14] Golombok and colleagues concluded that
the parents of children born through surrogacy arrange-
ments indicated greater psychological well-being and
adaptation to parenthood than those born by natural-
conception parents.

THEORETICAL FRAMEWORK

Women relinquishing children certainly stirs much
thought about sociological and psychological issues.
Much of the traditional training of mental health pro-
fessionals would suggest that women who voluntarily
relinquish children are flawed people in need of therapy.
Furthermore, those who assist women in doing so are
colluding with behavior that is unhealthy and against
public policy. It is helpful to be aware of theoretical ori-
entations that allow us to look at human behavior in a
broader historical and cultural context. Several theoret-
ical frameworks can be used to greater an understand-
ing of surrogacy.

Given the debate of ‘altruistic surrogacy’ and ‘com-
mercial surrogacy,’ theories of altruism itself are
intriguing. The term altruistic surrogacy is used when
the surrogate is receiving no financial compensation
beyond reimbursement for expenses. One of the most
studied theories about altruism is that of Anna Freud.
In her 1936 psychoanalytical writing, The Ego and the
Mechanisms of Defense, Freud describes some altru-
istic behaviors as a defense mechanism using projec-
tion, identification, or machismo.[15] A person grat-
ifies her own impulses in favor of other people and
consequently presents as altruistic. Analyzing altruistic
behavior revealed several defense mechanisms against
instincts by displacing needs onto others. Anna Freud
left unanswered the question as to whether there is
genuine altruism, where the gratification of one’s own
instinct plays no past at all. As mental health profes-
sionals, it is worthwhile to look for history and behav-
ior that suggest a surrogate may be sublimating her own

needs and projecting them onto the intended parents in
a way that may leave her depleted and ungratified. Peo-
ple, especially mothers and pregnant women, need to
sublimate and postpone gratification in a healthy way.
However, if a surrogate reveals herself to be historically
depleted, unsatisfied, and is unaware of her own needs,
the concern that surrogacy can be exploitive may be
founded.

A more recent discussion of altruism is aptly
addressed by Simmons and colleagues. They assessed
the impact and the consequences of organ donation in
the 1970s.[16] Their conclusions have striking similar-
ity to the conclusions of the small number of studies on
surrogates and to the assumptions made by many coun-
selors in the field. For example, Simmons et al. found
that donors felt deeply rewarded if they were able to
have information about the success and happiness they
were able to create by donating. Donors who had more
negative responses did not experience gratitude from
the recipient. Furthermore, donors who felt coercion,
had low self-esteem, ambivalence, or who had less con-
nection to the recipients had more negative reactions.
These findings have direct correlation to the evaluation
of surrogates/carriers. Surrogates/carriers consistently
report that seeing the resulting happiness of their labor
and feeling gratitude had a direct correlation on their
long-term satisfaction with surrogacy. It is interesting to
note that the two early surrogacy programs that began
as anonymous programs were short-lived. Even when
an act is altruistic, such as a kidney to a relative, there
are important clinical issues that mental health profes-
sionals can address in hopes of achieving an ethical,
satisfactory experience for all participants, minimizing
the collusion with pathology and the exploitation.

Beyond the issues of the individual motivation, the-
oretical frameworks can also be used to understand
the context of the individuals. Surrogacy challenges our
perceptions of women, maternal attachment, altruism,
exploitation, and cultural norms. The practice and the
patients need to be viewed in their own historical and
cultural context. A sociocultural orientation is helpful
when assessing participants and when struggling with
clinical issues. Psychologist Jefferson Fish wrote about
the importance of relating therapy and assessment to
cultural context.[17] Cultural differences exist in infer-
tility, ways of grieving, family relationships, marriage,
and the purpose of parenting. Our own assumptions
about how women bond to each pregnancy and child
are based in culture and history. Beliefs about privacy
and the expectations about the duty of extended fam-
ily are affected by culture. The cultural and social pat-
terns are intrinsic to the understanding of behavior.
Fish encourages the vast fields of anthropology and
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sociology to be included in our understanding of the
individual. It is always important for mental health pro-
fessionals to see participants in these new and evolv-
ing practices in a broader cultural context. Other chap-
ters in this book address religious and cultural issues in
detail (see Chapter 4).

CLINICAL ISSUES

Legal and Contractual Considerations

Mental health professionals involved in surrogacy/
gestational carrier arrangements have several sets of
legal paperwork with which they need to be concerned.
One is the contract between the couples and the other
is the legal documents between the professional and all
of the clients.

Mental health professionals (and medical profes-
sionals) should refer clients to legal counsel prior to
beginning attempts at conception. Being involved in
third-party reproduction carries the responsibility of
referring clients to other professionals so that they can
better protect themselves. With the increase of intended
parents and gestational carriers finding each other on
the Internet, it is increasingly important that clients
be provided with accurate professional guidance. Legal
consultation will protect clients from making poorly
informed decisions, provide accurate information, and
assist in creating a basis for an informed consent argu-
ment, if necessary. It is important for clients to know the
laws in the place of the birth and in the parents’ home.
Most surrogate/carrier arrangements involve a contract
that outlines the responsibilities and intent of all par-
ties. It also addresses issues of confidentiality, insur-
ance, financial reimbursements (including lack of), ter-
mination, misrepresentation, contact, and so on. In
addition to being legally significant, the task of review-
ing important issues on paper is revealing and can clar-
ify psychological issues.

Like clients, mental health professionals should
seek legal counsel and be aware of the standards of
care in their country, their mental health profession,
and the field of infertility counseling or reproduc-
tive health counseling. Japan, Australia, New Zealand,
Great Britain, Germany, Canada, and the United States
all have professional associations for infertility coun-
selors as do Europe, the Middle East, and South Amer-
ica. In fact, there is now an International Infertility
Counseling Organization (see Resource listing). The
field of psychological assessment and third-party repro-
duction is legally complex. Professionals in this field
are usually presented with two sets of clients, each with
their own agendas, concerns, perspectives, and need for

confidentiality. The control of information – who is enti-
tled to know what – can be tenuous and difficult when
such evaluations are provided. It is recommended that
professionals address these issues early in the consulta-
tions so that they are acting ethically and legally. Their
role and purpose need to be explained early on to all
participants.

Four documents that mental health professionals
may use are a retainer, a psychological informed con-
sent, confidentiality form, and a conflict-of-interest
waiver. A retainer may include such points as the pro-
fessional’s role, its limitations, the financial remunera-
tion to be paid, and the nature of services to be pro-
vided, as well as the manner of action to be taken, if
there is a dispute. The informed consent outlines the
understanding of the clients’ roles and the guidelines of
the professional’s relationship with them. A confiden-
tiality form also needs to be considered so that it is clear
that the professional does, or does not, have permis-
sion to speak to other professionals and to the other
client in the arrangement. The other document that
is recommended is a conflict-of-interest waiver. Third-
party reproduction and surrogacy/gestational carrier
arrangements, in particular, typically involve the con-
troversial dilemma of one counselor serving two par-
ties. The waiver outlines this very dilemma. It informs
the clients that there can be conflicts surrounding what
will be withheld and what will be shared with the
other party. Additionally, the waiver outlines the pos-
sibility that a counselor could give advice that is con-
trary to the other party’s wishes. It is important to
define who the client is. These documents do not waive
professional liability, which cannot be waived. Finally,
before using these documents they should be exam-
ined by a legal professional (see Appendixes 8–10 for
examples).

Common Problems

Surrogate/carrier arrangements are fraught with the
possibility of countless problems, so an important step
in minimizing them is taking a proactive approach.
The planning stage begins after the initial assessment
and should address many of the issues already men-
tioned. However, the most common problems usually
fall within three categories: (1) struggles with medical
issues, (2) struggles with the relationship, and (3) strug-
gles with logistical surprises.

One of the most trying and disappointing problems
for all families is the continual failure of Mother Nature
to successfully and safely bring the child into the world,
despite everyone’s best efforts. Miscarriages, high-risk
complicated pregnancies, birth defects, and illness all
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intrude, despite the best laid plans. A significant psy-
chological issue with this stems from the disparate
life experiences that the two couples have had with
reproduction. The intended parents and the gestational
carrier/surrogate not only have different views of suc-
cess with fertility and what is ‘normal,’ but they may
also have cultural or religious differences that have
an impact on their worldview regarding reproduction.
Speaking to these issues directly increases empathy
and minimizes painful misunderstandings. The pains of
infertility do not end with conception. Where surrogate/
carriers tend to feel positive and invincible, the prospec-
tive parents may feel anxious, worried, cautious, and
hypervigilant. Without understanding the other’s per-
spective, there can be additional strain in the discussion
of medical care, prenatal care, and the enthusiasm for
exciting but tenuous news.

Beyond these disparate views of Mother Nature, there
is the dynamic of ‘my body, your baby’ or ‘my baby, your
body.’ The prospective parents come to surrogacy hav-
ing surrendered a great deal already – psychological,
socially, even financially. Given that the issues of trust
and control are central struggles in surrogacy (as well
as infertility), it is inevitable that there will be conflict
surrounding prenatal and medical care. The intended
parents must decide both when to let a concern go
and when to raise it. This discussion sounds simple at
first, but can be very taxing to everyone involved. The
prospective parents are best served first by having accu-
rate medical information and then choosing their con-
frontations carefully. As in any relationship, especially
one in which trust is a primary component, one needs
to make confrontations wisely. A surrogate/carrier and
a couple may cause each other significant distress if
they are not clear about the other party’s limitations
and what really matters to them. A mental health pro-
fessional can be instrumental in deciphering when to
let it go and when to make an issue of something. Con-
troversies usually evolve around travel, diet, money, ill-
ness, choice of doctor, medication, bed rest, and labor
and delivery options.

Assumptions about what type of contact and relation-
ship they will have can be a common source of prob-
lems. It is exhausting and hurtful when the two par-
ties have different agendas. Again, providing accurate
information and increasing empathy for the other’s per-
spective is usually constructive. It is important that the
parties remain on the same team and adversarial posi-
tions be avoided. They need each other to make this
work, and they need to create a positive legacy for the
children. It is a common mistake for couples to mis-
trust the surrogate/carrier’s integrity and consequently
offend her. Another common error occurs when a

surrogate/carrier misreads a couple’s genuine enthusi-
asm, seeing instead anxiety or aloofness.

Perhaps one of the clearest roles mental health pro-
fessionals can take is helping these families address
issues of closure. Mental health professionals under-
stand the importance of good goodbyes and good end-
ings. Given the understandable awkwardness, exhaus-
tion, and anxieties inherent in surrogacy, it is helpful
to clearly plan the birth, hospital stay, and postpartum
contact. Giving attention to each family’s needs and to
simple rituals can be critical in assisting the families
leaving whole and happy. Surrogates/carriers, as we all
do, need to feel validated, valuable, and trusted. A sur-
rogate/carrier and her family should not feel rushed
and pushed aside – dispensable or disposable. Intended
parents need to have closure so they feel safe and
clear about the psychological dynamics of their child’s
birthing mother. The postbirth exchange of keepsake
or symbolic gifts and thank you letters is helpful. Set-
ting aside time prior to the parent’s departure when the
carrier/surrogate and her family can visit with the new
parents and baby, enjoy the ending, take photographs,
and exchange gifts, is recommended. A respectful,
warm, and appreciative closure minimizes feelings
of exploitation and emptiness for a surrogate/carrier.
Attention to closure helps a couple feel secure in
the relinquishment and provides a positive story to
tell their child. Positive closure is in everyone’s best
interest.

Surrogacy and the Gay Population

By the late 1980s, gay male couples were contacting
commercial surrogate agencies. Initially these cases
were rare and were all traditional artificial insemination
surrogacy. There is no central reporting of the num-
ber of families created for gay couples with the help
of a surrogate, but estimations suggest that by 2005
there were several hundred gay men who had become
fathers via surrogacy. Some agencies and many coun-
tries do not support gay men in this pursuit. How-
ever, gay men have become reproductive tourists as
well, coming to the United States primarily. The means
of conception are both traditional artificial insemina-
tion and gestational carrier, with the addition of a
donated oocyte. Fertilization of the donated embryos
is either by one father or the embryos are divided and
half are fertilized by one intended father and the other
half fertilized by the other intended father, thus giv-
ing both partners the opportunity to potentially parent
their own offspring. In some cases, only one partner’s
embryos are transferred and the remaining embryos
are frozen for future children. In other cases, the
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partners decide to transfer one embryo from each of
them into the gestational carrier, potentially resulting
in twins who have the same maternal genetics and dif-
ferent paternal genetics.

The mental health professional can be crucial in
helping gay couples decide the pros and cons of the
various options open to them, while discussing the
psychological issues of surrogacy and long-term impli-
cations for the children. There are several additional
clinical issues involved in surrogacy. The gay male cou-
ple is often less versed than their infertile heterosexual
counterparts in infertility and pregnancy. They have not
been patients and consumers. Consequently, sometimes
mental health professionals need to provide more edu-
cation and support. In this relationship, it is the ges-
tational carrier/surrogate who often knows the most
about reproductive technology and therefore needs to
be her own advocate. Naivete for any intended parents
can cause stress and misunderstandings in the relation-
ship with the surrogate/carrier.

The experience for the surrogate/gestational carrier
can be also be different in that there is no woman
with whom to share the information and the attention.
Some surrogate applicants admittedly prefer helping a
gay couple because they do not have to be concerned
about the possible control, grief, and loss issues that
come with an infertile woman. The surrogate/carriers
perceives herself as being free of her fear of impinging
on the intended mother. Furthermore, it is important
for all to consider that the gestational carrier will not
be replaced by a new mother after the birth. The role
of the birthing mother may be of more interest to the
child in the years to come in that another woman has
not replaced her. This dynamic is particularly potent
if the surrogate is indeed the genetic birthmother. The
matching of surrogates with intended parents is a cru-
cial part to the success of surrogacy. With gay couples
creating children via traditional surrogacy, one may give
the issues around the long-term relationship special
importance.

The culture and beliefs about the gay population cer-
tainly play a role in surrogacy. The surrogate/carrier
and her family need to be comfortable in helping a gay
couple. Furthermore, how she explains the couple to
her extended family and community can be a source of
stress in that she may be judged more harshly by oth-
ers. Others’ discomfort with gay men becoming parents
is an additional issue with which the carrier and her
family will contend. However, it is sometimes this very
issue that attracts women to helping gay couples. Help-
ing the ones who are least likely to get chosen or about
whom society still struggles can, in and of itself, be
appealing.

THERAPEUTIC INTERVENTIONS

Historically, psychological screening of surrogates or
gestational carrier candidates was considered optional.
However, all parties including patients, physicians, and
mental health professionals have more legal protection
if an evaluation is done. Currently, it is the standard
practice of care to provide psychological evaluations
of participants in third-party reproduction whether
recommended by governmental agencies (e.g., Aus-
tralia and the United Kingdom), professional soci-
eties (e.g., ASRM, ESHRE), or mandated by law (e.g.,
Canada).[18–20]) The role of the mental health profes-
sional in third-party reproduction (as in other areas
of infertility treatment) involves assessment and eval-
uation, patient preparation and education, and occa-
sionally, psychotherapeutic intervention. As such, the
clinician observes, assesses, and evaluates participants’
behavior and beliefs via a clinical interview that may
(and typically does) include psychological testing. Men-
tal health professionals providing evaluations and coun-
seling services for surrogacy and gestational carrier
arrangements face a variety of clinical and professional
challenges and goals:

■ Determine what is best for all of the parties involved,
with particular attention to what is in the best inter-
est of the child (created) as well as any existing
children.[21]
■ Apply professional skills according to the profes-
sional skills and ethical standards of his or her mental
health profession as well as the standards of care in the
field of third-party reproduction.
■ Foresee the range of problems that can potentially
occur in third-party reproduction and pregnancy and
intervene appropriately.

Typically, the mental health professional evaluates
potential surrogates or gestational carriers prior to for-
mally contracting with an infertile couple. In these sit-
uations, the role of the mental health professional is
one of primarily evaluating and preparing the parties
and, although ongoing support and assistance may be
offered, it is not typically mandatory clinic, agency,
professional society, or governmental agency policy. In
contrast, in some programs the infertility counselor
not only evaluates a potential surrogate/carrier and
intended parents, but also provides ongoing individual
and group counseling with all parties throughout the
process. Whether the role of the mental health profes-
sional is ongoing or limited to ‘start-up,’ mandated by
law as in Canada or highly suggested by attorneys, pre-
conception counseling is now considered the standard
of care worldwide. As such, infertility counselors must
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TABLE 21.1. Contraindications of potential gestational carriers

1. Cognitive or emotional inability to comply or to understand
2. Evidence of financial or emotional coercion
3. Failure to evidence altruistic commitment to become a carrier
4. Psychological testing not within normal limits
5. Unresolved or untreated addiction, child abuse, sexual abuse, physical

abuse, depression, eating disorders, or traumatic pregnancy, labor
and/or delivery

6. History of major depression, bipolar disorder, psychosis, or diagnosis of
a personality disorder

7. Insufficient emotional support from partner/spouse or support system
8. Current marital or relationship instability
9. Excessively stressful family demands, without sufficient support

10. Chaotic lifestyle
11. Inability to maintain respectful and caring relationship with intended

parents
12. Evidence of emotional inability to separate from/surrender the baby at

birth
13. History of conflict with authority
14. Inability to perceive and understand the perspective of others
15. Motivation to use compensation to solve own infertility
16. Unresolved issues with a previous abortion

American Society for Reproductive Medicine. (2009 pending). Guidelines for Gestational
Carriers (see Appendix 7).

have professional knowledge of the field and be pre-
pared to educate consumers (intended parents or ges-
tational carriers/surrogates) about the role, importance,
and necessity of preconception counseling.

There has been a significant increase in the num-
ber of professional organizations providing outlines for
the psychological work involved in third-party fam-
ily building. Mental health professionals working as
infertility counselors should be well-informed about the
standards of their own professional practice as well
as relevant professional societies, medical associations,
and licensing and/or credentialing processes/criteria
(see Chapter 31). The European Society of Human
Reproduction and Embryology has published Task
Force reports on the ethical and the psychological
issues involved in surrogacy, including evaluation and
assessment of participants in third-party reproduc-
tion.[19] Similarly, the American Society for Repro-
ductive Medicine has published guidelines for third-
party reproduction. Recommendations and guidelines
for working with gestational carriers and surrogates
from the Mental Health Professional Group of ASRM
are included in Appendix 7.

Assessing Surrogates and Gestational Carriers

The most significant goal of preconception counsel-
ing with a potential surrogate or gestational carrier is

helping her (and her partner or sup-
port system) decide if being a surrogate
or gestational carrier will serve a posi-
tive, satisfying purpose or a negative,
dysfunctional purpose in her life. She
needs to be able to provide informed
consent, be at peace with the relin-
quishment of the child, and leave the
program whole and unharmed. In an
effort to serve both parties, the men-
tal health professional assesses the sur-
rogate/carrier candidate’s motivations,
her ability to accurately perceive situ-
ations, her personality, and her intel-
lectual competency. Table 21.1 provides
contraindications for participation as a
surrogate or gestational carrier.

For example, it is recommended that
a surrogate/gestational carrier have
previously given birth, in large part so
that she can provide informed consent.
If a woman has not given birth and/or
has not parented, she is less likely to
be able to give informed consent. A
woman with no childbirth experience

may encounter unknown medical risks and will not be
able to fully understand the physical demands that she
is undertaking. A woman with no parenting experience
may not be as able to predict her own behavior and emo-
tions as they relate to the intended child. Another impor-
tant criterion is that of financial stability. If a candi-
date is participating strictly out of acute financial need
or pressure, coercion and confounded decision making
may be present. Excluding women with risky medical
conditions and who have substance abuse histories is
also recommended.

Being a surrogate or gestational carrier involves a
wide array of ambiguity and potentially emotionally
stressful situations. Predicting how a surrogate/carrier
will respond to and resolve such issues is key to protect-
ing her and all parties involved. A nonpathological per-
sonality that is resilient, adaptable, empathic, and intel-
lectually competent with good ego-strength is ideal. A
psychosocial interview is fundamental to assessing her
decision-making processes, her social and family rela-
tionships, her manner in resolving problems, and her
ability to take care of herself and others (e.g., her own
children). Special consideration needs to be given to
issues of loss and trauma in her history. Table 21.2 lists
issues to include in the structured clinical interview.

It is important to use some objective measure to facil-
itate understanding the potential surrogate/gestational
carrier’s way of relating to others and responding to
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TABLE 21.2. Issues to include in a thorough clinical interview with
surrogate/gestational carrier

Discussion of motivations and her journey to the decision to pursue surrogacy

Expectations about the benefits of serving as a surrogate/gestational carrier

Description of marriage, family life, and support system

Review of current and pending potential stressor or changes

History of pregnancy and postpartum recovery

Reproductive history, including abortions

Childhood family events and traumas

Resolution status of any trauma and loss in adulthood

History of drug/alcohol abuse

History of depression and psychiatric history

Discussion of coping skills when life is difficult

History of lawsuits and difficulty with the law

Discussion of her children and assessment of how she will tell them

History of her own children’s lives as it pertains to chaotic life and loss

Expectations about relationship with the intended parents

Expectations about relationship with the potential child

Beliefs about abortion due to birth anomaly

Beliefs about multipregnancy reduction and risk of multiple birth

Fantasies and predictions of her behavior and her needs at time of birth

stressful situations. Psychological testing is standardly
used to assess potential candidates, both as a means of
corroborating the clinical interview and as a method of
identifying personality characteristics or lifestyle prob-
lems that may impact the candidate’s participation. Psy-
chological testing is useful in identifying any number of
factors including personality style (e.g., extroversion vs.
introversion); psychopathology; and/or potential behav-
ioral problems (e.g., chemical abuse/addiction, hostility
toward authority figures, or stress at work). It can also
be helpful in identifying the potential candidate’s abil-
ity to be truthful and forthcoming not only during the
clinical interview but also in future dealings with the
intended parents and medical caregivers.

Although there is no standard test that is used by
every program or one that is universally recommended,
the most popular measures are the Minnesota Multi-
phasic Personality Inventory-2 (MMPI-2) and the Per-
sonality Assessment Inventory (PAI). The MMPI-2 is
the most universally used psychometric test world-
wide because it has been translated into fourteen lan-
guages, has been used as a clinical instrument since
1939, and has been researched extensively worldwide.
The PAI is also a self-administered test that assess per-
sonality and psychopathology. Developed in 1991, it
measures twenty-two nonoverlapping scales based on
constructs that correlate with the DSM. Research previ-
ously sited[3,6] indicates that the surrogate/carrier pop-
ulation typically tries to ‘fake good’ or look their best on

psychological testing resulting in a
repression or outright deception. Sur-
rogate/carriers are often in an applica-
tion process and are trying to present
themselves well. Potential candidates
who consistently produce invalid pro-
files are being deceptive – and although
the mental health professional may not
be able to determine why or about what
they are being deceptive, this fact, in
and of itself, is/should be an exclusion-
ary criterion.

Additionally helpful in the evalua-
tion of the assessment is consideration
of a candidate’s social support system,
daily living, resources such as trans-
portation and finances, and immedi-
ate family. It is standard to interview
a candidate’s partner, if she has one.
It is anticipated that the partner will
make many sacrifices during the pro-
cess and will be thrust into vague and
tenuous circumstances. The strength
of the marriage/relationship and his or
her motivation for supporting the car-

rier/surrogate should be assessed. Furthermore, her
children are of utmost concern. Discovering how a can-
didate plans to explain the situation can reveal her
own understanding of and empathy for her children’s
perspective and needs. The mental health professional
should consider her participation more carefully if her
children have endured considerable loss and/or trauma
as the surrogacy/carrier experience may rekindle these
issues or the children may not be able to handle an
additional stressor. Mental health professionals have a
responsibility to protect children psychologically, and
proceed more cautiously, with additional counseling or
testing, if the interview reveals painful histories for the
candidate and/or her children. It is important to weight
the ethical and psychosocial complications of reproduc-
tive technologies on the children who already exist.[22]

Additionally, the potential candidate’s cultural and
religious circumstances should be factored into the
evaluation and addressed with his or her partner. Cul-
tural and religious beliefs are particularly relevant if
the arrangement is intrafamilial. In such cases, the car-
rier/surrogate may have little social support within her
usual community and network and it may be the respon-
sibility of the mental health professional to provide
support or connect her with some form of social sup-
port that will work for her. The role of the intended
parents can be of additional importance if the gesta-
tional carrier experiences little support and negativity
from her family. Religious and cultural beliefs need
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to be explored fully around the issues of pregnancy
termination and pregnancy reduction. Beyond explain-
ing the medical issues, mental health professional need
to understand the candidate’s way of thinking as it is tied
to her religious and moral decision-making process.

Related to culture is the need to understand how com-
fortable a carrier is with helping a couple from a differ-
ent culture, race, or religion. Some carriers are attracted
to and comfortable with the differences and can man-
age the potential miscommunications or ambiguities
that occur. Their empathy or their ability to be adap-
tive is high. Other carriers are best served to work with
intended parents from their same sociocultural back-
ground. Clarity, communication, and predictability
are important for overall satisfaction and minimizing
anxiety.

A new form of reproductive tourist is the
surrogate/carrier who travels to a different country to
conceive and/or deliver a child for intended parents.
The logistical variables are important to know and con-
sider prior to contracting. The costs of displacing the
surrogate/carrier, restrictions of visas, and potential
discomfort for the carrier living and being treated in a
foreign land are daunting factors. It is important that
the carrier have a support system wherever she is. It is
also necessary to have be medical professionals avail-
able who speak the same language as the carrier. The
intended parents or their associates should not be the
interpreters and sole managers of the carrier’s medical
care. Another consideration is the length of time the
carrier must commit to remain in the agreed upon
country/state/provence. The surrogate/carrier may be
asked to be away from her family or be unable to travel
to her family for urgent matters while she is pregnant.
Given the rate of high-risk pregnancies, travel can be
restricted earlier than expected. Intended parents and
surrogate/carriers should proceed with caution and
be comfortable with backup plans. If there are plans
to relocate the carrier or have her travel in the last
month of pregnancy to a new locale, all parties should
proceed with caution and have a backup plan in case
she cannot be relocated or needs to travel on behalf of
her own family.

Mental health professionals might consider doing ref-
erence checks and/or criminal background investiga-
tions of potential candidates. This may be as simple
as an Internet Google search or more formal police
background check. If there is a history of prior psy-
chological care, it is advisable to obtain a release of
information from the candidate and request a copy
of counseling/psychiatric records. It may be helpful to
have a conversation with the therapist, particularly if
the candidate has currently or recently been in treat-
ment. In addition, history of tobacco usage, chemi-

cal dependency/addiction, eating disorders, depression,
anxiety, and/or obsessive-compulsive disorder espe-
cially related to pregnancy or postpartum should be
carefully assessed. It is imperative that a candidate be
educated about the protocols and problems that she
may encounter. The rate of twins and triplets is well
known in the IVF population but gestational carriers
need to understand that they may be at increased risk of
multiples. As such, they should be encouraged to assess
their support system, their own health and well-being,
and the impact of confinement on their family.

Providing potential gestational carriers with the
opportunity to talk with another carrier can be help-
ful in two ways. The response to that contact can pro-
vide additional assessment information for the mental
health professional. Also, speaking with another car-
rier provides a carrier with additional opportunities for
education about the complexities of the process. Pro-
viding reading material or websites that describe the
IVF process further enhances educational and informed
consent. Some of the larger programs in the United
States provide gestational carrier support group meet-
ings, usually led by a mental health professional. The
carriers attend these meetings from the application pro-
cess through postpartum recovery.

The focus of the assessment interview may differ
depending on which program the woman is consider-
ing. Women who are IVF gestational carriers may need
to be able to manage a burdensome amount of medi-
cal information and logistical inconveniences, as well
as give themselves injections for months. Furthermore,
beliefs about fetal reduction and perspectives on mul-
tiple gestation are very germane. On the other hand,
interviews with traditional surrogates typically focus
on the feelings and fantasies about the genetic birth
child. Many surrogates tend to minimize the genetic
link she will have to the infant. However, it is important
to explore their feelings and expectations, especially
as they relate to their own children, the half-siblings
of the child whom the intended parents will raise.
Additionally, traditional surrogates typically endure
more negative feedback and criticism than gestational
carriers, who are genetically unrelated to the baby they
carry.

Based on research findings and clinical practice,
it appears important that a surrogate/carrier achieve
something for herself beyond financial remuneration
from the experience. It is appropriate to ask about the
amount of financial compensation the carrier is receiv-
ing and what role that plays in her motivation. Even if
altruistic reasons are cited, it is important to explore
what she hopes to obtain for herself and whether it is
reasonably obtainable. Pregnancy itself is often cited as
a motivation: Many women report an attraction to the
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pregnancy experience. The opportunity to do something
important, unique, and life-affirming is often stated.
Most candidates express empathy for childless couples
and speak about the joy given to them by their own
children. When questioned further, these women typi-
cally provide a wide range of examples of their volun-
teerism or giving (e.g., long-term blood donors) because
of the sense of pleasure it gives them and/or a feel-
ing of responsibility to ‘make the world a better place.’
For some women, empathy for the childless couple/
intended parents is increased by having had contact
with infertile couples and having witnessed the pain and
struggle firsthand. A relatively small percentage of can-
didates are motivated to be a surrogate/carrier because
they view it as an act of healing or redoing some trau-
matic event or issue in their past. Such attempts to
‘undo’ or ‘redo’ a piece of their history is typically related
to reproductive losses such as abortion, miscarriage,
or relinquishment of a child for adoption. It is impor-
tant to help the candidate with this motivation realisti-
cally assess whether her goals are attainable via being
a surrogate or gestational carrier. In fact, the experi-
ence of being a GC/TS may create further trigger PTSD
and/or actually re-create the same experience of loss
and trauma albeit through a different avenue, leaving
the woman even more confused and distressed as it was
not what she expected from the experience.

Related to motivations and goals are a woman’s
expectations and concerns about her relationship with
the intended parents. It is crucial to explore the
surrogate/carrier’s hopes for contact and need for open-
ness with the couple. A discussion of her wishes sur-
rounding the relationship with the couple and with the
future child will reveal many psychodynamics, as well
as ensure that she work with a couple with similar
wishes and expectations of the relationship. Unrealis-
tic expectations or even fantasies such as using surro-
gacy to fill an emotional or social void, issues of mis-
trust, and a lack of clarity about boundaries in general
should be carefully assessed. What the potential sur-
rogate/gestational carrier is looking for in the intended
parents and how she sees herself in their lives are impor-
tant issues to address early on in the process. Her fan-
tasies about her role and attachment to the new family
are important to explore. Surrogates/gestational carri-
ers and professionals can mistake the intended parents’
physical proximity to the carrier as correlating with the
parents’ willingness to be involved and generous.

Lastly, questions may vary depending as to whether
the gestational carrier is already known to the recipi-
ents and as to whether the contract is altruistic surro-
gacy or fee-based surrogacy. A growing number of coun-
tries only permit altruistic surrogacy, resulting in more

known gestational carriers arrangements in which the
participants have a preexisting relationship, whether
family, friends, or acquaintances. The history of the
relationship and the anticipated impact on the rela-
tionship should be included in the assessment. Further-
more, exploring the various ways the intended parents
can assist the surrogate/carrier and her family despite
the prohibition on payment is important. Whether or
not financial remuneration is part of the equation, it is
recommended that the participants agree upon some
form of ‘gift’ or ‘ritual’ to formally close the chapter
on the event and allow all parties to move on with-
out feelings of obligation and/or ingratitude. Additional
questioning of the carrier’s husband or partner can be
helpful in that there may be less incentive for him to
be patient with the demanding process, if he feels that
his family is not adequately being compensated for the
stress, inconvenience, and potential risk. Even in altru-
istic surrogacy, when there is a prohibition on fee, the
issue of money needs to be addressed. Misunderstand-
ings about lost wages, out-of-pocket expenses such as
childcare, travel, clothes, and medical bills need to
be clarified prior to conception. Table 21.3 lists psycho-
logical indications for acceptance or rejection of gesta-
tional carriers.

In intrafamily arrangements the counselor should
examine not only the stability of family system but
the cultural context in which the reproduction arrange-
ment is taking place. The history of this relationship
within the family, and the feelings and beliefs about
the arrangements with the extended family. The fam-
ily system’s boundaries (particularly boundary viola-
tions such as incest), healthy functioning (e.g., family
secrets), communication style, and any signs of coer-
cion should be carefully assessed. Additionally, differ-
ences in their power relationship are important to dis-
cover. Is the surrogate an employee and having a dual
relationship with the parents? Is there family history
where one member feels pressured to rescue the infer-
tile couple? Does their culture accept and support a
greater degree of secrecy than other cultures? Is there
a collusion to keep the genetics of the child or even the
pregnancy a secret? Is secrecy normative in their cul-
ture or does it reflect unresolved issues? A final issue
in intrafamilial and known surrogacy is the control of
information. Who tells who, what, and when can be a
sensitive topic when the lives of intended parents and
surrogates/carriers overlap.

Screening the Intended Parents

Psychological screening of prospective parents
attempts to assess their general mental health and



P1: FHK
052185363Xc21 CUFX030/Covington 0 521 85363 X September 4, 2006 12:7

SURROGACY AND GESTATIONAL CARRIER PARTICIPANTS 381

TABLE 21.3. Psychological indications for acceptance or rejection of
surrogate/gestational carrier

Positive indicators
History of healthy full-term pregnancy

Experience and competence with motherhood

Motivations that reveal obtainable goals

Motivations that reflect empathy

Spousal support if applicable

Stable lifestyle

No major conflicts or transitions in the next two years

Cognitive ability to provide informed consent and conceptualize risks

Absence of psychopathology

History of making successful decisions for herself

Financial stability

Demonstrates tolerance for ambiguous and unclear situations

Able to express concerns and questions

Negative indicators

Poor pregnancy and medical history

Lack of marital/social support

Acute financial need or coercion

Psychopathology

Unrealistic expectations regarding time involved

Significant current stressors or life transitions

Chaotic lifestyle

Impulsivity or high anxiety

Limited cognitive ability

History of antiauthority behavior and rigidity in thinking

Unresolved or untreated history of child or sexual abuse

History of drug/alcohol addiction/abuse

Unresolved issue concerning prior abortion or reproductive loss issues

Lack of empathy

Inability to communicate in her native language with medical professionals

marital stability. For the third-party arrangement to
be truly successful, it is important that a couple be
empathic, adaptive, and resilient. Participants who are
overly intrusive or controlling, who are not comfortable
with the concept of surrogacy, or who have personality
disorders or active mental health disorders, put the
surrogate, the program, and ultimately the child, at
risk. The ability to trust, contain anxieties, and be
generous in spirit serves couples well. The clinical
interview should focus on their histories, decision-
making processes, coping abilities and strategies,
and marital adjustment. Observing how they treat
the professionals and other team members can be
revealing and predictive of future behavior.

A potentially useful model for the
structured clinical interview is the
Comprehensive Psychosocial History
for Infertility (CPHI; see Appendix 3).
This outlines provides content areas
that are relevant to the infertile pop-
ulation. It provides information about
the marital stress, level of functioning,
history, and social support. The struc-
tured interview can help the profes-
sional reveal areas of concern.

Often, the tool that is most revealing
is a full discussion of the issues sur-
rounding surrogacy. It is important to
discuss how they came to this choice.
Questions should reveal whether or
not it is a joint decision, whether the
couple’s choice is an informed one,
and what each spouse believes surro-
gacy can realistically provide for them.
Education is an important part of the
assessment. As with a surrogate or car-
rier, the motivation to choose surro-
gacy can be either healthy or unhealthy.
Most couples choose surrogacy out of
a desire to be connected genetically,
to participate in the pregnancy, and to
know the child’s birthmother. In addi-
tion, they often wish to avoid failed
adoptions and/or the lack of opportu-
nities to adopt in their country or state.

Revealing information also comes
from a couple’s perception of the surro-
gate or carrier and their comfort level
with contact with her and her family.
The intended parents and the gesta-
tional carrier have a relationship that
lasts thirteen to eighteen months prior
to the birth of the child. It is critical that

the intended parents have a reasonable degree of reso-
lution about their infertility. The ambiguous process of
choosing a surrogate/carrier, the intense and compli-
cated means of conceiving, the long pregnancy, and the
years of parenting all require a couple to be comfort-
able with the process and with their carrier. The couple’s
capacity to trust and empathize with the carrier can be
predictive of the degree of tranquillity during the pro-
cess and after birth. Conflicts are less likely to be exac-
erbated if the couple can contain themselves, appropri-
ately cope, seek assistance, and empathize with the car-
rier’s situation. If the intended parents cannot envision
themselves having some contact with the surrogate or
carrier, then they should not proceed.
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The evaluation and consultation with the intended
parents usually includes a discussion of the future and
what they may tell the child, as well as what they antic-
ipate telling family and friends. Often, educating the
couple about child development and the myths and
realities of adoption research are included. The con-
sultation is typically spent sifting through the feelings
about openness and imagining future discussions with
the child. Encouraging couples to take the time to cre-
ate a positive legacy for their child helps empower them
to act with integrity and clarity.

The assessment of the couple needs to be culturally
sensitive. There are cultural differences in perceptions
of privacy, pregnancy, gift giving, family ties, parenting,
infertility, and revealing feelings. It is helpful to ask
the intended parents directly to educate the counselor
about religious and cultural differences and assump-
tions made due to stereotypes. Discussing intended
parents’ assumptions about the carrier’s culture is a
proactive step in minimizing hurt feelings and incorrect
assumptions. Also, asking about the traditions and med-
ical care surrounding pregnancy in their culture can
prevent simple misunderstandings in the future. A dis-
cussion of privacy and secrecy needs to be explored as
these pertain to cultural differences. Most importantly,
differences that are discovered might be discussed with
the gestational carrier so to enhance their relationship
and minimize hurt feelings.

It is important for the mental health professional and
intended parents to understand any legal issues that
may impact this arrangement. The intended parents
need to understand the legal consequences of returning
to their home with a child born through surrogacy. The
logistical and legal issue surrounding being a reproduc-
tive tourist are important to explore. Policies vary from
country to country and even within countries on such
issues as whose name is recorded on the birth certifi-
cate, having an impact on the infant’s legal status and
even issues of privacy (disclosure) about the circum-
stances of the child’s birth. For example, in some coun-
tries the carrier’s name is on the original birth certificate
and that certificate is available to the child in adult-
hood. Within the United States, some states choose not
to honor a legal judgment from a different state and will
not amend the original birth certificate. Intended par-
ents who work with gestational carriers in other coun-
tries might consult with their consulate in the country
of birth and work with a professional who has exper-
tise in the field. The intended parents need to plan to be
in the birth country for three weeks to obtain certified
birth and passports. Immigration, passports, certified
birth certificates, and their home country’s regulations
about registering children once they return are impor-

tant variables in their psychological comfort. The laws
of countries, and even within countries, are often being
reevaluated and do change, making it important that the
mental health professional remain up-to-date to facili-
tate informed consent.

Intended parents who are traveling to other coun-
tries or far from home also need to be educated about
the risks and the unknowns of such a venture. Under-
standing the medical practices and prenatal care of
the carrier’s home country is helpful and minimizes
misunderstandings. It is common for couples under-
going IVF to be in the clinic’s city for two weeks
prior to embryo transfer, visit the carrier’s country
at least once during pregnancy, and remain in that
country again for a minimum of two weeks after the
birth. If children are born prematurely, new parents
can be displaced for months. Having a professional
interpreter available is not only a necessity in many
circumstances, but also may be legally mandated in
some areas. If there is a language barrier, discus-
sions of sensitive medical and psychological and legal
issues need to be understood, as thoroughly as possi-
ble. For reproductive tourists, it is important that the
patients as well as the medical team understand any
parameters of their visas that may affect medical treat-
ments. Finally, the issue of payment for medical costs
of the newborn child needs to be explored prior to
conception. There can be confusion on who is to pay
for the pediatrician and hospitalization care when the
intended parents are not citizens of the country.

If concerns about the intended parents remain, the
counselor may be enlightened by second assessment
and/or additional psychological testing by a colleague,
interviewing spouses separately, or conducting a follow-
up interview. It is advisable to have prospective par-
ents speak with other parents and to do some reading
to increase their comfort level and informed consent.
Most programs also require documentation regarding
medical conditions and marital status. Medical teams
and commercial agencies often want to confirm that the
intended parents are indeed in need of surrogacy, and
are not participating for nonmedical reasons such as
convenience. A letter from a doctor about the infertility
issue combined with a marriage certificate gives some
reassurance to the professional team that the intended
parents’ presentation is accurate. However, it is not a
requirement in all countries that intended parents be
married to proceed.

The Joint Session

The meeting between the prospective parents and the
surrogate/carrier and her husband or partner, if any,
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TABLE 21.4. Issues to review prior to conception in joint session

Pregnancy history of gestational carrier

Infertility history of intended parents

Motivations for participation

Reactions of family and friends

Children of carrier and intended parents existing children, if any

Prenatal care preferences

Prenatal diagnostic testing

Belief and concerns about multipregnancy reduction

Beliefs and concerns about pregnancy termination for fetal anomaly

Contact between the two families during the pregnancy

Contact between the two families after the birth

Preferences regarding delivery and hospital stay

Exploration of religious and cultural differences

Confidentiality concerns

Management of financial issues

Coverage of maternity care costs and for the child’s medical care after birth

Legal process for transfer of parentage

Fears about and wishes for their experience with surrogacy

provides a fruitful opportunity to identify any con-
traindications prior to going forward. It is impera-
tive that the surrogate/carrier candidate and her hus-
band meet both intended parents. Meeting is important
both legally and psychologically. Prior to conception,
the infertility counselor can facilitate an exchange of
information that protects both parties, as well as the
counselor. Table 21.4 describes issues to be reviewed
in this session. For example, it is helpful to exchange
what motivated each participant to pursue surrogacy
or become a gestational carrier. It is helpful for the
surrogate/carrier to share her motivations, reactions of
her children and family, and her concerns about any
possible negative effects. The intended parents should
share their histories, their families’ reactions, and what
their day-to-day life is like, so as to build a connection
and provide the surrogate/carrier with information for
making her decision. The two parties’ experience can be
enhanced and facilitated when encouraged to educate
each other about any cultural differences especially as
they relate to privacy, pregnancy, and prenatal care.

Medically, the joint session includes a review of
the surrogate/carrier’s pregnancy history and general
health. It is helpful to provide the opportunity for the
participants to discuss concerns about prenatal care
(e.g., diet, lifestyle, caffeine, and travel). Even among
family members, there are different beliefs about what
affects prenatal development and an agreement should

be reached that all parties understand
and will abide by. Of particular impor-
tance are medical issues such as attend-
ing physician, hospital care, prenatal
testing, and what to do in the event
there are negative pregnancy outcomes
(e.g., miscarriage, diagnosis of a fetal
anomaly, and multiples). This discus-
sion should include not only ‘what do
we agree we will do,’ but also how
the information should be communi-
cated among each other and by med-
ical caregivers. It is not uncommon
for intended parents with a history of
painful losses to be vigilant (even hyper-
vigilant), especially about medical care.
A review of how and with whom both
parties should receive medical infor-
mation is important. The dissemina-
tion of information is different during
the IVF cycle when the infertile cou-
ple is a patient than during the later
stages of pregnancy when just the car-
rier is the patient. Medical insurance
issues can be complicated and should

be reviewed very carefully. Lastly, a legal contract in
which each party is represented by separate legal coun-
sel is paramount. Issues addressed in the contract such
as reimbursement arrangements, bed rest, premature
labor or delivery, multiples, and miscarriage should
be reviewed during the joint sessions, again with an
emphasis on communication and agreement on ways
of interacting with each other.

The discussion of fetal reduction and pregnancy ter-
mination dilemmas is critical as the ethical, moral, and
medical dilemmas are weighty. Although not all partic-
ipants will be able to predict exactly how they will deal
with these issues, it is important that the participants
consider them and are clear on the decision-making
process and have a final agreement. They need to have
similar approaches regarding how such difficult deci-
sions will be made.

In surrogacy, almost every issue has a psychologi-
cal component. A consulting mental health professional
needs to raise the topic of finances. Financial issues are
important even if the arrangement is altruistic surro-
gacy or intrafamilial surrogacy. The organizing of finan-
cial matters reduces the potential for anger and disap-
pointment. The goal is to minimize discussion of and
confusion about money; lost wages, out-of-pocket costs;
and so on. Power struggles can be avoided if an objec-
tive liaison is used and if each party feels secure in
the other’s integrity and respect. Again, the intended
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parents and gestational carrier need to understand the
laws regarding financial issues. In many countries and
in some parts of the United States, carriers are not
allowed to receive any financial compensation, but can
receive expense reimbursements.

A joint session should also include a walk-through
of the relationship that each participant envisions. As
previously discussed, clients’ assumptions about the
role of openness are ongoing issues. The desire for
contact is part of the criteria on which they choose
to work together. It is sad, stressful, and hurtful
when two families have dramatically different agendas.
Surrogate/carriers most often need to see the intended
parents responding like parents throughout the preg-
nancy. Their reward and comfort with relinquishing
the baby are significantly increased if they know that
the intended parents are eagerly preparing for the baby
and are interested in the carrier’s well-being as well as
her baby’s. Achieving some clarity about contact during
and after the delivery prevents psychological stress and
harm. As discussed earlier, postbirth research on surro-
gates conclude and Simmon’s research on organ dona-
tion would support benefit of surrogates seeing and/or
hearing about the happiness to which they have con-
tributed. Even within family arrangements, there can
be different assumptions about the wish for involve-
ment before and after birth. Contact after the birth has
historically been confusing to participants because of
the incorrect application of adoption myths. The men-
tal health professional can help by providing struc-
ture and definition in the relationship before and after
birth. Addressing participants’ concerns or assump-
tions about how the other party feels can help to
reduce ambiguities and misinterpretations of the oth-
ers’ behavior. It is advisable for the parties to have pro-
fessional guidance prior to delivery. Issues related to
the transfer of the child, decision making at the hos-
pital, and how to say goodbye, that is, respect for clo-
sure and specifics about postbirth contact, should be
addressed.

There can be special issues around the relationship
when couples seek medical care outside of their own
country. With the addition of email to our means of
communication, the ability to communicate with other
countries has become easier for patients. It is not
uncommon for intended parents and gestational car-
riers/surrogates to email and text-message via mobile
telephones frequently so as to maximize the involve-
ment each of the parties feels in the process. The repro-
ductive tourist will need to spend a long period of time
in the country of birth that provides opportunities for
both parties to share meaningful times, doctor visits,
and learn about each other’s cultures. Sharing of books

and items unique to each other’s countries can enhance
the comfort and satisfaction of their experiences. Edu-
cating each other and becoming culturally aware and
sensitive can actually add to the positive nature of the
experience.

Lastly, there needs to be a discussion about the surro-
gate/carrier’s children. Are the intended parents willing
to spend time with the surrogate/carrier’s children, if
that is something the surrogate/carrier and her spouse
want? What will her children be told about this unique
pregnancy? Does the surrogate/carrier anticipate any
difficulties with family members or within her social
network? If the intended parents already have a child, it
is important to address these same questions. It is com-
monly recommended that the surrogate’s children meet
the intended parents, visit with the parents shortly after
birth, and participate in some closure so as to minimize
any confusion or anxiety about their mother or the new
baby.

Guidance should be provided regarding future issues
with the intended child, even though the issues may
remain ambiguous, evolving, and hard to predict. Will
the child be told about the unique circumstances of his
or her birth? How will the role of the surrogate/carrier
be explained? Will the parents permit contact with
the surrogate/carrier if the child desires it? Will the
surrogate/carrier allow contact if the child desires it?
How will the adults ensure that there is an exchange of
medical information as needed? What are each person’s
fears and concerns about the future? Are there issues
regarding contact with extended family, that is, grand-
parents who wish to meet the carrier? A discussion of
possible actions that might minimize long-term issues
is useful. These actions may include, for example, writ-
ing keepsake letters, assigning an intermediary for con-
tact or emergency issues, and documentation of history.
Of course, the critical variable for the child’s long-term
well-being is likely to be the degree of respect, warmth,
and integrity between the two families.

On a final note, in this emotional and pioneering
field of infertility counseling, mental health profession-
als should consider serving only clients with whom they
feel comfortable and qualified to assist. It is appropriate
and ethical to refer cases to another professional if the
decisions to be faced or the personalities involved do
not appear to be ones that can be confidentially treated.
Furthermore, simply because an individual or couple
presents with a reproductive plan that they have devel-
oped with or without medical assistance, does not mean
that you are required to facilitate this plan – even though
this may be the client’s expectation. A final means of
protection for professionals is to receive consultation
on a case and document that they have done so. It is in
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everyone’s best interest to be informed about the legal
issues and the profession’s code of ethics.

FUTURE IMPLICATIONS

Third-party reproduction, including surrogacy and ges-
tational carrying, is here to stay. The number of surro-
gate/carrier pregnancies increases each year. The future
of third-party reproduction really means the future face
of these new blended families. With the increase of
options for family-building, there is an increase in the
ways in which siblings come to their parents. One family
can have children who are homemade, adopted, created
by gamete donation, and/or born to a gestational car-
rier. There are a growing number of families that have
three children, each having had a different manner of
conception and gestation. These new, blended families
will be the source of helpful information, while simulta-
neously challenging the traditional definition of family
and family bonds and, no doubt, presenting new and
unique family systems dynamics and challenges.

Related to this issue is the increasing number of chil-
dren born with four or five adults involved in bringing
the child to fruition. Now that physicians can intervene
at each step of conception, infertile couples and physi-
cians can find reproductive helpers to serve each sepa-
rate step. New questions have risen about the process in
which an oocyte donor and/or a sperm donor are used
and the resulting embryo is implanted into a gestational
carrier. The carrier relinquishes the baby to the con-
tracting couple who are the intended parents. The birth
of children involving three women – an oocyte donor,
a gestational carrier, and the contracting mother – has
increased significantly since 1994. Furthermore, some
centers report several families having been created by
oocyte donor, sperm donor, and gestational carrier,
resulting in a child that has no genetic connection to
the contracting couple who become the child’s parents.
Deliberations about these new multidonor concep-
tions are ongoing and are certain to be taking center
stage.

There are also implications and trends given that
reproductive technologies are worldwide and access to
communities outside of one’s own has been made easier
by travel, media, and the Internet. For example, it was
in 1990 that a British couple had their frozen embryos
brought to the United States for transfer into an Ameri-
can gestational carrier with whom they had contracted.
Frozen embryos can be created in one country under
that country’s guidelines and medical costs and then
shipped by courier to another country where surrogacy
is more abundant. Sometimes this allows an infertile
couple to save expenses and pursue a family despite

their own country’s regulations. The international col-
laboration for reproductive options has expanded, cre-
ating unusual possibilities for blended families. For
example, imagine an older Asian couple adopting the
remaining frozen embryos of an American couple to
implant them into a surrogate who does not speak their
language and who grapples with their vast religious
differences. Or imagine two gay couples from Europe,
who worked with the same oocyte donor and whose
surrogate mothers are close friends, have children liv-
ing in the same community that are genetically related
with similar histories. Or imagine a Latin mother
and her Asian husband celebrating the birth of their
twins with the help of an African American gestational
carrier.

One result of the implantation of donor embryos into
a gestational carrier is the extension of the possible age
of the intended mother. If the intended mother is not
donating the oocyte and is not carrying the child, her
age becomes a social or legal issue, not a reproductive
limitation. The age of parents is an ongoing controversy
in clinics and society. Counselors and gestational carri-
ers need to address the concerns they have about more
mature parents’ health, stability, support system, soci-
ety’s ambivalence, and their own comfort level. Many
IVF centers and some countries have guidelines. How-
ever, in the United States, it is often left up to the individ-
ual physician and attending counselor to provide coun-
sel and consent for parents in their fifties who are con-
tracting with donors and carriers who most often are
under thirty-five years.

A correlate to the issue of oocyte donor embryos being
implanted into gestational carriers is the increasing
concern about multiple gestation. In traditional surro-
gacy, there is no greater medically significantly risk of
multiples than the world of homemade babies. How-
ever, with IVF and now IVF with young donor oocytes,
there is a significant increase in gestational carriers
conceiving twins, triplets, or more. The implication of
young mothers conceiving high-risk pregnancies at the
hands of IVF clinics on behalf of infertile couples (who
may wish an ‘instant family’) certainly raises concerns
of exploitation and poor judgment among participants.
The new forms of conception and resulting multiple
pregnancy can intensify tensions surrounding prenatal
care, decision making, and medical insurance. Regula-
tions concerning the number of embryos that a physi-
cian can implant into a patient vary among countries,
often affected by the influence of religious beliefs, of
socialized medicine, and politics.

Lastly, there are certain to be new legal test cases and
an ongoing debate about the definition of mother and
father. As the number of surrogate/carrier arrangements
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grow with various combinations of gamete donation,
it is certain that legislators, judges, and governments
will become increasingly involved in defining family and
family relationships.

SUMMARY POINTS

■ It is important for all participants involved in third-
party reproduction to have legal, medical, and psycho-
logical consultations.
■ Empathy and integrity are key personality traits in
the screening of surrogates, gestational carriers, and
intended parents.
■ The positive adjustment of all parties and the tran-
quility of the case can be increased if the participants
are well-matched and invest in preconception discus-
sions.
■ Mental health professionals should encourage par-
ticipants to clearly define the relationship through
legal agreements and counseling sessions. When dis-
agreements arise, they should not expect medical per-
sonnel to mediate them, but instead address them
with the mental health professional.
■ The paucity of research highlights the need for all
professionals to proceed cautiously in this new and
ever-changing field.
■ Mental health professionals providing evaluations
and counseling services for surrogacy and gesta-
tional carrier arrangements tend to play several roles:
(1) determining what is best for all of the parties
involved, including the existing children; (2) predict-
ing human behavior in a field where the well-being of
children and family are at stake; and (3) foreseeing the
range of problems that occur in third-party reproduc-
tion and pregnancy and to apply these to the unique
circumstances of the person’s life.
■ The inevitable common problems usually fall
within three categories: (1) struggles with Mother
Nature, (2) struggles with the relationship, and (3)
struggles with logistical surprises.
■ Despite initial hesitation due to religious and cul-
tural concerns, gestational surrogacy has expanded
across the globe and is here to stay.
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PART VI. ALTERNATIVE FAMILY BUILDING

22 Adoption after Infertility

LINDA P. SALZER

I did not plant you, true. But when the season is done –
Then I will hold you high, a shining sheaf above the boughs
and seeds grown wild. Not my planting, but by heaven my
harvest – my own child.

– Carol Lynn Pearson

Adoption is a form of family-building that is a funda-
mental component of human relationships. At its most
basic level, adoption provides children needing parents
with homes, while also providing parenting opportuni-
ties for adults desiring children. Since antiquity, across
continents and cultures, adoption has ensured the sur-
vival of at-risk children, improved the quality of life for
individuals and couples, created satisfying family rela-
tionships, and contributed to societal stability, although
often with some measure of psychosocial adjustment,
expense, and even sacrifice.

Infertility is a primary motivating factor in the deci-
sion to adopt a child.[1,2]. While infertility is universally
experienced as a crisis, cultural norms and values have a
significant impact on which remedies childless couples
consider acceptable to solve involuntary childlessness.
Solutions tend to fall into three categories: (1) medi-
cal interventions, (2) prayer or spiritual interventions,
and (3) realignment of social relationships.[3] However,
across all cultures, the realignment of social relation-
ships is often the last or least acceptable alternative.
Rosenblatt points out, “ . . . it is ‘human’ to be concerned
about childlessness, that concern with a product of
our particular culture and level of technology. . . . People
pray, or take drugs, or cast spells . . . before they try to
change social relationships by adding a spouse, end-
ing a marital relationship or quasimarital relationship,
or adopting or fostering.”[3, p. 2] Adoption is a means
of realigning relationships, whatever form it involves,
including intrafamilial, domestic, international, and/or
transracial. Because the realignment of social relation-
ships comes at great psychosocial cost, there is now
a greater awareness of the emotional effects of adop-
tion on birthparents, adoptive parents, and adoptees. It
is emotionally and socially difficult for humans to cre-
ate new attachments, sever old ties, and move outside

traditional social norms or customs. Whereas many
forms of adoption have historically been cloaked in
secrecy and shame (particularly for birthparents), adop-
tion practices now encourage a more collaborative
arrangement among the participants, further acknowl-
edging the challenges of social realignment.

This chapter addresses adoption from the perspective
of infertility and the role of the infertility counselor in
helping couples and individuals with this process. As
such, some forms of adoption that are less frequently
motivated by infertility (e.g., intergenerational and/or
intrafamilial adoption) will be discussed only as they
pertain to infertility. This chapter includes:

■ an historical overview of adoption;
■ a theoretical understanding of adoption, chang-
ing psychological perspectives, and the developmental
tasks of adoptive families;
■ the different types of adoption options available
today and the growing complexity of adoption;
■ common fears and psychological concerns regarding
adoption among infertile couples, including the need to
address unresolved infertility issues;
■ therapeutic stages that infertile couples undergo in
considering adoption as an option and how infertility
counselors can assist prospective adoptive parents in
making decisions.

HISTORICAL OVERVIEW

Prehistoric and primitive people knew little about
reproduction and, as a result, children were valued
as part of the kinship group, offering potential labor,
caregiving of elders, and survival of the tribe. With
the onset of monogamous heterosexual relationships,
the role and importance of children became complex
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as they became valued as progeny, property (particu-
larly in patriarchal societies), or for spiritual purposes.
Historically, children were adopted because they were
orphaned or relinquished by their birthparents because
of age, marital status, illness, and/or poverty. Adop-
tive parents were motivated by involuntary childless-
ness, social savior desires, or the need for children as
laborers or religious legacies. Nevertheless, adoption
was often equated with significant social stigma. It rep-
resented public shame and embarrassment related to
sexuality, exemplified by a failure to fulfill proper social
roles, and was generally different from the norm. Birth-
parents were viewed as sexually promiscuous or irre-
sponsible, while infertile couples were considered to
be reproductive failures. Adoptees were often viewed
as a second choice by their adoptive parents (or the
community) or seen as the embodiment of their birth-
parents’ sexual misbehavior, bearing the shame of ille-
gitimacy and/or abandonment. While attitudes toward
adoption have dramatically changed, particularly in the
nineteenth and twentieth centuries, the social stigma
of adoption remains in many cultures and countries to
varying degrees even today.[4,5]

During the nineteenth century, adoption was affected
by extraordinary migrations from Europe, particularly
to North America and Australia, often leaving large
numbers of orphaned children. Poverty and disease
added to this orphaned population. Homeless children
or those residing in poorhouses were often taken advan-
tage of by being pushed into child labor situations. This
was frequently done with the belief that these children
were being rescued from their unfortunate lives. In
Australia, aboriginal children were taken from their
families in an attempt to be saved by giving them
training to become house servants. A similar prac-
tice occurred in the United States where American
Indian children were placed in orphanages and forced
to speak English in a concerted social effort to elim-
inate their traditional culture and adopt Western
ways.

During the twentieth century, a variety of global
wars triggered waves of international adoptions. Most
notably were the initial transracial adoptions of Chinese
infants, spearheaded by American author Pearl S. Buck
and others who were determined advocates for home-
less children in China and other Asian countries. Buck
founded Welcome Home, the first international trans-
racial adoption agency in the United States, arguing
persuasively that race should not be a factor in finding
homes for children.[6] A dramatic increase in interna-
tional adoptions began after World War II, primarily as
a North American philanthropic response to the plight
of thousands of orphaned European children left home-

less by the war. Although these were international adop-
tions, they were not, for the most part, transracial adop-
tions. The transracial international adoption movement
became more extensive after the Korean War (1950–
53) and the Vietnam War (1964–75), which precipi-
tated an increase in international adoptions through-
out the world.[7] In addition, pervasive poverty and
social chaos led to greater numbers of children being
adopted from the former Soviet Union, Latin Amer-
ica, and Eastern Europe at the end of the twentieth
century.[8]

The adoption policies of every country are deter-
mined by its history, culture, governmental policy,
socioeconomic status, and changing politics. China is
a prime example. When China instituted its one-child-
per-family policy, its goal was to lessen population
growth. One result, however, has been the abandonment
of baby girls who were considered less desirable than
male heirs. With the overcrowding of orphanages, the
Chinese government began to facilitate the adoption of
these children beginning in 1992. Another example is
Romania, which attempted to increase its population
through measures that banned abortion and promoted
pregnancy. This country also found a growing number
of abandoned babies who could not be cared for due to
poverty and inadequate social and medical resources.
These children were increasingly institutionalized.[9]
In Guatemala, where more than half of the population is
rural and relies on subsistence farming, the fertility rate
ranks near the top of all Latin American countries. As a
result, birthmothers often place their infants for adop-
tion shortly after birth for both social and economic
reasons.[10]

Adoption laws were established in North America,
Australia, and Great Britain during the 1920s (nation-
ally or by states or provinces) with the goal of establish-
ing adoption as a legitimate social practice; developing
specific clear regulations; and preventing the abuse of
children and protecting their rights. The basis for these
laws was a belief that removing a child from a poverty-
stricken environment or negative social surroundings
and giving him or her a position in proper society
was an act of salvation. At that time, attitudes toward
sexuality, especially involving young unwed mothers,
were harsh and moralistic. Birthmothers rarely had the
opportunity to keep their child and abortion was virtu-
ally impossible. More emphasis was placed on the rights
of the adoptive parents than on the best interests of the
child during this time.[11] In recent years, there has
been a shift to a stronger child welfare focus in most
Western countries.

Over time, what began primarily as a philanthropic
movement to adopt internationally shifted to more
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personal reasons for such adoptions. This was moti-
vated, in large part, by the needs of childless cou-
ples as the availability of children for domestic adop-
tion declined. While kinship (including step-parent
and skipped-generation adoptions), independent, and
agency adoptions previously accounted for the vast
majority of adoption placements in the United States,
international adoption became more popular – and
more feasible. Fewer children were available for domes-
tic adoption (particularly in developed countries) due to
lower fertility rates, access to legalized birth control and
abortion, decisions to delay marriage and conception,
increased independence and autonomy for women, and
a growing social acceptance of single parenthood –
all contributing to an increase in international adop-
tion.[12] Furthermore, some prospective adoptive par-
ents (e.g., older, single, or homosexual) found it difficult
to adopt in their home country and others were uncom-
fortable with the increasing preference by birthparents,
particularly in the United States, for open adoption
placements.[4]

In addition to historical changes in the process and
types of adoption, there have been significant changes in
the attitudes toward adoption, particularly in Western
or developed countries. The 1950s saw the beginnings
of a movement away from adoption as a social stigma,
where issues were handled in shame and secrecy,
toward a more open, accepting attitude. This coincided
with a greater awareness and understanding of the psy-
chosocial needs of birthparents, adoptive parents, and
adoptees. Adoption, which traditionally involved the
domestic adoption of infants at birth, typically had been
anonymous, closed placements with little exchange
of information between birthparents and adoptive
parents – often leaving adoptees uninformed of their
adopted status. Birthmothers were expected to for-
get the birth of their child and move on with their
lives, while adoptive parents were similarly encouraged
to forget their infertility. Adoptive parents were often
unaware of the significance of birthparents in their chil-
dren’s lives or reluctant to acknowledge their impact.
Adoption, for all parties, frequently became a family
secret with the potential for psychologically traumatic
consequences.

Although, historically, social stigma was a motiva-
tion for secrecy, many believed that these practices were
truly in the best interests of the child, adoptive parents,
and/or birthparents. Early works by Paton in the 1950s
and Triseliotis in the 1970s emphasized the psychoso-
cial importance for adult adoptees of information on
their biological origins.[11] These works significantly
affected legal reform in several countries, offering open
access to birth certificates for adult adoptees, and set

a precedent for legislation in Australia, Canada, and
some states in the United States. As a result, there
is greater awareness in many Western countries that
adoption is a process in which the needs and inter-
ests of all participants must be acknowledged and bal-
anced. Today, birthparents are increasingly viewed as
interested and relevant parties in the adoption process,
and are more likely to be active participants in the adop-
tion plan. Adoptive parents have become more aware of
the importance of information about their child’s her-
itage and are more interested in meeting with or com-
municating with birthparents. Adoptees are less likely
to experience adoption as a socially stigmatizing part
of their heritage and are more likely to benefit from
greater social acceptance and access to information
about their birthparents and heritage. Although there
are many levels of openness in adoption today, adop-
tion is more likely to be seen as a positive collaborative
family-building process.[13]

Greater world attention to adoption issues and
the rights of children is also evidenced by The
Hague Convention of May 29, 1993, on the Pro-
tection of Children and Cooperation in Respect of
Intercountry Adoption.[14] This convention was based
on the United Nations Convention of 1989 on the
Rights of the Child that resulted in the establish-
ment of the UNICEF International Child Development
Centre in 1999. The UN Convention established def-
initions and categories of adoption: domestic (also
referred to as in-country or national), intercountry,
and international. Domestic adoption involves a child
and adoptive parents of the same nationality and
the same country of residence. Intercountry adoption
involves a change in the child’s country of residence
(birth country), regardless of the adoptive parents’
nationality. International adoption involves parents
whose nationality differs from the adopted child,
regardless of the parents’ country of residence. The
purpose of The Hague Convention was to: (1) prevent
abuse, such as abduction or sale of children; (2) regu-
late standards for legal consent of an adoption; (3) set
standards for a child’s move to a new country; and (4)
establish the status of the adopted child in the country
of placement. It notes that intercountry/international
adoption may be considered only if there is no suitable
alternative for the child in his or her country of origin.
Furthermore, by setting principles, providing standards
and safeguards, and creating a network of cooperat-
ing institutions, it has provided the impetus for look-
ing at adoption (particularly intercountry/international
adoption) in new ways. For simplicity, in this chapter,
the term domestic adoption will be used to refer to in-
country or national adoption and the term international
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adoption will describe issues related to both intercoun-
try and international adoptions.[14]

REVIEW OF LITERATURE

There is extensive research on multifaceted aspects of
adoption. For the purposes of this review, literature has
been grouped into four areas: adoptive parent adjust-
ment, adoptee adjustment, openness in adoption, and
issues related to transracial and international adoption.

Adjustment to Adoptive Parenthood
by Infertile Couples

Recognizing that the transition to parenthood is
markedly different for adoptive and biological parents,
several authors have investigated the unique challenges,
stresses, and potential conflicts that can impact the path
to adoption.[15–17] In that most adoptive parents have
been infertile with a history of significant loss, various
factors have been identified as potentially influential
in their adjustment to adoptive parenthood. These fac-
tors include years of medical treatment, psychological
disappointments, narcissistic injury, and marital con-
flict, as well as unresolved feelings about these issues,
all of which can have an impact on adoptive parent-
ing skills and, by extension, the development of the
adopted child.[15–20] It has been suggested that the
adjustment of infertile couples to adoptive parenthood
may be influenced by both negative factors (stigma;
ignorance; racism; or cultural kinship beliefs) and pos-
itive factors (purposeful and positive attitudes toward
parenthood; more extensive education and preparation;
greater maturity and economic resources; or mar-
ital stability).[16,17,21,22] Researchers have specu-
lated that additional factors affecting this transition
to adoption include the time elapsed between diag-
nosis of infertility and the adoption of a child; the
coping mechanisms used by adoptive parents during
infertility; and feelings of deprivation – defined as the
adoptive parents’ sense of loss owing to their infer-
tility.[15,18,20] Although these are valid considera-
tions in understanding the effects of infertility upon
adoption, much of this work involved theoretical con-
structs based on clinical experience, not research-based
evidence.

In a short-term longitudinal study that investigated
the transition to parenthood, Levy-Shiff and colleagues
explored preadoption/prenatal parental expectations
and postadoption/postnatal parental experiences in 104
Israeli couples who were first-time adoptive and biolog-
ical parents. The researchers used questionnaires and
interviews to investigate the extent to which individual
and contextual antecedents in the expectancy period

predicted parental experiences when the infants were
four months old. The researchers found that the tran-
sition to parenthood in biological and adoptive fami-
lies differed markedly. Adoptive parents expressed more
positive expectations about parenthood and reported
more satisfying experiences in their transition to par-
enthood than did biological parents. Predictors of
parental experiences were found to be: (1) parental
expectations and depressive mood for both groups;
(2) ego-strength for the biological parents group; and
(3) feelings of deprivation, social support, and self-
concept for the adoptive parents. These researchers
found that the high level of adjustment in the adop-
tive parents to their parental role did not support the
view that difficulties surrounding the adoption pro-
cess handicap adoptive parents’ experiences. They sug-
gest that preparenthood deprivations may increase
the rewards and gratifications associated with parent-
hood. The increased age (and thereby maturity) of the
adoptive parents may also make them more resource-
ful and better equipped to adapt to the stresses of
parenthood.[17]

Psychosocial Adjustment of Adoptees

The long-term psychological adjustment of adoptees is
an area that is increasingly receiving research attention.
Most early studies were not longitudinal and generally
focused on confidential (also known as closed) adop-
tions, that is, no contact between birth and adoptive
families and no identifying information. Research in
recent years has broadened to include more emphasis
on open adoptions, the study of children’s development
over time, and the effects of early deprivation, loss, or
maltreatment. A 1994 study[23] involving 715 adoptive
families found that adolescents adopted in infancy were
no more likely to suffer from mental health or iden-
tity problems than nonadopted teenagers. Many others,
however, have found that adopted children are over-
represented in the mental health system.[24–27] In a
review of the research literature, Brodzinsky reported
that, in general, adoptees are at an increased risk for
various behavioral, psychological, and academic prob-
lems compared with a nonadopted population. Despite
these risk factors, however, most adoptees do exhibit
normal adjustment.[25] Brodzinsky notes that adop-
tion has a lifelong impact and that it will be a fac-
tor at every point of the child’s development.[26] A
number of studies have indicated that “as the place-
ment age increases, so does the risk for psychological
problems, substance abuse and behavioral/educational
problems. . . . Children who have spent years in orphan-
ages, who have experienced early deprivation, lack of
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stimulation, multiple/inconsistent caretakers, and sep-
aration from siblings are at risk. . . . Prenatal exposure
to drugs or alcohol, as well as poor maternal care, are
often critical challenges to the long-term outcomes for
adoptees.”[27, p. 41]

A longitudinal study of 190 adopted families in the
United States, from 1987–2000, found that compatibil-
ity within the family was a key factor in the psychoso-
cial adjustment of adoptees.[28] The researchers found
that “when the study children were in middle childhood,
the strongest predictor of problematic adjustment out-
comes (internalizing and externalizing) was the par-
ent’s perception of the child’s incompatibility with the
family” and that “the higher degrees of perceived com-
patibility maintained from middle childhood to adoles-
cence were associated with higher degrees of psychoso-
cial engagement (defined as adolescents’ active use of
inner resources to interact positively with others in fam-
ily, peer, and community contexts) and attachment to
parents and lower problem behavior.”[28]

Recent studies indicate that adopted children are at
increased risk for learning and attentional problems. In
a 1991 study of 7,194 special education students in the
United States who had been classified as being neuro-
logically impaired, perceptually impaired, or emotion-
ally disturbed, it was found that adoptees were overrep-
resented in these groups. They accounted for three to
four times the number that one would expect given the
percentage of adoptees in the general population.[29]
Brodzinsky notes that “since the rate of learning dis-
abilities is roughly 5–15% of the school-aged popula-
tion, adoptees may be at a rather high risk of run-
ning into some sort of a problem in school.”[26] The
Attention Deficit Disorder/Attention Deficit Hyperactiv-
ity Disorder (ADD/ADHD) rate in the general school
population is estimated at 3–7%, while rates for adopted
children are reported at approximately 20%.[30] All
of these learning/attentional difficulties may be due to
hereditary factors, poor prenatal care (including prena-
tal maternal drug or alcohol use), complications dur-
ing pregnancy or delivery, or adverse conditions dur-
ing infancy and early childhood. Recent research indi-
cates that, for all children, early trauma and deprivation
will affect brain development. This research implies
that environment has a more significant influence on
the development of a child’s brain than was previously
thought.[31]

Openness in Adoption

Some of the earliest research on adult adoptees was
completed by Paton, who found that adoptees are in
need of information regarding their biological past

and recommended the use of contact registries and leg-
islative reform regarding openness.[32] A later study
explored the long-term effects of adoption by means of
extensive interviews with all members of the adoption
triad. The findings suggested the need to open records
for adult adoptees and recommended that agencies
reevaluate their practice of sealing birth records.[33]

A significant project in this field has been a longitudi-
nal study investigating the long-term effects of openness
for all members of the adoption triad. The study, orig-
inally conducted from 1987–1992, involved 190 adop-
tive fathers, 190 adoptive mothers, 171 adopted chil-
dren, and 169 birthmothers. It investigated four sets of
issues, including variations in openness; the relation-
ships between birth and adoptive parents; the relation-
ship between the children’s participation in openness
and their adjustment to and understanding of adoption;
and the adjustment of birthmothers, as affected by level
of openness. Results included the following: (1) in those
families with fully disclosed adoptions, there seemed to
be no fear on the part of the adoptive parents that birth-
parents would try to reclaim their child or interfere with
their family; (2) openness did not affect the adoptive
parents’ ability to establish a sense of entitlement; and
(3) openness did not guarantee that birthmothers would
successfully resolve their grief.[34]

Subsequently, a summary of this research on open
adoption reported generally positive outcome for
adoptees, adoptive parents, and birthparents. It was
noted that children who remained in contact with
their birthparents had a better understanding of adop-
tion and showed more positive socioemotional develop-
ment. In this summary, it was also concluded that birth-
mothers in open adoption were better able to resolve
their loss than those having no contact with the adopted
family.[35] Based on this ongoing study, the researchers
noted recently that there is no single form of adoptive
arrangement that is the best for everyone and that levels
of openness can change over time. As a result, an impor-
tant task of the counselor is to educate all members of
the triad to expect and prepare for change throughout
the adoption experience.[36]

Transracial and International Adoption

With the dramatic increase in international adoptions,
greater attention has been devoted to how adopted
children come to terms with issues related to tran-
sracial and/or international adoption and how they
develop a cohesive personal identity. An overrepresen-
tation of adopted children in mental health treatment
has been attributed to a number of factors including:
the trauma of adoption; maltreatment or neglect prior
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to adoption; preexisting medical conditions (e.g., fetal
alcohol syndrome); attachment disorders; and learning
disabilities due to institutionalization and/or prenatal
conditions.[26,37–41]

Many studies have noted the effects of early adverse
experiences on the later adjustment of the adopted
child. In a study of eighty children adopted in The
Netherlands from Romania, researchers found that
20% of the adoptees met the criteria for post-traumatic
stress disorder (PTSD–Type I and II). Type I PTSD was
attributed to the adoption process itself, in that the child
was separated from his or her biological mother or fam-
ily. This trauma has been referred to as adopted child
pathology[42] or adoption syndrome and cumulative
adoption trauma.[43] Type II PTSD was attributed to
violence; physical, sexual, and/or emotional abuse; or
malnutrition, all of which may contribute to constant
feelings of fear, insecurity, hypervigilance, and aban-
donment. This has been referred to as a postinstitu-
tionalized syndrome.[44] Hoksbergen and colleagues
found that the two groups did not differ with respect
to gender, age, or health on arrival, physical develop-
ment, family composition, and length of stay in the
placement country (The Netherlands). They concluded
that whether the adoptees suffered from Type I or II
PTSD, they required immediate postplacement after-
care by professional counselors for an extended period
of time. Although these researchers specifically inves-
tigated children coming from Romanian institutions,
their observations suggest immediate assessment at
time of placement for all children arriving from institu-
tions and the offer of professional counseling to adop-
tive parents and their children.[45]

A Dutch longitudinal adoption study, initially com-
pleted in 1986–1987 and 1990, investigated the preva-
lence and developmental course of problem behaviors
in a sample of 1,538 adopted and nonadopted adoles-
cents. Results showed a higher rate of problem behav-
iors for adoptees than nonadopted children, as deter-
mined by both parent and self-reports. There were a
substantial number of children who became increas-
ingly maladjusted over the three-year study and it was
noted that adolescence may be a time of increased
vulnerability for adoptees. Despite these problems, the
study concluded that the majority of adopted children
were functioning well as adolescents.[46] This study
was later extended to an investigation of young inter-
national adult adoptees (72.5% of the original sam-
ple) and nonadopted young adults (78.1% of the orig-
inal sample). Results showed that the adoptees were
1.52 times as likely to exhibit an anxiety disorder as the
nonadopted young adults, 2.05 times as likely to have

a problem with substance abuse or dependence, and,
for adopted males, 3.76 times as likely to have a mood
disorder.[47]

A 1992 study in The Netherlands investigated 2,148
international adoptees (aged 10–15 years) to assess the
impact of early adverse experiences on later adjustment.
It was found that early neglect, abuse, and a history
of multiple caretakers increased the risk of later mal-
adjustment. These researchers found that the age of a
child at time of placement for adoption was not signifi-
cant, in and of itself. However, the older a child was at
the time of placement, the greater the likelihood that
he or she had experienced trauma or adversity prior to
adoptive placement.[48]

A 2005 meta-analysis in The Netherlands addressed
just these issues by comparing international with
domestic adoptions, as well as a control group of non-
adoptees, to determine the effects of international adop-
tion on behavioral problems and mental health refer-
rals. Researchers examined adoption studies dating
from 1950 to 2005 throughout the world (not lim-
ited to English-language publications). As in previ-
ous research, they found that adoptees were gener-
ally overrepresented in mental health services, although
international adoptees had fewer behavioral problems
and were less often referred to mental health services
than domestic adoptees. The researchers concluded
that most international adoptees were well-adjusted
but were more likely to be given mental health refer-
rals than nonadopted controls. Overall, preadoption
trauma and/or deprivation were found to influence
adoptee emotional well-being and long-term adjust-
ment whether it was an international or domestic adop-
tion.[49]

In one study, researchers used qualitative measures
(interviews and children’s kinetic family drawings)
to assess bicultural identification in internationally
adopted children and their parents. Although the
researchers reported good psychosocial adjustment
and strong family attachment, most of the children
struggled with a sense of being different and some
experienced feelings of loss and sadness. Children’s
understanding of their own cultural identity appeared
to follow a pattern of development similar to the-
ories of their understanding of adoption. Addition-
ally, parents differed (with other adoptive parents and
even with their spouses) on how to incorporate their
child’s birth culture into the family’s identity. Some
of the parental approaches to their children’s bicultur-
alism included: avoiding discussions of race/ethnicity
and the use of labels; pointing out to their children
that other people in the family had been immigrants
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or were adopted; and confronting other children (or
their parents) who had made derogatory comments.
Some parents felt at a loss to prepare their children
for prejudice and discrimination. Others were con-
cerned about scaring their children or making them
defensive.[50]

THEORETICAL FRAMEWORK

Attachment and Loss Theory

Attachment and loss theory (based on Bowlby’s[51]
work) is built on the premise that the infant’s attach-
ment to the mother or a primary caregiver provides
the security necessary for the child to explore his or
her environment. It provides an understanding of affec-
tional bonds and their meaning. Failure to form a pri-
mary attachment in early childhood can be related to an
inability to develop close personal relationships in
adulthood. Attachment is a reciprocal process between
adults and children (with a parent responding to a child
and a child responding to a parent) and, as such, is influ-
enced by the losses and/or traumas that each has expe-
rienced. For the infertile individual or couple, some of
the losses affecting attachment might include: a bio-
logical child, dreams of a fantasy child, parental roles,
ties to one’s spouse and extended family, and personal
identity. For the adopted child, there can also be a mul-
titude of losses and/or traumas, including: lack of or
loss of secure, responsive care in infancy; loss of a
caregiver(s) or multiple changes in caregivers during
childhood; abuse and/or neglect; and loss of a familiar
environment, including language, sounds, foods, and/or
culture. The personality and resiliency of the child can
also have a significant effect on attachment. Full attach-
ment occurs when both parents and child feel that the
other is an irreplaceable part of their lives. Factors
in attachment that are particularly important concepts
in adoptive parenting include: bonding (the process of
attachment), claiming, and entitlement. Claiming refers
to the mutual process by which an adoptive family and
an adoptee come to feel that they belong to each other.
Entitlement refers to the adopted parents’ sense that
they have both a legal and emotional right to be par-
ents to their child. In many respects bonding, claiming,
and entitlement are inextricably intertwined processes
in the adoptive family.

Building a sense of entitlement means acknowledg-
ing that adoption is different from traditional bio-
logical parenthood. However, biological and adoptive
parenthood share more similarities than differences.
When a child has been adopted, the parents have the

same responsibilities as any parent in caring for and
guiding that child. The parent–child feelings are equally
loving and intense, and the child becomes an uncon-
ditional member of the family. A basic question to be
considered by all adoptive parents and their children,
however, is “Who are the real parents of this child?”
Adoptive parents must develop a sense of security in
their role as the real parents both for their own sake
and for the comfort and security of the child. Devel-
oping this sense of entitlement means that they believe
that a child is really theirs and that they are really the
parents.

Bowlby extended his theory of attachment to issues of
grief and loss, which are significant factors in infertility
and adoption in that the level of attachment defines the
level of grief and loss. In this respect, it is attachment to
the child that the infertile couple imagined and expected
they would have. The infertile couple has to grieve this
loss no matter how they become parents because the
extended anticipation stage of parenthood has often
produced an ideal child or expectations of themselves
as an ideal parent. Grieving is the ability to let go of
unfulfilled dreams and replace them with a comfortable
reality. Not all grieving will occur before an adoption is
completed, but couples should have resolved many of
these feelings and be able to embrace adoption as a pos-
itive choice in their lives. For most couples, adoption is
a second (or even third) choice toward parenthood, and
the losses from infertility must be emotionally resolved.
When this fails to happen, problems will often develop
in the adoptive family.

Identity Formation

Identify formation is an individual’s core sense of
self, self-worth, and identifiable boundaries. Accord-
ing to Erickson’s psychosocial theory (based on Freud’s
psychoanalytic theory), personality develops according
to steps predetermined by individual readiness to be
driven toward, to be aware of, and to interact with a
widening social world, a world that begins with a dim
image of mother and ends with an image of human-
kind. Erickson contended that development consists of
the progressive resolution of conflicts between a child’s
needs and social demands. At each of the eight stages
of development, conflicts must be resolved, at least par-
tially, before progress can be made on the next stage.
The failure to resolve problems at any given stage can
result in psychological issues that can have an impact on
an individual over a lifetime. As such, identity formation
begins in childhood, develops within the context of
the family, and is consciously shaped in adolescence.
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The developmental stages from childhood to adult-
hood (stages 1 through 6) include trust versus mistrust;
autonomy versus shame; initiative versus guilt; indus-
try versus inferiority; identity versus diffusion; and inti-
macy versus isolation. Adolescence triggers an identity
crisis in which the young person must successfully form
an identity, separating and individuating from his or her
parents, while establishing life goals and a sense of self
in the larger world.[28]

Adopted children may have more difficulty with iden-
tity formation because they have incomplete or inac-
curate information about their birth family history or
they do not feel they have full membership in the
adoptive family. Also, as they establish their personal
boundaries, they must cope with the ultimate attack
on self-worth – abandonment by their birth families.
Adoptive parents must recognize the particular issues
of identity formation for their children, as well as their
own issues of identity formation as the parents of
adopted children, which may involve children of differ-
ent races, cultures, assisted reproductive technologies,
or other unique qualities that set them apart. Within
this context, adoptive parents cannot rely on traditional
means of identifying with their children or with other
parents.

Family Systems and Developmental Tasks
of Adoptive Families

Family systems theory focuses on the family as a col-
lection of individuals who are interconnected and have
mutually interdependent relationships (i.e., emotional
attachments) with one another. A primary premise of
this theory is that the behavior of any one person in
the family is directed or influenced by others in the
family and must be understood in the context of the
whole unit. Family systems theory provides the ability
to recognize how events in the family – nodal happen-
ings – can affect the family’s development. Family tran-
sitions and other nodal events such as marriage and
parenthood require families to reorganize and adapt.
Infertility typically occurs at a junction between devel-
opmental stages, that of a newly married couple and of a
family with young children. It becomes an obstacle that
challenges the completion of life goals and developmen-
tal tasks, resulting in stress and requiring adaptation or
reorganization on a number of levels.

Every adoption occurs within the framework of the
family system of those involved. It involves the creation
of a new kinship network that forever links two families
together through the child, who is shared by both. As
in marriage, the new family created through adoption

does not signal the absolute end of one family and the
beginning of another, nor does it sever the psycholog-
ical ties of the earlier family. Instead, it expands the
family boundaries of all those involved.[52] Use of the
genogram to identify extended family history will often
reveal issues that affect feelings about adoption and aid
in assessment of the couple’s family system (see Chap-
ters 4 and 15). How do family members view adoption?
What significance does genetic continuity have in the
extended family? How do the relationships with one’s
parents and the parenting that one received as a child
affect the desire for a biological child? These are just
a few of the many questions raised by exploration of
family history and family system dynamics.

In family systems theory, the developmental tasks
of the adoptive family are (1) resolving feelings about
infertility; (2) recognizing and accepting the differences
that adoption brings; and (3) learning to deal with soci-
ety’s negative views of adoption (including being able to
handle the many questions and comments that accom-
pany adoption). Kirk[15] was the first to present a the-
oretical framework of adoption that did not involve a
psychoanalytic approach. He contended that an adop-
tive family is exposed to different developmental tasks
and challenges that must be resolved for satisfactory
adjustment of both the family system and its members.
Adaptive adjustment in adoptive families involves two
different forms of acknowledging difference: acceptance
of difference and rejection of difference.[15] Kirk con-
tended that adoptive parents who are able to strike a bal-
ance in their behavior are generally the healthiest. They
accept the difference by not trying to pretend that adop-
tion is just the same as biological parenthood. However,
at the same time, they do not dwell on the differences;
they recognize that adoption and biological parenthood
are more alike than different. In addition, Kirk was one
of the first in the field to promote greater openness in
the adoptive parent–child relationship, especially in the
telling process, and greater openness and honesty in the
placement process.

Another category of behavior in adoptive families,
identified by Brodzinsky, is insistence of difference.[52]
Typical of this category are people who continuously
raise the topic of adoption with others, constantly dwell
on it, and always identify themselves and/or their child
in terms of adoption. Such behavior generally indi-
cates a sense of insecurity and difficulty with a sense of
entitlement.

Learning to deal with adoption within the context
of society is a third important step in reaching a
sense of entitlement and family adaptation. Those who
are secretive and continue to feel uncomfortable or
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embarrassed about being an adoptive family are
exhibiting problems in this area. They may see adop-
tion as second best or are fearful of being viewed differ-
ently or negatively as an adoptive parent. Negative soci-
etal views do exist, and the public is naturally curious
about adoption or assisted reproductive technologies
as different forms of family-building. Adoptive parents
have a responsibility to act as educators and to dispel
inaccurate or prejudicial information.

Complex Adoption Theory

The definition of family has increasingly broadened to
include a wide variety of adoptive placements, including
international adoptions, foster care adoptions, skipped
generation/kinship placements, and open adoption. As
adoption has become more complex, a broader con-
ceptual framework for understanding these placements
has become necessary. Shapiro, Shapiro, and Paret[9]
developed an integrated conceptual approach to adop-
tion that provides a better understanding of the complex
factors that influence all family members in these new
adoptive structures. Their theoretical approach to adop-
tion addresses three influential perspectives: (1) devel-
opmental, (2) ecological, and (3) ethnographic.

From the developmental perspective, the most sig-
nificant factors influencing an adopted child’s healthy
development are the child’s age at the time of place-
ment and the quality of care provided prior to adoption.
Developmentally, the important factors that need to be
assessed in an adopted child’s development are:[9]

■ the impact of diverse sociocultural contexts on
children;
■ the concept of developmental lines and the assess-
ment of delayed development;
■ the history and effects of primary attachment
relationships;
■ the history and trauma of disruption and loss;
■ special issues in identity formation in adoptive fam-
ilies structures;
■ interactive environmental and biological risk factors,
such as prenatal exposure to alcohol and drugs;
■ the nature of infant temperament and other biologi-
cal factors.

The ecological perspective includes cultural, social,
demographic, and familial factors that surround an
adopted child and affect his or her growth and devel-
opment. For example, this includes the negative effects
of prejudice on a child in a transracial adoption as well
as the effects of poverty, lack of social support, and/or
the mental and physical problems of a caregiver.[9]

The ethnographic approach is based on ethnographic
theory that “suggests that parents and children are
the ‘experts’ in the subjective experience of their own
painful family histories.”[9] Each family’s and individ-
ual’s experience is unique and personal, yet may not be
openly shared and expressed. Typically, adoptive fam-
ily members come together with histories of loss, dis-
continuity, and difference. The ethnographic approach
allows family members to tell “this part of the story
while receiving the empathy of the listener” and “is
helpful in mourning the past losses that were often
invisible to others, and in constructing a more posi-
tive personal identity.”[9] This approach allows for the
adopted child’s expression of feelings and personal iden-
tity development, while supporting familial attachment
and the development of a family identity.

CLINICAL ISSUES

Infertility and adoption counselors offer many kinds of
clinical guidance in preparing individuals and couples
for adoption. Educating prospective adoptive parents
in the wide range of choices available is an important
aspect of adoption counseling. Before any decisions are
made, infertility counselors can help patients explore
their fears and expectations about adoption, as well
as resolve lingering concerns related to infertility. It is
crucial to address these issues before embarking on an
adoption path. Once this decision has been made, coun-
selors can also help individuals or couples deal with the
issues of birthparents and the relationship they wish to
have once adoption has occurred.

Patient Education: Adoption Options

The numerous options available for adoption today can
be confusing and overwhelming. However, this range
of choice does allow prospective adoptive parents to
determine what best suits their needs and their fam-
ily values. Each has advantages and disadvantages that
need to be carefully considered. As noted earlier, adop-
tions can be either domestic or international. Included
in these categories are agency, transracial, identified,
or independent (private) adoption arrangements – all
of which have their own set of complex circumstances
and psychosocial issues.

Domestic Agency Adoption
Domestic adoption (also known as in-country or
national adoption) involves a child and adoptive par-
ents in the same country of residence. Agency adop-
tions represent a wide variety of possibilities and vary
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according to country. Some examples are a govern-
ment agency (e.g., involving children for whom parental
rights have been terminated and are, as a result, wards
of the state), a social service agency (e.g., having a
religious affiliation such as Catholic Charities), or a
private firm that facilitates adoptions. In traditional
agency adoptions, the birthmother (or birthparents)
places the child with an agency, which then selects
(matches) the adoptive parents from the agency’s list
of prospective parents. These individuals or couples
have undergone preadoption screening and prepara-
tion through a home study. The prospective parents
may express their particular desires or needs, but the
agency determines the match. In many cases, the birth-
parents and adoptive parents remain anonymous to
each other, although nonidentifying information is gen-
erally exchanged. In recent years, an increasing number
of traditional agencies have begun to offer birthparents
and adoptive parents more choices about contact and
information exchange. In addition, some agencies oper-
ate a portfolio system, in which prospective adoptive
parents complete a portfolio that includes a statement
about themselves, photos, and sometimes a video pre-
sentation. Birthparents are then shown numerous port-
folios and given the opportunity to select an individual
or couple for possible placement of their child. A meet-
ing with the adoptive parents usually, but not always,
follows the birthparent’s selection before the final deci-
sion is made. Depending on agency guidelines and the
preferences of the birth and adoptive parents, this may
be a single meeting or one of many typically but not
always.

Agencies generally establish rules for their place-
ments, and these can be interpreted in a positive or
negative light, depending on one’s needs and/or pref-
erences. For example, many agencies place a baby in
foster care prior to making an adoption placement to
ensure that the birthparents have relinquished their
parental rights before the placement occurs. This may
be the agency’s choice to protect adoptive parents from
the worry of bringing a child home and subsequently
having the birthmother change her mind. Or, it may
be a legally mandated practice. This practice may be
viewed as a drawback by adoptive parents who wish to
care for their child immediately from birth or a positive
safeguard. In addition, agencies may have restrictions
(again, either agency policy or legal mandate) regard-
ing age, religion, marital status, length of marriage,
criminal background, sexual orientation, and medical
or mental health history. On occasion, an agency might
also stipulate that one parent stay home on a full-time
basis or that the couple complete medical treatment for
infertility before pursuing adoption. Counseling is pro-

vided to both adoptive and birth parents when work-
ing with an agency. Although counseling can also be
arranged in an independent placement, it occurs more
routinely in an agency adoption.

In recent years, many nontraditional private agen-
cies have emerged with innovative approaches to place-
ment. Some, for example, encourage open placements,
facilitating meetings between adoptive parents and
birthparents, offering extensive exchange of history
and identifying information, and establishing plans
for future communication or visitation. These changes
have been encouraged by consumers (birthparents and
adoptive parents) who prefer or expect such arrange-
ments based on the experience of others who have
adopted or various adoption support organizations
worldwide. Many adopted children now often receive
mementos from a birthmother – a letter, pictures, or
special gift – in hopes of facilitating their child’s emo-
tional growth and adjustment and/or ameliorating feel-
ings of abandonment. Such mementos may help some
adoptees with identity formation, comfort birthparents
with relinquishment issues, and assist the adoptive
parents with incorporating the child into their family
system.

Some infertile individuals or couples who are seeking
to adopt a healthy newborn may be deterred by lengthy
waiting lists or restrictions of an agency. Others may
feel that they can meet the challenges of a child with
more complex issues. As a result, they choose to inves-
tigate government and social service agencies for the
possibility of adopting special-needs children who have
significant emotional, physical, and/or mental disabil-
ities. Also included in the special-needs category are
sibling groups and older children, who often have a
history of abuse or neglect with concomitant physical
and psychological problems. In recent years, there has
been a trend toward deinstitutionalization of children
with the goal of permanent placement for special needs
and older children. As a result, such children are readily
available but require exceptional parents who are flex-
ible people willing to commit a tremendous amount of
time, money, and effort to their child. Extra resources,
including counseling, academic assistance, and med-
ical care, are often necessary and can be costly and
time-consuming. It should be noted that, in the United
States, the 1997 Adoption and Safe Families Act pro-
vided health coverage for all adopted special-needs chil-
dren.[53] Although the rewards are potentially great for
both parent and child in these families, it is clear that
care for a special-needs child can be stressful and emo-
tionally draining. Children with special needs typically
arrive at their adoptive homes with an array of physical
and emotional scars, needing immediate intervention
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by qualified professionals. This history can interfere
with healthy attachment to adoptive parents, as well
as causing behavioral and/or emotional problems in
adoptees. A stable, loving home, in and of itself, may
not be enough to cure such tragic histories and/or trau-
matic problems. As such, prospective adoptive parents
should have an accurate understanding of their child’s
special circumstances and realistic expectations of what
can be achieved. Perhaps more than other parents, these
individuals must have considerable energy, patience,
courage, hope, commitment, and resources.

Domestic Independent Adoption
Independent adoption (also referred to as private adop-
tion) occurs when an individual or couple locates a
birthmother and makes an independent arrangement
for placement of the baby without the assistance of
an agency. Sometimes the birthparent/intended par-
ent contact is made through a facilitator or an inter-
mediary (friend, physician, or attorney). In other sit-
uations, the prospective adoptive parents advertise in
a magazine or newspaper, or they network in a vari-
ety of ways to locate a birthmother. Networking might
include: (1) talking to friends, relatives, colleagues,
and professionals; (2) sending out resumes, letters, or
brochures; (3) obtaining contacts through the Internet;
or (4) posting calling cards or announcements on bul-
letin boards and in other community areas. Most often,
independent adoption arrangements are domestic, but
they have become increasingly international with the
birthmother traveling to the adoptive parents’ resi-
dence to give birth and/or relinquish her baby (or vice
versa).

There is a wide range in cost for independent adop-
tions, depending on the extent of medical, legal, and
other pregnancy-related expenses. A birthmother is gen-
erally reimbursed for the expenses involved with preg-
nancy and delivery. If she has insurance for her medical
care and the legal costs are contained, an independent
adoption can be relatively inexpensive. However, when
she requests payment for living costs (e.g., rent, cloth-
ing, and transportation) during the pregnancy, as well
as extensive medical and legal fees, the cost can be sig-
nificant. It is illegal in most countries to pay specifically
for a baby, a policy that has been further enforced by
The Hague Convention.

Although prospective adoptive parents often look to
independent adoption as a means of taking control
of their childlessness and achieving parenthood with
fewer obstacles (e.g., agency policies) or delays (e.g.,
agency wait-list), in actuality there is a wide variation
in waiting time for independent adoptions. It is possi-
ble for an independent placement to occur quickly, but

some couples advertise or network for long periods of
time, even years, without locating a birthmother or find-
ing one with whom they can make an acceptable collab-
orative agreement. While luck frequently plays a role,
there can be any number of extenuating circumstances.
Due to the unpredictability of such adoptions, prospec-
tive adoptive parents should not embark on an indepen-
dent placement without being emotionally, physically,
and financially prepared for the unexpected: whether
that is sudden parenthood when they receive a child
within months of starting the process or the disap-
pointment of numerous false starts in which the birth-
mother/parents change their decision regarding place-
ment. Although preplacement counseling (e.g., home
study) may not be required in independent adoptions,
both adoptive and birth parents should seek counseling
to facilitate coping and adaptation.

Potential adoptive parents and birthparents may pre-
fer independent adoption for a variety of reasons.
One advantage is that many feel that independent
adoption provides a greater sense of control than an
agency adoption. As they are actively participating in
the location of or placement of their child, they typ-
ically feel more involved in the decision-making pro-
cess. Although this feeling of increased control may
be unrealistic because so many aspects of the process
remain unpredictable, many still find it preferable to
the passive waiting list process in agency adoptions.
Another reason many prefer independent placements
is that it enables intended parents and/or birthparents
to avoid restrictions imposed by other methods of adop-
tion. This might be true for individuals who are remar-
ried, older, chronically ill, single, wealthy, homosexual,
and/or have legal problems (e.g., illegal immigrant or
convicted felon). Finally, many prefer this form of adop-
tion because it provides prospective adoptive parents
with the opportunity to adopt their infant immediately
after birth and/or to be present at the delivery. Although
some independent placements are completely anony-
mous, the majority of birthparents and prospective
adoptive parents pursue this option because they pre-
fer greater involvement between parties and increased
information sharing. Adoptive parents and birthparents
decide together the parameters of contact and commu-
nication (if any) during the adoption process and in the
future.

Despite a variety of advantages, independent adop-
tion also has significant disadvantages. Emotional and
financial risks are significantly higher in an indepen-
dent placement than in a placement through a reputable
agency and the process is less predictable. The greatest
risk is that, until parental rights are legally terminated,
birthparents can reclaim the child. Laws regarding
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the relinquishment of parental rights vary widely for
both international and domestic placements, so it is
very important to know the specific laws applicable
where the adoption will occur. Although most adoptions
proceed smoothly one after a baby has gone home with
the adoptive parents, there is significant risk of a birth-
parent reconsidering placement and/or even reneging at
the time of birth or shortly thereafter. It is not uncom-
mon for an adoption plan to fall through at any point
during the time of pregnancy, delivery, or postplace-
ment, and prospective parents need to be prepared
for this reality. Another disadvantage of independent
adoption is the unpredictability of the financial costs
that can leave many unsuspecting couples financially
or emotionally devastated. Hidden costs might include
high advertising fees, telephone costs, a search that
takes an extended period of time, travel expenses to
meet prospective birthparents, attorney’s fees, and med-
ical or living expenses for the birthmother. The final
costs for medical and legal services are often unclear
until the delivery and placement are completed, mak-
ing it almost impossible to estimate what the total
expenditures will be (e.g., long hospitalization due to
pregnancy complications). Furthermore, any expenses
paid to a birthmother are not refundable should she
change her mind regarding the placement. There-
fore, it is extremely important to encourage couples
adopting independently to carefully watch expendi-
tures prior to placement and to get advice from
a reputable attorney as well as a qualified mental
health professional. Although most birthmothers are
legitimate, well-meaning individuals, there have been
unfortunate scams in which dishonest people have
taken advantage of desperate and/or naı̈ve infertile
couples.

Another form of domestic adoption, which combines
both independent and agency elements, is identified
adoption. This is an adoption in which an individual
or couple locates a birthmother (or vice versa) through
independent efforts and an adoption agency subse-
quently oversees or facilitates the placement. This may
be an interfamilial adoption or it may be strangers who
have encountered each other via some form of network-
ing. This form of adoption is most prevalent in states or
countries that do not allow independent placements.
All or parts of the agency services are provided to the
parties involved.

International Adoption
As with domestic adoption, international placements
can be completed through an agency in the country of
origin; an agency or orphanage in a foreign country;

or an adoption attorney/intermediary (i.e., indepen-
dently). It should be noted, though, that The Hague
Convention ensures adherence to standard regulatory
process in all international adoptions. The countries
that originally signed The Hague Convention 2000 were
equally divided between countries of origin and receiv-
ing countries. Among countries of origin, South and
Central American countries were strongly represented,
with less of a showing from Eastern European coun-
tries. As in the past, Africa remains largely outside the
global framework of international adoption. Asian rep-
resentation is patchy with noticeable absentees such
as India, China, and Korea.[54] The major receiving
country worldwide is the United States, which currently
takes in approximately 17,000 children per year through
international adoption (comprising almost half of all
the children subject to international adoption globally).
In 2003, the five countries accounting for the greatest
number of international adoptions in the United States
were China (6,859), Russia (5,209), Guatemala (2,328),
South Korea (1,790), and Kazakhstan (825).[55]

International adoptions are not without a variety of
unique challenges, advantages, and disadvantages. Fees
for international adoptions are typically comparable
with a domestic placement, with waiting times vary-
ing from 6–18 months, which may be shorter than
for a domestic agency adoption. Travel requirements
vary from country to country but generally require,
at minimum, a passport. Some countries and agen-
cies have restrictions on age, marital status and length
of marriage, number of biological children presently
in the family, criminal history, health factors (includ-
ing obesity), and/or work status (e.g., requiring one
parent to be at home full-time). While international
placements require considerable paperwork and may
involve extensive red tape, prospective adoptive par-
ents can typically follow the steps to placement without
much difficulty when given guidance from an agency,
attorney, mental health professional, and/or support
organization.

The children most often available for international
adoption are six months of age and older. The age at
which a child is adopted can be a significant factor, espe-
cially if the child is receiving poor or inadequate insti-
tutional care and/or has preexisting health problems
(e.g., prematurity).[9] All too often, there is insufficient
information available, and the pediatric history of the
child’s early months may be limited. It is not unusual
for children to arrive with health problems that were
previously unnoted – and, as such, a surprise to adop-
tive parents. One important factor influencing a child’s
health and well-being at the time of placement is the
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quality of care the child received in his or her country
of origin from birth until placement.[9] Some countries
have a well-established foster care system (e.g., Korea),
while others have a private, religious orphanage system
(e.g., South America) or a governmental orphanage sys-
tem (e.g., Eastern European countries). Still other coun-
tries have a combination of private and government-run
orphanages (e.g., China).

Understandably, the economic and political atmo-
sphere of a country can influence the level of physi-
cal, medical, and emotional care provided to children
available for adoption. Therefore, it is important for
prospective parents to remain up-to-date about adop-
tion policies in their own country, as well as the coun-
try of origin of their awaited child. Changes often occur
due to political events, government policy, natural dis-
asters, and/or issues related to the adoption process.
It is not unusual for countries to suddenly terminate
placements, providing little information about when/if
adoptions will be reinstated or placements will be com-
pleted. Therefore, it is important for prospective adop-
tive parents to deal with a reputable agency, intermedi-
ary, or orphanage and to obtain as much information as
possible before placement and/or accepting a referral.
Adoptive parents must also be certain that appropriate
healthcare can be obtained in their own community.
They may be particularly interested in making contact,
before placement, with a clinic that specializes in inter-
national and/or adoptive medicine. Very often, it is help-
ful for preadoptive parents to consult with a pediatri-
cian or pediatric psychologist to review the information
they have received about their child, both to evaluate
the appropriateness of the referral and in preparation
for care, if the child is placed.

Many infertile couples who turn to international
adoption are attracted by the availability of children
for placement and the relatively low risk related to
birthparents. It is unlikely that birthparents (if living)
will want a collaborative placement agreement in an
international situation. In fact, in the majority of inter-
national placements, birthparents are anonymous and
there is little information available about them medi-
cally or psychosocially. For couples who worry about
a birthmother changing her mind or later appearing
in the child’s life, international adoption often is more
appealing than other forms of adoption.

Nonetheless, parents who adopt internationally are
not simply adopting a child – they are also adopt-
ing their child’s culture, heritage, and ethnicity. Infer-
tility counselors must help clients assess their ability
to deal with these differences. Couples need to deter-
mine how they feel about parenting a child who will

probably not resemble them and who may differ in
other ways. They also need to consider how a child will
look not only as an infant but also when fully grown.
Those who adopt internationally must be willing to
help their child identify with the culture in which he
or she is being raised, as well as the child’s country
of origin. As couples assess their own feelings, they
will also need to consider how their extended fam-
ily, friends, and community will respond to their child
being different. Societal challenges may be a prominent
factor in an international adoption, with the possibil-
ity of rude, ignorant, or intrusive questioning, staring,
discrimination, and greater attention from the public,
whether positive or negative. The possibility does exist
for international adoptees to experience some mea-
sure of racial discrimination and prejudice. However,
Bartholet[56] found no evidence to suggest that the
experiences of international adoptees are any worse
than others who experience racism and discrimination.
A greater risk factor may be that internationally or
transracially adopted children may lose some of their
unique ethnocultural heritage and identity. This can
be worsened when it is partially reinforced by parents
who are innocent and caring, but inept in their expecta-
tions.[12] Those who successfully adopt from another
country generally view the racial or ethnic diversity of
their family as an enriching experience, particularly if
the family works to incorporate the background differ-
ences of the child into the family system and family
identity.

Transracial Adoption
During the past thirty years, there has been consid-
erable controversy over the adoption of children of
color by Caucasian individuals or couples. In 1972, the
National Association of Black Social Workers in the
United States presented opposition to transracial adop-
tions and, as a result, the majority of states and agen-
cies in the United States instituted policies that favored
domestic same-race adoption placements. A similar
stance was taken for Native American children with
recommendations for same-race placements. Unfortu-
nately, there were an inadequate number of African
American or minority adoptive families available for
same-race placements, leading to a growing number
of children remaining in institutional or foster care.
As a result, in 1994, the Multiethnic Placement Act
(MEPA) was passed in the United States. The primary
objective of this legislation was to decrease the time
spent by children in foster care placement and open up
more avenues to permanent placement, which included
transracial placements. Prospective adoptive parents



P1: JZP
052185363Xc22 CUFX030/Covington 0 521 85363 X September 4, 2006 12:17

400 LINDA P. SALZER

could no longer be denied the ability to adopt on the
basis of race, color, or nationality. Still, many agencies
and prospective adoptive parents remain cognizant of
the long-held opposition to transracial adoptions and
have been less open to adopting transracially within the
United States. Consequently, Canadians and Europeans
are adopting an increasing number of minority Ameri-
can children, while Americans continue to adopt chil-
dren from other countries, transracially, at the highest
rate of any country in the world. One study estimated
that approximately 65% of all international adoptions
in North America involve children and parents of dif-
ferent racial backgrounds.[57] Predominant arguments
against transracial adoption include: (1) loss of her-
itage or connection to ethnic-racial identity experienced
by adoptees; (2) exploitation of people living in weak,
poverty-stricken countries by those in richer, more pow-
erful nations; and (3) the inability or unwillingness of
adoptive parents to support their adopted children’s
original culture and heritage.[1]

Despite the concerns of mental health profession-
als regarding the psychosocial well-being of children
raised in transracial homes, there is little evidence that
these placements are problematic. Research has indi-
cated that “adopted children placed transracially do
just as well, in all respects, as children placed in same-
race homes”[58] and that, “long-term studies show con-
sistently encouraging outcomes over time.”[9] Based
on the results of their almost thirty-year investigation
of transracial adoption, Simon and Alstein[59] con-
cluded that transracial adoptees show no special prob-
lems. However, Bartholet[60] contended that children
who are assigned minority status must understand how
others view them to protect themselves physically and
emotionally from racism. Adoptive parents do need to
respect and encourage the racial and ethnic identity of
their child, as well as help him or her deal with dis-
crimination in the community. It is important to assist
children in developing supportive peer relationships,
including friends of the same race/ethnicity, and to pro-
vide the opportunity to live in a racially integrated com-
munity where difference is accepted.

Programs such as EuroAdopt[61] (begun in Sweden)
suggest ways to support transracial adoptees through:
(1) get-together facilities (e.g., children’s camps); (2)
establishment of special-interest groups; (3) homeland
tours; (4) summer camps in the country of origin; (5)
programs that help families explore the child’s roots;
and (6) reports from the countries of origin. Post-
placement services, typically offered by adoption agen-
cies or consumer support organizations, can be a benefi-
cial means of supporting transracial adoptees and their
parents.

Home Studies
Throughout the world, anyone who wishes to adopt
must complete a home study or assessment. The process
of the home study varies considerably, depending on the
agency and/or professional completing it, but it gener-
ally involves some or all of the following components:
(1) assessment of the prospective adoptive parent(s)
and their motivation for adoption, (2) financial state-
ment, (3) medical screening and history, (4) finger-
printing/ legal background check, (5) personal refer-
ences, (6) psychological screening, and (7) verification
of identity. Individuals and couples may be asked to
complete lengthy questionnaires or an autobiograph-
ical statement for use in the assessment. A variety of
documents are also typically required such as birth cer-
tificates, marriage licenses and divorce decrees (if appli-
cable), letters of employment, and so on. The tradi-
tional idea of a home study was of an intimidating white
glove approach to evaluating a couple and their home
for potential parenthood. In recent years, the home
study has generally been restructured into a preparation
process, providing opportunities for parent education
about the unique nature of adoption and facilitating the
transition to adoptive parenthood. In addition, prospec-
tive adoptive parents are encouraged to increase self-
awareness, explore concerns about adoption, and gain
psychosocial support as waiting parents. Many agen-
cies now provide, in addition to interviews and home
visits, waiting parent groups, meetings with birthpar-
ents (to gain greater understanding of their perspec-
tive), support resources, and workshops on parenting
skills.

Regardless of the home study format and the degree
of compassion shown by the social worker, most
prospective adoptive parents expect it to be a threat-
ening experience. This, again, represents a loss of con-
trol for the couple because they are not able to move
toward parenthood without the approval or interven-
tion of others. Many prospective adoptive parents feel
resentful, recognizing that the rest of the world does not
need to be evaluated for parenthood. Frustration and a
sense of powerlessness can reemerge, as well as resent-
ment toward the invasion of privacy, issues often remi-
niscent of infertility. It is important that adoption pro-
fessionals understand these reactions and not establish
an adversarial relationship with those wishing to adopt.
Traditionally, adoption counselors have been advocates
for the child and, while this remains a significant role,
their support of adoptive and birthparents is an equally
important role. When couples feel a supportive, pos-
itive relationship with the social worker or infertility
counselor, they are typically more willing to communi-
cate openly, discuss their anxieties, educate themselves
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regarding the unique aspects of adoptive parenthood,
and ask for help when needed. Although some view the
home study as unfair, it can and should be a beneficial
process for adoptive parents.

Expectations and Fears about Adoption

For most infertile people, the decision to adopt does not
occur quickly or easily. More often it represents an evo-
lution of feelings and a process that includes grieving,
information gathering, decision making, implementa-
tion of the decision, and, ultimately, adapting to adop-
tive parenthood. During early medical treatment, when
couples are hopeful of success, any mention of adop-
tion can produce panic, that is, fear that they might
not succeed in their quest for a biological child. Anger
can also occur, as others insensitively and simplisti-
cally remark, “Well, you can always adopt” or “If you
adopt, you’ll probably get pregnant.” The general pub-
lic fails to understand the complex emotional issues,
the time required to make this decision, the financial
expense, and the myriad of other emotional, social,
and physical challenges involved in becoming adoptive
parents.

A common fear for many infertile individuals and
couples is whether or not one can love an adopted
child to the same degree as a biological child. Although
parent–child attachment is not determined by bio-
logical links, many people continue to believe that a
blood/genetic connection is necessary for close, com-
mitted parent–child relationships. This may be a pre-
viously unrecognized or unexplored assumption which
preadoptive parents must emotionally and intellectu-
ally face. Expressing and examining these fears will not
only make preadoptive parents more comfortable with
and prepared for adoption, but it can also make them
better parents. Furthermore, exploring these fears also
involves acknowledging their fantasies. Although fan-
tasies of an ideal biological child are common, infertile
couples must put these dreams to rest and accept that
there is no perfect child (either biological or adopted),
nor is it possible to be perfect parents. Accepting a child
for who he or she is, with his or her unique characteris-
tics, is in large part what makes adoption (and parent-
hood) successful.

Very often couples considering adoption fear that
an adopted child will ultimately reject them in favor
of their birthparents. Opportunities to search for bio-
logical parents are becoming more available through
mutual disclosure registries, private investigations,
and opening of birth records. However, motivations
and experiences vary widely when adoptees search.
Some adoptees (perhaps with idealized or unrealistic

expectations) are disappointed when the contact,
reunion, and/or relationship falls short of what they
had anticipated. For other adoptees, meeting birthpar-
ents is a positive experience that enhances their life,
as well as the relationships with their adoptive family.
Motivations for searches are varied and are influenced
by the circumstances of the adoption, as well as the
adoptee’s own life stage and experiences. Adoptees may
seek contact to obtain information about their heritage,
to learn more specific details about their placement, or
to acquire medical history that adoptive parents cannot
provide. Other adoptees are motivated by psychological
needs, such as identity issues – a search for self in one’s
biological or genetic heritage. Adoptive parents must be
reassured that a search does not imply inadequacy on
their part as parents or as an adoptive family. In fact,
current research indicates that the decision to search
is an idiosyncratic one that is not based on any defin-
able reasons (e.g., unhappiness with adoptive parents;
unmet psychological needs; or need for medical infor-
mation). Search factors are not predictable and appear
to relate more often to the adoptive person’s personal-
ity and personal experiences than to a set of definable
factors.[62]

Another concern for prospective adoptive parents is
whether an adopted child will be at risk for increased
psychological and/or medical difficulties. As reported
earlier, adopted children have been found to be over-
represented in the mental health system. This over-
representation may be due to the willingness of adop-
tive parents (versus biological parents) to acknowl-
edge even minor problems and enlist professional assis-
tance. Or it may be due to preexisting conditions in
the child, such as the circumstances of the adoption;
prenatal factors; age of the child at the time of place-
ment; a history of abuse or neglect; and/or medical
or mental health conditions. Adopted children, in gen-
eral, may experience periods of anger or depression
in dealing with their loss and yet successfully resolve
these issues.[30] Ultimately, if one or both preadop-
tive parents is expecting or is psychologically invested
in a problem-free parenting experience, this may be
an indication that they are uneducated and/or ill-
equipped for adoptive parenting and the unique chal-
lenges (and rewards) it offers. Unmatched or unrealistic
expectations of adoption may represent unresolved
grief and/or inadequate preparation for adoptive par-
enthood (see Chapter 26).

Resolving Feelings about Infertility

The experience of infertility involves many losses, per-
haps most significantly the basic assumption of fertility.



P1: JZP
052185363Xc22 CUFX030/Covington 0 521 85363 X September 4, 2006 12:17

402 LINDA P. SALZER

This includes a genetically shared love child that is tra-
ditionally conceived as well as the experience of preg-
nancy, a psychosocial event for both the couple and their
extended family. Further affected by the experience of
infertility are one’s life goals and expectations, social
status, self-esteem, control of personal destiny, belief
in a predictable world, genetic continuity, and expecta-
tions about parenthood (e.g., breast-feeding). For infer-
tile couples, these losses typically occur following a
series of failed treatments, disappointments, and sober-
ing realities before the final acknowledgment that par-
enthood cannot be achieved via traditional conception,
pregnancy, and birth. As such, infertile couples con-
sidering adoption must mourn these losses and gain a
healthy perspective on these experiences (e.g., recogniz-
ing that all feasible medical efforts were made and that
their primary goal is truly to become parents). When
individuals have not faced and resolved these feelings,
they may have difficulties with attachment, forming an
identity as an adoptive family, or being effective parents
(e.g., helping their child deal with his or her own issues
of loss).

In resolving infertility, a couple must recognize the
potential for tremendous happiness and fulfillment as
parents, despite their inability to produce a biological
child. Parenthood is not reproduction but, rather, the
day-to-day guidance, love, and caregiving of devoted
mothers and fathers. In preparation for adoption, coun-
selors must help individuals and couples come to terms
with their infertility issues, recognizing that resolution
is a process and not an event. As a result, even after
adoptive parenthood has occurred, feelings about infer-
tility may linger, although the majority of issues should
be largely resolved before placement. Indications of
unresolved infertility might include:

■ intense feelings of sadness and anger, perhaps mani-
fested in avoidance of pregnant women;
■ refusal to acknowledge grief or disappointment
about infertility;
■ continuing resentment of infertility and a sense of
feeling cheated;
■ inability to spend time around the children of others;
■ strong fear that an adopted child will fall short of
family standards or expectations;
■ ongoing fantasies about the perfect biological or
genetically shared child;
■ discomfort with or refusal to discuss adoption issues;
■ decision to keep adoption secret from others and/or
the child due to shame or embarrassment.

When there is evidence of significant unresolved
infertility issues, including the intensity of feelings or

refusal to deal with them, it may indicate that an indi-
vidual or couple is unprepared for adoption at this time.
Ultimately, this may impact their ability to provide an
emotionally healthy family environment and promote
the psychological well-being of a child. The bottom line
is adoption is not a solution for infertility and is not the
right choice for everyone. Indications for infertility and
adoption counselors that an individual or couple should
not proceed with adoption include:

■ serious disagreement between partners about the
decision to adopt, evidenced by partner reluctance,
coercion, or acquiescence;
■ belief that adoption is a temporary solution for infer-
tility, as indicated by the assumption that it is only a
matter of time before returning to medical treatment
and the possibility of a biological child;
■ significant marital conflict and a belief that a baby
will repair the marriage or provide a child before a part-
ner exits;
■ serious mental health problems that have not been
acknowledged and/or treated;
■ unwillingness to learn about the unique aspects of
adoption and accept how it differs from biological
parenthood;
■ pursuit of an adopted child who will meet the parent’s
needs, assuaging narcissistic injuries, and not to meet
the needs of the child.

Relationships with Birthparents

All prospective adoptive parents must accept the real-
ity of their child’s birthparents and the significance
of birthparents in their child’s life. For some couples,
the idea of a birthmother/father relinquishing their
child for adoption is incomprehensible. They may be
unable to differentiate between their own special cir-
cumstances (ready and willing to have a baby but
unable to) and those of the birthparents (physically able
to have a child but unprepared or unable to parent
for a variety of reasons). It is not unusual for women
experiencing infertility to feel anger at others who get
pregnant easily, unexpectedly, or unintentionally. Some
prospective adoptive parents may continue to feel anger
and resentment toward a birthmother who was able to
conceive, yet never wished to have a child or be a parent.
Being happy that a birthmother has decided to place
her baby is not the same as being able to empathize
with her predicament and the difficulty of her decision.
Often, when adoptive parents meet the birthmother
and/or father, they can better understand their unique
predicament and recognize them as real people with
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real problems and feelings. Particularly in open adop-
tions, negative attitudes about birthparents can inter-
fere with the ability to establish a collaborative agree-
ment, develop a healthy sense of entitlement to their
adopted child, and later discuss adoption comfortably
with their child. Feelings of competition with the birth-
parents and/or fears of the birthparents reemerging to
reclaim (physically and/or emotionally) their child can
also be problematic. These are normal and sometimes
valid concerns for prospective adoptive parents and, as
such, need to be fully addressed early on.

In open or collaborative adoptions, prospective adop-
tive parents must determine what kind of relationship,
if any, they wish to have with the birthparents. These
arrangements occur more often in domestic adoptions,
but have become more common in international adop-
tions as well. Prospective adoptive parents must assess
their preference and level of comfort with the vari-
ous forms of adoption available today: anonymous,
semi-open, or fully open placements. A fully open rela-
tionship typically involves ongoing communication and
physical contact (e.g., visits on holidays) among all
parties: birthparent(s), adoptive parents, and child. The
terms of the placement, including the degree of open-
ness and extent of future contact, need to be clarified
before the adoption occurs and should be explicitly
stated, preferably in a written legal agreement. This
can prevent much confusion, misunderstanding, and
ill-will in the future. Those approaching adoption for
the first time are often wary of contact with the birth-
mother, feeling threatened by or uneasy with her pres-
ence. Despite such fears, it is important that prospective
adoptive parents obtain as much information as possi-
ble about the birthparents at the time of placement –
whether the placement is anonymous, semi-open, or
fully open. This might include talking to or meeting
the birthparents or extended family, exchanging exten-
sive information, sending letters and/or pictures on an
ongoing basis, or maintaining contact through visits,
telephone calls, or email. Many couples find that, as
they feel more secure in their parental role, their fears
dissipate and they may later regret not taking the oppor-
tunity to meet the birthmother and/or obtain additional
information. Meeting face-to-face with birthparents,
gathering information, taking pictures, and asking a
birthmother for a letter to her child at the time of
birth can be invaluable in future years, when a child
is interested in learning more about his or her origins.
Furthermore, when adoptive parents can demonstrate
their understanding of the child’s emotional needs by
providing this information, it can enhance their child’s
trust in them.

THERAPEUTIC INTERVENTIONS

There are several kinds of professionals that prospec-
tive adoptive individuals and couples may encounter
in their quest to adopt. Adoption intermediaries are
those who bring together birthparents and prospective
adopters, and may sometimes serve in a counseling role,
although they are not typically trained mental health
professionals. Attorneys, independently or through an
agency, facilitate the legal transfer of parental rights to
the child. Finally, infertility or adoption counselors help
individuals or couples explore whether adoption is the
right path for them; assist them in examining the many
options available for adoption; educate them regard-
ing the unique nature of adoptive parenthood; make
appropriate referrals for additional guidance; provide
emotional support during the transition to adoptive
parenthood; and explore feelings about infertility and
adoption. These various professionals and their roles
often overlap and, ideally, work in concert to facilitate
the adoption and the healthy adjustment of the new
family.

Most people who consider adoption will travel
through numerous emotional stages before making this
decision. Counselors can assist individuals and cou-
ples with these various stages, including: (1) initial con-
sideration of adoption as a family-building option; (2)
helping couples grieve; (3) gathering information; (4)
forming a decision as a couple; and (5) facilitating the
transition to adoptive parenthood. These stages do not
occur in a structured, straightforward manner and are
not mutually exclusive. Rather, they are pieces of the
complicated emotional journey toward reaching par-
enthood.

Considering Adoption as a Family-Building Option

Couples generally move from infertility treatment to
adoption in one of two ways. Some feel the need to
complete every medical option available before they can
begin to consider adoption. They want to determine and
feel that biological parenthood is definitely beyond their
grasp. Unfortunately, this approach is difficult because
the field of infertility treatment is constantly changing
and expanding, with new treatment options available
at an increasingly rapid pace. Even when a couple is
told that their situation is hopeless and that no further
medical treatment can be offered, it can be very difficult
for them to accept in this era of ever-evolving assisted
reproductive technologies. This makes it very difficult
to end treatment and pursue adoption strictly from a
medical point of view (see Chapter 24).
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A confounding factor is that patients are often offered
medical treatments that are actually forms of adoption
(e.g., donor insemination, oocyte donation, or embryo
donation) and may fail to consider the psychosocial
issues of adoption in their decision making (e.g., relin-
quishing and grieving the genetically shared child).
Other couples begin to consider adoption while in the
midst of infertility treatment. They may be frustrated
with treatment failures and experiencing diminished
hope, but have not yet reached the end of medical
options. Some couples will have realistic expectations
about treatment success, recognizing that time or med-
ical success rates are not in their favor, while other cou-
ples are panicked about the possibility of unsuccessful
medical treatments. Whatever the case, many infertile
couples approach adoption as a means of considering
their future choices, knowing that they eventually want
to become parents.

As partners begin to consider adoption, they must
allow time to privately do some soul-searching, exam-
ining their own personal beliefs, needs, and fears. Each
individual should determine how the losses of infer-
tility have affected him or her personally. Individu-
als will need to consider which losses are most sig-
nificant to each of them, and which of these losses
could be addressed by making a decision to adopt.
Each must assess his or her needs and be able to
separate the experience of pregnancy from that of
becoming a parent. Although most people desire both
the pregnancy and parenting experience, many have
a primary focus. Most couples who ultimately choose
adoption find that their desire for parenthood is more
important than a desire to reproduce. If the need
for genetic continuity and/or a longing to experience
pregnancy are the most significant factors, adoption
will not fulfill these needs and the couple must hon-
estly accept that this is how they feel, at least for
the present. Sometimes these feelings will change over
time but, until that occurs, adoption should not be
pursued.

Those considering adoption must carefully assess
their views on the role of genetic factors versus the
environment in affecting the development of a child.
Genetic inheritance will not only influence physical
characteristics but also personality traits, intelligence,
and interests. Environment clearly plays a role in a per-
son’s development, but all children will display specific
inherited characteristics. These traits may be signifi-
cantly different from those produced in one’s biological
child, but not necessarily worse. This is another chal-
lenge for adoptive parents: incorporating the child’s dif-
ferences into the family system and family identity in a

positive manner that enhances and supports both unity
and individuality.

Should couples pursue adoption before ending their
medical treatment? It is advantageous for couples to
discuss the possibility of adoption while still in treat-
ment and to begin exploring this vast field. The prospect
of adoption can be overwhelming because of its com-
plexity and the diverse avenues available. It often takes
considerable time to evaluate all the alternatives and
forms of adoption. Not only will this accelerate the
process if a couple later pursues adoption wholeheart-
edly, but many find that it also relieves the stress of
medical treatment by assuring them that parenthood
is ultimately possible. It also provides them with a
sense of control lost during infertility treatment, as they
can take action to learn more about alternative family-
building. In the meantime, if medical treatment is suc-
cessful, a couple has simply educated themselves about
adoption.

Because some agency adoptions involve lengthy wait-
ing lists, it can be beneficial for couples to begin the
adoption option while still in medical treatment. How-
ever, if a couple is planning to pursue independent
adoption, they should be nearing the end of treatment.
Independent placement can occur quickly, and couples
must be emotionally and physically prepared for this
possibility. This also applies when an agency with a
shorter waiting list or with a portfolio service is used.
Actively pursuing both independent adoption and infertil-
ity treatment is not recommended, unless an individual or
couple is fully emotionally prepared for a child to result in
either or both cases. Couples must allow time to educate
themselves about adoption, such as birthparent issues,
talking to children about adoption, handling social situ-
ations, resolving lingering feelings about infertility, and
understanding the psychological impact of being an
adoptive parent and an adopted child. Couples must
also prepare physically and emotionally for the arrival
of a child, as well as getting themselves ready for
their new role as parents. Understandably, they may
be apprehensive about making purchases for a baby
or preparing a nursery, but these early joys should not
be missed and are an important part of the transition
to parenthood and attachment to their adopted child.
Those who continue with treatment may not be able
to invest their time and emotions in anticipation of a
child’s arrival or the important psychological tasks of
preparing for adoptive parenthood. An unwillingness
to stop treatment can be a significant indicator of a fail-
ure to resolve infertility issues; an inability to accept
adoption as a joyful and fulfilling path to parenthood;
a reliance on others (e.g., physician) for life’s decisions;
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or ambivalence about adoptive parenthood. It may also
indicate that the couple has an unequal investment in
adoptive parenthood, with failure to reach a committed
joint decision.

Helping Couples Grieve

Often, infertile couples become stuck in their inability
to grieve and cannot move comfortably toward adop-
tion. Infertility counselors can help individuals and cou-
ples identify their reasons for their failure to grieve:

■ extreme anger: inability to accept that infertility is a
situation over which they have no control;
■ unresolved guilt: a view that they are bad people
deserving of their infertility or that they have con-
tributed to their diagnosis of infertility through some
negative actions;
■ shame and embarrassment: a belief that infertility is
too personal, shameful, or embarrassing to admit to
others;
■ fear: a need to remain in control, due to fear that grief
will be devastating;
■ denial: inability to admit that severe infertility exists,
an unwillingness to accept a negative prognosis from
multiple specialists, or unrelenting and unrealistic pur-
suit of assisted reproduction.

In addition, some people are unable to grieve because
the losses of infertility are too many or too intangi-
ble. In such cases, couples may develop a ceremony for
mourning, in which they mark the end of their treat-
ment efforts and embark in a new direction. Helping
couples (and even their extended family) plan and exe-
cute a ritual can be a helpful therapeutic intervention.

Many couples become fixated on the idea of their bio-
logical and genetically shared child because they have
idealized and become attached to the fantasy of what
that child would be. They imagine their own best quali-
ties (and their partner’s) and believe that their offspring
will have a composite of all their respective positive
characteristics. It is important to address the unlike-
lihood of this perfect outcome, perhaps by having the
couple list the worst characteristics of themselves and
their family, and then imagining their biological child
as a composite of those traits. This scenario may help
couples recognize that children come as they are and
not as they are wished-for or imagined. Furthermore,
while ideal children are not real children, ideal parents
are equally unrealistic and impossible.

For individuals who have been unable to grieve,
infertility counselors can encourage their exploration
of these issues by helping them picture their fantasy

biological child. Who would he or she look like? What
color hair and eyes would the child have? What would
they name him or her? The infertility counselor can sug-
gest that they imagine different parenting experiences
and ask them to consider how their life would be dif-
ferent if infertility had not been an issue. If individ-
uals are experiencing difficulty with verbalizing these
thoughts, they may find it easier to express themselves
in writing or in an artistic endeavor. The therapist might
ask clients to write a letter to their unborn, hoped-
for child. Sometimes, feelings will also emerge through
dreams. Interpretation of these dreams can be helpful
in addressing previously unspoken feelings.

One of the most important aspects of grieving and
ultimately resolving infertility is revealing oneself to
others, that is, being able to communicate openly about
infertility with one’s partner, close friends, and fam-
ily. Infertility counselors should encourage clients to
join an infertility support organization or a preadop-
tion group. For those who have been secretive about
infertility, a group normalizes their experience, giving
them the opportunity to share feelings with others who
intimately understand the infertility crisis and to learn
how others have handled this experience. Isolation can
lead to enhanced feelings of being damaged or unwor-
thy. Participating in a group can help the infertile person
view this crisis in a more constructive manner with less
self-blame, anger, and isolation. For those who find a
group logistically or emotionally impossible, the Inter-
net is another means of connecting with others, as well
as gaining information (see Resource list).

Gathering Information

When first considering adoption, many individuals and
couples are overwhelmed by the scope of the field – the
various forms of adoption, the extensive psychological
issues, the logistics, paperwork, and financial consider-
ations. Most have just emerged from the frustration and
devastation of infertility, having educated themselves
in the complexities of the medical world, only to find
that adoption brings an equally great challenge, another
maze, and an additional financial hurdle. Often, infer-
tile couples are often shocked and overwhelmed when
the reality of adoption sets in: It can be as complex and
frustrating as infertility and its medical treatment. Early
on, the quest of adoption for many couples seems to
raise more questions than answers.

One of the most important stages in the adop-
tion process is information gathering. Couples need to
understand the many options available and the psy-
chological issues of adoption before they can proceed
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further. Infertility counselors should recommend that
couples read extensively on all aspects of adoption, for
example, how-to-adopt guides, books from the perspec-
tive of the birthparents, books about life as an adop-
tive parent, and literature geared to children. Adop-
tion is often a difficult and challenging process and, as
such, prospective adoptive parents need to avail them-
selves of all educational opportunities. They should
attend adoption conferences, join an adoption sup-
port organization, network with friends, relatives, and
professionals, and openly share their goals. An adop-
tion support group is a valuable resource for meet-
ing others who have adopted, becoming familiar with
issues in adoption, and obtaining information on the
how-to options (e.g., referrals to agencies, attorneys,
or knowledgeable professionals). This is especially true
if they are adopting internationally or transracially.
Most support organizations offer monthly informa-
tional meetings, newsletters, videotapes, annual con-
ferences, referral services, informal peer or profession-
ally led support groups, internet websites, and library
services.

Increasingly, access to the Internet is having a sig-
nificant effect upon all aspects of adoption because of
the richness of its resources. On the positive side, it pro-
vides more visibility for children in foster care and those
with special needs who are in need of permanent place-
ment (e.g., photo listings of waiting children). It also
offers the general public greater opportunity for adop-
tion education and awareness. In addition, it provides
adoptive parents, birthparents, and adoptees access to
the many pre- and post-placement adoption resources
available, as well as a community of support. On the
negative side, it must be noted that not all information
on the internet is accurate and there is the possibility of
illegal business being conducted or illegitimate claims
being made.

Although the Internet is a highly efficient, rapid, far-
reaching source of information for those interested in
adoption, material obtained online must be verified,
cross-checked, and generally approached with caution.
Individuals must take personal responsibility for assess-
ing the value of the information found on the Internet.
In general, those sites that are clearly structured, up-to-
date, and well-maintained will indicate a higher stan-
dard of quality.

Forming a Decision as a Couple

Partners often begin to consider adoption at different
points in their infertility treatment and they may ini-
tially disagree about the decision to adopt. It is normal
for partners to view this option differently. Couples

often panic when they express dissimilar points of view,
and this fear can impede further communication. Part-
ners need to share their fears and skepticism with one
another in an honest and open fashion. Adoption does
require a leap of faith and can be both an exciting and
frightening proposition. Often, the differences that part-
ners express are not as disparate as they initially seem.
For example, couples may agree on the next step in
their decision-making process (e.g., going to an infor-
mational meeting about adoption) but be at odds on the
timing of the decision (e.g., pursuing adoption imme-
diately or waiting until after the next course of med-
ical treatment). In addition, individuals often do not
accurately express what they feel. For example, a part-
ner might state, “I could never adopt,” when actually
what he or she means is, “I’m not ready to stop treat-
ment” or “I’m not ready to consider adoption now.”
Infertility counselors can assist couples explore their
opinions and listen carefully to one another in order to
better understand the feelings behind differing points
of view.

Often, conflict between partners develops because
each has an internal conflict or ambivalence that is
not being honestly acknowledged and/or expressed.
The infertility counselor can serve as an objective and
supportive third party, helping the couple to unravel
these issues. During early discussions, couples often
try to balance each other’s point of view, consciously
or unconsciously. One may take a strong proadoption
stance with no expression of anxiety or ambivalence,
while the other counteracts with a firm negative stand-
point. Counseling can help couples identify points of
agreement – similar fears, desires, objectives, or needs –
that are often present. They can be given the task
of making individual lists of pros and cons regard-
ing adoption and then comparing these lists with one
another. This is often helpful in clarifying differences
and similarities. Infertility counselors should empha-
size that talking about adoption is not a decision to pur-
sue it. However, exploring adoption and other family-
building alternatives is an important component in
coming to terms with the infertility experience. The
process itself (like infertility) can strengthen relation-
ships and increase individual self-knowledge and self-
confidence.

When couples hit an impasse, it may be necessary to
retreat from the conflict and to agree on a future date for
further discussion. This may be several weeks or even
months later. Placing the issue on hold, with the pur-
pose of exploring individual feelings and gaining greater
knowledge, often brings a change in perspective and
more openness in future talks. Couples should be told
that opinions about adoption often change over time as
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individuals deal with their feelings, reassess their situ-
ation, or learn more about adoption. It is not unusual
for a person to adamantly oppose adoption at one point
and later successfully adopt.

Facilitating the Transition to Adoptive Parenthood

Couples should communicate with friends and fam-
ily about their adoption journey, garnering support as
expectant parents. Although some will feel most com-
fortable on an agency list awaiting a baby, they should
also continue to share their goals with others. Network-
ing can be exceedingly important because adoption
leads might come unexpectedly from any source. Very
often couples agree to equalize the infertility experience
through adoption: The partner undergoing the least
medical treatment takes the responsibility for investi-
gating and/or implementing the adoption decision. This
strategy can be helpful when spirits lag, especially for
couples investigating adoption while completing medi-
cal treatment.

Although many adoptions proceed quickly and
smoothly, the adoption process is most often frustrat-
ing and time-consuming. Babies and children are avail-
able for adoption, but couples need to be creative and
patient in their efforts. Most who persevere will success-
fully adopt, but there may be disappointments and dead
ends along the way. Infertility counselors can be helpful
in offering much needed encouragement and support
during the course of adoption. For those couples who
experience disappointment and may be on the verge of
abandoning their plans, it is important to emphasize
that persistence will generally succeed. Many begin to
feel persecuted – first by their reproductive problems
and failed infertility treatment, and then by their lack
of success in adoption. Helping couples understand that
such disappointments are common in the adoption pro-
cess can help normalize their experience and bolster
sagging spirits.

Infertility counselors working with prospective adop-
tive couples need to understand that once a child has
been identified, the waiting period can be extremely
stressful. For all would-be parents, the anticipatory
stage of parenting is ambiguous and stressful, filled
with worries about what to expect, what the child
will be like, and how life will change with parent-
hood. Adoptive parents face the same feelings as all
prospective parents, but there are also concerns that
are unique to the adoption process. Will the adop-
tion plan succeed and, if so, when and how? Will the
birthparents change their mind? If international travel
is required, adoptive parents often face a number of
logistical concerns. How long will they have to stay in

the country? Where will they stay? What about their
jobs and other responsibilities? Will the political situ-
ation of the country remain stable and will the adop-
tion follow an established, predictable process? Feel-
ings of failure and pessimism during infertility (partic-
ularly if unresolved) can be exacerbated or reemerge
during the adoption process. While all prospective
parents need tremendous amounts of support and
encouragement, this is an even greater necessity during
adoption.

Infertility counselors can be instrumental in helping
preadoptive couples with the transition to parenthood.
Because this is both an exciting and stressful period,
couples should be encouraged to recognize the stres-
sors unique to their situation and develop a coping plan.
This may include setting constructive goals, identifying
stress reduction strategies, and developing a plan for
handling the adoption process. Some ideas for remain-
ing busy with constructive goals include preparing their
home for children, learning more about adoption or
parenthood, meeting with other adoptive parents, and
attending baby care classes. Stress reduction strategies
may include focusing on enjoyable couple activities,
individual hobbies, and using their social support net-
work. Couples should be encouraged to spend positive
time together, renewing areas in which their relation-
ship might have been eroded by infertility – particularly
their intimate relationship. In addition, they should be
encouraged to see themselves as parents, communicat-
ing about how they plan to be a parenting team. Coun-
selors can assist couples to develop an adoption imple-
mentation strategy in which they spell out their plans
for problem-solving about the adoption, communicat-
ing with the agency or adoption facilitator, and man-
aging the unexpected happenings that are certain to
occur during the waiting period. Finally, couples should
enlist the support of friends and family prior to place-
ment that may involve educating them about adoption
issues, the adoption process, or their child’s unique
heritage.

FUTURE IMPLICATIONS

Infertility and involuntary childlessness will always be
important elements of the human condition. Realign-
ing social relationships, by creating families via adop-
tion, is a psychosocially stressful process for all par-
ticipants in the adoption triad: parents unable to care
for their birth children, infertile couples, and children
in need of families. Research that identifies the effects
of adoption on all members of the triad, but especially
adoptees, will need to continue in future years, offering
clinicians an increased understanding of the needs and
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feelings of each group. Much of the existing research
has focused on the immediate process of forming adop-
tive families and the short-term effects on members of
the triad. More extensive research is needed on the long-
term implications for adopted children and their fam-
ilies, especially as international and transracial adop-
tions increase and adoptive family-building becomes
more complex. In the future, it is hoped that adoption
will be increasingly viewed as a positive family-building
alternative, providing parenting opportunities for the
infertile and offering permanent families for children
in need. Adoption, like infertility, is becoming more
visible to the community and, as such, less shameful
for all members of the adoption triad. This visibility
should help destroy misconceptions and better educate
the general public about adoption as a positive family
pattern.

SUMMARY

■ The world of adoption has substantially changed
in recent years. As the domestic adoption of healthy
infants has become more difficult, the number of
international and transracial adoptions has risen. The
implementation of The Hague Convention has pro-
vided standards and safeguards throughout the world
for international placements.
■ Adoption is becoming increasingly complex, with
a multitude of genetic, biological, social, psychologi-
cal, and environmental factors affecting the develop-
ment of a child and the adjustment of the adoptive
family. Although most adoptees are psychosocially
well-adjusted, they are at greater risk for a variety of
difficulties (e.g., behavioral, emotional, educational,
and neurological). The need for thorough preadoption
counseling to understand and prepare for these issues
is essential, as well as the necessity for postadoption
services to help families handle the many challenges
of adoption.
■ Most individuals and couples succeed with adop-
tive placement, but they often must persevere longer
in their efforts to adopt. Disappointments with failed
placements are common, with high emotional and
financial risks.
■ In many countries, the traditional secrecy in adop-
tion is giving way to greater openness among mem-
bers of the adoption triad at the time of placement
and in postplacement years. Research indicates the
importance for adoptees of having knowledge regard-
ing their genetic and birth history.
■ Those who move from infertility to adoption need
to grieve their many losses and resolve the issues of

infertility in order to successfully move on. They must
also accept that there are differences between adop-
tive and biological parenthood. The infertility coun-
selor may be crucial in helping prospective adoptive
parents face these significant issues.
■ Although adoption has become less socially stigma-
tizing, negative stereotypes of adoption remain. As a
result, adoptive parents have the responsibility of edu-
cating others, as well as advocating for themselves and
their children.
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23 Involuntary Childlessness

GRETCHEN SEWALL AND LINDA HAMMER BURNS

Farewell dear child, thou ne’er shall come to me.
– Anne Bradstreet

While the reasons for wanting children vary across time
and across cultures, the personal desire for children
falls into three categories: (1) normalcy desires, or the
equation of normal adult personhood with marriage
and parenting; (2) immortality desires, or the conviction
that personal perpetuity can be achieved through chil-
dren, who serve as extensions of self; and (3) quality of
life desires, or the existential equation of happiness and
life-meaning with having children.[1] Although having
children is both desired and expected in all cultures,
the meanings attached to children and parenthood; per-
ceptions of infertility; sexuality; and medicine, and the
nature of communication about these issues vary widely
from culture to culture.[2] Children are valued for a
variety of reasons including: (1) social security desires
(i.e., children ensure their parents’ survival); (2) social
power desires (i.e., children serve as a valuable economic
resource in a patriarchal social structure); and (3) social
perpetuity desires (i.e., children continue group struc-
tures into future generations).[3]

In a cross-cultural study of childlessness, Rosenblatt
and colleagues[4] found that infertility was considered
a crisis across all cultures and solutions to infertility
fell into three categories: (1) medical interventions; (2)
prayer or spiritual interventions; and (3) realignment of
social relationships. Infertile couples have used all three
measures – social, spiritual, and medical – as reme-
dies for involuntary childlessness throughout history
and across cultures. Most challenging is when every
culturally acceptable and feasible remedy for childless-
ness has been pursued and, yet, the couple (and/or
individual) remains childless. For these couples, com-
ing to terms individually, as a couple, and within their
social community can be excruciatingly painful and
immensely challenging. As such, childlessness and the
inability to become a parent is an experience of pro-
found loss and suffering for both men and women, hav-

ing an impact on their individual emotional well-being;
marital stability; relationships with extended family;
social standing; and religious faith. Furthermore, fac-
tors impacting the acceptance of childlessness follow-
ing infertility include the burden of medical treatment
that is primarily borne by women (even with male-
factor diagnosis); the acceptability of other roles for
women; the social stigma of childlessness within the
couple’s culture; the degree of negative consequences
of childlessness; the availability/acceptability of medi-
cal treatment or adoption as remedies for childlessness;
and religious traditions.

While some may decide to be childless as an accept-
able personal or marital choice, the focus of this chap-
ter will be involuntary childlessness following infertility.
This chapter addresses:

■ historical and cultural roots of childlessness;
■ incidence and pathways to childlessness following
infertility;
■ etiological differences in causes, consequences, and
rates of childlessness in developed and developing coun-
tries across the globe;
■ clinical issues of childlessness including grief and
loss; decision making; gender differences; pronatal soci-
etal and economic pressures; and cross-cultural issues;
■ adaptation for couples (particularly women) when
childlessness is the only alternative;
■ childlessness as a lifestyle alternative.

HISTORICAL OVERVIEW

In ancient Greece, a wife did not enter definitively
into her husband’s family until she produced a child.
Romans, like the Hebrews and Greeks before them,
thought the purpose of marriage was to give a man
legitimate children – preferably sons.[5] Roman citizens
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were encouraged to procreate as part of their civic duty
following the first legislation enacted to stimulate mar-
riage and offspring introduced by Augustus (Roman
emperor from 27 BCE–13 CE), who even offered rewards
for those couples who produced many children. Inter-
estingly, the first Roman divorce, that of Spurius Carvil-
ius, surnamed Ruga, in 230 or 231 BCE, was the result
of his wife’s childlessness.

Early Judaism taught that marriage was an obligation
as well as a divine commandment and blessing and, as
such, the only sanctioned way that a couple could fulfill
their obligation to reproduce. However, a man (without
input from his wife) could divorce his wife for ‘shame-
ful’ behavior (Deut. 24:1), which included barrenness.
There are a variety of examples of childlessness in the
Torah (also known as the Old Testament Bible), notably
Sarah and Rachel, who ‘resolved’ or ‘endured’ childless-
ness, depending on one’s perspective. Still, the tradition
remains within Orthodox Judaism that a husband may
divorce his wife (although not vice versa) if the marriage
is childless.

Within Islam, the purpose of marriage was/is also
to produce children. According to Islamic law, if a
marriage was/is childless for seven years, the husband
can/could divorce his wife (with or without her knowl-
edge) and/or take another (usually younger) wife.[6,7]
Within a social and religious system in which mother-
hood was/is a woman’s only acceptable role/job, child-
lessness is a problem of significant proportions and
consequences. Fatherhood bestows social stature, gen-
erativity, and economic value while providing a means
of transmitting property. Historically (and even today),
childless Islamic women have had few choices: Either
their husbands could return them to their natal fami-
lies or they could remain with their husband, raising his
children from other wives.

Early Christian teachers, such as Saint Augustine,
declared that married couples should engage in sex only
to beget children. In medieval Europe, the Christian
church introduced the concept of marriage as a holy
sacrament through which the participants obtained
God’s grace and, as such, was irrevocable. With mar-
riage being an ‘insoluble sacrament,’ solutions to child-
lessness were limited for infertile couples. Motherhood
was considered the fulfillment of a woman’s God-given
role and children a blessing for economic, social, reli-
gious, and emotional reasons. With the ideal marriage
ranking below virginity and widowhood, it was not
uncommon for the medieval childless wife to seek shel-
ter in a religious community (convent) and fulfill her
nurturing roles through religious life. With the advent of
romantic love during the medieval period in Europe, the
meaning and purpose of marriage expanded to include

companionate marriage. As such, children were not
only an important means of fulfilling economic, indi-
vidual, and social roles, but they also became a reflec-
tion of the parents’ love and affection for each other.
Childlessness or barrenness was socially stigmatizing
and often considered the fault of the woman herself.
Infertile women or those who had suffered miscarriage
or stillbirth were often accused of witchcraft, a belief
system that lasted well into the modern era and con-
tinues today in some parts of the world. Barrenness for
the Christian was considered a test of faith and religious
leaders advised barren women to strengthen their faith
and find other ways to lead a more godly life. “Rather
she should be more fruitful in all the good works of Piety
and Charity.”[8]

In Latin America, following colonization by Euro-
pean countries, the Roman Catholic Church and the
beliefs of the indigenous peoples influenced both atti-
tudes and traditions regarding family, reproduction,
and sexuality. Gender roles were proscribed. Machismo,
literally translated as maleness and virility, is a cultural
belief that men are responsible for the honor, welfare,
and economic well-being of their family. Influencing the
behavior of women is marianismo, based on the cult
of the Virgin Mary, which contends women are spiri-
tually superior to men and therefore capable of endur-
ing suffering, particularly that inflicted by men. Within
this context, childless women are expected to be self-
sacrificing and to persevere; accept their fate; pray; or
pursue religious solutions (e.g., light candles and make
pilgrimages to shrines) – a tradition that continues in
many Hispanic cultures.[9]

Historically, ancestor worship is the oldest and most
pervasive Asian religion, based on the ability of the
living to communicate directly with the dead and the
ability of the dead to influence current events in this
world. In most Asian cultures, the family unit is multi-
generational (preserving the continuity of generations)
and patriarchal. A woman is absorbed into her hus-
band’s family through marriage and holds a position
of status beneath her father-in-law, mother-in-law,
and husband. Within this rigid family structure, sons
are more valued than daughters because they provide
family continuity and contribute to the economic
success of the family. As such, children exist for the
well-being of their parents and extended family. In a
study of a Chinese farm family, Wolf[10] described the
importance of a child as evidence of an unbroken chain
of men: “Every new bride brings hope of at least one
more link in the chain of descent; every birth brings
certainty.” Childlessness, particularly for women, is a
tragedy of multidimensional proportions, interrupting
the ancestral line, displacing a woman as the primary
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wife, and precipitating her loss of social power or even a
home, particularly if her childlessness requires that she
return to her natal family. A significant impact of the
Cultural Revolution during twentieth-century China
was the deconstruction of an ancient feudal system and
the implementation of the communist government’s
one-child-per-family policy. As a consequence, child-
lessness produced a new set of psychosocial issues,
most predominantly the use of reproductive technolo-
gies to ensure the birth of the single revered son and/or
the abandonment or relinquishment for adoption of
baby girls.

In some Asian countries such as Vietnam, it is widely
believed that although the purpose of marriage is to
have children, few couples can attain a special and cov-
eted form of marital sentiment with each other without
the birth of children.[11] This viewpoint seems to be
more prevalent in countries in which the nuclear fam-
ily is primary (versus the multigenerational family unit
common in China and India). It is believed that giv-
ing birth and raising children creates a special bond
between husband and wife that helps make the conju-
gal relationship flow more smoothly. As a result, child-
lessness prevents a couple from achieving that special
happiness, a focal point for their relationship that can-
not be achieved any other way.

In Africa as in South America, the role of women;
the meaning of children; and beliefs about reproduc-
tion are influenced by tribal beliefs and religion (most
predominantly Islam and Christianity). Although some
African cultures are matriarchal, the majority are patri-
archal societies in which women are considered the
property and/or responsibility of the male family mem-
bers (e.g., her father, brothers, and/or husband). While
female reproduction is highly valued in some cultures,
others value female virginity because of beliefs, myths,
and/or superstitions (e.g., sexual intercourse with a vir-
gin will cure or immunize her male partner from dis-
ease). Infabulation or female circumcision is a cul-
tural practice that supported the importance of female
virginity. The practice is considered the number one
health hazard to African women by the World Health
Organization. Ironically, female circumcision is a sig-
nificant causal factor in female infertility (e.g., infec-
tion and pelvic inflammatory disease), yet a woman’s
infertility is often attributed to evil spirits or supersti-
tious beliefs about her. In contrast, in many African
cultures male-factor infertility is so socially stigmatiz-
ing it is denied and/or concealed. Childless couples face
not only significant social stigma but also few positive
remedial alternatives. Husbands, forced to deny male-
factor infertility, often divorce their current wife and/or
take an additional, typically younger wife who can pro-

vide children. Women seek covert impregnation from
another man (adultery); may be physically harmed or
killed by their husband or his family; or are forced into
poverty when divorced and/or returned to their natal
family.[1,12,13] Today in many African cultures, infer-
tility is a dilemma because of the social factors that con-
tribute to its increased incidence, including a sexual
system that emphasizes fertility over female virginity;
polygamy (helpful in producing extra work units and
based on a belief in a man’s biological need for numer-
ous partners and sexual encounters); and limited access
to reproductive medicine services. Childless women are
treated so badly that they are frequently less fearful
of being caught in adultery or undergoing any num-
ber of medical treatments than they are of remaining
childless.[14]

Although the value and reasons for having children
may have changed as the world moved away from agrar-
ian, tribal or feudal social structures to urbanization
and industrialization, children remain fundamentally
important. In the past, children may have been val-
ued for primarily economic reasons (e.g., labor value
to the family), but with the Industrial Revolution in
eighteenth-century Europe, the family home became
a private retreat from the challenges of the world.[8]
Reproduction and procreation shifted from a matter of
survival to a source of personal happiness, resulting in
smaller families and a focus on parent/child relation-
ships. As children became more valuable as a source
of personal happiness, childlessness took on new psy-
chosocial dimensions. Dally[15] contended that, prior
to the Industrial Revolution, motherhood was never
a psychologically significant role for women – and, in
fact, many women interpreted motherhood and child-
birth as burdensome to their own health and well-being.
Fewer workers were needed after the Industrial Revolu-
tion, so motherhood became an important and worthy
occupation for women, taking women out of the work-
place and thereby, providing more jobs for men. As a
result, motherhood became an idealized and glorified
occupation – and gave women something to do. Child-
less women were viewed as maladjusted and unable (or
unwilling) to conform to appropriate gender roles –
a viewpoint influenced by the burgeoning science of
psychiatry and an earlier feminist movement in which
women demanded the right to vote in democracies
around the world.

Pronatalism, or actions that encourage childbearing
for religious or political reasons, has a long history
that continues even today around much of the world.
However, newer pronatalistic forces as a psychosocial
response swept the globe at the end of World War II,
putting increasing pressure on women to have children
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and many of them. Women who were not mothers
were considered selfish, deficient, or worse – defiant
or deviant. Furthermore, it was believed that educa-
tion and a career could hinder a woman’s reproduc-
tive potential.[8] Intentional childlessness during these
years was so stigmatized that demographers assumed
it was practically nonexistent.[16] During the rebirth of
the feminist movement in the 1960s and early 1970s in
North America, economic forces, legalization of abor-
tion, and advances in technology and medicine (e.g.,
reliable contraception and ARTs) released many women
from reproductive obligation. In developed countries
education, expanded career choices, reliable and effec-
tive birth control, and delayed childbearing combined
with divorce and cohabitation contributed to expanded
roles and life goals for women. As such, birth control
and reproductive technology had an impact on women’s
reproductive behavior and decisions,[17,18] allowing
women to move out of the home and away from repro-
duction as her sole identity and profession. In contrast,
some countries used these technologies for other pur-
poses (e.g., China’s one-child-per-family policy or the
practice in India of using reproductive technology to
ensure the birth of a male child).

Still, increased reproductive freedom has not been
globally universal nor has it been without cost to women
worldwide. Postponement of childbearing has resulted
in increasing numbers of women seeking medical treat-
ment for reproduction failure due to advanced mater-
nal age. These women are childless not by choice but by
chance or circumstance, often misled by the advances
in reproductive medicine and birth control to believe
their reproductive life is limitless and self-determined.
Another consequence of industrialization, globaliza-
tion, and increased availability of ARTs is the stratifica-
tion of reproduction. In short, many men and women
around the world remain childless because they cannot
access medical treatment for infertility; it is economi-
cally beyond their means; or unavailable in their area.
Childlessness all too often is an uncomfortably imposed
fate because medical treatment or adoption are alter-
natives financially or socially feasible for the select few:
financially well-off, educated, mobile couples living in
developed or developing countries.

REVIEW OF THE LITERATURE

Both a human and global phenomenon, the World
Health Organization defines infertility as a worldwide
health disease afflicting an estimated 60 million to
80 million couples across the globe.[19] Infertility car-
ries with it social and personal stigma and can be
misidentified as voluntary, circumstantial, or simply

delayed childbearing. These difficulties most likely con-
tribute to underreporting of a hidden or concealed dis-
ease and/or social circumstances.

Causes and Incidence of Childlessness

The numbers of combined voluntary and involuntary
childless women has increased in most industrialized
countries since the late nineteenth century. As previ-
ously stated, education, career choices, birth control,
and delayed childbearing along with divorce and co-
habitation have contributed to this phenomenon. Most
recently, a growing and more visible population of
American and European men and women recognize
‘child-free’ as a desirable life choice. This trend started
in the early 1980s and continues today. Prior to this
period, rates of childlessness in America varied. The
lowest rate reported by the U.S. National Center for
Health Statistics occurred in 1975, when 9% of women
between the ages of twenty and forty-four were child-
less. In 1993, this percentage had risen to 16% and by
the year 2000, at least 20% in this age group were child-
less. The only other time such a high rate of childless-
ness occurred was during the Depression years (1929 to
1934), when 22% of American women remained child-
less, statistics that may be representative of all devel-
oped countries.[20]

Consequences of Involuntary Childlessness

An exception to the rise of voluntary childlessness in
developed countries is within the Jewish population of
Israel. Voluntary childlessness is still virtually nonexis-
tent within this group.[21] Israeli society is family ori-
ented and emphatically pronatal. A number of factors
including Jewish religious tradition; demographic com-
petition with Arab neighbors; fear of death due to mili-
tary conflict; and child-centered everyday culture have
sustained a relatively high fertility level among Israeli
Jews. Married Jewish women in Israel have an average
of 5–8 children.[21] Within this pronatalistic society,
childlessness (including involuntary) can be thought
of as a form of social deviance. Childlessness deprives
a woman of her gender identity and expected per-
sonal achievement.[22,23] Public and healthcare poli-
cies clearly reflect the high social value of fertility in
Israel[24] as couples are provided, at no cost, whatever
treatment is necessary to produce two children.[21] As
a result, Israeli women may be ‘relentless’ in their pur-
suit of pregnancy and medical treatment to achieve it.
Remennick’s study of twenty-six infertile Jewish women
in Israel[21] indicated that not one subject in her study
saw childlessness as a life option.
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In Egypt as in many Islamic cultures, women engage
in prolonged treatment rather than face the soci-
etal, religious, and personal identity crises of child-
lessness.[3] For Hispanic childless women, the price
of maintaining this social façade can be particularly
painful. Emotional privacy and stoicism in both men
and women are valued to protect the comfort of others.
Solutions and peace are found by turning to one’s faith.
Devotion to God, trust in divine intervention, and prayer
will bring a sense of tranquility and normalcy to believ-
ers. It is thought that once this is achieved, the miracle
of life is possible,[9] highlighting how childlessness is
not acceptable.

In a study of Chinese infertile men and women,
parental expectation was the leading source of stress for
men, while women found being unable to meet societal
childbearing role expectations as the most stressful.[25]
In a similar study, men report grieving the discon-
tinuation of the family heritage as a significant stres-
sor.[26] The pressure to have children is multifaceted
and includes personal desires to maintain ancestral ties;
preserve family continuity; prevent loss of face; and ele-
vate a woman’s status within her own home and com-
munity by producing a son. Belief systems about family,
ancestor cults, illness, and cure are all important factors
influencing feelings about childlessness and infertility
treatment.

Worldwide, infertility affects at least 14% of the repro-
ductive population. However, only a very small propor-
tion is able to acquire suitable treatment.[27] Regional
differences impact the incidence, causes, and availabil-
ity of treatment as well as societal and psychologi-
cal interpretation and response.[16,19,20] In resource-
poor countries, children are an economic necessity as
well as highly valued for cultural and personal reasons.
Voluntary childlessness is not considered a reasonable
option. A young woman who does not procreate faces
enormous interpersonal and societal problems and
also substantial risk. Studies in Bangladesh, Nigeria,
Mexico, and Zimbabwe indicate women have legitimate
fears of the consequences of infertility. Maltreatment by
her spouse and in-laws (e.g., divorce, expulsion from
her husband’s house, emotional and/or physical abuse,
and murder) are common consequences of the inabil-
ity to conceive and/or bear children.[1,19,28–30] Once
removed from the home, the childless woman is often
reduced to poverty and social isolation (e.g., prostitu-
tion). As such, childlessness is a major factor in the
spread of STIs in many parts of Africa.[19,31]

In Nigeria, where women are the husband’s prop-
erty, the wife is typically blamed for infertility and then
neglected or forced into the role of extended family
slave.[19] The estimated number of infertile persons in

Nigeria is 12 million, yet actual figures are probably
higher. Primary causes are tubal factor, severe oligosper-
mia, and azoospermia.[12] This significant and growing
number of life- and population-threatening sterility in
Nigeria was treated by less than 600 total ART treat-
ment cycles in Nigeria in 2000.[12] During this same
period, 99,639 ART cycles were performed in the United
States.[32] Governments, policy makers, and influential
research institutions must face stark realities and ensu-
ing long-term impacts of the inequities of available pre-
vention and treatment of infertility in countries where
people and populations are in danger. This ‘stratified
reproduction’ results in some being able to achieve their
reproductive desire while others (e.g., poor women of
color) are disempowered and despised as reproducers.

Daar and Merali state, “The central difficulty asso-
ciated with infertility in developing countries is that
infertility transforms from an acute, private agony into
a harsh, public stigma with complex and devastat-
ing consequences. Infertility has the potential to dis-
rupt peace, exacerbate poverty, and devastate commu-
nities. The harms caused by infertility are pervasive,
socially embedded and serious, precisely because infer-
tility interacts with a complex network of social rela-
tionships, social expectations and social needs.”[13] It is
becoming evident that infertility is far more dangerous
for women in resource-poor countries than for those of
the developed world.

Women often verbalize a fear about childlessness
leading to loneliness and regret in old age. Also of con-
cern is the loss of connection with the next genera-
tion. Studies have shown, however, that older childless
women in developed countries have other goals and
interests to give their lives meaning. Interestingly, hav-
ing children has been found to contribute neither to
happiness nor to overall satisfaction in later life.[16]
Gerontologists describe the effects of being childless in
later life as ‘benign.’[33]

In some countries, aging provides women with
enhanced power and prestige in which they attain the
role of respected elder with venerated social status.
However, childlessness for women in these cultures may
represent aging in a negative manner. For example,
childless women in West Africa are referred to by a word
that implies ‘agelessness,’ implying unnatural, abnor-
mal, and negative supernatural power. As a result, she
is avoided and stigmatized.[6] In many indigenous cul-
tures infertility continues to be attributed to witches,
spirits, jealous co-wives, adultery, or an unclean womb –
all factors that attribute blame to the infertile woman
herself and rarely to her male partner. The family –
which typically includes the larger extended family
network of husband, wife(s), sons, daughters-in-law,
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and grandchildren – is valued above the well-being of
the individual. The principle of extended genealogical
groupings persists in the thinking of people, and tribal
pedigree is considered fundamental in determining and
justifying traditional authority and political power. For
this reason, infertile men may have multiple wives or
be pressured by family members to take another wife
if their marriage is childless – although only 4–5% of
Islamic men actually practice polygamy.[34] In a study
of infertile women in Pakistan, the primary reasons for
seeking infertility treatment were: having someone to
carry on the family name; feeling alone; akharat par
maan bap bun kar uthna (getting up as a parent on
judgment day); not having a male heir; social pressure;
coercion by in-laws; and/or social isolation.[35]

THEORETICAL FRAMEWORK

Family Systems Theory

According to family systems theory, the family life
cycle framework defines a series of stages with
expectable timelines that most people imagine as their
predictable life course.[36] Successful passage through
family life cycle stages depends on the effectiveness
of developmentally appropriate negotiations of tasks
and stressors. Carter and McGoldrick[37] delineated six
stages of the American family life cycle, a model that
acknowledges the confluence of situational, develop-
mental, and family-of-origin (historical) stressors. The
stages and their tasks are:

1. Unattached young adult, during which tasks
include separation and individuation; develop-
ment of close relationships; and establishment of
an identity linked to educational, job, or career
goals;

2. Married couple, during which the marital dyad
is established and relationships with family-of-
origin and social support network are realigned;

3. Family with young children, during which the mar-
ital bond adjusts to include children, incorporates
parenting roles, and redefines relationships with
extended family (including grandparents);

4. Family with adolescents, during which parents
flexibly support their adolescent’s drive for auton-
omy and self-definition while redirecting their
attention to their own personal and professional
development and taking care of older family
members;

5. Parents launching children, during which parents
support their children’s physical separation from

the family while renegotiating their marital rela-
tionship to a more intimate dyad (downsizing).
Parents develop an egalitarian relationship with
adult children; reorganize the family system to
include others (e.g., in-laws, and grandchildren);
and cope with the failing health or death of their
own parents;

6. Family in later life is a stage in which couples
explore new family and social roles; address loss
and mortality issues; and adjust to the role of hon-
ored family elder.

To decide to have children and to implement that
decision is an implicit part of most marital contracts
and is an expectation of men and women entering mar-
riages worldwide and across all cultures. Childless cou-
ples are indefinitely stuck in the ‘couple stage’ of family
development, imposed on them by reproductive failure,
making it more difficult for them to define boundaries
between themselves (the couple) and their families-of-
origin. Ambiguous boundaries (who is in the system
and who is not) create emotional discomfort for the
childless couple and their extended family, as well as
their social community. As a result, childless couples
may respond with rigid boundaries between themselves
and their families-of-origin in an attempt to protect
themselves against emotional intrusion; shame about
infertility; or offers of ‘what to do.’ Alternatively, child-
lessness may precipitate the loss of necessary, healthy
boundaries by sharing private emotions or information
with others or allowing outsiders to influence couple
dynamics (e.g., decision making). In-law relationships
can also become strained when a couple experiences
childlessness (whether it is a decision to accept one’s
fate or embrace childlessness when treatment has been
unsuccessful). For many couples – and across many
cultures – the privileges and responsibilities of adult-
hood are often withheld until the adult couple has pro-
duced children. As such, involuntary childlessness is
an intergenerational family crisis. Parenthood enables
couples to move into the next stage of the family life
cycle while at the same time enabling their own par-
ents to move into the next developmental stage of their
family life cycle. Or put another way, childlessness stops
the whole family system from moving forward through
the predictable stages of the family life cycle. The impor-
tance of the transition to parenthood is particularly true
in patriarchal societies or cultures in which ancestors
are highly valued and/or worshipped. In short, child-
less couples trapped in the ‘couple stage’ of the fam-
ily life cycle can feel lost in a painful ‘no man’s land’
of quasi-adulthood, on the fringe of family dynamics,
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where individual, couple, and family roles are ill-
defined and/or uncomfortable while at the same time
feeling responsible for preventing other family mem-
bers and/or the family system from moving forward.

Involuntary childlessness is a crisis in which all mem-
bers of the family system must adapt and adjust as
they rework family boundaries; redefine the meaning
of family; and determine how the family system will
move forward through the family life cycle when a
couple (and grandparents) is without children. Cou-
ples must alter their life, goals, and personal identi-
ties. R. Matthews and A. Matthews[38] contend “non-
parenthood is likely to have as significant an impact
on family and personal identity as parenthood itself.”
They conclude that the transition to nonparenthood is as
important and demanding a transition for families and
individuals as the more traditional transition to parent-
hood. The childless couple must redefine the meaning
of family to include a marital dyad without children.
These are challenging tasks for individuals, couples,
and families and, as with any transitions, adjustments,
and redefinitions, the ability to make these changes
in a healthy fashion will depend on the stability and
well-being of the individual, marital dyad, and family
system prior to the crisis of infertility and involuntary
childlessness.

Psychoanalytic Theory

Fundamental to psychoanalytic theory are three fun-
damental tenets: self psychology, or the cohesion and
fulfillment of the self as an individual’s primary aim;
ego psychology, or the focus on defensive and coping
devices used to deal with distressing feelings; and object
relations theory, which focuses on the mental represen-
tation of objects; “the relationship of the self to one’s
world of inner objects; and the repetitive reenactment
of this internal world in the context of ongoing interper-
sonal relationships.”[39] Historically, a fundamental
tenet of psychoanalytic theory was women’s envy of
men – particularly the power that was symbolized
through the male reproductive organ (i.e., penis
envy). This approach has been generally debunked or
reworked, but it highlights the fundamental impor-
tance of reproductive ability (and healthy organs) in
defining an individual’s sense of self and the powerful
influence of sexuality and reproductive ability in
identity formation.

Psychoanalytic theory traditionally viewed childless
women as pathological, unable to achieve their func-
tional (and most fulfilling) role in society. This view,
still held in a variety of cultures, limits women’s roles

to their reproductive abilities as well as the way in
which women think of themselves. Object-relations the-
ory emphasized that women have had the primary care-
taker role for both female and male offspring, which
significantly impacted identity formations as girls have
the challenge of formation and maintenance of an iden-
tity separate from their mothers. In terms of developing
an individual sense of self, Erickson[40] identified eight
stages of life critical in human psychosocial develop-
ment. While they parallel family development, the focus
of Erickson’s stages is on individual development and
tasks that balance the negative and positives in each
developmental stage. The stages most pertinent to invol-
untarily childless men and women are:

■ young adulthood: Intimacy versus isolation;
■ adulthood: Generativity versus self-absorption;
■ senescence: Integrity versus disgust.

Successful achievement of developmental tasks con-
tributes to happiness and success in later tasks. Devel-
opmental tasks are based on physical maturation;
cultural pressures; and privileges and include the aspi-
rations and values of the individual. Erickson’s gener-
ative task of midlife is an excellent example of how
the successful accomplishment of a developmental task
need not be restricted to reproduction (as is very often
the socially and culturally defined norm). Generativity
can also expand beyond childbearing to include a multi-
tude of creative endeavors; mentoring possibilities; and
nurturing opportunities allowing the mature adult to
guide and influence the next generation. As Erickson
pointed out, failure to move through this developmen-
tal stage leads to a “pervading sense of stagnation and
interpersonal impoverishment” potentially impacting
healthy adjustment later in life.

Feminist Theory

Feminist theory, jumping off from psychoanalytic the-
ory, has considered women’s identity apart from sexual
reproduction and cultural context that defines families
in which children are not present. In recent decades,
particularly in industrialized countries, remaining
childless emerged as a trend within the broader con-
text of changes in women’s political, economic, and
social status.[41] The second wave of feminism in North
America late in the twentieth century championed
changes in women’s status, even though cultural and
religious expectations of women continued to be based
on sexual reproduction.[41] As such, feminist theory
continued, to a large extent, to regard childless women
as dysfunctional despite a movement among feminists
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to subvert women’s association with sexual reproduc-
tion and extend the notion of families to include indi-
viduals without children.

Ireland[42] suggested a variation of object-relations
and Lacanian[43] theory to better understand the
woman who is not a mother. “Unlike the male, who
must reject his early identification with mother and
shift his identification to father, the daughter’s identity
evolves through a path of continual relatedness; she will
never have to completely relinquish her earliest mater-
nal identification.”[44] Consequently, the desire or need
for recreating the mother–child bond is intimately tied
to a woman’s identity formation and maturation. Unfor-
tunately, because the childless woman identifies with
her mother, it is difficult for her to see herself in roles
of competency and independence beyond the role of
motherhood. Simply put: All mothers are women, but
not all women are mothers. The mother who mod-
els a multifaceted personality extending beyond her
‘good’ or ‘bad’ mothering offers her daughter more
opportunity to identify with and be influenced by her
mother’s personality and creative expression of iden-
tity. Motherhood is no longer the one and only defin-
ing component of a woman. Ireland[42] contended that
personal identity based on an expanded view of female-
ness better enables a woman to develop to her full
potential.

Lacan[45] emphasized human subjectivity in the way
in which language structures identity and formation of
gender roles. Lacan perceived the father as facilitating
the shift from the fused unit of the mother–infant bond
to two separate beings. According to Lacan, acquisition
of language is key to assuming a separate identity, as
it opens a reflective space between one’s self and one’s
immediate experience. Language based on a patriarchal
society does not fully represent the female experience
(i.e., being given her father’s name followed by her hus-
band’s). As such, particularly in patriarchal societies, it
is the father who is in the position to assist his daugh-
ter by supporting a new voice and language in society,
particularly in the developed world.

Social Psychology and Stigma Theory

Social psychology is the study of how individuals influ-
ence and are influenced by the thoughts, feelings, and
behaviors of other people. Attitudes, social cognition,
and social interactions all contribute to social behavior
and interactions. Individual attitudes and beliefs about
infertility, reproductive failure, and childlessness are
experienced by the individual within a social context –
whether that of marriage, family, community, soci-
ety, or as part of humankind. Failure to comply with

individual developmental tasks or societal expectations
often results in feelings of embarrassment, abnormal-
ity, shame, and isolation. As summarized by Greil,[46]
“the essence of infertility’s burden has to do with the
inability to proceed with one’s life according to life
course norms that are both reinforced by others and
accepted as valid by the affected individual.” Infertile
men and women feel that they have a personal defect
and are damaged or worry that they are being per-
ceived this way by others. Goffman explained this as
stigma: “Given that the stigmatized individual in our
society acquires identity standards which he applies
to himself in spite of failing to conform to them, it is
inevitable that he will feel more ambivalence about his
own self.”[47] Feelings of ambivalence about him or
herself are enhanced by feelings commonly associated
with infertility, such as being damaged, defective, or
worthless, as are strong feelings of guilt, despair, isola-
tion, and disstress. Stigma is enhanced by a sense that
one is not operating within the social norm even when
one wishes to do so. According to stigma theory, child-
less men and women deviate from the ‘ordinary and
natural’ life course and are, as such, deeply discredited
by their community and within their own self-concept.
They may not reveal their childless status, or selectively
disclose, in an attempt to avoid experiencing social
stigma.

Stigma is a common occurrence for individuals and
couples experiencing involuntary childlessness. In a
Canadian study that explored attitudes toward volun-
tary versus involuntary childlessness among the gen-
eral public, the researchers found that, although there
was some stigma regarding voluntary childlessness,
involuntary childlessness was not universally stigma-
tizing and may actually lead to some positive attribu-
tions.[48] Despite a trend toward increasingly more
voluntary childlessness or acceptance of childlessness
following failed medical treatment, numerous studies
have shown that childless women continue to feel or
be stigmatized.[49] Generally, these childless individu-
als, regardless of cause, are characterized as being self-
ish, moody, and emotionally maladjusted. An investi-
gation of childlessness in Bulgaria found that women,
when given the opportunity, protested the stigma and
mistreatment through voicing their anger and appeal-
ing to social change through organized action.[50] It is
often presumed that childless individuals will be miser-
able and lonely in old age, although research indicates
that both men and women actually benefit from their
child-free status. A study by Connidis and McMullin[51]
on geriatric childless women suggested no significant
difference in subjective well-being between older child-
free women and older mothers. Women reported better



P1: JZP
052185363Xc23 CUFX030/Covington 0 521 85363 X September 4, 2006 13:9

INVOLUNTARY CHILDLESSNESS 419

health, greater feelings of well-being, and greater mar-
ital satisfaction[52,53] in studies on geriatric popula-
tions.[54,55]

The stigma of childless women may be better under-
stood within the social context of childlessness. In a
study examining childlessness among Arab women,
researchers found that childlessness resulted in sig-
nificant social stigmatization for infertile women and
placed them at risk of serious social and emotional con-
sequences.[56] By contrast, childless women in south
India found it impossible to pass or selectively dis-
close the ‘invisible’ attribute despite serious efforts to
destigmatize themselves.[57] In Arab countries, poor
village women of childbearing age were devalued in
ways affluent and professional women were more able
to avoid. However, researchers also found that south
India women were able to create spaces for childless
marriages within the margins of families and culturally
prevalent definitions of womanhood.

In short, having children and building a family are
universal norms infertile couples face worldwide. Child-
lessness, whether voluntary or involuntary, represents a
nonnormative experience, exposing the childless man
or woman to a variety of stigmatizing experiences
and feelings and triggering an array of destigmatizing
behaviors that may or may not be successful.

CLINICAL ISSUES

Central to the clinical issues of childlessness is the cul-
tural and societal context in which it is experienced.
As clinical treatment and client populations are becom-
ing more international, practitioners must widen their
clinical lens and expand their understanding and man-
agement of childlessness. Reproductive tourism[58] is
bringing highly varied cultures and new clinical expe-
riences and dilemmas into infertility clinics around the
world. The infertile woman who travels across inter-
national borders may have done so because contin-
ued childlessness is not safe or realistic for her. This
means the healthcare provider/counselor must consider
unfamiliar or atypical reproductive options or family-
building alternatives. For example, the husband may
take a second wife (sometimes a younger female rela-
tive) while the first, infertile wife remains in the home
as caretaker, or she may show respect for the husband
by emphasizing the need for IVF rather than the need
for donar insemination (DI).

The danger of childlessness due to voluntary delay, or
ongoing but unsuccessful medical treatment, lies in the
possibility of never making the decision to live with-
out children. Endless treatment options can keep the
wound open and delay healing. Year after year, grief

persists and festers. Fulfillment and happiness become
as elusive as parenthood. The focus of a man or woman’s
identity becomes a sense of not having, not belonging,
and not sharing. The cost of unresolved grief can be
the additional losses of relationships, marriage, jobs,
career, and other life plans. There is also a substantial
risk of depression, anxiety, and other mental and phys-
ical health difficulties.[59–64]

Paths to Childlessness

Defining and understanding a client’s pathway to child-
lessness is the first step to a therapeutic working rela-
tionship. Ireland[42] found that women who had not
given up and had spent years in infertility treatment,
were more traditional in their values than those who
sought little or no medical treatment. These ‘traditional
women’ identified with a feminine sex role and planned
to devote a major part of their adult life to mother-
hood. Career was more often secondary to the primary
role of motherhood. For these women, the central issue
had become one of mourning: “The mourning process
is necessary if the traditional woman is to be able to
view herself and others like her in positive, rather than
damaged terms.”[42] Infertility treatment can create
an extended period of denial as each month involves
hopes of motherhood, when it is perhaps more appro-
priate to face the reality of infertility, and, as such,
childlessness.

The cause of infertility, ages of partners at the time
of diagnosis, treatment options, and financial resources
all influence the couple’s attitudes about childlessness
and their willingness or the necessity of considering the
possibility of never having children. A growing number
of women in developed countries enter the fourth and
fifth decades of their lives without having experienced
motherhood. According to Ireland, “At some point, all
are awakened by an internal voice or external event
that calls their attention to the timeline of their lives;
[and] they realize that motherhood is not going to hap-
pen.”[42] This can precipitate feelings of panic, fear, and
a sense of loss of control which may be brief or continue
for years.

These ‘transitional’ women, according to Ireland,
want a career and family. For some, the delay is caused
by marrying later in life or marrying a partner who
does not want children, is not ready for children, or
already has children. Single women may suffer from
involuntary childlessness, as well as the absence of mar-
riage or a committed life partner. Many of these women
are admittedly ambivalent about motherhood. Without
actively seeking motherhood, a woman can drift into
her middle and later years without children. As she
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waits, she misses her opportunity to fully realize her
creative and nurturing self as a mother. By not making
a conscious choice and recognizing her own respon-
sibility in creating in her circumstances and fate, she
may struggle to maintain a positive and coherent sense
of self.

THERAPEUTIC INTERVENTIONS

The life crisis of infertility has many faces around the
world, each within a cultural and religious context
and within a family system with its own stories and
solutions. The professional equipped with an interna-
tional perspective and understanding of infertility can
more fully appreciate and focus on a client’s place and
experience of infertility. Within this framework, uni-
versal truths of healing and meaningful human con-
nection are made between the therapist and client(s).
Once achieved, hope accompanied by culturally realis-
tic and safe solutions to reproductive problems is made
possible.

The global causes and solutions to increasing rates of
sterility lie outside the therapeutic relationship between
infertility counselor and client. Clearly, social, eco-
nomic, and health policy reforms are needed to address
these growing world problems. Improved availability
and access to preventive and medical treatment will
better serve women in countries in Africa than sim-
ply building more IVF clinics. Childless women living
within male dominant cultures, with little educational
and economic opportunity, will continue to be at risk.
Action taken by politicians, social scientists, anthropol-
ogists,[1] medical caregivers, the media, mental health
professionals, and organizations (e.g., World Health
Organization) have exposed the world to the harsh and
dangerous realities faced by childless women around
the world. With awareness and knowledge, for these
women, new possibilities may emerge.

Facilitating Grief and Loss: The First Step

Those who could someday join the large cohort of happy
and fulfilled child-free adults would benefit from lim-
ited or extended grief work. Letting go of the possibility
of giving birth and having children involves an unfo-
cused grieving of many losses. It is a mourning of the
loss of an experience rather than an actual death even
with a history of perinatal loss. One must face the loss
of the dreamed-of child; the loss of whatever part of
one’s identity was wrapped up in those dreams; and
the loss of a destiny that one always assumed would
be achieved. It also includes the abstract loss of hope

and a sense of control in life.[8] This grieving is lonely
and isolating, because childlessness brings to the sur-
face losses that are largely unrecognized by others. Also
called ‘disenfranchised grief,’ the infertile couple once
again find themselves outside of the world of treat-
ment and the world of parenthood.[65] Generally, the
longer the pursuit of pregnancy and parenthood, the
longer the mourning period. Denial, avoidance, or min-
imization of this pain can easily result in emotional
paralysis and the inability to make concrete changes
and develop new goals. Psychological health and well-
being can be restored as the mourning process is
completed.[8]

Viorst,[66] in a review of loss across the lifespan,
states that loss is part of adult life. We must all develop
the skill to accept loss to allow for growth and to regain
control over our lives:

Throughout our life we grow by giving up our deepest attach-
ments . . . [and] certain cherished parts of ourselves. We must
confront, in the dreams we dream, as well in our intimate rela-
tionships, all that we never will have and never will be.

Shapiro[67] contended that: “Couples can’t rein in con-
trol over their emotions and private lives until they cease
their quest for a baby.” With the many treatment options
available today, deciding to stop treatment can be more
difficult than staying on the treatment treadmill. Med-
ical intervention locks the couple into a cycle of hope,
followed by the crushing despair of failure. They often
feel they cannot give up and think that if they keep try-
ing, eventually something will work. Only the honest
and realistic acceptance of their circumstances allows
their hope and energy to return.

When there is little choice associated with a cou-
ple’s situation or there has been ambivalence about
parenthood, the transition to a child-free existence can
occur without an emotional upheaval or crisis. This was
often the case in previous generations, when treatment
options were limited and generally unsuccessful. Now,
with the array of ARTs and third-party reproduction,
treatment options can extend into the fifth and sixth
decades of both men and women. For couples seeking
treatment today, the decision to end the medical quest
for pregnancy is more difficult and is often more emo-
tionally traumatic (see Chapter 24).

To be effective, infertility counselors must understand
the clients’ personal experience of loss within their soci-
etal, cultural, and religious context. With this knowl-
edge, infertility counselors can help individuals and
couples process their losses and then, in time, guide
decision making and assist their transformation of iden-
tity in pursuit of new life meaning. Ultimately, the goal
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TABLE 23.1. Client exercises

Exercises to access feeling and acknowledge losses

What is it about parenting that drives you?

What is your dream of parenthood?

Describe your infertility crisis beyond your diagnosis and treatment.

What are some stereotypes of childless people?

Compare yourself to these stereotypes. Do they fit?

What makes it difficult for you to consider living child-free?

What do you grieve the most?

What is the difference between not having children and not being a parent?

Exercises to end treatment and say goodbye to the dream child

What do you need to do to finish treatment?

How have your feelings about treatment changed over time?

Could your desire to parent be met in other ways?

Develop a ritual or ceremony to say goodbye to your dream child.

Develop a plan and vocabulary for explaining to others why you do not
have children.

Look at how your life is set up. What changes have you already made and
what changes do you need to make to accommodate a child-free life
(e.g., house, career, pleasure activities)?

What opportunities lie ahead of you?

is to help the client consciously accept and find ful-
fillment and safety in their new and unexpected life
journey.

Facilitating Decision Making

Carter and Carter[68] wrote: “Choosing to be childfree
after infertility is not giving up hope, it is finding hope
of a good life again, only this time without children.”
Child-free is a hopeful word used to describe the positive
potential in life.[68] A conscious, deliberate decision
to live child-free does not mean resigning oneself to a
life without children. Rather than drifting into lifelong
childlessness, one can believe that for every loss there
is a potential gain. This decision allows for new growth
and new goals and the ability to invest renewed ener-
gies into work, family, and hobbies. To live child-free
is a choice requiring clarity of thoughts, feelings, and
communication before becoming acceptable to both
partners. This reengineering of self and family is an
active process in which living child-free is a way to fulfill
the goals of parenthood in other positive, constructive
ways.[55,69,70] People with the desire to nurture and
love should be encouraged to find ways to do this with-
out having children. The move to a child-free life is a
creative adaptation from sorrow, pain, and loss.[8]

Difficulties in making decisions about
options for family-building, or conflicts
over these options, are common pre-
senting problems for clients seen in
clinical practice. Either of these prob-
lems can lead to the decision to remain
child-free. Couple counseling is recom-
mended if the couple has not been able
to come to an agreement on being child-
free. Each person needs an opportu-
nity to verbalize and have his or her
feelings acknowledged. Compromise is
always the goal but may not be pos-
sible if one partner is determined to
be a parent and the other partner is
equally invested in not being a parent
or if childlessness is culturally unac-
ceptable. By helping the couple appreci-
ate each other’s views and by renewing
their commitment to each other, pos-
sible solutions can emerge. Generally,
client(s) and infertility counselor agree
to a time-limited contract with clearly
defined goals. Typically, goals will be
met within two to ten sessions.

After years of dashed hopes and
recurrent disappointments, denial of or the inability
to feel and identify feelings is common. This emo-
tional whitewash has the potential of leading to clin-
ical depression. Using solution-focused therapy or a
cognitive-behavioral framework, infertility counselors
can help clients reconnect with their feelings in a safe
and supportive environment. It is suggested that ses-
sions end with homework assignments and/or exer-
cises that can be used during or between sessions
(Table 23.1). For clients suffering from long-standing
depression or dysthymia, a thorough assessment may
lead to a referral and further evaluation for pharma-
cological intervention in conjunction with longer-term,
insight-focused and interpersonal psychotherapy. As
the depressive symptomatology recedes, work in ther-
apy typically returns to active decision making within
an outcome-focused framework.

As stated earlier, confronting loss is the first step in
deciding to remain child-free. Telling one’s story offers
an opportunity to identify losses. Verbalizing personal
motivations to parent is also valuable. Work outside the
session can be as simple as listing losses or as elaborate
as creating a ritual or ceremony to say ‘good-bye’ to
the dream child. For some, creative expression such as
drawing, painting, poetry, or collage can be helpful in
facilitating bereavement and moving on.
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Basic strategies for decision making involve taking
control of one’s life; developing a positive identity; and
reasserting goals and priorities.[68] Rubin[28] offers a
very useful model for helping clients with decision mak-
ing. Assessment starts with looking for and identify-
ing possible ‘decision blocks’: (1) resignation or hold-
ing on to pain; (2) believing there is only one correct
decision; (3) holding on to all possible options rather
than choosing any one path; (4) procrastination; and
(5) guilt over previous decisions. The work in therapy is
to identify the individual or couple’s particular obstacles
and, through the use of therapeutic interventions, over-
come these blocks to allow the process of decision mak-
ing to unfold.

According to Rubin’s[28] model, the next task is to
establish a foundation for decision making based on
personal values. When consumed by the blindfold of
infertility, the perception and definition of self become
myopic. It is suggested that either during or between
sessions, the clients take the time to create a list of pri-
orities. Possible items on the list might be health, qual-
ity of life, religion, education, culture, family influence,
and security. As clients develop a list, they see them-
selves as full human beings with the ability to alter
their behavior to match their values and create or follow
other life plans not involving parenthood.[68]

The final task entails committing to the decision. This
means operationalizing the decision to stop treatment
and moving from being childless or the state of hav-
ing less to the position of choosing a child-free life.
For most couples, it is a gradual process that hap-
pens over time. They may find it takes months or
even years before being child-free feels right or com-
fortable. Rarely do partners move through this pro-
cess in the same way and with the same timeline.
Allowances should be made for individual and gender-
specific differences. Eventually, everything begins to
fall into place, and concrete evidence of moving on
appears. Perhaps a house is purchased without a large
family room and four bedrooms, or an application
to graduate school is completed or a career move is
made. For others, it might be new hobbies; meaning-
ful volunteer work; new friends; or a renewed focus
and commitment to their marriage. Realistically, for
some couples moving on may be doing so separately
because the meaning and purpose of marriage (to have
children) has been nullified by childlessness. In these
instances, the infertility counselor’s work may involve
facilitating an amicable marital dissolution; helping
both or either partner grieve the lost spouse as well
as child; and helping to explore other life goals at
possibilities.

Addressing Pressures of Pronatalism

Despite the commonly held perception of global over-
population, statistics show increased rates of infertil-
ity and childlessness in many countries.[1] The right to
reproductive function and health are a matter of public
policy and population survival. Women in many devel-
oping countries often do not have the individual posi-
tion in society or the personal choice to not have chil-
dren even when their marriage is infertile. They suffer
tremendously and are often powerless to change their
circumstances. For these women, the personal expe-
rience of infertility in a pronatalist culture, religion,
and/or society is brutal. Children secure family survival
through labor contributions and, later, by supporting
aging parents. Children also serve to sustain political
position as well as ethnic and religious identity.[1] A
macro-sociopolitical approach supporting significant
global changes in health policies, resource distribution,
and allocation is needed to address these far-reaching
problems. In the developed world, pronatalistic pres-
sures felt by infertile women are often more personal
in nature. Gradually, more women are facing this pres-
sure and fighting back. Over the last decade, evidence
in developed societies suggests it has become some-
what easier and more acceptable to not have children.
Still, the pressure from parents, friends, casual acquain-
tances, religion, and society is still present. Stereotypes
persist, the most common being that the childless cou-
ple or woman is self-centered. Strangely, those who
choose to remain childless are often called upon to jus-
tify their decision, while prospective parents are rarely
asked why they want a baby or parents why they have
children. Some women without children have said that
their lives symbolize a threat to people whose daily lives
are largely mandated by their role as parents. Interest-
ingly, wanting to have children could be considered a
selfish desire, while parenting as a job demands daily
acts of selflessness. A significant clinical issue to explore
with involuntarily childless couples is the reasons they
originally and currently wish to be have children: to
please parents; cement a marriage; fulfill traditional
roles; prove youthfulness by reproducing; have some-
one to love and be loved by; and have someone to
care for them in their old age. Although having chil-
dren may satisfy many of these desires, children actu-
ally require years of endless responsibility, hard work,
and money and can actually threaten a couple’s rela-
tionship. Marital satisfaction studies done on Western
populations tend to follow a U-shaped curve, with
marital happiness starting out high, dropping when
children are young, and climbing again after children
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leave home.[29] One must consider whether motives for
having children are not perhaps narcissistic and self-
serving. It is ironic that these are often the adjectives
used to describe childless individuals, particularly in
the developed world.

As women and men age, general societal tension may
ease in that people stop asking and waiting for the
couple to have children. Lang[16] found that the older
women she interviewed expressed very little concern
about stigma and stereotypes and did not feel devalued
for not having children. Several studies, such as Grim-
mig and associates’[71] study on older German childless
men, found benefits such as husbands presenting them-
selves with more self-confidence and seeing themselves
as more attractive than their peers who were fathers.
In the United States, Dalphonse[72] found that nonpar-
ents enjoy having more leisure time and money to spend
on themselves.

Carter and Carter[68] described being child-free as a
‘closet choice’ in that even today, many infertile couples
are reluctant to discuss their choice because they find it
threatening and distressing to disappoint parents and
friends will not or do not understand. Typically, cou-
ples must find their own support and thus experience
solace through their own resolution.[16] It is likely that
over time, others will accept their choice as they see the
peace and renewed energy in the couple’s life. Women
at an infertility support group spoke of the peace and
relief they experienced as the transition to a child-free
life was made.[73] They felt they were once again mas-
ters of their own destiny and had moved beyond tragedy
to acceptance and opportunity. Wardell[74] suggests,
“All lives are filled with compromises, one of which can
be to become childfree.” Child-free was never a goal or
desire, but it can become a very reasonable compro-
mise for many couples stuck on the treadmill of infer-
tility.[29,74]

For some, the use of birth control or surgical ster-
ilization helps to avoid dissonance and help the cou-
ple feel greater control of their reproductive lives –
addressing overwhelming feelings of loss of control
often triggered by infertility. Sterilization ensures that
the door to parenthood is, indeed, closed and hopes
and plans for the future are directed elsewhere. Further-
more, birth control prevents an unexpected (and often
advanced maternal or paternal age) pregnancy after a
couple has made new life plans without children. As
friends’ children grow up and leave home (moving into
family life stages that are again focused on the mari-
tal dyad), childlessness often becomes less of an issue.
Choosing to be child-free does not mean permanent lib-
eration from feelings of loss. It does, however, mean

becoming healthy enough to embrace both loss and
gain, and exercising the human ability to adapt to life’s
circumstances.[75]

Addressing Impact on Relationships

A necessary and distinctive characteristic of the child-
free life is the possible presence of new and meaning-
ful relationships. As a couple works through the deci-
sion to stop treatment and accept a child-free life, they
are forced to reexamine the choices, goals, and dreams
that they made together. The partners’ new hopes and
aspirations may be different from one another. One per-
son may even decide to continue with the quest to have
children in his or her life, while the other is pleased to
have new opportunities and experiences without chil-
dren. Clinical experience suggests that couples staying
together tend to recommit to each other and direct their
nurturing and creative energy toward themselves, mar-
riage, and each other rather than toward treatment and
children.

Snarey[76] found that men coped with infertility in
three different ways: (1) substitution of a nonhuman
object; (2) taking part in activities with other people’s
children; (3) and self-centeredness. He found that the
coping mechanism a man used had an impact on his
long-term adjustment in a positive or negative way,
in that men who coped by investing in themselves
were more satisfied with childlessness and a child-free
lifestyle. These men were also more likely to divorce
than remain married.

A difficult aspect of childlessness can be the realign-
ment of relationships in the extended family – partic-
ularly with the would-be grandparents. How does an
adult progress to the role and developmental stage of
‘grandparent’ when their offspring is child-free? Even
adult children feel pressure and work to please their par-
ents and gain parental approval, particularly in cultures
in which the well-being of the family or community
is considered more important than individual happi-
ness (see Chapter 4). In Lang’s[16] study, several women
described tension in their relationships with their moth-
ers, who interpreted their daughters’ rejection of moth-
erhood as ‘a spitting in their face.’ Not until daughters
and sons move beyond the childbearing years and into
middle age will most older parents let go of their expec-
tation and dreams of being a grandparent, and pres-
sure (unspoken or verbalized) from the family subsides.
Infertility counselors can be helpful in setting realistic
expectations.

Today, divorce of a ‘barren’ spouse and/or polygamy
remain common consequences of childlessness for
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women from many developing countries.[1,11,14] Hus-
bands and family members are often the primary source
of physical danger, harm, and even murder. The small
minority of women who have the resources and means
to travel to infertility treatment centers that provide
forms of third-party reproduction unavailable to them
may not be able to return to their community without
a pregnancy and/or a child.

FUTURE IMPLICATIONS

The World Health Organization defines access to basic
healthcare as a fundamental human right. Today, large
populations of people around the globe are not able to
exercise this right, in terms of human fertility. Millions
of people today do not have access to basic reproductive
education or treatment for prevention of rapidly grow-
ing rates of permanent sterility. The economic and
social stratification of world societies has reinforced
equal stratification of reproductive health treatment
and service. A just and decent world gives opportunity
for all men an women, regardless of race, culture or eco-
nomic position, the right to seek and receive safe and
effective infertility treatment. Conversely, women and
men around the globe whose procreative health pro-
vides economic security and a place and role in society
and the family, deserve the right to openly accept their
loss of reproductive function, knowing their family sys-
tem, community, culture, and religion would realign to
accommodate their circumstances. Ultimately, our goal
as healthcare providers must extend beyond the narrow
view of a medical cure for the select and privileged few.
Rather, as infertility counselors and researchers com-
mitted to our field and those we serve, our work and
goal is to promote and protect the welfare of those who
seek, need, and deserve our help, everywhere.

As the incidence of voluntary childlessness and
delayed childbearing increases, men and women will
have more opportunities for fulfilling and satisfying
lives without children. Infertility counselors will be
called upon to help these clients to accept their child-
lessness with courage and find culturally and econom-
ically appropriate solutions to their childlessness. We
will aid in their discovery of new ways to nurture and
develop meaningful and creative ways to contribute and
engage in life – without giving birth and becoming par-
ents. This also includes helping patients take responsi-
bility for their decisions for or against children, rather
than deciding through avoidance or a decisional drift
of repeated treatment trials and failures.

Individuals and institutions of today’s industrial
world need to continue to challenge prevailing prona-
talist norms and values, and to encourage envisioning
new possibilities for individuals and society. More and

more women are now valuing themselves and others
as complete, mature, and feminine women without the
once required rite of passage of childbirth. At the same
time, growing awareness of the serious reproductive
and human rights problems in developing countries will
hopefully lead to changes in world health policies and
improved healthcare for women and the reduction of
the spread of STIs (e.g., HIV, AIDS) due to childless-
ness. This may stimulate changes in the cultural stigma
and economic realities of childlessness in many devel-
oping countries. Religious institutions may be enlisted
to increase tolerance and embrace families who do not
or cannot have children.

In this new world of global travel and trade as
well as growing economic interdependence and limited
resources, it is up to infertility counselors as leaders in
the field of reproductive health and technology, to help
build and reinforce a new definition of ‘family values.’
This is a value for families that we can support through
action and the demand for change that truly nurtures
and improves the family of humankind in this twenty-
first century. This has become our work, our opportu-
nity, and our mission.

SUMMARY

■ While it is estimated that 14% of the world’s popula-
tion suffers from involuntary infertility and sterility,
recent evidence suggests this estimate is inaccurate
due to underreporting because of social stigma, per-
sonal risk, and misidentification.
■ Infertility counselors as leaders, researchers, edu-
cators and effective clinicians in reproductive health
face increasing demands to address issues of repro-
ductive tourism and global inequalities of reproduc-
tive health treatment.
■ The global stratification of reproductive treatment
is, on a humanist level, a violation of basic human
rights. Solutions to this growing and far-reaching
problem are complex, requiring macrosociopolitical
as well as grassroots and individual innovation and
change.
■ In developing countries, the acute private agony of
infertility is transformed to harsh public stigma with
complex and devastating consequences.
■ Within most patriarchal societies and in developing
countries, cultural traditions, economic realities, reli-
gious beliefs, and the power differences between gen-
ders all preclude voluntary childlessness for women
and even involuntary childlessness.
■ Family system, psychoanalytic, feminist, and
stigma theory as well as social psychology all con-
tribute to a better understanding of the theoretical
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foundations for counseling interventions for involun-
tarily childless individuals and couples.
■ An individual’s and couple’s pathway to childless-
ness sets the stage for the grief process, decision mak-
ing, and the transition to a child-free life. Culture, reli-
gion, and ethnicity contribute to the infertility coun-
selor’s development of an appropriate treatment plan
as road maps for the therapist.
■ Women living in societies that accept childless-
ness need help from the infertility counselor to recog-
nize, acknowledge, and ultimately accept losses so as
to realistically and honestly transform negatives into
positives.
■ Culture and religion, gender and role definition,
and identity are all closely tied to the desire to have
children. A child-free life requires redefining one’s
identity and life goals within these contexts.
■ Women and men deciding on a child-free life will
need anywhere from several days to several years to
make the transformation. The steps include: iden-
tifying and overcoming decision blockers; clarify-
ing priorities; and committing and investing in the
decision.
■ Historical and present-day societal pressure to pro-
create is based on pronatalism, a force required for
the continuation of the species, and may be motivated
by cultural, religious, and political agendas.
■ A child-free life includes reevaluating and commit-
ting to significant relationships. Communication and
nurturing are core elements in a meaningful and sat-
isfying life.
■ In developed countries, the increasing number and
greater visibility of women who choose not to give
birth and raise children are helping to encourage a
broader definition and expression of meaningful, cre-
ative, and successful lives for men and women.
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PART VII. POSTINFERTILITY COUNSELING ISSUES

24 Ending Treatment

JANET E. TAKEFMAN

The line between failure and success is so fine that we scarcely
know when we pass it: so fine that we are often on the line
and do not know it.

– Elbert Hubbard, 1927

A question frequently posed within the context of the
infertility clinic is when to stop treatment, or when
to advise patients that ‘enough is enough.’ This ques-
tion poses a number of problems when trying to
establish evidenced-based answers. First, there is no
clear end point for cessation of unsuccessful fertility
treatment as there is always some probability of suc-
cess inherent in further attempts. Furthermore, unlike
other treatments, there is no continuum of benefits
of infertility treatment, with the only satisfactory out-
come being a live birth. Finally, the decision to con-
tinue or end treatment is often based on a different
set of criteria depending on whether it is physician-
or patient-initiated, which may present a conflict of
interest situation. The physician bases the decision to
end treatment on medical probabilities of success; the
patient, on personal costs and rationalizations. How-
ever, only limited information is available about this
decision-making process because only a few studies
have been specifically designed to address why, when,
and how people end treatment. Considering the expe-
rience of infertility treatment for the majority of indi-
viduals is failure rather than success, given the less
than 50% overall success rate of IVF treatment, this
is a conspicuous lapse. However, we can understand
this end of treatment process better by extrapolating
from related areas of study.[1] Such studies include,
but are not limited to, research on patients who drop
out of treatment, and qualitative studies of patients’
experiences following failed treatment cycles. It is based
on these studies that clinical recommendations can be
suggested.

Despite the paucity of direct studies, it is well-
accepted that ending treatment is a difficult and com-
plex psychological process for both physician and
patient.

This chapter

■ appraises current research related to factors that
impact the decision to end treatment;
■ describes the psychological process that patients nav-
igate in abandoning treatment;
■ applies theoretical frameworks to comprehend this
stage of ending treatment;
■ provides guidelines for health professionals to assist
both physicians and patients in improving ending treat-
ment consultations.

HISTORICAL OVERVIEW

Research and clinical efforts within the discipline of
health psychology have traditionally focused attention
on two main aspects of medical interventions. Treat-
ment perseverance and the stresses associated with a
prolonged treatment process have received the most
attention, followed by difficulties relating to post-
treatment adjustment. The theoretical evolution of this
research was promoted by such groundbreaking works
as Benson’s mind–body model of illness and health,[2]
which recognized the interplay of biological, psycholog-
ical and social influences on the treatment of disease,
and by Lazarus and Folkman’s model of stress and cop-
ing,[3] which was developed to provide a framework to
understand adjustment to health-related problems.

The field of psychological aspects of infertility and its
treatment has followed this same convention and evo-
lution. Thus, a substantial amount of research exists
on the process of participating in infertility treatments
with its accompanying social, interpersonal, and emo-
tional difficulties (see Part III of this book) and exam-
ination of the process of decision making regarding
alternatives to biological parenting, once treatment has

429



P1: FHK
052185363Xc24 CUFX030/Covington 0 521 85363 X September 4, 2006 13:42

430 JANET E. TAKEFMAN

failed (see Parts VI and VII of this book). What has
been neglected in the clinical literature is examina-
tion of the psychological processes that must take place
when patients transition from actively pursuing treat-
ment in the hope of having a child to accepting that it
will not yield their desired result – the process of end-
ing treatment. It was not until the late 1980s when a
few studies were published that this aspect of infertil-
ity treatment was recognized as an important area of
study.[4–6]

REVIEW OF LITERATURE

The review of literature will examine factors that have
an impact on the end of treatment. They include:
sociodemographic, interpersonal, emotional, and fear
factors.

Sociodemographic Factors

Parity is a significant predictor of withdrawal from
treatment. Callan and colleagues found that 50% of
women who intended to stop IVF were more likely to
have children already, compared with only 25% of those
with no children who were considering ending treat-
ment.[5] Daniluk and Mitchell found that family size
was a significant factor in couples’ decisions regarding
continuing IVF.[7] For the 34% of the sample who had
achieved multiple births, most were not intending to
pursue further treatment. Conversely, having only one
child was a reason to continue with treatment. Interest-
ingly, Throsby[8] also found that one of the important
motivators of why couples try IVF is to produce a sib-
ling for an existing child. However, she elaborated that
concern about the possible loneliness of an only child
was balanced against concern that getting involved in
IVF would negatively affect that child in terms of parent
absences, resources, and emotional availability. Thus,
paradoxically, while having an only child is one of the
determinants of why couples seek out treatment; it is
also a reason why they withdraw from treatment before
accomplishing their goal. Another study showed that if
the female partner of the couple had a child, ending
treatment was more likely than if the male partner had
a child.[9]

Finally, people who are more open-minded about
alternative ways of forming a family are likely to react
more favorably to ending treatment. van Balen and col-
leagues in The Netherlands found that life-satisfaction
scores after the end of treatment were higher for infer-
tile couples who were exploring other options to nat-
ural conception.[10] Similarly, planning to adopt was
the main factor discriminating distress scores for those

couples who experienced treatment failure with those
intending to adopt being less distressed,[11] and a
Norwegian study found that the psychological crisis
of treatment failure could be resolved through adop-
tion.[12]

Age of the woman, per se, does not seem to be a pre-
dictor of voluntarily dropping out of treatment except
when actively recommended by her doctor.[13] How-
ever, a few studies have found that male age is a predic-
tor of treatment dropout, with women married to older
partners less likely to continue with treatment.[14]

Gender is critical to decision making about fur-
ther treatments. First, it has been well-established that
women, compared to men, are more likely to initiate
treatment, want to try new treatments, and want to con-
tinue on with treatment.[15] Blenner[6] in her theory
of stages through infertility treatment found that men
were more likely to disengage or let go of treatment
before women. This greater interest in pursuing treat-
ment in women has been attributed to the notion that
parenthood is a more valued developmental goal for
women.[16] This hypothesis has been supported by dif-
ferent studies that demonstrate, for example, that child-
bearing is rated as a more vital life goal by women
than men,[17] that the value of life without children
is rated as poorer in women compared to men,[18]
and that women appear to benefit more from having
children after infertility than do men.[19] For a more
comprehensive review of these gender differences, read
Chapter 3.

Finances have long been presumed to be an impor-
tant factor in determining whether couples persist with
medical treatment for infertility, especially IVF and
other costly assessments or treatments. Furthermore,
it is likely that a certain number of people do not
even begin treatment due to poor financial resources
and turn immediately to more affordable alternatives
such as adoption or foster care. However, recent studies
have shown the impact of economic concerns on decid-
ing to end treatment may have been overestimated in
developed countries. This evidence mainly comes from
international studies that were carried out in countries
where IVF treatment is subsidized by the state. In two
Dutch studies (a country where three IVF cycles are cov-
ered by public health insurance), one reported a cumu-
lative dropout rate of 62.4%, in which only 13.9% was
due to physician recommendation,[20] and the other
had a 30% dropout rate before the third cycle.[13] In
Australia, couples who ended treatment had under-
taken only two and a half of the six subsidized treat-
ment cycles available to them.[21] In Sweden, couples
participated in an average of one and a half of three
cycles allowable.[22] In all these studies, psychological
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factors played a more central role in ending treatment
than economics.

In summary, on the basis of these sociodemographic
findings, health professionals should be aware that
childless women who are not open to alternatives to nat-
ural conception will likely persist longer with treatment
compared with their male counterparts, regardless of
age or economic status and, perhaps consequently, react
more negatively to the suggestion to end treatment.

Interpersonal Factors

Although earlier research[23–25] suggested that the
stress associated with infertility had damaging effects
on most marriages, it has since been well-established
that for the majority of couples marital satisfaction
and commitment tend to be strengthened as cou-
ples face the onslaught of the infertility experience
together.[26] Specifically pertaining to treatment
dropout, one recent study reported that only 2.3% of
500 couples had ended treatment because of marital
discord,[27] and another reported only 1.3% of couples
dropped out of treatment because of separation or
divorce.[28] Slightly higher statistics were recently
reported in a study from Sweden, which found that
15% of 242 couples reported ceasing treatment with-
out achieving a birth because of divorce or marital
problems.[22]

For most couples, the choice to marry is synony-
mous with the decision to eventually form a family.
Therefore, it is not surprising that relationship issues
have been identified as one of the significant predic-
tors of treatment persistence or abandonment. Daniluk
and Mitchell found that people who felt that infertil-
ity had had a negative impact on their marriages were
less likely to want to try IVF for a second time.[7] Con-
versely, Stauss and colleagues found that couples who
felt their union would be threatened by not having a
family were those who most persisted with treatment
and were reluctant to end it.[18] This was supported
in Daniluk’s longitudinal, qualitative analysis of thirty-
seven couples who were going through the transition
to biological childlessness.[29] Participants expressed a
sense of uncertainly and foreboding about the future of
their relationships if they accepted the reality that treat-
ment would not yield a child. Moreover, she reported
that eventually 10% of these couples ended treatment
because of the strain it had on the partnership. An inter-
esting finding with important clinical implications was
that couples who ended treatment without consensus
continued to have feelings of emotional distress years
later compared with couples who were in agreement
about discontinuing at the time they ended treatment.

Thus, on the basis of these findings, the recommen-
dation to end treatment may elicit a wide range of
reactions; from relief that the marriage will not have to
endure this pressure any longer, to fears that it will trig-
ger the demise of the relationship. Congruence between
spouses would be an important outcome to elicit from
couples to ensure long-term relationship stability and
satisfaction.

Emotional Factors

Optimism, or patients overestimating their chances of
success, is one of the most reliable findings in stud-
ies that have profiled the infertility patient.[18] Theo-
retically, this optimistic bias is considered an impor-
tant variable in determining adjustment to threatening
events.[30] The magnitude of the optimistic bias in IVF
has led some to examine its effect on emotional reac-
tions if treatment fails. However, no link was found
between pretreatment optimism and reactions to treat-
ment failure,[31] nor was optimism during treatment
found to compound negative reactions when treatment
was unsuccessful.[32] This is important to note for clin-
ical purposes as there exists among mental health pro-
fessionals and patients alike a misconception that the
lower a patient’s expectations are, the less emotion-
ally distraught they will be following a treatment fail-
ure. These data cited suggest otherwise. Conversely, a
common recommendation that medical staff make to
patients during treatment is to ‘think positively,’ as this
will improve participation. This concept too has no
empirical basis.

However, optimism does appear to play a role in
decision making about initiating treatment[9] and in
ending treatment.[18] Callan and colleagues found
that patients who continued with treatment per-
ceived the psychological burden of treatment no
differently from those who discontinued, but the for-
mer group continued because they were more opti-
mistic about the chances of success with further
attempts.[5] Similarly, it has been demonstrated that
patients’ beliefs about the likelihood of success are
based more on their own optimistic bias than physi-
cians’ estimations of their chances.[22,27] However,
physician optimism can, and often does, influence
a woman to continue IVF treatment when she is
ambivalent.[5]

Based on these findings regarding optimism as a trait,
we could predict that optimistic patients may have a
harder time accepting the end of treatment and will
be less impressed and/or influenced in their decision-
making process by the physician’s opinion of their
chances.



P1: FHK
052185363Xc24 CUFX030/Covington 0 521 85363 X September 4, 2006 13:42

432 JANET E. TAKEFMAN

Psychological distress is another factor that has been
studied with respect to treatment persistence. However,
the literature is murky because of the lack of precision
in terminology. A number of vague terms have been
used to describe this psychological variable in studies
that looked at ending treatment. These include: ‘psycho-
logically too stressful,’[28] ‘psychological burden,’[22]
‘psychological reasons,’[13] ‘emotional costs,’[21] ‘emo-
tional stress,’[33] ‘reached limit,’[34] and ‘emotional
exhaustion.’[29] Such terms are, obviously, too broad
and difficult to operationalize. To illustrate this point,
when Olivius and colleagues[22] categorized the spon-
taneous comments made by 143 couples who had dis-
continued IVF, the most common reason given for dis-
continuing treatment prior to completing three, free
IVF cycles was ‘psychological burden,’ attributed to 26%
of the sample. However, this psychological burden cat-
egory included earlier failed treatments, late pregnancy
miscarriage and abortion due to chromosomal abnor-
malities, as well as feeling social pressure to quit and
too many doctor appointments.

In one of the few studies that used standardized mea-
sures of distress, it was shown that pretreatment lev-
els of distress were predictive of early dropout rate.[13]
This Dutch study consisted of a sample of 380 women
entering their first IVF cycle who were given a battery
of psychological questionnaires before and after treat-
ment. It was shown that subjects who dropped out of
treatment of their own volition had significantly higher
pretreatment anxiety and depression scores than sub-
jects who continued on with treatment. Thus, it was
reasonable to conclude that the most common reason
for ending treatment was emotional distress, in that the
more anxious or depressed a woman was prior to IVF
treatment, the more likely she was to end treatment pre-
maturely.

It is noteworthy that despite the psychological ordeal
of treatment, many couples do not regret having tried.
The Australian follow-up study of 211 patients who had
their last appointment some three years prior to the
start of data collection, indicated that almost all were
satisfied that they had tried the medical options avail-
able, even though 60–70% perceived treatment to be a
significant stressor.[21] Similarly, in two different qual-
itative studies, one from Canada,[29] the other from the
United States,[6] all participants recalled their attempts
at treatment as essential to reaching closure and pre-
cluding any regrets later on. All women stated they
would do nothing differently if they had it to do over
again, in spite of the fact they never achieved pregnancy.

In contrast to the above paragraph, some evidence
also exists suggestive of a continued negative impact of
childlessness. For example, two studies demonstrated

that even though life satisfaction scores were in the
high range, scores for childless women were lower than
the scores of those who became parents through other
means.[19,35] Furthermore, studies have shown that
many years after treatment women still report intru-
sive thoughts about infertility,[12] still consider infer-
tility an emotional issue,[21] still report fertility-related
stress,[19] and still yearn for a biological child.[34] It
would seem therefore that although global quality-of-
life is fairly good among couples who remain childless,
there can be some continuing, negative residual effects.

Fear Factors

Fear plays a significant role in understanding couples’
reluctance to end treatment. There are three existential-
type fears that individuals must grapple with and con-
front in the process of ending treatment.[1] The first
is the fear of not being able to cope with the emo-
tional ramifications of ending treatment. Daniluk[29]
proposed that one of the main factors preventing cou-
ples from ending treatment is the fear that reactions
would be unbearable and impossible to cope with. A
second fear is that life without children will be compar-
atively deficient and remarkably unfulfilling. In other
words, many couples persist with treatment because
they cannot imagine a satisfying future life without
genetically-conceived children. For them, being told
that treatment is over is tantamount to being told they
have no future. Finally, many couples fear their relation-
ship will not survive without children. As mentioned
earlier, for many couples (and according to many reli-
gions and cultures) the basis of a committed relation-
ship is the formation of a larger family. Thus, ending
treatment would be synonymous to the destruction of
the core couple either from within, due to a couple’s own
beliefs, or from external social or religious pressures.

As mental health professionals, our goal is to help
infertile couples overcome these fears. It is a basic coun-
seling tenet that any decision made in fear is the wrong
decision. Thus, we must empower and fortify couples
with factual information about ending treatment so that
their decision making is not prejudiced by fears, but
rather based on objective and relevant evidence.

In conclusion, it seems clear that how an individ-
ual reacts to advice about ending treatment will differ
according to a variety of social, demographic, interper-
sonal, emotional, and psychological factors. As infertil-
ity counselors, it is our responsibility to be cognizant of
these factors so that we can advise physicians how best
to approach the topic of ending treatment with patients
in order to offer optimal counseling to clients who are
facing these situations and dilemmas.
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THEORETICAL FRAMEWORK

To date, most theories on coping with tragic life
events have focused on psychopathology (e.g., depres-
sion) rather than successful adaptation (e.g., renewed
energy). However, most studies on the consequences of
tragic life events find that the majority of people man-
age to cope in impressively resilient ways to even the
most adverse setbacks in their lives.[36] These find-
ings are echoed in the following experiential mod-
els that have been proposed to explain how an infer-
tile individual deals with withdrawing from treatment.
Three paradigms have been postulated in three sep-
arate studies to explain the long and complex pro-
cess required for infertile individuals to transition from
‘not yet pregnant’ to ‘not going to be pregnant,’ to
use Throsby’s terminology.[8] This process is seen as
a necessary rite of passage for the infertile individ-
ual to ultimately accept and come to terms with let-
ting go of the dream of a genetically-conceived child.
All three theories were based on qualitative analyses
because this type of methodology is better suited to
track adaptation over time than quantitative research
designs.

Infertility-Stage Theories

Blenner’s stage theory[6] was based on the reports of
twenty-five infertile married couples as they moved
from pretreatment to posttreatment. The theory is
based on three concepts: engagement, immersion, and
disengagement and includes eight stages within these
concepts. Disengagement marked the beginning of the
process of ending treatment. The three stages of disen-
gagement were ‘letting go,’ ‘quitting and moving out,’
and ‘shifting the focus.’ Blenner described the stage of
letting go as a turning point when couples and indi-
viduals began to entertain the notion that treatment
would not work and, therefore, should not continue.
Cognitively, couples started to question the fairness
of life and the investment of further energy in treat-
ment. It was a time when they began to reexamine
their options. Emotionally, individuals felt less pain and
more in control of their lives. They found peace in the
belief that they had done all they could do to reach
their reproductive goals. In the next stage of quitting
and moving out, individuals ceased treatment. Couples
felt relief at not being ruled by the demands of treat-
ment. The stage of moving out occurred in many direc-
tions, from pursuing adoption to remaining childless.
Shifting the focus, the final stage, was described as a
peaceful resignation with a new focus on the future.
Although pangs of grief recurred, usually precipi-

tated by specific events such as a friend’s pregnancy,
individuals were able for the most part to cope with
their biological childlessness.

In Daniluk’s three-year longitudinal, qualitative
study[29] a sample of thirty-seven couples, was asked
the question: “How do couples make sense of their infer-
tility and reconstruct their lives when faced with the
permanence of biological childlessness?” She developed
a four-stage model based on a continuum of themes
that included: ‘hitting the wall,’ ‘reworking the past,’
‘turning toward the future,’ and ‘renewal and regenera-
tion.’ In comparing these two models, Daniluk basically
magnified Blenner’s disengagement stage by providing
more details and adding time frames to the stages. In
Daniluk’s analysis, the first ten months after abandon-
ing efforts to conceive were experienced as a time of
hitting the wall. The couples came face-to-face with
their worst fears and the undeniable reality that their
infertility was permanent. This was a stage of profound
sadness and grief. Couples experienced the next ten
months as an attempt to make sense of their years of
trying to conceive, which was characterized by rework-
ing the past. During this stage, anger and frustration
were expressed and couples questioned the viability of
their marriages. It is a stage defined by instability. The
third ten-month period, referred to as turning toward
the future, was a time when couples demonstrated a
willingness to consider future life scenarios other than
biological parenthood. Emotionally, this period was
described as a time of stability and personal control.
The final stage, renewal and regeneration, was a ten-
month period in which couples regained a sense of who
they once were, while taking comfort in knowing they
had survived great adversity. By this point, most of the
couples were able to identify some greater purpose to
their infertility.

Finally, Throsby[8] drew her model from in-depth
interviews with fifteen infertile women and thirteen
couples, all of whom came from IVF programs without
having achieved a live birth. However, she makes the
point that even when IVF is successful, the end of treat-
ment is still not clearly marked because the successful
cycle may provide the motivation to return to treatment
to try for a second child (or more) to complete the
family. Thus, the point at which treatment ends is
really always subjective, based on a myriad of per-
sonal and medical factors. Her study identified seven
key rationalizations or discourses that participants used
to help them come to terms with having abandoned
treatment. These included (1) doing everything possi-
ble, (2) desperation, (3) resistance, (4) benevolence, (5)
the sensible consumer, (6) fertility, and (7) fitness to
parent. These discourses were not considered mutually
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exclusive and frequently overlapped within individ-
ual accounts. These discourses allowed participants to
make sense of their biological childlessness while still
feeling they conformed to society’s norms and expec-
tations regarding their role as women. Throsby drew
heavily on the understanding of motherhood as stem-
ming from a social and cultural rather than biological
imperative, and that gaining closure required conform-
ing to this ideology regardless of one’s actual capacity
to reproduce.

Cognitive Adaptation Model

In comparison to the stage theories that were devel-
oped specifically observing infertile subjects, the cog-
nitive adaptation model was developed primarily from
work with women diagnosed with breast cancer. It con-
tends that individuals who successfully adapt to a per-
sonal tragedy address three basic themes in coming to
terms with the event.[30] First is to try to find mean-
ing in what happened. This task was also posited by
both Blenner’s and Daniluk’s models. A second task is
to gain mastery over the threatening event and regain
control over one’s life. Daniluk showed that for those
who do not achieve pregnancies, the restoration of per-
sonal control is one of the greater challenges.[29] Some
achieve control by making decisions about careers, edu-
cation and other significant pursuits,[29,34] whereas,
others do so by rejecting further treatment even when
a possibility of success exists.[6] Third, people cop-
ing with tragic events try to enhance the self. Tragic
events often make survivors feel badly about them-
selves regardless of whether they had any control over
the occurrence of the event. The profound negative
effect of infertility on women’s self-esteem is well-
established. Infertile women have been shown to have
poorer self-esteem, especially body esteem, compared
with women who have never been infertile.[37] Similar
decrements in self-esteem have also been reported for
men, especially when the cause of infertility is male-
factor.[38]

This limited analysis, based on the few theoretical
studies addressing the topic of adaptation to biologi-
cal childlessness or disease, offers some interesting per-
spective on coping with the end of treatment. Clearly,
the sadness of infertility never wholly remits, but indi-
viduals do seem to attain a fair level of contentment
and happiness in life. Those unable to achieve a healthy
level of adjustment are those who are likely unable
to find a way of valuing a life without children or to
perceive any positive value from their experience with
infertility.

CLINICAL ISSUES

Medical training encourages treating a patient until the
medical problem is resolved. Unfortunately, infertility
treatment does not always resolve the problem in favor
of a pregnancy or live birth. Consequently, many cou-
ples continue treatment even in the face of futility. Wis-
chmann pointed out that deciding to stop treatment is
often more difficult than continuing.[39] Furthermore,
physicians who have not been trained to abandon treat-
ment efforts, encounter regularly the need to counsel a
patient that they have exhausted all reasonable means
to conceive a genetic child and it is time to discontinue
treatment. This section will discuss some of the clin-
ical issues mental healthcare providers must consider
in counseling both the physician and patient on ending
treatment.

Physician-Recommended Dropout

The Ethics Committee of the American Society for
Reproductive Medicine made recommendations in
2004 for doctors treating infertility patients when treat-
ment would not likely be successful.[40] Basically, it
was concluded that physicians have a right to refuse
to initiate a treatment which they regard as futile or
with very poor prognosis, as long as they have made a
reasonable medical judgment and have fully informed
the patient. An important clinical issue that arose from
this discussion is the conflict of interest between patient
and physician. On the one hand, patients have an inter-
est to do anything they can to have a child while on
the other hand, physicians have an interest in min-
imizing harm to patients by not offering treatment
that will not be helpful, and may, in fact, impair a
patient’s physical health or jeopardize emotional well-
being. It was made clear that this is a delicate consult
in which frustration and misunderstanding can erupt, if
not handled correctly. Because of this, the Ethics Com-
mittee further suggested that physician-recommended
treatment termination should include a referral to
a psychological counselor. A final recommendation
was that this end of treatment consultation would be
an appropriate time when physicians could broach
the topic of alternative family-building options with
patients.

Further support for the role of counseling in this type
of situation came from a recent Dutch study that com-
pared the psychological sequelae for patients who were
denied further treatment by physicians (actively cen-
sored), compared with those who discontinued treat-
ment voluntarily (passively censored).[13] It found
that although at pretreatment levels of depression and
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anxiety did not differ, at posttreatment the actively cen-
sored patients reported higher levels of depression and
anxiety than those who self-terminated. It was con-
cluded that this group of patients was therefore most
in need of psychological support.

Thus, because physicians are being encouraged to
end treatment when appropriate and discuss options
to biological parenting with patients, and because the
evidence suggests that patients will have severe reac-
tions to such recommendations even when warranted,
infertility counselors must be prepared to offer their
expertise and skills to both parties.

Delivering Bad News

Ending treatment, whether patient- or physician-
initiated, is not considered good news, thus, we must
find a way to approach this topic so as not to compound
difficulties. Boivin and colleagues showed that mood
alternates during an IVF cycle among elation–sadness,
confidence–worry, and frustration–relief, depending on
negative or positive feedback.[41] Thus, when counsel-
ing patients on end of treatment decisions and adapta-
tion, the mental health professional must be conscien-
tious about presenting the information in the most pos-
itive light possible. For example, telling a patient she
did everything she was supposed to do in following her
treatment regimen is more positive than pointing out
that her case is hopeless. In a related study, Groff and
colleagues studied how women responded to the bad
news of receiving the diagnosis of premature ovarian
failure (POF).[42] Of 100 women, 71% were unsatisfied
with the manner in which the physician informed them
about their POF status and 89% reported experiencing
significant emotional distress at the time of diagnosis.
Most importantly, the degree of emotional distress was
significantly correlated with the degree of dissatisfac-
tion with the manner in which the women were told of
the diagnosis. In this study, most women felt the bad
news consult could have been handled more effectively
by the physician if they had been allotted more time,
been given more thorough information, and felt the
physician was sensitive to their emotional needs. The
article also provided a model for the physician when
delivering bad news.

Staff–Patient Communication

Studies have shown that patient dissatisfaction with
IVF programs is influenced by total quality of care man-
agement, which inherently involves staff–patient com-
munication.[33] Common patient complaints include:
insufficient time to talk about concerns and questions;

insufficient information provided; poor understanding
of medical advice; and lack of empathy expressed by
medical staff. Patient-centered communications are a
simple and basic remedy for these complaints. These
involve more open-ended questions with greater scope
for patients to raise their own concerns. Patient-
centered communications support an emotionally
focused approach, which has been shown to be partic-
ularly helpful in medical situations that are uncontrol-
lable and unpredictable such as ending treatment.[1]
Schmidt and colleagues showed that practicing patient-
centered communication in IVF clinics was associated
with treatment satisfaction when treatment ended.[44]
Thus, infertility counselors can serve an important role
to medical staff by educating them on improving staff–
patient communication around the delicate issue of
ending treatment will better meet overall psychosocial
needs of their clientele.[45]

Weinman, in his review of effective doctor–patient
communication, listed its benefits. Short-term ben-
efits include better adherence to advice, increased
patient recall, greater comprehension, more confidence
in advice, more positive appraisal of quality of service,
and reduced emotional reactivity. Long-term benefits
include better coping, better decision making, improved
patient self-management, quicker emotional recovery,
and increased patient satisfaction.[43]

Mandatory Counseling

Certain countries such as Canada and Australia man-
date precounseling for IVF patients, while other coun-
tries, such as the United Kingdom, mandate the offer-
ing of counseling. Hammarberg and colleagues found
that after a mandated session, about 60% of couples
felt it had helped them understand the emotional issues
of IVF. However, only 16% agreed that the session
was useful in helping them decide whether to con-
tinue with treatment.[21] Eighty percent of couples
stated they would want to receive counseling about
the option of ceasing treatment. Therefore, one clini-
cal question is: Should counseling be mandated for the
end of treatment given the complexity of psychosocial
issues involved in making the decision and adjusting
to it?

Couple Consensus

As presented in the literature review, individuals
resolved their biological childlessness with more ease
if, at the time of discontinuing treatment, there was
agreement between the spouses to proceed in this
manner.[29] It is essential that infertility counselors are
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aware of this finding and offer couple counseling to
achieve consensus before couples actively cease treat-
ment. This is an important point for medical caregivers
as well, who may not be in the position to assess cou-
ple agreement when they make a recommendation to
discontinue treatment and therefore should strongly
recommend that the couple be seen for counseling to
ensure healthy adjustment following their consultation.

In conclusion, the mental health professional can be
a significant asset to both the patient and physician by
being well informed of the clinical issues around this
final phase of treatment. The counselor should be an
effective communicator and be prepared to educate,
counsel, or advise at any point during the end of treat-
ment process.

THERAPEUTIC INTERVENTIONS

Counseling the Physician

The infertility counselor is often in a position to assist
the physician in an end-of-treatment consult with the
patient. As experts in emotional concerns, the best
evidence-based advice mental health professionals can
give physicians includes:

1. At the end of each unsuccessful treatment, on
an ongoing basis, the physician and other care-
givers should be reevaluating the probabilities
of success with the patient and appraising the
patient’s/couple’s limits of endurance and level of
adjustment.

2. The physician should let the patient set the
agenda, once the advice to end treatment has been
conveyed and digested.

3. The physician should give the patient permis-
sion to express concerns and feelings, listen with
empathy, and be prepared to deal with intense
emotional responses.

4. The physician should help the couple reflect on
all they have done to achieve a pregnancy so that
they will not blame themselves, but rather accept
that they have done all they could reasonably do.

5. The physician can point out the positive aspects
of ending treatment, such as relief from constant
pressure, privacy reintroduced into the relation-
ship, opportunity to focus on other life pursuits,
redirecting emotional and financial resources
toward different goals, and so on.

6. The physician should ensure that the information
is presented with a positive slant and that any
hopeful information is offered along with the dis-
appointing.

7. The physician should reassure patients of contin-
ued attention and care so they will not feel aban-
doned.

8. The physician should broach the subject of alter-
native options to natural conception to be dis-
cussed at a second meeting, if the couple appears
overwhelmed. Suggestions of reading materials
or resources regarding alternatives are useful to
prepare the patient for the next meeting.

9. The physician should try to resolve any differ-
ences between the spouses in how they assess the
situation.

10. The physicians should refer the patient to an infer-
tility counselor to help them transition in an adap-
tive manner from ‘not yet pregnant’ to ‘not going
to be pregnant.’ The physician should reduce the
stigma of this referral by assuring them that at this
stage, it is a good idea for all patients to consult a
counselor.

Counseling the Patient

Various therapeutic interventions within the field of
infertility counseling are covered elsewhere in this
book. However, it may be helpful to review some guiding
principles to be considered when counseling patients on
ending treatment.

1. Before helping clients manage and adjust to the
end of treatment, it is important to help them
reach the decision to end treatment. Thus, within
a counseling framework, first encourage patients
to explore whether emotionally they have reached
the end of their tether. Help them do a cost–benefit
analysis of continuing treatment versus ending it.
Costs should include not only the obvious finan-
cial costs that many clients immediately consider
but also the costs to the relationship, to keeping
their lives on hold, to their emotional well-being,
to their careers, to relationships with family and
friends, and so on. They should be encouraged to
be equally candid with themselves about the ben-
efits of continuing treatment, some of which they
may have not expressed or even considered, such
as continued relationships with infertile friends or
clinic staff. Although it is clear that the answer to
the question “when is enough, enough?” is highly
personal and individual, it is a question that the
infertility counselor is uniquely prepared to help
patients investigate.

2. If the circumstances involve a couple, the mental
health professional must be sure to include both
partners and impress upon them how important
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couple consensus is for the future health of their
relationship. Within the couple framework, it is
important to help them work through this pro-
cess together with mutual empathy and under-
standing.

3. As highlighted by the various theoretical frame-
works reviewed, it is critical that patients be given
the opportunity and place to review their infertil-
ity experience emotionally and cognitively, as this
is a necessary prerequisite to putting the dream of
a genetically-conceived child to rest and moving
forward. It is equally important for the counselor
to bear witness to their client’s grief and loss.

4. Help clients find meaning in all they have endured
and to feel proud of themselves that they have sim-
ply survived the crisis of infertility.

5. Following that, patients need to be helped in cre-
ating a new reality for themselves with a redefined
sense of self and purpose, which includes renewed
life goals and immediate future plans, for both the
individual and couple.

6. Impress on the patient that there is no time-
frame for this transition process. For some it
may take weeks, for others, months or years
(although Daniluk[29] postulated about 3.6 years
from beginning to end).

7. Reassure patients that clinical experience and
research findings are very convincing that the
pain of infertility does subside and that a ful-
filling and contented life is attainable. Further-
more, if they are determined to be parents, this
can be accomplished, albeit through other means
of family-building.

8. To offer optimal care, be aware of all the con-
tributing factors reviewed previously (e.g., opti-
mism and anxiety) that will facilitate better or
poor adjustment for any given individual and
intervene accordingly.

9. Above all, whether offering psychodynamic,
cognitive-behavioral or supportive counseling, it
is incumbent upon the infertility counselor to do
so in a nonjudgmental and compassionate man-
ner with respect for this challenging period.

FUTURE IMPLICATIONS

As assisted reproductive technologies become more
successful and expectations from both consumers and
caregivers rise for better outcome results, patients’
hopes for their wished-for genetic child will be more
feasible. Thus, the challenge to mental health profes-
sionals will be to monitor the toll these expectations
take on the emotional, interpersonal, and social well-

being of clients and to intervene on their behalf so that
the choices they make regarding continuing or ending
treatment are in their true best interests. Despite previ-
ously unimaginable reproductive successes, treatment
failures are inevitable and continued treatment is not
feasible or realistic for all patients. As such, the role
of the mental health professional is integral for both
patients and caregivers. Infertility counselors can, and
should, use their expertise to judiciously advise medical
staff regarding the end of treatment care plans and deci-
sions, using language they understand and evidence-
based recommendations, while advocating for the emo-
tional well-being of the patient.

Furthermore, there is no doubt that third-party or col-
laborative reproduction procedures are on the rise and
viewed as a panacea to childlessness. In their zeal to
help, treatment providers may be too quick to encour-
age patients to give up on their dream of a genetic child.
An ever-increasing role for infertility counselors will be
to ensure that patients are ready to move in this direc-
tion. Counselors must establish that patients are not
feeling coerced by either partner, family, or doctor to
end treatment, and that they have had an opportunity
to grieve for their biological childlessness.

Finally, to maintain credibility within the treat-
ment team, counselors must be cognizant of the lat-
est research findings and, if possible, participate in
research opportunities.

SUMMARY

■ Not until recently has research examined the psy-
chological ramifications and implications regarding
that point in time when an infertility patient transi-
tions from ‘not yet pregnant’ to ‘not going to be preg-
nant.’
■ Despite the paucity of studies, the empirical litera-
ture is definitive that ending treatment involves a long,
complex, and difficult mental process for the patient.
■ How an individual reacts to ending treatment will
be dependent on a number of social, demographic,
interpersonal, emotional, and psychological factors.
■ Different clinical issues exist between physician-
recommended and patient-initiated end of treatment.
■ A patient-centered, emotionally focused approach
is the optimal communication format for the end of
treatment consult.
■ The mental health professional is in the best posi-
tion to assist both the physician and the patient in
managing the multifaceted aspects associated with
ending treatment.
■ The role of the infertility counselor is to help
patients make the decision to end treatment, to bear
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witness to their grief, to encourage them to decon-
struct and make sense of their infertility experience
and find meaning in it, to assist them in redefining
life goals, and to promote long-term adjustment.
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25 Pregnancy after Infertility

SHARON N. COVINGTON AND LINDA HAMMER BURNS

If I could only feel the child! I imagine the moment of its
quickening as a sudden awakening of my own being which
has never before had life. I want to live with the child, and I
am as heavy as a stone.

– Evelyn Scott

The pregnancy following infertility treatment is a pre-
mium pregnancy: precious, priceless, and precarious.
It is also a high-stakes pregnancy, usually represent-
ing a considerable investment of time, emotion, energy,
money, and medical treatment. Furthermore, the preg-
nancy after infertility may be the result of medical
treatments facilitating conception, such as in vitro
fertilization (IVF), donated gametes, or pregnancy in
a gestational carrier or surrogate. The postinfertil-
ity pregnancy may be affected by the side effects of
assisted reproductive technologies (ARTs), such as com-
plicated multiple gestation, multifetal reduction, high-
risk pregnancies/deliveries, and the ultimate risk – loss
of the whole pregnancy. Pregnancy after infertility is
more than a planned pregnancy: It is a deliberate preg-
nancy. Once achieved, it can be a distressing realization
that it involves a myriad of new challenges and per-
ils demanding considerable psychological and physical
adjustments.

This chapter addresses the unique aspects of preg-
nancy after infertility and:

■ defines how the pregnancy after infertility is different
from other pregnancies;
■ outlines the psychological tasks of the postinfertility
pregnancy;
■ addresses issues of psychopathology and psychiatric
treatment in the postinfertility pregnancy;
■ delineates the unique characteristics of the post-
infertility pregnancy, including multiples, third-party
reproduction, and pregnancy in the older mother;
■ specifies therapeutic interventions for helping the
previously infertile couple manage the typically pre-
cious and highly valued postinfertility pregnancy.

HISTORICAL OVERVIEW

Although pregnancy is a universal experience, how it
has been experienced by men and women has var-
ied dramatically over the centuries and across cul-
tures. While pregnancy has typically been considered
a uniquely female experience, there are accounts of
the couvade experience in which men either mimic or
display culturally determined pregnancy-related behav-
iors. During his thirteenth-century trip to China, Marco
Polo described the custom in China of fathers taking to
bed with their new baby for forty days while friends
and kinsmen visited – a custom based on the belief that
the mother had done her share, so should not have
to endure more.[1] Similiarly, according to tradition
in an Amazonian tribe, men prepared for delivery by
restricting their diet and after birth were confined to
hammocks unable to work, smoke, or handle weapons
for several weeks during which the mother returned to
her work in the forest and cared for her husband and
new baby.[1] It is thought that the couvade experience
is a means of supporting the importance of the father
in the child’s life and facilitating father–child attach-
ment, although there is some thought that it may be yet
another reflection of how men were more valued and
even in childbirth warranted center stage. In fact, from
prehistoric times until the twentieth century, women’s
lives were shorter than men primarily due to the risks of
childbirth. Maternal deaths were primarily the result of
puerperal infection but also caused by toxemia, hemor-
rhage, and other factors such as underlying conditions
(e.g., malnutrition or gestational diabetes) and circum-
stances (e.g., abortion). In fact, until the twentieth cen-
tury the majority of women worldwide did not live to
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experience menopause, dying before the age of forty due
to complications of childbirth. However, with the indus-
trial revolution, the role of women and the experience
of childbearing changed dramatically.

Simkin[2] reviewed how childbearing has evolved
during the twentieth century and how social changes
have influenced the experience of pregnancy for
women. At the turn of the century, women rebelled
against the Victorian custom of confinement during
pregnancy and entered society, bringing about the intro-
duction of maternity clothes and bottle-feeding. By the
1920s, in a further attempt to gain control of their
reproductive lives, women in developed countries were
attempting to limit pregnancies through the widespread
use of birth control. By the 1950s, natural childbirth and
childbirth education became popular in North Amer-
ica, Australia, and Europe due to the work of British
obstetrician Grantly Dick-Read, who suggested that the
primary cause of labor pain was fear and tension.[1]
He introduced the idea of ‘childbirth without fear’ upon
which French obstetrician Ferdinand Lamaze based his
controlled breathing techniques (the Lamaze method)
for coping with labor pain.[1] By the 1970s, fathers had
entered the delivery room and maternal–infant bond-
ing was advocated – particularly by French obstetri-
cian Frederick LeBoyer,[1] who suggested that birth
should take place in a calm, quiet, dimly light environ-
ment to facilitate mother–infant attachment. This was
also a time of burgeoning medical technology, including
the development of ultrasound, amniocentesis, genetic
counseling, neonatology as a new medical specialty, and
the first baby conceived by IVF. The 1980s continued
the trend of delayed and controlled childbearing, with
increasing emphasis on the perfect baby.

The decade of the 1980s also saw a number of firsts
in reproductive technology: the first child conceived by
a donated oocyte, the first pregnancy carried in a ges-
tational carrier, the first surrogate pregnancy, and the
first conception using intracytoplasmic sperm injection
(ICSI). By the end of the twentieth century, parenthood
and pregnancy could involve deceased parents (preg-
nancy maintained in a brain-dead mother or pregnancy
achieved by sperm harvested from a deceased father);
cloning of embryos; the birth of twins several months
apart; and genetic testing of embryos before implanta-
tion. At the beginning of the twentieth century, women
were attempting to reject reproductive destiny by gain-
ing greater control of their reproductive lives. Now, as
the twenty-first century unfolds, women are attempting
to gain even greater control of reproduction by extend-
ing their childbearing lives through the use of frozen
oocytes, donated gametes, and volunteer carriers. And
while historically, primitive culture did not understand

the contribution of the male to human reproduction
(e.g., the attribution of pregnancy to spirits by Tro-
briand Islanders), women of the twenty-first century
have the freedom to reproduce without traditional pro-
creation or the participation of a husband or man.

In this new century, the meanings of pregnancy, con-
ception, motherhood, and parenthood have been for-
ever changed and altered, yet continue to exist within
a cultural context that defines these experiences. Tra-
ditionally, there has not been a distinction between
biological or genetic parenthood and psychological or
social parenthood. However, conception and pregnancy
now entail various forms of prenatal adoption, donated
gametes or embryos, surrogacy, and gestational car-
rier, as well as intentional versus biological parent-
hood and conception after death. Traditional means of
determining parenthood, such as genetics, bloodlines,
or physical pregnancy, have given way to ‘parenthood
by intention,’[3,4] altering the experience of pregnancy
and, ultimately, the experience of parenthood. Thus,
while pregnancy after infertility has much in common
with normal pregnancies, there is also much about it
that sets it apart.

REVIEW OF LITERATURE

While the psychology of infertility has received con-
siderable research attention, investigation of psycho-
logical factors in pregnancy after infertility has been
limited. Research has traditionally focused on obstet-
rical outcomes, especially following particular fertil-
ity treatments such as donor insemination conceptions
and assisted reproductive technologies (ARTs). Preg-
nancies following ARTs have consistently been found to
be at greater risk for pregnancy complications and prob-
lem deliveries, including increased incidence of preterm
labor and delivery; low birth rate; multiple gestations;
preeclampsia; and Cesarean deliveries.[5] Huber and
Ludwig[5] reviewed multiple studies on ART obstetrical
outcome and concluded that while higher rate multiple
pregnancies following ART were a critical factor (seven-
fold), singleton pregnancies were also at higher risk.[6]
The risk factors associated with pregnancy and deliv-
ery problems may be the result of the initial infertility
diagnosis, multiple gestations, advanced maternal age,
prenatal testing, multifetal reduction, or conception via
IVF/ICSI.[7] Pregnancies conceived with cryopreserved
embryos do not appear to have any additional risk to the
pregnancy or fetus.[5] The risk factors disappear when
a surrogate mother, rather than an infertile mother, car-
ries the pregnancy. Huber and Ludwig conclude, “that
it seems certain types of infertility per se do contribute
to the risk of pregnancy complications, but not the ART
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procedure used to induce the pregnancy. This has to be
included in the counselling of these patients”[5, p. 68]
(see Table 27.1 for a review of outcome studies).

Several studies have examined external stress fac-
tors and the impact on pregnancy outcomes. Klonoff-
Cohen and Natarajan examined specific concerns about
IVF/GIFT (i.e., side effects, surgery, anesthesia, not
enough information, pain, recovery, finances, missing
work, and delivery) in 151 women undergoing treat-
ment to determine the association (if any) on reproduc-
tive outcome.[8] They found that women who were very
concerned about the finances associated with IVF had
a very high risk (odds ratio = 11.62) of not achieving a
successful live birth delivery. Other studies have looked
at the impact of catastrophic events (September 11th in
New York City and earthquakes) on pregnancy outcome
and found a significant decrease in the delivery rate for
IVF patients[9] as well as preterm delivery dates.[10]
Thus, pregnancy outcome after infertility may not only
be influenced by a concomitant of medical issues, but
also by a variety of factors including daily hassles or
major life stresses.

Increased anxiety and cautious attachment to the
postinfertility pregnancy have been a frequent research
finding. Garner[11] noted that reactions to preg-
nancy after infertility fell between two extremes:
denial/avoidance (women who denied pregnancy and
failed to seek appropriate prenatal care for several
months) and hypervigilance (women who repeatedly
called the clinic with exaggerated fears over even
normal/minor pregnancy symptoms). Anxiety has been
described as a ‘waiting to lose’ period, when previously
infertile pregnant women are constantly alert to signs
of impending miscarriage and have little confidence
that a baby actually will be born.[12] In addition, a
prior reproductive loss has been identified as signifi-
cantly increasing anxiety for both partners, resulting
in difficulty in coping as they anticipated a negative
outcome and withdrew emotional investment in the
pregnancy.[13–15] One study[16] reported that previ-
ously infertile pregnant women avoided preparing for
their baby and attempted to control every aspect of
the pregnancy in an effort to distance normal feelings
of trepidation, ambivalence, and fear of the unknown.
Previously infertile pregnant women were also found
to have elevated depression scores compared to never-
infertile women.

Several studies have found no differences in mood or
adjustment post partum of women who became preg-
nant following infertility compared to controls.[17–19]
However, a recent study from Australia found a signif-
icant increase of early parenting difficulties, including
mild to moderate maternal depression and anxiety as

well as infant sleeping and eating problems, with moth-
ers who had conceived through ART.[20] The authors
conclude that postpartum mood disturbance may be
affected by multiple factors associated with ART, such
as multiple birth and Cesarean surgery. Furthermore, a
recent systematic review concluded that past infertility
and assisted conception may constitute risk factors for
postpartum mood disorders.[21]

Research also indicates that previously infertile
women have difficulty letting go of the rituals of
infertility; separating from the infertility team; devel-
oping a new support network; and investing in a preg-
nancy that they might yet lose.[22] Relinquishing infer-
tility “involved efforts to let go of the negative iden-
tity, feelings, and thought patterns developed over the
course of the struggle to conceive.”[22] Previously infer-
tile women also reported a higher incidence of guilt and
shame that they associated with their formerly infertile
status.[23] These women continued to harbor feelings
of failure and malformation about their reproductive
ability or, if the baby was conceived by donor gametes
or surrogacy, embarrassment about the circumstances
of the child’s conception. Guilt was associated with their
relationships with their friends who remained infertile.
Glaser and Strauss[24] found that previously infertile
women struggled with three issues during pregnancy:
(1) selflessness, defined as the belief that all their energy
and effort should be devoted and directed toward the
baby; (2) lack of entitlement, defined as having no right
to complain or expect more because they had what they
wanted – a baby; and (3) vulnerability, defined as their
feeling that they were more medically at risk than they
had ever been and perceived their baby to be at greater
risk as well.

Little is known about men’s responses to pregnancy
after infertility. In one study[25] of previously infertile
husbands’ responses to pregnancy in their wives, the
men experienced couvade symptoms consistent with
the incidence in the general population. Nevertheless, a
husband’s responses to pregnancy may be influenced by
the circumstances of conception; the demands of preg-
nancy such as bedrest or hospitalization; the emotional
stability of the expectant mother; and his own psycho-
logical well-being.

THEORETICAL FRAMEWORK

Although early literature focused on the psychoana-
lytic interpretation of the symbolic meaning and experi-
ence of pregnancy,[26,27] pregnancy is now considered
a normal developmental process signaling arrival into
adulthood and acceptance of adult roles. Pregnancy
and parenthood represent a bridge between generations
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central to the human experience and to a woman’s sense
of self, gender identity, and self-esteem.[28] Physical,
intrapsychic, and interpersonal adaptations are needed
to successfully adjust to pregnancy, delivery, and, ulti-
mately, parenthood.

Pregnancy is a time when profound physical and
emotional changes occur within a short period of time.
During pregnancy, a woman faces monumental issues:
the sharing of her body with another; changes in her
body image; changes in her relationship with others;
attachment to the baby she is carrying while at the same
time preparing to separate from it; as well as feelings
about motherhood in general, herself as a mother, and
the mothering she received as a child.[29] The physi-
cal demands and emotional stresses of pregnancy can
have an impact on a woman’s coping ability and style,
her relationship with significant others (especially her
spouse/partner) and her own psychological adjustment,
including her individuation, ego development, and con-
solidation of self.

Even when a pregnancy is wanted, some ambivalence
is normal and probably universal. During pregnancy,
women often feel a sense of accomplishment; height-
ened self-esteem; increased feelings of femininity; and
comradeship with other women. At the same time,
there may be feelings of resentment and even hostil-
ity about the changes taking place that are beyond a
woman’s control both physically and psychosocially.
When things go well, pregnancy can be a narcissisti-
cally rewarding period – a gratification of the body’s
performance – or, if there is a problem, a narcissis-
tically wounding period – anxiety and distress about
the body’s competence during pregnancy and delivery.
Feelings of ambivalence, anxiety, or fear may increase
self-doubt and lower self-confidence, thereby compli-
cating adjustment to pregnancy and parenthood. Fur-
thermore, adjustment to pregnancy is affected by a
number of factors in a woman’s life, including previ-
ous life experiences; prior psychological adjustment;
the meaning of this pregnancy in her life; her depen-
dency needs; and her relationship with her partner and
others.[29] Physical and emotional dependence on her
partner may clash with a woman’s own desire for inde-
pendence and self-sufficiency during pregnancy. These
issues may arise when the pregnancy is complicated by
bedrest or other medical restrictions.

The meaning of the pregnancy after infertility varies
and is highly individual. It may represent hopes,
dreams, miracles, expense, overinvestment, success,
fulfillment, or even a burden or hindrance. Following
years of infertility, the developmental transition to par-
enthood can be difficult and stressful for a couple. The
postinfertility pregnancy may involve its own unique

challenges: fears of pregnancy loss; the strains of a
medically complicated pregnancy; and attachment to a
nongenetically related baby or a baby being carried by
someone else. Fundamentally, the tasks of pregnancy
are influenced by the experience of infertility in general
and the previously infertile pregnant woman’s experi-
ence of this pregnancy. Ultimately, not only do previ-
ously infertile couples arrive at pregnancy differently,
but their experience of pregnancy is also significantly
different.

Psychological Tasks of Pregnancy after Infertility

The abrupt transition from long-standing infertility
to potential parenthood is a psychological challenge
requiring a rapid revision of identity and internal
reconfiguration.[30] Olshansky[31] described the iden-
tity shift in the formerly infertile woman as a confus-
ing psychological state in which the expectant mother
with a history of infertility and/or reproductive loss
simultaneously straddles the two worlds of infertility
and pregnancy. She has difficulty seeing herself as a
normal pregnant woman and feels that her experiences
with infertility, medical treatment, and childlessness set
her apart from other pregnant women. She may feel
that she has no right to complain about the physical
demands of pregnancy because either her support net-
work is tired of hearing about her not being pregnant or
she herself feels that she should feel only gratitude for
this pregnancy. Some women pregnant after infertility
are unable to relate to the ‘whining’ about the discom-
forts of pregnancy from women who have had no prob-
lems with conception; or they may feel that they are not
entitled to whine as they worked so hard to achieve this
pregnancy and fear others will be critical of them.

Furthermore, Olshansky[32] contends that difficulty
in letting go of the infertility experience contributes to
the paradoxes of pregnancy after infertility: simultane-
ous feelings of contradictory emotions. The paradoxes
involve the ‘embrace of contraries,’ such as happiness
about pregnancy and fear of loss or perception of self as
defective due to infertility. The normalization of preg-
nancy for the previously infertile woman consists of a
complex identity shift from an infertile and childless
identity to one of pregnancy and, ultimately, mother-
hood. It involves the ability to experience pregnancy as
a normal developmental process that is gratifying and
involves its own set of tasks, responsibilities, and goals.

Unique to the pregnancy after infertility are donated
gametes, surrogate mothers, or gestational carri-
ers, resulting in confused physical and psychological
boundaries. Here one is circumventing rather than
overcoming infertility, for although pregnancy may be
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achieved, the original infertility diagnosis or problem is
not cured.[23]

The developmental tasks of normal pregnancy that
are made more difficult by infertility include:[33]

■ validation of pregnancy: This is difficult after infertil-
ity because confirmation and affirmation of the preg-
nancy are less an event than a process, often involving
repeated pregnancy tests, ultrasounds, and examina-
tions. Acceptance and assimilation of the reality of the
pregnancy may be more tentative and difficult, espe-
cially if the process involves a significant period of time;
■ fetal embodiment: The expectant mother’s incorporat-
ing the fetus into her body image may be especially
difficult if she perceives her body to be defective or
unreliable after the experience of infertility or prior
problem pregnancies. Recognizing the baby as part of
her body may be threatening, which is reinforced if
there are complications during the pregnancy or con-
ception achieved by donated gametes or embryos;
■ fetal distinction: Recognition of the fetus as a sepa-
rate entity is actually the beginning of parental bonding,
attachment, and acknowledgment of the baby’s indi-
viduality and separateness. Sometimes fetal distinction
is delayed or suspended until the final status of the
pregnancy has been determined, as in cases of threat-
ened miscarriage, possible fetal reduction, or waiting
for results of prenatal testing;
■ role transition: This involves redefinition of the self as
a parent and integration of the baby as a separate person
within the family. This may be a formidable task when
a couple has been defined as childless in a child-filled
world. The wounds from infertility may make it difficult
to bond with the miracle baby or deal with the infant’s
many needs.

According to Colman and Colman,[34] the psycho-
logical tasks of the childbearing years are defined in
terms of pregnancy as a developmental stage that inau-
gurates a much longer one: parenthood. The six tasks of
pregnancy are: (1) accepting the pregnancy; (2) accept-
ing the reality of the fetus; (3) reevaluating the older
generation of parents; (4) reevaluating the relation-
ship between the two partners; (5) accepting the baby
as a separate person; and (6) integrating the parental
identity. Each of these tasks can have special meaning
and challenges to the previously infertile couple who
may have difficulty acknowledging the reality of the
pregnancy or baby; have experienced long-term marital
adjustment problems; or have unrealistic expectations
of self as a parent or of their child.

The pregnancy after infertility has its own unique
challenges and tasks. Glazer[35] defined the tasks of
pregnancy after infertility in terms of how it differs from

normal pregnancy: (1) fear of loss of the pregnancy,
(2) fear of having a baby with defects, (3) difficulty in
becoming an obstetrical patient (as opposed to an infer-
tility patient), (4) feeling neither fertile nor infertile (‘in
a no-person’s land’), and (5) fear of having a high-risk
pregnancy. She further defined the issues of the postin-
fertility pregnancy as:[36]

■ ambiguity: the process versus the event of pregnancy
confirmation in normal pregnancies, although it can
apply to other forms of ambiguity in the postinfertil-
ity pregnancy, such as the ambiguity of genetic ties to
the pregnancy (e.g., donor gametes);
■ isolation: feelings of alienation and not belonging to
either the fertile or infertile worlds;
■ fear or anxiety about the pregnancy: including fears
about pregnancy outcome and parenthood but possibly
also anxiety about one’s ability to manage the pregnancy
or delivery or fear of the response of others, should they
discover the circumstances of conception;
■ loss (fundamental to infertility) involves: the multi-
ple losses of pregnancy after infertility, including the
potential for pregnancy loss, the necessity of fetal reduc-
tion, the loss of a ‘normal’ pregnancy experience, and/or
the loss of a support network, such as friends left
behind in the world of infertility after pregnancy is
achieved;
■ technological bewilderment: the myriad medical tech-
nologies that contribute to creation and/or maintenance
of the postinfertility pregnancy.

CLINICAL ISSUES

Psychopathology during Pregnancy
after infertility

Early investigations[37] into the incidence of psy-
chiatric hospitalizations during pregnancy found a
decrease, supporting the belief that normal pregnancy
was a time of relative calm, providing protection
from psychiatric illness. However, subsequent research
has shown either a small decrease or an unchanged
incidence of major psychiatric illness during preg-
nancy.[29] The most significant factor predictive of psy-
chiatric illness during pregnancy is prior history of
mental illness.[29] The significance of psychiatric ill-
ness during pregnancy primarily involves its potential
effect on obstetrical outcome (prematurity, low birth
weight, and subsequent child morbidity); disturbances
of mother–infant relationship; and inability to comply
with medical care or appropriately care for oneself or
the pregnancy.[38,39]
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Mood, Anxiety, and Personality Disorders
Although a first episode of major depression is unlikely
to erupt during pregnancy, reoccurrence of major
depression during pregnancy is a possibility both
patients and caregivers must always consider. Apart
from a history of a prior major depressive episode, addi-
tional risk factors include presence or absence of prior
children; instrumental support during pregnancy; prior
pregnancy loss; disturbed marital relationship; stress-
ful life circumstances; and medically high-risk preg-
nancy.[29] Furthermore, depression during pregnancy
may be more common than previously thought. In a
recent review of studies involving more than 19,000
women in Canada, researchers found that depression
during pregnancy is relatively high, around 7.4% of
women in the first trimester and rising to over 12% in
the second and third trimesters.[40] Because a history
of major depression is such a significant predictor of
depression during pregnancy and postpartum, it has
been suggested that women with a history of depres-
sion should be carefully screened before conception, as
well as during pregnancy and postpartum.[41] In addi-
tion, preparing women by educating them about risk
factors, symptoms, and treatment options can provide
understanding and preventive care.

Depression during pregnancy can be particularly
painful for a previously infertile pregnant woman who
may have (mistakenly) believed that the long-awaited
pregnancy would be a time of happiness and health.
Furthermore, depression can be surprising and dis-
tressing to the women’s spouse, family, and caregivers.
However, patients and caregivers can be reassured by
the availability of a variety of treatment options that
have been found to be successful, including interper-
sonal therapy, cognitive-behavioral therapy, and medi-
cations.[42] In addition, research has shown that some
antidepressant medications appear to have no detri-
mental impact on the fetus and can be a relatively
safe, effective treatment approach.[43,44] However, the
U.S. Food and Drug Administration recently issued
an alert stating that exposure to paroxetine (Paxil) in
the first trimester of pregnancy may increase the risk
of congenital malformations, particularly cardiac mal-
formations,[45] so patients should seek appropriate
medical consultation (e.g., psychiatrist specializing in
women’s health) regarding any medication taken dur-
ing pregnancy. Whether treatment involves psychother-
apy and/or medication, patients need to understand
that there is evidence that untreated depression, as well
as other psychiatric conditions, may affect their baby
(i.e., fetoplacenatal integrity and fetal central nervous
system development).[46] In short, depression needs
to be assessed, either through history taking, screen-

ing tools, and/or questioning so that, when identified,
these pregnant women receive appropriate support and
treatment.

Although pregnancy does not appear to increase the
risk of depression during pregnancy, several studies
found that depression during pregnancy is a significant
predictor of postpartum depression.[47,48] Other pre-
dictive factors for postpartum depression include lack
of social support; stress in terms of increased daily
hassles; unstable relationship with the baby’s father;
family history of depression and/or alcoholism; and
more difficult pregnancy, labor, or delivery.[49–51] One
study found the strongest risk was sick leave during
pregnancy and a high number of visits to the ante-
natal care clinic, often related to complications dur-
ing pregnancy (hyperemesis, premature contractions,
and psychiatric conditions), as predictive of postpartum
depression.[52] The experience of infertility combined
with stressors such as high-risk pregnancy; loss of social
support postinfertility; relationship problems; and the
effects of ovulation-inducing medications may increase
vulnerability for depression in previously infertile preg-
nant women.[20,21] In addition, research has indicated
higher rates of depression in women following miscar-
riage (11% versus 4% of community women), indicating
another potential risk factor.[53]

As with depression, women with prior anxiety dis-
orders are not protected from anxiety, phobias, or
panic disorders during pregnancy[54] and may be at
increased risk for triggering or worsening of anxiety dis-
orders postpartum, for example, obsessive-compulsive
disorder.[55–57] Although some anxiety during preg-
nancy is typical, especially if the focus is on the fetus
rather than the woman herself, overwhelming anxiety
that impairs functioning is not. For postinfertility preg-
nant women, certain levels of anxiety are common and
predictable,[17] although a comprehensive psychiatric
history or objective measures with attention to prior
episodes of panic and anxiety attacks may be the best
diagnostic tool.

The impact of personality disorders during preg-
nancy has not been investigated, but the develop-
mental tasks of pregnancy may be profoundly influ-
enced by characterological disturbances which include:
difficulty with assumption of adult roles; revival of unre-
solved developmental or childhood conflicts; ambiva-
lence toward the fetus; changes in internal boundaries
and body image; reactivation of separation and individ-
uation struggles; and resurgence of mother–daughter
conflicts.[58] Personality disorders involve a perva-
sive, persistent, and maladaptive pattern of perceiv-
ing one’s environment and behaving. As such, these
disturbances can significantly affect patient behavior
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and care, especially during a stressful postinfertility
pregnancy.[59] Overdependence, violence, grandios-
ity, hypervigilance, emotionality, self-aggrandizement,
wariness, and sociopathy are common presenting fea-
tures in women with personality disorders. The risks
of these problems involve a patient’s vulnerability to
overwhelming feelings of despair, hopelessness, and
anxiety; reduced functioning; and/or increased patho-
logical behavior that may endanger the pregnancy or
her ability to receive appropriate care as a result of her
disturbing behavior.[59]

Eating Disorders and Hyperemesis Gravidarum
Eating disorders, contrary to popular belief, do not
diminish in intensity during pregnancy. Pregnancy
may, in fact, trigger more intense risky eating behav-
iors, endangering the infant’s life, maternal health,
and intrauterine growth, reducing infant birth weight,
and increasing congenital anomalies.[29,60,61] When
symptoms of disordered eating diminish as the preg-
nancy progresses, they frequently resurface postpar-
tum.[62] One study[63] found that compared with
women whose eating disorders were in remission,
women with an active eating disorder during pregnancy
gained less weight and encountered more pregnancy
complications.

Although not a psychiatric disorder, hyperemesis
gravidarum is a rare condition of intractable vomiting
resulting in dehydration, ketonuria, weight loss, and/or
electrolyte imbalance and may require hospitalization.
It is common for women to be so debilitated that they
are unable to function normally, even when vomit-
ing does not require hospitalization. Furthermore, the
severe emotional and physical distress of hypereme-
sis gravidarum can be demoralizing to the point of
precipitating a major depressive episode. Psychologi-
cal management usually includes supportive counsel-
ing, psychoeducation, progressive relaxation, visualiza-
tion, hypnosis, accupuncture, accupressure, relief of
guilt, identifying and lessening exacerbating factors,
and assisting patients with self-assertion to limit con-
tact with food, experiences, and individuals who worsen
symptoms.[64] Occasionally, psychotropic medication
is also appropriate in addition to medical managment
of the condition.

Interestingly, one study[65] of patients with hyper-
emesis gravidarum found a history of an eating disor-
der in 50% of women who had presented to an infertility
clinic for ovulation-induction treatment and had failed
to disclose to their caregivers that they suffered from
an eating disorder. Given the high prevalence of disor-
dered eating in the infertility population and the impact
of weight on treatment outcome, it has been suggested

that all infertility caregivers address the issue of eating
disorders and dieting behavior before proceeding with
treatment.[65,66]

Pseudocyeses and Pregnancy Denial
Pseudocyesis (false pregnancy) is a syndrome in which
an otherwise nonpsychotic woman firmly believes that
she is pregnant and develops physical signs of preg-
nancy when she is not pregnant. Although there are no
firm psychological or physical explanations for pseu-
docyesis, it has been postulated that cultural pressures
to have children, an inordinately strong desire to be
pregnant, and the strain of infertility may be causative
factors.[29,67]

Denial of pregnancy is characterized by refusal to
accept the pregnant state, failure to affiliate with the
fetus, and no evidence of preparatory behavior (e.g.,
wearing maternity clothes and acquiring things for
baby).[68] Denial may range from subtle failure to
adjust one’s lifestyle to pregnancy to frank psychotic
denial of pregnancy in the face of physical evidence.
For previously infertile pregnant women, some denial
of pregnancy or delayed acceptance of the pregnancy
is normative, often the result of an ambiguous preg-
nancy confirmation process that contributes to disbe-
lief or unreality. Attainment of certain landmarks of
pregnancy such as a certain number of weeks of ges-
tation, confirmation of fetal heartbeat, or fetal move-
ment may help validate the reality of the pregnancy for
a previously infertile couple. Often, women are con-
sciously aware of denying or avoiding the pregnancy
as a means of self-protection against pregnancy loss,
even though they remain involved in caring for the preg-
nancy. In more serious situations, women may avoid
or refuse medical care or directly jeopardize the preg-
nancy through risky behaviors while professing a desire
for a child, indicating significant internal conflicts and
psychological disturbance.[69] This phenomenon may
be more common in patients who thought to try ARTs
one last time but did not expect it to be successful. Thus,
having emotionally adjusted to childlessness or a single-
child family, shifting to acceptance of the new child may
be more challenging than it would appear.

Complicated Pregnancy after Infertility

Although most pregnancies after infertility are unevent-
ful, many are not. A woman who becomes pregnant
after infertility is at a one-third greater risk than the
general population of experiencing pregnancy compli-
cations and loss.[70] Complications may be due to pre-
existing conditions or to factors unique to this preg-
nancy. The original infertility diagnosis (e.g., uterine
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fibroids, luteal phase disorder, or cervical problems)
may contribute to pregnancy complications, or com-
plications may be related to conception (e.g., multiple
gestation). Other problems of pregnancy include com-
plications of advanced maternal age, gestational dia-
betes, toxemia, hyperemesis gravidarum, hypertension,
or preexisting medical problems, such as multiple scle-
rosis, arthritis, or obesity. All of these complications
increase the risk of pregnancy loss and vulnerability of
both mothers and infants, and highlight how the preg-
nancy following infertility is not normal.

When pregnancy complications arise, psychological
distress in both mother and father is common. The
mother-to-be may have to relinquish or reduce her work
responsibilities, restrict her activity, abdicate the care
of her other children, and submit to varying degrees of
medical intervention, while experiencing anxiety about
the baby and her own health. Wohlreich[71] described
how obstetrical complications shatter previous plans
and hopes for the pregnancy while exposing the mother
to a confusing array of medical information, tests, and
treatments. Women who become pregnant after infertil-
ity often feel cheated of a normal pregnancy and deliv-
ery, an experience that many feel is owed to them after
the trials and tribulations of infertility. They often expe-
rience pregnancy complications as another blow to self-
esteem and confidence in their ability to perform basic
life tasks or their body’s ability to function in a normal
fashion. Ruminating about the cause of the pregnancy
problems, many women blame themselves for real or
imagined wrongdoing, such as failure to comply with
minor medical instructions (e.g., missing a daily prena-
tal vitamin), sexual intercourse, or temporary ambiva-
lence about the pregnancy.

Nausea and Vomiting
Nausea and vomiting occur in the majority (50–90%)
of pregnancies and are at best nuisances that dispel
some of the magic of the precious pregnancy.[29] Occa-
sionally, nausea and vomiting continue episodically or
continuously throughout the pregnancy, although not
severe enough to be considered hyperemesis gravi-
darum. Nevertheless, feeling unsettled and sick is dis-
tressing for a previously infertile expectant mother,
often increasing her anxiety about her baby, dampen-
ing her enjoyment of the pregnancy, and potentially
contributing to pregnancy complications by retarding
maternal weight gain and fetal growth. Furthermore,
although nausea and vomiting are common and nor-
mal in early pregnancy, these symptoms may trigger
a recurrence of anorexia or bulimia in women with
a history of an eating disorder. And while food aver-
sions and cravings are typical and normal in pregnancy,

they too may trigger the reemergence of disorder eat-
ing.[64] Women experiencing difficulty in eating dur-
ing pregnancy due to nausea, vomiting, food aversions,
or cravings may find it helpful to consult a nutritionist
for guidance. Ginger has also been found to be effec-
tive in relieving the severity of nausea and vomiting for
some women,[72] as well as acupuncture and some vita-
min therapies.[73] Of course, these treatments should
be adopted with the approval and collaboration of her
physician/obstetrician.

Pregnancy Bedrest
Bedrest, a common prescription for the problem preg-
nancy, can be physically and psychologically demand-
ing. Restriction of activity and limited social interac-
tion can contribute to emotional distress, including
regression, anxiety, resentment, vulnerability, and feel-
ings of sadness and helplessness. Loss of control, one
of the issues of particular significance during infertil-
ity, often reemerges during a pregnancy that requires
bedrest and/or hospitalization. Boredom, although usu-
ally unidentified and underestimated, can be a true
nemesis of the bedrest pregnancy, affecting compli-
ance with medical care and the emotional well-being
of the mother-to-be. Financial problems; dependence
on the care of others (often parents and in-laws); relin-
quishment of roles (e.g., employee and parent); and
loss of social network at the workplace are additional
stressors. Furthermore, husbands may become restless,
resentful, or overwhelmed, further stressing the mari-
tal relationship, especially when the demands of caring
for other children or assuming the wife’s relinquished
duties may impair the husband’s own well-being. Cre-
ative ways of coping with the demands of the bedrest
pregnancy include telephone networking with other
bedrest mothers; reading materials; college courses on
television or on the internet; visits from home health-
care providers; and computers for work or networking
with others.[74]

Whether pregnancy complications require surgery,
bedrest, extended hospitalization, or simply activity
restrictions, an expectant mother may experience a myr-
iad of negative emotions, further spoiling her pregnancy
and robbing her of the normal pregnancy experience
she expected or felt she deserved. Extended hospital-
ization may increase the mother’s ambivalence about
the pregnancy or the baby, especially if she feels or is
even treated by caregiving like a ‘living intensive care
incubator’ in which the baby’s well-being is a higher pri-
ority than her own. Failure to bond or delayed bonding
to the baby may result from the mother’s fears about
her own well-being, ability to carry the pregnancy, or
losing the pregnancy. In contrast, hospitalization with
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the constant availability of medical care may give some
women a false sense of security and confidence about
the outcome of the pregnancy. They may find the hospi-
tal environment so reassuring that they react with pro-
found disbelief and despair if the pregnancy outcome is
negative.

Some women are better able to handle the psycho-
logical stressors of the complicated pregnancy, whereas
others find it beyond their ability to cope, precipitating
extreme psychological or marital crisis. Some women
willingly tolerate the discomforts and restrictions of a
bedrest pregnancy, while others consider the rigors of
the complicated pregnancy punishment or simply intol-
erable. Some expectant mothers experience the sac-
rifices of a bedrest pregnancy as a means of being a
good mother, psychologically facilitating the transition
to motherhood. For other women, high levels of anx-
iety, depression, guilt, ambivalence, or conflicts about
dependency needs result in noncompliance with care,
increased conflict with caregivers or loved ones, or
decreased confidence in herself as a mother.

A history of infertility may place a pregnant woman
at risk for psychological problems that may be further
exacerbated by a complicated pregnancy. Obstetrical
risk factors for depression during and after preg-
nancy include toxemia, hyperemesis, fetal malpresen-
tation, hydramnios, placental defects, and multiple ges-
tations.[75] Whether the complications of pregnancy
after infertility are physical or psychological, they take
a toll on the woman, her partner, her relationship
with her baby, and her caregivers. Pregnancy compli-
cations stress marital relationships; compromise and
even endanger the expectant mother’s health; threaten
the well-being of the pregnancy; and impede the devel-
opmental tasks of pregnancy, including attachment to
the infant and transition to motherhood. Furthermore,
pregnancy complications after infertility highlight the
qualities of isolation, ambiguity, loss, fear, and tech-
nological bewilderment unique to the pregnancy after
infertility. While conflicted and ambivalent feelings
about the demands of a complicated pregnancy are nor-
mal for women pregnant after infertility, these women
and their partners require a great deal of support and
understanding from family, friends, and caregivers to
successfully navigate this challenging experience.

Multiple Pregnancy

Pregnancies following infertility are frequently the
result of ovulation-enhancing medications and/or
assisted reproductive technologies, in which multiple
gestation is a common consequence. Multiples are,
in effect, ‘too much of a good thing,’ contributing to

preterm labor and delivery; fetal growth restriction and
low birth weight; obstetrical complications such as tox-
emia, preeclampsia, anemia, gestational diabetes, and
cervical incompetence, resulting in extended bedrest
or long-term hospitalization; and neonatal disabilities
or mortality as well as maternal mortality.[76] Mul-
tiple gestations following assisted reproduction have
increased by at least 200% since the early 1970s, plac-
ing a heavy burden on obstetrical care and neonatol-
ogy units.[77] One study[78] comparing international
outcomes in assisted reproduction found the incidence
of twins to be 20–25%, triplets 2–5%, and quadruplets
2.8% and reported that multiple gestation was the major
factor contributing to high perinatal mortality rates.

The risk of the multiple or ‘super-twin’ pregnan-
cies is, unfortunately, often beyond comprehension for
infertile couples, even when they have been informed
of the possibility. Patients may significantly underesti-
mate the risks associated with multiple births in their
decisions regarding how many embryos to transfer[79]
and respond to the news of a multiple pregnancy with
delight and without apprehension, even though the real-
ity is that these pregnancies are risky for both mother
and babies. In fact, in a study[80] of attitudes regarding
multiple births, previously infertile women were signif-
icantly more positive about having multiple gestations
than the infertile control group. However, the previously
infertile woman expecting multiples expressed greater
worry about losing the pregnancy and more concern
about potential consequences to her health, attractive-
ness, and marital relationship.

Couples facing a multiple pregnancy need assistance
in understanding the risks; consideration of pregnancy
options; preparation for the birth; and, ultimately, edu-
cation about the issues and demands of raising multi-
ples. One of the remedies for multiple gestation is mul-
tifetal pregnancy reduction (MPR).[81] It involves the
termination of one or more fetuses usually with reduc-
tion to triplets or twins, in order to increase the possi-
bility for a successful pregnancy. However, MPR is not
a procedure without risk, as the entire pregnancy may
be lost and there is an increased risk of preterm delivery
and fetal growth restriction.[82]

For many previously infertile couples, the concept of
terminating a much-longed-for pregnancy is particu-
larly offensive and disturbing. Marital conflict and frus-
tration are understandable, as are individual responses
of distress and sadness in addition to ethical or religious
dilemmas, cultural factors, and extended family issues.
Feelings of panic and dismay are also common as cou-
ples consider challenging decisions regarding the preg-
nancy and termination. Some couples choose to reduce
a twin pregnancy to a singleton because they had not
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anticipated the possibility of multiples or because of
economic or social reasons – often to the shock and dis-
may of caregivers. Other couples reluctantly accept a
procedure that is in opposition to their personal wishes
and/or moral beliefs. Some women experience MPR as
the loss of another child, not unlike miscarriage, still-
birth, or a chemical pregnancy following IVF. Further-
more, it is a loss that usually occurs in isolation, without
the support or knowledge of family and friends, within
a social context of stigma and censure regarding preg-
nancy termination. Still others refuse MPR, choosing
to take their chances – hoping to beat the odds with the
pregnancy they have.

Despite the obvious emotional side effects of MPR,
research[83,84] has shown that women who have
undergone the procedure handle it fairly well without
long-term feeling of guilt, remorse, or regrets. Ideally,
all couples pursuing assisted reproduction should be
educated early on, preferably before conception, about
the possibility of a multiple pregnancy and the option of
MPR, so that they can consider and prepare for decision
making about this possibility (see Chapter 16).

Although women may not be at greater risk of psy-
chiatric illness following MPR, its impact should not
be minimized or maximized, but should be avoided
whenever possible with proper prepregnancy educa-
tional counseling and appropriate medical treatment.
It cannot be overlooked that the ‘super-twin’ pregnancy
is an iatrogenic condition. Professional societies (e.g.,
ASRM and ESHRE) have established practice guide-
lines on the number of embryos to transfer to mini-
mize the possibility of multiple gestation, while some
countries have government agencies (e.g., HFEA) or
laws (e.g., Italy) to regulate this practice. The economic,
social, psychological, and health costs of multiple preg-
nancies are great and prevention is the most important
means of decreasing multiple gestations.[76]

Pregnancy and Third-Party Reproduction

An issue of pregnancy after infertility that is unique
to the previously infertile is third-party reproduction,
which includes pregnancies conceived using donated
sperm, oocytes, or embryos and pregnancies in a surro-
gate or gestational carrier. Although studies of obstetri-
cal outcome following donor insemination conception
have revealed no increased obstetrical risk of problem-
atic outcomes, this has not been the case for other
forms of third-party reproductive technologies. While
the advent of oocyte donation has provided a means for
women without ovarian function to experience preg-
nancy and delivery, there is some evidence that pregnan-
cies conceived via oocyte donation, especially in women

with ovarian failure, should be considered obstetri-
cally high-risk because of the higher incidence of preg-
nancy complications and multiples.[85] There is con-
siderable evidence of increased cardiac risk for Turner’s
syndrome patients during pregnancy following oocyte
donation and it is recommended that they be adequately
screened with echocardiography before treatment.[86]

Third-party reproduction involves physical and psy-
chological complexities that can complicate a preg-
nancy and the transition to parenthood as well as strain
the well-being of the partners and the marriage.[87]
If the pregnancy is the result of donated gametes or
embryos, the psychological tasks include attachment to
an infant to whom one or both parents are not geneti-
cally related, genealogical bewilderment, resolution of
issues regarding secrecy versus disclosure, and psycho-
logical adjustment to feelings of ambivalence, anxiety,
resentment, confusion, and apprehension.[88–90] If the
third-party pregnancy is carried by a gestational carrier
or surrogate, the psychological tasks for the intended
parents include attachment to the fetus; establishment
of appropriate boundaries with the gestational carrier
or surrogate; management of fear and anxiety regard-
ing the pregnancy and its outcome; and management of
social attitudes.[91]

Pregnancy in the surrogate or gestational carrier
involves a complex array of unique psychological tasks.
Preliminary research on the psychological adjustment
to surrogate pregnancy has shown a strong prena-
tal attachment between the surrogate/carrier and the
fetus.[92] In addition, some surrogate mothers may
experience grief responses at the time of relinquish-
ment, resulting in feelings of loss or abandonment after
the birth or resentment at no longer being the center of
attention[91] (see Chapter 21).

For the intended parents, surrogate/carrier pregnan-
cies may enhance feelings of powerlessness, lack of
social support, and uncertainty about parenthood. Run-
ning parallel with the desire and need to attach to the
expected child are the parents’ fears that the surro-
gate/carrier may change her mind, not surrender the
child, or not take proper care of herself, thereby endan-
gering the pregnancy or baby. Research[93] has indi-
cated that intended (versus carrier) mothers have a high
need for affection and may need to feel that the surro-
gate/carrier cares about them and their husband. Fur-
thermore, the intended mother may attempt to shape
and nurture her child by forming a positive relation-
ship with the surrogate/carrier.

Infertility counselors can provide assistance to
intended parents and the surrogate/carrier by defin-
ing and facilitating the tasks of pregnancy and by sup-
porting the individuals as they move through them.
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These tasks include preserving the autonomy of the
carrier/surrogate; protecting the rights and responsi-
bilities of all parties; preventing any adverse maternal
outcomes for the carrier/surrogate; avoiding psychoso-
cial traumatization of all parties, particularly the dis-
advantaged carrier/surrogate; facilitating attachment
between the intended parents and the baby; and pro-
viding ongoing counseling for all parties, especially the
carrier/surrogate, for at least six weeks postpartum.[94]
It is a delicate balance for infertility counselors between
preventing exploitation and protecting autonomy for
the carrier/surrogate, while protecting the rights and
responsibilities of the genetic or intended parents.[95]

The pregnancy achieved through donated gametes
involves unique tasks of pregnancy. Before conception,
the infertile couple must assimilate complex medical
information, cope with one parent’s loss of genetic con-
tribution, as well as the loss for both partners of the
genetically-shared pregnancy, and undergo varying lev-
els of medical treatment. During pregnancy, the expec-
tant mother must come to terms with carrying a fetus
that is not genetically related either to her, her hus-
band or her other children, often harboring secret fears
about the baby’s appearance or normalcy. Just after the
birth, new parents may experience heightened anxiety
attributable to fears that the baby’s physical character-
istics will be distinctively different from the parents,
somehow publicizing the circumstances of the concep-
tion.[92]

Secrecy about the means of conception is a unique
feature of the donor gamete pregnancy, because this
pregnancy is not visibly different from any other preg-
nancy. This factor can be both a positive, in that it
enables the normalization of pregnancy and parent-
hood, and a negative, in that it makes it easier to avoid
the difference of this pregnancy. Hence, decisions about
disclosure that began before conception will continue
to be revisited during the pregnancy and long afterward.

The issues of the postinfertility pregnancy – ambi-
guity, isolation, fear, loss, and technological bewilder-
ment – are most apparent in third-party reproduction.
The ambiguity of these pregnancies involve ambiguous
bloodlines, loyalties, and relationships, as well as new
definitions of parenthood, kinship, and family roles.
Intended parents may not share the circumstances of
the conception or pregnancy with family and/or friends,
leading to increased isolation and/or feelings of stigma.
The fears of this pregnancy are more complex: Will the
carrier or surrogate relinquish the child? Will the donor
be of the same race? Could there be a laboratory mixup
of gametes or embryos? Will the use of donor gametes
become an issue for a spouse, the child, or the family
in the future? The losses of the third-party pregnancy

are also unique, including loss of control of the prenatal
environment, loss of predictability, and even loss of the
pregnancy experience.

Finally, technological bewilderment is fundamental
to third-party pregnancies – donated gametes, donated
embryos, gestational carrier, surrogacy – resulting in
a myriad of complexities for both parents and chil-
dren, boundary violations, and confusion between
the fetus, surrogate/carrier, and intended parents.[96]
Although reproductive technologies provide family-
building opportunities previously unimaginable, they
are not without dilemmas, ethical challenges, and con-
fusion about parental roles, definitions, and kinship
ties. Not surprisingly, parents-to-be in third-party repro-
duction often feel ill-prepared for the challenges of
these pregnancies or the stresses of parenting under
such unique circumstances. Although there has been
an increasing demand from both infertility patients and
mental health professionals to improve patient educa-
tion and preparation, provide appropriate psychologi-
cal support and evaluation, and better equip patients for
these unique pregnancies, the majority of women and
their partners remain ill-prepared for their third-party
pregnancies.[97]

Pregnancy in the Older Mother

There is a growing trend toward pregnancy in older
mothers, especially in the infertile population. Medi-
cally termed elderly gravida, it encompasses pregnant
women over the age of thirty-five. However, with the
advent of donated oocytes, women have given birth
after age sixty, a practice not generally recommended
or condoned for social, ethical, and medical reasons.
There is growing evidence that increasing maternal age
is associated with specific adverse pregnancy outcomes
including miscarriage, congenital abnormalities, gesta-
tional diabetes, preeclampsia, gestational diabetes, tox-
emia, hypertension, macrosomia, placental abruption,
preterm delivery, low-birth rate, and perinatal mortal-
ity.[98] Nonetheless, although maternal and fetal out-
come may be threatened, pregnancies in women over
age forty may be considered relatively safe as the occur-
rence of perinatal death is still relatively rare.[99] Nev-
ertheless, it is generally accepted that women over the
age of forty have a consultation with a perinatologist to
rule out any underlying health concerns (e.g., obesity,
hypertension) that may impact their ability to success-
fully carry a pregnancy.

If the pregnancy in an older mother involves her
own gametes, the fetus is at increased risk of a vari-
ety of problems related to increased maternal age, such
as chromosomal abnormalities, molar gestations, and
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monozygotic twining (see Chapter 15). Consequently,
prenatal testing is seriously recommended for these
older mothers, which can often affect their feelings
about the pregnancy and/or attachment to the fetus (see
Table 25.1). Some prenatal testing, such as serum alpha-
fetoprotein testing, involves a simple blood test and is
less invasive. Other genetic tests such as amniocentesis,
chorionic villus sampling, fetoscopy, and percutaneous
umbilical blood sampling are more invasive and involve
some risk of losing the pregnancy.

The whole issue of the ‘less than perfect’ baby is
another consideration of these pregnancies and can be
a significant psychological hurdle. Terminating a much-
longed-for pregnancy is never easy but can be even more
challenging if it represents the end of one’s childbear-
ing possibilities or ending a pregnancy achieved after
considerable investment of time, treatment, finances,
and emotional energy. Equally difficult or challenging
can be the care of a disabled or handicapped child
after years of infertility when one or both parents are
well into middle age. In one study[100] of previously
infertile couples, undergoing amniocentesis and prena-
tal testing contributed to feelings of adversity, uncer-
tainty, and hope that reprised elements of the infertility
experience and affected the pregnancy experience in a
negative way. Interestingly, the majority of the infer-
tile women under age thirty-five in this study refused
amniocentesis, reflecting, in the researcher’s opinion, a
greater sense of the value of the pregnancy and baby.

Older first-time mothers typically represent a last
chance at biological parenthood, frequently following
a quest for a ‘baby at any price.’ They often willingly
risk their own health and well-being for the longed-
for pregnancy and baby, reasoning that, if the baby
is healthy, then complications or risks to their own
health are acceptable.[101] Apart from the medical
considerations, the complex social situation of older
primigravidae – remarriage, stepchildren, adult chil-
dren from previous marriages, older or younger spouse,
aged parents – frequently complicates their adjustment
to parenthood and parental satisfaction.[102–104]

Pregnancy Following Secondary Infertility

Pregnancy in the secondarily infertile couple has not
been investigated but has its own set of experiences and
issues. Secondary infertility may follow a period of prior
infertility, complicated pregnancy, or pregnancy loss,
so that additional infertility treatment was anticipated.
By contrast, previous conceptions and pregnancies may
have been uneventful, while the subsequent pregnancy
was achieved after considerable medical intervention. If
a woman’s other children are younger and still require

considerable care, this precious pregnancy may be more
difficult to safeguard and manage – especially if bedrest
is required. On the other hand, the comfort of a child
may ameliorate feelings of anxiety, distress, and worry
about this pregnancy.[105]

Of special consideration in the postsecondary-
infertility pregnancy is the conception achieved via
donated gametes or carried by a surrogate/gestational
carrier, while previous conceptions were genetically-
shared pregnancies. The postinfertility third-party preg-
nancy highlights ‘the new blended family,’ composed
of children each with a unique reproductive beginning.
But it can be a mixed blessing: Although it provides
a longed-for child, it presents parenting family and
relationship challenges. The third-party postsecondary-
infertility pregnancy involves ambiguous genetic ties,
more complicated pregnancy management, and a
redefinition of family and kinship meanings. Further-
more, the postsecondary-infertility mother-to-be may
be unable to interact with her social support system in
the same manner in which she did during prior preg-
nancies, and obstetrical care may be based on inac-
curate assumptions from her prior pregnancy history,
enhancing her feelings of ambiguity, isolation, and tech-
nological bewilderment.

THERAPEUTIC INTERVENTIONS

A pregnancy after infertility is an exciting, terrify-
ing, delightful, and frightful time for couples. Infer-
tility counselors can play a special role in assisting
patients in moving from infertility through the transi-
tion to becoming expectant parents to eventually, new
mothers and fathers. There are six areas in which infer-
tility counselors can facilitate and support the adap-
tation to pregnancy and the preparation for parent-
hood: (1) facilitating the adjustment to pregnancy;
(2) assisting in decision making about prenatal care
and testing; (3) developing and strengthening cop-
ing skills; (4) assessing for potential psychopathology
and intervening; (5) identifying and providing support
resources; and (6) advocating with caregivers.

Facilitating the Adjustment to Pregnancy

Moving from the identity of an infertile person to that
of an expectant parent, and finally to the long-awaited
identity as mother or father occurs in rapid succes-
sion once pregnancy is established. Couples often need
help from infertility counselors in making the transi-
tion. The psychological tasks of pregnancy – valida-
tion, fetal embodiment, fetal distinction, and role tran-
sition – occur in a maturational process that infertility
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counselors can help to facilitate through education,
support, and discussion. Understanding the unique
aspects of pregnancy after infertility will also help in
the adjustment. Mothers have to be able to take in their
developing baby as part of themselves before they can
separate from the infant during the birth process and
see it as an individual.

Recognizing that there are unique challenges in preg-
nancy after infertility, couples also need encourage-
ment to find as many opportunities as possible to
normalize the pregnancy experience for both part-
ners. One area that will need to be addressed is a
couple’s sexual relationship, which often is negatively
affected by years of infertility. Renewing sexual inti-
macy encourages closeness, pleasure, and communi-
cation on which new parents can draw. However, cou-
ples may have many fears about sex during pregnancy
and will need reassurance and concrete information
that an orgasm does not precipitate labor or prema-
ture rupture of membranes in nonproblematic preg-
nancies. In addition, minimal spotting after intercourse
is usually not harmful or troublesome.[106] Beginning
to reestablish sexual intimacy is an important com-
ponent in infertility healing and essential in assisting
toward marital stability as child(ren) grow. Through
education and support, infertility counselors can dis-
pel myths and fears such as this, which can, and often
do, interrupt healthy adjustment to pregnancy and
parenthood.

Facilitating Decision Making

Once pregnancy is established, the formerly infertile
couple often faces a new set of medical experiences and
decisions. Some of the many decisions they must con-
sider during pregnancy are diagnostic and/or prenatal
testing; other medical interventions; the use of a mid-
wife, obstetrician, or perinatologist; hospital or birthing
facility; and birthing plan or preferences. Making the
shift from the infertility practice, where the couple may
have been involved for years, to an unknown obstetri-
cal practice is often difficult for patients. It becomes yet
another loss, as they leave behind caregivers who have
shared in some of the most intimate aspects of their lives
and may have become part of their primary emotional
support system. There may be concerns that the new
caregivers will not appreciate the preciousness of their
pregnancy, be as invested in their care, or accommo-
date their medical and/or psychological special needs.
A pregnancy support group sponsored by the reproduc-
tive medical practice is an ideal method for assisting
infertility patients in these transitions by providing an
understanding environment of the unique issues spe-
cific to this pregnancy, as well as continuing a con-

nection to the infertility clinic. In effect, a pregnancy
support group acts as a bridge between the two medi-
cal practices (reproductive and obstetric) and two psy-
chological experiences (infertility and pregnancy) (see
Chapter 10).

The pregnant couple may also be faced with decisions
about prenatal screening and/or testing, requiring sup-
port and understanding about their feelings and values,
which are often conflicted and ambivalent (see Chap-
ter 15). In addition, couples will have to explore and
examine the risks of the procedures compared with
potential benefits of the information obtained from
them. For example, if a couple knows that they would
not terminate the pregnancy of a genetically affected
fetus, it may not be worth the risk of having proce-
dures that may jeopardize the pregnancy by precipi-
tating a miscarriage. With any of these decisions, it
is always better that couples be educated, informed,
and prepared for the possibilities well before having
to make the choices. Infertility counselors can provide
additional support as a familiar anchor, aware of their
personal situation and knowledgeable of who they are,
apart from this crisis. Table 25.1 describes decisions
regarding obstetrical and genetic testing and how these
decisions may alter the psychological adaptation to
pregnancy.

Strengthening Coping Skills

Pregnancy after infertility could well be called the
definition of the anxious pregnancy. Couples often
need assistance in identifying and strengthening cop-
ing mechanisms during this anxious and challenging
period. Nine months often feels like nine years to the
previously infertile pregnant couple. Thus, one of the
first tasks may be to help them adopt the 12-step pro-
gram motto of ‘one day at a time’ because looking too
far down the road and anticipating all the ‘what ifs’
can be, and is, overwhelming. For some, it may mean
breaking the pregnancy period into even smaller com-
ponents (one hour at a time) as a means of managing
anxiety and trepidation. Breaking the pregnancy into a
more manageable time frame, such as trimesters, may
help to compartmentalize worries and fears, adjusting
to the current demands versus the potential ones. Other
cognitive-behavioral techniques may be useful, such
as breathing exercises (e.g., yoga breathing, graduated
breaths, and counting breaths); being mindful (e.g.,
staying in the moment or mindful meditation); cogni-
tive restructuring (e.g., challenging negative thoughts –
“Is this true? Is this helping me right now? Is there
another way of looking at this?”); and writing index
cards with positive, reality-based messages to refer to
when anxiety increases (e.g., “I am doing all I can to



P1: FHK
052185363Xc25 CUFX030/Covington 0 521 85363 X September 4, 2006 14:0

PREGNANCY AFTER INFERTILITY 453

TABLE 25.1. Altered adaptation to pregnancy with amniocentesis[113]

Event Adaptive response

First trimester
1. Confirmation of pregnancy Acceptance of pregnancy

Early second trimester
2. Preamniocentesis counseling Insulation from hurt due to potential subsequent loss leads to delayed

acceptance of pregnancy and even anticipatory grief
Awareness of procedure-related

miscarriage risk

Risk of fetal abnormality(ies) assessed Tentative pregnancy phenomenon

Early to mid-second trimester
3. Sonography performed Pregnancy suddenly equals baby and becomes a reality, especially for father

Baby looks normal Enforces dream of healthy baby

Abnormality detected Point of loss

4. The wait (about 2 weeks) Continued detachment, delayed acceptance, guarded emotional investment in
pregnancy – all in anticipation of potential loss

Mid- to late second trimester
5. The results

Abnormal Decision making

Grieving process

Normal Equating normal results on one of two specific tests with normal baby, resulting
in greater letdown if baby is born with problems undetectable by
amniocentesis

Sex of baby Reconciliation of fantasies of not ‘wished for’ sex, naming of baby, elaboration
of fantasies, intensified bonding

6. Birth (after abnormal results) Potentially enhanced coping due to opportunity to prepare for event/loss

7. Birth (after normal results)

Good outcome Reconciliation of fantasies regarding idealized child (normal process)

Unexpected outcome
Death Grieving process

Birth defect Grief, adjustment – feeling of betrayal if test results normal

ensure a healthy pregnancy. All indications so far are
that my pregnancy and baby are fine.”).

Increased anxiety and vigilance are common in the
pregnancy after infertility, perhaps representing a long-
standing dependency on medical technology or a need
to maintain contact with caregivers who have become a
primary source of support and reassurance. Hypervigi-
lant coping is often represented by repeated requests or
demands for verbal reassurance or repetition of medi-
cal tests or by difficulty in relinquishing the infertility
treatment team for more appropriate obstetrical care.
The result of hypervigilant coping may be an overreac-
tion to the common and normal symptoms and phys-
iological changes of pregnancy such as nausea, heart-
burn, or backache and misinterpreting them as signs
of problems with the pregnancy or the baby. Hyper-
vigilance often includes requests for weekly physi-
cian visits, repeated ultrasound examinations, special

medications, self-imposed bedrest, weekly psychother-
apy visits, or sexual abstinence. Cognitive-behavioral
interventions, including stress relaxation techniques,
increased social support, and keeping a journal, may
be useful in managing this acute anxiety and worry.

It may be that couples with a history of infertility
are more aware of what can go wrong with a preg-
nancy.[107] Hence, they seek out ways of ensuring the
safety of the pregnancy, even when there is no evidence
that it is endangered. Other couples use avoidant cop-
ing to handle their numerous fears. Coping through
avoidance may include not telling friends and family
about the pregnancy; delaying or refusing to use mater-
nity clothing; resisting transfer to obstetrical care from
the infertility clinic; not following medical advice; and
consciously resisting bonding with the baby. Further-
more, avoidant coping impedes problem solving and
mastery of the tasks of pregnancy, further diminishing
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self-esteem and self-confidence as an effective parent.
While hypervigilance and avoidance may be normal
coping responses to the pregnancy after infertility, they
are effective only in the short term and become prob-
lematic (i.e, a defense) when they become the primary
way a woman deals with her feelings. Infertility coun-
selors need to be able to assess when any coping mech-
anism begins to impede normal adaptation to preg-
nancy, relationships with others, and/or psychological
functioning.

Assessing Emotional Distress

Infertility counselors may be called on to assess and
intervene with emotional problems, which may be pre-
existing or precipitated by this pregnancy. Women with
a history of depression, anxiety or panic disorder, eating
disorders, or other psychological problems may need to
be followed more closely during pregnancy and post-
partum. In addition, these women (and their families)
need to be educated early in the pregnancy about risk
factors, treatment options, warning signs, and action
plans to minimize the effects of their mental illness on
their own well-being as well as that of the pregnancy
and baby. Furthermore, marital problems may surface
after the years of infertility and will need to be addressed
as couples prepare for the transition to parenthood, the
next great marital stressor.

Sometimes women who become pregnant after infer-
tility react with feelings of bitterness toward the preg-
nancy or the baby. They may feel that they have ‘paid
their dues’ during infertility treatment and are ‘owed’ an
effortless pregnancy or delivery. Resentment about the
additional physical demands and psychological stresses
of pregnancy or even resentment of the baby itself may
surface, much to the alarm of the woman, her part-
ner, and caregivers. In extreme situations, newly preg-
nant infertility patients may be so overwhelmed and
disturbed by the experience that they demand an abor-
tion or act out their distress in equally alarming ways.
Careful and immediate assessment and intervention are
needed to understand the basis for this extreme reac-
tion and provide appropriate diagnosis, treatment, and
support.

Because depression and anxiety are common con-
cerns in the pregnancy after infertility, several tools have
been developed for assessing depression during preg-
nancy as a means of predicting postpartum depression:
These include: the Antepartum Questionnaire,[108] the
Antenatal Questionnaire,[109] and the Edinburgh Post-
partum Depression Scale.[110] However, standardized
measurements for depression and anxiety (e.g., Beck
Depression Inventory, Beck Anxiety Inventory) may be

just as effective in assessing psychological disturbance,
especially if administered repeatedly during the preg-
nancy. Most women who develop postpartum depres-
sion (PPD) acquire the condition by six weeks after birth
although it may emerge up to eighteen months after
delivery.[111] As such, infertility counselors may need
continued involvement postpartum with patients at risk
of developing PPD.

Providing Resources

Many postinfertility pregnancy patients need assistance
in accessing and using pregnancy resources, which
often feels like unfamiliar and foreign territory. It is
important that couples be encouraged to normalize the
pregnancy as much as possible and become involved
with the same support resources available to pregnant
women or couples who conceived procreatively the fer-
tile pregnant group – childbirth classes, pregnancy exer-
cise programs, support groups, preparation for parent-
hood classes, and parents of multiples organizations.
Couples also need access to information and reading
materials on pregnancy, prenatal testing, or normal
obstetrical care, as well as any special problems or cir-
cumstances of this unique pregnancy. The internet has
become a powerful source of information for many
issues related to infertility as well as pregnancy, help-
ing to lessen feelings of loneliness and isolation that
follow infertility and prepare for parenthood as well as
normalize the pregnancy experience. However, caution
must be used, as information received on the internet
may not be accurate. As such, infertility counselors can
be a useful resource in guiding patients to appropriate
websites (see Resources).

Advocating with Caregivers

The history of a woman pregnant after infertility may
include physical and emotional losses following failed
medical treatments, marital disruption, sexual dysfunc-
tion, and/or even serious psychiatric illnesses such
as depression, anxiety, eating disorders, or obsessive-
compulsive disorder. She may have idealized pregnancy
as a state of bliss and fulfillment or fantasized that
her baby would be perfect in every way or that she
would be the perfect all-knowing, all-caring mother.
Furthermore, a woman’s own stage of life may influ-
ence her adjustment to pregnancy. For example, the
first-time mother in her late twenties will experience
pregnancy differently from the woman who is preg-
nant in her forties after an extended period of sec-
ondary infertility. As a consequence, women may need
assistance from infertility counselors in navigating and
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negotiating the pregnancy path. This may mean advo-
cating for patients, when they are unable, with physi-
cians, other caregivers, employers, or family members.
For example, an infertility counselor may want to be
in contact with the obstetrician to coordinate care and
help the physician better understand the patient and
her past infertility experience. Often, infertility coun-
selors are bridges between the worlds of infertility and
obstetrical caregivers and, as such, are able to explain or
discriminate normal and abnormal responses to preg-
nancy in a previously infertile patient.[112] Working
with caregivers toward the best interest of a woman
pregnant after infertility, is a further extension of the
collaborative reproductive healthcare approach advo-
cated throughout this text.

FUTURE ISSUES

Although pregnancy is as old as mankind, the way con-
ception is achieved has changed drastically in the last
few years. However, the future may hold more changes
in the ways in which babies are carried to term. Third-
party reproduction with gestational carriers and sur-
rogates has already been an example of some of these
changes. The next century may see babies gestated
in vitro rather than in vivo, in a manner not unlike
that envisioned in Aldous Huxley’s Brave New World.
Continued research is needed to understand the psy-
chological adaptation to pregnancy after high-stakes
infertility treatment. Olshansky[23] outlined three pos-
sible future directions for research on pregnancy after
infertility:

■ delineation of the differences in experiences of infer-
tility and correlation of those different experiences with
subsequent experiences of pregnancy;
■ more diverse sampling in research on those pregnant
after infertility, including the various reproductive tech-
nologies, cultural perspectives, economic factors, and
pregnancy experiences;
■ gender differences in responses to pregnancy after
infertility.

Other resources need to be developed to assist this
special population (targeting the special needs of the
previously infertile pregnancy). Educational materials
are needed on normal pregnancy, pregnancy complica-
tions, delivery, and parenting. Support resources, espe-
cially pregnancy support groups, childbirth education
classes, and preparation for parenthood classes for the
previously infertile pregnant couple are sorely needed.
There must also be education and training of obstet-
rical staff about the special circumstances, needs, and

unique characteristics of a women who are pregnant
after infertility.

SUMMARY

■ The pregnancy after infertility is a premium preg-
nancy with additional potential medical and psycho-
logical challenges before a successful outcome (i.e.,
birth of healthy infant) is achieved.
■ The psychological tasks of pregnancy – validation,
fetal embodiment, fetal distinction, and role transi-
tion – are challenged and complicated by the infertility
experience.
■ The psychological tasks of pregnancy after infertil-
ity involve addressing the issues of ambiguity, isola-
tion, fear, loss, and technological bewilderment.[36]
■ The pregnancy after infertility is at higher risk
for complications, including multiple gestation, prob-
lems related to advanced maternal age, prema-
ture delivery, low birth weight, and perinatal loss.
Additionally, potential complications for the mother
include problems related to the infertility diagno-
sis (e.g., PCOS or incompetent cervix) or problems
related to the pregnancy (e.g., hypertension, gesta-
tional diabetes, and toxemia).
■ The postinfertility pregnancy is often marked
by high anxiety, hypervigilance, or denial as typi-
cal coping mechanisms. In addition, there may be
an increased risk of depression, anxiety, obsessive-
compulsive disorder, eating disorders, and other psy-
chiatric illness in the postinfertility pregnancy.
■ There are six areas in which infertility counselors
may assist pregnant couples: (1) facilitating in adjust-
ment to the pregnancy, (2) assisting in obstetrical
decision making, (3) strengthening coping mecha-
nisms, (4) assessing and treating maladaptive respon-
ses, (5) providing additional resources, and (6) advo-
cating for patients.
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LINDA HAMMER BURNS

Your children are not your children. They are the sons and
daughters of life’s longing for itself . . . you may strive to be
like them, but seek not to make them like you.

– Kahil Gibran

The legacy of infertility extends beyond the children
and families created through medical treatment and
reproductive technologies: The impact may be expe-
rienced in the long-term adjustment and psychosocial
development of the family system and its individuals.
The legacy of infertility often includes multiple losses;
prolonged yearning for a child; intrusive reproductive
technologies; possibly third-party reproduction; a ten-
uous, highly anxious pregnancy; and/or an exorbitant
investment of time, energy, and money to have children.
Exceptionally determined and purposeful, previously
infertile parents may be aware of their reasons for want-
ing to be parents, but less cognizant of the potential
challenges and actual joys of parenthood. Once parent-
hood is achieved, these parents are often equally deter-
mined about parenthood as they were about infertility.
Their goal is often to be the world’s best parents and
they are not satisfied with being simply good enough
parents. Furthermore, most previously infertile parents
believe that parenthood is worth it: They value their
children; take the responsibilities of parenthood seri-
ously; savor the pleasures of their children; and do their
best to act in the best interests of their children. Never-
theless, many previously infertile couples refer to their
history of infertility as the shadow, a legacy that resur-
faces long after parenthood is achieved and emerges in
various ways long after the maelstrom of infertility has
passed.

The role of the infertility counselor has always
involved not simply supporting individuals and cou-
ples pursuing infertiltiy treatment, but providing care
over the long term to families with a history of infer-
tility. The issue of parenting after infertility treatment
has become even more relevant with a recent American
Society of Reproductive Medicine Ethics Committee[1]
report recommending that fertility programs withhold
services when there are reasonable grounds for thinking

that patients will be unable to provide adequate child-
rearing to offspring and/or may endanger the child.
This report further recommends that decisions to deny
treatment should be made jointly among members of
the treatment team with input from the mental health
professional as part of the treatment team. Examples
of factors that may be considered reason for refusal
or postponement of treatment are uncontrolled psy-
chiatric illness; substance abuse; ongoing physical or
emotional abuse; or a history of perpetrating physi-
cal or emotional abuse. As this chapter reviews how
the experience of infertility impacts families created via
infertility treatment and the parenting experience (par-
ticularly in special circumstances), the best interests of
the child and the welfare of the family and its members
are important considerations about which the mental
health professional should always be cognizant. While
adoptive parenting (see Chapter 22) and children con-
ceived via assisted reproduction (see Chapter 27) are
addressed elsewhere, this chapter addresses:

■ the unique psychosocial issues of and the transition
to parenthood after infertility;
■ special parenting situations, including the older
parent; parenting after secondary infertility; parent-
ing multiples; parenting after third-party reproduction;
remarriage parenting issues; solo parenting; gay/
lesbian parenthood;
■ the role of the infertility counselor in facitating post-
infertility family adjustment.

HISTORICAL OVERVIEW

Historically, children were valued by primitive and pre-
historic peoples for their ability to contribute to the kin-
ship (tribe) through their labor (e.g., food gathering and
caregiving of elders). With the evolution of civilization
and the advent of monogamous relationships that were
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legally sanctioned by society and/or religious tenets, the
role and importance of children became more com-
plex. Children were valued as validation of the marital
relationship or a woman’s role (function) in society, as
progeny and property.[2]

By the seventeenth century, children in agrarian soci-
eties were valued for their labor, while urban children
were economically useless, especially orphans or chil-
dren from large, poor, or disadvantaged homes. In col-
onized areas (e.g., America, Canada, Australia, Africa,
South America, and Southeast Asia) children were nec-
essary for propagation of the colonies (particularly by
the colonists) and, most importantly, for economic sur-
vival of the colonials. Furthermore, childlessness was
thought to be the result of a woman’s sinful ways,
and the very idea of attempting to alleviate infertility
was viewed as defiance of God’s will, particularly in
Puritan America.[3,4] Cultural shifts during the eigh-
teenth century in industrialized countries affected fam-
ily life and patterns of family formation, moving fami-
lies away from a communal society to a society founded
on single-family units of married couples and their off-
spring.[4] Before the industrial revolution of the nine-
teenth century, children were valued or devalued pri-
marily for their economic utility. With the industrial
revolution, women and children were removed from the
workforce and moved to the home. Child labor laws in
the early twentieth century created monumental social
change worldwide: Children came to be valued for their
affectional ties, companionship, and stimulation and
childrearing as a job for women (motherhood). Thus,
children became functionally worthless, economically
useless, but emotionally priceless companions.[5]

It has been suggested that this shift in values may
explain differences in the meaning of children to men
and women.[6] Historically, men invested in having
children (especially sons) out of a need to have a mate-
rial and spiritual heir; children (like wives) were the
chattel property of men. With the industrial revolution,
children became less valuable as economic investments
providing economic return although they remained
valuable as economic heirs (e.g., estates, titles, fief-
doms, and businesses). Nevertheless, children, partic-
ularly in the developed world, became more valuable
as emotional investments providing emotional warmth
and affection, especially for women. This value shift
is thought to account for the decline in men’s invest-
ment in children,[6] while at the same time contribut-
ing to the increase of women’s investment in children.
To make motherhood a career for women, motherhood
became an ideal, a role for women, encouraged by
economic necessities, psychological theories, and cul-
tural values.[7] Whether the result of the industrial

revolution or patriarchal culture, women have histor-
ically and continue to be, primarily valued for their
reproductive and childrearing capacities. Across cul-
tures motherhood was/is a primary role and sole voca-
tion, and, as such, women expect (and/or were expected)
to obtain all of their emotional, intellectual, and per-
sonal gratification from motherhood similar to the
rewards men receive from their work. As such, infertil-
ity leaves women unemployed and emotionally unful-
filled at a very fundamental level even when they have
a career or other generativity measures in their lives.

By the beginning of the twentieth century, repro-
duction had become less a matter of having children
than of having the right children: Only worthy parents
were fit to bear and rear worthy children. This cultural
shift, termed the privatization of happiness, represented
a shift in the developed world from the community as a
source of emotional investment and reward to a society
in which the nuclear family was the ideological cen-
ter of happiness.[3] It can be argued that this became
the basis for the eugenics movement of the twentieth
century and other attempts to create the ideal child
and/or family (e.g., Nazi Germany). In this view, the
current high value of children – ‘a child at any price’ –
is the result of a cultural shift in which public life
appears bankrupt and alienating, so that couples with
or without children continue their pursuit of happi-
ness in the private areas of their lives with children
remaining the focus of this private drive for happi-
ness.[3] It has also contributed to the ‘medicalizing of
motherhood’ in which pregnancy, childbirth, and infer-
tility became a female disability. Medicalizing mother-
hood began with the movement of childbirth away from
the home and midwives to direct management of mater-
nity care by physicians at hospitals and/or medical cen-
ters. Childbirth became a medical event, and infertil-
ity became not simply a social and/or marital crisis
but a medical crisis involving increasingly complex and
invasive treatments to facilitate conception and birth in
hopes of creating the perfect nuclear family.[8]

REVIEW OF LITERATURE

Although interest in postinfertility families has grown
among reproductive health professionals, it has yet
to capture the curiosity of the broader community of
mental health professionals and researchers, although
families created via assisted reproductive technologies
have gained considerable attention in recent years.
However, there continues to be a significant lack of
research in such areas as: the impact of infertility’s
legacy from the child’s perpective (e.g., the child’s per-
ception of parenting or family dynamics); the impact
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on family developmental transitions on older children,
adolescent, or adult offspring; family dynamics and
adjustment; parental attitudes or behaviors; and com-
parisons of expectations before and after parenthood.

Part of the problem is the tendency of postinfertility
parents to blend with the larger population of parents,
so that other professionals are unaware of the legacy of
infertility and the difficult issues faced by these parents
and families. In addition, infertility has been treated as a
medical, not a psychosocial or family system issue and,
as such, has received more attention from the medical
community and less within the mental health commu-
nity. For these reasons, it has been difficult to formu-
late a research agenda or define research questions that
address the long-term adjustment of family members or
family systems, especially because the goal of medical
treatment has been achieved and, consequently, med-
ical professionals and patients alike anticipate no fur-
ther problems.

Investigations historically have focused on medical
treatments facilitating parenthood and less on actual
parenting and/or the child. An inordinate amount
of research has focused on parenthood achieved by
third-party reproduction (e.g., donated gametes or
gestational carrier) and other forms of assisted repro-
duction [e.g., in vitro fertilization (IVF) or intracyto-
plasmic sperm injection (ICSI)], particularly disclosure
decisions. Recently, a few studies have addressed the
psychological adjustment of previously infertile par-
ents and investigating factors influencing posttreatment
parental adaptation and child development.

Motivations for Parenthood

Hoffman and Hoffman[9] in a conceptualization of
motivations for parenthood in a normal population
enumerated nine reasons: adult status and social
identity; expansion of self; moral values; group ties
and affection; stimulation and fun; achievement and
creativity; power and influence; social comparison; and
economic utility. A study of motives for having children
in involuntarily childless couples[10] found that the
desire for children was very strong, especially among
women, even after a lengthy (8.6 years) period of infer-
tility. For both men and women, the primary motive for
wanting children was happiness and well-being, while
social control and continuity were unimportant to both
men and women.[11] Assessed motives for parenthood
of infertile women and men participating in an IVF pro-
gram, reported that women placed greatest emphasis
on fulfilling gender-role requirements, while men were
more likely to stress a desire for marital completion as
motivation. Although the long period of infertility treat-

ment appears to stimulate the process of thinking and
rethinking the reasons for having children, most cou-
ples do not abandon the desire for a family. Further-
more, this process may help infertile men and women
develop a more realistic perception of the demands and
rewards of children.

Postinfertility Adjustment to Parenthood

Historically, against this backdrop, it was thought that
previously infertile parents would be more appreciative
and conscientious parents – reinterpreted as more over-
protective and overinvested parents. In 1943, a study of
overprotective mothers concluded, “Mothers who suf-
fer the trials of prolonged anticipation of the first born,
long periods of relative sterility, or spontaneous mis-
carriages or stillbirths, are rendered obviously more
apprehensive and protective in their attitude toward the
offspring than if childbirth occurred without these cir-
cumstances.”[12, p. 401] By contrast, it was speculated
that a history of infertility resulted in parents who were
more hostile, abusive, or neglectful of their children –
perhaps acting on lingering feelings of shame, self-
reproach, frustration, or long-standing marital conflict
about infertility. One case report[13] went so far as to
conclude that child abuse and abortion were manifes-
tations of parental hostility toward children resulting
from prior infertility and reproductive failure. Finally, it
was theorized that a history of parental infertility could
produce disturbances in children and the family sys-
tem. In a 1971 investigation of child-centered family
systems, Bradt and Moynihan[14] concluded that pre-
maturity and adoption (as evidence of reproductive fail-
ure) increased the risk of a child’s becoming disturbed
and the emotional focus of a family, as evidenced by a
child’s acting out to escape the pressure and responsibil-
ity of the family’s happiness. However, none of these the-
ories or speculations ever produced conclusive research
evidence that families with a history of infertility were
at greater risk for psychological disturbance in the chil-
dren, the family system, or problem parenting.

Maternal identity after infertility has also been the
focus of investigation. Dunington and Glazer[15] found
no significant difference in prenatal maternal identity
between previously infertile mothers and noninfertile
mothers. However, previously infertile mothers lacked
self-confidence in their ability to perform mothering
tasks; sought more reassurance about the normalcy
of their baby; and showed more identity confusion
between career and maternal identities. In a prelimi-
nary evaluation from a study of children born by anony-
mously donated oocytes, Olshansky[16] found that
previously infertile mothers were more likely to report
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feelings of guilt and shame, which they associated with
their formerly infertile status. These women continued
to harbor feelings of failure and malformation about
their reproductive ability and felt embarrassed about
the circumstances of the child’s conception. Research
indicates that previously infertile parents are satisfied
with their parental roles but have more difficulty
adjusting to parenthood. In a comparison study of
infertile couples, Abbey and colleagues[17] found that
previously infertile mothers experienced greater global
well-being, while previously infertile fathers (but not
mothers) experienced greater home-life stress.

In a study evaluating perceptions of parenthood in
previously infertile parents who had become parents via
infertility treatment or adoption, but not assisted repro-
ductive technologies (ARTs),[18] no significant differ-
ences were found between adoptive or procreation par-
ents. However, in comparison to a control group, the
previously infertile parents were more likely to be satis-
fied with their marital relationship than with their par-
enting ability. The majority (50%) of procreation par-
ents considered their parenting conscientious/secure
while only 20% of previously infertile rated their par-
enting in this way. Thirty percent of the procreation
parents versus 25% of previously infertile parents rated
themselves as overprotective/child-centered, while 20%
of both procreation parents and previously infertile par-
ents rated themselves as abusive/neglectful. While none
of the procreation parents rated themselves as both
overprotective and abusive, 35% of the previously infer-
tile parents did. In addition, the previously infertile par-
ents were more likely to report problems in bonding to
their child and were more likely to nominate or iden-
tify psychological problems in their children. This early
study was helpful in identifying how the experience of
infertility is not a transient event in the lives of the indi-
viduals and couples who experience it, but one that can
have ongoing consequences impacting long-term fam-
ily and individual functioning.

In a recent study,[19] researchers developed the
Parenting after Infertility Survey (PAI), a sixty-four-
item questionnaire consisting of eight theoretically and
empirically derived subscales that measure postinfer-
tility parental adjustment. It is not a unitary scale but
multifactorial and, as such, is not intended to measure
a distinct construct. The eight subscales are: being a
perfect parent; disclosure of children’s origins; emo-
tional aspects of infertility; expectations for children;
expectations for self; effects on family relationships;
effects of infertility treatment; and overprotection of
children. Although the majority of respondents (67%)
indicated that parenthood erased most of the unhappi-
ness experienced during infertility, 16% disagreed with

this statement. In addition, 39% stated that infertility
had left a permanent scar on their life; 34% felt they
were overprotective in their parenting due to their expe-
rience with infertility; and 16% stated that some fam-
ily members disapproved of the way in which they had
achieved parenthood. The four subscales with the high-
est internal consistency were: being a perfect parent;
disclosure of children’s origins; emotional aspects of
infertility; and overprotection of children.

ARTs Treatment and Adjustment to Parenthood

Recent research has focused considerable attention on
parenthood achieved via IVF with attention to family
functioning, marital satisfaction, and parent–child rela-
tionships. Greenfeld and colleagues[20] found, in a sur-
vey study of parents who had conceived following IVF,
that half of the mothers felt the IVF process had cre-
ated special feelings of attachment to their child, caus-
ing some difficulty in initial parent–child separation.
Mushin and colleagues,[21] in a study of post-IVF chil-
dren, found no cases of child neglect, abuse, or severe
disturbance in the child, although three of fifty-two cou-
ples felt that IVF had altered their perceptions of their
child. Another study[22] compared IVF parents to pro-
creation parents and found no differences between the
two groups in emotional health of parents and children
or marital adjustment. However, the IVF parents gave
higher positive ratings for feelings about their babies
and their personal freedom, while more also reported
feeling overprotective toward them.

In a longitudinal study in Australia of mothers and
their infants conceived by IVF, McMahon and col-
leagues[23] investigated psychosocial adjustment, child
behavior, and the quality of the mother–child attach-
ment during pregnancy and postpartum. They found
no significant differences between the IVF mothers and
procreation mothers on satisfaction with motherhood
or marriage. However, during pregnancy, the IVF moth-
ers expected their babies to be more difficult; talked less
to their babies in utero; and delayed preparation for the
baby. At four months postpartum, IVF mothers reported
lower self-esteem and diminished self-confidence in
their ability to care for their infants. In the second part
of this study, the researchers[24] assessed mothers and
infants at twelve months and found that IVF mothers
of first-born singleton babies and procreation mothers
reported comparable levels of parenting stress, anxi-
ety, and depression, as well as similar attachment to
their child. However, even though IVF mothers reported
more difficult behavior and reactivity in their chil-
dren, no observable behavioral differences were found
between IVF infants and procreation infants. When the
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first child was five years old, researchers found that
IVF mothers reported a more external locus of con-
trol than did procreation mothers, but there were no
notable differences on other measures. Within the IVF
group, higher levels of treatment predicted lower par-
enting stress. While this long-term study has confirmed
a growing body of research indicating overall positive
adjustment in IVF parents, it noted that individual dif-
ferences among IVF mothers should be considered par-
ticularly in terms of treatment experience (e.g., repeated
IVF cycles or complicated pregnancy).[25]

For previously infertile parents, the transition and
adjustment to parenthood are often more challeng-
ing and complex than for noninfertile parents. In
two studies of young children (age range: fifteen
months to eight years), researchers compared parents
via ARTs to procreation parents. Golombok and col-
leagues[26] compared children conceived via IVF and
children conceived via donor insemination to two con-
trol groups: procreation children and adopted children.
Researchers found that on the issues of warmth, emo-
tional involvement with the child, and parent–child
interaction, the quality of parenting was superior in the
IVF and DI parents in the first cohort of children con-
ceived by IVF to reach adolescence. In a subsequent
study that assessed IVF families, adoptive families, and
procreation families, the few differences in parent–child
relationships that were identified appeared to be asso-
ciated with the experience of infertility rather than with
IVF per se. The IVF children were found to be function-
ing well and did not differ from the adoptive or procre-
ation children on any of the assessments of social or
emotional adjustment.[27]

Similar findings were reported in a comparison
study of IVF parents compared to procreation cou-
ples. Interestingly, the procreation parents experienced
decreased marital satisfaction in the first year postpar-
tum, whereas the IVF couples did not. Additionally, the
children in the IVF group were assessed by their par-
ents as being more regular/habitual, sensitive, and man-
ageable.[28] In a multicenter study in which IVF/ICSI
and IVF-conceived children were compared to procre-
ation children from five European countries: Belgium,
Denmark, Greece, Sweden, and the United Kingdom,
very few differences were found between the IVF/ICSI,
IVF, and procreation families. The only significant dif-
ferences were that mothers in the IVF/ICSI-conceived
families reported fewer hostile or aggressive feelings
toward the child and higher levels of commitment to
parenting than the procreation mothers.[29] In a sim-
ilar study in Taiwan, IVF mother–child pairs and pro-
creation mother–child pairs were compared in terms
of quality of parenting; family functioning; and emo-

tional and behavioral adjustment of children aged three
to seven years. Teachers rated IVF mothers as display-
ing greater warmth but not overprotective or intrusive
in their parenting behaviors toward their children and
IVF children as having fewer behavioral problems than
procreation children. In contrast, IVF mothers reported
less satisfaction with family functioning. A significant
mediating factor was family composition: IVF mothers
with only one child experienced less parenting stress
than did procreation mothers with only one child.[30]

Parenting after Third-Party Reproduction

Recently, research has focused on issues of third-party
reproduction (donor gametes, gestational carrier, and
surrogacy) and the impact of this form of family-
building on family functioning and/or parent–child
relationships. Although major issues of postinfertility
parenthood achieved through third-party reproduction
involve disclosure versus secrecy: to tell or not to tell the
child about the circumstances of his or her conception
and/or birth and the well-being of the child (those issues
are addressed in Chapter 27). However, several stud-
ies have compared different forms of family-building to
asssess any impact on the family and/or marital rela-
tionships.

In 1997, a study compared family functioning and
the social and emotional development of children in
families created via ARTs in Western Europe with fam-
ilies created via ARTs in an Eastern European country
(Bulgaria), where there was a history of specific prona-
talist interventions. Researchers found greater difficul-
ties in parental adjustment and child behavior in ARTs
families in Eastern Europe. The researchers concluded
that although the outcomes of ARTs for family func-
tioning and child development appear to be indepen-
dent, to some extent at least, the social context in which
these treatments are carried out may influence long-
term family adjustment.[31]

In a European study (conducted in the United
Kingdom, Italy, Spain, and The Netherlands), family
relationships and the social and emotional development
of children in families created as a result of the two
most widely used ARTs (i.e., IVF and DI) were com-
pared to procreation and adoptive families. Mothers of
children conceived by ARTs expressed greater warmth;
were more emotionally involved; and interacted more
with their child. Additionally, they reported less stress
associated with parenting than mothers of procreation
children. Similarly, ARTs fathers interacted more with
their child and contributed more to parenting than
fathers with a procreation child.[32] Findings from the
second phase of this longitudinal study found that the
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ARTs families were similar to adoptive and procreation
families in terms of the quality of parent–child rela-
tionships. There was more positive functioning among
the ARTs families, with the possible exception of over-
involvement with their children in a small proportion of
ARTs mothers and fathers. Overall, ARTs children were
functioning well and did not differ from the adoptive or
procreation children on any of the measures of psycho-
logical adjustment, leading the researchers to conclude
that IVF and DI families with an early adolescent child
were well-functioning.[33]

Golombok and associates[34] also compared parents
who had conceived via DI and oocyte donation (OD)
with parents who had procreation children on dimen-
sions of psychological well-being of the parents; the
quality of parent–child relationships; and infant tem-
perament. Differences identified indicated more pos-
itive parent–child relationships among the OD than
the procreation parents as well as greater emotional
involvement with the child. It was concluded that par-
ents with OD or DI conceived infants did not appear
to be at risk for parenting difficulties. In addition,
Golomok and associates compared families created
through surrogacy arrangements with OD and pro-
creation families on psychological well-being of the
parents; the quality of parent–child relationships; and
infant temperament. Differences identified between the
surrogacy families and the other family types indi-
cated greater psychological well-being and adapta-
tion to parenthood by mothers and fathers of chil-
dren born through surrogacy arrangements than by
the procreation parents.[35] Similarly, families cre-
ated via OD, DI, adoption, and IVF were assessed
in terms of parents’ emotional well-being; the quality
of parenting; and children’s socioemotional develop-
ment in families with a child who is genetically unre-
lated to the mother or the father. Differences were
found to exist between families according to the pres-
ence or absence of genetic ties between parents and
their children in that there was greater psychologi-
cal well-being among mothers and fathers in families
where there was no genetic link between the mother
and the child. Families did not differ with respect to
the quality of parenting or the psychological adjust-
ment of the child.[36] More positive parent–child rela-
tionships and greater emotional involvement with the
child were found among gamete donation parents than
procreation parents. Infants conceived by OD or DI
were found to be at no greater risk for parenting
difficulties.[36]

In summary, based on longitudinal, multicentered
studies comparing adjustment to parenthood achieved

through various avenues (e.g., ARTs, adoption, or surro-
gacy) it would appear that, in general, the vast majority
of the marriages, children, family systems, and parent–
child relationships are stable and well-functioning.
Although some variation can be expected, particularly
when the individual’s unique circumstances are taken
into consideration (e.g., culture or pregnancy circum-
stances), overall it is reassuring to know that families
created through ARTs are happy, resilient, and well-
adjusted. Of course, these studies have focused on fam-
ilies in developed or developing countries (e.g., Europe,
Eastern Europe, North America, and Australia). As
such, it cannot be assumed that the levels of adjust-
ments or issues of stigma; societal acceptance; family
identity; and/or the legacy of infertility or ARTs will have
the same universally positive adjustment. It is an area
that warrants greater research attention, particularly in
light of the lack of universal access to treatment (strat-
ification of treatment); reproductive tourism; and the
lack of consistency of care (medically and psychologi-
cally) across treatment centers worldwide. However, it
is a helpful starting point to know that, to date, within
the geographic areas defined, research has indicated
that postinfertility parents felt they appreciated their
children more and did not consider the means by which
they had achieved parenthood a significantly negative
factor in parent–child relationships or long-term family
adjustment.[37]

THEORETICAL FRAMEWORKS

The Tasks of Parenthood

Parenthood is recognized as a major developmental
milestone in the lives of men and women, often marking
a symbolic entry into adulthood. Parenthood implies a
certain stability, maturity, and willingness to assume
adult roles and responsibilities. Physical, interpersonal,
and relational adaptations are required to successfully
adjust to pregnancy, delivery, and parenthood. While
some well-adjusted previously infertile couples antic-
ipate and adapt to the demands of parenthood quite
well, others arrive at parenthood with unrealistic expec-
tations, utopian fantasies, or idealized perceptions of
their child or themselves as parents. In short, adjust-
ment to parenthood after infertility involves all of the
regular tasks of parenthood, in addition to the unique
tasks of postinfertility parenthood.

Fundamentally, parenthood involves the physical and
psychological care of a child ensuring his or her well-
being, growth, and development from infancy to adult-
hood. It involves setting behavioral standards for the
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child and providing for the child a culture of the values
of family and society. The six stages of parenthood
according to Galinsky[38] are:

■ image-making stage
■ nurturing stage
■ authority stage
■ interpretive stage
■ interdependent stage
■ departure stage

The image-making stage, beginning in pregnancy or
preadoption, involves fantasizing about the child who
is to arrive and envisioning oneself as a parent. The
nurturing stage, lasting from birth until the child learns
to say ‘no,’ involves cementing attachment to the child
and reconciling the real infant with the imagined infant.
During the authority stage, as the child enlarges his or
her environment, primary parental responsibilities are
to keep the child out of danger while allowing the child
sufficient freedom and independence to safely explore
the world. An important issue for parents is how to
enforce limits and manage conflict with the child; avoid
battles of wills; and adapt to changes in the child. Dur-
ing the interpretive stage (latency age), parental tasks
involve explaining the culture and physical world to
the child so that he or she absorbs parental values. An
additional parental task is keeping up with the child’s
physical, emotional, and intellectual growth. The inter-
dependent stage begins just before puberty and, for par-
ents, involves reconciling two images: their self-image
as parents of a maturing child and their image of their
child versus the child’s self-image. During this stage,
discipline and communication must adapt to the child’s
increased autonomy and maturity. The departure stage is
marked by the child’s leaving home and taking personal
responsibility for his or her life, during which parental
tasks are letting go and accepting the child’s separation
and individuation. During this stage, parents often have
the mistaken belief that “this is it; we’re done,” not real-
izing that departure is often a coming and going process
that can evolve over several years and involve repeated
relaunching of adult children.

Some issues of parenthood are often more chal-
lenging for previously infertile parents, especially
those regarding their child’s autonomy, separation, and
individuation; parental acceptance of the child’s iden-
tity, independence, and maturity; and parental author-
ity, discipline, and enforcement of age-appropriate lim-
its. Each stage of the child’s development represents
specific challenges for previously infertile parents, high-
lighting how infertility presents difficulties to parents
long after the reproductive crisis has passed.

Tasks of Parenthood for Previously Infertile
Parents

The process of the transition to parenthood for pre-
viously infertile parents involves, according to Sande-
lowski and colleagues,[39] four different tasks:

■ facing infertility: the process of revealing, concealing,
and accommodating the consequences and meaning of
infertility;
■ mazing: the recursive, iterative, and capital-intensive
process of the pursuit of parenthood;
■ relinquishing infertility: involves a couple’s efforts to
divest themselves of the infertility identity, thoughts,
feelings, and behavior patterns;
■ reconstructing infertility: the process in which a cou-
ple seeks to understand and gain interpretive control of
their infertility experience.

All of these tasks are fundamental to adaptation not
only to the infertility experience but also to parenthood
as the couple incorporates infertility into their couple
and family history and relinquishes it in preparation for
parenthood.

Glazer[40] presents another theoretical model on the
tasks and transition to parenthood for previously infer-
tile parents. She defined the tasks as:

■ giving up of the fantasized child;
■ developing a realistic approach to bonding;
■ accepting ambivalence;
■ redefining and realigning the family.

Accordingly, previously infertile parents must sur-
render the child they had anticipated or felt that they
deserved in preparation for acceptance of the child they
will actually parent. A form of relinquishing infertility,
giving up the fantasy child involves grieving the child
whom the infertile couple dreamed of having, often an
idealized child who is perfect in every way. Develop-
ing a realistic approach to bonding involves recogniz-
ing that bonding is not a love at first sight event but
an attachment process that takes on average eighteen
months.

While all new parents experience some ambivalence,
previously infertile parents are often frightened or dis-
tressed by their doubts about parenthood; themselves as
parents; or their child. During infertility, many women
and men make a private bargain to be perfect parents if
they are just given the opportunity to become parents,
only to discover, once they actually are parents, that
they have made an impossible bargain. Glazer[40] sug-
gested that this bargain is an example of magical think-
ing in that parents must relinquish the ideal in order
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to experience the real feelings of parenthood – ambiva-
lence, disappointment, discouragement, and confu-
sion – along with its joys.

Finally, redefining and realigning the family, similar to
Sandelowski and colleagues reconstructing infertility,
involves postinfertility parents recognizing how their
family and children may be different than traditional
definitions of family. The postinfertility family may
be the result of ARTs and/or third-party reproduction
(e.g., OD, DI, surrogacy, gestational carrier, or adop-
tion). These family-building alternatives challenge tra-
ditional definitions of kinship and relatedness – defined
by Gordon[41] as the new blended family. In the
new blended family, each child may enter the fam-
ily via a unique reproductive beginning or adoptive
process that differs from other siblings’ origins and
even the parents’ reproductive beginning. Still, despite
the fact that these families have complex biogenetic
origins, their social and experiential relationships are
more like those of traditional nuclear families than of
stepfamilies.

CLINICAL ISSUES

After years of anticipating parenthood, postinfertility
parents may have unrealistic, even idealized expecta-
tions of themselves as parents and/or their children.
Previously infertile parents may simply look to parent-
hood as a pancea, termed by Burns[18] the ‘baby as the
eraser’ syndrome in which the arrival of the longed-for
child will remove all previous emotional distress, par-
ticularly infertility-specific distress. Failing to address
any residual feelings or intrapsychic conflicts regarding
infertility, postinfertility parents may view their chldren
as a cure or balm for the psychological wounds caused
by infertility. Or even more compelling, they may expect
their children to provide (albeit emotional) compensa-
tion (or payback) for the trials and tribulations of infer-
tility. Expecting an ideal child with special talents or
abilities who will realize the parents’ unmet needs or
unfilled dreams is a formula for more disappointment
and emotional distress, putting undue pressure on the
child and the family system. Furthermore, parents may
pressure themselves to be perfect parents (versus good
enough parents), often to the exclusion of other roles
(e.g., spouse/partner, friend, or son/daughter). Issues
of separation and individuation, parental overprotec-
tion, and enmeshed or child-centered family systems
are potential problems, particularly as these parents
(and even their caregivers) often refer to these children
created through ARTs as special, precious, priceless,
and miracle babies.[42,43]

Special Parenting Issues after Infertility

Parenting after infertility presents some special clinical
issues for older parents, the only child after secondary
infertility, postinfertility parents of multiples, and par-
enthood achieved via third-party reproduction. Further-
more, questions regarding disclosure to a child born
through donor gametes, surrogacy, or gestational car-
rier are a major concern to parents as are parenting
adopted children.

Older Parenthood
Older parenthood has received increasing attention,
particularly in the developed world, in which ARTs can
and does facilitate pregnancy for men and women with
age-related diminished fertility. Older parenthood has
medically and traditionally been defined as first-time
motherhood after age thirty-five, although ARTs has
pushed this parameter to motherhood after age fifty-
five or fatherhood after age seventy-five. These older
parents are often more likely to receive public attention
due to media coverage, an unfortunate circumstance as
it gives the general public the impression that older par-
enthood is: (1) the norm; (2) easily attainable; (3) occurs
naturally without ARTs; and (4) has no negative conse-
quences for the parents and/or child(ren). Motivations
for older parenthood may be lack of opportunity earlier
in life; repeat parenthood in a subsequent marriage;
replacement of a child lost to death; assuagement of
a new (childless) partner; or an attempt to maintain
youth and postpone aging. Older parenthood is often
experienced within the context of numerous life respon-
sibilities and demands concurrent with other midlife
events such as aging parents; high work demands; peers’
adjusting to empty nests; age-related health issues in
one or both parents; and other major life crises.[44]

A major issue for older parents and their children is
the parents’ health and life expectancy. An elderly par-
ent may not survive to see or participate in the impor-
tant milestones of his or her child’s life, requiring the
younger spouse to assume primary parenting responsi-
bilities if the older spouse becomes ill or aged, or dies.
A younger surviving spouse may face the emotional,
financial, and physical challenges of single parenthood
that are enhanced by the financial drain of earlier med-
ical treatments for infertility; children from previous
marriages or relationships; or the care of the older or
infirm spouse and/or parents. Retirement may not be
possible, employment must continue, and/or the fam-
ily’s standard of living may decline due to a lost income
or increase due to inheritance or death benefits.

The impact of older or elderly parenthood on children
has rarely been investigated, especially when related to
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infertility. Furthermore, issues of age and impact on
children are often met with resistance and even hostil-
ity by potential older parents. One study[45] found that
older parents exhibited increased anxiety about all deci-
sions relating to their children and had a tendency to
overemphasize all aspects of the parent–child relation-
ship. In an interview study[46] of adult last-chance chil-
dren raised by older parents, adult children spoke about
the pros (parents with greater patience and more life
experiences) and cons (parents unable to participate in
physical activities) of having older parents. In summary,
older parenthood after infertility entails a number of
significant issues and challenges that are often mini-
mized or ignored by the potential parents.[47]

Parenting the Only Child after Secondary Infertility
Secondary infertility may come as a surprise to par-
ents or may be expected after persistent infertility treat-
ment. However, couples experiencing secondary infer-
tility are not expecting to be parents of only children and
often have difficulty relinquishing the family of their
dreams. This is particularly true in cultures in which
single-child families or an only child of the wrong sex is
unacceptable or stigmatizing. Although a child at home
may ameliorate some of the pain of infertility, he or
she may also exacerbate it by reminding parents of the
joys and possibilities of parenthood. Additionally, hav-
ing a single child may be a significant motivation for
another child – providing a sibling for an only. The
challenges of parenting an only child while undergo-
ing infertility treatment involve distinguishing the par-
ents’ wish for another child from the child’s wish for
a sibling; addressing the child’s feelings (pro and con)
about being an only child; coping with the grief of not
having another child or the ideal family size; managing
societal pressure for a larger family; educating oneself
about the advantages of an only-child family; guarding
against overindulgence or overinvestment in the only
child; closing the family boundaries and moving on; and
managing the feelings of vulnerability regarding an only
child.[44]

One of the challenges of secondary infertility for par-
ents is protecting their child from internalized parental
longing and grief for the wished-for baby. Parental con-
versations about another child, medical treatments,
doctor visits, medications, and infertility treatments
may be misinterpreted by the child. If younger than
two years, he or she may not be aware of or affected
by infertility treatments. However, older children may
be acutely aware of what is happening in the family
and feel distressed by it.[48] Young children may inter-
pret their mother’s constant medical care as evidence
that mother is very ill and respond with fears of losing

the mother (e.g., her death) or being abandoned (e.g.,
adopted child’s fear of being removed in favor of the
preferred biological child).[48] Children may experi-
ence parental distraction and emotional distance as dis-
satisfaction with them. Furthermore, they may believe
that something is wrong with them or feel responsible
for the parents’ inattentiveness. Children feeling “Am I
not enough?” or “What’s wrong with me?” may respond
with ovecompliance, hypervigilance of the parent, or
rebellious uncooperativeness and acting-out in a bid for
attention and affirmation.[49]

Historically, having an only child has been consid-
ered a negative family constellation producing self-
centered and socially impaired children. However, cur-
rent research does not support this belief. Only children
have been found to have more social skills than children
with siblings, especially later-born children, and to be
psychologically very stable.[50] Research on only chil-
dren as adults has consistently found few significant
differences in behavioral outcomes between them and
children raised with siblings. In addition, only children
are more likely to be more educated than non-only chil-
dren.[50]

Parenting Multiples
Twins, triplets, and other multiples have become
increasingly common after infertility treatment and are
usually considered a blessing, albeit mixed, by many
previously infertile parents. After a lengthy period of
childlessness, many infertility patients prefer a mul-
tiple birth as their treatment outcome and may even
actively pursue or encourage this outcome unaware
of the challenges (even dangers) that multiples pose
to the pregnant mother and/or the children.[51] Some
of the significant challenges include management of
limited resources (time, money, energy, and attention)
and the well-being of all family members, especially
other siblings who are not included in the aura of
specialness. As such, the complexity and challenges
of parenthood broaden with multiple births with the
potential for precipitating psychological distress (par-
ticularly in mothers). In a matched comparison study
of parents of preschool twins conceived spontaneously,
with infertility treatment, or via IVF, Monro and col-
leagues[52] found that the IVF parents, especially the
mothers, reported more difficulty in social relation-
ships following multiple pregnancy and parenthood.
However, a similar study found no difference in fam-
ilies with twins naturally conceived and families with
twins conceived following infertility treatment.[53] In
a study evaluating psychological well-being in moth-
ers of multiples following IVF, Garel and Blondel[54]
reported that, at one year, the majority of mothers
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experienced considerable fatigue, stress, social isola-
tion, and strained marital relationship. In addition, they
felt their relationship with their children was often dis-
turbed and that it was difficult to give adequate atten-
tion to each child. Other researchers found that each
increase in multiplicity was associated with increased
risks of maternal depression.[55] Researchers have
found that women who conceived multiples after infer-
tility treatment were more delighted when informed
of a multiple pregnancy than those who conceived
spontaneously.[56,57] Factors associated with poorer
maternal adjustment were triplets or more; physical
health problems in the children; higher rates of mater-
nal depression; and overall poorer parent–infant syn-
chrony and infant–mother adjustment. Additionally,
the exclusivity of the parent–infant relationship was
compromised.[58]

By contrast, previously infertile parents often find
caring for an instant family an enjoyable immersion
experience in which both parents are actively and ener-
getically involved.[59] They enjoy the special attention
that their family and children receive, as well as the
additional involvement of their own parents, family
members, and friends despite the challenges if posed
by prematurity; special needs and disabilities in the
children; financial burdens (e.g., loss of the mother’s
income); the mother’s loss of her social network at
the workplace; public invasions of the family’s privacy;
breast-feeding and childcare challenges; unanticipated
family configuration; separate individuals versus pack-
aging multiples as a group; absence of a one-to-one
relationship with each child; adequate childcare help;
and household arrangements to accommodate mul-
tiples.[44] Despite the challenges of health problems
in the children; unmet family needs; maternal and/or
paternal depression; and parental stress, one study
found increased marital solidification as parents coped
with the inordinate stresses of multiple births.[60]

Unique issues for parenting multiples include estab-
lishing each child’s unique individuality, managing the
issues of separation and independence not only from
the parents but also from each child; twin talk; and the
special twin (or multiple) bond.[61] Despite these dis-
tinctive factors, research indicates that multiples are
at no increased risk of more difficulty with issues of
individuality, separation, and independence than sin-
gletons, even when the multiples have been conceived
following infertility treatment.[61,62]

Parenthood after Third-Party Reproduction
Parenthood after third-party reproduction – donated
gametes, embryos, gestational carrier, or surrogacy –
is unique, as it separates biological (genetic) parent-

hood from psychosocial (rearing) parenthood. A baby
may be genetically related to both psychosocial par-
ents yet carried by another woman (gestational car-
rier) or genetically related to the psychosocial father
and carrying mother but not the psychosocial mother
(traditional surrogacy). Or a child may not be geneti-
cally related to either psychosocial parent yet be car-
ried by the psychosocial mother (donated embryo).
A child may be genetically related to the father but
not to either the psychosocial or the carrying mother
(donated oocyte) or genetically related to the carry-
ing mother but not to the psychosocial father (donor
sperm). The inequity of the biological or genetic con-
tribution of each psychosocial parent can contribute
to marital conflict; differing feelings of ownership or
investment in the child; and divergent opinions on dis-
closure, affecting family dynamics and kinship defi-
nitions. All of these variations of biological and psy-
chosocial parenthood make third-party reproduction
more psychologically complex and can create confusion
regarding definition of family boundaries and dilemmas
for how families adapt and manage the dynamics and
definition of these complex family systems over time.
Infertile couples often choose donated gametes (sperm
or oocyte) as a family-building option because, in com-
parison to adoption, it is expeditious; typically more
economical; less socially obvious; allows control of the
prenatal environment; and offers genetic or biological
connection to one partner. Parenthood achieved by
donated gametes (sometimes referred to as prenatal
adoption or complex adoption) is psychologically sim-
ilar to traditional adoption in that couples must relin-
quish the genetically shared child they had hoped for
and expected. Infertile couples often choose parenthood
via third-party reproduction to avoid some of the per-
ceived negatives of adoption, such as involvement or
relationship with the relinquishing parents. However,
increasingly, intended parents using third-party repro-
duction do so through an open, identified, and collobo-
rative process. [63,64]

Furthermore, in many parts of Europe and North
America, Australia, and New Zealand, donor anonymity
has been eliminated and donor registries have been
established either voluntarily or through legislation.
Consequently, an important task for these parents
involves defining appropriate boundaries and rela-
tionship parameters for ongoing interactions between
them, their child, and the gamete donor and/or
surrogate/gestational carrier.[44,64] One of the most
significant challenges of parenthood via surrogacy or
gestational carrier is how it affects the legal definition
of motherhood. While it is banned in several countries,
where it is practiced, genetic or intended mothers are
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often legally required to adopt the child born to a ges-
tational carrier or surrogate. Gestational carriers and
surrogates may be a previously unknown woman hired
to carry a pregnancy or may be a compassionate friend
or family member volunteering to be a surrogate or
gestator. Dual relationship in third-party reproduction,
including family members who donate gametes, may
increase the psychological perplexities within the fam-
ily and contribute to potential problems for parents,
child, and the nuclear and/or extended family later in
life. A pregnancy carried by someone else can delay
maternal bonding; contribute to lingering feelings of
loss; and enhance feelings of insecurity, anxiety, and loss
of control. [63,65]

Fundamentally, the more complex the method
of achieving pregnancy and the more participants
involved in the conception/birth, the more complex
the psychological implications and emotional rever-
berations are for all participants: childrearing parents,
reproductive helper and children.[64,66] Families must
decide how they will integrate these relationships into
their life, often within a social context of stigma, secrecy,
ambiguity, and laws and/or practice guidelines in which
donor anonymity has been eliminated and donor reg-
istries established. Thus, third-party parents must come
to terms with feelings of isolation and difference and
with the lack of societal, familial, or social support.[65]
They must also address the potential and actual psycho-
logical impact on their child of his or her unique biologi-
cal beginning and, as such, infertility counselors can be
an important ongoing resource as the family matures
and develops.

Finally, a major parenting issue for third-party repro-
duction parents is the issue of whether or not to tell
their child about the unique circumstances of his or
her conception and birth. Various factors influence this
decision including the family’s unique situation, cul-
ture, religion, values, country of residency, and infer-
tility history as well as the family’s structure: nuclear
two-parent family, solo mother, gay or lesbian cou-
ple, or step-parent family. For some couples, circum-
stances determine the decision such as the exisence
of older siblings from whom a surrogacy pregnancy
cannot be hidden or solo parents and/or homosex-
ual couples who have little motivation to hide cir-
cumstances of their child’s conception. In contrast,
nondisclosure (privacy or even secrecy) about the cir-
cumstances of the child’s conception/birth may be the
only acceptable alternative – even when anonymity has
been legally mandated or the reproductive helper (i.e.,
gamete donor/gestational carrier) is a family member.
Personal preference or cultural norms may be moti-
vations for privacy or parents may wish to minimize

stigmatization of the child and/or family. Parents must
be prepared for their child learning about their begin-
nings in an unplanned and/or hurtful manner that is
more damaging than an open discussion in which the
information comes from loving parents.[67] Whether
or not parents decide to tell or not tell, research indi-
cates that all parents base their decisions on the same
principle: what they believe to be in the best interests
of their child and their family.

For many parents, the issue is not about whether to
tell, but more about how and when to tell (see Chap-
ter 27). As such, infertility counselors can provide
a neutral environment for facilitating decision mak-
ing and examination of thoughts and feelings, as
well as providing support, educational materials, and
resources.[67–70] Parents should be reminded that dis-
closure decisions at the time of treatment need not be
final, permanent decisions. Instead they should be pre-
pared for a lifetime of conversations about parenting
their child whose unique reproductive history involves
its own sets of parenting challenges. Disclosure is not
an event but a process. As such, parents should con-
sider these discussions an opportunity to educate their
child and facilitate the integration of this information
into the child’s (and family’s) identity. Infertility coun-
selors serve as an ongoing resource in this process and
are frequently asked by parents for assistance, some-
times years or decades after the initial consult and/or
parenthood has been achieved.

Solo, Gay, and Lesbian Parenthood
While solo parenting was, in the past, a phenomenon
of life circumstances (i.e., divorce, widowhood, and
unplanned pregnancy), solo, gay, and lesbian parent-
hood via ARTs became increasingly popular by the
end of the twentieth century. Although the use of
assisted reproduction by single and homosexual men
and women is not universally available worldwide, since
the 1980s it has been a popular means of achieving par-
enthood for many Europeans, North Americans, and
Australians.

Research comparing the quality of parent–child rela-
tionship and socioemotional and gender development
of seven-year-old children in lesbian, heterosexual fam-
ilies, and solo-mother families found positive mother–
child relationships and well-adjusted children in all the
families.[71] A literature search of studies that had
assessed the psychological well-being of children and
the quality of parenting after infertility treatment found
that in lesbian families, the psychosocial development
of children (median age 6.1 years) and the quality of
parenting were not different from those in heterosexual



P1: JPJ
052185363Xc26 CUFX030/Covington 0 521 85363 X September 4, 2006 14:15

470 LINDA HAMMER BURNS

two-parent families after infertility treatment or natural
conception.[72]

Although solo mothers via DI have not been found
to be at greater risk for psychiatric or social problems,
the lack of a co-parent may be a risk factor for social
stigma, social isolation, and financial challenges.[73] As
such, the infertility counselor may be helpful in identi-
fying social support networks and potentially unhealthy
parent–child relationships such as enmeshment and/or
maternal expectation that the child will meet the par-
ent’s emotional (and social) needs (and not vice versa).

Overall, there is considerable evidence that children
raised in lesbian couple families are stable and well-
functioning despite the risk of social stigma due to hav-
ing two moms. However, these parents are more likely to
be financially and socially stable. Infertility counselors
may be helpful in addressing issues of stigma, social
development, and healthy family functioning. Addi-
tionally, effective pretreatment counseling is optimum
in addressing any issues that may impact parenting
(e.g., relationship problems; legal issues for same-sex
partners; unrealistic expectations; and ongoing mental
health problems).

THERAPEUTIC INTERVENTIONS

The transition to parenthood, loosely defined as the
period from pregnancy through the first year of the life
of a first-born, is always a period of change and stress
as the parents, marriage, and new infant adjust to one
another. This transition for previously infertile parents
may involve a number of risk factors and challenges dur-
ing both pregnancy and parenthood. Previously infer-
tile parents may arrive at parenthood with exhausted
coping abilities; diminished marital satisfaction; and
depression or psychological distress.[74] The elongated
anticipation of parenthood may have contributed to
overidealization of the child or parenthood, resulting in
unrealistic expectations of one’s self or spouse as a par-
ent, or misperceptions of normal infant behavior.[74–
77] By contrast, previously infertile parents may be buf-
feted from normal decreases in marital satisfaction fol-
lowing parenthood because they are typically older, bet-
ter educated, married longer, and less likely to define
their marriage solely in romantic terms.[21,74,76,77]
Furthermore, the experience of infertility may have
enabled the couple to acquire more egalitarian rela-
tionship patterns; effective problem-solving skills; and
healthier communication allowing them to discuss sen-
sitive topics and feelings.[74,78] Previously infertile
new mothers, although lacking self-confidence, may be
more comfortable turning to their husbands for support
and encouragement and establishing a team approach

to parenthood that fosters skills attainment in both part-
ners.[17,22,75,79]

The infertility counselor can be particularly helpful
in addressing parenting issues in families with a his-
tory of infertility by normalizing parenthood; faciltat-
ing adaptation to parenthood; assessing mental health
and family functioning; and collaborating with other
professionals.

Normalizing Parenthood for Previously Infertile
Parents

For the infertility counselor, the most important inter-
vention in facilitating the adjustment to parenthood for
previously infertile men and women is normalizing par-
enthood and the parenting experience. Moving from the
identity of an infertile person to that of competent par-
ent can be challenging, but one that can be normalized
by highlighting how family life stages and the psycho-
logical tasks of parenthood occur in a maturational pro-
cess that is the same regardless of how a parent has
achieved the parental role. Infertility counselors can
ease the transition by providing educational materials,
resources, and referrals to support groups that empha-
size the acquisition of parenting skills (for both men
and women) and deemphasize how they are different
parents.

Another way in which previously infertile parents
feel different can be the way in which they have
achieved parenthood (e.g., third-party reproduction or
adoption). For previously infertile parents, integrating
the manner in which they achieved parenthood into
their personal and family identity is a process – one
that is more challenging for some individuals than for
others. Nevertheless, it is an important task for parents
as their ability to successfully integrate this informa-
tion will set the tone for their family and for their chil-
dren. However, this is not to minimize the challenges of
being different or how psychologically painful stigma
can be.

Previously infertile parents should be encouraged to
continue to view themselves as a couple even though
they may prefer, even delight in being able to view them-
selves as a real family and as parents. Early on, they
should be encouraged to strike a balance between their
marital relationship and their roles as parents such
as investing in their partner and partnership as much
as they emotionally invest in their child(ren). Whether
enchanted or overwhelmed with their roles as parents,
previously infertile parents should be encouraged to
maintain a healthy sexual relationship; social life; good
communication; and shared activities that they, as a
couple, have always found enjoyable.
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Part of normalizing the parenting experience is
acknowledging it is and can be stressful. Regardless of
how gratifying it is to have finally achieved parenthood,
parenting stress can and does occur on a regular basis
and is no reflection of the parents’ competency or skill.
However, many previously infertile parents feel they do
not deserve to complain; ask for assistance; or feel enti-
tled to support and comfort. Expecting themselves to
be ideal parents, they may feel ill-equipped to handle or
even acknowledge parenting stresses. However, identi-
fying the healthy coping mechanisms they used during
infertility and highlighting their resiliency in managing
the crisis of infertility can help them recognize their
capacity for managing this new role as well. Infertil-
ity counselors can help parents set a healthy balance
between appropriate parental concerns and hypervig-
ilant, controlling parenting. Having spent years in the
medical world of infertility, previously infertile parents
may pathologize normal behavior and minor childhood
illnesses (e.g., low-grade fever following vaccinations).
This anxious coping is not only detrimental to the par-
ents but also potentially detrimental to the child and the
parent–child relationship.

Facilitating Adaptation to Parenthood
after Infertility

Adapting Galinsky’s[38] stages of parenthood, infer-
tility counselors can assist previously infertile cou-
ples in their transition to parenthood. During the
image-making stage of parenthood, previously infer-
tile parents must relinquish their fantasy child and
their infertile identity, thoughts, feelings, and behav-
ior patterns. Lack of social support during pregnancy
and/or parenthood; stigma (especially if parenthood
was achieved through third-party reproduction) and
altered self-concept involving feelings of incompetence
or inadequacy are frequent and familiar feelings for
previously infertile parents. In addition, relinquishing
infertility may include letting go of important relation-
ships – medical staff at the infertility clinic; friends from
infertility support organizations; or enjoyable activi-
ties such as get-togethers with childless friends. Bern-
stein[76] suggested that disturbances of parenting after
infertility may be related not only to psychosocial dis-
tress during infertility treatment (see Table 26.1) but
also to the lack of appropriate role models for parent-
ing after infertility; delayed attachment to the baby,
especially during pregnancy; and cognitive dissonance,
a disparity between what was imagined about parent-
hood/the baby and the actual experience.

During the nurturing stage, previously infertile par-
ents must establish a comfortable means of bonding

TABLE 26.1. Potential impact of infertility[76]

Transition to parenthood

Increased anxiety levels during pregnancy and/or
adoption period

Lack of role models

Possibility of delayed bonding

Cognitive dissonance: gap between ideal and real self
and between fantasy and real child

Ethical and emotional issues related to means of
achieving parenthood

Factors affecting parenting

Decreased self-esteem and self-efficacy

Altered body image and self-concept

Impaired marital communication

Isolation from family and friends

Grieving over losses associated with infertility: anxiety,
depression, and anger management issues

to their child, through baby massage, bedtime ritu-
als, and special lullabies. In addition, parents need
to come to terms with and understand the normalcy
of their ambivalence about parenthood (e.g., fatigue
or no time to oneself) and their baby (e.g., colicky
and unlikeable characteristics). Previously infertile par-
ents may become overprotective – enmeshed; exces-
sively involved; infantilizing their child; preventing
independent behavior; and stunting the child’s emo-
tional growth.[4] Often, the child does not view their
parents’ overprotection as an indication of their par-
ents’ insecurity and self-protection, but as a justifiable
lack of confidence in the child’s ability to manage in his
or her life or to venture into the world.

For previously infertile parents, the authority stage
can be particularly challenging as parents recognize the
need to set limits; agree and collaborate on discipline;
and define their roles as authority figures for their
children. Some of the potential problems for previ-
ously infertile parents include overprotective parenting;
difficulty with appropriate discipline; and unrealistic
expectations of parenting or the child.[18,40,76,77]
They may become hypervigilant or overindulgent, while
attempts at discipline are half-hearted and inconsistent.
They may manage their feelings of loss and grief about
infertility by holding the child too close or by limit-
ing the child’s attempts at increased self-sufficiency and
self-reliance.

Discipline problems in postinfertility families often
represent two extremes: rigid, strict control of the child
or the inability to set appropriate behavioral limits.
Previously infertile parents may be hesitant to become
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angry with their child out of a mistaken belief that it is
inappropriate; may feel guilty about their angry feelings
at their longed-for child; may fear that negative feelings
will damage their child or the parent–child relationship;
or may misperceive anger as an unacceptable emotion.
Some parents may recognize that their anger is dispro-
portionate to the situation but have little insight into
the factors influencing this response, such as unrealis-
tic expectations of the child; inappropriate behavior in
the child; or disappointment that the child or parenting
is not more emotionally rewarding. These parents often
need assistance in learning how to set appropriate lim-
its and boundaries with their children and recognizing
and managing their feelings.

During the interpretive stage, parents of children born
as a result of third-party reproduction face issues of
disclosure and interpreting the culture of reproductive
technology for their child. Questions of whether the
child has a moral right to know and privacy as a primary
family value must be considered; agreed upon by both
parents; and interpreted for the child. For previously
infertile parents and their children, the interpretation of
reproductive technology (even IVF) or family-building
options (e.g., gamete donation and adoption) may mean
realignment of the family. These families must adapt to
new definitions of kinship and relatedness; normalize
parent–child relationships; and acknowledge the child’s
unique origins and circumstances in the family. Just as
important, families with a history of infertility must rec-
ognize the ways not only in which they are unique and
different but also in which they are much the same as
all families.

Adolescence, or the interdependent stage of parent-
hood, is often a challenging time for both parents and
children. It involves the reconciling of two images: the
parents’ self-image and their image of the child as he
or she is. During this stage, discipline and communi-
cation must adapt to the child’s increased autonomy
and maturity. Reemergence of common psychological
responses to infertility may occur at this time includ-
ing grief, anxiety, depression, feelings of isolation, and
diminished self-esteem as the child challenges the par-
ents’ values, belief systems, and limits. Previously infer-
tile parents may have difficulty allowing or acknowl-
edging their child’s increased independence and may
actively or unconsciously infantilize (prevent appropri-
ate movement toward adulthood) the young person’s
separation by impeding individuation, autonomy, and
independence.

Frequently, parental impediments to a child’s matu-
ration involve the issues of the child’s sexual develop-
ment, sexual behavior, and/or reproductive ability. For
previously infertile parents, their child’s sexual devel-

opment can be a bitter reminder of infertility and
their own reproductive losses. They may respond to
the child’s developing sexuality by avoiding the topic –
failing to prepare the child for menstruation or failing
to provide sex education or birth control information –
perhaps covertly fulfilling their own reproductive hopes
and dreams. Additionally, after infertility, family mean-
ings about sex and reproduction may overemphasize
procreation and ignore the other meanings of sex, such
as commitment, caring, sharing, or play.

Finally, the departure stage is marked by the young
adult’s leaving home either temporarily (e.g., going to
college) or permanently (e.g., marriage). For many pre-
viously infertile parents who devoted extensive time and
money to having child(ren), departure may entail a reex-
amination of these prior decisions: Was it worth it?
What will their own financial stability be in retirement
or old age? What are their obligations or responsibilities
to the child after a certain age? Departure represents an
acknowledgment of the discrepancy between what they
hoped their family/child would be and who their child
has actually become, for better or worse.

Unrealistic expectations place an undue burden on
parents and pressure children to be perfect, grateful,
successful, and emotionally rewarding – an impossible
feat. Danger signs of disturbed parenting after infertility
are overemphasis on excellence or exceptionality in the
child or self as a parent; inability to see the child in real-
istic or objective terms; belief that the child is perfect
and flawless; inappropriate expectations of the parent–
child relationship to meet the parents’ emotional needs;
imposition of the parents’ hopes and dreams onto the
child; splitting of parents; parent-child enmeshment;
parental inability to allow age-appropriate or peer-
appropriate behavior; infantalizing the child; refusal
to allow or train the child in age-appropriate problem-
solving; extreme conflicts with the child regarding sep-
aration and individuation; inadequate or inappropri-
ate discipline; parental rejection; neglect or abuse; and
repeated boundary violations.

Perhaps more than any other topic in infertility coun-
seling, parenting after infertility demands a family ther-
apy approach even if only one family member (e.g., one
parent or the child/young adult) is being seen. A family
with a legacy of infertility and/or reproductive losses has
a unique legacy and with it, its own unique history of
experiences, decisions, losses, and circumstances. Each
person in the family system always has his or her unique
perspective, a tenet that is even more relevant in these
families created under special circumstances, through
often extraordinary special treatment, and with dis-
tinctive consequences and requirements. As such, the
infertiltiy counselor (as well as any other professional)
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working with these families and family members must
be prepared to address the unique legacy of infertility,
addressing problems and psychosocial issues from the
perspective of each family member.

Assessing for Mental Health
and Family Functioning

Worldwide, the estimated incidence risk of postpar-
tum depression in the eighteen months following the
arrival of a child (whether via adoption, birth, and/or
gestational pregnancy) is 10–15%.[80] Furthermore,
the rate of maternal depression is twice as high in
mothers with disabled children via a multiple preg-
nancy conceived via infertility treatment than in moth-
ers of multiples conceived via procreation.[56] Risk
factors for developing post-partum depression and/or
anxiety in the general population are: (1) stressful life
events, (2) poor marital relationship, (3) inadequate
social support, (4) personal and family history of psy-
chopathology, and (5) combined effects of vulnerability
factors and stressful events.[81] When the risk factors
for postpartum depression in the general population
are combined with risk factors related to a history of
infertility; infertility treatment; complex reproduction
and/or adoption; and the transition to parenthood after
infertility, it is clear that previously infertile parents may
be especially vulnerable to developing postparenthood
mental health problems. It is therefore helpful for the
infertility counselor (as well as other caregivers) to edu-
cate postinfertility parents about the signs and symp-
toms of anxiety and depression; symptom levels that
are normal and those that are problematic; and how to
access support and treatment, if needed. These parents
should be encouraged to seek help and not interpret
the development of these problems as a personal flaw
or failure either as an individual or parent. Postparent-
hood depression and anxiety in either parent is painful
and can be a significant mental health crisis for the
individual and the family, robbing the parent(s) of the
joys of parenthood and their child; impairing individual
functioning (e.g., work) and physical health; interfering
with relationships (including marriages); and interrupt-
ing parent–child bonding. Parental depression has the
potential for harming the parent, but it can and does
harm the well-being of the child(ren). As such, patient
education and expeditious interventions are warranted
and made easier by educated patients and caregivers.

Part of the transition to parenthood is the evolution
of the family system from a couple unit to a family with
children. Healthy family adjustment involves maintain-
ing a healthy couple identity while incorporating the
child into the family as a unique and separate individual

who belongs within the family. Helping couples identify
the qualities of a healthy family system can be another
important role for the infertility counselor. In addition,
the infertility counselor is useful in identifying dysfunc-
tional patterns, particularly those related to marriage
and parenting including poor couple communication
and team building; dysfunctional family system pat-
terns (e.g., child-centered, enmeshed, laissez faire, over-
protective, abusive, or neglectful); and/or dysfunctional
parenting behaviors (e.g., abuse, neglect, and bound-
ary violations). By helping couples identify and correct
these patterns and problems early on, infertility coun-
selors facilitate healthy adjustment to parenthood as
well as long-term family health and well-being of all
family members.

Collaborating with Other Caregivers

As addressed earlier, pretreatment counseling can
provide education and support as well as increase
informed patient decision making, particularly with
regard to ARTs by facilitating discussion of risks (e.g.,
multiples); identifying potential mental health (e.g.,
depression screening); and/or relationship problems;
and by encouraging patients to look beyond the goal of
pregnancy to parenthood.[55] By helping patients rec-
ognize that the infertility experience can have a lasting
impact even after parenthood has been achieved, infer-
tility counselors can aid the transition to parenthood.
Specifically, infertility counselors can help infertile cou-
ples make pretreatment reproductive decisions within
the context of the parents they will be and the families
they are creating, rather than from the simplistic stand-
point of pregnancy at any price now.[60,82]

Finally, infertility counselors often collaborate with
other professionals working with parents after infer-
tility, acting as a bridge between infertility and
parenthood, two very different worlds. Infertility coun-
selors often educate pediatricians, pediatric mental
health professionals, family physicians, and family ther-
apists about the legacy of infertility; the implications
of third-party reproduction; and normalizing for these
professionals postinfertility parenting issues and behav-
iors. This is yet another application of the collaborative
reproductive healthcare approach and the role of the
infertility counselor advocated throughout this book.

FUTURE IMPLICATIONS

Today, parenthood after infertility involves a variety
of meanings, challenges, and responsibilities. In the
twenty-first century, how postinfertility families and
children adjust to the unique legacy of infertility and
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assisted reproductive technologies remains to be seen.
Although there appear to be indications of risk fac-
tors and vulnerabilities in postinfertility families, there
is also plenty of evidence that these families adapt
and adjust in a healthy and positive fashion. Infertility
counselors are in an excellent position to prepare post-
infertility families for the challenges of adjustment, as
well as conduct research on these parents, families, and
children.

Previously infertile parents may present soon after
conception or birth, requesting assistance with adjust-
ment to parenthood or at a later point in the child’s or
family’s life – most often at points in the life cycle that
involve separation, individuation, and autonomy. When
problems occur, these parents are most likely to present
for help to school psychologists, social workers at child
mental health centers, family physicians, pediatricians,
pastors, or mental health workers within the legal
system. Unfortunately, these professionals are often
unaware of the family’s history of infertility, reproduc-
tive losses, and use of assisted reproductive technolo-
gies and therefore are often less likely to understand
the child’s unique legacy. Consequently, it is important
to review with infertility patients, when appropriate,
the unique issues of transition to parenthood and fam-
ily adaptation. The role of infertility counselors may
increasingly entail assisting parents, children, and fam-
ilies with the consequences of reproductive choices that
facilitated their longed-for miracle babies but with life-
long ramifications.

SUMMARY

■ Parenthood after infertility is full of joys, chal-
lenges, and, at times, complications due to the cir-
cumstances of the conception/birth.
■ Research indicates that, despite the protracted
nature of infertility treatment, infertile families are
no more vulnerable to psychological disturbance than
noninfertile families. Furthermore, previously infer-
tile couples evidence stronger marital satisfaction;
have more egalitarian relationships; and are more
emotionally expressive than their procreative coun-
terparts.
■ The developmental stages of parenthood, appli-
cable to all couples, are image-making, nurturing,
authority, interpretative, interdependent, and depar-
ture.
■ Previously infertile parents face unique psycho-
logical tasks in their transition to parenthood: giv-
ing up the fantasy child; realistic bonding; accepting
ambivalence; and redefining the meaning of kinship
and family.

■ Special issues include: parents who are older; par-
enting multiples; secondary infertility; solo, homo-
sexual, and/or adoptive parenthood; and/or third-
party reproduction parenthood. Any or all of these
issues may isolate parents who lack a social support
system; may be exhausted physically, emotionally,
and financially; and experience greater social stigma
and shame regarding the means through which they
achieved parenthood.
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27 Assisted Reproductive Technology and the Impact
on Children

DOROTHY A. GREENFELD AND SUSAN CARUSO KLOCK

Children are the living messages we send to a time we will
not see.

– Neil Postman, 1982

The miraculous birth of Louise Brown, the first baby
conceived through in vitro fertilization (IVF), raised
the hopes of infertile couples everywhere. Since her
birth in 1978, more than 100,000 babies worldwide
have been conceived through IVF and other assisted
reproductive technologies (ARTs).[1] Women infertile
as a result of tubal problems were the first patients,
but in a very short time IVF became the treatment
of choice for a host of reproductive disorders in men
and women alike. ART innovations such as oocyte
donation, embryo cryopreservation, gestational surro-
gacy, and intra-cytoplasmic sperm injection (ICSI) have
made parenthood possible to an entirely new cohort
of patients, such as women without ovarian function,
women without a uterus, and men who are quadriplegic
or otherwise unable to ejaculate. These innovations
have, in turn, introduced and redefined the family in
a new way.

Infertility treatment centers throughout the world ini-
tially focused on the infertile couple with little regard
to the possible long-term impact of treatment on the
children they were helping to create. Historically, the
goal of treatment was pregnancy and the focus was on
the medical and psychological aspects of the treatment
itself. Mental health practitioners working in the field
focused on the ‘roller coaster’ of euphoria and dyspho-
ria associated with infertility and its treatment, particu-
larly on the emotional impact of treatment failure.[2–4]
As the technology has advanced with increasing num-
bers of children resulting from these complex repro-
ductive technologies, greater attention has been given
to the overall medical and psychological well-being of
the families that were created. Integral to the current
information available about children born as a result of
ART, is the question of what children themselves know
and understand about the process of their conception
and/or birth via ARTs.

The impact of ART on children so conceived is the
focus of this chapter. The chapter includes:

■ a history of the scientific innovations that have led to
complex ART family possibilities;
■ an examination of medical and psychological
research on how ART families are faring, in particular
the children;
■ the significance of disclosure to ART offspring about
their conception and birth;
■ a discussion of therapeutic interventions to assist par-
ents raising children conceived through ART.

HISTORICAL OVERVIEW

The birth of Louise Brown, while certainly a milestone,
which meant that “reproductive medicine would never
be the same,”[5] was achieved after years, indeed cen-
turies, of scientific research. Much of the research then,
as it is now, was accomplished with animals. For exam-
ple, Lazzaro Spallazani in 1779 achieved the first arti-
ficial insemination using frog semen that he had col-
lected and mixed with unfertilized frog oocytes. He
repeated the process in 1782 by successfully artificially
inseminating a cocker spaniel.[6] John Hunter, a Scot-
tish physician, achieved the first human pregnancy as
a result of artificial insemination in 1870. He directed
a man infertile as a result of hypospadia to collect
semen in a ‘warm cup’ and inject it into his wife’s
vagina using a syringe.[7] In 1891, the first mammalian
embryo transfer was accomplished by Walter Heape,
who demonstrated that fertilized ova could be flushed
from a rabbit’s fallopian tubes and transferred to a sur-
rogate mother.[7] After mating two angora rabbits, he
transferred the embryos to a Belgian hare. Thus, the
Belgian hare “represents the first mammal ever to have
given birth to offspring not genetically her own.”[8]

477
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Patrick Steptoe and Robert Edwards, the so-called
‘fathers of IVF,’ began their collaboration in 1968 in
England. Edwards, a biologist, and Steptoe, a gynecol-
ogist, had each been influenced early in their careers
by the emotional devastation of infertility among their
patients. Early in his career, Edwards artificially insem-
inated mice and studied mouse embryos, which ulti-
mately led him to work on the maturation of human
embryos in vitro. Steptoe perfected the use of the
laparoscope. The two began their collaboration late in
their careers and achieved the first IVF pregnancy some
ten years later.[9]

Animal research resulted in the successful freezing
and thawing of mouse embryos in 1971.[10] The first
baby born as a result of cryopreserved human embryos
was Zoe Leyland in Australia in 1984.[11] Prior to that
achievement, clinics either transferred all the embryos
to their patients’ uteri or discarded them. While the
advantages of embryo cryopreservation are many, the
process has ultimately led to problems of embryo dis-
position, with tanks around the world full of ‘abandoned
embryos.’[12] The abandoned embryo phenomena has
led to a maelstrom of ethical and social policy discus-
sions as well as a burgeoning industry in the United
States of ‘embryo adoption’ agencies.

In Australia in 1983 a twenty-nine-year-old woman
going through IVF donated one of her oocytes to a
twenty-five-year-old woman with premature ovarian
failure, thus resulting in the first birth through oocyte
donation.[13] While the treatment was initially devel-
oped and used for women with missing or surgically
removed ovaries or without ovarian function, in a short
time oocyte donation became a treatment for women
with recurring pregnancy loss, genetic disorders, and
even advanced maternal age.[14] Although surrogacy
has been occurring since biblical times, the first doc-
umented case of contractual surrogacy in the United
States in 1976 involved the use of artificial insemina-
tion of a traditional surrogate by the intended father.[15]
In 1985, the first baby born as a result of IVF and
embryo transfer to a gestational surrogate was reported
in California.[1] Currently, surrogacy and oocyte dona-
tion have become common and have facilitated many
uniquely constructed families. For example, gay male
couples may now start a family through the use of
oocyte donation and surrogacy using the sperm of one
of the male partners. Lesbian couples may choose to
have a baby with one partner donating oocytes to the
other so that one woman is the genetic mother of the
child, while the other woman is the birth mother.

Assisted reproductive technologies, that began
twenty-five years ago as a way to help infertile couples
realize their dream of having a child, have been used

to create families through a wide array of applications
of these medical technologies. There are today tens of
thousands of children in families worldwide conceived
and born as a result of these technologies. These chil-
dren, and their families, are now being systematically
investigated in terms of their physical health and emo-
tional well-being.

REVIEW OF THE LITERATURE

Studies of Physical Well-Being

Studies of the physical health of ART (IVF, GIFT, ICSI)
children have primarily come from Europe, where ART
and birth registries are established and accessible. One
of the first studies assessing the health of IVF children
was from the United Kingdom.[16] In the early 1980s,
shortly after IVF became an effective treatment for
infertility, the Medical Research Council in the United
Kingdom set up a Working Party on children con-
ceived by IVF. This group developed a voluntary reg-
istry of births from IVF beginning in 1983 from all clin-
ics licensed under the Voluntary Licensing Authority
(the precursor to the Human Fertilization and Embryo
Authority; HFEA). In this study, the authors assessed
preterm deliveries, low birth weight, multiple gesta-
tions, and birth defects from 1978–1987. The IVF data
were compared to national statistics and adjusted for
maternal age and multiplicity of gestation. The aver-
age age of the mothers and fathers was thirty-four and
thirty-six years, respectively. Nineteen percent of the
deliveries were twins, and 4% were triplets or higher
order pregnancies. Twenty-four percent of the deliv-
eries were preterm compared to 6% in the national
average. Thirty-two percent of the babies were of low
birth weight (LBW) compared to 7% in the national
average. When multiples were excluded, the IVF sin-
gletons had a 12% rate of LBW, which was still higher
than the national average. The rate of stillbirths and
neonatal death was about twice the national average for
IVF babies: 11.7 per 1,000 for singletons and 39.7 per
1,000 for twins. The rate of congenital malformations
among the IVF children was 2.9%, which was in keep-
ing with the national average. The authors speculated
that the high rates of preterm births and LBW were due
to maternal factors or infertility-related problems. The
higher rate of perinatal mortality was seen to be due
to the higher rate of multiple pregnancy. The authors
were cautious in their conclusions related to the con-
genital malformation rates because of the lack of statis-
tical power due to small sample size. They acknowl-
edged that a sample of at least 10,000 children was
necessary to adequately determine if there is a higher
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rate of congenital abnormality among IVF children
because the base rate for congenital abnormalities is so
low.

A similar French study reported the results of 7,024
clinical pregnancies from IVF resulting in 5,371 births
(24% miscarriage rate) from 1986–1990.[17] These data
were collected from the voluntary French birth reg-
istry managed by the French National Institute for
Health and Medical Research (INSERM). In this sam-
ple, 34% of infants were from twin pregnancies and
10% were from triplet pregnancies compared with a
multiple pregnancy rate of 2.3% in naturally conceived
pregnancies in the French general population. Twenty-
nine percent of all the infants were premature: 9% of
singletons; 43% of twins, and 90% of triplets. The pre-
maturity rates for IVF singletons were double that of
naturally conceived singletons. The perinatal mortal-
ity rate was 27 per 1,000 and was significantly higher
for multiple pregnancies. In terms of congenital mal-
formations, 2.8% of all children were born with one or
more major or minor malformations. When terminated
pregnancies were included, the rate of malformations
rose to 3.3%. However, the rate of malformations was
not higher than that in the general population. A lim-
itation of the study was that the data were not inclu-
sive because participation in the registry was voluntary.
The registry data for obstetric outcome and child health
represented only 55% of all pregnancies because most
ART centers did not continue to care for the patient
through pregnancy to delivery. Despite these shortcom-
ings, the authors concluded that prematurity, morbid-
ity, and perinatal mortality are more frequent in ART
than natural conception and that multiple pregnancy is
not the only explanation for this finding.

In 1999, Bergh and colleagues reported on the
health of children born after IVF in Sweden from
1982–1995.[18] A strength of this study was that the
researchers compared the health of 5,856 IVF babies
with over 1.5 million naturally conceived babies in
the general population. IVF mothers were significantly
older, were less likely to smoke, and had lower parity
than mothers in the general population. Twenty-seven
percent of deliveries were multiple births (23.9% twins,
2.8% triplets, and 0.2% quadruplets). Of the 3,305 sin-
gletons from IVF, 11.2% were born before thirty-seven
weeks gestational age compared with 5.4% in the gen-
eral population. 2.6% of the IVF babies weighed less
than 1,500g at birth (very low birth weight; VLBW)
and 9% weighed less than 2,500g (LBW). This was a
fourfold increase in these events compared to the data
from the naturally conceived babies. Perinatal mortal-
ity (8.2/1,000) was slightly higher in the IVF group.
In terms of congenital malformation, 316 of the 5,856

IVF infants were identified with a malformation (5.4%)
according to ICD–9 classification. The comparable fig-
ure for the naturally conceived babies was 3.9%. The
authors then excluded babies with ‘minor’ malforma-
tions, at which point the rates more closely approxi-
mated that of the general population. The strengths of
this study are that it included the entire population of
IVF babies in Sweden for a thirteen-year period. It had
a control group and had high birth follow-up data. The
authors attributed the increased risk of medical com-
plications at delivery and birth defects to the five-year
average age difference in IVF mothers, their lower par-
ity, and the 27% rate of multiple pregnancy in the IVF
group. They acknowledged, however, that the IVF sin-
gletons were at a higher rate of prematurity (11.2%)
than their naturally conceived counterparts. In a related
study by Wennerholm et al. using the same birth registry
information, the authors found a rate of 7.9% of con-
genital malformations in 1,139 infants conceived with
ICSI/IVF,[19] again a rate higher than the general
population.

Similar studies on IVF and ICSI children’s
health have been reported from Denmark,[20] The
Netherlands,[21,22] Finland,[23] and Belgium[24]
(see Table 27.1). All of these studies were able to
track large numbers of IVF and naturally conceived
children through the use of birth registries in their
country. In general, IVF pregnancies had 25% and 30%
multiple pregnancy rates. When compared to naturally
conceived controls, IVF infants tended to weigh less
and be delivered earlier, but this effect disappeared
when a control group was matched to the IVF group on
maternal age, parity, and plurality of pregnancy. How-
ever, in one study using only singleton pregnancies,
a significantly lower overall birth weight was found
for IVF infants compared to infants from matched
control mothers.[25] The rates of perinatal death
were between 17 and 22 per 1,000 births, although
differences in definition across studies make it difficult
to compare these rates.[18,21] The rates of congenital
abnormality among IVF births among these European
studies ranged from 2.3% to 6.6% depending on the
classification system used, the percentage of entire
sample assessed, and length of follow-up. Due to
the low base rates of congenital abnormalities in the
general population, very large samples are needed
to have enough statistical power to determine if IVF
children have a statistically significant higher rate of
congenital abnormalities. Pooling data from several
countries registries may be needed to meaningfully
answer this question.

In a highly publicized study, Hansen and colleagues
investigated the incidence of birth defects after ICSI
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TABLE 27.1. Summary of studies of infant outcome

Perinatal Death

Study % Twins % Triplets % LBW % Preterm

Congenital
Abnormalities
(per 1,000)

MRC, 1988 11.7 19 4 32 24 2.9%
n = 1,388
FIVNAT, 1995 27 34 10 – 29 2.8%
n = 5,371
Bergh et al., 1999 8.2 24 2.8 9∗ 11∗ 5.4%
n = 5,856
Wennerholm et al., 2000 17 <1 – – 7.9%
n = 1,139
Westergaard et al., 1999

21.8
24.3 1.8 23 24 4.8%

n = 2,245 7∗ 7∗

Koudstaal et al., 2000 17 – – – – 2.3%
n = 307 singletons only
Anthony et al., 2002 – – – – 3.2%
n = 422
Koivurova et al., 2002 – – – – 6.6%
n = 304
Bonduelle et al., 2002 23.3 42 4.0 26.5 29.3 4.6%
n = 2,955 7.8∗ 9.0∗

SART/ASRM, 2002 32 4.7 – – –
n = 16,175
Schieve et al., 2002 43 12 13.2∗

n = 42,463
Hansen et al., 2002 37 (all 22 32 9.0%
n = 837 multiples)

∗ singletons only

and IVF in a sample of Australian infants.[26] Using
data from three birth registries, the researchers evalu-
ated the rate of birth defects in infants born via ART
from 1993 to 1997. In Australia, the Human Reproduc-
tive Technology Act of 1991 established the Reproduc-
tive Technology Register, which has recorded all births
from ART since 1993. The researchers compared births
from the ART registry to those in the general birth reg-
istry and cross-referenced it with data from the Western
Australia Birth Defects Registry. Birth defects were clas-
sified using the ICD–9 classification system and were
later defined as ‘major’ or ‘minor’ according to CDC
(U.S. Centers for Disease Control) definition. The preva-
lence of major birth defects for IVF, ICSI, and naturally
conceived infants up to one year in age were calcu-
lated. Odds ratios of the relative risk for each group
were calculated. Maternal age, parity, and infant sex
were also used to calculate relative risk. The sample
included 301 infants conceived with ICSI, 837 with IVF,

and 4,000 who were naturally conceived. Mothers of
the ART infants were older, less likely to have a pre-
vious child, and more likely to be white and married.
ART infants were more likely to be born via Cesarean
section, preterm birth, and low birth weight. The rates
of birth defects for the groups were as follows: 8.6%
ICSI (n = 26); 9.0% IVF (n = 75); and 4.2% naturally
conceived (n =168). There were no significant differ-
ences in rates of birth defects across clinics. The results
were similar and remained significant when only sin-
gletons were considered, when analyses were restricted
to only singletons born at term, and when analyses were
adjusted for maternal age and parity. In this study, two-
thirds of the birth defects were diagnosed in the first
week of life, and more than 90% were diagnosed by six
months of age. When pregnancies that were terminated
because of fetal abnormalities were included, the rates
of major birth defects increased to 8.6% in the ICSI
group, 9.4% in the IVF group, and 4.5% in the naturally
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conceived group. The authors postulated that possible
causes for these findings were the advanced mater-
nal age of ART mothers, the underlying cause of the
infertility, the medications used during ovulation induc-
tion or to maintain the pregnancy, and factors associ-
ated with the procedures themselves such as freezing
and thawing of embryos or delayed fertilization of the
oocyte.

The data in the United States regarding the health
of IVF/ICSI children are limited. The national ASRM/
SART registry tracks procedure- and pregnancy-related
ART data but it does not include data on infants’ health.
In a recent summary describing the data from the
United States in 2000, there were 99,989 IVF cycles ini-
tiated and 73,406 transfers among 383 reporting pro-
grams. There was a delivery rate of 29.9% per retrieval
and a 16.7% pregnancy loss rate. Sixty-four percent
of the deliveries were singletons, 31% were twins, 4%
were triplets, and 0.2% were higher order multiples.[27]
The absence of an ART birth registry is a major draw-
back with the U.S. infertility treatment industry.

A recent study used the SART/CDC data from 1996–
1997 to look at LBW and VLBW among ART infants.[25]
The authors analyzed the birth weights of the 42,463
infants (excluding stillbirths) born as a result of ART.
Infants were classified on the basis of maternal age, par-
ity, plurality of pregnancy, and type of procedure (fresh
versus frozen embryo transfer). The data from the ART
infants were compared to the expected numbers from
the birth data in the United States in 1997 matched for
maternal age. In this study, 43% of the ART infants, were
singletons, 43% were twins, 12% were triplets, and 1%
were quadruplets. The percent of LBW (2,500 g or less)
was 13.2% among singletons to 100% from quadruplets.
The rate of VLBW (1,500 g or less) for singletons was
2.6% and up to 66.9% for quadruplets. The authors con-
cluded that the use of the ARTs accounts for a dispro-
portionate number of LBW and VLBW infants in the
United States, in part because of the increased rates
of multiple gestations but also, in part, due to use of
assisted reproductive technology; the rates of LBW and
VLBW were seen in singletons as well.

Very few studies have assessed infant health when the
infant was born via previously cryopreserved embryos.
Two such studies from England have been published.
Wada et al.[28] found that mean gestational age and
birth weight were not significantly different in infants
born from fresh versus cryopreserved embryos. There
were no differences in perinatal mortality rates and a
lower incidence of major congenital abnormalities in
the cryopreserved group. Sutcliffe and colleagues[29]
reported on the health of ninety-one cryopreserved
embryo children and a group of naturally conceived

children. They found the cryopreserved embryo group
children had significantly lower birth weight and pre-
maturity than the naturally conceived children. There
were no significant differences between groups in the
rates of minor and major congenital abnormalities.
Among the cryopreserved embryo group, the major con-
genital abnormalities that were noted were one child
with Down’s syndrome, one with Beckwith-Wiedemann
syndrome (BWS), and one with hypophosphatemic
rickets.

Finally, DeBaun and associates have reported the first
evidence that ART is associated with large offspring
syndrome in humans.[30] In this study, the authors
monitored the birth defect registry for BWS. BWS is
a congenital disorder that involves the overgrowth of
several organs and a high incidence of neoplasia. The
primary features are macrosomia, macroglossia, mid-
line abdominal wall defects, and a predisposition for
cancer. It has recently been determined that it is caused
by epigenetic, as opposed to genetic, changes, which
the authors described as “stable alterations in DNA
as opposed to changes in the DNA sequence itself.”
The sites of the alterations for BWS are in the loss
of imprinting in the H19 and LIT1 gene. The loss of
imprinting can change the methylation of the gene that
in turn changes the growth instructions in the devel-
oping embryo. The authors established a BWS registry
in 1994 and found that seven children with BWS were
born after IVF. The prevalence of ART was 4.6% among
BWS patients but in the United States, ART accounts
for only 0.76% of all live births, leading the authors to
conclude that ART infants are overrepresented in the
BWS registry and that there is a sixfold increase in
BWS in children born after ART. Genomic DNA sam-
ples were collected from six of the seven children with
BWS born after IVF. Five of the six children had abnor-
mal imprinting of the LIT1 with hypomethylation. One
child showed abnormal imprinting at the H19 site. The
authors concluded that the relatively high rate of ART
conception among BWS children demonstrates a rela-
tionship between the two. The biological data from
these children support the occurrence of imprinting
changes and altered methylation of the gene known to
be associated with BWS.

A series of articles discussing the possible explana-
tions to altered genetic expression among embryos cre-
ated in vitro was published recently. Khosla and col-
leagues[31] reviewed the literature on culture media
on embryonic development, particularly in reference to
gene expression and phenotype. DeRyke and associates
reviewed the data related to epigenetic risks related
to embryos and offspring from IVF.[32] The epige-
netic modifications they discuss are methylation and
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imprinting. Thompson and colleagues extended these
discussions and suggested that the epigenetic modifica-
tions seen in in vitro-produced embryos may be more
subtle than originally thought and that cellular stress
induced by in vitro procedures may alter embryonic
gene expression and contribute to phenotypic abnor-
malities after ART.[33]

These recent articles are thought-provoking and
highly complex. They are based in some part on data
from the animal literature where various pregnancy and
offspring abnormalities have been observed at higher
rates than in humans. The general findings in the
human literature on birth defects and malformations
after ART (except for those of Hansen et al.) continue
to show rates of births defects among ART infants sim-
ilar to or only slightly higher than naturally conceived
infants. The exception to this is Hansen et al.’s data,
in which maternal age, parity, multiplicity, and birth
weight were controlled for and rates of birth defects
were still roughly twice as high among ART offspring.

Sutcliffe [34, p. 29] provides important commentary
regarding the interpretation of the data from outcome
studies of ART children. He points out that the following
methodological difficulties in the studies may limit their
validity:

(1) matching criteria for the study and control groups
need to be rigorous to limit factors that may also
be affecting the outcome variable of interest, for
example, socioeconomic status as it may affect
intellectual development;

(2) follow-up rates need to be at least 80% of the sam-
ple of interest to provide reasonable confidence in
the generalizability of the findings;

(3) statistical power calculations should be com-
pleted in studies using standardized measures to
ensure that the sample is large enough to answer
the question at hand;

(4) longer follow-up of children is needed to deter-
mine if a congenital abnormality is present;

(5) consistent definitions of congenital malforma-
tions across studies are needed to aid compar-
isons.

With all infant outcome studies, it should be kept in
mind that large numbers of infants need to be studied
because the base rate of birth defects remains low. It is
unclear if the information from these studies warrants
a change in our preconception counseling of patients
regarding the risks of birth defects after ART. How-
ever, in light of these ART data, the establishment of
an ART birth registry in the United States, the interna-
tional pooling of data, and international collaboration

research is warranted to accurately document and
assess facts about ART children’s health and to enable
future research with large enough numbers to generate
reliable and valid results.

Studies of Psychosocial Health

In addition to physical health, the psychological health
and development of ART children has been of inter-
est. Two studies in the mid-1980s assessed the devel-
opment of IVF infants between twelve and thirty-seven
months and found no evidence of abnormal develop-
ment.[35,36] Since 2000, there have been several stud-
ies of pregnancy and early infancy comparing IVF ver-
sus naturally conceived infants.[37–41] Most of these
studies have used small samples and self-report mea-
sures of infant temperament, but they provide the first
available data on the psychosocial development of ART
children.

A study from Greece looked at the impact of fertility
treatment and IVF on communication between moth-
ers and their infants. Researchers videotaped infants
at four, seven, thirteen, and twenty-one weeks of age
and their mothers from two groups: naturally conceived
infants conceived through fertility treatment other than
IVF, and IVF-conceived infants. Results showed that
infants from fertility treatment and IVF were devel-
oping no differently than naturally conceived infants,
but their mothers seemed to be more attentive and the
babies seemed to be more playful. The authors felt that
differences were related to the success of the treatment
after infertility and not to stressors associated with
IVF.[37]

A study of IVF children in Australia compared the
development, behavior, and temperament of sixty-five
IVF singletons with a matched group of sixty-three nat-
urally conceived controls at one year of age. A method-
ological strength of this study was the administration
of the Bayley Scales of Infant Development instead
of reliance on self-report data about the infant from
the parent. The investigators also used measures of
receptive and expressive language, social development,
and maternal assessment of behavioral problems. The
results indicated that there were no significant dif-
ferences between the IVF and control infants on any
measures except the receptive language measure, in
which IVF infants scored lower but still within the nor-
mal range. Additionally, a significantly higher percent-
age of IVF mothers rated their one-year-old as ‘behav-
iorally difficult’ than control mothers, 35% versus 16%,
respectively. The authors concluded that the differences
in maternal perception of infant behavior may be an
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extension of the IVF mothers’ lower level of self-efficacy
in caring for their infants at four months postpartum
than was found by their colleagues in an earlier part of
this study.[38,39]

A group from The Netherlands studied twenty-seven
IVF families and twenty-three matched families with
naturally conceived children at nine years of age.
Parenting behavior, parenting stress, and the child’s
psychological development were assessed by parent
questionnaires, and teachers’ behavioral ratings were
obtained for the majority of children. Parents were also
asked if they had informed their child of their IVF ori-
gin. Results indicated that parenting behavior and par-
enting stress scores did not differ between groups. All
the child behavior measures were within the normal
range for both groups. Twenty-six percent of the IVF
parents had informed their child about their IVF origin,
59% said they intended to tell, and 11% did not know
if they would tell, while one couple was certain they
would not tell. Parents who had informed their child
had done so between the ages of four and eight years.
Parenthetically, children who were informed had signif-
icantly higher problem behavior scores as reported by
their mother and father compared to IVF children who
had not been informed. The scores were still within the
normal range and are based on small numbers of chil-
dren and parents. The authors concluded that in general
there are very few behavioral and psychological differ-
ences between IVF and naturally conceived children at
nine years of age.[42]

Hahn and DiPietro[43] reported the results of a study
of IVF and matched control families from Taiwan whose
children were between the ages of three and seven. In
this study, the researchers found that parents of IVF
children were more similar than dissimilar to parents of
naturally conceived children. There were some specific
differences found, with IVF mothers reporting more
feelings of protectiveness toward their children and
greater separation anxiety as their child grew older. IVF
mothers with one child reported less parenting stress
than their control group counterparts and with other
mothers with more than one child.

The aforementioned studies demonstrated that the
psychosocial development of IVF children is generally
good. There may be specific differences in parenting
related to a past infertility history, but these differences
do not appear to be significant over the long term.
Another aspect of the impact of ART on child devel-
opment is third-party reproduction that has generated
ongoing research and discussion, particularly regarding
issues of privacy and disclosure attitudes among donor
gamete families.

Studies Addressing the Issue of Disclosure

Golombok and colleagues reported the outcome of a
European study of IVF, DI, adopted, and naturally con-
ceived children in the United Kingdom, Italy, Spain and
The Netherlands.[44,45] In this longitudinal study, the
researchers followed 116 IVF families, 111 DI fami-
lies, 115 adoptive families, and 120 families with natu-
rally conceived children for twelve years. Children with
birth defects or who were from a multiple pregnancy
were excluded. The researchers assessed parental mar-
ital adjustment and individual anxiety and depressive
symptomatology in the parents. Interview data ascer-
tained the quality of parenting and observational rat-
ings of the mother–child interaction in the home. The
Parenting Stress Index (PSI) was also administered. In
addition, the child’s mother and teacher assessed chil-
dren’s emotions, behavior, and relationships. Results
indicated lower anxiety and depression levels in moth-
ers of assisted reproduction children compared with
mothers of naturally conceived children. ART mothers
also provided significantly higher levels of warmth and
emotional involvement to their children than the nat-
urally conceiving mothers. The ART group and adop-
tion groups were similar on these two dimensions of
parenting. No significant differences were found in the
children’s behavior or emotional problems or with the
children’s feelings toward their mother or father. None
of the DI children in this study had been told about
their origin. Seventy-five percent of DI parents stated
that they were definitely not going to tell their child
about the circumstances of his or her conception, 13%
were undecided, and 12% planned to tell. Still, more
than half (56%) had told friends or family about the
circumstances of their child’s conception.

In the second phase of this study, 102 IVF, 94 DI,
102 adoptive, and 102 families with naturally conceived
children were assessed from the original sample.[45]
Measures of parental depression, anxiety, and parental
stress were included as well as interviews with both
parents and the child to ascertain relationship quality.
Children’s behavior was assessed by parent and teacher
rating scales. Results indicated no differences in gen-
eral measures of parental depression, anxiety, or mar-
ital satisfaction. Some specific differences were noted,
with ART mothers reporting greater enjoyment of moth-
erhood and greater emotional involvement with their
children than naturally conceiving mothers. ART moth-
ers were also more likely to be rated as overconcerned
or overprotective of their child. ART fathers were rated
as displaying more warmth toward their child than the
natural conception or adoptive fathers.
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An additional finding by these researchers was that
only 8.6% of the parents in the sample had told their
child that he or she had been conceived by DI. Ten
percent planned to tell in the future, 12% were unde-
cided, and 70% had decided against it. Half of the
IVF parents and 95% of the adoptive parents had told
their children about the circumstances of their origin.
The most common reason given for not telling was to
protect the child, which involved concern about the
impact of telling on family relationships, particularly
the child’s relationship to the father. Two-thirds of cou-
ples believed there was no need to tell the child. No dif-
ferences were found between the IVF and DI families
on any of the variables related to parenting or psycho-
logical adjustment of the child. The researchers spec-
ulated that the absence of a genetic link between the
father and the child did not interfere with the develop-
ment of a positive relationship between them. DI fathers
were as warm and involved with their children as IVF
fathers. Potential biases in the study were that inter-
viewers could not be blind to the type of family they
were interviewing. The study also included only healthy,
singleton children, and therefore outcomes of ART fam-
ilies with multiples or children who have special needs
cannot be assumed to be the same.

In a recent study, Golombok and colleagues[46] stud-
ied forty-eight families with a child conceived with
oocyte donation, forty-six with a child via donor insem-
ination, and sixty-eight families with a naturally con-
ceived child. At the time the child was one year old,
the intention to tell was assessed: 46% of donor insem-
ination families and 56% of oocyte donation parents
intended to tell their child. When the child was two
years of age, the investigators interviewed and admin-
istered self-report questionnaires to the parents and
children. The investigators found that gamete donation
mothers viewed their children as more vulnerable than
natural conception mothers. No other differences were
noted on the questionnaire measures. From the inter-
view data, the investigators found that gamete donation
mothers reported higher levels of joy and pleasure from
parenting. For the oocyte donation mothers, no differ-
ences in parental variables were found between the 27%
of the women who used a known donor compared to the
73% who used an anonymous donor. It was also noted
that mothers of donor insemination children had higher
levels of overprotectiveness than oocyte donation moth-
ers. No such differences were noted among fathers. In
terms of the children’s development, no differences on
developmental measures were noted between groups.
Comparisons were then made to determine if there was
any difference in child outcomes based on intention to
tell the child of their gamete donation origin, and no

differences were found. In the discussion, Golombok
and colleagues noted that the nature and quality
of fathers’ relationships with their donor sperm and
donor oocyte children were no different. Based on this
research, previously noted concerns regarding hostility
or distance in donor sperm fathers may be less salient
than previously thought.

In another English study, Lycett and colleagues[47]
in a similar study investigated the impact of disclo-
sure and privacy on the development of forty-six donor
insemination offspring between the ages of four and
eight years of age. Twenty-eight (60%) families did not
plan to disclose (nondisclosers); eighteen (40%) had
or planned to disclose to the child donor origin (dis-
closers). At the time of the study, 15% of the mar-
riages had separated or divorced (no difference between
disclosers and nondisclosers). In terms of the parent–
child relationship, nondisclosing mothers reported that
the child was more of a ‘strain’ than disclosing moth-
ers and disclosing mothers reported fewer and less
severe arguments than nondisclosing mothers. There
were no differences for fathers between disclosers and
nondisclosers on parent–child variables. Interestingly,
the researchers point out that the hypothesized diffi-
culties in father–child relationships in donor insemi-
nation families were not found in this study. Instead,
difficulties, when they were found, were in the mother–
child interactions, indicating that nondisclosure may
have a greater impact on mothers than fathers. This
is similar to the earlier observations that male infertil-
ity and donor insemination treatment has a significant
impact on the female partners of the male infertility
patient.[48] In addition, the researchers reiterated that
disclosure did not necessarily produce more positive
family functioning because both groups scored in the
normal range on assessment measures.

Researchers in the United States studied mothers
and fathers of oocyte donation offspring who had used
anonymous and known donors. Parents from five cen-
ters across the country were queried about the amount
of information they had about the donor, their relation-
ship (if any) to the donor, and their disclosure deci-
sions. The authors found no differences in plans to
inform the child based on the use of a known or anony-
mous donor. Eighty percent of both groups had told
others about using a donor to conceive, but two-thirds
reported that they would tell no one if they had it to do
over again. Regarding telling the child, there were no
significant differences between couples using a known
or anonymous donor: Approximately 10% had told the
child, 49% planned to tell, 31% did not plan to tell, and
10% were unsure. For men, the amount of informa-
tion known about the donor was significantly related
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to intention to tell the child, with men who knew more
about the donor being more likely to tell the child. This
relationship between disclosure to the child and infor-
mation known about the donor was not found for the
recipient mothers.[49,50]

In a unique scenario in which donor offspring from
a California sperm bank could obtain identifying infor-
mation about their donor (an ‘identity-release’ donor)
upon reaching age eighteen, Scheib, Riordan, and
Rubin[51] reported on the disclosure status of twenty-
nine adolescents between the ages of twelve and sev-
enteen who had been conceived using identity release
donors. Forty-one percent of the youths were in lesbian
couple families, 38% in single-woman families, and 21%
heterosexual couple families. These adolescents were
told of their donor sperm origin at a median age of
seven years. Most reported feeling neutral or positive
about their donor origin and felt that it was, ‘a fact
taken for granted’ in their development and that they
felt ‘very loved and wanted by their family.’ When asked
about feelings about their donor, almost half (48%)
reported feeling ‘somewhat to very positive’ about the
donor, 86% reported ‘curiosity’ about the donor, and
51% reported being ‘appreciative.’ When asked what
information they would like about the donor, the fol-
lowing were identified: a photograph (96%), current
circumstances (89%), feelings about being contacted
(79%), donor’s health (69%), and family history (65%).
In terms of seeking the donor’s identity, 86% reported
that they were ‘moderate’ to ‘likely’ to request iden-
tity release, with youths from single-women households
more interested than lesbian households. Almost two-
thirds of youths thought they would want a relationship
with the donor.

These findings highlight the psychological complex-
ity of disclosure among gamete donation families and
provide the best estimate of actual parent disclosure
behavior. However, the research findings may be biased
due to low participation rates (particularly among those
less likely to disclose, thus possibly overestimating the
percentage of disclosers) and assessment of intention
rather than actual disclosure. But given these limita-
tions, there is a growing trend toward more openness
in gamete donation families and it appears likely that
at least half of sperm and oocyte donation parents are
telling others and telling the child about their donor
gamete origin.

An International Perspective on Disclosure

While studies of the health and psychological well-being
of ART children cross international borders and apply
to all children conceived via assisted technologies, stud-

ies of disclosure may indeed be influenced by differ-
ences between countries and cultures, given that laws
and customs very greatly among nations. However, a
trend toward openness appears to be worldwide and
is increasingly evident in international policies regard-
ing disclosure regarding circumstances of conception
and birth to offspring. For example, Australia, Austria,
Canada, Germany, The Netherlands, New Zealand,
Sweden, and Switzerland have moved toward providing
offspring with access to identifying information about
their donor.[52,53] Interestingly, Sweden was the first
to enact legislation that ends donor anonymity when
the child reaches a certain age, and Austria enacted the
same laws shortly thereafter, in 1992. However, in both
cases these laws apply only to sperm donors because
neither country allows oocyte donation. In Iceland,
the choice between anonymity and disclosure is made
by the donors themselves. If the donor chooses to be
anonymous, no identifying information is provided to
recipients or offspring. If the donor chooses to be iden-
tified, the clinic maintains a file on the donor that may
be reviewed by the (adult) offspring.

In the United Kingdom, the Human Fertilization and
Embryology Authority (HFEA) was established in 1990.
As part of its larger regulatory role, the HFEA maintains
a confidential record of all gamete donors and all recip-
ients of gamete donation. Although the identity of the
gamete donor is not revealed to the recipients or their
offspring, the identity is known to the authorities and
is maintained to trace the donor and prevent further
donation if the offspring are found to have a hereditary
disorder and to prevent marriage between the offspring
of the same donor.[54] Furthermore, HFEA mandates
counseling be offered for all infertility patients, includ-
ing those using donor gametes. In 2005, the HFEA
changed the law ensuring donor anonymity providing
offspring with the possibility of obtaining their donor’s
identity.

In the United States, there is no single consistent
policy regarding choices between anonymity and open-
ness. Some clinics require the use of anonymous donors
only, whereas others are open to choices of known
donors, intrafamilial donors, or donors recruited by
agencies. The Ethics Committee of the ASRM released
a statement in 2004 recommending “while ultimately
the choice of recipient parents, disclosure to offspring
of the use of donor gametes is encouraged.” The com-
mittee also suggested that programs and sperm banks
keep careful records with the anticipation that offspring
would one day contact them for more information.[55]
The ASRM Practice Guidelines suggest that all partici-
pants in third-party reproduction be counseled prior to
treatment.



P1: JZP
052185363Xc27 CUFX030/Covington 0 521 85363 X September 5, 2006 6:57

486 DOROTHY A. GREENFELD AND SUSAN CARUSO KLOCK

THEORETICAL FRAMEWORK

There are several theoretical frameworks regarding
child development and family functioning that can
frame ART child development issues. From an object
relations perspective, Ainsworth[56,57] and Bowlby
[58,59] have written extensively about the importance
of the child’s attachment and relationship to the mother
as it relates to child development. This concept has
also been extended by Lamb and others[60–62] to
include the importance of the child’s relationship with
the father. From this perspective, the quality of the
parent–child relationship is believed to affect the child’s
interactions with others and how the child reacts in
novel or challenging situations. To the extent that the
experience of infertility alters the ability of the par-
ents to form appropriate relationships with their chil-
dren (i.e., increasing the likelihood of overprotective-
ness or detachment), attachment theory would predict
that the children of previously infertile parents would
be at greater risk for developmental difficulty.[63] Thus
far, there has been little research supporting this view.
In terms of donor offspring, attachment theory would
predict that the more secure the relationship to the par-
ents, the better the donor sperm or donor oocyte child
would respond to the disclosure of their gamete dona-
tion origin. This supposition would be based on the pri-
mary importance of the relational aspects of parent-
ing as opposed to the genetic component of parenting.
Two studies that have investigated this supposition have
found mixed results.[47,64]

Another important theoretical perspective to be con-
sidered when working with ART families is the family
systems approach.[65–67] Within this model, the family
is viewed as a system that is made up of different com-
ponents but is connected and interdependent and that
each part is related to the other in a stable manner over
time. The family is made up of a series of triangular rela-
tionships, for example, mother, father, and child, that
are the foundation of the family. When there is disequi-
librium between two people, a third person enters to
restore equilibrium. Troubling behaviors can be viewed
as a way for gaining closeness or distance between the
people in the dyad. In the context of donor children,
the donor can be viewed as the ‘third person’ to restore
equilibrium to the infertile couple. After the child is
born, maintaining privacy about the donor child’s ori-
gin can be viewed as a way to maintain equilibrium for
the parent–child triad or it could be conceptualized that
the ‘secret’ is the event that creates imbalance which is
then seen in acting out in the parents or child. Under-
standing the couple’s history and relationship dynamic
becomes important in predicting how the family unit

will function with the addition of a donor child. This
would seem to be particularly important in the sub-
group of couples who disagree with one another regard-
ing the disclosure decision because the discordance
could be acted out in a way that would be damaging to
the child.

CLINICAL ISSUES

The mental health professional working with ARTs is
constantly challenged by new treatment options and
new cohorts of patients presenting novel family configu-
rations. Each new group presents intriguing issues that
are often ethically, socially, and psychologically com-
plex. The clinician’s mixed role of gatekeeper, thera-
pist, counselor, and educator can often be difficult as
the treatment evolves and patients’ needs and concerns
rapidly change.

Mental health professionals working in ART are also
aware that their time with patients is usually quite lim-
ited. In most cases, the counselor may be afforded only
one or two meetings with stressed and troubled poten-
tial parents. These patients often have long histories
of infertility, and they may have a very difficult time
imagining the reality of rearing one or more infants –
let alone imagining this child’s needs as an adolescent or
adult. These may avoid difficult subjects in a defensive,
even superstitious attempt to ‘not jinx their chances’ of
pregnancy. Clinicians often are adept at helping patients
cope with the sorrow associated with infertility, with
the possibility of treatment failure and the experience
of anticipatory grief. Inevitably, there is less time to deal
with the prospect of success, of dealing with the emo-
tional turmoil associated with a complicated pregnancy
and the transition to parenthood.

Furthermore, the complexities of the treatments
often lead to new issues relatively unfamiliar to the ther-
apist, such as the new family configurations made pos-
sible by donor gametes – hence the ART cliché that a
child can have five ‘parents’: the intended father, the
intended mother, the sperm donor, the oocyte donor,
and the surrogate. ART has created such novel fam-
ily possibilities as single women having a child with
donor sperm and donor oocyte, or donated embryo,
children created with posthumous sperm, and children
created by same-sex couples, each presenting the clin-
ician with new and complex challenges that must be
addressed, if at all, within a very limited time frame. As
the mental health professional works with infertile indi-
viduals and couples, two central issues emerge specif-
ically relevant to children: (1) the transition to first-
time parenting among previously infertile couples, and
(2) the role of the mental health professional in helping
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TABLE 27.2. Issues to address regarding disclosure and privacy[70]

What role do you believe genetics plays in a person’s personality, sense of humor, values, goals, etc.?

Are secrets necessarily lethal or detrimental?

Is there information that parents have a right to keep private?

Do you feel that a child has an inalienable right to know about his/her genetic origins?

Are there any dangers in telling your child about his/her donor conception?

Would you want to know if your parents used a gamete donor?

Can you live with a secret?

When are the parents’ right to privacy superseded by a child’s right to know?

Are feelings about disclosure or privacy entangled with the husband’s or wife recipient’s feelings of shame or
discomfort about their fertility?

How will the child’s family and community react to the use of donor?

How would you feel if your child ‘discovered’ the donor circumstances of his/her conception at some time in
the future?

How important is it to you to manage or control the means of disclosure? Given your situation, how feasible
is it to maintain secrecy and for how long?

How will you/would you feel if family or community knew about the child’s donor conception?

Can you imagine any circumstances in which donor conception as a secret could be used in a negative manner
by your partner?

If the laws regarding donor gametes change, how comfortable would you be with your child having access to
information about the donor?

How would you feel about a central donor registry?

couples discuss and develop their plan regarding disclo-
sure of the circumstances of their child(ren)’s concep-
tion and/or birth.

THERAPEUTIC INTERVENTIONS

Talking to Prospective Parents about Disclosure

Consultation with a mental health professional (MHP)
is often required or suggested for couples seeking donor
sperm or oocytes to conceive. The consultation includes
a discussion of the logistics of donor selection, treat-
ment time frame, and an exploration of treatment
expectations and attitudes regarding disclosure. Sur-
prisingly, the disclosure discussion is often the couple’s
introduction to the subject despite medical treatment
plans developed with medical caregivers. Thus, the dis-
cussion can be pivotal, so long as it is both instructive
and reassuring. In approaching the discussion of disclo-
sure, mental health professionals may find themselves
torn between maintaining ‘therapeutic neutrality’ and
the impulse to advocate for a particular stance regard-
ing disclosure. We believe that initially it is important
for the mental health professional to allow the couple to
express their thoughts and feelings about the issue
before any recommendations are made, and that the
primary role of the MHP is to help the couple come

to a decision that works best for them.[68] In allowing
the couple to consider and express their perspective,
the MHP is also learning about this particular couple’s
unique circumstances influencing their lives and that of
their prospective children. For example, do they think
the gamete donation origin of their child will make a sig-
nificant difference in the day-to-day parenting of a child
or in the child’s future development and, if so, in what
ways? This information is often best explored through
a discussion of the couple’s opinions of the ‘nature ver-
sus nurture’ aspect of parenting. This type of discussion
can help the parents understand each other’s perspec-
tive and help determine how great an impact they antic-
ipate from the gamete donation process (see Table 27.2).

Factors that will influence disclosure to the child
include: religion, culture, the existence of other children
in the family, extended family functioning, and the com-
munity in which the couple will raise their child(ren).
Treatment-related factors that may influence disclosure
to the child include: recipient age, knowledge about
the donor, and relationship to the donor. For example,
in the United States couples using a recruited donor
generally do not have access to the donor’s identify-
ing information. Couples should consider how they will
store the information they do have about the donor and
how will they respond to the child’s questions about the
donor. During the mental health consultation, there is
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an opportunity for the couple to hear about the experi-
ences of other donor gamete families and to learn about
current studies of disclosure. Not surprisingly, if this is
the couple’s introduction to the issue of disclosure, they
are typically unaware of current trends toward more
openness so may have never considered the topic, indi-
vidually or as a couple. Additionally, the MHP may find
that one partner may be inclined to be open about the
process while the other may prefer to keep it private.
When the disagreements are extreme (e.g., each rigidly
adhering to opposite viewpoints), it may signify that the
couple is not ready to proceed,[69] but for the most part,
these disagreements are a healthy part of the give and
take between couples with a strong relationship. Some-
times these differences relate to which individual is the
infertile partner or they may reflect common gender dif-
ferences (women typically are more open about infertil-
ity than are men). In cases of sperm donation, for exam-
ple, men typically plan to maintain privacy, while most
women plan to disclose.[68] This difference can provide
the basis for a discussion of their individual concerns
and reasoning. Often, the discussion leads directly to
a recounting of which friends and family already have
been informed about the couple’s plans. The couple can
then be helped to understand the impact of their deci-
sion and actions by tying together the issues of disclo-
sure to others with the issue of disclosure to the child.
For example, it is common for women to have told their
best friend, sister, and/or mother, and for the husband
to have told no one. When one partner becomes aware
that the other has already disclosed to others, both part-
ners quickly understand that the situation has changed
in that the child may now be a risk to inadvertently
learn from someone else. Clearly, the more people who
know about the donation, the less control the couple
has over keeping this information private. Providing
the couple with a safe environment to openly discuss
the topic, educational materials, as well as encourage-
ment to return at a later date – even after the child is
born or has grown older – may be the best interven-
tions the MHP can provide in certain circumstances (see
Table 27.3).

Telling the Child

Many couples who are seen for a pretreatment consul-
tation are so intently focused on the difficulties involved
in getting pregnant that it is difficult for them to imag-
ine that they may in fact be successful and end up with
a baby. Even if they can imagine a baby, it is often hard
for them to imagine anything beyond the infancy of
their potential child. When they do imagine a disclo-
sure discussion with a potential child, they often believe

that this will be a one-time telling and that there is
one best age for it. Generally, they think of it as a dis-
cussion for a comparatively grown child. In fact, the
discussion is ongoing and frequently repeated, evolv-
ing as the child grows and matures. The mental health
professional can help make this process comprehen-
sible by providing scenarios for when the child is a
preschooler, a preadolescent, and a teenager, describ-
ing how the donor gamete information may affect the
child at each phase. Also, some children may be very
curious about the donor, whereas others may not. The
differences in the child’s interest level must be taken into
consideration in the disclosure scenario. Conceptualiz-
ing the discussion of the disclosure over an eighteen-
year time frame can help the couple understand that
the disclosure decision is a lifelong process and is
fundamentally about the child, not the parents (see
Table 27.4).

When thinking about talking to children, most cou-
ples have not found the exact words and the mental
health professional can help by suggesting approaches
that are appropriate for the developmental stage of the
child. The toddler and preschooler can be told that their
parents worked hard to bring them into the family, that
a doctor helped them, or that they were special and
wanted very much. As the child grows and learns about
reproduction and as issues come up in the family (e.g.,
of family trait similarities and differences), the parents
may use those topics as an opening to tell the child about
their gamete donation origin. Children vary greatly in
their readiness for disclosure, and information must be
tailored to the needs of each child. Parents should be
encouraged to remember that they know their child bet-
ter than anyone else and that their knowledge can guide
them in the timing and the extent of the disclosure.

When a child is told, the parents may also want to dis-
cuss who else, if anyone, knows about the child’s gamete
donation origin. In addition, the child’s disclosure to his
or her friends may also be discussed, usually in the con-
text of a discussion of other information-sharing pat-
terns within the family and outside the family. For some
families, gamete donation will be considered very pri-
vate, to be discussed only within the nuclear family. For
other families, it may be discussed in the wider social
circle.

If a couple plans to maintain privacy, it is also helpful
to discuss with them the consequences of this choice.
At the very least, a decision to maintain privacy usually
requires nondisclosure with all others to prevent inad-
vertent discovery by the child that can, understandably,
be hurtful and traumatize the child and the parent–child
relationship. Similarly, a decision to maintain privacy
requires awareness of possible future scenarios, both
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TABLE 27.3. Pros and cons of disclosure to children regarding third-party reproduction[71]

For disclosure
Child has a fundamental right and need to know about biological genetic origins

Medical information is critical, and nondisclosure may limit the information received and/or
may lead to wrong information being given about the recipient’s genetic history

Secrets are lethal and may permanently hurt the family and/or the child

Children born using assisted reproduction will sense that there is something different, and this
difference will affect their sense of self and their relationship with their families

Parents are able to control and manage the disclosure and prevent unintended disclosure

Manner in which child is told or discovers will impact child’s relationship with parent more
than disclosure itself

Parents agree that openness is a family value

Genetic and biological information are fundamental to an individual’s sense of self and
personal identity

Believe it is best for child

For privacy

Telling will undermine parental role and parental connection to child

Disclosure has potential of making parents’ infertility public

May jeopardize parents’ connection with the child

Beliefs and ideas regarding disclosure may change over time

Believe it is best for child

Individuals do not have a fundamental right to know about their genetic origins

Medical information can be incorporated into the child’s and family’s medical history to ensure
accurate information

All families have secrets, and we do not know that this is a ‘lethal’ secret

Children born through donor gametes will not sense anything different when raised in a
home where the parents are loving and unconflicted about the use of a donor gamete

Sperm donation has been commercially available for decades, and less formally for centuries,
under the restrictions of privacy and these families appear to have managed well. In short,
privacy seems to have worked for these families

medical and social, in which the child’s genetic infor-
mation might require disclosure. It is also important
to note that a couple’s feelings regarding privacy may
change over time and they need to retain information
that they may want to share later if they change their
minds. Understanding that raising children is an ongo-
ing process and that beliefs often evolve through time
and circumstance is reassuring to couples, encourag-
ing them to continue their discussions together and to
always factor in the unique characteristics and person-
ality of their own child and his or her needs.

Fortunately for mental health professionals and the
potential parents they counsel regarding gamete dona-
tion and talking to children, there are a number of use-
ful resources. It is also important that MHPs inform
couples of their availability to assist them long after
treatment has ended and their families have been
created.

FUTURE IMPLICATIONS

As this chapter has described, we know a great deal
about the impact of ART on its participants and we
are learning more and more about the health and well-
being of ART offspring. However, we have little first-
hand knowledge about ART offspring entering adult-
hood and their unique experiences growing up. As we
approach the end of the third decade following the birth
of Louise Brown, we can anticipate that thousands of
ART offspring around the world will be entering their
reproductive years and many will be making their own
transition to parenthood.

We have yet to know what if any impact the ART treat-
ment itself may have on the fertility of offspring so con-
ceived. For example, will the large doses of progesterone
taken by their mothers in order to have them affect
their daughters’ ability to conceive? Will ICSI conceived
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TABLE 27.4. Discussing third-party reproduction with children[72]

Early years
Assure child of parent’s unconditional love, how much he/she was wanted, happiness of

parents when he/she was born

Assess child’s readiness for information about sexuality, reproduction, own story

Explain simple facts of reproduction, various ways families are made

Tell child the story of his/her own arrival in family

Emphasize the nongenetic parent’s role as parent

Middle years

Reassure child of unconditional love of both parents

Explain that child’s place in family was something both parents wanted, that child would not
be here if both parents had not made the decision together

Build on basic facts of reproduction to explain difference in child’s conception

Reassure child that he/she was carried in mother’s uterus, born like everyone else

Reassure child about donor: good person wanting to help other people have children

Later years

Reassure child of unconditional love of both parents and parents’ shared wish for him/her

Explain why parents choose this option to have children (because of infertility)

Share information about how conception occurred (e.g., clinic, physicians, process, presence of
father at insemination, reaction to pregnancy as part of child’s own family story)

Explain various reasons why donors decide to assist individuals to become parents

Share available genetic history and information about the donor

Normalize experience for child: there are many others who have been conceived in this fashion

Recognize that the feelings of confusion, sadness, and pain are appropriate – may even
reassure by explaining that parents had same feelings as child now has

Explain that sharing this information with others is his/her choice; it may be difficult and not
everyone will understand. Help child process who he/she would like to tell and why. Support
child if he/she wishes to keep it private

Offer child help in talking to others (e.g., therapist, pediatrician) if he/she wishes

sons have their own sperm problems? As mental health
professionals in the past have counseled DES daugh-
ters about their loss of fertility because of the drugs
their mothers took in order to have them, mental health
professionals in the future may be counseling ART off-
spring about their own loss of fertility.

Certainly, mental health professionals can anticipate
that as donor offspring reach adulthood, some of them
may feel the need to explore the details of their con-
ception and to learn more about the donors who par-
ticipated in it. It may well be that these young men
and women will turn to mental health professionals to
provide counsel and guidance to assist them in their
search and facilitate their adjustment to the situation.
Indeed, as these individuals come to terms with their
ancestry and history, their experiences may change and
expand our understanding of the nature of personal
identity, attachment, and family structure. As MPHs

learn how to help and guide this new generation, they
may also have the opportunity to expand their knowl-
edge of how people come to understand who and what
they are.

SUMMARY

■ ARTs have helped thousands of couples worldwide
achieve their dream of having a child.
■ Studies of physical health of ART children indicate
higher rates of multiple births, prematurity, and low
birth weight. It is unclear if these are due to the tech-
nology itself or related to the underlying infertility
problem within the couple.
■ Studies of congenital abnormalities of ART chil-
dren demonstrate slightly higher levels of abnormali-
ties, but methodological problems make these results
difficult to interpret.
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■ Studies of the psychosocial development of ART
children show no differences from naturally con-
ceived children.
■ Disclosure to children about the nature of their con-
ception is a challenging concern for many ART par-
ents. Mental health professionals can play a pivotal
role in helping couples come to resolution around this
issue.
■ Future issues within ART include PGD for sex selec-
tion and treating gay male couples.
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PART VIII. INFERTILITY COUNSELING IN PRACTICE

28 Infertility Counseling in Practice: A Collaborative
Reproductive Healthcare Model

SHARON N. COVINGTON

Where no counsel is, the people fall: but in the multitude of
counsellors there is safety.

– Proverbs 11:14

Infertility counseling is a specialty that combines the
fields of reproductive health psychology and reproduc-
tive medicine. Counseling, in its purest form, means
giving advice or guidance, and often includes consol-
ing or giving comfort to those in need. All infertility
healthcare providers, from physicians and nurses to lab-
oratory technicians and administrative assistants, have
the opportunity to counsel and console patients going
through reproductive medical diagnosis and treatment.
In this sense, psychosocial care is the responsibility of
all members of the treatment team as it entails ‘treat-
ing the patient, not the disease.’ Nonetheless, increas-
ing specialization and collaboration in all fields of
healthcare practice have brought the need for psy-
chological services to the reproductive medical prac-
tice. While there is no clear international agreement of
who can or should provide infertility counseling ser-
vices, there is an increasing awareness and growing
consensus that it needs to be a mental health profes-
sional and that services are integral to the optimum
care of the infertile patient. Mental health profession-
als have become increasingly important in reproduc-
tive healthcare. This has been the result of technological
advances in reproductive medicine and the recognition
of the complex psychosocial issues and demands fac-
ing infertile patients. The role of infertility counselors
in reproductive medicine extends beyond advising and
comforting: It requires specialized skill, knowledge, and
training in the interrelation of the medical and psy-
chological aspects of infertility to appropriately eval-
uate and treat the emotional consequences of impaired
fertility. Infertility counseling includes psychological
assessment, psychotherapeutic intervention, and psy-
choeducational support of individuals and couples
experiencing fertility problems. The focus of patient
care for infertility counselors is the psychological care
and treatment of the individual and/or couple within

the context of the medical condition and infertility
treatment.

This chapter

■ gives a historical overview of infertility counseling
practice;
■ presents a theoretical framework for the provision of
infertility counseling services based upon collaborative
reproductive healthcare models;
■ discusses clinical issues facing infertility counselors
in establishing a collaborative practice with patients,
medical staff, colleagues, and professional and con-
sumer organizations;
■ identifies the process for integrating infertility coun-
seling into clinical settings through practice models,
role identification, practice management, and helpful
tips;
■ reflects on issues for the future of infertility counsel-
ing practice.

HISTORICAL OVERVIEW

While the psychological sequelae of infertility has been
addressed in the literature for more than fifty years,[1,2]
it has only been within the last twenty-five years that
infertility counseling has emerged as a recognized pro-
fession and a specialization within the mental health
professions. Traditionally, the role of the mental health
professional was to cure the neurosis that was thought
to be the cause of a patient’s (usually a woman’s) infer-
tility. However, as this approach fell into disfavor, coun-
selors working in infertility clinics began increasingly
to provide psychological support, crisis intervention,
and education to ameliorate the stress of infertility and
enhance quality-of-life.[3]

Historically, the integration of infertility counsel-
ing in medical treatment of infertility has focused

493
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on patient symptomatology, using a more traditional
medical model. In this situation, counseling is provided
on an as-needed basis when the patient expresses or
the caregiver identifies distress, or crisis intervention is
provided when symptomatology has impaired patient
functioning, particularly with compliance in medical
treatment. However, over time a shift has occurred with
provision of infertility counseling required or recom-
mended for specific treatments or certain populations
(e.g., IVF, donor insemination, oocyte donation, and
single women).[4–6] Here, infertility counseling is spe-
cific to the situation and reflects a concern for patient
preparation and education, understanding of the impli-
cations, and assessment of psychological readiness for
treatment. While remediation of symptomatology con-
tinues to be a function of infertility counseling, the shift
to these preventative aspects of care is essential in ser-
vice provision.

The importance of including infertility counseling as
part of reproductive medical treatment became clearer
in many countries in the early 1980s as a consequence
of an enormous technological leap: the first success-
ful birth following in vitro fertilization (IVF) in 1978
(see Chapter 31). Additional advances in assisted repro-
ductive technology (ART) changed the image of parent-
hood through surrogacy, gestational carrier, oocyte and
embryo donation, furthering the need for specialized
counseling services for families being created through
these extraordinary measures. Issues regarding the rela-
tionships between third-party participants, disclosure
to offspring of their genetic heritage, and the eventual
ban in some countries of anonymous gamete dona-
tion including donor linkage counseling (i.e., meetings
between donors and recipients facilitated by infertility
counselors) added more impetus to the field. The role
of the infertility counselor expanded to meet the psy-
chological challenges of assisted reproductive technolo-
gies and third-party reproduction through psychosocial
assessment, support, treatment, education, research,
and consultation.[7]

Today, infertility counselors serve as an integral part
of the reproductive medical team. Public awareness and
consumer demand, legislation and regulatory bodies,
as well as professional guidelines have moved infertil-
ity counseling from the background to the forefront of
patient care in reproductive medicine. Infertility coun-
seling is no longer considered an elective adjunct service
available to a minority of needy infertility patients. Nor
do the services or skills of mental health profession-
als providing infertility counseling need to be further
justified or defended. Infertility counseling is now rec-
ognized as a separate body of knowledge and profes-
sional services integral to reproductive medicine and
patient care.

REVIEW OF LITERATURE

Early work in the area of the psychology of infertil-
ity and the role of mental health professionals focused
on the psychosomatic basis of infertility and steril-
ity.[1,2,8–10] Historically, gender bias regarding the
woman as the cause of infertility was evident: Treat-
ment was provided by psychiatrists (primarily male)
who employed a psychoanalytic orientation, and the
focus of treatment was on patients (almost exclusively
women) who were seen as having unresolved, hostile
feelings about motherhood or their relationships with
their own mothers. Thus, if infertility could not be iden-
tified in medical terms, it was viewed as a psychoso-
matic reaction requiring extended psychoanalytic treat-
ment of the woman to cure her neurotic response to her
childlessness.

Gradually, a change occurred in the literature as
the emotional distress of infertility was seen as a con-
sequence rather than a cause of infertility. With this
change came a growing recognition of the need for
supportive counseling services for couples undergoing
infertility treatment. One of the earliest articles, by
Berger,[11] discussed the role of psychiatrists consult-
ing in an infertility clinic as both helping couples deal
with the outcome of infertility treatment and identify-
ing psychological factors as possible causative agents of
infertility, particularly related to sexual function. Other
articles[12–14] described counseling services provided
at reproductive medical clinics by mental health profes-
sionals, involving assessment of emotional symptoma-
tology associated with infertility and enhancement of
quality-of-life for patients. Thus, there was an increas-
ing recognition of the psychological sequelae of infer-
tility as a consequence of the emotionally intrusive
and protracted nature of the medical treatment pro-
cess.[15,16] As this recognition has increased, so too
has the awareness of the need for skilled mental health
professionals to provide these services.[17]

The development of IVF and other assisted repro-
ductive technologies (ARTs) facilitated the involvement
of mental health professionals as part of the medi-
cal treatment team.[18–21] A number of authors have
recommended the inclusion of psychological services
for the evaluation and treatment of participants in
the more involved fertility therapies.[4,5,22,23] Recom-
mendations have been suggested for provision of coun-
seling services for patients undergoing assisted repro-
ductive technologies including IVF; sperm, oocyte, or
embryo donation; and surrogacy or gestational carrier
participants. Other recommendations for counseling
have been based on concern about marital or psycholog-
ical functioning, the best interest of the child, inability
to provide informed consent, or partner coercion. The
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role of the mental health professional as part of the
treatment team[24] and coordinator of third-party ser-
vices[25] continues to expand.

With more mental health professionals being drawn
to infertility counseling, some studies have looked at
personal reproductive history as an issue for counselors.
Covington and Marosek[26] surveyed the personal
reproductive histories of nurses and mental health pro-
fessions working in the field of reproductive medicine
and found that 52% of respondents (n = 100) had
been diagnosed with infertility and 67% received med-
ical treatment for infertility at the same clinic where
they were employed. Of the infertile respondents, 71%
began working in reproductive medicine after the diag-
nosis. In a similar study of genetic counselors, Martin
and Walker[27] found that 36% of survey respondents
(n = 522) identified themselves as personally affected in
some way by a genetic disorder or reproductive difficul-
ties. A majority (88%) of the genetic counselors could
identify ways in which their personal history was help-
ful and beneficial in counseling, while fewer (23%) were
able to identify ways in which it presented challenges.
Interestingly, 49% of the genetic counselors reported
disclosing their personal reproductive or genetic his-
tory to a client at least once. Both of these studies
address the issue of how personal reproductive history
and related counter-transference may influence the pro-
fessional’s work and patient care in the field of repro-
ductive medicine, in both positive and negative ways.

THEORETICAL FRAMEWORK

Collaborative Reproductive Healthcare

This chapter focuses on the emerging role of the infer-
tility counselor as part of the medical treatment team.
The model of practice has a basis in a biopsychoso-
cial approach, described throughout this book, where
the diagnosis and treatment of medical conditions are
considered in terms of a variety of aspects impacting
an individual’s experience of the illness and treatment:
physiological, psychosocial, experiential, interpersonal,
familial, and societal. According to this approach, influ-
ential factors include the context in which the individ-
ual experiences the diagnosis, illness, and treatment
(e.g., individual’s overall health, functional status, and
emotional well-being). This approach emphasizes the
importance of the healthcare provider and patient as
collaborators in the diagnosis, treatment, and health
maintenance to achieve optimum results.

The collaborative family healthcare model expand-
ed on the biopsychosocial model to emphasize and
encourage two changes in the provision of healthcare:
(1) the integration of mental health professionals

(behavioral healthcare) as integrated members of a
multidisciplinary treatment team; and (2) a redefini-
tion of the patient from an individual to an interper-
sonal system (e.g., couple, parent–child, and family).
It emphasizes a cohesive partnership among the pri-
mary provider, the patient, the patient’s family, and
other providers, particularly mental health profession-
als. This practice style integrates biomedical and psy-
chosocial factors, and overcomes the mind and body
split of the traditional medical model. It recommends a
seamless collaboration between psychosocial, biomed-
ical, nursing, and other healthcare professionals, all
taking into consideration the patient within the con-
text of his or her interpersonal relationships (e.g., mar-
riage, family, and community). Healthcare profession-
als and patients (couples) are equal participants in the
healthcare process. It is suggested that the collaborative
family healthcare model improves the quality of health
care delivery and may also improve cost-effectiveness of
treatment.[28]

The collaborative family healthcare model has its
roots in the United States in family practice (gen-
eral practice) at the end of the twentieth century.
However, within the same timeframe, reproductive
medicine around the world was moving toward a more
integrated and collaborative approach to the treat-
ment of infertile couples by recognizing the impor-
tance of all members of the multidisciplinary team:
reproductive endocrinologists, urologist, nurses, men-
tal health professionals, genetic counselors, embryol-
ogists, and other professionals working in the field
as consultants (e.g., perinatologists). This holistic
approach minimizes rigid distinctions between fields
(but not expertise), allowing all members of the
team to provide psychological support or counsel-
ing and expecting mental health professionals to be
educated and trained about the medical diagnosis
and treatment of infertility. It has even been sug-
gested that multidisciplinary collaborative approach
provides a creative and integrating force by improv-
ing patient care, providing an arena for evidence-
based research as well as system-based curriculum
for professional development (physician, nursing, and
mental health training).[29,30] The followingrepresents
two theoretical models for collaborative reproductive
healthcare.

The Ten-Step Circular Process Model
This integrative model focuses on different critical
points during the infertility diagnosis and treatment
process to maximize effective collaboration between
patient and team members. It was developed by Swiss
physician Johannes Bitzer and serves as a framework
for integrating patient counseling within the medical
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TABLE 28.1. Ten-step circular process[23]

Step 1: Introduction and initiation of a working
alliance

Step 2: Problem assessment and monitoring

Step 3: Clarification about problem definition and
negotiation about objectives and priorities

Step 4: Exchange of hypotheses and decision making
concerning diagnostic procedures

Step 5: Investigations, diagnostic procedures

Step 6: Information giving about results

Step 7: Elaboration of options to resolve infertility
problem

Step 8: Decision making about specific options

Step 9: Treatment procedures

Step 10: Evaluation of outcome

environment proposed by the European Society of
Human Reproduction & Embryology (ESHRE) Guide-
lines for Counselling in Infertility[23] (see Table 28.1).
The model involves a ten-step medical cycle whereby
psychosocial needs and counseling are identified and
addressed in terms of purpose (i.e., why it is necessary);
objective (i.e., what is to be achieved); typical issues (i.e.,
potential problem areas); and communication skills
(i.e., attitude and knowledge needed for success). It is a
fluid model in which the cycle may restart at different
points or terminate at any step. Step 1 is the introduc-
tion and initiation of a working alliance and provides a
basis for the helping relationship. Step 2 involves prob-
lem assessment and monitoring where information is
gathered about the patients’ psychosocial experience
and history with infertility. In Step 3, there is clarifi-
cation about problem definition and negotiation about
objectives and priorities when the patient’s problems are
summarized and possible limitations to treatment are
discussed. During Step 4, an exchange of hypotheses and
decision making concerning diagnostic procedures takes
place regarding possible causes of and diagnostic plans
for impaired fertility. Step 5 concerns investigations and
diagnostic procedures that allow for more patient infor-
mation and for the patient and caregiver to elaborate a
problem-solution plan. Information giving about results
is Step 6, when the team informs the patients about
results and their implications. In Step 7, the elabora-
tion of options to resolve infertility problem is presented
and processed with the patient based on the diagnosis.
During Step 8, the team and patients discuss decision
making about specific options including advantages, dis-
advantages, and possible outcomes. Treatment proce-
dures occur during Step 9, when patients and team take
action with diagnostic tests and/or treatments. Step 10

completes the cycle with evaluation of outcome with the
team and patient accessing the results of previous steps,
and may eventually mean that the cycle may be reen-
tered at a previous step. This model presents a biopsy-
chosocial approach that underscores the responsibility
of all members of the treatment team to address psy-
chosocial needs of the patient.

The Six Phases of Infertility Treatment Model
The conceptualization of integrating infertility coun-
seling into clinical practice may be viewed along a
continuum of medical treatment. Covington[31] and
Feldman[32] developed a theoretical framework for
examination of counseling issues and provision of ser-
vices within a six-phase model of infertility treatment.
This model also underscores the importance of inte-
grating medical and psychological services through-
out the infertility treatment process, normalizing the
counseling experience and preventing problems in later
phases by providing services and interventions early on
(see Table 28.2). In Phase I, seeking help, the mental
health professional, typically on a limited basis, pro-
vides support and psycho-education, normalizing the
feelings and experiences of infertility as well as what to
expect with medical evaluation. During Phase II, med-
ical evaluation, the infertility counselor’s role broadens
to include increased understanding of a couple’s psy-
chosocial functioning in relation to their infertility diag-
nosis and treatment. Services may involve assessment,
education, or psychotherapeutic interventions to pro-
mote effective coping and/or more adaptive behavior.
In Phase III, beginning treatment, patients characteris-
tically have a renewed sense of hope about the success of
treatment plans, as well as increased stress as treatment
begins or becomes more intense. Continued support
and education are provided by the infertility counselor
and involve managing treatment demands, enhancing
coping strategies, and preparing for realistic expecta-
tions of treatment success. Phase IV, further treatment,
may continue over several years, often dominated by
feelings of frustration and failure or obsessive deter-
mination. During this phase, the infertility counselor
helps patients deal with the consequences and chronic-
ity of infertility, express or manage the myriad of neg-
ative feelings, and begin preparing for consideration of
childlessness and/or other family-building alternatives.
Patients often enter Phase V, third-party reproduction,
psychologically depleted, only to face complex deci-
sions about assisted reproductive technology or third-
party reproduction. Counseling is vital to assess psy-
chological readiness, explore implications of decisions,
and prepare for the outcome of treatment. Finally, in
Phase VI, ending treatment, the infertility counselor
helps patients reach a decision about ending treatment,
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TABLE 28.2. Six phases of infertility treatment and counseling tasks

Phase[32] Task[31]

I. Acknowledging a fertility problem: seeking help Support education, information, and resources

II. Undergoing medical evaluation Psychosocial assessment and support education
Preparation for treatment

III. Treating infertility problems Support and education
Identifying coping mechanisms
Stress management
Emotional and therapeutic counseling
Preparing for outcome

IV. Further treatments: investigating and treating
additional diagnosis

Stress management and coping strategy
Emotional and therapeutic counseling
Exploring alternatives

V. Attempting noncoital conception: donor gametes
and assisted reproductive technologies

Emotional and therapeutic counseling
Implications counseling
Psychosocial assessment and support
Facilitating decision making
Exploring alternatives preparing for outcome

VI. Deciding to end treatment and redefine family:
adoption and childlessness

Grief and therapeutic counseling
Pursuing alternative family-building
Preparing for outcome

Any stage: adjustment to pregnancy and parenthood Support and education
Redefining self/couple as parents
Emotional and therapeutic counseling

grieving the losses, and redefining family so that reso-
lution and closure can occur. By giving meaning to the
infertility and integrating it into the sense of self and the
marital history, patients are able to let go of infertility
and move on without impairment or damage. During
any phase of treatment, if pregnancy or the decision
to adopt occurs, the counselor’s role is to assist in the
adjustment to pregnancy and/or parenthood, which is
influenced by the infertility experience.

CLINICAL ISSUES

Taking a collaborative approach to infertility counsel-
ing practice involves working in a meaningful, respect-
ful manner toward a mutual goal of quality care and
support. To meet this goal, infertility counselors form
a variety of collaborative relationships involving their
patients, medical staff, other mental health profession-
als, and professional and consumer organizations. Each
of these relationships presents unique opportunities
and challenges.

Patient Collaboration
Undoubtedly, the most important collaborative rela-
tionship an infertility counselor establishes is with the
infertility patient. This book is devoted to assisting the
MHP in creating a foundation of knowledge and under-

standing to form a productive working relationship
with patients experiencing a variety of reproductive
health issues. However, it has been noted that one of the
reasons MHPs (as well as other healthcare providers)
are drawn to this work is out of their own personal
experience with reproductive loss.[26,33] From the inti-
mate exposure to their own pathos with infertility, many
counselors (and other medical caregivers) learn about
the needs and issues with which infertility patients
struggle. Some may enter the field as a consequence of
their infertility, perhaps wanting to use the experience
to heal their own wounds or to make something posi-
tive come from it, while others may be established men-
tal health professionals wanting to grow professionally
and personally from the experience with an infertility
counseling practice. Whatever the reason or motiva-
tion, having a personal experience with reproductive
loss presents the counselor with unique perspectives as
well as challenges.

A normal part of the therapeutic process is trans-
ference and counter-transference, a projection of
thoughts, reactions, and feelings that occur naturally
in all relationships. It is the unconscious transfer-
ring of experiences from a past interpersonal situation
to another in the present that helps the therapist
understand the patient and deepen the relationship.
The resulting conscious and unconscious reactions
and feelings that may be triggered in the therapist
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(counter-transference) also have the potential to facili-
tate the interpersonal work or, if not understood, com-
plicate it. When the MHP has a lived experience with
reproductive loss, it becomes crucially important that
they have worked through and come to some resolution
with their own feelings before entering the journey with
their infertile patients.

All members of the treatment team, including infer-
tility counselors, are at risk for compassion fatigue,
a cumulative state of stress and tension from helping
(or wanting to help) a traumatized or suffering indi-
vidual, and which may occur suddenly. Compassion
fatigue is different from burnout, an extreme state of
dissatisfaction on many levels with one’s work (often
work environmental factors) that emerges slowly over
time. It is a consequence of the deep caring, empa-
thy, and sympathy for another’s suffering or misfortune,
an experience made more difficult if the caring profes-
sional has also suffered the same misfortune.[34]

Figley[34] contends that mental health professionals
are vulnerable or susceptible to compassion fatigue due
to a complex set of circumstances. First, compassion
fatigue may be a natural by-product of the therapeutic
relationship in that no matter how hard one tries, the
therapist may not be able to be protected from the inten-
sity of a patient’s trauma. Second, empathy is a major
resource and integral part of the therapeutic relation-
ship, yet empathy can be a key factor in the induction of
traumatic material from the primary to the secondary
victim (i.e., the therapist). Consequently, the therapist
as helper may be traumatized as well. Third, many
trauma workers have experienced some traumatic event
in their lives and a danger may arise from the thera-
pist overgeneralizing his or her experiences and meth-
ods of coping and overpromoting these as helpful meth-
ods for the patient. Fourth, unresolved trauma for the
therapist will typically be activated by reports of simi-
lar trauma in clients. Thus, infertility counselors with
a similar reproductive history as their patients must be
conscious of their counter-transference reactions and
level of compassion fatigue so that they seek appro-
priate support, supervision, consultation, and/or psy-
chotherapy for issues that occur in their practice.

Medical Staff Collaboration
Forming a strong, trusting, respectful relationship with
physicians, nurses, genetic counselors, laboratory, and
administrative personnel provides the foundation for
infertility counselors in the collaborative reproductive
healthcare model. Mental health professionals working
in reproductive medicine often spend a great deal of
time educating the medical team about what they do
and how best to use their services, especially when first

establishing a collaborative relationship. Role negotia-
tion and clarification seem to remain an important and
fundamental task of infertility counselors, a mission
that is usually ongoing.[35,36] As in any relationship,
it may take years to form a cohesive, collegial associa-
tion and the process of working side-by-side in patient
care may provide the best avenue toward the medical
staff’s understanding of what infertility counselors do.
And like any relationship, there continues to be renego-
tiation and reshaping over time, as it is a fluid process.

The decision of when infertility counseling is essen-
tial and when it is optional may be left to the discre-
tion of each medical practice or may be mandated by
the government. The medical treatment team may look
to the infertility counselor for assistance in defining
when counseling should be required or recommended.
Or the medical practice may have its own ideas about
the necessity or applicability of counseling – which
may conflict with the counselor’s opinions, institutional
recommendations, country regulations, or professional
guidelines.

Inevitably, there are times in working with the med-
ical team when an infertility counselor feels their role,
skills, and services are undervalued and diminished,
at best, or simply disregarded, dismissed, disrespected,
and ignored, at worst. For example, the physician may
make psychosocial decisions without the counselor’s
input or disregard suggestions the counselor has made
in patient care. In some situations, the medical prac-
tice may refer a patient for counseling or assessment as
a formality and have no intention of using the recom-
mendations from the infertility counselor. As a result,
infertility counselors may find themselves in an ethi-
cal dilemma of contracting with and accepting payment
from a client for a service that they know is not really
being provided. By the same token, the medical prac-
tice may not use a MHP at all, except when the patient
is in a crisis, often during or following a treatment cycle.
The MHP’s role as a patient caregiver may be clear to
the MHP and patient, yet the collaborative role with the
medical team may be more complicated and complex.
While there are no easy or simple answers to working
through blocks to an effective collaborative relation-
ship, being able to rely on the support and assistance
of others working in the field is crucial.

Colleague Collaboration
Infertility counseling, like infertility, can be very chal-
lenging work and, at times, may be very isolating. As
counselors struggle with difficult cases, ethical chal-
lenges, feeling unsupported by the medical team, fam-
ily demands, and/or other taxing situations, having the
support of other MHPs, particularly other infertility



P1: JZP
052185363Xc28 CUFX030/Covington 0 521 85363 X September 5, 2006 7:8

INFERTILITY COUNSELING IN PRACTICE: A COLLABORATIVE REPRODUCTIVE HEALTHCARE MODEL 499

counselors, is critical. To begin, anyone doing infertility
counseling should join both the reproductive medical
society of their country or region as an allied health
professional and, if available, the related psychoso-
cial group (see Chapter 31). These infertility counsel-
ing organizations offer, among other things, continu-
ing education, collaborative research, professional rep-
resentation, and networking opportunities. With the
advent of the internet and telecommunication, mem-
bers are able to communicate with each other via list-
serves and email groups. These internet groups have
become a lifeline for many infertility counselors, offer-
ing the ability to consult and exchange information and
resources across continents.

Supervision and mentoring are another aspect of col-
league collaboration. While it is ideal to have clinical
supervision with a MHP who has infertility counseling
experience, it is important that there be some appro-
priate place and person for the counselor to discuss
their clinical work. If no one is available in the coun-
selor’s community, supervision or consultation could be
arranged over the telephone or by email with an expe-
rienced infertility counselor. Peer supervision groups
with others doing infertility counseling also are very
useful. Mentoring may be offered through professional
organizations (e.g., MHPG) and provide a means for
helping an infertility counselor establish his or her
practice; however, it is not a substitute for good clin-
ical supervision.

Consumer Advocacy Organization Collaboration
The influence of infertility consumer advocacy groups
in the growth and development of infertility counseling
cannot be overlooked and, as such, is important to rec-
ognize as another collaborative relationship. Barbara
Eck Menning, a nurse who was experiencing infertility,
founded the first consumer advocacy group, Resolve, in
1974. Similar organizations quickly sprang up around
the world and, today, infertility patients have a global
forum of consumer groups through the International
Federation of Infertility Patient Associations (IFIPA), a
consortium of twenty member groups representing fif-
teen countries. These groups have been instrumental in
educating the public about the emotional toll infertil-
ity plays in people’s lives. They have been activists in
medical organizations, with legislators, and the media
to promote awareness and provide quality resources to
infertility patients. As a result of the efforts of these
organizations, infertility patients have become a power-
ful and influential group. Most importantly, consumer
groups universally support the availability of infertility
counseling to patients by qualified and skilled mental
health professionals.[37]

In some ways, the founding of infertility patient orga-
nizations may be the single most influential event in the
growth of infertility counseling. Mental health profes-
sionals often play an active role in these consumer orga-
nizations, serving on the executive boards of the insti-
tutions, facilitating support groups, helping to develop
and write patient education materials, speaking, medi-
ating internet programs, and engaging in consumer
advocacy on local and international levels. Having infer-
tility counselors actively involved in these organizations
is mutually beneficial and can serve as a means of build-
ing both practice and support organization.

THERAPEUTIC INTERVENTIONS

This section clarifies areas involved in establishing an
infertility counseling practice. It describes models for
provision of services; roles of the infertility counselor;
practice management issues; and practical tips for col-
laborative reproductive healthcare practice.

Models for Practice

Infertility counseling may be integrated into clinical
practice in three ways, with the infertility counselor
providing services as an independent private prac-
titioner, independent consultant to the program, or
employee of the reproductive medical practice. These
practice frameworks are on a continuum from com-
plete independence from the medical practice to com-
plete integration into it as an employee. In each area,
there are advantages and disadvantages for infertility
counselors, patients, and the medical practice.

Independent Clinical Practice
Mental health professionals involved in their own inde-
pendent private or group practice may serve as an out-
side referral source to a reproductive medical prac-
tice or physician. Patients are seen in the office of the
counselor, which is separate and apart from the med-
ical clinic where they receive care. Infertility counsel-
ing may be a small percentage of a general counseling
and psychotherapy practice or the entire focus of the
mental health professional’s practice. In the indepen-
dent clinical practice approach, the counselor operates
completely independent of the referring physician or
medical clinic, and communication between the coun-
selor and medical team is limited and structured by
traditional parameters of information exchange. Fee-
for-service arrangements are handled between the ther-
apist and patient, and patients must sign appropriate
authorization for release of information. Thus, the ther-
apist’s primary responsibility is to the patient, not the
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referral source. Boundaries of the relationship are
clearly defined and separate, an understanding that is
underscored by the separate facilities.

Because the therapist operates completely indepen-
dently of the medical practice, there is little potential
for therapist coercion or conflict of interest – a dis-
tinct advantage of this arrangement. Patients often find
this arrangement more comfortable: They feel freer to
express negative feelings about care, objectively assess
medical treatment alternatives, and discuss issues that
they worry will impact the availability of care or alter
the physician’s positive feelings toward them. Disadvan-
tages of this arrangement range from minor logistical
problems to major impediments to care when patients
refuse to sign an authorization for release of informa-
tion or allow the therapist to share information with the
medical staff that clearly has an impact on medical care
or patient compliance.

Independent Practice Consultant
In this arrangement, the mental health professional is
a consultant who works as an independent contractor
to the medical practice. This arrangement represents
a middle ground between the completely independent,
off-site infertility counselor and the infertility counselor
who is an on-site, practice employee. The infertility
counselor usually sees patients at the medical practice,
either renting office space from the medical practice or
making some other arrangements for the use of office
space. The counselor usually bills the patient on a fee-
for-service basis, independently and separately from the
medical practice. However, the infertility counselor may
bill the medical practice for specific services that the
clinic provides to patients, such as the initial counsel-
ing session, preparation for IVF, evaluation of oocyte
donors or gestational carriers, or clinic support groups.
The infertility counselor operates as an independent
consultant and receives no benefits that an employee
of the practice would normally receive.

The advantages of this arrangement include conve-
nience for the patient, facilitation of crisis interven-
tion, and continuity of care because of therapist prox-
imity. Because services are integrated as an accepted
part of treatment, the counseling experience is normal-
ized. Being on the premises can also help the infertility
counselor better understand the particular clinic’s pro-
cedures and policies, which can facilitate patient edu-
cation and preparation. In addition, the members of
the treatment team may feel more comfortable consult-
ing or discussing treatment problems with a counselor
who is readily accessible. Infertility counselors often
find the informal, curbside consultation one of the key-
stones of educating medical staff about the psychology
of infertility.

A further advantage is that there is minimal expense
to the practice for providing infertility counseling ser-
vices. Because fee-for-service is handled independently
of the medical clinic, the issues of coercion and job
security are less relevant, although the counselor is still
dependent on the medical practice for referrals. This
arrangement allows greater integration of care, as the
therapist operates and interacts more as a staff member,
while maintaining professional and financial indepen-
dence. However, the therapist positioned as a member
of the treatment team may be advantageous in some sit-
uations (e.g., when a united front is required) or detri-
mental in other situations (e.g., when the counselor dis-
agrees with medical treatment decisions).

The drawbacks of this arrangement often involve role
misunderstandings, unclear boundaries, and bound-
ary violations, particularly regarding confidentiality.
Patients viewing the therapist as affiliated or associ-
ated with the practice may have more difficulty dis-
closing or establishing a therapeutic alliance, especially
if they have disagreements with the medical practice
or patients may expect or assume the MHP will share
delicate information with the treatment team that the
patient has been unable or reluctant to do. Boundaries
of the relationships between the infertility counselor,
staff, and the patient must be more clearly defined, dis-
cussed, and addressed early in counseling, so that issues
of confidentiality and the therapist’s role are clearly
understood by all parties. This can be emphasized by the
signing of appropriate release forms or written informa-
tion that explicitly defines the counselor’s relationship
with the medical clinic. Nevertheless, the potential for
confusion and misunderstanding is always there when
counseling services are provided on the same premises
as the medical clinic. When the therapist is on the
premises, communication between the treatment team
and infertility counselor is often less formal and may
unwittingly involve unauthorized discussions or shar-
ing of information.

Practice Employee
The third practice approach involves the mental health
professional as a salaried employee of the medical prac-
tice and, as such, a formal member of the treatment
team. This approach enables the integration of med-
ical and psychological care with close collaboration
between the members of the treatment team and the
patient. Fees for counseling are billed by and paid
to the medical practice, and the infertility counselor
receives a predetermined salary. Because the counselor
is a salaried staff member and consequently dependent
on the practice for employment, there may be ethi-
cal concerns that the counselor’s judgment is vulnera-
ble to coercion or undue influence from the employing
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medical clinic and may be susceptible to bias or lack
of objectivity. The infertility counselor may feel that
her or his job may be jeopardized by recommendations
that are unfavorable to the practice, such as rejection
of an oocytes donor or disagreement with physicians.
However, these concerns may not be as significant as
they may seem at first in that the mental health pro-
fessional has ethical standards and legal requirements
of licensure that supersede employment responsibili-
ties. Although the infertility counselor is part of the
treatment, professional standards of confidentiality and
relationship boundaries remain and should be clearly
understood by all parties, including patients.

An advantage of this approach is that the infertility
counselor is perceived and operates as an integral and
equal member of the treatment team, attending patient
care conferences and participating, when appropriate,
in treatment decisions. Patient care may be more com-
prehensive, as the counselor is in the clinic, readily
available, and patients are encouraged to access this
service. Additionally, the MHP may have an active role
in establishing clinic policies or as a member of the
ethics committee. It is also thought that this approach
legitimizes the importance of the psychological aspects
of infertility, making it okay for patients to accept or
take advantage of referrals for counseling. However,
the disadvantages of this approach are similar to those
described earlier, including boundary violations, con-
flicts of interest, and role confusion.

Roles in Practice

Infertility counselors serve as a resource to patients and
staff by providing psychological services that support
and enhance quality care. They can provide a variety of
services including:[7]

■ assessment of patients’ functioning in relation to
their infertility;
■ evaluation of psychological readiness of participants
for medical procedures, including recipients, gamete
donors, surrogates, or carriers;
■ support, intervention, and treatment for the conse-
quences of infertility or for underlying mental distur-
bances that could affect medical treatment;
■ education about psychological sequelae of infertility
affecting individuals and families, and ways to deal with
them;
■ research on reproductive psychology and on families
created through advanced technology;
■ consultation with and support of the medical staff.

The role of the mental health professional involves
both counseling and assessment. Counseling in its
purest form entails advising and guiding patients about

their options and treatments. Ideas and feelings are
expressed in an atmosphere of mutual respect, trust,
and safety. In addition, counseling involves knowledge
of human behavior, interpersonal relationships, and
family dynamics. With the knowledge of people and of
reproductive medical treatment, infertility counselors
can educate and assist patients with their choices and
the possible consequences of their decisions.[37] Sil-
man[38] delineated three areas of fertility counseling:

■ helping clients determine what it is they desire or
seek;
■ exploring the implications of the desire, both physical
and emotional, that might be overlooked in the ‘excite-
ment of the chase’ for a baby;
■ supporting the decision with realistic information.

In assessment, infertility counselors offer psycho-
logical screening of participants in various assisted
reproductive technologies and third-party reproduc-
tion. When the mental health professional is in this role,
she or he may be seen as a gatekeeper recommending
inclusion or exclusion of patient participation in treat-
ment. Clearly, infertility counselors must be explicit
with patients at the outset as to their role – counsel-
ing or assessment. If a decision is made to withhold
or postpone treatment, the infertility counselor has a
responsibility to inform the patient as to the reason for
denial or deferral, and refer the individual or couple for
follow-up counseling apart from the medical clinic.[39]
Helping the patient understand the reasons for deferral
and the need for more counseling may help to engage
them in a postponement decision. Furthermore, a slip-
pery slope exists for the mental health professional who
is seeing an infertility patient in ongoing therapy and
is asked to provide clearance for their patient needing
treatment (i.e., donor gamete or IVF). Changing roles
from counselor to evaluator raise serious ethical issues
(e.g., dual relationships) and may threaten the thera-
peutic alliance. Keeping therapeutic boundaries com-
pletely clear and separate is usually in everyone’s best
interest (MHP and patient), and a referral to an indepen-
dent infertility counselor for assessment or clearance is
optimal.

If a recommendation to withhold or postpone treat-
ment is made by the infertility counselor, a team con-
sensus for exclusion is preferable and recommended by
professional guidelines. In this sense, the counselor is
not the gatekeeper; rather, the multidisciplinary team is
sharing responsibility for inclusion and exclusion. It is
important for the team to have developed written proto-
cols and guidelines for denial or deferment of treatment
that they include under what circumstances treatment
may be denied (i.e., active substance abuse, untreated
mental illness, or serious marital discord) and how it
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will be handled (i.e., letter to patient, phone call, or
appointment with staff member). However, there may
be situations in which the infertility counselor makes
a recommendation for denial or deferral of treatment
with which the team disagrees, or the team decides to
overrule the counselor’s recommendation. In these sit-
uations, the mental health professional should clearly
document the reason for exclusion or postponement,
including supporting information and evidence of noti-
fication to the treatment team for recommendations.
Denying or deferring treatment is never easy for the
mental health professional or medical staff. Thus, it
may be helpful to look upon these recommendations as
protection of the parties involved rather than rejection,
because it is the first responsibility of medicine and all
helping professionals to do no harm.

The role of evaluator and/or exclusion decisions are
often difficult, and some infertility counselors find them
objectionable and against their ethical beliefs. Some
counselors refuse to make clear recommendations and
instead provide a patient profile leaving the decision for
inclusion or exclusion to the medical team or attend-
ing physician. However, this can be particularly prob-
lematic when the medical team, unable or unwilling to
assess complex psychosocial issues, expects or depends
on the expertise of the mental health professional. Ulti-
mately, if the infertility counselor is uncomfortable or
opposed to screening or evaluation, she or he should not
accept these referrals and should notify medical practi-
tioners accordingly.

Practice Management

It bears repeating that patients need to be made aware,
at the beginning of any interview required or recom-
mended by the medical clinic, of the counselor’s role
as part of the treatment team and, specifically, how it
pertains to this interview. Issues of confidentiality and
sharing of information with the medical team should
be discussed, and signed consent to share information
(when appropriate) should be obtained. Fees and billing
arrangements should be in writing and discussed, espe-
cially in cases of third-party reproduction, in which the
contracting parents may be financially responsible for
evaluations. Counseling records and notes should be
kept separate from medical records and under the ther-
apist’s (not clinic’s) control. If a report is to be written,
shared with the medical team, and/or made a part of
the medical record, the patient must be made aware of
this. Finally, the results of psychological testing should
be reviewed with the patient in a manner that is under-
standable to her or him. If there are clinic policies
regarding testing, such as requirements that patients

TABLE 28.3. Health and behavior assessment and
intervention CPT codes[40]

CPT Code Service∗

96150 Assessment – initial

96151 Reassessment

96152 Intervention – individual

96153 Intervention – group

96154 Intervention – family w/ patient

96155 Intervention – family w/o patient

∗ Charge is in “units” – 15 minutes = 1 unit

score within a certain range, the patient should be made
aware of this policy.

It is helpful to have patient information on the infer-
tility counselor and the psychosocial services offered
available in written materials, such as a practice
brochure or handout. If counseling is required, such as
for third-party participants, it is important to have clear,
written information outlining why patients are being
counseled or assessed, the goals to be achieved, how to
make appointments, fees, billing and cancellation pol-
icy, testing information (if appropriate), and other rel-
evant information. It is also helpful for the infertility
counselor to have files of articles and resource informa-
tion available to give patients as a psycho-educational
part of the counseling session.

As MHPs have increased their involvement in treat-
ing patients with medical conditions, an important shift
has occurred in the United States regarding coding for
billing of services that allows for reimbursement. Previ-
ously, the Current Procedural Terminology (CPT) cod-
ing system required psychotherapy intervention codes
and a mental health diagnosis, such as those in the
Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition (DSM-IV), for infertility patients to be
eligible for insurance reimbursement.[40] However, in
2002, the coding system was changed to allow men-
tal health professionals to apply health and behavioral
assessment and intervention services for the prevention,
treatment, and management of physical health prob-
lems (see Table 28.3). When a physician has made a
physical health diagnosis (i.e., infertility), usually an
International Classification of Diseases, Ninth Edition
(ICD-9) code, services for assessment and intervention
(i.e., donor oocyte recipient counseling) related to the
diagnosis may be used for billing. However, these health
and behavioral codes cannot be used for psychotherapy
services, addressing the patient’s mental health diagno-
sis, or on the same day as a psychiatric CPT code.[40]
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This change reflects the growing role of mental health
professionals in physical healthcare and a move away
from the pathologizing the psychosocial experience of
infertility and other medical conditions. Consequently,
it is important that infertility counselors use these pro-
cedural codes when appropriate.

Practical Tips

As MHPs transition into the model of an infertil-
ity counselor doing collaborative reproductive health-
care, they must consider changes in the way they
approach their practice. Recognizing the challenges
this presents for clinicians, Haley and associates devel-
oped ten practical tips for psychologists working in pri-
mary healthcare.[41] These ten tips are good advice
and easily adapted to MHPs working in reproductive
medicine.

1. Do not wait for your patients to come to you. In tradi-
tional practice models, MHPs depend on direct referrals
from the physician or other mental/healthcare provider.
This practice has inherent flaws – physicians may not
pick up issues that warrant a mental health referral and,
when a referral is made, up to 50% of patients never fol-
low through.[42] In addition, patients may hear this rec-
ommendation as a message that it is all in their heads,
which further complicates follow-up for psychosocial
services.

Normalization, location, and accessibility to infer-
tility counseling services is a critical component to
service delivery. When these services are viewed as a
part of total reproductive healthcare and integrated
into practice, patients view it as a normal aspect of
their care. Physical proximity helps to ensure patient
follow-through, as well as provides the opportunity for
informal consultation between medical staff and infer-
tility counselor regarding patient care. Infertility coun-
selors also have the opportunity to reach out to patients
through informal meetings and support groups, and
medical staff are frequently reminded of this referral
option by the physical presence of the MHP.

2. Many of your patients really are sick (i.e., infertile).
Infertility counselors need to obtain full information
about a patient’s infertility and general health history as
part of their overall assessment. The patient’s subjective
view of infertility is particularly important and under-
standing the ways they have responded to it, within the
context of their family and culture. One of the most
helpful aspects for infertility counselors of practicing
within the medical setting is the ability to consult easily
with the physician and nurse about the likely impact of

a medical condition on psychological functioning. For
example, a woman diagnosed with premature ovarian
failure (POF) is dealing with a number of symptoms
related to decreased estrogen (hot flashes, bone loss,
and dry eyes, etc.) which affect her functioning as well
as impair her fertility. Physical functioning affects indi-
vidual and family dynamics, and vice versa, much more
than is acknowledged in traditional psychological the-
ory.[43] Thus, information about the medical manage-
ment of the infertility (i.e., diagnosis and treatment),
prognosis, and its effect on daily functioning need to
be a part of the infertility counselor’s treatment plan, as
well as necessitating active collaboration.

3. No more ‘Lone Ranger’ – Join the ‘posse.’ Full collab-
oration with the reproductive medical team allows for
comprehensive infertility services to be provided with-
out distinction between physical and mental health.
Haley and associates point out, “Successful collabora-
tion involves . . . developing a collegial relationship with
the referring provider, eliciting his or her explanation
about the patient’s problems, clarifying any questions,
and securing his or her support for the psychological
treatment.”[41, p. 241] It also involves a strong work-
ing alliance with all members of the staff, knowledge
and a respect for each of their areas of expertise. Phys-
ical proximity not only allows for better integration of
psychosocial services but also for ability to introduce a
patient to services through a joint session or meeting
with the doctor or nurse. Communication between the
infertility counselor and the physician or nurse regard-
ing the patient’s care (and vice versa) is fundamental in
achieving effective teamwork. In short, infertility coun-
selors cannot work in isolation and must see themselves
as one part of the whole.

4. Psychotherapy is not enough. As has been discussed
throughout this chapter, the role of the infertility coun-
selor extends beyond traditional psychotherapy to a
broad base of skills and services. Although infertility
counseling is a specialized field, it involves a gener-
alized skill set that demonstrates personal and pro-
fessional flexibility. MHPs working in this field need
to be able to provide a broad base of clinical ser-
vices (such as psychotherapy, crisis intervention, and
stress management), consultation and education ser-
vices, research, as well as working with community,
professional, and policy organizations. Collaborative
reproductive healthcare means that infertility coun-
selors cannot limit themselves to only clinical services
but must look to the larger picture (and skill set) for
practice.
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5. Patients do not know why they are seeing you unless
you tell them. Although infertility patients are often
aware of the emotional responses to this condition (i.e.,
depression, anxiety, stress, and marital conflict), they
frequently want their medical providers to be able to
treat these problems. Patients may perceive a referral
to a MHP as the physician thinks they are crazy, does
not want to be bothered by them, or wants to get rid
of them. Even in the most Westernized of cultures, a
referral to a MHP may be looked upon as stigmatizing,
further exacerbating these feelings in infertile people.
When the MHP is involved in the referral, such as during
a joint meeting with the patient and physician, there is
the opportunity to model for the physician how to make
a recommendation for counseling that is well-received
by the patient.

One tactic is to help patients understand the multi-
disciplinary approach to infertility treatment and the
specialized care that each member brings to the treat-
ment team. To begin, it is important to clarify the
patient’s understanding of why they were referred to
the infertility counselor and to address any misconcep-
tions as to role and purpose of counseling. Clarifying
confidentiality issues is crucial in defining communi-
cation with the physician/treatment team, even if it is
only in acknowledging the referral. Physicians expect
some communication about their patients with con-
sulting healthcare providers, usually a brief description
of diagnosis and treatment recommendations. Patients
need to understand how this communication and col-
laboration is directed toward their best care, and be in
agreement with the sharing of information.

6. Hurry up. Physicians and MHPs have very different
practice styles, both in the time they see patients (i.e.,
fifteen-minute increments versus fifty-minute session)
and approach (i.e., concrete solutions versus method
and process). Reproductive medical practices operate
at a rapid pace and outcomes of the interaction are
expected quickly, which is in contrast to traditional psy-
chotherapy practice. Communication with physicians
needs to be clear, precise, and problem-focused. Refer-
ral questions need to be clarified so that solutions, or the
need for further exploration and consultation, may be
identified. In effect, infertility counselors need to take
a problem-focused approach and learn how to commu-
nicate in the same language and style as physicians.

What is most important is timely and concise commu-
nication between physician/team and infertility coun-
selor. Written reports to the medical team need to be
completed quickly (ideally within a day) and should be
summarized with essential findings and specific recom-
mendations. If a report is longer than a page, a sum-
mary section of the most critical information with bul-

let points should be included because physicians rarely
have the time to read a full report. Similarly (when
applicable), notes in medical records should be brief,
specific, and not speculatative. A follow-up phone call
or email to the nurse or physician briefly describing
the consultation and recommendations is essential, if a
written report will not be available promptly.

7. Do not give any tests you cannot carry in a briefcase.
While psychologists may be well-versed in administer-
ing a number of psychological tests, the acceptability
and time required to complete these tests (as well as
the fact they must be scored and interpreted only by
those trained in the testing, usually psychologists) may
limit usefulness in general infertility practices. Brief
screening instruments that enhance the identification
of patients who might benefit from seeing the infer-
tility counselor are most useful to the medical team.
These include the Primary Care Evaluation of Mental
Disorders Brief Patient Health Questionnaire (PRIME-
MD Brief PHQ), the Beck Depression Inventory (BDI),
and the Beck Anxiety Inventory (BAI) to detect mood
disorders, and the Fertility Problem Inventory (FPI) to
determine the level of psychological stress with infer-
tility. These validated tests can be easily administered
and scored by any member of the treatment team to
assess psychological distress, facilitate referral, or mea-
sure improvement over time for infertility-specific test
(see Appendix 4).

8. Stand up for what you know, and ask about what
you do not know. All MHPs working in reproductive
medicine must demonstrate their expertise to the treat-
ment team. They must be able to give decisive opinions
on behavioral issues in patient care and be well-versed
in current research on psychological aspects of infer-
tility. Physicians are trained to challenge each other
on evidence-based medicine, and infertility counselors
should be prepared to operate in a similar manner (see
Chapter 7). Infertility counselors need to be able to
communicate their knowledge devoid of psychological
jargon, which others may not understand or find dis-
tancing and condescending. While training in infertil-
ity counseling includes a broad knowledge of reproduc-
tive medicine, there will be times when the counselor
is unfamiliar or unaware of new procedures or termi-
nology. He or she must be comfortable and willing to
ask questions to acquire the knowledge, as well as be
involved in continuing education activities that involve
both the medical and psychosocial aspects of reproduc-
tive healthcare. Mutual respect of the knowledge and
skills each member of the treatment team brings to the
practice is fundamental to effective collaboration.
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9. No specialists allowed – be prepared for anything and
everything. Infertility counseling is a specialized area of
practice and yet patients bring a history to the experi-
ence beyond their impaired fertility. Patients may be
dealing with a variety of situations and life experiences
that impact their care – other medically complicating
conditions, such as cancer, HIV, or genetic disorders;
remarriage and step-families; gay or lesbian couples;
single people; older couples; and experiences from dif-
ferent cultures – to name a few. MHPs need to be pre-
pared for a diverse range of problems and be able to
generalize their skills to the patient’s special needs.

10. Refer out when necessary. The infertility counselor
will not have the time, or necessarily the training, to
see all patients of the practice with a wider spectrum
of issues. He or she must be prepared to assess rela-
tively quickly what type of care is needed and identify
appropriate referral sources. For example, patients may
request infertility treatment as a result of long-standing
sexual dysfunction and a referral to sex therapist may be
most appropriate. Or a substance abuse problem may
be discovered in the course of evaluation, and a refer-
ral to a drug and alcohol treatment program is in order.
In most cases, the infertility counselor will assess the
situation and decide if the problems can be addressed
within the context of the reproductive medical practice
environment. With more complex cases where special-
ized or extensive intervention is needed, patients will
be referred elsewhere for treatment. Consequently, it
is important for the infertility counselor to have estab-
lished a referral base of subspecialty mental health pro-
fessionals and caregivers (i.e., acupuncturists, spiritual
advisors, or psychopharmacology). In these situations,
the infertility counselor may then serve as a bridge
between physician and the outside referral source, to
provide continuity of care. This is another aspect of
collaborative care, the MHP collaborating with other
mental health caregivers to improve and/or maximize
patient well-being.

FUTURE IMPLICATIONS

Reproductive medicine will continue to change as
advancing technology presents increasingly complex
options and choices for patients. As clinical practice has
become more specialized, so too has the need for more
specialization of the staff members who make up the
infertility treatment team. Infertility counselors provide
psychological assessment, insight, and judgment that
can assist the medical team in making increasingly dif-
ficult ethical and clinical decisions, as well as improving
patient care.

To accomplish this task, infertility counselors must
be highly skilled therapists who are knowledgeable
about the medical and emotional aspects of reproduc-
tive medicine. There is an increasing need for training
programs, practicums, and continuing education work-
shops on infertility counseling, especially its application
within the specific mental health professions. Interna-
tional collaboration with other mental health profes-
sionals working in the field of reproductive health psy-
chology will be crucial to achieve these objectives

Credentialing and the need to establish defined stan-
dards of care in infertility counseling is a more imme-
diate goal. Qualification guidelines have been estab-
lished in the two largest professional organizations,
ASRM/MHPG and ESHRE/PSIG. Nonetheless, they are
just that: guidelines. Furthermore, while a number of
countries have mandated the provision of infertility
counseling (Great Britain, Australia, and Canada), it is
less clear who is considered qualified to provide these
services.

Increasingly, mental health professionals working in
reproductive medicine have indicated the belief that
specialty status or credentialing is necessary for infer-
tility counseling. How it should be accomplished is
a greater question. The British Infertility Counseling
Association (BICA) has developed the Infertility Coun-
seling Award, a specialty status system based upon
resume and case review. However, its usefulness may
be in questions as, to date, only a very small number of
counselors have actually applied and even fewer have
actually met the requirements to obtain this creden-
tialing. Infertility nurses in the ASRM experienced a
similar difficulty when attempts were made to estab-
lish certification in reproductive endocrinology nurs-
ing that was later abandoned due to lack of partic-
ipation and problems in administering the examina-
tions. On a parallel note, Burns and Figlerski surveyed
members of ASRM/MHPG in 1999 and 2002 to assess
members’ interest in credentialing and specialty status.
Although the majority in both studies believed there
should be special credentialing in infertility counseling,
they were reluctant to participate in the process.[44]
All of the respondents considered themselves expert
in the field, yet were increasingly unwilling to pursue
credentialing/specialty status, the more rigorous the
requirements. Respondents were willing to: obtain con-
tinuing education credits (74%); make an application
(70%); attend postgraduate courses (66%); take a cer-
tification exam (34%); undergo skills/knowledge eval-
uation to maintain certification (31%); pursue Diplo-
mate status (30%); submit cases for review by a board
(20%); and complete an internship, mentorship, or fel-
lowship (10%). The establishment of meaningful cre-
dentials in infertility counseling that are accepted by
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practitioners and recognized by the reproductive med-
ical team remains a challenge.

It is becoming increasingly important for infertility
counselors to be involved in scientific research about
the psychological aspects of infertility, the impact of
reproductive technology, and the efficacy of various psy-
chological interventions. Possibly the most important
area of research is the long-range impact on offspring
and families created by advancing reproductive tech-
nologies. Families are being created today through tech-
nologies that just a few years ago were thought to be
fiction, not unlike Aldous Huxley’s Brave New World.
As much as infertility counselors may advise patients
about the implications of these technologies, no one
can predict how someone will feel tomorrow about his
or her decisions, let alone ten years from now. Age,
experience, unexpected life events, and societal changes
are only a few factors influencing feelings as time goes
on. Thus, it is crucial for infertility counselors to be
involved in and aware of research and clinical practice
in ways that provide a greater understanding of families
affected by a legacy of infertility and/or created through
assisted reproductive technologies.

SUMMARY

■ Although all members of the reproductive medical
team counsel and console patients, infertility coun-
selors are mental health professionals who provide
specialized services of psychological assessment, psy-
chotherapeutic intervention, psychoeducational sup-
port, psychological research, and staff consultation.
■ The collaborative reproductive healthcare model is
based on biopsychosocial theory and emphasizes a
seamless collaboration between all members of the
reproductive medical team, including infertility coun-
selors, and the patient to provide optimum care.
■ In this model, infertility counseling is viewed along
a continuum of the medical process, where the med-
ical and psychosocial aspects of infertility treatment
are integrated.
■ Effective collaboration in infertility counseling
involves patients, medical staff, other mental health
professionals, and community and consumer organi-
zations.
■ Infertility counseling services may be incorporated
into clinical practice in three ways: (1) referral to an
independent, private practitioner who is outside the
medical practice; (2) use of an independent contract
consultant, who is affiliated with the practice; or (3)
hiring of an employee, who is an infertility counselor
and a staff member.
■ Infertility counselors must explicitly define their
roles and responsibilities to patients and staff.

■ Credentialing and/or specialty status of infertility
counselors is necessary to help ensure quality stan-
dard of care.
■ Infertility counselors must be involved in research
on the psychological aspects of infertility, the impact
of reproductive technologies, and the efficacy of psy-
chological interventions.
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29 Ethical Aspects of Infertility Counseling

NANCY STOWE KADER AND DOROTHY A. GREENFELD

Knowledge not based on ethics cannot . . . bring real honor or
profit to its master.

– Marie de Jars

Since the beginning of in vitro fertilization (IVF) and
the advent of assisted reproductive technology (ART)
more than twenty-five years ago, mental health pro-
fessionals (MHPs) working in the field of reproduc-
tive medicine have counseled couples struggling with
complex ethical decisions resulting from the very treat-
ment that promises such hope. The overlap between
ethical dilemmas for patients and how they psycholog-
ically experience these issues is an ongoing part of the
work between the MHP and the infertile couple. Indeed,
as clinicians strive to understand and assist patients
in dealing with unprecedented ART developments, the
interface between psychological and ethical issues has
steadily shaped and defined the role of the MHP in the
ART milieu.

This chapter

■ addresses ethical issues and challenges as they relate
to mental health professionals and infertility;
■ reviews literature produced by ethics committees and
mental health professionals;
■ describes ethical principles and the role of an ethics
committee;
■ identifies ethically complex clinical issues for pro-
grams, such as requests for posthumous reproduction;
■ provides a model for establishing an ethics commit-
tee in the practice;
■ suggests implications for future counseling dilem-
mas in fertility programs.

HISTORICAL OVERVIEW

Since the time of the ancient Greeks, healthcare profes-
sionals have accepted special moral obligations govern-
ing their practices. The injunction ‘first, do no harm,’
loosely derived from the Hippocratic oath, is held by
physicians (and by extension, all healthcare profession-

als) to be the foundation of their professional ethic.
Over time, each of the various healthcare professions
has adopted a code of conduct to guide them as they
carry out their specific responsibilities.

Despite the acceptance of ethical codes of behav-
ior, the medical profession has historically conducted
research and experimentation upon human subjects,
sometimes offering benefits to their patients, but at
times causing harm. A need for broader and more inter-
nationally based rules of conduct was realized after
World War II when the Nuremberg trials disclosed
the medical atrocities inflicted by German physicians
upon their prisoners. In 1947, the Nuremberg Code
was accepted as international law, asserting the prin-
ciple of voluntary and informed consent along with
other safeguards on human experimentation. The post-
war ethical ferment also led to the formation of the
World Medical Association, a national body which pro-
duced, in 1954, “Principles for Those in Research and
Experimentation.” These principles became the precur-
sor to the adoption of the Helsinki Declaration in 1964
(last amended in 1989), wherein most of today’s famil-
iar rules on voluntary consent and the protection of
the autonomy of the human subject were firmly estab-
lished.[1]

Physicians in the United States were not faultless
during this era. It was not until 1972 that the infa-
mous Tuskegee Study was halted amid acrimony and
outrage. News reports disclosed that hundreds of poor
black men in Tuskegee, Alabama, had been monitored
since the 1930s to learn the long-term effects of syphilis
without being told they were part of a study; and even
worse, they were not given treatment even after peni-
cillin proved to be effective. The outrage over this
immoral violation of human rights led to the con-
gressional creation of the National Commission for
the Protection of Human Subjects of Biomedical and
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Behavioral Research. The regulations drawn up by this
body form the basis for our current ethical require-
ments over human experimentation today. Further-
more, this tumult instigated new interest in ethical
behavior in medicine leading to a new field of inquiry,
which we know today as bioethics.[2,3]

By the 1970s, a new discipline emerged from the inter-
action of two fields of study, ethics and the biologi-
cal sciences, coining a new term: bioethics.[4] Ethics
is the philosophical study of morality, where one task
is to provide a systematic means of evaluating moral
problems. Bioethics takes on a more specific mission,
that of applying ethical insights to real problems in
biomedicine, especially those arising out of actual prac-
tice situations. These are not theoretical problems to be
studied in the abstract, but real problems affecting real
people, so it is important that the answers put forward
in the field achieve something more than moral cor-
rectness. They must also be clinically useful, practical,
and reasonably acceptable to those affected by them.
Historically, philosophers and legal scholars typically
addressed these matters. However, mental health pro-
fessionals quickly became directly involved in bioethi-
cal concerns because “many ethical questions raise psy-
chological issues.”[5]

Because of the particular vulnerability of their
patients, mental health professionals (including those
working in infertility clinics) have developed exten-
sive and complex guidelines regarding their ethical
obligations to their patients. However, the cascade of
rapid technological advances in the treatment of infer-
tility in the mid-twentieth century has introduced a
steadily increasing number of complex, new health-
related moral problems in the infertility clinic, issues
that could not be easily resolved by simply referring to
a professional code of ethics.

ART and Ethics

Reproductive medicine has been at the forefront in pro-
ducing technological challenges to traditional moral
thinking beginning with the 1978 announcement of
the first IVF birth of Louise Brown in Great Britain,
an announcement that raised moral anxieties around
the world. The ethical issues engendered by subse-
quent advances in ART treatment (such as oocyte
donation, embryo cryopreservation, intracytoplasmic
sperm injection (ICSI), pre-implantation genetic diaqu-
osis (PGD), and the potential for harvesting stem cells
from embryos) have led to a robust and increasingly
urgent ongoing ethical debate. This is equally true of
ARTs treatments that are only potentially feasible at this
time (e.g., cloning).

Since the early days of IVF, as programs were formed
and treatment teams were put together, mental health
professionals at once became vital members of the
team. As members of the treatment team, they were
asked to participate in institutional ethics committees
where crucial decisions were made about ART treat-
ment. The role of the mental health professional in ART
is in itself a focus of ethical debate. For example, is it
appropriate for the MHP to be a gatekeeper – helping
to determine whether a specific treatment is appropri-
ate for a specific individual or couple? Does the MHP’s
role include an obligation to assess patients for their
suitability to take on the role of parent?

ART organizations worldwide have formed ethics
committees to address issues arising as a result of these
new technologies. The American Society for Reproduc-
tive Medicine (ASRM) established an Ethics Commit-
tee in 1985 that initially consisted of four obstetrician/
gynecologists, an attorney, an attorney/ethicist, a repro-
ductive biologist, and an endocrinologist.[6] The Com-
mittee held a news conference to announce its first
report in 1986 entitled “Ethical Considerations of
the New Reproductive Technologies.”[7] In subsequent
years, the membership has changed and in 1999, for
the first time, the Committee included a mental health
professional.

Another ART professional organization began at a
meeting in Helsinki in the early 1980s when fellow sci-
entists R. G. Edwards of the United Kingdom and J.
Cohen of France conceived the idea for a European
organization that would meet to stimulate research
and study in reproductive medicine. In 1985, the Euro-
pean Society of Human Reproduction and Embryol-
ogy (ESHRE) held its first meeting in Bonn, Germany.
ESHRE currently has more than 4,000 members repre-
senting 101 countries. In 1990, ESHRE formed a special
task force on Ethics and Law. The group has addressed
such issues as postmortem reproduction, cloning, sur-
rogacy, and sex selection. All members of the task force
are members of ESHRE and are generally either physi-
cians or mental health professionals. In any case, MHPs
have valuable input.[8]

The Ethics Committees for both ASRM and ESHRE
publish papers that are recommendations and guide-
lines for practitioners working in the field of ART. That
is quite different from organizations established as a
result of laws passed governing ART treatment. For
example, following passage of the Human Fertilisa-
tion and Embryology Act of 1990, the Human Fertilisa-
tion and Embryology Authority (HFEA) was established
in the United Kingdom. This licensing organization
included a code of practice guidelines for all licensed
infertility clinics that outlined the proper specific
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treatment procedures and activities. The HFEA also
developed and maintained a formal register of “infor-
mation about donors, treatments and children born as a
result of those treatments.”[9] In 2003, the HFEA estab-
lished a Law and Ethics Committee to address ethical
dilemmas (e.g., stem cell research, advances in PGD).
Members of that committee, as are all members of
HFEA, are appointed by health ministers of the United
Kingdom and require that the Chair, Deputy Chair, and
at least half the members are neither doctors nor sci-
entists involved in ART. They are often members of the
clergy, philosophers, and lawyers.[9]

REVIEW OF THE LITERATURE

Literature from Ethics Committees

The aforementioned organizations and their Ethics
Committees have published literature addressing the
ongoing ethical concerns of MHPs, ART treatment
teams, and patient participation in these treatments.
For example, the sixth edition of the HFEA Code of
Practice manual published in 2004 includes sections
on surrogacy, oocyte donation, embryo storage, and
oocyte sharing with an emphasis on the welfare of the
child so conceived. There is also a section on various
aspects of counseling, including ‘implications counsel-
ing,’ that is, making sure that the person being coun-
seled understands the treatment; ‘support counseling’ –
emotional support offered during times of particular
stress, such as treatment failure; and ‘therapeutic coun-
seling’ – providing coping strategies for participants.[9]
An important issue regarding counseling under HFEA
is the provision that counseling be offered, not neces-
sarily taken up. Furthermore, although HFEA provides
specifics on what the counseling should include, it does
not specifically address who is qualified to provide this
counseling.

The ESHRE Task Force on Law and Ethics has pub-
lished a number of papers resulting from committee
discussions of current ethical concerns. This commit-
tee faces unique challenges in that it is not a gov-
erning body but a professional organization represent-
ing 101 countries. As such, their recommendations
on policy must take into consideration very diverse
cultural, religious, and ethical approaches, as well as
government laws regarding infertility treatments and
family-building options. For example, several papers
concern aspects of oocyte donation such as disclosure to
donor offspring and payment to oocyte donors.[10–15]
Because in some countries payments to oocyte donors
are illegal, some of the ESHRE recommendations

have addressed the ethical and practical applications
of oocyte-sharing and other unique donor recruit-
ment policies and practices between IVF patients and
recipients.[16–19] Several papers from the task force
have addressed ethical issues in posthumous reproduc-
tion[20–24] and concluded that it was generally accept-
able and supported by most centers, but that “each case
should be discussed and authorized by a multidisci-
plinary committee that includes physicians, clergy, psy-
chiatrists, psychologists, sociologists and other appro-
priate parties.”[21] Other papers looked at the issue of
legitimizing surrogacy in Israel[25] and in the United
Kingdom.[26–28] Ethical and social concerns of pre-
natal sex selection (also called gender selection or
family balancing) were addressed,[29–34] including a
survey of geneticists from thirty-seven nations where
46% approved of performing sex selection for family
balancing.[32]

The Ethics Committee of the ASRM has published
statements that address current issues in ART programs
and go to the heart of clinical concerns for MHPs work-
ing in the field of reproductive medicine. For example,
a common clinical concern is acceptance or rejection
of a specific individual or couple for a specific treat-
ment based on their potential to be good parents. A
recent paper addressed this issue and recommended
that programs should not discriminate against per-
sons with disabilities, yet identified reasons to reject
potential treatment candidates including uncontrolled
psychiatric problems, substance abuse, and a history
of perpetrating physical and/or emotional abuse or
neglect. The committee recommended that rejection
decisions should be made by the various members of
the treatment team, which may include assessments
by the MHP[35] and should, ideally, be based on the
clinic’s (preferably predetermined) policy and/or treat-
ment protocol. In a recent report, regarding disclo-
sure to offspring about their donor gamete conception,
the committee recommended that “while ultimately the
choice of the recipient parents, disclosure should be
encouraged,” counseling and informed consent should
be required for donors as well as recipients.[36] Inter-
generational gamete donation, using family members
as donors and surrogates, is another common clinical
concern that was addressed in a recent report. The Com-
mittee concluded that while the use of sibling donation
(brother to brother, sister to sister) is generally accept-
able, intergenerational gamete donation and surrogacy
arrangements are ‘especially challenging’ and require
special attention such as monitoring for undue influ-
ence of a relative and the appearance of incest.[37] Two
statements addressed the issue of sex selection.[38,39]
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In 1999, in a statement on sex selection and PGD[39]
the Committee found that IVF with PGD solely for sex
selection should be discouraged because of the risk for
gender bias, social harm, and the diversion of medi-
cal resources from genuine medical need.[39] Another
statement in 2001 addressed the use of sperm selection
techniques for nonmedical gender selection. The Com-
mittee recommended that if such techniques prove to
be safe and effective, physicians should be free to offer
these services for sex selection for ‘gender variety’ as
long as couples understand the risk of failure and would
agree to accept the child of opposite sex if the treatment
should fail.[38] A statement regarding financial incen-
tives for oocyte donors recommended that donors not
be compensated more than $10,000.[40]

Literature from Mental Health Professionals

The interface between psychological issues and ethi-
cal dilemmas associated with ART has been addressed
in the mental health literature. Considerable literature
has addressed ethical dilemmas faced by MHPs them-
selves in their complex roles as educators, counselors,
and gatekeepers.[41,42] Covington described the role of
the MHP in the infertility practice as encompassing five
primary functions: assessment and evaluation; inter-
vention and treatment; education; research; and con-
sultation.[43] She pointed out the importance of work-
ing with an ethics committee and provided a model
for establishing an ethics committee in the infertility
practice,[44] as well as a model when working indepen-
dently, inspired by research by Chally and Loriz.[45]
Gordon and Barrow describe ethical, legal, and moral
issues that have become “part and parcel of the infertil-
ity counselor’s domain,” such as fetal reduction, posthu-
mous reproduction, and sex selection.[42]

Other research described the overlap between psy-
chological and ethical issues associated with ART and
how the role of the MHP has extended to counseling
in such complex areas as preimplantation genetic diag-
nosis with its potential for sex selection, posthumous
reproduction, and disposition of unwanted embryos.[5]
Rosenthal described ethical and psychological aspects
of oocyte donation and the problem of “counseling
donors in the abstract.” By that, the author means envi-
sioning future scenarios where, for example, a donor
may find herself infertile.[46]

An unsettled and often contentious debate among
MHPs working in ART is whether assessment includes
the role of program ‘gatekeeper.’ Some clinicians feel
that part of their role is that of gatekeeper, assessing if,
when, how, or whether an individual and/or couple can

or should proceed with a specific treatment. From this
perspective the role of the MHP is one that takes into
consideration the best interest of the potential child,
the ability of the participants to provide informed con-
sent, and/or comply with the medical treatment plan.
Others feel that the role of the MHP is to provide sup-
port, education, and preparation but not to determine
which patients are psychologically eligible for treat-
ment, asserting “no one monitors the fertile world.” Still
others try to take a middle of the road approach, which
encompasses aspects of both roles, recognizing that as
educated professionals, the MHP has an ethical duty
and professional responsibility to provide some mea-
sure of assessment as well as education, preparation,
and support.[5,42]

THEORETICAL FRAMEWORK

IVF programs and members of ART treatment teams
(including MHPs) have two resources to turn to when
they are grappling with ethically difficult treatment
decisions: an institutional review board (IRB) and an
ethics advisory committee. While the IRB is particularly
useful to scientific research and ethical issues regard-
ing the development of new treatments and technolo-
gies, ethics committees are particularly helpful for dis-
cussion of the moral and ethical impact of established
treatments and technologies.[47]

The purpose of the IRB is to review biomedical
research to be clear about the rights of study subjects
and to make sure that investigators follow the princi-
ples of the Helsinki Declaration. Those principles are
that research should be conducted by scientifically qual-
ified and competent researchers; that research should
be properly designed; that the confidentiality of sub-
jects should be maintained; and that subjects should be
able to give informed consent. The institutional review
board is generally regulated by the state or the govern-
ment.[47]

Unlike IRBs, ethics committees are not governed by
the state or government regulation and were created to
address moral dilemmas resulting from particular med-
ical technology. The first ethics committee was estab-
lished in the United States in 1962 after the development
of the arteriovenous shunt and canula, which made dial-
ysis possible. The marvel of the technology meant that
the demand exceeded the availability, and a small group
met, whose initial role was to determine who was an
appropriate candidate for dialysis.[47] The role of the
ethics advisory committee includes case review, edu-
cation, and policy review. However, Elias and Annas
point out that “the far more important role of the
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ethics committee is the protection of the dignity of the
patients.”[48]

While there is no overarching single ethical theory per
se, bioethics has turned to a special set of principles as
key to helping clarify the basic moral issues. These prin-
ciples are autonomy, beneficence, nonmaleficence, and
justice. They were originally introduced by Beauchamp
and Childress in an early textbook in bioethics and are
now so well accepted that their use has earned a term:
principlism.[49] Each principle provides an important
point of view in assessing moral problems and can be
used to remind the clinician of the important moral val-
ues at stake.

Autonomy
This principle holds that people have the right to deter-
mine their own actions based upon their personal val-
ues and beliefs.[49] It is the principle that forms the
basis of informed consent and respect for privacy. In an
ART setting, autonomy refers to an individual’s repro-
ductive rights and choices. It includes the individual’s
right to medical information about the treatment being
considered and the individual’s right to make decisions
about which treatment to accept (if any) or reject (e.g.,
refuse treatment).[4] However, since assisted reproduc-
tion depends on the cooperation of more than one indi-
vidual, the autonomous choices of each participant can
conflict, causing a need for mediation.

Beneficence
This principle represents an obligation to promote the
well-being of patients, protecting them from harm while
promoting and encouraging the greater good. It is
closely aligned with the principal of nonmaleficence,
balancing actions between good and potential harm.
There may be overlap between the principles of benefi-
cence and nonmaleficence when, for example, a patient
with a medical disorder that would be exacerbated by
pregnancy requests IVF treatment, or HIV incongruent
couples request husband inseminations which could
increase risk of disease transmission to the uninfected
spouse.

Nonmaleficence
This principle identifies the obligation to ‘do no harm,’
and may at times conflict with the principal of auton-
omy or other principles. Illustrative is a physician’s
refusal to treat in order to refrain from harming the
patient, although the refusal may compromise the
patient’s autonomy.[4] The physician who recommends
transferring no more than two embryos while the cou-
ple requests transferring multiple embryos is another
good example. Because this principle is at the core of

the Hippocratic oath, it may take precedence in deci-
sion making.

Justice
This principle concerns fairness and equity, specifically
with regard to sharing the burden (costs) and in the
distribution of resources (benefits) to all members of
the community. With the exception of countries where
there is uniform health insurance that covers infertility
treatment, much of the world does not meet this stan-
dard. Lack of insurance coverage, variations in covered
services, and the frequent determination by insurance
companies that infertility is not as a disease, often make
infertility treatment unavailable to patients with low
income. This is particularly true with third-party repro-
duction (oocyte donation and surrogacy), where gener-
ally only wealthy couples can afford these reproductive
services, even in countries with mandated health cov-
erage. This phenomenon has been referred to as ‘strati-
fied reproduction’ to describe transnational inequalities
whereby some people are able to achieve their repro-
ductive desires, often through recourse to globalizing
technologies, while others – usually poor women of
color around the globe – are disempowered (and even
despised) as reproducers.[49] A further consequence
of stratified reproduction is ‘reproductive tourism,’ in
which infertile individuals or couples with financial
means travel across borders to access ARTs that are not
available for legal, religious, or cultural reasons in their
own country.

CLINICAL ISSUES

Decisions that may be a routine part of treatment can
be ethically and morally troubling for many couples.
Some couples may be troubled about the disposition of
embryos. Other couples may struggle with the dilemma
of selective reduction of a multiple pregnancy. For other
couples, the quandary may be about whether or not to
use a family member or a friend as a gamete donor or
whether to disclose the donor conception to the child,
friends, or family. A dilemma for some couples may
be whether or not to pursue parenthood using medical
treatments that are opposed by their religion, culture, or
family. Additionally, couples may present for treatment
in various states of psychosocial distress potentially
impairing functioning and/or ability to comply with
treatment or there can be disagreement about treat-
ment involving coercion of one partner by the other.
These are just a small sample of the sorts of issues that
arise continually in a reproductive medicine clinic.

Mental health professionals and their treatment
teams experience their own ethical dilemmas and
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may find themselves uncomfortable with some treat-
ment decisions. Issues that inevitably arise include
requests for infertility treatment from patients with
a concomitant illness such as HIV/AIDS, women of
advanced maternal age, intergenerational gamete dona-
tion, same-sex couples, and patients requesting posthu-
mous reproduction. This underscores the value of hav-
ing access to an ethics committee (or the importance of
developing such a committee) for the practice.

Treating Patients with Concomitant Illness

Some prospective mothers face concerns about
embarking on fertility treatment because of a history
of a serious preexisting illness such as a heart condi-
tion, cancer, or HIV infection. The question at stake
is whether a pregnancy will exacerbate the illness or
whether the severity of illness might necessitate the use
of a donor or surrogate. In either case, the ethical ques-
tion can be settled by assessing known scientific data,
considering how similar cases have been handled, and
evaluating the likelihood that ovulatory stimulation or
pregnancy could cause a recurrence of symptoms or a
risk to the patient’s/offspring’s health or life. Often such
risks can be quantified, allowing participants to be given
the right to choose their own options with a clear under-
standing of the degree of risk involved. However, some-
times these risks cannot be quantified or the patient
may choose to proceed with treatment against medical
advice.

Initially, pregnancy was contraindicated in patients
with established HIV infections, but recent research
introduced methods that decrease the possibility of
transmitting the virus to others, making it safer to
attempt fertilization and pregnancy. Nevertheless, the
potential for transmission, not only to the child but also
to a noninfected partner, necessitates careful consider-
ation of each case.[50] An instance where a healthy per-
son assumes an unnecessary risk for a potential goal
(versus a necessary risk to save a life) adds a difficult
moral dimension to the problem. In some cases, the
assessment of the emotional stability of the participants
by the infertility counselors might be the deciding fac-
tor for guiding the process. Furthermore, the infertility
counselor may be in the best position to provide appro-
priate education, support, and therapeutic assistance,
enabling individuals and couples to come to terms with
the psychosocial and medical realities of their situation.

Treating Women of Advanced Maternal Age

ART treatment teams are increasingly faced with
requests from women of advanced reproductive age

seeking medical assistance to become pregnant. Oocyte
donation has afforded older women the opportunity to
give birth well beyond menopause, and many are tak-
ing advantage of this opportunity. In this situation, clin-
icians must struggle with questions such as whether
the life expectancy of the prospective mother should
be a consideration in determining whether to proceed.
How should clinicians weigh the risks of pregnancy
against the rights of a woman to choose such treatment?
And what about the children? Should programs be con-
cerned about the children raised by mothers who will
presumably have a lifespan considerably shorter than
women who bear children before menopause?

At present, guidelines regarding the ethical propri-
ety of this extension of the normal reproductive age
vary greatly. For example, ESHRE, the Canadian Fer-
tility and Andrology Society (CFAS), and the ASRM
have not issued clear guidelines on this issue and have
not addressed the most pressing question, ‘What is the
appropriate age limit for acceptance of women into
treatment?’ The exception is the HFEA, which deter-
mined that recipients of donor oocytes should not be
older than the age of forty-five, based on the view that
it is in the best interest of the child to be parented into
young adulthood.

In the United States, there is great disparity among
programs accepting postmenopausal women into treat-
ment. For example, Practice Guidelines from the ASRM
recommend that all recipients of oocyte donation over
the age of forty-five undergo thorough medical evalu-
ation including cardiovascular testing and a high-risk
obstetrical consultation before treatment. The guide-
lines do not specify recommendations for age restric-
tions, however.[51] A statement from the ASRM Ethics
Committee asserted that oocyte donation to post-
menopausal women “should be discouraged” and that
programs should determine eligibility for proceeding
with treatment on a ‘case by case’ basis in which a
woman’s health, medical and genetic risks, and provi-
sion for childrearing are considered.[52]

Concerns about these patients and their potential
children include health risks of pregnancy in older
mothers, the potential of pregnancy triggering ongo-
ing health problems (e.g., gestational diabetes becomes
Type 2 diabetes) that may impact the woman’s lifes-
pan, and lack of energy and stamina in older women
impairing their ability to raise young children. Further-
more, the children themselves may be at risk physi-
cally (e.g., pregnancy-related complications that impair
the mother’s and baby’s health) or psychosocially (e.g.,
increased likelihood of losing their mothers in child-
hood or young adulthood). In a paper presented at
the annual meeting of the ESHRE in 2005, De Swiet
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described the increase in the number of first-time moth-
ers over the age of thirty-five. In the United Kingdom,
in 2000–2002, 10% of women in their first pregnancy
were older than thirty-five compared with 3% in 1988–
1990. De Swiet argued that because pregnancy in older
women is associated with a range of medical and so-
cial issues, “someone else rather than doctors should
legislate or make policy statements regarding these
issues.”[53]

Intergenerational Gamete Donation

In terms of gamete donor identity, rules, regulations,
and guidelines vary greatly around the world. For exam-
ple, in some countries donor anonymity is encour-
aged and even protected, whereas in others donor iden-
tity is the law (see Chapters 17 and 18). In countries
where familial donation is acceptable, intragenerational
gamete donation, such as sister to sister oocyte dona-
tion and brother to brother sperm donation, is, gener-
ally speaking, much less ethically and psychologically
complex than intergenerational gamete such as daugh-
ters donating oocytes to mothers, and fathers donating
sperm to fathers, and vice versa.[54]

The ASRM Ethics Committee addressed the subject
in a recent statement and underscored two reasons that
the counseling is challenging for MHPs working with
families seeking intergenerational gamete donation:
concerns about undue influence and the perception of
incest.[37] A good example is when the mother remar-
ries and wants to use her daughter as the donor. The
daughter may be financially or otherwise dependent on
her mother and stepfather and may therefore feel obli-
gated (if not coerced). At the same time, she may be
troubled by the idea of creating a baby with her step-
father even though conception would take place in the
Petri dish. Finally, she may have some conflicting feel-
ings about being both biological mother and sister to
this child.

Treating Gay Male Couples

Because fertility treatment centers offering ART rou-
tinely accept lesbian couples for treatment, they
inevitably must address the issue of whether they also
should treat gay male couples. In recent years, gay
males, as well as lesbian women, have become more
open about their homosexuality, their relationships,
and their determination to become parents.[55,56]
Yet while papers from many different countries have
appeared in the literature about lesbians seeking
assisted reproduction to have children, the issue of
gay men seeking treatment has only been addressed in
the United States. The ESHRE “Guidelines for Coun-

selling and Infertility” includes a section on reproduc-
tive services for lesbian couples, but no mention of
gay males seeking such service.[57] In a joint policy
statement published in 1999, the CFAS discussed the
increasing number of lesbians seeking treatment but
made no recommendations about gay men who were
not included.[58] HFEA has not addressed the issue of
gay men and ART and in fact has little to say about
treatment of lesbians other than in their publication on
“Patients’ Guide to DI.”

A recent survey of ART programs in the Unites States
makes clear that programs are more likely to reject gay
males than they are lesbians.[59] Some common ques-
tions about gay fathers include: Can men (and, in par-
ticular, gay men) be sufficiently nurturing if they raise a
child without a woman in the household? Will children
raised by gay fathers face more difficulty with their own
sexual maturation? Others may question whether it is
ethically acceptable for programs to accept lesbians for
assisted reproduction while refusing to treat gay males.

A growing body of research supports the notion that
children being reared in homosexual homes are not
harmed and are not more likely to become homosex-
uals themselves.[60] These factors have led more ART
programs to consider treating same-sex couples of both
genders. Gay males give the same reasons for parent-
hood than heterosexual males do, that is, the desire to
nurture children, to have the constancy of children in
their lives, and to achieve a sense of family that children
provide.[61,62] Parental motivation was considered in a
study comparing attitudes toward parenting of hetero-
sexual and gay fathers. Gay fathers were more likely to
express “the higher status accorded to parents as com-
pared to non-parents” as a motivation for parenting.
The authors also asked subjects to describe their inter-
action with their children. They found no reported dif-
ferences in terms of intimacy or involvement with the
children, although gay fathers reported greater warmth
and responsiveness and more limit setting.[63,64]

It appears that same-sex couples, including gay male
couples, are increasingly determined to become par-
ents and many are seeking infertility programs to assist
them. Programs need to develop appropriate policies if
they are to serve these couples with a focus on the spe-
cific needs and concerns they bring to the treatment.
There is also a need for continuing studies of treatment
outcome for gay couples to help improve the quality of
care.

Posthumous Reproduction

The ability to retrieve and preserve sperm from a newly
deceased male to be used for later fertilization is called
posthumous sperm procurement (PHSP.)[65] While not
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a routine issue for ART programs, there has been a
noted increased demand in many countries. However,
the procedure has been banned in many countries
including Canada, Denmark, Egypt, France, Germany,
Korea, Norway, Spain, Sweden, and The Netherlands.
[65] In contrast, it is performed in the United States,
although not universally. For example, a 1997 survey
of ART programs in the United States reported that
twenty-five requests for PHSP were honored by four-
teen facilities nationwide although none of these facil-
ities had policies in place for the procedure at the
time of the request.[66] By 2002, another study deter-
mined that forty-two requests for PHSP were honored
and that twenty-one programs reported that they had
established protocols for the procedure.[67] One such
program described the development of their guidelines
regarding this issue. The program recommends a one-
year waiting period following the death before proceed-
ing with using the posthumous sperm, both for time to
grieve and because survivors’ feelings often change over
time.[68]

The possibility of fathering a child after death clearly
creates a number of ethical, legal, and psychological
issues for ART programs, the surviving family, and,
especially, the potential children. Issues that PHSP
raises include the idea that the shock of losing a loved
one might propel the living partner to act hastily to cre-
ate a new family, perhaps making a commitment which
is impulsive or motivated primarily by the grieving pro-
cess.[69] Furthermore, the status of the child, who may
come into existence years after the parental death, can
be controversial in terms of legal recognition and inher-
itance rights, especially when there are competing sib-
lings or other stakeholders in estates or other legal mat-
ters. For these reasons, the well-being of the resulting
child should be the overriding concern, not the comfort
of the surviving partner.

Posthumous reproduction has been conditionally
accepted in some countries, most notably The Nether-
lands and the United Kingdom; however, it may occur
privately in other countries when it is not specifically
banned. It has been more readily accepted in situations
where the death of a partner interrupts the parenting
plans of a couple in a committed relationship. It is more
difficult when no prior planning has been done before
death and when no consent has been given, especially if
new partners become involved after the death.[68] The
parents of the deceased, for example, might balk at the
possibility of a new spouse raising their grandchild.

In rare cases, cryopreserved embryos are left behind
when both genetic parents have died. It is not clear
what the legal status of the resulting children would
be, although one state court has ruled that such chil-
dren should not be able to inherit the parent’s estate,

while another state has offered the opposite opinion in
a similar case.[69]

In general, the practice of posthumous reproduction
raises a classic conflict between the principle of auton-
omy for the prospective parent and the principle of
beneficence with regard to the future of the prospec-
tive child. The important moral issue at stake should be
to adequately protect the future dignity and legal status
of the child.

Now that we are seeing improved survival rates in
cancer patients as well as greater awareness on the part
of patients and their oncologists regarding the impor-
tance of fertility preservation before treatment, men
and women are increasingly preserving their gametes
before undergoing chemotherapy and radiation. In a
statement on fertility preservation and cancer treat-
ment, the ASRM Ethics Committee recommended that
posthumous reproduction be allowed only when the
“deceased has specifically provided an advance directive
and the surviving spouse or other designee agrees that it
is a sound one.” The report underscored the importance
of informing these patients of their options for gamete
disposition in the case of their death.[70]

THERAPEUTIC INTERVENTIONS

There are two therapeutic interventions regarding eth-
ical decision making for infertility counselors. The first
involves establishing an ethics committee, when one
does not exist or when one does not have access to such
a body in a reproductive medical practice. The other
approach concerns MHPs who practice independently
of a clinic and provide a framework for autonomous
decision making.

Establishing an Ethics Committee
in the Infertility Practice

When a core group of clinicians begins to recognize the
value of interdisciplinary dialogue and joins together
to shape the clinic’s goals and practices, the first step
toward the formation of an ethics committee has been
taken. To fully engage in ethical review, the next step
is to deliberate about specific cases and their implica-
tions for the policies of the program. It is not obligatory
that a formal ethics committee be run by a trained ethi-
cist, but it is important that leadership is assumed by
an interested clinician who takes on the responsibility
for gathering information, acquainting the group with
ethical codes and professional practice guidelines, and
introducing styles of reasoning (ethical principles) that
meet with the program’s needs and keep the focus of
discussion within acceptable boundaries.
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A reasonable goal for membership would be the inclu-
sion of representatives from major facets of the practice:
physicians, nurses, laboratory scientists, mental health
professionals, and administrative staff. Better decisions
are usually made when more diversity in representation
is included and when more variety in opinions and ideas
are obtained for consideration. Some committees add
experts from the outside public, perhaps inviting rep-
resentatives from religious or educational institutions,
or from local hospitals, although this can be problem-
atic for two reasons. Some of these participants may be
lacking in the necessary medical and scientific knowl-
edge base required by the practice, so that their ideas
and suggestions are not as practical or useful as those
of clinicians working in the field. However, it is just
this lack of information and personal agenda that may
make their opinions valuable to the committee, as they
may reflect the greater society who is also ‘unknowl-
edgeable.’ Confidentiality is more likely to be breached
by an increase in public participation, especially in a
small community. Good decisions are apt to arise when
details and contexts are fully considered, and yet these
discussions can impinge on the privacy of the individ-
uals involved and their families. Despite this concern,
diversity in points of view and standpoints is a neces-
sary component of the ethics committee to ensure that
decisions do not arise from local custom or prejudice
alone, or for the sole benefit of the practice, and to incor-
porate the widest array of ethical ideas and points of
view.[71] Ethics committees can be run in a variety of
ways, although most popular is the advisory body that
attempts to educate one another to elevate the deliber-
ative process working toward consensus. Some impor-
tant factors that should be considered when setting up
an ethics committee are listed here.

Important Components of an Ethics Committee
■ Clear Goals: Will the committee create policies for the
practice or act in an advisory role only?
■ Who Are the Stakeholders: Does the committee
act to protect the patient’s interests, but also work
to protect the clinic from bad publicity and from
litigation?
■ Membership: Are all facets of the practice represent-
ed? Should outside members be incorporated? Is some
special expertise in ethics or in medical knowledge
required?
■ Decision-Making Process: Will decisions be made by
majority vote or by consensus? How will deliberations
proceed when conflicts arise?
■ Confidentiality: Fewer members might lessen the risk
of violating confidentiality but heighten the risk of poor
decision making. Signed statements of confidentiality

might serve to remind members of the importance of
their project.
■ Setting the Agenda: How are cases brought to the com-
mittee, how do employees suggest issues for discussion,
and how are they framed for group deliberation? Can
patients bring issues to the group?
■ Historical Record Keeping: Who keeps track of the
membership, the minutes of the meetings, and makes
files for future reference of decisions?

Role of Ethics Committees in the Infertility Practice
The ethics committee can serve at least three functions
by helping: (1) protect clinics and practitioners from
legal liability; (2) protect patients and clients against
moral or ethical lapses in their treatment; and (3) pre-
vent the possibility that public controversy or inter-
nal dissent can upset the stability of the practice itself.
The committee can add confidence to decision makers
in several ways: by developing internal guidelines and
policies; by reasoning toward the best ways to proceed
in the more unusual or new types of cases; by consider-
ing the moral ramifications of various treatments; and
by weighing reasons for rejecting an applicant if a case
cannot be reconciled with the clinic’s overall mission or
ethical goals, or would be harmful to the patient and/or
potential offspring.

The ethics committee’s goal is usually to find specific
solutions, not to rethink or reargue moral issues that
are already fixed or have become commonplace. As time
goes on, many formerly controversial moral problems
are settled and time is wasted rehashing issues because
certain treatments have become standard of care. It
would not make sense, for instance, to reengage in a
discussion about the validity of using in vitro fertiliza-
tion (IVF), using surrogates to carry pregnancies, using
oocyte and sperm donors, and so on, every time one of
these services is required as part of a treatment plan.
Furthermore, it is important that the ethics committee
be prepared to clarify ethical issues in more detail, even
though they seem to be settled practice. For example,
some patients present at the clinic with a preexisting
goal or treatment plan and are upset when their wishes
are not carried out. The committee may need to help the
patient reassess their goals, or they may need to reassess
their own practice commitments to make allowance for
unusual situations.

An important role of the ethics committee is to
develop treatment protocols for the practice and then to
consider how or when cases fit into them. One of the first
steps of the committee might be to develop mid-level
principles to cover the more common procedures and
activities, therefore narrowing with more specificity the
types of cases that ought to be examined in more detail.
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TABLE 29.1. Atonomous ethical decision making[45]

1. Clarify the ethical dilemma. Whose problem is it, and who should make the decision?
Who is affected by the decision? What ethical principles are related to the problem?

2. Gather additional data. Having as much information as possible about the situation helps
in decision making. Speak to other professionals working with the patient or collaborate
with other colleagues regarding similar situations. It is important to be up-to-date on
laws or regulations related to the issues, any legal cases related to the ethical questions,
as well as ethic statements by reproductive medical organizations that may be applicable.

3. Identify options. If feasible, brainstorm with others to identify as many alternatives as
possible. The more options identified, the more likely that an acceptable solution will be
found.

4. Make a decision. Think through the options identified; some will be more feasible than
others. Determine which option is most acceptable.

5. Act. Carry out the decision. It may be necessary to collaborate with others to implement
the decision as well as to identify options.

6. Evaluate. After acting on a decision, evaluate its impact. In retrospect, was the best
course of action made, or would an alternative have been better?

Mid-level principles might include, for example, general
policies on appropriate age boundaries or restrictions
on the number of cycles to be allowed for oocyte donors
or surrogates; or they might include more specific rules
like the establishment of ‘gatekeeping’ standards: the
principles for determining acceptability and suitability
of specific candidates for specific treatment. When these
sorts of mid-level principles, based in ethical reasoning,
are adopted, overall deliberations can be abbreviated
and more time spent on the difficult and unusual situa-
tions that develop.

Exceptions to the policies will always occur because
of special needs or circumstances, and the ethics com-
mittee can be an invaluable resource in determining
when these exceptions are valid. In every clinic, some
applicants for assisted reproduction will be turned away
for various reasons; a situation that is painful both to
the applicant and to the clinicians, who generally feel a
morally based impulse to treat all who exhibit need.
They are professionally trained to provide help and
assistance. Even though the denial of treatment might
be well-considered, clinicians worry that the applicant
will look elsewhere, perhaps to a less scrupulous place,
to address their reproductive desires. This is a good
reason to make the ethics committee the appropri-
ate forum for examining difficult cases, determining
their grounding, and ensuring that caution and pru-
dence have not outweighed morality, before rejection
is final.[72]

Autonomous Ethical Decision Making

The lack of an organized ethics committee does not
exempt clinical staff members from the requirement

to engage in moral reasoning. Of course, every profes-
sional is required to be aware of and practice accord-
ing to the ethical standards unique to their profession,
but infertility counseling and reproductive medicine, in
general, often presents unique and unforeseen ethical
dilemmas for the caregiver, patient, and the treatment
team. No healthcare professional can ever be immune
from the necessity to forward her or his ethical con-
cerns to the appropriate decision makers so that they
can be given due weight in the actual implementation of
treatment. The role of ethical emissary is often embod-
ied by the MHP who may be called on to inform the
clinic’s leadership when ethical issues arise, and also to
translate ethical guidelines to the patient and partners
in treatment. In lieu of an organized ethics commit-
tee, the lone clinician may assist in the identification
of important moral issues, the development of poli-
cies and protocols to cover daily routines, the pro-
motion of the consistent application of moral values
by the employees, and the setting up of procedures
that allow for the expression of misgivings by staff
members, so that moral qualms can be adequately
addressed.

Many MHPs providing infertility counseling services
practice independent of a clinic, yet regularly face situa-
tions that test their moral and/or ethical views. Coving-
ton[44] adapted a theoretical framework for decision
making by infertility counselors with ethically challeng-
ing situations, based upon the work of nurses Chally and
Loriz, aptly referred to as “ethics in the trenches.”[45]
The framework involves six steps for MHPs to use to
help determine a course of action when working alone
or without the benefit of an ethics committee, and is
viewed in Table 29.1.
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FUTURE IMPLICATIONS

The past two decades have introduced remarkable
transformation to the world of ART. Infertility coun-
selors working in early IVF programs would have been
hard put to predict a future that would have included
the possibility that a child from IVF could have had
five parents: the intended mother, the intended father,
the sperm donor, the oocyte donor, and the gestational
carrier. The idea that a woman over fifty would routinely
give birth through oocyte donation, or that a dead man
could father a child, or that a homosexual male couple
could have a child through oocyte donation and surro-
gacy would have been truly hard to imagine. Now we
know we are working in a rapidly evolving discipline
and that we can expect the unexpected, that we will
have to try to understand each new development and
work to define guidelines for whatever challenges the
future brings.

ART for the treatment of the infertile may very well
become ART for the fertile. For example, now that we
are on the verge of perfecting oocyte freezing, infertil-
ity counselors in future may very well find themselves
counseling healthy young women who want to pursue a
career and preserve their oocytes for future use. One can
imagine an ethically challenging scenario where these
healthy young women may be offered a discount on
their freezing fees if they elect to ‘donate’ some of their
oocytes to another woman.

The future is already here in the sense that fertile cou-
ples persist in their quest for sex selection with PGD in
order to achieve ‘family balancing’ or ‘gender variety,’
two inadequate terms. What about the couple who feels
that their family would be ‘balanced’ with one child,
and that child should be a girl? Or a boy? As the hori-
zons of reproductive technology continue to expand
exemplified by cloning being visible in the distance,
infertility counselors will be increasingly called upon
to address the issue: Simply because something can be
done, does not mean it necessarily should be done. In
short, while the application of bioethical principles and
the use of ethics committee may make decision making
a bit more comfortable, ethical dilemmas and conun-
drums in reproductive medicine will continue to expand
in exponentially unpredictable ways.

SUMMARY

■ The interface between psychological and ethical
issues has defined the role of the mental health pro-
fessional in the field of ART.
■ The mental health professional is often in a singu-
lar position to identify ethical concerns, to lead ethics

discussions, and to promote the application of ethical
values.
■ Mental health professionals have addressed the eth-
ical and psychological impact of ART in the literature.
■ An ethics committee as part of the ART team
enhances communication of moral concerns, and the
delivery of sound guidelines and program policies.
■ The principles of autonomy, beneficence, non-
maleficence, and justice are basic values in medicine
and are necessary requirements for moral delibera-
tion.
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30 Legal Issues in Infertility Counseling

MARGARET E. SWAIN

The science of legislation is like that of medicine in one
respect: that it is far more easy to point out what will do
harm than what will do good.

– Charles Caleb Colton, 1825

The mental health professional occupies a unique and
diverse position in the arena of infertility intervention.
The infertility counselor may be viewed variously as
a patient advocate, gatekeeper, counselor, confidante,
and liaison. Whatever the role, within the boundaries
of acceptable practice, the infertility counselor is sub-
ject to the laws, standards and regulations governing
this profession. These include ethics codes, practice
guidelines, case law, legislation, and facility procedure.
The application of these standards to infertility prac-
tice sometimes strains the intentions and the practical
dimension of these guidelines, which, in turn, invites
uncertainty in their day-to-day use. As rapid advances
in fertility treatments pose unprecedented and ever-
increasing moral and ethical dilemmas, the mental
health practitioner is often called upon to be the arbiter
of ethical behavior.

The construct of the family has fundamentally
changed since the development of assisted conception
and the introduction of third-party reproductive col-
laborators. Basic questions regarding medical interven-
tion, intrusion into the marital relationship, suitable
candidates for treatment, and allocation of treatment
resources have no easy answers. The evolving view of
the nuclear family carries with it uncertainty and mis-
understanding. What, and who, constitutes this basic
societal group is no longer a simple concept. Confound-
ing the question are widely varying cultural and reli-
gious mores. Furthermore, the legal status of children,
parents, and reproductive collaborators continues to be
debated. Rights are resolved on a case-by-case basis,
but no uniform approach to these complex issues cur-
rently exists. These factors combine to create an uneven
landscape for the infertility counselor. Beginning with
Freud, psychotherapy historically concentrated primar-
ily on the individual, yet, clearly, the infertility client
does not exist, nor is he or she treated, in a vacuum.

Patients’ choices are affected by conditions and occur-
rences in the local community, as well as in the larger
global society.

This chapter:

■ gives a brief historical review of reproductive events
and the law;
■ reviews the status and practice standards of the men-
tal health professional, especially as they apply to infer-
tility counseling;
■ identifies legal dilemmas posed by practice in the area
of infertility; and
■ discusses legal aspects of assisted conception, both
domestically and internationally, with a view toward
their impact on counseling.

The terms ‘mental health professional’ (MHP), ‘coun-
selor,’ ‘therapist,’ or ‘mental health provider’ may be
used interchangeably throughout this chapter to iden-
tify a psychologist, social worker, psychiatrist, marriage
and family therapist, or psychiatric nurse.

HISTORICAL OVERVIEW

Reproductive law has paralleled reproductive technol-
ogy, by striving to resolve a new set of complex moral
and social questions never before contemplated. Repro-
ductive rights were considered and upheld for the first
time in the United States’ landmark case of Skinner
v. Oklahoma.[1] There, the Supreme Court ruled that
a 1935 law permitting forced sterilization of a pop-
ulation of criminals was unconstitutional. Thereafter,
news of medical and social developments in the area
of reproduction periodically appeared in both profes-
sional and lay publications. Donor insemination was
highlighted in 1945, when the British Medical Jour-
nal reported its use. A subsequent report by the Arch-
bishop of Canterbury recommended criminalizing the
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process, but concerns of resultant underground activ-
ity prevented the prohibition. A 1954 Illinois (United
States) court ruled that donor insemination constituted
adultery, even in cases where the husband consented.
Subsequent legislation and case law rebuked this deci-
sion, with the bulk of the states now statutorily acknowl-
edging the use of donor sperm for legitimate family-
building purposes.[2]

Reproduction, personal autonomy, and equal pro-
tection were all features of a United States Supreme
Court ruling in 1972 that found unconstitutional a
Massachusetts law restricting the sale and distribution
of contraceptives solely to married persons and fur-
ther extended the right to reproductive privacy (estab-
lished in 1965, in Griswold v. Connecticut) to all per-
sons.[3] The following year, Roe v. Wade[4] established a
woman’s privacy right to her own ‘bodily integrity’ and
held that the unborn are not persons (“ . . . persuades
us that the word ‘person,’ as used in the Fourteenth
Amendment, does not include the unborn . . . ”), thereby
extending women’s rights to a legal abortion.

In the meantime, infertility was emerging as a grow-
ing health problem. Prospective parents began exam-
ining diverse options in their quest to build families.
As a consequence, the first reported surrogate mother
contract was arranged in 1976. And, in a long-sought
medical breakthrough, Louise Brown, the first in vitro
fertilization (IVF) baby, was born in England in 1978,
followed in 1981 by a successful attempt in the United
States. The world’s first donor oocyte baby was born
in Australia in 1984, followed by the birth of a child
from frozen oocytes in 1986, also in Australia. The ‘Baby
M’ case in New Jersey allowed a surrogate to enjoy
parental rights to her genetic child (although the father
and intended mother were awarded custody).[5]

Controversy seemed to multiply exponentially with
the new developments in the science of assisted repro-
ductive technology (ART). In response to this debate
and to the unregulated practice of infertility treatment,
the Human Fertilization and Embryology Authority
(HFEA) was created in the United Kingdom in 1991,
as a licensing authority in the regulation of reproduc-
tive treatments.[6] It continues to monitor these prac-
tices and revise policies and legislation in response to
medical advances, opinions from the public sector, pro-
fessional feedback, and decisions from its members.

With the need to involve others in the reproduc-
tive effort (e.g., medical providers and gamete donors),
disagreements often evolve between reproductive part-
ners and disagreeing parties increasingly turned to the
courts for help in resolving their disputes. In 1991, a
Canadian woman, who contracted HIV from donated
sperm, won her lawsuit. In the mid-1990s, a Virginia

fertility doctor, Cecil Jacobson, was sentenced to five
years in prison on various counts of fraud, for using
his own sperm, without disclosure to his patients, to
father somewhere between a dozen and seventy-five
children with his fertility clients. He had claimed the
sperm was from anonymous donors. This behavior,
compounded by other fraudulent practices in the treat-
ments he administered, also caused his medical license
to be revoked. The American Society of Reproductive
Medicine (ASRM) responded to this case by institut-
ing practice guidelines against clinic personnel serv-
ing as gamete donors.[7] In 1992, the Davis v. Davis
case was litigated in Tennessee. The court held that
frozen embryos were, while deserving of special respect,
nonetheless property and that each of the parties who
created them had a right to privacy that included
the right to not reproduce.[8] In 1993, the California
Supreme Court ruled that, in a gestational carrier case
where a dispute arose between the intended parents and
the gestational carrier, the intention of the genetic par-
ents determined the parentage of the child.[9]

More court cases continued to emerge as result of
ART. In 1996, twins conceived in the U.S. after their
father’s death were awarded the right to seek social
security death benefits.[10] In 2000, the parents of
donor-conceived child, who had developed a genetic
kidney disease, challenged sperm donor anonymity.
California Cryobank was ordered to reveal the iden-
tifying information.[11] An interesting case in France
raised public ire, when the court declared that a child
has a right not to be born. In this case, the physician did
not diagnose a birth defect prior to the birth of the child.
The French parliament overturned the decision.[2] Case
law continues to develop in this constantly shifting area
of the law.

While the majority of fertility treatments have been
accomplished professionally and appropriately, oth-
ers have generated heated debate and controversy. A
sixty-two-year-old woman gave birth in 1994, giving
rise to public debate about the artificial extension of
the natural childbearing years. A scandal surfaced in
1997, involving unauthorized use of gametes by a group
of reproductive endocrinologists at the University of
California (at Irvine), to achieve pregnancies for their
patients.[2]

Partly due to the commercial aspect of infertility
treatments, and the high cost involved, the United
States Congress passed the Fertility Clinic Success Rate
and Certification Act, in 1992, requiring fertility clinics
to publicly post their success rates.[12]

During the past decade, controversy has swirled
around the field of biotechnology, as issues involving
cloning, genetic selection, the Human Genome Project,
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preimplantation genetic diagnosis (PGD), and stem cell
research are discussed and debated. Constantly emerg-
ing ethical, moral, and scientific challenges constitute
the backdrop for patient treatment with assisted repro-
ductive technologies. The informed infertility counselor
approaches the professional relationship mindful of
these issues that, directly or indirectly, confront patients
seeking resolution of their infertility.

LITERATURE REVIEW

To practice effective infertility counseling is to be
aware of the differences among cultures and religions,
to be sensitive to those differences, and to assist the
client in working through the infertility process within
this framework. It is also crucial that the mental
health professional understand the various regulatory
frameworks surrounding treatment options. Obviously,
patients are most benefited by knowing of treatment
methods that are legally available to them where they
live and seek care. (Although reproductive tourism
seems to be an increasing trend, it is an option available
only to the relatively select few with the means to fund
what may be long-term travel.) The legal climate
is affected by the same factors influencing medical
ethics, and it must deal with practical application
of its contents as well. Consequently, laws regarding
infertility treatments and counseling are not consistent
across countries and often not even within countries.
Following is a brief review of pertinent laws in selected
countries.

The United States

There is minimal federal oversight of assisted reproduc-
tive technologies in the United States. At the current
time, there are two statutory federal laws that specifi-
cally have an impact on fertility practices in the states.
The first imposes mandatory reporting requirements
and was initiated in 1992.[13] The law requires all U.S.
medical facilities performing ART to submit annual
data regarding ART cycles and success rates to the Cen-
ters for Disease Control (CDC). In turn, the CDC pub-
lishes the success rates relative to each reporting clinic.

The second federal mandate is the Federal Food and
Drug Administration (FDA) regulation governing the
use of human tissue and by-products. On May 25, 2005,
the FDA issued its Current Good Tissue Practice (CGTP)
for Human Cells, Tissues, and Cellular and Tissue-Based
Products (HCT/P).[14] This was the latest of three rules
designed to prevent the transmission of communica-
ble disease by human cells, tissues, and cellular and
tissue-based products. The regulations impose restric-

tions and record-keeping requirements on businesses
that recover, store, and otherwise handle human tis-
sue. It also requires all such facilities to report any
serious adverse reactions involving HCT/P and com-
municable disease. Its impact on fertility clinics is still
being evaluated, but the time restrictions on testing
of gamete donors, and the scope of the testing, have
already caused many treatment centers to modify poli-
cies and procedures. As a consequence, ART partici-
pants are undergoing additional screening and the com-
missioning (i.e., intended) parents are paying more for
the process.

At least one state, New Hampshire, mandates that a
mental health professional provide services in certain
cases involving assisted reproductive technology. The
New Hampshire law requires a nonmedical evaluation
of intended parents, by a social worker, pastoral coun-
selor, psychologist or psychiatrist, in surrogacy arrange-
ments, and further requires that the counselor pro-
vide a copy of the evaluation to the court that oversees
the finalization of parental rights.[15] ASRM Mental
Health Professional Group (MHPG) recommends psy-
chological assessment of both recipients and donors in
gamete donation procedures, as well as in those pro-
cesses involving embryo donation.[16] Resolution of
parental rights is handled on a state-by-state basis.

The United Kingdom

The United Kingdom’s Human Fertilisation and Embry-
ology Authority (HFEA), introduced in 1990 by author-
ity of the Human Fertilisation and Embryology Act, reg-
ulates assisted reproduction in the United Kingdom.
It requires that mental health counseling (psychoso-
cial counseling) be offered to those patients request-
ing certain assisted conception techniques.[17] Con-
sistent with guidelines developed internationally but
independently, HFEA notes that the purpose of psy-
chological intervention is to support patients during
the decision-making process and throughout treatment,
helping them to make adjustments in their lives atten-
dant to those choices. Those considering oocyte or
sperm donation, whether as a donor or a recipient,
are required to have “a suitable opportunity to receive
proper counseling on the implications of taking the
proposed steps” and their consent would not be effec-
tive unless such counseling has been offered. Further-
more, all medical centers offering ARTs must provide
access to a qualified infertility therapist (credentialing
is available through the British Infertility Counseling
Association and the British Fertility Society, but is not
required[18]), although patients do not have to accept
the offer of counseling to receive treatment. Added
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emphasis is placed on the need for such counseling
when donor gametes are used.[19]

HFEA permits a broad range of ARTs, including
donor gametes, embryo donation, and both traditional
and gestational surrogacy. It prohibits cloning for repro-
ductive purposes. All practices providing such services
must be licensed by the HFEA. The Act is ‘child-
centered,’ imposing restrictions on treatment unless the
welfare of a potential child, and any other child who
may be affected by the potential child’s birth, has been
considered. Key segments of the Act address parental
rights. For instance, a sperm donor has no parental
rights unless his sperm was used contrary to his con-
sent and not taken in accordance with the Act’s con-
sent provisions. A woman who gives birth is considered
the mother of any child, regardless of genetic connec-
tion, although a court order supersedes this presump-
tion. Limited payment to donors is allowed, with a cap
on compensation, but reimbursement for expenses is
permitted as well.[6] In 1998, HFEA considered pro-
hibiting new clinics from offering payment, but was
ultimately persuaded to allow continuation of payment
because it was convinced of the chilling effect of such
action.[20] In its original form, the Act dictated that a
man’s sperm might be used after his death, but that he
would not be the child’s father. However, in response
to R v. Human Fertilization and Embryology Authority
ex parte Blood,[21] the government commissioned a
review of this section, and upon its recommendation,
the Human Fertilization and Embryology (Deceased
Fathers) Bill was approved and HFEA was amended
to include designation of deceased men as fathers in
circumstances similar to the Blood case.[6]

The HFEA also maintains a record of licensed treat-
ments and outcomes, while maintaining anonymity of
donors who entered information prior to April 1, 2005
(subject to any court order to the contrary). After April
1, 2005, the Authority will provide identifying informa-
tion to adult donor-conceived children upon request,
but the Act prohibits any licensed practice from retro-
spective disclosure of a donor’s identity.[6]

Canada

Canada is a federated government, that is, a shared gov-
ernmental alliance of national and provincial/territorial
governments that controls its ten provinces and three
territories. Healthcare is a responsibility of the fed-
eral government that sets and administers standards
for the health provisions system, under the auspices
of the Canada Health Act of 1985.[22] At the current
time, only the province of Ontario continues to fund
IVF and only in limited circumstances. Donor insem-

ination is funded, and it is the most widely used ART
procedure, although about half of Canada’s approx-
imately twenty-five clinics offer oocyte donation.[23]
However, the Assisted Human Reproduction Act (AHR),
passed on March 26, 2004, bans payment of fees and
expenses to donors and surrogates, raising concerns
that an already slim population of donors and surro-
gates will become increasingly sparser.[24] Section 6 of
the AHR Act also prohibits anyone from paying a per-
son to act as a surrogate. Furthermore, it proscribes
payment for arranging, offering to arrange, or advertis-
ing to arrange the services of a surrogate. Additionally,
the Act requires that counseling services be received by
patients prior to any licensed practice accepting health
information or accepting donor genetic material. (The
Act defines donor as anyone supplying gametes for ART,
thereby including people supplying reproductive tis-
sue for their own use. Consequently, all ART partic-
ipants must be given access to infertility counseling
before entering these treatments.) As of May 2, 2005,
Health Canada launched an initiative for a pilot project
to explore strategies for altruistic donation of gametes
and, on May 9, announced that Vancouver will head-
quarter the new Assisted Human Reproduction Agency
of Canada, to be established in January 2006 to oversee
assisted human reproduction activities.[25]

Anonymity of donors is currently maintained for the
participants in the arrangements, although in defined
circumstances, disclosure might be made to other
physicians, regulatory bodies, and so on.[24]

Legal parentage issues fall within the purview of the
provinces and territories, as opposed to within the fed-
eral government. Therefore, there is no uniform policy
applicable to children born of third-party ART. Specifi-
cally, only Newfoundland, Quebec, and the Yukon have
instituted laws defining parental rights in children born
of these procedures.[26] In the absence of legislation,
most intended parents, whether genetically related to
the child or not, pursue an adoption of a surrogate-born
child. Commonly, couples working with oocyte donors
are advised to retain an attorney to draft an oocyte dona-
tion contract to, among other things, outline the parties’
understanding of the parentage of any child.[23]

Australia

Australia is a federation, with some states regulating the
practice of ART, but all legislatively defining the legal
status of the child born through assisted conception
with donor gametes. Subsequent to the first IVF birth in
Australia, the government of Victoria began a review of
IVF research and practice that culminated in the estab-
lishment of the Infertility (Medical Procedures) Act of
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1984, the first legislation to regulate IVF and its asso-
ciated human embryo research. The Commonwealth
Family Law Act of 1975, and the various state acts, gave
intended parents in donor situations parental rights,
thereby terminating any rights the donor might have
held.[27]

The states offer different versions of counseling
imperatives, ranging from mandatory counseling, to
the requirement that clinics offer counseling, to sug-
gestions that it should be offered. Many of the states
adhere to the ethical guidelines in the National Health
and Medical Research Council, rather than promulgate
their own legislation. The states also differ on the provi-
sion of information to children born of donor arrange-
ments. The developing trend appears to follow the belief
that people have a right to know their genetic progen-
itors, and at least two of the states now provide iden-
tifying information to children upon their attainment
of a certain, specified age. One of the states stipulates
that the child must have received appropriate counsel-
ing prior to the release of information.

Australian law does not provide for commercial sur-
rogacy. Most jurisdictions prohibit surrogacy for money
and hold any such contracts unenforceable. Further-
more, any paid solicitation of a surrogacy arrangement
is illegal. Ambiguity in the laws may make it difficult to
arrange an altruistic surrogacy,[28] but even when the
arrangements are successful, there is no statutory provi-
sion specifying the status of the child, except for within
the Australian Capital Territory. The Artificial Concep-
tion Act of 2000 requires that, among other things, the
genetic and birth couples must have received assess-
ment and counseling from a service other than that
which is performing the IVF procedure. These require-
ments were set into place after a disastrous case in
1998. In Re Evelyn,[29] a traditional surrogate, having
been inseminated with the sperm of the intended and
genetic father, conceived. This was a private arrange-
ment, with no screening, experienced medical manage-
ment, or counseling. After Evelyn was born, the surro-
gate refused to relinquish the child. The Family Court
returned Evelyn to her birth mother, limiting and speci-
fying the type of contact the father might then have with
his daughter.

Israel

Israel has a very active infertility treatment commu-
nity, with the world’s highest per capita concentration of
IVF clinics.[30] Israel is structured as a parliamentary
democracy, and judicial institutions of the various reli-
gious communities hold jurisdiction in matters involv-
ing personal liberties. Israel’s population is about 80%

Jewish, with ever smaller segments of the population
espousing Muslim, Christian, and Druze faiths. Here,
in addition to the impact religion is generally seen to
have on ethics, legislation and societal attitude, reli-
gious beliefs and tenets are fundamental to the develop-
ment of laws. A Jewish couple’s religious directive is to
practice at least replacement fertility, that is, to replace
themselves with a son and a daughter, but, in fact, many
of the Israeli Jewish population go on to have larger
families, especially the ultra-Orthodox, with a birth rate
as high as 7–7.5%.[31] Islamic views are similar.

The Israeli National Insurance Law mandates health-
care coverage for all citizens, and coverage for ARTs is
an important part of these benefits.[32] Treatment is
guaranteed until the birth of two children occurs, but
recently, restrictions on age and number of cycles have
been applied (a woman must be no older than forty-
five to use her own oocytes and no older than fifty-one
for donor oocytes, and may not undergo more than six
IVF cycles per year.[33]) The use of donor sperm is
permitted, but is restricted to the use of sperm from
single men and under full anonymity. Rabbinical per-
mission may be necessary in some circumstances, but
is not required or recommended. Counseling is not
required.[34] Oocyte donation is also permitted, and a
new law allows clinics to compensate the donors for
harm, loss of time, risk, loss of income, or temporary
loss of ability to work. Formerly, donors could only
be women who were undergoing IVF for their own
reproductive purposes, and who chose to donate extra
(unused) oocytes. Under current legislation, first pro-
posed in March, 2001, an unmarried Israeli woman
may donate oocytes as long as no more than seven off-
spring are born from her donations and she undergoes
no more than three oocyte retrievals. The oocytes must
be inseminated with the sperm of the recipient’s hus-
band. While oocyte donation is allowed, it is practiced
under strict anonymity. However, a national center safe-
guards donor information, for release only in dire cir-
cumstances and with the donor’s permission. The center
also provides information to donor-born children who
wish to establish that they are not genetically related to
a possible sexual partner.[35]

While embryo donation is not permitted,[35] the Sur-
rogacy Arrangement Act of 1996 governs gestational
surrogacy (also known as gestational carrier). A panel
of experts must approve all such arrangements. The
couple must be prepared to supply the panel with five
required documents, including a psychological evalu-
ation addressing the suitability of the parties, and a
representation by a mental health professional that the
intended parents have received appropriate counsel-
ing, including information about alternative means of
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achieving parenthood. The surrogate may be compen-
sated for actual and reasonable expenses, including loss
of time. Counseling for the surrogate’s children is also
included in the costs the commissioning couple pays.

As a result of a law passed on May 19, 2005, Israeli
parents who have at least four children of the same
sex may be allowed the use of PGD for gender selec-
tion to have a child of the opposite sex. Couples may
apply to choose embryos according to their sex, but
a seven-member committee composed of experts in
law, medicine, ethics, religion, and psychology must
approve the request. Prior PGD for gender selection
in Israel had been allowed solely for the avoidance of
genetic disease. The Health Ministry issued detailed
guidelines for parents, and promised to only apply the
new exception in cases of apparent, substantial harm
to the mental health of the intended parents, or to the
mental health of a planned child who is not of the sex
desired by the parent.[36]

Family and procreation are central to the Jewish reli-
gion, so much so that a marriage may be dissolved if the
couple is not able to have children. Judaism encourages
ART as a means of fulfilling personal and religious duty.

The Israeli law provides for mandatory psychological
evaluations of intended parents in oocyte donation, and
also requires that psychological counseling be provided
to surrogates/gestational carriers.

Latin America

Latin American nations share an ill-defined regulatory
approach. Generally, ART is offered to married or com-
mitted couples, and, while gamete donation is allowed,
there is no provision for embryo donation. In contrast,
though, Costa Rica severely restricts assisted reproduc-
tion through constitutional amendment, allowing only
homologous insemination. Other countries labor under
informal guidelines or regulations with no enforce-
ment capabilities. Critical and precedent-setting deci-
sions are left to the individual practitioners, who essen-
tially operate within a system that has no set limits
and in which they make decisions on a case-by-case
basis. Compounding the difficulty is the marked influ-
ence of the Roman Catholic Church, with its well-
known opposition to virtually all forms of ART. Unfor-
tunately, although the practice of ART would likely
benefit from well-reasoned and appropriate regulation,
providers and consumers seem hesitant to approach the
question for fear of over-reaching and restrictive inter-
vention, and the not unreasonable concern that the ser-
vices they are seeking to protect will be prohibited all
together.[37] However, a consortium of Latin American
representatives, meeting in Chile in 1996, drafted a con-
sensus paper on ethical and legal aspects of ARTs. The

group reached a confluence of thought on the following
issues: ART is provided to infertile heterosexual couples;
every cryopreservation program must in some way be
associated with an embryo donation program; embryo
freezing is acceptable; and the only acceptable research
on embryos is that which will not result in harm to the
embryos, as the right to life possessed by the embryo
takes precedence.[38] These policies seem reflective of
the heavy Roman Catholic influence in this region, espe-
cially with regard to the status of the embryo. The
Church adds even more restrictions: ART that separates
procreation from sexual intercourse is unacceptable;
donor gametes are not permitted; and any use of the
embryo other than for conception is banned.[39]

Interestingly, the consensus policies were ostensibly
developed to reflect the cultural background and have
been disseminated to legislators, healthcare providers,
and patients as directives. However, statistics reveal
that despite the prohibitions, 7,000 cycles of IVF, with
351 transfers of embryos created with donor oocyte,
were completed in fifty-nine centers throughout Latin
America.[37]

At least one commentator is concerned that such
morally rigid policies may result in psychological disso-
nance for patients. The only option for using supernu-
merary embryos is donation, and if the couple does not
agree to this option, then they may only attempt fertil-
ization for a number of embryos they reasonably antic-
ipate they will implant. This amounts to little choice
at all, if the couple is trying to maximize their chance
for a pregnancy. So, they are forced to donate what-
ever embryos they do not use themselves. Furthermore,
should the couple not achieve a pregnancy, the trou-
bling thoughts of what happened to the excess embryos
must surely be disturbing. Additionally, the prevailing
terminology for what amounts to embryo donation is
‘antenatal adoption,’ which, at minimum, conveys the
idea of an orphan child in need of care.[37]

The Latin American Federation of Fertility and Steril-
ity Societies (FLASEF) provides a degree of private over-
sight. The mental health corollary to the Society is the
newly formed GLASMI, along with a Latin American
section of the MHPG. The latter group has established
counseling guidelines, and these, along with a specific
section of the FLASEF practice guidelines, recommend,
but do not require, counseling for ART participants.[40]

THEORETICAL FRAMEWORK

Professional competency provides the basic theoreti-
cal approach of infertility counseling in the context
of the law. Competency involves a cluster of skills,
abilities, habits, character traits, and knowledge a per-
son must have to perform a specific job well. An
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individual performs effectively within the professional
construct when he or she possesses the skills, abilities,
and knowledge that constitute competence. Accord-
ingly, while one might not lose knowledge, a skill, or
an ability, he or she could still lose a competence, if the
requirements of good practice change. Competency is
based upon knowledge, training, and standards that a
profession has identified to perform a job effectively.

Professional societies relative to the mental health
professional’s specialty have guidelines regarding qual-
ifications and standards of practice that set the foun-
dation for professional competency. The MHPG of the
ASRM was the first infertility counseling organization
to establish competency guidelines in 1995. The guide-
lines[41] recommend that the minimum qualifications
for infertility counselors include

■ a graduate degree in a mental health profession;
■ a license to practice;
■ training in the medical and psychological aspects of
infertility;
■ a minimum of one year of experience;
■ regular attendance at certified continuing education
programs.[42]

In 2001, the Psychology Special Interest Group
(PSIG) of the European Society for Human Repro-
duction and Embryology (ESHRE) established simi-
lar guidelines for competency in infertility counsel-
ing. The Guidelines for Counselling in Infertility pro-
vide an overview of the counselor’s role.[43] They begin
by addressing fundamental issues in counseling, the
definition of counseling, who should provide coun-
seling services, and who are the likely recipients of
these services. Sections that follow discuss the inte-
gration of counseling and patient-centered care into
the medical care scenario; situations giving rise to the
need for counseling; third-party reproduction and the
special concerns of gamete donation, surrogacy for
gay couples, and single people. Lastly, the guidelines
address ancillary methods to supplement the coun-
seling sessions, such as written surveys, telephone
counseling, support groups, and the mediated group
session.

While these guidelines fall short of law, they pro-
vide assistance in the development of a framework
of professional standards, competency, and possibly
future credentialing for infertility counselors. Profes-
sional standards of licensing and credentialing cur-
rently exist for many mental health professions world-
wide. As an example, this discussion will focus on
professional practice standards in the United States.
While similar guidelines apply in other countries and
will be reviewed, defining every country’s or province’s
approach is beyond the scope of this chapter. However,

much of this information is universal and applicable
in the professional practice of infertility counseling. It
is the responsibility of the infertility counselor in his
or her own place of practice to know the professional
requirements of licensing, credentialing, and standards
specific to his or her profession. The counseling profes-
sional should also be familiar with local and national
laws and regulations regarding the specific profession
and infertility counseling in general.

In the United States, psychologists, counselors, ther-
apists, and social workers are credentialed separately,
usually under separate legislative titles. Each state has
a licensing entity, established by statute, that specifies
licensing and certification requirements, and enumer-
ates prohibited actions, as well as penalties, including
suspension and revocation of license, for violations of
the code. Standards of practice and ethical guidelines
are typically promulgated by professional associations,
and in some countries, are the basis for licensure, as in
Canada and the United Kingdom. Once adopted by the
organization, they become, at least arguably, the legal
standards against which practitioners in each category
may be judged. Of interest here are the American Psy-
chological Association’s (APA) Ethical Principles of Psy-
chologists and Code of Conduct, the National Associa-
tion of Social Workers (NASW) Code of Ethics, and the
National Board for Certified Counselors (NBCC) Code
of Ethics. Also pertinent may be: the American Associ-
ation for Marriage and Family Therapy (AAMFT), Code
of Ethics; The American Psychiatric Association (The
APA), Ethics Primer of the APA, Opinions of the Ethics
Committee on the Principles of Medical Ethics with
Annotations Especially Applicable to Psychiatry; and
the American Psychiatric Nurses’ Association (APNA),
Scope and Standards of Psychiatric and Mental Health
Nursing.[44]

The APA sets out the aspired principles of beneficence
and nonmalfeasance (assist and do no harm), fidelity
and responsibility, integrity, justice, and respect for peo-
ple’s rights and dignities. Similarly, the NASW Code ref-
erences service, social justice, dignity and worth of the
person, importance of human relationships, and com-
petence. The Certified Counselor’s Code describes the
relationship between the professional counselor and
patient, as well as delineates business practice for its
certificates. All detail the specific behavior of its mem-
bers within the helping relationship. In the event of a
legal controversy, the ethics codes will be invoked to
establish the appropriateness of a practitioner’s behav-
ior. Unfortunately, none of the codes indicate which of
its sections is most important, or should be first con-
sidered when analyzing a dilemma. Although helpful
in furthering the ideals of the profession, they may not
lend themselves to application in a particular clinical
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situation, or promote the greater good of the commu-
nity. Because of this inherent weakness, it is reason-
able to suggest that they should be read and under-
stood in conjunction with relevant legal precepts: duty
to practice with reasonable competence, obligation to
seek informed consent, responsibility to identify the
primary client, and the charge to treat clients equi-
tably and with ‘due process.’[44] For example, the APA
Ethics Code states, “If psychologists’ ethical responsi-
bilities conflict with law, regulations or other govern-
ing legal authority, psychologists make known their
commitment to the Ethics Code and take steps to
resolve the conflict. If the conflict is irresolvable via
such means, psychologists may adhere to the require-
ments of the law, regulations, or other governing legal
authority.”[44]

Other countries have differing policies for regulation
of mental health professionals. Generally, psychiatrists
and psychologists are regulated separately from other
mental health professionals, and systems for regulating
social workers and other types of counselors are not uni-
form. For instance, statutory registration systems func-
tion in some Canadian provinces, and in Japan, Hong
Kong, Israel, Germany, France, South Africa, and The
Netherlands. England, Wales, and Scotland regulate the
training of social workers. In contrast, Australia allows
social workers to self-regulate, based on an agree-
ment between the profession, educators, and employ-
ers. An interesting deviation from this is the system
practiced in Scandinavia and Finland, which allows
self-regulation in conjunction with industrial union rep-
resentation. The majority of registration systems oper-
ate in tandem with a competency evaluation and a
disciplinary procedure, and registration is defined by
statute.[45]

In the United Kingdom, credentialing of infertility
counselors is available through the British Infertility
Counselling Association (BICA) and the British Fertil-
ity Society (BFS), but is not required.[46] The Infertility
Counselling Award is a recently developed joint project
of BICA and the BFS. Counselors in the reproductive
and assisted conception field may earn this professional
designation by completing workshops and other train-
ing seminars and by demonstrating the expected com-
petency in professional conduct. The award is recog-
nized by HFEA as a qualifying tool for infertility coun-
selors. Additionally, participants receive credit toward
professional development for reaccreditations by the
British Association for Counselling and Psychother-
apy Professionals and the United Kingdom Council for
Psychotherapy. There are plans to develop stages of
BICA/BFS accreditation reflecting higher levels of skills
in practice. Founded in 1988, the BICA remains the only

professional association for infertility counselors in the
United Kingdom.

HFEA, in 1991, recommended that the minimum
qualifications required for a counselor be a certificate
of qualification of Social Work; an equivalent qualifica-
tion recognized by the Central Council of Education
and Training in Social Work; or an accreditation by
the British Association of Counselling or Chartered Psy-
chologist status.[6]

Canada’s governmental system allows for some
degree of separate regulatory authority among its ten
provinces and three territories, so regulations per-
taining to mental health professionals may vary. For
instance, Ontario’s healthcare professionals are gov-
erned by the Regulated Health Professionals Act, which
allows for nonstatutory, self-regulated mental health
professionals for those counselors who are not over-
seen by legislated regulation, such as psychologists
and psychiatrists. These mental health professionals
are subject to certification through a private agency
or organization, provided they meet that organization’s
professional requirements and conditions. One such
organization is the Canadian Counselling Association,
a national organization inviting membership from all
parts of the country. Its standards of practice apply to
professional behavior for the Canadian mental health
professional.[47] During a Spring 2004 workshop that
reviewed Canada’s Assisted Human Reproduction Act
and its impact on infertility counseling,[48] a group
of Canadian infertility counselors formed the Canadian
Infertility Counsellor’s Association which subsequently
became a special interest group of the Canadian Fer-
tility and Andrology Society (CFAS) in 2005. However,
it has not yet formally adopted standards or provided
ethics information.

Australia requires that working psychologists com-
ply with registration requirements of the State and
Territory Psychologists Registration Boards. Generally,
all states or territories require completion of a four-
year course of undergraduate study in psychology, and
two full-time, additional years of postgraduate work or
supervised fieldwork as a probationary/conditional reg-
istered psychologist.[49] Social workers, are expected
to comply with the ethical requirements of state regu-
latory bodies, such as the South Australian Council on
Reproductive Technology (established as a function of
the Reproductive Act of 1998).[50]

Australian and New Zealand infertility counselors
joined efforts to establish the Australian and New
Zealand Infertility Counsellor’s Association in 1988.
Members include infertility counselors, social workers,
and psychologists. The organization has adopted prac-
tice guidelines for professional infertility counselors, as
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well as a Code of Ethics.[51] In 2005 this organization
became a special interest group of the Fertility Society
of Australia (FSA) (see Chapter 31).

CLINICAL ISSUES

This section examines issues facing infertility coun-
selors regarding their professional legal duties. The dis-
cussion includes the duty to practice with reasonable
competence; the obligation to provide information for
securing an informed consent; responsibility to iden-
tify the client; equal protection and the right to refuse
treatment to a patient; confidentiality and privacy; and
lawsuits avoidance.

Duty to Practice with Reasonable Competence

Understanding the meaning of ‘practicing with reason-
able competence’ requires a review of the relevant state
or country’s licensing criteria. However, the statutes
tend to broadly define what the practice is, not usu-
ally how to go about competent practice. Furthermore,
the laws vary from country to country and from state
to state within a given country, at which point common
law (court decisions rendered over time and in response
to controversy) must be examined for guidance. Practi-
tioners are expected to exhibit the skill and care that a
prudent practitioner within that specialty, and operat-
ing under substantially similar circumstances, would
demonstrate. Several cases help to underscore this
standard: In Figueiredo-Torres v. Nichols,[52] the Mary-
land Court of Appeals noted that a psychologist had a
duty of care to his clients to practice within the relevant
standard of care, meaning, “ . . . that degree of care and
skill which is expected of a reasonably competent prac-
titioner in the same class . . . acting in the same or simi-
lar circumstances.”[53] The courts cloak social workers
with the same responsibilities, as noted in Heinmiller v.
Department of Health, attaching a duty to act in a pro-
fessional manner and to practice with reasonable skill
and safety.[54] Other factors, such as proper licensure,
certification, research and review in the field of exper-
tise, and appropriate documentation of patient files
all lend weight to the reasonably competent practice
of mental health providers. Additional factors, among
others, might include engaging in conduct reasonably
anticipated to help the client; appropriate professional
conduct; avoidance of harmful conduct to the client or
to other members of society; practice within statutory
guidelines and within ethical standards; and honoring
policies and procedures of the employing facility.[55]
Although counselors’ credentials and background may
well be different from that of psychologists, psychi-

atrists, marriage and family therapists and/or social
workers, courts have been willing to impose very simi-
lar standards of practice on this broad group.[56] Fail-
ure to uphold professional competency standards has
civil and sometimes criminal implications, the severity
dependent on whether the violations were simply negli-
gent, reckless or intentional, and whether statutory reg-
ulations were violated.

Holding oneself out as an infertility counselor implies
appropriate training and experience. At this basic
level, formal education must be completed for licen-
sure. Beyond that, attendance at seminars, classes and
other continuing education programs, membership in
a related professional association, such as the MHPG
of ASRM, or the PSIG of ESHRE, as well as seeking
mentorship and/or supervision will help establish the
necessary credentials for the practitioner. Willingness to
conduct treatment may be interpreted as holding one-
self out as competent. Failure to possess such compe-
tency is a potential cause of action, as recognized by
the Supreme Court of New Hampshire in Hungerford v.
Jones.[57] There, a social worker, whose only ‘expertise’
in the treatment of patients with repressed memories
was a single lecture on the topic, provided counseling
to a patient using techniques to uncover such memories.
This led the patient to believe that her father had abused
her, when this was later shown not to be the case. The
court permitted the patient’s father to sue the therapist.

Equally important to the concept of competent prac-
tice is the responsibility to be informed of the law. Laws
and regulations, and resultant standard of practice, vary
widely among states, provinces and countries. Infer-
tility counselors practicing in areas with ART friendly
laws, or at least those with an absence of prohibitions,
may expect to see travelers from areas that restrict cer-
tain treatments, such as gamete donation or surrogacy.
In some cases, these patients may face penalties, as in
Michigan, where state law imposes both civil and crim-
inal penalties on participants and intermediaries in sur-
rogacy arrangements.[58] Intended parents may also be
prohibited from establishing parental rights to any child
born through third-party collaboration. Just as impor-
tantly, cultural tolerance may be a significant factor in
the patients’ acceptance of certain treatments and in
the development of beliefs about openness, secrecy, and
shame, as well as in their adjustment to the child and
comfort in establishing themselves as a family when
they return home.

Reproductive tourism is now responsible for a small
but steadily increasing segment of the fertility patient
population. While there is continuing debate on the
ethics and repercussions of this phenomenon,[59] it
remains uncontested that potentially oppositional laws
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will impact these peripatetic patients. A recent exam-
ple is a Japanese couple, both of whom were over the
age of fifty, who sought assistance from a gestational
carrier and an oocyte donor in the United States. The
Japanese Justice Ministry requires that every birth to a
mother over the age of fifty be confirmed with ‘details.’
Following the investigation, the children resulting from
ART were not recognized by the Japanese government
as the children of the couple, and were not awarded a
certificate of family membership. The court indicated it
denied the request because the intended mother did not
give birth, nor were her oocytes used in the conception
of the child, and ruled that the American birth certifi-
cate was inapplicable because the case should have been
considered under the laws of Japan. The court opined
that the case could be resolved by adoption. Gestational
surrogacy is not illegal in Japan, but a Health, Welfare
and Labor Ministry panel has recommended that it be
prohibited by statute.[60]

While the mental health professional may not be
expected to know the law applicable to any given area,
he or she should advise the client that legal problems
may arise from participation in these procedures and
insist that the patient seek legal counsel before con-
senting to treatment. To the extent that the treatment
requested is lawful in the place where it is adminis-
tered, there is currently no specific legal prohibition to
treating the visitor. However, the infertility counselor
may be at some legal risk if the concern about poten-
tial legal problems is not raised with the client. If the
client proceeds with treatment, even in the face of likely
unfavorable or hostile reception at home, the infertility
counselor should document both the client’s acknowl-
edgement of potential or certain legal difficulty and the
counselor’s attempts to discuss the emotional implica-
tions of this situation.

Obligation to Provide Information
for Securing an Informed Consent

Part of the infertility counselor’s responsibility is to
educate the client about potential material risks and
benefits of counseling, and inform the client about
the nature of any evaluation the therapist will per-
form. In this context, ‘material’ means, “if a reasonably
prudent person in the position of the patient or his
representative would attach significance to it in decid-
ing whether or not to submit to the proposed treat-
ment.”[61] It is also crucial that the client understand
the nature of the relationship, especially in facilities that
employ their own counselors. Generally, the elements
of informed consent are diagnosis; description of the
proposed treatment; possible benefits of the treatment;
potential risks, including the possibility that some risks

may, as yet, be unknown; and alternatives to treatment,
including no treatment. ASRM practice guidelines ref-
erence psychological screening and potential psycho-
logical issues as matters to discuss when obtaining an
informed consent.[62] The doctrine of informed con-
sent has been extended to behavioral science profes-
sionals by the courts[63] and adherence to it is stipu-
lated in the ethic codes of the APA (Ethical Standard
4.02), NASW (Ethical Standard 1.03), and the NBCC
(Section B8). Included in the construct of consent are
the concepts of ‘voluntaries’ and ‘capacity.’ Reasonably
complete disclosure of facts surrounding treatment or
evaluation allows the client to give a voluntary consent.
Capacity is the ability to fully join in a rational discus-
sion about risks and benefits of a proposed treatment,
and, based on that discussion, arrive at a reasoned
decision.[64]

Responsibility to Identify the Client

A legal concept that deserves strict attention, particu-
larly by those who work with participants in third-party
reproduction, is the duty to identify the primary patient.
This does not mean that one person from among the
group of gamete donors, the gestational carrier, the car-
rier’s husband, and intended parents has to be the sole
primary client. Rather, the responsibility is identifica-
tion of the party to whom a duty is owed. In the case
of complex third-party reproduction, it is likely that
each of the parties involved is a primary client, with
perhaps competing interests, but to whom professional
duties are, nonetheless, owed. The potential for con-
flict of interest is apparent, and care must be taken to
secure consent to treat all parties, to ask each to waive
a claim as to conflict of interest, where appropriate,
and to refer to other, qualified practitioners, if conflict
issues arise. As part of competent practice, and integral
to the concepts of informed consent, all participants
must be informed of the therapist’s relationship with the
other parties, and be given the opportunity to seek sep-
arate counseling. Also, if the provider is an employee of
the medical practice, especially if the practice will ulti-
mately decide the suitability of the candidates for treat-
ment, that fact must be relayed to the clients. Clear and
direct explanations of what information will be shared
and with whom is critical to the clients’ informed con-
sideration of whether to proceed. The discussion should
be carefully documented.

Equal Protection and the Right to Refuse
Treatment to a Patient

As part of the infertility treatment team, the coun-
selor is often entrusted with screening and evaluating
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participants in the various treatments. Several issues
are raised by this responsibility. The most obvious is
the inherent potential conflict of interest. The men-
tal health professional, if an employee of the practice
(or an employee of an independent donor or surro-
gate recruiting agency), may be subject to pressure,
however subtle, to approve candidates. Considerable
funds are expended in the recruitment of, for instance,
oocyte donors. One study found that of 315 inquiries to
a donor advertisement, only thirty-eight potential can-
didates eventually entered the donor pool. Cost anal-
ysis showed the ultimate cost to recruit one donor
was approximately $1,869.[65] Every candidate who is
declined represents a cost to the practice, the recipients,
or the agency. The universal application of regular, cus-
tomary, and approved guidelines in the evaluation and
ultimate acceptance or rejection of donors will serve to
protect the counselor from disgruntled applicants and
questioning referral sources. Ideally, the referring prac-
tice will have known in advance what standards the
infertility counselor will use in his or her evaluation
and recommendations.

The American constitutional notion of equal protec-
tion may not, at first blush, appear to be applicable
to practice in the private sector. However, many of the
principles found in the fair employment acts, as well as
in civil rights and antidiscrimination laws, flow from the
liberties established in the Fifth and Fourteenth Amend-
ments. Much of the discussion on this topic stems from
restriction on personal liberties, a question not typically
encountered by mental health professionals working in
the ARTs, with perhaps one exception: when a decision
is made to withhold treatment based on concerns about
the patient’s parenting ability. It begs the question: Does
a person have the right to any treatment that is med-
ically appropriate? If a provider refuses treatment to
a patient, is that provider then at legal risk?[44] The
answer is multilayered. Law pertinent to this area devel-
oped as a response to civil rights violations, spawning
the Civil Rights Act of 1964.[66] Later, the Rehabilita-
tion Act of 1973[67] codified penalties for discriminat-
ing on the basis of disability.

The Americans with Disabilities Act, a statutory com-
pendium thoroughly addressing prejudices and dis-
crimination against the disabled, was enacted in 1990.
While based on its previously mentioned predecessors,
it is a more complete attempt to correct disparities
in public and private accommodations. According to
the ADA, disability is “. . . a physical or mental impair-
ment that substantially limits one or more of the major
life activities of the individual. . . .”[68] The ADA estab-
lished certain rights for those in the class considered
‘disabled,’ but it is not an affirmative action statute.
Instead, its mission is to guarantee equality of oppor-

tunity, independent living (where possible), and finan-
cial self-sufficiency for people who are disabled. Doc-
tors’ offices, clinics, and other providers of care are
addressed in Title III, Prohibition of Discrimination by
Public Accommodations.[68] The law does not require
that each provider treat every patient who seeks treat-
ment, but, rather, that a provider may not refuse care to
a patient in a protected class on the basis of that person’s
disability.[68] Should a practitioner decline to recom-
mend a patient for treatment based on a disability, then
clear justification must be demonstrated: The statute
provides that if a direct threat of risk to self or others can
be shown, then the discrimination may be excused. To
establish such a direct threat defense, certain strict and
specific requirements must be met.[69] Accordingly, the
practitioner must conduct a reasonable, individualized
assessment based on current medical knowledge or best
information available. Relying on this objective evi-
dence, the provider must then determine that a risk is
present, what that risk is, how long the risk will exist,
how severe the risk or threat is, and the probability of
the risk actually causing harm. Finally, the practitioner
must consider whether reasonable modifications, poli-
cies, practices, or procedures would make treatment for
the individual possible, by mitigating the risks.[68]

As an alternative, the provider might argue that
refusal to treat is not based on the disability, but on
other factors. The ASRM Ethics Committee Report
on Child-rearing Ability and the Provision of Fertil-
ity Services addresses this kind of situation.[70] The
Ethics Committee concluded that fertility providers
may decline to treat a patient on “well-substantiated”
conclusions that the potential parent will not or can-
not safely care for a child. The committee went on to
recommend that practices develop clear, written exclu-
sion policies, based on parenting abilities. In so doing,
it suggested a team approach to such decisions and
indicated that the disabled should not be denied treat-
ment except when they fall within the narrowly defined
parameters outlined within the recommendations. The
policies should be applicable to all patients. Caution
should be exercised so that the counselor’s personal feel-
ings or his or her particular social and cultural mores
do not influence the decision not to treat. Practitioners
must realize that constitutional rights to family privacy,
that is, the right to raise children as the parent sees
fit, are well established.[71] In at least one case, the
court determined that a social worker for the Depart-
ment of Child Protective Services could be sued for
violating a child’s rights by separating him from his
family. In this case, the social worker was allegedly
involved in a conspiracy to remove children from a
home because the extended family did not agree with
the children’s parents’ religious beliefs and practices.
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Although allegations of child abuse were made, and the
social worker claimed the directive she issued to remove
the children was based on those claims, the court found
that the removal of the children was likely not the result
of those claims. The court noted that, “Specifically, a
reasonable person would have known that it was uncon-
stitutional to use the government’s power to cause, or
conspire to cause, the unjustified removal of a six-year-
old child from his parents in order to destroy the family,
based simply on the family’s religious beliefs.”[72]

As an integral part of the team approach to treat-
ment, the mental health professional provides crucial
input in assessing concerns about a patient. Evaluations
may reveal undiagnosed psychiatric illness or poten-
tially serious psychosocial contraindications. In per-
forming these evaluations, the therapist should review
and consider the following:

■ Professional society practice guidelines (e.g., ASRM,
ESHRE, MHPG, APA, NASW, etc.)
■ State/country licensing regulations
■ Pertinent case law
■ Documented medical/psychiatric/criminal/social his-
tory of the patient
■ Internal policies and procedures of the practice
■ Possible referral to an ethics committee, in-house
counsel or the Institutional Review Board (IRB),
or governing/licensing commission, for example, The
Human Fertilization and Embryology Authority (UK)
or the Assisted Reproduction Authority (Canada), as
applicable.

Confidentiality

The professional infertility counselor has a duty to
maintain confidentially as to client matters. This goes
to the heart of the therapist–client relationship, and this
obligation is imposed worldwide by professional guide-
lines, ethics standards, legislation, and case law.[73] An
exception to this duty is the client who the therapist
determines, or should determine, represents a serious
danger to himself or to reasonably identifiable others, in
which case, the therapist must make a reasonable effort
to notify both the intended victim and the police.[74]

Privacy in the United States: Health Insurance
Portability and Accountability Act (HIPAA)
On April 14, 2003, the United States Government
initiated the implementation of HIPAA, the first-ever
federal privacy standards for individual health informa-
tion.[75] These new standards, developed by the Depart-
ment of Health and Human Services, allow patients
greater control over their private health information

(PHI) and provide easier and more complete access to
their medical records. HIPAA was designed to facilitate
and enable electronic transactions of medical informa-
tion while strictly safeguarding the private nature of
health data. Although not all health care entities are cov-
ered in its final regulation, most physicians and other
healthcare providers must comply with the Act. The reg-
ulations cover medical records and other individually
identifiable health information, whether paper, digital,
or other electronic or oral communication. The privacy
rules are inclusive of the following:

■ Access to medical records – patients have the right to
review and obtain a copy of their records (in almost all
situations), and request corrections if they see mistakes.
The records should be provided within thirty days. The
requesting party may be charged for the service of copy-
ing and forwarding the records.
■ Notice regarding use of PHI – practitioners must pro-
vide patients with notice about how their informa-
tion might be used. Usually, the patients must provide
acknowledgment of such notification.
■ Limitation on use of PHI – For purposes of healthcare,
PHI may be shared by providers on an as needed basis.
A separate, specific release must be provided if the PHI
is to be shared with any entity not providing care to the
patient.
■ Marketing prohibition – A specific consent to the use
of PHI for marketing is required before such informa-
tion may be released. The privacy rule does not prohibit
doctors and other providers from communicating freely
with patients about their treatments and alternatives, as
these are not within the intended use of the term ‘mar-
keting.’
■ Confidential communications – Reasonable steps
must be taken to ensure that confidential communica-
tions between doctor and patient remain private.

The HIPAA privacy rule is intended to establish a bal-
ance between patients’ privacy rights and appropriate
disclosure of PHI as needed for treatment and other
pertinent purposes. Unfortunately, largely due to mis-
conceptions and concerns about inadvertent violations,
it has often been applied with an overreaching hand.
For instance, HIPAA does not require that each provider
obtain a signed authorization before discussing patient
care or treatment with another healthcare practitioner.
It also does not require that providers eliminate all
‘incidental disclosures.’ In fact, HIPAA was modified
in August 2002 to accommodate reasonable policies
regarding things like patient sign-in sheets, nursing
unit posting boards, and so on. Similarly, the law does
not eliminate contact between healthcare providers
and the families and friends of patients. Unless the



P1: JZP
052185363Xc30 CUFX030/Covington 0 521 85363 X September 5, 2006 8:38

LEGAL ISSUES IN INFERTILITY COUNSELING 533

patient objects, a provider may share information about
the patient with family, friends, or whomever else the
patient designates. Additionally, a provider may share
that information, even when the patient is incapaci-
tated, if he believes that doing so is in the patient’s best
interest.[76]

In the infertility counseling practice, all clients should
sign HIPAA-compliant authorizations for release of
information, and must indicate they are aware of the
persons or entities with whom their information would
be shared (see Appendix 8). In the professional relation-
ship, the client (or designated proxy) is the only person
who may elect to waive the confidentiality privilege.

Privacy in Healthcare Elsewhere
The United Kingdom regulates privacy in healthcare
through common law, Article 8 of the European Con-
vention on Human Rights, incorporated into United
Kingdom law by the Human Rights Act of 1998 and
the Data Protection Act of 1998.[77] The Data Protec-
tion Act is the most encompassing legislative instru-
ment governing the disclosure of health information,
especifically with regard to mental health profession-
als in Statutory Instrument 2001 No. 3968, Private and
Voluntary Health Care. It imposes strict duties of con-
fidentiality on healthcare professionals, and allows for
civil suit if an individual believes that the Act has been
violated.

Canada enacted the Personal Information Protection
and Electronic Documents Act (PIPEDA) in 2004.[78]
This law encompasses all collections, uses, and disclo-
sures of personal information in the course of commer-
cial activity. The law governs healthcare providers in the
private sector who are engaged in commercial activity,
unless governed by provincially enacted substantially
similar legislation. The essential elements of PIPEDA
include necessity of consent from an individual whose
information is disclosed, disclosure to the individual of
the purposes for the consent, as well as the scope of
the information, what protections are afforded for the
information, and the need for additional and sometimes
specific consent for secondary uses. Furthermore, any
requesting or disclosing organizations must provide a
means for an individual to dispute the organization’s
compliance with the Act.

The Australian Federal Privacy Act and Privacy
Amendment was enacted in 1988 and applies to con-
fidential health communication throughout all of the
country. As of December 21, 2001, the private-sector
amendments to the Privacy Act 1988 became opera-
tive.[79] The new provisions provide for ten National
Privacy Principles found in Schedule 3 of the Act, which
apply to health service providers. Recently, in a ruling

by the Queensland District Court that allowed for a suc-
cessful claim in tort for breach of privacy, a district court
judge found that the right to privacy exists outside of
statute and regulation. However, the ruling is limited to
the district and to facts substantially similar to those in
the case.[80]

Avoiding Lawsuits

Lawsuits involving infertility counseling seem to derive
from general legal issues rather than from those specif-
ically relating to infertility. Accordingly, caveats regard-
ing legally safe practice are derived from general prac-
tice pointers.

1. The therapist should avoid extreme self-disclosure
to patients. Before raising personal experiences, the
counselor should consider whether an experience is
shared for the benefit of the patient or the therapist,
and whether the revelation is appropriate for a partic-
ular patient with whom the disclosure is shared. More
than 70% of therapists report using self-disclosure as
a therapeutic device,[81] but careful assessment of the
situation and the client is key to its safe application. This
comment is especially pertinent for infertility coun-
selors who have had their own personal experience with
infertility.

2. Diagnosis should be accurate per ICD-9 and/or DSM-
IV and consistent with treatment, in order to provide
appropriate care and maintain truthful billing practices.
In the United States, managed care gatekeepers and stri-
dent guidelines for authorization of payment have led to
a reported increase in insurance fraud cases involving
mental health practices.[82] An illustrative example is
the therapist who provides a diagnosis that she knows
will be covered by an insurance plan, but provides a
different and more accurate description for treatment
records. However, “the law does not recognize or per-
mit the therapist to have one diagnosis for treatment
purposes and one diagnosis for billing or insurance pur-
poses.”[83]

3. Generally speaking, mental health professionals are
expected to follow the ‘medical model’ in their treatment
practices. Stemming from this are the requirements of
informed consent, documentation, adequate procure-
ment and review of client history, confidentiality and
privacy, standards of care, and so on. While the indi-
vidual infertility counselor may not believe the medical
model is applicable to his or her practice, it is quite cer-
tain that this is the standard against which the practice
would be held. Perhaps this is even more relevant in the
infertility milieu, as the counselor is working within a
medical practice, as a member of an interdisciplinary
team and/or as a consultant to a medical practice.
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Practitioners should take care to follow the guidelines
inherent in the medical model.

4. Engaging in a sexual relationship with any client,
whether a current client or one with whom the profes-
sional relationship has terminated, is never legally or eth-
ically acceptable. Such behavior is a violation of ethical
codes worldwide and is illegal in some places. There is
no ‘true love’ exception. Engaging in such a relation-
ship is tantamount to rejecting continued practice of
one’s career.

5. Over the course of the past decade, a number of
heretofore unidentified ‘syndromes’ have appeared in the
counseling literature or have been summoned as defenses
in litigation. These are conditions that have not been
recognized by any authority and are not defined in the
ICD-9 and/or the DSM-IV.[84] One of the most contro-
versial of such syndromes is that of recovered memory,
ultimately, in many cases, found to be false memory.
Also included would be therapies or therapeutic tech-
niques that have no basis in evidentiary medicine. Care-
ful, standardized testing to establish efficacy should be
required and reviewed by the mental health profes-
sional before attempting any treatment with a client.
Otherwise, the mental health professional may be sub-
ject to liability if the patient does not improve, worsens,
or forgoes another treatment that is likely to be helpful,
in favor of a rogue technique.

6. The infertility counselor should be guided by insti-
tutional policies, guidelines and standards of practice
within his or her own professional associations, and per-
tinent state/provincial/national governing laws. Devia-
tion from any of these may open the counselor to liabil-
ity, if a client suffers harm and alleges that the harm is
due to the counselor’s lack of adherence to these stan-
dards. For example, if the infertility counselor evalu-
ates third-party collaborators for participation in donor
or gestational carrier cycles, the institutional accep-
tance/rejection criteria must be applied. Additionally,
the mental health professional would be expected to
adhere to the practice guidelines established by ASRM,
ESHRE or other applicable professional association, as
well as to general guidelines pertaining to his or her own
professional standing. This would include administra-
tion of any recommended standardized testing. Failure
to follow these guidelines could result in two diverse
but equally undesirable outcomes. On the one hand,
the rejected candidate might allege that she was turned
down for some prohibited reason, for example, a physi-
cal disability, religion, or race. On the other hand, a can-
didate who is accepted may later regret her decision,
and allege that she should never have been accepted,
and that her acceptance caused her emotional trauma.
Acceptance or rejection is easier to defend if institu-

tional and professional policies and guidelines are fol-
lowed, and there is documentation to show this. That
said, all professionals in this area practice with a degree
of uncertainty.

Because ART is a developing medical, legal, and social
process, even with a careful and methodical approach,
problems may still arise. A suit filed several years ago is
illustrative: A potential gestational carrier applied to a
program that employed a staff psychologist. The candi-
date underwent the usual and customary clinical inter-
view and psychological testing, and, in accordance with
the parameters established by the program and gen-
eral guidelines in this area, was accepted. A pregnancy
occurred, the child was born and subsequent to this, the
carrier claimed to have severe psychological trauma.
She sued the fertility center and the psychologist, claim-
ing that she should not have been allowed to be a car-
rier, based on her emotional state, and the psycholo-
gist should have detected the underlying psychopathol-
ogy. In this particular case, the infertility counselor had
the MMPI-2 scored at a reputable outsourced scoring
company, and the candidate was found to be accept-
able under its scoring paradigm. However, the plaintiff’s
attorney submitted the test for scoring by another com-
pany, which supplied a different interpretation. Ulti-
mately, the case settled, leaving unresolved the question
of whether the mental health professional would have
been found responsible.[85] Nevertheless, the lawsuit
illustrates the risk of practice in this area, as well as the
necessity of strictly following guidelines and protocol.

THERAPEUTIC INTERVENTIONS

In the United States, legal commentators may rely on
a constitutional basis for analysis of legal trends. Pro-
creative liberty or reproductive freedom is a principle
rather firmly entrenched in American society, based
on the national view of personal privacy. Procreative
liberty is a derivative right, based on the doctrine of per-
sonal autonomy and freedom from governmental inter-
ference in private matters.[86] The nation’s courts tra-
ditionally view the right to beget children with favor,
acknowledging it as a basic right of the individual,
and one not to be burdened by governmental inter-
ference.[87] The Supreme Court has recognized that
an individual’s right to reproduce is a major life activ-
ity.[69] However, the right to assistance in building a
family, and the extension of specific constitutional pro-
tection to assisted reproduction, has not been estab-
lished. At least one legal authority has theorized that
no distinction should be drawn between coital and non-
coital reproduction. Inability to procreate through sex-
ual intercourse is not reflective of parenting abilities,
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nor does it diminish the person’s wish to have children.
A natural extension of these principles would be grant-
ing the same protection to noncoital reproduction as
is extended to sexual procreation.[86] The Court has
also endorsed the right of the individual to make deci-
sions about whether or not to have children, remark-
ing that persons may make decisions independent of
governmental interference [in such matters] “involving
the most intimate and personal choices a person may
make in a lifetime, choices central to personal dignity
and autonomy, [and they] are central to the liberty pro-
tected by the Fourteenth Amendment.”[88] Following
this logic, third-party reproductive collaborators have
that same freedom in their participatory choices.

While matters of personal freedom are generally
addressed by the Constitution, specific matters of
parentage and child custody are left to the individual
states. There is no uniformly applied law pertaining to
determination of parental rights, so laws vary from state
to state.

Other countries may analyze reproductive choices
and access them in different ways, such as using, per-
haps, a more child-centered approach. Still others focus
on cultural forces and religious tradition. This section
will review reproductive law and the issue of consent as
an aspect of therapeutic intervention.

Reproductive Law

The following is a brief review of reproductive law
regarding donor sperm, donor oocytes, embryo dona-
tion and disposition, lost or misappropriated embryos,
surrogates and gestational carriers, and posthumous
reproduction.

Donor Sperm
In approximately two-thirds of the United States,
parental rights in cases of sperm donation are deter-
mined by statute.1 Current law codifies the rights of the
intended father, but may not explicitly terminate rights
of the donor. Additionally, a number of the statutes qual-
ify the circumstances in which the law may apply. For
instance, a state law may require that a qualified med-
ical practitioner perform the insemination. Another
statute may require specific consent (usually written)
of the mother to the ‘artificial insemination,’ while in
others, her consent is implied.

1 Alabama, Alaska, Arizona, Arkansas, California, Colorado,
Connecticut, Florida, Georgia, Idaho, Illinois, Kansas, Louisiana,
Maryland, Massachusetts, Michigan, Minnesota, Missouri,
Montana, Nevada, New Hampshire New Jersey, New Mexico, New
York, North Carolina, North Dakota, Ohio, Oklahoma, Oregon,
Tennessee, Texas, Virginia, Washington, Wisconsin, Wyoming.

Issues arising in this area might include: children
wishing to locate their genetic fathers, the need for med-
ical information about donors, or inadvertent consan-
guinity and financial responsibility of donors to chil-
dren born of their donation. Attempts have been made
to address some of these issues. For instance, ASRM
suggests that limitations on the number of pregnan-
cies a donor produces should be imposed, based on
population density in the area where donated sperm
is used.[89] However, others of these issues, while
being discussed and debated, have yet to be formally
addressed in guidelines.

Parental rights and responsibilities in sperm dona-
tion were considered by an Illinois court, when the legal
father (i.e., married to the biological mother) of a child
born through donor insemination argued that because
he had no biological connection to the child, he was
not responsible for child support. The court found that
since no adoption had occurred, the man could not be
considered the father.[90] Subsequent American court
decisions have taken an opposite course, finding that a
man’s consent was sufficient to attach the responsibili-
ties of fatherhood, even in states with no statute regard-
ing paternity in donor insemination cases.[91]

Demands for parental rights, including visitation,
have arisen in the course of known sperm donor
arrangements. A New York appellate court determined
that a known sperm donor, despite agreements to the
contrary, should be afforded paternal rights to the
child.[92] In other jurisdictions, there appears to be lit-
tle consistency to the rulings, although generally the
courts rely on statute, where available, intention of the
parties (within statutory framework), and best interest
of the child.[93] In the case of Re Patrick, an Australian
court held that a known sperm donor, who provided
sperm to a lesbian couple, was entitled to continuing
contact with the child, as the court determined that
such visitation was in the best interest of the child.
The court, however, also held that the donor was not a
‘parent’ under Australia’s pertinent laws. This case had
a tragic turn: The biological mother of the child, after
psychiatric treatment to assist her in dealing with emo-
tional issues, including the visitation schedule, killed
herself and the child.[94] (No information was avail-
able as to whether this woman and the other parties
had pretreatment counseling.)

Men whose intent was to donate sperm have also
been found responsible for child support. A Victorian
(Australia) man had intercourse with a lesbian, with
the intention of donating his sperm to her so that she
could conceive a child. The Australian court noted that
if the child had been conceived through artificial insem-
ination and not coitus, or if an adoption had occurred,
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then financial liability for supporting the child would
not have resulted. The Justice specifically noted that one
parent could not waive the child’s right to support from
the other (see Chapter 17).[95]

Donor Oocyte
Anonymous, recruited donor oocyte arrangements have
become more widely accepted, although many aspects
of donation remain controversial. Approximately 80%
of U.S. clinics offering IVF also offer oocyte donation,
and quote a success rate of about double that of tra-
ditional IVF (when using the oocytes of the infertile
woman).[96] As of 2003, 10.5% of all American IVF
cycles report the use of donor oocytes in transferred
embryos.[97] In addition to recruited donors, family
members and other women known to the recipient par-
ticipate as donors in treatment cycles. The ASRM Ethics
Committee examined this practice and determined that,
in many cases, these types of known gamete donation
(and surrogacy) arrangements may be appropriate, but
also may come with their own set of ethical problems,
including consanguinity, confusion regarding parent-
age, and coercion of parties to participate.[98]

As previously noted, counseling and/or evaluation
are recommended by ASRM in its published guidelines
on gamete donation.[16] Donor oocyte procedures are
permitted in the U.K., France, Australia, Japan and
Israel, among other countries, but the process is reg-
ulated to a much greater degree than in the United
States.

Currently, fewer than ten states in the United States
have oocyte donation laws. In jurisdictions without
statutory resolution of parental rights, there is no abso-
lute assurance that the intended mother would be con-
sidered the legal mother. Most often, there is not con-
troversy generated by these arrangements, so there is
very little case law. Rather, problems develop from col-
lateral issues, and one of the first disputes involving an
oocyte donor did not involve a claim by the donor.[99]
The situation arose when a couple divorced after their
twins, conceived through donor oocyte, were born. The
father sought sole custody of the children, basing his
argument on his genetic connection to them. The court
noted that the parents had entered into the donor agree-
ment, both intending to be parents, and the father had
no superior claim to the girls. Recently, a Texas appeals
court reached the same conclusion under similar cir-
cumstances.[100] A California court of appeals ruled
that a woman who gave her oocytes to her lesbian part-
ner, who, with donated sperm, conceived and gave birth
to a child, was not a parent. The court reviewed the pre-
birth intentions of the parties, as reflected in the stan-
dard ‘oocyte-donor’ consent forms used by the medi-
cal facility, and noted that no further action was taken

to establish the maternity of the oocyte provider.[101]
However, on appeal to California’s Supreme Court, the
ruling was reversed, the court holding that, “. . . when
partners in a lesbian relationship decide to produce
children (by one partner providing her ova for IVF,
with resultant embryos implanted into the other part-
ner), both the woman who provides her ova and her
partner who bears the children are the children’s par-
ents.”[102] In a recent development, an Ohio appeals
court ruled that an oocyte donor has parental rights to
triplets born to a gestational carrier. The court ordered
a new custody hearing in Ohio for the boys, who are
now almost two years old. The carrier removed the chil-
dren from the hospital following their birth because the
genetic father and his fiancée, according to the carrier,
did not exhibit sufficient interest in the children.[103]
This ruling challenges a prior Pennsylvania court’s deci-
sion that the gestational carrier of the boys was enti-
tled to primary custody. This matter continues to be
litigated.

Oocyte and sperm donation have not enjoyed the
same mainstream approval as that surrounding child
adoption. It is no surprise, then, that recipients may
struggle with shame, ambivalence, and other issues
when considering whether or not to tell their child of
his or her origins. ASRM encourages recipient parents
to share information about their child’s genetic ori-
gins with their offspring, and in support of this have
issued these suggestions: Before the donation, all par-
ticipants should agree as to how much information may
be released; sperm banks and fertility centers should
maintain genetic and medical records on donors; all
parties should receive counseling about disclosure; and
clinics should expect inquiries from ART children and
should consider developing a written policy (see Chap-
ter 18).[104]

Embryo Donation and Disposition
Depending on the country, excess embryos may be
stored for a period of time (although in the United King-
dom storage time is statutorily limited[6]), donated
for research, destroyed (although this option is ille-
gal in some places and restricted in many others by
private policy), used by the intended parents for pro-
creation, or donated to others for transfer and gesta-
tion, with the intention that the recipients become the
parents.

Early case law on the subject of embryo disposi-
tion determined that the genetic progenitors of extra-
corporeal embryos owned those embryos.[105] How-
ever, the case involved individuals using their own
gametes for the creation of the embryos and the case
was silent as to what should happen if donor gametes
were used. Later disputes involved the assignation of
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rights to cryopreserved embryos when the progeni-
tors parted ways, as in divorce. Although the cases
have varied in the details and the basis for the court
opinions may often be divergent, the consistent trend is
the courts’ refusal to force parenthood upon a protest-
ing party.[106] Even in cases where the parties had
clearly stated their intentions to allow the other to use
the embryos, the courts have found that the party try-
ing to avoid procreation had a greater interest than that
of the person seeking reproduction. While a cryopreser-
vation informed consent document may be given pro-
bative weight by a court, it is, properly, not viewed as
a contract between the parties and may not be control-
ling in a dispute. However, in at least one case, the court
ruled inapposite to this principle. In this Massachusetts
case, the clinic had transferred frozen embryos to the
estranged wife of Richard Gladu, allegedly without
his knowledge or consent. The court held the clinic
liable for breach of contract, relying on the cryop-
reservation informed consent document and charac-
terizing it as a contract. This was decided at a trial
level and, therefore, is not binding precedent.[107] The
court in Litowitz[106] also used a contract analysis of
the informed consent document, but in reference to
the rights of the parties as between themselves (not in
Litowitz’s rights as against the clinic).

In some countries, another option for persons with
stored frozen embryos is donation to another person or
couple. A small number of states in the United States
have laws pertaining to donation for reproductive pur-
poses, and in those states, the donors’ rights are termi-
nated upon the donation. There is, however, little con-
sistency in the way subsequent parentage is established,
what documentation is necessary, and in other proce-
dural matters.[108] Three additional states regulate the
disposal of embryos,2 and current federal law restricts
embryonic research.[109] If gamete donors contribute
to the creation of an embryo, it adds a new level of
scrutiny. While sperm donors are generally releasing
rights to a sperm bank, oocyte donors almost always
donate their oocytes to a specific couple, presumably
with the intention that the couple will use any resul-
tant embryos only. The donor should provide written
acknowledgment of and agreement to subsequent dona-
tion, if that is her intention.[110] Once again, a written
agreement is critical, and should detail how parental
rights will be established, any issues regarding future
contact, and any financial agreements. Although there
should be no payment for the embryos, in places where
it is permissible, the recipients may pay embryo stor-
age costs.3 It is also common for the recipients to pay

2 Louisiana, New Mexico, and Minnesota.
3 California, Connecticut, Delaware, DC, Georgia, Florida, Illinois,
Louisiana, Maine, Michigan, Minnesota, Nevada, New Mexico,

for any additional medical, genetic, and psychological
screening.

In the United States, there has been some dispute
as to whether the giving of embryos should be termed
‘donation’ or ‘adoption.’ While discussion of the contro-
versy is beyond the scope of this chapter, current trends
and existing law appear to support the term ‘donation’,
because, despite their potential for becoming persons,
without the intervening medical manipulation and ges-
tation and birth, they are not considered juridical per-
sons with the exception of Louisiana, which bestows
juridical personhood on the embryo.[111]

Mental health practitioners should also be aware of
embryo research laws in their states and countries. At
least in the United States, many of these were enacted
in response to abortion legislation, and have not met
constitutional challenges.[112]

Again, there are no laws in the United States requir-
ing psychological evaluation or counseling for any of
the parties involved in embryo donation. The issues
seem to be more complex than in gamete donation
and would appear to warrant increased involvement
of the counselor. ASRM guidelines[16] suggest, in part,
that embryo donors receive counseling about the poten-
tial psychological issues, discuss dispositional choices
(prior to cryopreservation), and that they be assessed
for appropriateness, including standardized psycholog-
ical testing, and be excluded if deemed inappropriate.
Similarly, recipients should receive counseling about
the implications of participating, impact on any rela-
tionship with the donors, and should also be assessed
for appropriateness, in accordance with the guidelines.
There are at least two embryo donation agencies that
require a home study prior to recommending clients
for receipt of a donated embryo.

In the United Kingdom, HFEA requires that any per-
son undergoing treatment involving IVF and/or donor
gametes (including donor embryos) be given the oppor-
tunity to receive counseling. The Act further requires
that the counselors meet the qualifications defined
within the Act. The counseling must be differenti-
ated from information given to secure an informed
consent.[6] The Assisted Human Reproduction Act of
Canada requires counseling prior to the acceptance of
a donated embryo (see Chapter 20).[24]

Lost or Misappropriated Embryos
Medical practices likely face liability for losing, mishan-
dling, or misappropriating embryos. A number of cases
have arisen over misuse, or unauthorized donation, of

North Dakota, Pennsylvania, Rhode Island, Texas, Virginia, West
Virginia, and Wisconsin all have laws which may interfere with
payments in an embryo donation arrangement.
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oocytes and embryos.[113] In at least one state, criminal
penalties now exist for the unauthorized use of gametes
or embryos.[114] In a recent case, a clinic uninten-
tionally implanted embryos from two different couples
into one of the genetic mothers, a Caucasian woman.
The embryo that was not from her oocytes was from
an African American couple. The first woman became
pregnant with twins. The clinic revealed the mix-up,
and both couples sued. After protracted litigation, the
matter was finally settled for an undisclosed amount
of money. The parentage issues were settled, after a
heated trial, in favor of the genetic parents.[115] A sim-
ilar case arose in England, where a clinic inseminated
the oocytes from a Caucasian woman with the sperm
of an African man, who was not her partner and not
the intended father of the child.[116] The High Court
named the biological father as the legal father of the
black twins but ruled that the twins were to stay with
the white couple.[117] And, in a case originating in The
Netherlands, a Caucasian woman underwent insemina-
tion with her husband, who was white. But, because the
lab instruments had been inadequately cleaned, they
also contained sperm from a black man. She became
pregnant with twins, one of whom was white and the
other black. Although the biological father was noti-
fied, he did not express an interest in the child and both
boys remain with the gestating mother and the rearing
father.[118]

Notwithstanding the above, establishment of
parental rights may be difficult or nearly impossible
in cases where a patient received the wrong embryos
or gametes. In one case, a California clinic mistakenly
transferred a number of the embryos from a married
couple (Mr. and Mrs. D, who used donor oocyte) to
another patient, Ms. S., who intended to use both
donor oocyte and sperm from unknown donors. After
both women gave birth, the clinic revealed the mistake
and Mr. and Mrs. D sought contact with Ms. S’s son,
the couple’s intended child and Mr. D’s biological son.
Ms. S. refused to relinquish custody of the boy, and was
found to be the ‘mother,’ because Mrs. D had no bio-
logical connection to the child. In so ruling, the court
refused to apply the principles expounded in Johnson
v. Calvert[9] and In Re Marriage of Buzzanca,[119] and
distinguished the case on the grounds of intent, noting,
[if we were to] “. . . invoke the concept of intended
mother here, which party would qualify? Both and
neither: (Ms. S) intended to be the mother of the child
created from an embryo implanted in her uterus that
day at the clinic – but not that embryo . . . (Mrs. D)
intended to be the mother of the child created from
this very embryo – but not at that time, and she did not
intend for another woman to bear the child.”[120]

Surrogates and Gestational Carriers
Traditional surrogacy has long been a medical possi-
bility. In this process, the gestational mother is insem-
inated with the sperm of the intended father. Standard
practice is a written agreement that the child will be
placed with the father, and if married, his wife, after the
birth. Some number of surrogates achieve their preg-
nancies by ‘home-insemination,’ but, as performed by
a medical professional after appropriate screening and
documentation, it is a safer procedure, both from the
medical and legal perspective (a number of statutes
defining legal paternity in donor sperm situations stip-
ulate that the procedure be performed by a medical
professional).

Gestational carrier arrangements differ in that the
woman carrying the pregnancy is genetically unrelated
to the baby, and the intended parents may have used
their own gametes or those of donors in the concep-
tion of the child. Because the legal assumption and the
medical fact have traditionally been that the woman
who gives birth is the mother, this shift in the paradigm
represents a major challenge to the determination of
parenthood.

Fewer than two dozen of states in the United States
have statutes governing surrogacy. Of those, a hand-
ful prohibits it outright,4 while other states regulate
the practice.5 In the remaining, there is no legislation
that encourages, prohibits, or regulates surrogacy, but
case law may have developed. In the absence of leg-
islation or case law affording protection, and even if
those safeguards are provided, it is customary for the
parties to enter into a written agreement. Generally,
the courts approach traditional surrogacy with greater
caution because of the birth mother’s genetic connec-
tions to the child, and these arrangements have often
been termed ‘unenforceable’ or even ‘illegal’ by some
courts.[121] In any event, in most situations involving
traditional surrogacy, an adoption is required to finalize
the parental rights of the intended mother.

Gestational surrogacy issues were litigated early on in
Johnson v. Calvert.[9] The commissioning couple used
their own gametes for IVF, and the resultant embryos
were transferred to the carrier, who, despite contractual
agreement, changed her mind about the placement dur-
ing the pregnancy. The court held that the genetic ties
between the intended parents and the child were con-
trolling, and noted that it also recognized the intent of
the parties as a factor.

But, as seen in the Buzzanca case (where the child
was a result of both oocyte and sperm donation and

4 Arizona, Michigan, New York, Utah and Washington.
5 Florida, New Hampshire and Virginia.
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was born to a gestational carrier),[119] the courts may
not rely on the genetic connection, but rather on the
intentions of the parties at the time of the arrangement.

Only a handful of the state surrogacy statutes address
mental health counseling and screening.[122] However,
the standard of care informally developed by practition-
ers in this area demands that each of the parties have
the opportunity to receive counseling prior to partici-
pation, and that, at minimum, the surrogate to have an
evaluation. The MHPG is currently developing practices
guidelines for evaluation of surrogates (see Chapter 21
and Appendix 7).

The first reported case of gestational surrogacy in
England was that of a young woman, Ms. Cotton, who
agreed to carry a pregnancy for a couple and accepted
installment payments for this service. Public contro-
versy arose when it was discovered that Ms. Cotton
was paid £15,000 by a London newspaper for her story.
After the birth, the commissioning couple adopted the
child.[123]

Posthumous Reproduction
The more obvious type of posthumous procreation
involves the disposition of frozen gametes or embryos
after the death of one or both partners. Unless there
are specific instructions to the contrary, the survivor or
heir should have the legal right to make dispositional
decisions.[124] Although these are difficult emotional
issues, the ethical debate may be mitigated if the dece-
dent has given instructions as to what should occur in
the event of death. More problematic is a man dying
unexpectedly, without leaving permission to procure his
sperm posthumously for use in procreation. While not
common, there have been a number of cases involving a
decedent’s loved one (almost always, the wife) request-
ing sperm retrieval immediately following death, with
decision making as to its use deferred to a later date.
A study conducted in 1997 found eighty-two requests
for post-mortem sperm retrieval at forty ART centers,
over the fifteen-year period from 1980–1995.[125] It is
medically possible to obtain viable sperm for approxi-
mately twenty-four hours following death, and retrieval
and storage of the sperm may offer the widow and fam-
ily some measure of comfort. However, even if the cou-
ple was actively trying to have a baby during the dece-
dent’s lifetime, consent to conceive and raise a child
is very different than consent to conceive a child who
would be raised without the presence of his or her
genetic father. The ASRM has indicated that practition-
ers need not honor requests to obtain sperm from dead
individuals, without the prior consent or known wishes
of the person.[126] It urges a case-by-case analysis of
each circumstance, including the consideration of any

state law.[127] There is no dispositive case in the United
States addressing the use of sperm retrieved in this
fashion.

A British court decided that sperm retrieved from
a man in a coma who later died could not be used
for the purpose of conceiving a child. In this case, the
husband had not given his consent to the storage or
use of his gametes. The court suggested to the widow,
though, that the insemination might occur in another
country, and ordered that the sperm be released to her
(in Belgium).[128] In Japan, a 2004 high court ruling
recognized a boy as his dead father’s legitimate off-
spring. In this case, the child was born after his deceased
father’s frozen sperm and his mother’s oocyte created an
embryo through an IVF procedure. The court indicated
that it would require the same set of facts to rule sim-
ilarly in future cases: natural blood-parental relation-
ship between child and father and the father had given
his consent to such a pregnancy. The court went on to
say that it was immaterial whether the father was dead
or alive.[129] The trend in the U.S. courts has been to
approve survivor benefits for children conceived after
the death of the father.[130]

Informed Consent

Informed consent is an essential element of the ART
process. Because it does not involve interventional pro-
cedures, informed consent for sperm donation is almost
solely focused on the psychological issues, although
counseling and evaluation are not widely required.
Federal, state, and local regulations might also apply
because the tissue is stored in facilities subject to licens-
ing and regulation. In New York, for instance, such con-
sent must be in compliance with the requirements of the
state’s sperm bank regulations.[131] However, informed
consent for oocyte donors is not so simple. Because of
the invasive nature of the donation, as well as the poten-
tial emotional repercussions, a truly informed consent
is essential to maintain the integrity of the process.
While a number of commentators have expressed con-
cern that this strict standard is not uniformly applied,
inroads are being made with regard to consent proce-
dures. ASRM has issued practice guidelines that offer
detailed specifics for inclusion in informed consent for
ART.[132] ASRM recommends, consistent with stan-
dards in other areas of medicine, that all consents be in
writing and signed with appropriate witnesses. Particu-
lar to ART procedures is the requirement that the clinic
report data regarding ART cycles, which is mandated by
federal law. Patients must be told of this requirement
and the possibility that they may be asked for follow-
up information. Patients should be informed that their
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identity may be held in confidence by the CDC, or they
may opt that their identifying statistics be omitted.[12]

FUTURE IMPLICATIONS

In this constantly evolving field, law and medicine have
become inextricably and inexorably entwined. Lack-
ing a central, standardized system of regulation in the
U.S., the law has developed on a case-by-case basis,
resulting in great variation in statutory and case law.
The American experience mirrors that of many nations,
with a few notable exceptions, such as the United King-
dom and Canada. Professionals working in this field
find few easy answers about how to best protect the
integrity of the ART arrangements and preserve their
own professional standards. Careful attention to profes-
sional guidelines, observance of pertinent regulations
and rules, and adherence to professional standards of
care will assist the practitioner in the competent perfor-
mance of counseling. Ignorance of the law is no excuse.

SUMMARY

■ Reproductive law continues to evolve in this area.
■ The mental health professional should follow pro-
fessional standards of practice, become familiar with
the applicable law, and document carefully.
■ Mental health professionals must comply with all
applicable licensing standards and should comply
with additional, available credentialing and continu-
ing education.
■ In areas where there is no legislative directive or
established case law, the intentions of the parties in
reproductive controversies seem to be the best predic-
tor of how courts might rule.
■ A global perspective is essential, particularly in light
of burgeoning reproductive travel and the learning
potential reflected in shared experience.
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JEAN M. HAASE AND ERIC BLYTH

The world only exists in your eyes – your conception of it.
You can make it as big or as small as you want to.

– F. Scott Fitzgerald, 1945

Since the 1980s, infertility counseling has gained in-
creasing recognition in a number of countries, with con-
siderable growth occurring in the past ten years. This
has coincided with the expansion of reproductive tech-
nologies, particularly in the developed world. Globally,
the provision of infertility counseling is now supported
by many medical societies, governments and consumer
organizations, and a new International Infertility Coun-
seling Organization (IICO).

A number of key factors have had an impact on the
development of infertility counseling. First, government
legislation and regulation in some countries and juris-
dictions addresses specific requirements for counseling
provision. Legislation in the United Kingdom,[1] the
state of Victoria in Australia,[2] and recently, Canada[3]
were preceded by influential advisory reports that rec-
ommended the provision of counseling services in fer-
tility clinics.[4–6] Second, there has been a growth in
the number of professional infertility counseling asso-
ciations that have been established at national (e.g.
United Kingdom, Japan, Germany, Switzerland) and
pan-national (e.g., Europe, Australia and New Zealand,
United States/Latin America) levels. These have been
influential in various ways, such as the provision of pro-
fessional education and collegial support, and contribu-
tions to practice standards and policy development. A
third factor is the opportunity for professional develop-
ment through conference participation, training oppor-
tunities, and communication through the use of the
internet and world wide web. Many infertility coun-
selors have expressed a sense of professional isolation
in the past, but the establishment of IICO and the first
global symposium for counselors held in 2004[7] are
important milestones, suggesting that there is consid-
erable interest in expanding collaboration between pro-
fessionals. These combined developments seem likely

to ensure the continued growth worldwide of infertility
counseling as a recognized profession.

While cross-cultural issues in infertility counseling
are the focus of Chapter 4, this chapter addresses:

■ the emergence of infertility counseling as a special-
ized activity in assisted conception;
■ the development and influence of infertility counsel-
ing associations;
■ the impact of legislation and professional guidelines;
■ clinical and theoretical issues related to infertility
counseling;
■ future implications for the international develop-
ment of infertility counseling.

HISTORICAL OVERVIEW

The development of infertility counseling at a global
level can be traced, in large part, through a review of
how mental health professionals have organized and
formed professional associations facilitating academic
and clinical collaboration with medical professionals
working in the field of infertility. This section provides
an overview of the chronological development of these
associations, noting any relevant legislative or regula-
tory counseling requirements to date.1

USA – Mental Health Professional Group
(affiliated with ASRM)

What is now the MHPG had its origins as an informal
network of counselors who met at the 1985 meeting

1 Although we are aware of individuals offering infertility coun-
seling in many countries not cited here (and space precludes a
detailed discussion of infertility counseling in each country), we
know of no other infertility counseling organizations, at this point
in time.
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of the American Fertility Society [later becoming the
American Society for Reproductive Medicine (ASRM)].
By l987, the group was formally established as the
Psychological Aspects of Infertility Special Interest
Group of AFS, as a multidisciplinary group commit-
ted to the study and treatment of the emotional com-
ponents of reproductive health. Membership grew and
the group was promoted to professional group sta-
tus within ASRM, becoming the Psychological Special
Interest Group (PSIG) in 1995. It is now known as the
Mental Health Professional Group (MHPG). Member-
ship is open to all active members of ASRM – regardless
of professional discipline – and in 2005, membership
was 343 individuals.

In the United States, there is no national or state
policy or regulation related to assisted conception, and
consequently there is no requirement for fertility clinics
to either provide or recommend counseling. Although
the ASRM has various guidelines recommending that
counseling services be available in programs offer-
ing assisted conception procedures,[8–15] adherence to
these recommendations is voluntary on the part of clin-
ics. Currently, infertility counseling appears to be pro-
vided within the United States in one of three ways. The
infertility counselor may be an employee of the clinic;
an independent mental health professional who has a
contract with a clinic to provide specific services (e.g.,
for evaluations of donors/donor recipients); or an inde-
pendent mental health professional in private practice,
with no formal or informal affiliation with a clinic.

Current MHPG goals are to:

■ promote greater awareness of the psychoso-
cial dimensions of reproductive health issues and
treatment;
■ educate ASRM members and the general public
about the emotional aspects of infertility and the need
for support services in conjunction with medical care;
■ encourage research into the psychosocial aspects of
reproductive health;
■ provide materials that enable practitioners to better
meet clients’ needs for information, support, and com-
prehensive care.

An Executive Committee governs the MHPG, and
several standing committees have been established to
undertake projects that allow the MHPG to fulfill its
goals:

■ Scientific Development Committee (reviews recent rel-
evant scientific information and encourages scientific
study and research among members);

■ Abstract Committee (reviews and selects research
projects that are submitted for oral or poster presen-
tation at the ASRM Annual Meeting);
■ Membership Committee (encourages health and men-
tal health professionals in reproductive health to join
the MHPG); and
■ Education Committee (promotes further learning and
educational growth among members).

In addition to the Standing Committees, the MHPG
supports a number of ad hoc Task Forces whose aim is to
gather specific information and data and make recom-
mendations regarding guidelines and policies relevant
to client care and professional responsibility. These cur-
rently include:

■ International Infertility Counseling Task Force
■ Accreditation of Infertility Counselors Task Force
■ Psychological Assessment of Egg Donors Task Force
■ Embryo Donation Task Force
■ Children of the ARTs Task Force
■ Internet Task Force
■ Egg Donor Recruitment Programs Task Force
■ Mentoring and Training Task Force
■ Regulatory Issues Task Force
■ Oocyte Donors Follow-up Task Force
■ Latin American Task Force

As a component of the ASRM, the Chair of MHPG
communicates directly with the President and Execu-
tive Director of ASRM. MHPG members have gained
representation on essential committees within ASRM
such as ASRM’s Ethics Committee, the Society for
Assisted Reproductive Technology (SART), and ASRM
Patient Education Committee. In addition, consumer
advocacy groups and other mental health professional
associations have recognized the role of mental health
professionals in the treatment, education, and research
of psychosocial issues in reproductive health.

Key activities undertaken by MHPG include:

■ helping to develop ASRM guidelines for fertility
counselors and other professionals in reproductive
health[8–15] and MHPG qualification guidelines for
mental health professionals in reproductive health;[16]
■ developing ASRM patient education information[17]
about the psychological aspects of infertility, and
resources for finding infertility counselors;
■ participating in multidisciplinary seminars and sym-
posia, and presenting abstracts, papers, poster sessions,
and roundtables at ASRM annual meetings;
■ organizing annual postgraduate courses nationally
and regionally;
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■ encouraging research in reproductive health psychol-
ogy including collaboration with other MHPG mem-
bers, among members, or on various topics decided on
by MHPG membership or the executive committee;
■ publishing a bibliography of articles addressing psy-
chological aspects of infertility including a bibliography
on books for children – that are available online at the
ASRM website;[18]
■ publishing a triennial members’ newsletter that is
accessible online for members;
■ instituting an internet listserve consultation and
discussion service for members, to facilitate profes-
sional collaboration and discussion, and information
sharing;
■ introducing a mentoring program at annual ASRM
meetings in which senior members of MHPG arrange
one-on-one meetings with conference attendees to dis-
cuss clinical, ethical, and research issues of mutual
interest; a program to offer year-round program tele-
phone/email mentoring to newer members is being
established; and
■ working to establish an infertility counseling creden-
tialing system.

United Kingdom: British Infertility Counselling
Association (BICA)

Infertility counseling is mandated in the United King-
dom under the Human Fertilisation and Embryol-
ogy Act 1990.[1] Prospective donors of gametes and
embryos and people considering licensed treatments
(i.e., treatments involving an embryo created outside
the human body and treatments involving donated
gametes or embryos) under the Act, must be offered a
‘suitable opportunity’ to receive ‘proper’ counseling. The
Act does not define proper, and while infertility coun-
seling has been able to develop in the United Kingdom
because of its statutory basis, there remain consider-
able variations in the provision of counseling made
available by fertility clinics across the country. This has
occurred despite elaboration of counseling standards
in the Code of Practice published by the statutory regu-
latory body, the Human Fertilisation and Embryology
Authority (HFEA).[19]

BICA was founded in 1988 as an independent associ-
ation and is a registered charity that “aims to encour-
age and facilitate its members to provide the highest
standards of counselling support to people affected by
fertility issues.” BICA draws its membership, currently
at 175, from a wide professional field, including social
workers, psychologists, nurses, and others, and rep-
resents most of those offering counseling services at
licensed fertility clinics.

Since its inception, BICA has assumed an increas-
ingly active role in the development of assisted con-
ception services in the United Kingdom. It is in
regular communication with the Department of Health,
the HFEA, and the multidisciplinary British Fertility
Society (BFS), and has participated in policy consul-
tations undertaken by the government, the HFEA, and
the U.K. Parliament. BICA members (although act-
ing in a personal capacity rather than representing
BICA) serve on the Executive Committee of the BFS,
as inspectors for the HFEA, and a founder member
of BICA is currently a member of the HFEA. BICA
is also represented on a multidisciplinary body origi-
nally set up under the auspices of the British Associa-
tion of Social Workers, the Project Group on Assisted
Reproduction (PROGAR), which comprises represen-
tatives from social services, children’s services, adop-
tion services, and donor-conceived families. BICA has
engaged in an extensive program of member informa-
tion and support through a Practice Guide series and
publication of the Journal of Fertility Counselling three
times annually. Further professional development for
members is provided through national and regional
meetings, conferences, and study days. Information
for members and the public is available through an
information officer and a website that also provides
access to a nationwide infertility counselor referral
system.

In collaboration with the BFS, BICA has devel-
oped a voluntary accreditation process for infertility
counselors, the Infertility Counselling Award, which
has university recognition. The award is based on
a portfolio documentation of academic credentials,
knowledge base, and supervised clinical experience. A
two-tiered award program is now under consideration
to increase the number of counselors undertaking the
award.

Australia and New Zealand Infertility Counselling
Association – ANZICA

Infertility counseling in Australia and New Zealand
evolved during the 1980s, and the inaugural meeting of
ANZICA took place in Canberra in 1989. ANZICA was
formed to:

■ represent the particular interests of infertility
counselors;
■ promote recognition and understanding of coun-
seling and the counseling process in the context of
infertility;
■ promote training of counselors in the area of
infertility;
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■ undertake research leading to an understanding of
the counseling needs of people with fertility problems
and improve the effectiveness of counseling services;
■ provide professional development for members;
■ maintain a regular newsletter;
■ be a consultative group on issues pertaining to
infertility;
■ actively cooperate with organizations with similar
aims and objectives.

Since inauguration, membership of ANZICA – which
is restricted to licensed social workers, psychologists,
and psychiatrists – has grown to approximately 100,
of whom about three-quarters are employed in clinics.
ANZICA members sit on the National Ethics Advisory
Board of the National Medical and Research Council of
Australia, the Reproductive Technology Accreditation
Council (RTAC), Fertility Society of Australia (FSA), and
various other organizations; and an ANZICA member
has served as President of FSA. Clinic accreditation by
RTAC – a peer-accreditation body – is well respected,
and several state and national authorities will only
license (and provide federal funding for patients treated
at) RTAC accredited clinics. Under RTAC guidelines:

■ all counselors hired by clinics must be members of
ANZICA;
■ prospective donors and recipients and their part-
ners must undergo counseling for a minimum of two
sessions; and
■ counselors must be present during accreditation vis-
its.

Assisted conception is regulated variably across
Australia and New Zealand, thus impacting differen-
tially on practice and, concomitantly, the provision of
infertility counseling services. Legislation is in force in
the states of Victoria,[2] South Australia,[20] Western
Australia,[21] and in New Zealand[22] and is about
to be implemented in the state of New South Wales
in Australia.[23] Victoria was the first Australian state
to afford a donor-conceived person the legal right to
learn the identity of his or her donor, and has estab-
lished both statutory and voluntary donor registers,[24]
as well as regulations for ‘donor linking’ counseling[25]
(counseling that is available when a donor-conceived
person formally requests his or her donor’s identity).
In 1995, Victoria became the first jurisdiction in the
world to mandate counseling for all infertility patients
and/or donors. In 2004, Western Australia’s legislation
was amended to give a donor-conceived person the legal
right to learn the identity of his or her donor.

Donor conception has been one of the main issues
addressed at ANZICA professional development ses-

sions, but other topics include access to treatment, the
best interests of children conceived following assisted
conception, and psychosocial research and practice
standards. ANZICA’s annual meeting is held in con-
junction with the FSA yearly conference, and ANZICA
publishes a newsletter. The ANZICA website provides a
communications network not only for members, many
of whom work in geographical and professional iso-
lation, but also for developing links internationally.
Initially, it was considered important for ANZICA to
be independent of, but closely linked with, FSA to
enable counseling to establish a clear professional iden-
tity. Recently, however, ANZICA has become a special
interest group of FSA in order to facilitate increased
integration.

Psychology and Counselling Special Interest
Group of the European Society for Human
Reproduction and Embryology (ESHRE)

The Psychology and Counselling Special Interest Group
of the European Society for Human Reproduction and
Embryology (ESHRE) was founded in 1993. Member-
ship of the group is open to any member of ESHRE. As
ESHRE is an international, multiprofessional society,
members come from a variety of countries and profes-
sions. As of 2005, the P&C Special Interest Group had
a membership of 190.

The group’s purpose is to address the psychosocial
issues and needs of clients and professionals working
in infertility by:

■ promoting awareness about the significance and
importance of psychosocial issues;
■ facilitating the study and discussion of psychosocial
aspects of reproductive health;
■ conducting research into the psychosocial aspects of
reproductive health;
■ educating professionals about psychosocial issues
that may affect the individual and/or couple facing
reproductive health problems;
■ fostering cooperation and multidisciplinary col-
laboration among professionals working in different
disciplines; and
■ cooperating with other societies having similar goals.

Members of the group conduct research on the psy-
chosocial aspects of

■ specific reproductive conditions;
■ medical treatments;
■ family-building options;
■ child-free living;
■ stress and its effect on biological functioning;
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■ the development of children conceived following
assisted conception; and
■ family processes in families using assisted concep-
tion procedures.

The group promotes the psychosocial aspects of
reproductive health in a number of ways:

■ arranging precongress courses at ESHRE annual
meetings;
■ arranging symposia;
■ authoring ESHRE’s Counselling Guidelines;[26]
■ undertaking an international initiative for the devel-
opment of the Fertility Quality of Life (FertiQoL) mea-
sure; and
■ promoting the establishment of the International
Infertility Counselors Organization (IICO).

Germany – Beratungsnetzwerk Kinderwunsch
Deutschland e.V. (BKiD)

Interest in the psychosocial aspects of infertility devel-
oped in Germany during the late 1980s, gaining
momentum during the 1990s. Between 1989 and 2000, a
number of universities collaborated in federal research
projects devoted to psychosocial issues in infertility.
One group carried out research on developing a con-
cept for infertility counseling, publishing in 2004 the
first, and only, book on infertility counseling in German,
Couple Counseling and Therapy for Infertility.[27]

There is no legislation regarding assisted conception
in Germany, although this is anticipated. While medical
guidelines for assisted conception recommend the pro-
vision of counseling prior to treatment, doctors usually
see themselves as providing this because the German
term used for ‘counseling’ in the guidelines is vague.
Furthermore, the guidelines do not specify the criteria
regarding the qualifications of counselors.

There are currently more than ninety certified infer-
tility counselors in Germany whose main profes-
sional backgrounds are in social work, psychology, and
medicine. Most counselors offer individual and cou-
ple counseling, and some offer group work. Few infer-
tility counselors are employed by fertility clinics or
work within the reimbursement system of the German
health insurance program. Instead, the majority work
in private practice or in counseling institutions funded
either by the state or by churches, where counseling
services are provided free (increasingly less likely for
financial pressure), for a nominal fee, or at market
rates.

BKiD was founded in June 2000 and was formally
organized as a charitable organization in 2002. In 2001,

it developed guidelines for accreditation of infertility
counselors. In order to be accredited, a person must

■ have completed a professional training in a psychoso-
cial discipline;
■ have completed a training in counseling/therapy;
■ have a minimum two years counseling/therapy expe-
rience and have carried out infertility counseling for a
minimum of one year;
■ have ongoing and evidence-based basic knowledge of
the psychosocial implications of infertility;
■ undergo further training and supervision.

BKiD organizes two annual meetings, which include
training for new members and continuing education
training events on various topics related to infertility
counseling. It has been proactive in raising awareness
about psychosocial aspects of infertility, has established
a website, and developed a brochure that is distributed
to fertility clinics. As of 2005, BKiD had ninety-eight
members. While the organization aims to attract coun-
selors nationwide to improve access to high-quality
counseling, there are several areas in Germany (espe-
cially in the former East Germany) where there are a
number of clinics providing infertility treatment, but
few or no infertility counselors. Closer collaboration
with clinics is essential to make counseling available
more easily for those in treatment, and to increase
medical professionals’ awareness of psychosocial
issues.

International Infertility Counseling
Organisation (IICO)

Infertility counselors have been communicating infor-
mally with each other for years. At the International
Federation of Fertility Societies’ meeting in 2002,
held in Melbourne, ANZICA organized a postgraduate
course that included the attendance of many interna-
tional infertility counselors. This set the stage for the
formation of what subsequently became IICO through
discussions and meetings involving leaders from several
national associations. An initial organizational meeting
took place at the annual meeting of ESHRE in Madrid in
2003, and further progress was made at a second meet-
ing held during the annual meeting of ASRM/MHPG in
San Antonio in October 2003. IFFS also gave approval
for IICO to organize a postgraduate course at the IFFS
2004 meeting to take place in Montreal. The 2004 IFFS
meeting therefore became IICO’s official launch with
a postgraduate course, “Global Perspectives in Infertil-
ity Counseling,” and IICO’s inaugural business meeting.
Fifty-nine counselors from fourteen different countries
attended the postgraduate course.[7] In Montreal, the
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IFFS executive board voted in favor of IICO becom-
ing a liaison group of IFFS. IICO’s declared objectives
are:

■ to promote a comprehensive and ethical approach to
the care of people affected by or involved with infertility;
■ to define quality standards of communicative and
counseling interventions within the context of infertility
care;
■ to encourage and support international coopera-
tion and education among mental health professionals
working in reproductive health and cooperation with
other specialized societies in the field of infertility;
■ to establish global professional standards and prac-
tice guidelines for the provision of psychological care
regarding reproductive issues and to develop curricula
and training programs for mental health professionals;
■ to organize international meetings and congresses
on subjects of infertility counseling at regular inter-
vals in conjunction with (but not exclusive to) the tri-
annual meeting of IFFS and meetings of other relevant
societies; and
■ to promote the study of the ethical and psychosocial
aspects of reproductive health.

At the inaugural business meeting, much of the
discussion centered on developing the IICO constitu-
tion, work that was progressed subsequently through
email contact between the constituent organisations
(ANZICA, ASRM/MHPG, BICA, Bkid, ESHRE/PCSIG,
FertiForum, GLASMI, and JAPCRM) and the 2004
meetings of ESHRE (Berlin) and ASRM (Philadelphia).
IICO has developed by-laws, a logo, and website that
will facilitate effective member communications be-
tween members; provide information on professional
and patient education materials and resources as well
as professional meetings and educational opportu-
nities; and an internet listserve facilitating consulta-
tion, discussion, and information sharing. As a new, and
obviously diverse, international organization, much
remains ‘under construction’ including the plans for
IICO’s second international postgraduate course.

Japan Association of Psychological Counseling
for Reproductive Health (JAPCRM)

IVF has been provided in Japan since the 1980s,
and donor insemination for much longer. Currently,
nearly 600 institutions are registered to provide
IVF in Japan, although there is no law regulating ser-
vices. More than twenty Japanese scientific societies
and associations issue their own qualifications for prac-
ticing in psychotherapy or professional counseling,
the most widely recognized qualification being that of

Certified Clinical Psychologist (CCP), which demands
a master’s degree in clinical psychology and a mini-
mum of one year clinical experience. Fewer than 20
of the 13,000 CCPs in Japan currently work in repro-
ductive health. Furthermore, many Japanese doctors
and nurses believe that infertility counseling is their
job, not that of mental health professionals, although
few have the additional training in counseling that
physicians in countries like Switzerland, Austria, and
Germany do.

During the mid-1990s, some infertility specialists
realized that infertility counseling should be pro-
vided by properly qualified professional counselors,
and employed psychologists in their clinics. During
the 1990s, this first generation of infertility counselors
developed their expertise and exchanged their views
and experiences with other professions in reproduc-
tive health. In September 2003, the Japan Association
of Psychological Counseling for Reproductive Medicine
(JAPCRM) was established. The founding members
include CCPs, other mental health professionals, gyne-
cologists, and medical staff working in reproductive
health. There is no strict requirement for membership,
and as of 2005, there were about 120 members – about
half nurses, twenty mental health professionals, and
forty gynecologists.

The primary aim of JAPCRM is to provide infer-
tile couples2 with professional counseling services.
JAPCRM holds annual meetings, promotes education,
training, research, and publications, and collaborates
with other academic and medical associations. In 2005,
the organization launched a one-year training course
that will provide a specialist qualification in infertil-
ity counseling. JAPCRM is an independent organiza-
tion committed to the autonomy of infertility coun-
selors from other professionals in reproductive health.
In addition, it provides assistance to consumer support
organizations and conducts research, most recently on
treatment outcomes.

Switzerland – Association of Infertility
Counselling (“FertiForum”)

Under Swiss legislation,[28] infertility clinics must offer
psychological assistance to clients before, during, and
after all forms of medically assisted procreation, with-
out defining the credentials of those who would and
should provide such assistance. Very few fertility clin-
ics employ designated infertility counselors, so referrals
for counseling are made to a range of external mental

2 In some countries, heterosexual couples only may access assisted
conception services, either because of legislation or, in its absence,
customary practice.
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health professionals including psychologists, family
planning counselors, social workers, nurses, and physi-
cians – the latter are mainly psychiatrists and specially
trained gynecologists with special training in mental
health counseling. With the exception of a limited num-
ber of stimulation cycles, assisted conception treatment
is generally not covered by health insurance in Switzer-
land. Therefore, access to services, including access to
adequate psychosocial support, is often limited by or
affected by personal financial resources.

The decision to establish FertiForum was taken in
2004 as a direct consequence of proposals to create
the IICO. Each fertility clinic in Switzerland was con-
tacted to identity those professionals who were provid-
ing infertility counseling. As a result, a dozen interested
counselors met on four occasions in 2004 and 2005, and
another twenty people expressed interest in the asso-
ciation. Currently, it is proposed that FertiForum will
be established under the auspices of the Swiss Society
for Reproductive Health (SSRM) to ensure access to a
wider number of professionals engaged in assisted con-
ception in Switzerland, and that one of the founders
of FertiForum will be appointed to the committee of
SSRM to promote the new organization. Key activities
to date have been the development of a constitution,
informing interested parties and potential members of
the existence of FertiForum, and identifying priorities
in relation to practice, research, and training. The goals
of FertiForum are:

■ providing support for infertility counselors at local,
national, and international, levels;
■ promoting awareness of the role of counseling in
reproductive health;
■ establishing common criteria for training infertility
counselors;
■ encouraging postgraduate training;
■ participating in the development of government poli-
cies that are related to infertility counseling;
■ promoting communication between different associ-
ations concerned with infertility;
■ promoting research to develop understanding of the
psychosocial needs of those experiencing infertility and
improve the efficiency of counseling practice;
■ providing information about infertility and counsel-
ing;
■ informing members of the association’s activities;
and
■ collaborating with other associations promoting sim-
ilar goals.

Currently the key issues facing the organization are
to define its place and role within SSRM and – given
that three languages (French, German, and Italian) are

spoken in different parts of Switzerland – to develop
communications with people in different parts of the
country.

Latin America – Grupo Latinoamericano de
Interes en Salud Mental en Infertilidad (GLASMI)

Assisted conception services have been available in
Latin America since the late 1970s, although it was not
until the early 1990s that some clinics began to acknowl-
edge the importance of psychosocial intervention and
the role of counselors in reproductive health. Subse-
quently, more counselors began to participate as staff
members in infertility clinics. The majority of mental
health professionals offering counseling are qualified
to master’s or doctoral level in psychology, psychiatry,
or marriage and family therapy. It is less common to
find social workers and psychiatric nurses working as
infertility counselors in Latin America. Although fer-
tility clinics have offered courses on the psychosocial,
medical and legal dimensions of infertility, there has
been insufficient availability of relevant information
and training in most Latin American countries. Conse-
quently, many mental health professionals from Latin
America have become members of the MHPG of the
ASRM and have used the MHPG’s continuing education
program to help enhance their knowledge base, theoret-
ical understanding, and clinical skills. In 1998, MHPG
established a Latin American Task Force to offer net-
working opportunities and a cross-cultural interchange
of knowledge, research, and experiences between
Latin American members and other members of the
MHPG.

Following proposals to launch the IICO, a decision
was taken to launch a designated Latin American infer-
tility counseling group. In 2004, GLASMI was estab-
lished as an interest group of the Latin American Fed-
eracion Latinoamericana de Sociedades de Esterilidad
y Fertilidad (FLASEF). The goals of GLASMI are to:

■ encourage multidisciplinary work and collaboration
in reproductive health;
■ provide a forum for exchange of ideas, experiences,
and research results for professionals involved in repro-
ductive health;
■ be a source of educational reference and support
in psychosocial aspects for professionals involved in
reproductive health;
■ encourage continued education about psychosocial
aspects of infertility through courses, symposia, and
workshops;
■ encourage training of mental health professionals in
infertility counseling;
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■ develop guidelines for assessment and counseling in
infertility;
■ promote the importance of research in psychosocial
aspects of infertility, counseling in infertility, and the
impact of assisted conception procedures on clients, off-
spring, and families;
■ develop educational material for clients and profes-
sionals working in reproductive health;
■ establish a network for communication and sup-
port between Latin American professionals interested
in mental health in infertility; and
■ establish a close relationship with the IICO and the
ASRM MHPG Latin American Task Force.

As a fledgling organization with a small, but grow-
ing, membership and facing a historical tendency to
marginalize the importance of infertility counseling,
GLASMI faces a number of challenges – many similar
to those faced by the organizations mentioned earlier.
These challenges include establishing communications
with mental health professionals and patient groups
over a vast geographical area; promoting awareness
about the contribution of infertility counseling to
reproductive healthcare; and establishing new and sig-
nificant ways of collaborating with and contributing to
FLASEF.

Canadian Infertility Counselling
Association (CICA)

Given the recent passage of Canadian legislation
that mandates counseling for most participants in
assisted conception, Health Canada sponsored a
consultation workshop on infertility counseling in
May 2004. Twenty-two Canadian infertility counselors
attended, together with seven counselors from five
other countries. The primary goals of the workshop
were to: discuss the impact of the Assisted Human
Reproduction Act on infertility counseling in Canada;
to promote dialogue about infertility counseling ser-
vices in Canada; and to discuss the development of
a regulatory framework for infertility counseling in
support of the Assisted Human Reproduction Act.[29]
Although a regional network of infertility counselors
had been meeting for several years in Toronto, this was
the first national meeting of Canadian infertility coun-
selors. At the end of the two-day workshop, Canadian
counselors decided to establish the Canadian Infertility
Counseling Association (CICA), which remains in the
preliminary stages of development. Early in 2006,
CICA became a special interest group of the Canadian
Fertility and Andrology Society (CFAS), to be known as
Counselling Special Interest Group (CSIG). The regu-

lations about mandatory counseling under the Assisted
Human Reproduction Act are still being developed,
with consultations planned among Health Canada,
counselors, consumer groups, and other stakeholders.

THEORETICAL FRAMEWORKS

Although counselors have identified many common
interests and concerns at a global level, their clinical
roles and theoretical perspectives are characterized by
wide variations. While understandably influenced by
international differences and cultural issues, other fac-
tors affecting theoretical approaches to infertility coun-
seling include the:

■ academic discipline and clinical training/back-
ground of counselors;
■ requirements of legislation, regulations, professional
policies, and codes of practice;
■ practice standards developed by infertility counsel-
ing associations.

Academic and clinical training, scope of practice,
codes of ethics, and professional values have a sig-
nificant influence on the ways in which various men-
tal health professions provide infertility counseling.
For example, some favor a nondirective approach of
traditional, client-centered psychotherapies, while oth-
ers favor the addition of a certain degree of guid-
ance, advice, and even assessment or evaluation. Many
counselors (for theoretical or practical purposes) have
adopted a perspective somewhere between these two,
respecting client self-determination but focusing on the
provision of education, support, advocacy, and liaison
with the medical team. For some counselors with an
interest in social policy development, the regulation of
assisted conception has provided a unique opportunity
for consultation, analysis, and advocacy regarding the
broader societal aspects of assisted conception, such as
rights of access by donor-conceived people to genetic
origins information, and access to assisted conception
services by minority groups such as single women and
lesbian couples. Others have focused on the more per-
sonal and psychological impact of infertility, contribut-
ing clinical expertise and knowledge to the development
of practice guidelines, research, and training for other
professionals.

As might be expected, a wide range of therapeutic
skills are used by infertility counselors, and it is virtually
impossible to identify specific theories or techniques
that are universally favored. Mind–body approaches
have become respected in North America by a number
of professionals, and are based on cognitive-behavioral



P1: JPJ
052185363Xc31 CUFX030/Covington 0 521 85363 X September 5, 2006 8:47

552 JEAN M. HAASE AND ERIC BLYTH

theories of stress management.[30,31] However, fam-
ily systems theory, grief and loss perspectives, crisis
intervention, group counseling, feminist oriented, emo-
tionally focused, psychodynamic, psychoanalytic, mar-
ital and sex therapies, brief solution-focused, strategic,
and self-psychology approaches are all found within the
varied practice domains of infertility counselors.[32]
Preferred frameworks may be influenced by the pro-
fessional background of the counselor, selected on the
basis of specific client needs, or chosen for a combina-
tion of reasons.

In many countries, certain mental health professions
are regulated by legislation and licensing requirements
(e.g., psychiatry, psychology, social work, and genet-
ics counseling), while others are self-regulated (e.g.,
marital and family counseling). This has implications
for professionals’ use of title, scope of practice, areas
of expertise, need for continuing professional accred-
itation, and public accountability through complaints
and discipline procedures. Some professional organiza-
tions, such as ANZICA, restrict membership to licensed,
regulated professions. These standards are upheld in
both the Victoria legislation and through the require-
ments of RTAC accreditation (see earlier discussion).
However, other counseling organizations such as BICA,
ESHRE’s Psychology and Counselling Special Interest
Group, BKiD, and MPHG have less restrictive member-
ship criteria. In the United Kingdom, the HFEA’s Code of
Practice states that it ‘expects’ counselors to be members
of a regulated profession, although this is not a manda-
tory requirement.[33] Canadian regulations about the
credentials and training of counselors have not yet been
drafted, although it is proposed by the government that
consultation about such matters will take into account
the views of counselors, and draw upon existing stan-
dards in other countries.[29]

One of the most debated issues among counselors
themselves is whether infertility counseling should
include an assessment component to evaluate the suit-
ability of individuals for assisted conception services,
and if such an assessment essentially places the coun-
selor in the role of ‘gatekeeper.’ Opponents of the assess-
ment role claim that it can undermine the therapeu-
tic relationship with clients; create tensions; inhibit
open discussion; focus on personal deficits rather than
strengths; and reinforce the impression that the coun-
selor’s role is to screen them for their suitability as
parents. It is argued that infertility counseling should
more appropriately focus on the provision of informa-
tion and support; an exploration of the implications
of treatment, especially in relation to the use of donor
gametes and embryos, or surrogacy; preparation for the
treatment process; therapeutic work to deal with stress,

anxiety, grief, and failed cycles; and information about
alternative resources such as adoption.

However, advocates of assessment as part of the
counseling process, point to the benefits of identify-
ing risk factors that have implications for coping with
treatment (e.g., depression, stress, anxiety, and mar-
ital discord); helping to determine whether expecta-
tions and understanding of the treatment process are
accurate; or, finally, if the client is mentally or emo-
tionally capable of providing informed consent. The
ability to identify such factors potentially enhances the
therapeutic aspect of the counseling role, allows for
the interaction with clients to be focused on improve-
ment of their emotional well-being, reduction of stress
levels, development of better coping strategies, and
avoidance of potential harm to the client and/or any
prospective children. In this respect, assessment may
have less to do with ‘gatekeeping’ and more to do
with improving the overall quality and experience
of care for individuals and couples. However, if the
counselor’s role does involve gatekeeping, then this
needs to be clearly communicated to the clients at the
outset.[34]

Counselors who consider clinical assessment is inte-
gral to their role often work as part of a multi-
disciplinary team, contributing to discussions about
client eligibility rather than making independent judg-
ments. The view that decisions about acceptability are
more appropriately made by the team as a whole is
supported by a recent ASRM Ethics Committee recom-
mendation that they be based on a group assessment
or review which “might involve evaluation by a men-
tal health worker and consideration by psychological or
other consultants.”[13] Similarly, the United Kingdom’s
HFEA advises that: “In deciding whether to provide
treatment, treatment centres are expected to take into
account views from the staff who have had involvement
with the prospective patients.”[35] The Code also pro-
vides some guidance regarding the grounds on which
refusal might be considered and on how to manage the
refusal of treatment.[36]

Assessment may often, although not always, use psy-
chometric testing, and this is another issue that has
stirred some debate among counselors. It has been
noted that the advantages of using standardized assess-
ment tools include the prevention of counselor or team
biases; the ability to identify individuals with psycho-
logical risk factors; and the potential to protect against
litigation.[37] However, the use of testing should never
be considered a substitute for a face-to-face clinical
interview, although it is often considered beneficial
in supplementing, confirming, or refuting information
gathered in the interview.[38] The use of testing may be
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more related to the specific discipline of the counselor
than any explicit requirement or policy. In many places,
such testing must be conducted by a licensed profes-
sional, in most cases a counselor with a psychology
background. The ASRM guidelines for psychological
assessment of gamete donors and recipients recom-
mend that there be psychological assessment and coun-
seling,[11] with the guidelines for embryo donation
making explicit reference to the use of psychological test-
ing “to document and validate in a standardized, objec-
tive manner the information gathered from the clinical
interview,” including “an objective personality test and
other self-report measures to assess potential instabil-
ity or psychopathology.”[12] The use of psychological
testing to screen participants in third-party conception
and surrogacy is most prevalent in the United States,
but is much less in evidence in countries such as Aus-
tralia, New Zealand and the United Kingdom, where
other professions that do not conduct standardized psy-
chometric testing (i.e., social work, clinical counseling,
and marital and family therapy) are more prominent,
and where more exclusive emphasis is placed on the
provision of psychosocial and implications counseling,
including education, preparation for parenthood, and
emotional support.

In some places, the issue of assessment is tied to
the welfare of children conceived from assisted con-
ception procedures, and is required as a matter of gov-
ernment policy. Legislation that includes a child wel-
fare requirement is currently in force in three Aus-
tralian states (South Australia,[20] Victoria,[2] Western
Australia[21]), Canada,[3] the United Kingdom,[1] and
New Zealand,[22] and in proposed legislation in New
South Wales.[23] As an example, U.K. legislation
requires that the welfare of the child be taken into
account before providing assisted conception services,
although the HFEA does not indicate that counselors be
responsible for these decisions other than their poten-
tial role as members of the multidisciplinary team (see
earlier discussion). Concerns about welfare of the child
assessments in the United Kingdom prompted a review
by the HFEA[39] while a committee of lawmakers has
called for the complete overhaul of the welfare of the
child provisions.[40]

CLINICAL ISSUES

Despite major differences in attitudes toward counsel-
ing and in how counseling is provided, the recent inau-
gural symposium of international infertility counselors
addressed a number of common clinical concerns.[7]
These included disclosure issues in third-party assisted
conception; access to counseling and to assisted con-

ception services; counselor training; professional and
academic credentials; and reproductive tourism.

Disclosure Issues in Third-Party Conception

The issue of disclosure is undeniably affected by cul-
tural norms and values related to how infertility is per-
ceived at a personal and social level; dominant religious
beliefs; perceptions of genetic versus social relation-
ships in families; the influence of parties providing
third-party conception services; and the social and legal
recognition of third-party conception. Questions of
whether donor-conceived children should be informed
about their genetic origins, and if it is appropriate for
counselors to adopt a specific stance with regard to
disclosure, are matters of considerable debate among
counselors everywhere. In many parts of the world there
are strong cultural, social, religious, and legal pres-
sures to maintain secrecy in third-party assisted con-
ception,[7,41] while there has been a suggestion that
in countries where legislation permits donor-conceived
people to learn the identity of their donor, counseling
should be focused toward disclosure.[42]

Elsewhere, there is evidence of apparently contradic-
tory developments. In some countries, an increasing
number of parents have told – or are intending to tell –
their children about their conception,[43,44] although
even in countries where donor-conceived people have
the legal right to know the identity of their donors,
research suggests that a substantial proportion of par-
ents still indicate that they do not intend to inform their
children.[44]

In terms of the clinical roles for counselors, BICA has
noted that they are increasingly likely to be called upon
to offer support in regard to the long-term implications
of third-party conception, helping families to deal with
the actual telling process, and with late or unplanned
disclosure.[45] Indeed, given a general global reduc-
tion in the use of donor procedures, counselors’ involve-
ment in third-party assisted conception procedures
might increasingly become focused on postconception
issues.

The complex relationships and dynamics that are
often present in families created by third-party con-
ception highlight the need for the availability of coun-
seling services after the birth of children, and where
there is any potential for linkages between offspring and
their donors. Counselors in Australia and New Zealand
are increasingly becoming involved in this role, helping
to develop clinic policies or using existing counseling
regulations for donor–offspring linking, such as those
developed by the state of Victoria.[24] The Western
Australia Reproductive Technology Council publishes a
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list of accredited infertility counselors, with particular
indication of those “qualified to assist with child-related
telling issues associated with donor conception.”[46]
These are strong indicators that third-party assisted
conception counseling is emerging as a recognized and
valued area of expertise, addressing the needs of par-
ties at all stages of the process, including relationships
within the resulting families.

Access to Counseling

Many experienced infertility counselors acknowledge
that it has been a struggle to raise the profile of
psychosocial issues within the predominantly medical
and scientific domains of reproductive technologies.
Even where the number of infertility counselors has
increased significantly, such as the United States, the
United Kingdom, and Australia, there are still many fac-
tors that have an impact on access, such as geographic
isolation and financial barriers. It is also apparent that
the vast majority of infertility counselors are female,
raising the potential issue of gender barriers for male
clients. In general, infertility consumer groups support
wider access to counseling services to be more avail-
able, and for more emphasis on the ethical and psy-
chosocial implications of infertility. The collaborative
links that many consumer groups have established with
counselors may extend to positions on consumer group
boards and advisory committees, or to counselors lead-
ing support groups sponsored by consumer organiza-
tions. There is also growing use of the internet and tele-
phone to access counseling and ‘coaching,’ although
this is a relatively new development that might have
legal and ethical implications for some counselors.

Even in countries with legislation, there can be
wide variations between clinics regarding accessibility,
standards, and provision of counseling services, not to
mention ‘interpretation’ of the legislation to fit the spe-
cific clinic or caregiver’s personal biases about infertil-
ity counseling or counseling in general. There are also
mixed opinions among counselors themselves about the
appropriateness of mandated counseling, with some
believing that it compromises client self-determination
and motivation. Countries such as Canada face some
challenges in the mandatory provision of counseling for
all participants in assisted conception because the num-
ber of experienced infertility counselors is currently
very small and the geographic size of the country so
large.

One implication of the counselor shortage is ‘counsel-
ing’ and ‘advice giving’ by other healthcare professionals
who are not qualified mental health professions. This is
an issue that would appear to cross international and
cultural boundaries.

Counselor Training

Neither legislation mandating counseling, nor guide-
lines recommending it, are sufficient without a strat-
egy to train more counselors and to establish prac-
tice standards. Currently, there are limited opportuni-
ties for specific infertility counselor training beyond
basic training and qualification in a mental health pro-
fession. Geographic and financial barriers often con-
front those wishing to attend conferences, courses, and
workshops or obtain supervision or mentoring. Further-
more, evaluating and comparing counseling creden-
tials from so many disciplines, and so many countries,
presents major challenges. Professional counseling
organizations are, however, working on addressing
some of these issues. BICA has developed a university
accredited ‘counseling award’ (see above discussion),
holds ‘study days’ for its members twice annually, and
publishes counseling practice guides.[47] ANZICA also
provides workshops for members, and MHPG has a
well-established annual postgraduate program held in
conjunction with ASRM meetings, a mentoring pro-
gram, and is in the early stages of establishing a cre-
dentialing process (see earlier discussion). Other coun-
seling associations, such as BKiD in Germany and those
in Japan and Switzerland, have also begun to address
the need for professional development and training (see
earlier discussion). The establishment of IICO is a fur-
ther indication of the potential for future collaborative
learning initiatives among counselors.

Professional and Academic Credentials

Just as there is no single practice standard or model
of infertility counseling, there is little agreement as to
the specific academic credentials, training, and expe-
rience that are appropriate for the title of ‘accredited
infertility counselor.’ The issue may be addressed in
legislation (cf. Victoria) but is more often expressed
through recommended guidelines and standards. For
example, RTAC accredits only those clinics having ANZ-
ICA members as counselors, and in turn, ANZICA
requires members to be licensed psychologists, social
workers, or psychiatrists. In the United States, MHPG
has published Qualification Guidelines for Mental Health
Professionals in Reproductive Health (see Appendix 1),
which suggests a combination of academic creden-
tials (master’s or doctoral degree in a mental health
profession); license to practice; training in the medi-
cal and psychological aspects of infertility; a minimum
of one year infertility counseling experience, prefer-
ably under supervision from an experienced infertility
counselor; and a commitment to ongoing professional
development.[16] As already noted, legislation in the
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United Kingdom indicates a preference for counseling
professionals to be licensed, but this is not required,
nor does BICA have restrictions on membership.
Similarly, counseling organizations in Switzerland,
Japan, and Latin America have not developed specific
criteria for membership credentials, although BKiD in
Germany requires that there have been professional
training in a psychosocial area. See Appendix 2 for a
comparison of standards and guidelines for infertility
counselors.

Reproductive Tourism

It is recognized that increasingly, people are cross-
ing international and geographic boundaries to seek
assisted conception services, while others – as poten-
tial gamete providers or surrogates – may do so fol-
lowing enticement by a ‘contracting’ couple or offers
of financial reward or other benefits. This phenomenon
has become widely known as ‘reproductive tourism.’
Reasons for doing so include specific procedures not
being available within the country of origin or the
existence of restrictions concerning eligibility.[48] The
United States is a popular destination due to the wide
range of services available and relatively unrestricted
access, as are Eastern European countries because of
limited regulation and cheaper labor. Furthermore, the
tourists may be infertile clients seeking a specific med-
ical treatment (e.g., IVF) or may be potential gamete
donors or surrogates enticed by a contracting couple or
offers of financial reward or other benefits. Reproduc-
tive tourism presents a dilemma for counselors, espe-
cially if clients are proposing to engage in activities that
are illegal in their home country. While counselors will
need to ensure that they operate within the law in their
own country, the emerging international links should be
developed to offer appropriate client care and, in par-
ticular, to try to ensure protection of the interests of any
children that may subsequently be born.

FUTURE IMPLICATIONS

Formal infertility counseling organizations exist in very
few countries and, even where they do, infertility coun-
seling as a discrete specialty is largely undeveloped. In
many parts of the world, in particular in countries out-
side Western Europe, North America, and Oceania, the
rapid expansion of assisted conception services has not
been accompanied by developments in counseling pro-
vision. As we have noted above, this is compounded by
the development of reproductive tourism, often involv-
ing the very countries where both counseling and regu-
latory safeguards may be lacking. These present evident
challenges to the international community.

From a global perspective, the initial priority for infer-
tility counseling is to establish an effective communi-
cations network that is not reliant for its success on
face-to-face contact. While annual and triennial inter-
national meetings such as ESHRE, ASRM, and IFFS
are invaluable forums for such gatherings, the limited
ability of counselors to attend these on a regular basis
means that they cannot provide the sole or even the
principal mode of communication. Inevitably, an effec-
tive global network will be centered on electronic com-
munications. As we have indicated in this chapter, there
are many issues that will exercise counselors in respect
of their specific role, methods of working, and relation-
ships with consumers and fellow reproductive health
professionals. It is unlikely – even undesirable – that
such collaboration will result in a homogenized global
model of infertility counseling. Rather, it is our hope –
as members of this network – that what we have in com-
mon will provide a sound basis for solidarity, and that
where we differ will provide a basis for challenging and
engaging debate.

SUMMARY

■ Recent years have been marked by considerable
achievements in the development of infertility coun-
seling, although there remains very limited access and
availability in some countries.
■ Legislation and/or regulation play an important
role in supporting counseling provision in many coun-
tries. Counselors have often contributed to such leg-
islative and policy development.
■ Infertility counseling organizations continue to
play a pivotal role in facilitating communication and
collaboration between counselors, and helping to
establish standards and training.
■ Clinical practice issues affecting counselors are
often similar from country to country, but the contexts
of practice such as policies, regulations, and overall
recognition of counseling may be quite different.
■ Most counselors welcome opportunities for profes-
sional contact at meetings and conferences. There are
also opportunities for global contact through elec-
tronic communication such as the internet.
■ Establishing common international standards for
infertility counseling is likely to present significant
challenges, partly due to the diversity of mental health
disciplines involved.
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APPENDIXES

APPENDIX 1

Qualification Guidelines for Mental Health
Professionals in Reproductive Medicine∗

These guidelines were developed by the Mental Health Professional Group of the Ameri-
can Society for Reproductive Medicine to help determine the qualifications and training
for mental health professionals working in reproductive medicine. Mental health pro-
fessionals are playing an increasingly important role in reproductive medicine due to
technological advances and recognition of the complex psychosocial issues faced by
infertility patients. As a result, there is a growing need for the skills and services of
trained infertility counselors to assist patients and staff. Infertility counseling includes
psychological assessment, psychotherapeutic intervention, and psychoeducational sup-
port of individuals and couples who are experiencing fertility problems. A qualified
infertility counselor should be able to provide the following services:

■ psychological assessment and screening
■ diagnosis and treatment of mental disorders
■ psychometric testing (psychologist)
■ decision-making counseling
■ couple and family therapy
■ grief counseling
■ supportive counseling
■ education/information counseling
■ support group counseling
■ referral/resource counseling
■ staff consultation
■ crisis intervention
■ sexual counseling
■ psychotherapy

The following guidelines suggest minimum qualifications and training of mental health
professionals providing infertility counseling and psychological services. The mental
health professional should have

1. Graduate Degree in a Mental Health Profession
A master’s or doctorate degree from an accredited program in the field of psychiatry, psy-
chology, social work, psychiatric nursing, or marriage and family therapy. Curriculum
and training should include psychopathology; personality theory; life cycle and family

∗These guidelines serve as an example. Other guidelines for infertility counseling services are available
through the European Society of Human Reproduction and Embryology at www.eshre.com or Human
Fertilization and Embryology Authority at www.hfea.gov.uk.
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development; family systems theory; bereavement and loss theory; crisis intervention;
psychotherapeutic interventions; individual, marital, and group therapy; and a super-
vised clinical practicum or internship in counseling.

2. License to Practice
A license (or registration/certification, where applicable) to practice in the mental health
field in which the professional holds a graduate degree and as required by the state in
which the individual practices.

3. Training in the Medical and Psychological Aspects of Infertility
Training in the medical aspects of infertility indicating knowledge of

1. basic reproductive physiology;
2. testing, diagnosis, and treatment of reproductive problems;
3. etiology of male and female infertility;
4. assisted reproductive technologies.

Training in the psychology of infertility indicating knowledge of

1. marital and family issues associated with infertility, and the impact on sexual
functioning;

2. approaches to the psychology of infertility including psychological assessment,
bereavement/loss, crisis intervention, post-traumatic stress, and typical/atypical
responses;

3. family-building alternatives including adoption, third-party reproduction, child-
free lifestyle;

4. psychological and couple treatments;
5. the legal and ethical issues of infertility treatments.

4. Clinical Experience
The mental health professional should have a minimum of one year clinical experience
providing infertility counseling, preferably under the supervision of or in consultation
with a qualified and experienced infertility counselor.

5. Continuing Education
Continuing education helps ensure continued growth in knowledge and skills. Regular
attendance at courses offered by the American Society for Reproductive Medicine or
other professional organizations and educational institutions is recommended to pro-
vide continuing education in both the medical and psychological issues in reproductive
health care.

Prepared by the Committee on Infertility Counseling Guidelines:
Sharon N. Covington, MSW, Chair
Linda D. Applegarth, EdD, Vice-Chair
Linda Hammer Burns, PhD, Vice-Chair
Suzan A Aydinel, PhD
Paul R Feldman, MD
Judith Parkes, MSW, RN
Deidra T Rausch, MSN, RNC
September 1995
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APPENDIX 2

International Comparison of
Standards/Guidelines for Infertility
Counselors

JEAN M. HAASE AND ERIC BLYTH

APPENDIX 2. Comparison of standards/guidelines for infertility counselors

Country or
jurisdiction

Legislation
or guidelines

Degree
required or
recommended

License to
practice

Disciplines
providing
counseling

Professional
counseling
association

Training/professional
development offered

United
Kingdom

Legislation Required:
diploma level
or above in
counseling,
psychology,
social work

Regulations
recommend
membership in
regulated
profession

Psychology
Social work
Counseling

BICA
[British Infertility
Counseling
Association]

Courses through BICA
www.bica.net

Australia/
New Zealand

Legislation
varies but
accreditation
guidelines
apply to all

Required:
Bachelor,
Masters, or
Doctorate

Required
membership in
ANZICA

Psychology
Social work MD

ANZICA/FAS
[Australia/New
Zealand Infertility
Counseling
Association of
Fertility Society of
Australia]

Courses through
ANZICA, FAS; and
government (donor
linking counselor
training)
www.fas.org

United
States of
America

Guidelines
ARSM and
MHPG

Recommended:
graduate level
degree

Required to
practice in
every state

Psychology
Social work
Marriage/family
therapy
Nurses
(psychiatric)
MD (psychiatrist)

MHPG/ASRM
[Mental Health
Professional Group
of American Society
of Reproductive
Medicine]

Annual courses at
ASRM
www.asrm.org

Germany Guidelines
BKid

Recommended:
training in
psychosocial
discipline and
training in
counseling or
therapy

MD Psychology
Social work
Counseling
MD (psychiatry,
ob/gyn with
counseling
credentialing)

BKiD
[Beratungsnetzwerk
Kinderwunsch
Deutschland]

Courses through BKiD
www.bkid.de

(continued )
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APPENDIX 2 (continued )

Country or
jurisdiction

Legislation
or guidelines

Degree
required or
recommended

License to
practice

Disciplines
providing
counseling

Professional
counseling
association

Training/professional
development offered

Latin
America

GLASMI
Guidelines

Recommended:
graduate level
degree

Varies
between
countries

Psychology
MD (psychiatry)

GLASMI/FLASEF
[Grupo
Latinamericana de
interes en salud
mental en infertili-
dad/Federacion
Latinamericana de
sociedades de
Esterilidad y
Fertilidad]

Courses through
FLASEF, ASRM, ESHRE

Japan JAPCRM
Developing
guidelines

Recommended:
Masters or
doctorate
degree

Psychologists Psychologists
Nurses
MD (psychiatry)

JAPCRM [Japan
Association of
Psychological
Counseling for
Reproductive
Medicine]

Courses offered
through JAPCRM

Europe ESHRE
Guidelines

Recommended:
graduate level
degree

Varies among
countries

Psychology
Social work
Counseling
Nurses MD
(psychiatry,
ob/gyn special
counseling
credentialing)

PSIG/ESHRE
[Psychosocial special
interest group of
European Society of
Human
Reproduction and
Embryology]

Annual courses at
ESHRE
www.eshre.com

Switzerland Legislation Recommended:
graduate level
degree

Psychologists,
MD (psychiatry,
ob/gyn special
counseling
credentialing)

Psychology
Social work
Family planning
Counselors
MD

FertiForum
Special Interest
Group of Swiss
Society of
Reproductive
Medicine (SGRM)

Members attend Swiss
Society of
Reproductive
Medicine, ESHRE
www.sgrm.org

Canada Legislation Recommended:
graduate level
degree

MD Psychology
Social work
Marriage/family
Therapy
Nurses MD
(psychiatry)

CSIG/CFAS
[Counseling
Special/Canadian
Fertility and
Andrology Society]

Members attend CFAS,
ASRM, ESHRE, ANZICA,
BICA
www.cfas.ca/csig

Spain Guidelines in
development

Recommended:
graduate level
degree

Required in
every state

Psychology
Social work

Grupo de Interes de
Psicologia SEF

Courses through SEF
www.sefertilidad.es
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APPENDIX 3

Comprehensive Psychosocial History
for Infertility (CPHI)

This is not a psychometric test. Instead, it is a comprehensive psychological and social
history of infertility designed to be used by a mental health or medical professional. It
should provide the clinician with a global impression of the patient’s history, stressors,
functioning, and current psychosocial status relevant to infertility. Although the his-
tory provides guidelines for potentially disruptive responses, there are some areas that
are red flags and indications for referral for more complete psychological evaluation
and intervention. They include (1) use or consideration of a donor/surrogate program,
(2) prior psychiatric illness, (3) change in current mental status and/or exacerbation
of prior psychiatric symptoms, (4) history of pregnancy loss, (5) history of cancer, (6)
history of rape, (7) ambisexual patterns, and (8) current problems with substance abuse.

I. Reproductive History

A. Infertility
1. Current infertility: primary or secondary
2. History of past infertility

B. Pregnancy
1. Living children (stepchildren, adopted, donor offspring, placed for adoption)
2. Therapeutic abortion(s)
3. Spontaneous abortion(s)
4. Other perinatal loss: SIDS, death of child
5. High-risk pregnancy

C. History of genetic/chromosomal abnormalities
1. Cancer of the reproductive tract and/or chemotherapy
2. DES exposure
3. Congenital abnormalities of the reproductive tract
4. Family history of genetic disorders

II. Mental Status

A. Psychiatric history
1. Hospitalization for psychiatric illness
2. Psychiatric treatment
3. Treatment with psychotropic medication
4. Substance abuse

Reproduced from Burns LH, Greenfeld DA, for the Mental Health Professional Group. CPHI: Comprehen-
sive Psychosocial History for Infertility. Birmingham, AL: American Society for Reproductive Medicine,
1990.

563



P1: JPJ
052185363Xapx1 CUFX030/Covington 0 521 85363 X September 5, 2006 10:52

564 APPENDIX 3. COMPREHENSIVE PSYCHOSOCIAL HISTORY FOR INFERTILITY

B. Current mental status
1. Symptoms of depression
2. Symptoms of anxiety/panic attacks
3. Symptoms of obsession
4. Current use of psychotropic medications
5. Current problem with substance abuse/addiction

C. Change in mental status
D. Exacerbation of prior psychiatric symptoms

III. Sexual History

A. Frequency and response
B. Function/dysfunction
C. Religious or cultural influence on sexual patterns or procreation beliefs
D. Sexual history

1. Function/dysfunction
2. Sexually transmitted disease
3. Prior sperm donor/surrogate mother/consideration of use of donor gametes
4. Homosexual or ambisexual patterns
5. History of rape or incest

E. Changes in any sexual patterns secondary to infertility or medical treatment

IV. Relationship Status

A. Marital
1. History of marriages/divorces
2. History of marital discord/therapy
3. Extramarital relationships
4. Current satisfaction/dissatisfaction
5. Ambivalence about medical treatment and reproductive technologies

B. Familial
1. History of dysfunctional family of origin
2. Recent deaths or births in family
3. History of numerous familial losses

C. Social
1. Available support system
2. Career disruptions or pressures
3. History of or current legal problems
4. Criminal conduct
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APPENDIX 4

Psychological Fertility-Related Questionnaires

JACKY BOIVIN

NEGATIVE AFFECT, DISTRESS AND STRAIN ABOUT INFERTILITY

Multidimensional

Infertility Questionnaire
� self-image, guilt/blame, sexuality
� negative feelings and thoughts about infertility
� middle-class American women in treatment

Bernstein J, Potts N, Mattox J. Assessment of psychological dysfunction associated with infertility. J
Obstet Gynaecol Neonatal Nurs (supplement), 1985; suppl:63–65.

Infertility Reaction Scale
� need for parenthood, social and work efficiency and social pressure to have a child
� middle-class American couples about to begin IVF

Collins A, Freeman EW, Boxer AS, Tureck R. Perceptions of infertility and treatment stress in females as
compared to males entering in vitro fertilization treatment. Fertil Steril 1992; 57:350–56.

Fertility Problem Inventory
� social, sexual, relationship, need for parenthood, rejection of child-free living
� level of psychological strain or stress in each area of concern
� middle-class Canadian men and women attending fertility clinic

Newton CR, Sherrard W, Glavac I. The Fertility Problem Inventory: Measuring perceived infertility stress.
Fertil Steril 1999; 72:54–62.

Infertility Cognitions Questionnaire
� helplessness and acceptance in regards to the fertility problem
� Dutch women about to begin first IVF cycle

Verhaak CM, Smeenk JMJ, Evers AWM, van Minnen A, Kremer JAM, Kraaimaat FW. Predicting emotional
response to unsuccessful fertility treatment: A prospective study. J Behav Med 2005; 28:181–90.

Unidimensional

Fertility Problem Stress Inventory
� infertility stress
� American middle-class couples referred to study by infertility specialist

Abbey A, Andrews FM, Halman LJ. Gender’s role in responses to infertility. Psychol Women Quarterly
1991; 15:295–316.
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Infertility Feelings Questionnaire
� negative feelings in relation to infertility
� infertility patients

Stanton A, Tennen H, Affleck G, Mendola R. Cognitive appraisal and adjustment to infertility. Women and
Health 1991; 17:1–15.

Infertility Distress Scale
� assesses self-reported stress, appraisals of infertility and cognitive involvement in

infertility
� German, male infertility patients attending andrology clinic for the first time

Pook M, Rohrle B, Krause W. Individual prognosis for changes in sperm quality on the basis of perceived
stress. Psychother Psychosom 1999; 68:95–101.

MOTIVATIONS, THOUGHTS AND FEELINGS ABOUT BECOMING A PARENT
AND PARENTHOOD

Wikman Reproduction Scale
� motivation and conflict about parenthood
� presumed fertile medical personnel

Wikman M, Gustavsson L, Jacobsson L. von Schoultz B. Development of a psychometric instrument for
the assessment of reproductive profile in men and women. J Psychosom Obstet Gynaecol 1990; 11:37–45.

Child Project Questionnaire
� endorsement of family life-events and of motivational and/or sexual factors which

were theorized to predict fertility
� presumed fertile French couples, no previous children

Stoleru S, Teglas JP, Fermanian J, Spira A. Psychological factors in the etiology of infertility: A prospective
cohort study. Human Reprod 1993; 8:1039–1046.

Fertility Adjustment Scale
� need for parenthood
� British men and women attending a fertility clinic

Glover L, Hunter M, Richards JM, Katz M, Abel PD. Development of the Fertility Adjustment Scale. Fertil
Steril 1999; 72:623–28.

Irrational Parenthood Thoughts Scale
� irrational cognitions concerning the need to have children to have a happy life
� Dutch couples attending IVF clinic

Fekkes M, Buitendijk SE, Verrips GHW, Braat DDM, Brewaeys AMA, Dofing JG, Kortman M, Leerentveld
RA, Macklon NS. Health-related quality of life in relation to gender and age in couples planning IVF
treatment. Human Reprod 2003; 18:1536–43.

TREATMENT-SPECIFIC

Daily Record-Keeping Sheet
� negative (depression, anxiety, uncertainty), positive affect and coping during treat-

ment
� middle-class Canadian couples undergoing a first IVF cycle

Boivin J, Takefman JE. Stress levels across stages of in vitro fertilization in subsequently pregnant and
nonpregnant women. Fertil Steril 1995; 64:802–10.
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Psychological Evaluation Test after ART
� negative reactions to specific aspects of ART
� Brazilian men and women with at least one past ART cycle

Franco JG, Baruffi RLR, Mauri AL, Petersen CG, Felipe V, Garbellini E. Psychological evaluation test
after the use of assisted reproduction techniques. J Assisted Reprod Genetics 2002; 19:274–78.

Concerns About Reproductive Technologies
� level of concern about different aspects of ART technologies: procedural (e.g., side

effects and anaesthetics), treatment failure, disruption to work and financial consid-
erations

� white Caucasian, professional American women

Klonoff-Cohen H, Natarajan L. The concerns during assisted reproductive technologies (CART) scale and
pregnancy outcomes. Fertil Steril 2004; 82:982–88.

COPING

Coping Scale for Infertile Couples
� assesses the use of coping strategies from four categories (e.g., increasing space and

sharing the burden)
� Chinese infertile couples attending fertility clinic

Lee TY, Sun GH, Chao SC, Chen CC. Development of the coping scale for infertile couples. Arch Androl
2000; 45:149–54.

QUALITY-OF-LIFE

FertiQoL
� assesses impact of fertility problems in eight domains: affective, psychological, phys-

ical, spiritual, partner relationship, social network, occupation and need for psycho-
educational help

� developed on an international sample and will be available in eight languages

(For FertiQoL contact: boivin@cardiff.ac.uk)

Polycystic Ovary Syndrome Quality-of-life
� assesses quality of life in five domains relevant to people with PCOS: emotions, body

hair, weight, infertility and menstrual problems.
� North American women with PCOS

Cronin L, Guyatt G, Griffith L, Wong E, Azziz R, Futterweit W, Cook D, Dunaif A. Development of a
health-related quality-of-life questionnaire (PCOSQ) for women with polycystic ovary syndrome (PCOS).
J Clin Endo Metabol 1998; 83:1976–87.

Endometriosis Health Profile-30
� assesses symptomatology in five domains: pain; control and powerlessness; emotional

well-being; social support; and self-image
� British women symptomatic for endometriosis and British women contacting a sup-

port group for endometriosis

Jones G, Kennedy S, Barnard A, Wong J, Jenkinson C. Development of an endometriosis quality-of-life
instrument: The Endometriosis Health Profile-30. Obstet Gynecol 2001; 98:258–264.
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Quality-of-Life in Infertile Men
� assesses functioning in four domains: desire for a child, sexual relationship, gender

identity, psychological well-being
� German male patients attending andrology and urology clinics

Schanz S, Baeckert-Sifeddbine IT, Braeunlich C, Collins SE, Batra A, Gebert S, Hautzinger M, Fierlbeck
G. A new quality-of-life measure for men experiencing involuntary childlessness. Human Reprod 2005;
20:2858–65.
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APPENDIX 5

Recommended Guidelines for the Screening
and Counseling of Oocyte Donors∗

Anonymous Oocyte Donor

I. Clinical interview: psychosocial history based on a semi-structured interview

A. Comprehensive Psychosocial History for Infertility (CPHI) (see Appendix 2)
B. If the CPHI is not used, then target these essential elements:

1. Family history (with or without genogram) – investigate history through grand-
parents and offspring

2. Assessment of stability (e.g., job history and relationships)
3. Motivation to donate
4. Current life stressors and coping skills
5. Difficult or traumatic reproductive history
6. Interpersonal relationships
7. Sexual history (including sexual abuse)
8. History of major psychiatric disorders, including personality disorders
9. Alcohol, drug use, and/or dependence in donor and family of origin (current

and past)
10. Legal history (lawsuits, misdemeanors and felonies)
11. History of abuse or neglect (sexual and physical)
12. Educational background

C. Determination of motivation to participate (psychological, financial and physical)
D. Ability to comprehend and assimilate information provided
E. Education about treatment for donor and recipient (and respective partners, if

applicable)
1. Purpose
2. Description of procedures
3. Success and failure rates
4. Potential health risks and complications
5. Reasons why treatment would be discontinued
6. Financial issues
7. Time commitment
8. Potential psychological risks

∗ These guidelines serve as an example. Other guidelines for infertility counseling services are available
through the European Society of Human Reproduction and Embryology at www.eshre.com or Human
Fertilization and Embryology Authority at www.hfea.gov.uk.

Developed by the Mental Health Professional Group Ovum Donor Task Force of the American Society
for Reproductive Medicine, 1994.
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F. Counseling: pre- and post-treatment and during treatment
1. Potential impact on relationships (e.g., marital, sexual, work, social, family)
2. Potential impact on relationship between donor and recipient (known donors)
3. Implications

a. What if treatment is not successful
b. What if pregnancy is not successful
c. What if pregnancy is terminated or selectively reduced
d. What if donor changes her mind
e. What if the child has a physical problem

G. Counseling on recipient-specific issues
1. Impact of the failure of treatment

a. Emotional issues associated with infertility, including feeling out of control
or failure

b. Terminating treatment
c. Grieving process
d. Developing alternatives (e.g., child-free living or adoption)

2. Impact of success of treatment
a. Feelings during pregnancy
b. Transition to parenthood
c. Privacy versus openness with the child
d. Potential impact of multiple pregnancy
e. Parenting at an older age (if applicable)
f. Family relationships

H. Information and consents
1. Provide a reasonable time interval between giving of information, assessment,

and consent
2. Specifically state risks involved
3. Specifically state who has parental rights and responsibilities
4. State and designate financial responsibilities
5. Require maintenance of medical records of all participants and applicable state

law
6. Delineate specific responsibilities of each participant
7. Provide for anonymity of all parties to the best of the clinician’s ability

II. Psychological testing

A. Structured personality tests (examples listed below)
1. Minnesota Multiphasic Personality Inventory-2
2. California Personality Inventory
3. Personality Assessment Inventory

B. Self-report measures (examples listed below)
1. Marital Satisfaction Inventory
2. Dyadic Adjustment Scale
3. Life Events Checklist
4. Beck Depression or Anxiety Inventory
5. Sentence Completion
6. Pennsylvania Reproductive Associate Infertility Survey (PRAIS)
7. Brief Symptom Inventory

III. Known oocyte donors

For known donors, the protocol of the interview and psychological testing is the same,
although psychological testing is optional in some known-donor programs. The clinical
interview should include the recipient and her husband/partner and the donor and
her husband/partner. The interview should also include a group meeting in which all
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parties come together for discussion, summary, and recommendations. The interview
should include the following elements that are not included in the anonymous donor
interview.

A. Additional content areas for known donor interview
1. Assessment for the presence of coercion (financial or emotional)
2. Information from both the donor and recipient regarding their interpersonal

relationship
3. In sister-to-sister donation: parents’ role
4. Issues of disclosure or privacy
5. Interactions among all three or four parties
6. Dysfunctional family history
7. Plans for future relationships
8. Information regarding intentions of all four parties regarding custody arrange-

ments in the event of the death of the recipients
9. Issues regarding cryopreservation and future disposition of the frozen embryos

10. Prenatal testing and selective reduction
11. Donor’s role and relationship with future child(ren)
12. Impact on donor if treatment is unsuccessful
13. Estimation of number of cycles in which donor is willing to participate

IV. Criteria for acceptance or rejection of oocyte donors

The following indicators can be used to decide on a case-by-case basis who is suitable
as an oocyte donor. While the following list is not exhaustive and each program may
over time add to or delete from this list, it is offered as a preliminary guide. The caveat
is to err on the side of caution to protect all parties.

A. Positive indicators
1. Absence of significant psychopathology
2. Absence of unusual life stressors
3. Use of adaptive coping skills
4. Ability to provide informed consent
5. Supportive and stable interpersonal and/or marital relationships
6. Economic stability
7. Psychological testing within normal limits
8. Employment stability

B. Negative indicators
1. Significant DSM-IV axis I or II disorder (including psychological standardized

testing which is two standard deviations above the mean)
2. Positive family history for heritable psychiatric disorder (e.g., schizophrenia,

bipolar disorders)
3. Two or more first degree relatives with substance dependence
4. Current use of psychoactive medications
5. Family history of sexual or physical abuse with no professional treatment for

the donor
6. Chaotic lifestyle
7. Significant current stress
8. Marital instability
9. Impaired cognitive functioning or mental incompetence

10. History of legal difficulties
If the potential donor is in a crisis, appropriate psychological help should be provided.

Objection to donation by the husband or partner of the donor should be grounds at least
for a deferment of treatment.
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APPENDIX 6

Psychological Guidelines for Embryo
Donation∗

These recommendations should be understood as general guidelines for addressing the
many complex moral, ethical, and psychosocial issues that embryo donors, recipients,
and potential offspring may confront as we move forward with this family-building
option. Providing thorough information and adequate time for decision making will
increase the likelihood for establishing well-adjusted families.

I. Donors

1. Prior to signing an informed consent document, all potential donor couples should
be educated about all aspects of their medical treatments and the relevant psycho-
logical and ethical issues inherent in donating embryos. These issues should be
addressed during the clinical interview and are included in recommendations for
the interview.

2. It is recommended that there should be a discussion of embryo disposition options
at the time of cryopreservation. After couples have concluded their own reproductive
attempts, they should again be apprised of embryo-disposition options, including
donation.

3. Psychological assessment is strongly recommended to ascertain appropriateness of
potential donors, including determining psychopathology. This assessment should
include a clinical interview and psychological testing. The timing of this assessment
should occur after couples have concluded their own reproductive attempts and
have clearly indicated their desire to donate embryos (including signing informed
consent), and their embryos are medically appropriate for donation.

4. The clinical interview should include a psychosocial history of both partners that
addresses educational background; current life stressors; difficult or traumatic
reproductive history; interpersonal relationships; sexual history; history of major
psychiatric and personality disorders; legal problems; history of abuse or neglect;
substance abuse; and family history (at least first-degree relatives) of major psychi-
atric and personality disorders; substance abuse; physical or sexual abuse; and legal
problems.

5. The clinical interview should also address the unknown potential psychologi-
cal impact and/or risks, assessment for presence of coercion (financial and/or

∗These guidelines serve as an example. Other guidelines for infertility counseling services are available
through the European Society of Human Reproduction and Embryology at www.eshre.com or Human
Fertilization and Embryology Authority at www.hfea.gov.uk.

Developed by the Mental Health Professional Group of the American Society for Reproductive Medicine
Task Force on Embryo Donation, 1996.
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emotional), emotional attachment to embryos, disclosure or nondisclosure of the
donors’ involvement, amount and type of information to be exchanged, if any,
between donors and recipients.

6. Psychological testing is recommended to document and validate in a standardized,
objective manner the information gathered from the clinical interview and should
include an objective personality test and other self-report measures to assess poten-
tial instability or psychopathology.

7. Positive indicators for embryo donors include: absence of significant psycho-
pathology; absence of current or significant history of substance abuse/addiction;
absence of unusual life stressors; use of adaptive coping skills; ability to provide true
informed consent; supportive and stable marital relationship; economic stability;
employment stability; lack of coercion; and psychological testing within normal
limits.

8. Negative indicators for embryo donors include: presence of significant
psychopathology; positive family history for heritable genetic and psychiatric
disorders; substance abuse/addiction; two or more first-degree relatives with sub-
stance abuse; family history of sexual or physical abuse with no professional
treatment; chaotic lifestyle; significant current life stress; marital instability;
impaired cognitive functioning or mental incompetence; history of legal difficulties,
high-risk sexual practices, and objection by either partner.

9. A minimum three-month waiting period is recommended between the time a couple
signs the consent form to donate embryos and the actual donation to a recipient
couple.

10. Employees of the infertility program or physician should be excluded from embryo
donation within their own program.

11. Donors should not be compensated for their donated embryos.
12. Donors should be a least twenty-one years of age.

II. Recipients

1. Recipients of donor embryos should receive counseling about the potential psy-
chosocial implications of this parenting option prior to signing an informed consent
document.

2. Counseling should address the impact of success of treatment, such as the feelings
during pregnancy; positive and negative aspects of disclosure and nondisclosure
with offspring; potential impact of multiple pregnancy; transition to parenthood
(if applicable); parenting at an older age (if applicable); and nongenetic parenting
issues.

3. The impact of treatment failure should also be addressed, including treatment ter-
mination, the grieving process, and developing alternatives for the future.

4. Related issues such as the potential impact of the relationship between known
donors and recipients and potential offspring should be addressed when relevant.

5. Psychological assessment is strongly recommended to assess appropriateness of
potential recipients (not to assess parenting abilities). This assessment would
attempt to rule out significant psychiatric illness, current substance abuse/addiction,
and ability to cope with the stress of assisted reproductive technologies.
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APPENDIX 7

Psychological Guidelines for Evaluation
and Counseling of Gestational Carriers
and Intended Parents∗

I. Application Criteria for Carriers

A. Minimum age 21
B. High school diploma or GED
C. Prior deliveries and experience parenting a child
D. Free of major medical problems
E. Lifestyle that would not interfere with prenatal care and management

II. Written Informed Consent for the Psychological Evaluation of Carrier or
Intended Parent

A. Elements of the evaluation: purpose, clinical interview and psychometric tests
administered

B. The credentials of the evaluator
C. Release of information to carriers, medical/psychological team and intended parents
D. Storage of records and documentation
E. Limitations of confidentiality

III. Pre-Patient Counseling of Carrier

One purpose of the pre-patient counseling for a Gestational Carrier is to provide the Car-
rier with a clear understanding of the potential psychological issues and risks associated
with the process. It is suggested that the Carrier’s partner attend the clinical interview
and education.

Limitations of an Evaluation

A. Screening does not predict human behavior and the possibility of psychological
harm.

B. There are no long-term prospective studies about psychological risks.

Preparation for Medical Protocol

A. It is recommended that the following aspects of the medical protocol be discussed:
schedule demands, risks of canceled cycle, risk of unsuccessful cycle, risk of the

∗These guidelines serve as an example. Other guidelines for infertility counselling services are available
through the European Society of Human Reproduction And Embryology at www.eshre.com or Human
Fertilization and Embryology Authority at www.hfea.gov.uk.

Prepared by the Gestational Carrier Task Force, Mental Health Professional Group of the American
Society of Reproductive Medicine, Co-chairs Carol Wolf, MFCC and Ellie Schwartzman, PhD, 2000.
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multiple pregnancy, possibility of selective reduction, prenatal testing, and elective
termination.

Carriers always have the right to refuse any of these treatments and should inform the
Intended Parents and treatment team of their opinions prior to entering into a contract
with Intended Parents. There should be congruency between the Intended Parents and the
Gestational Carrier on the above-listed issues.

Involvement of the Evaluator, Intended Parents, and Attorneys

A. The mental health professional should define his or her role in his or her relationship
with the Carrier:
1. Carrier’s right to request a referral for outside counseling.

B. The Carrier should have an opportunity to explore the psychological issues of the
pregnancy and the risks of emotional stress. These issues include
1. Managing the relationship with the Intended Parents
2. Coping appropriately with the pregnancy
3. Risks of attaching to the baby and risk to the Carrier’s children
4. Impact on Carrier’s marriage
5. Impact on Carrier’s employment
6. The balance between the Carrier’s right to privacy and the Intended Parents’ right

to information about their baby
C. The relationship between the Gestational Carrier and Intended Parents

1. A group meeting should be encouraged with the mental health professional.
2. If the Carrier and the Intended Parents are being matched by a third party, the

procedure for accepting or rejecting a match should be clearly stated. The Carrier
and the Intended Parents should understand that they always have the right to
refuse a match.

D. Every Gestational Carrier and set of Intended Parents should have a legal contract.
1. The Carrier and Intended Parents should have separate legal counsel.
2. A contract should clearly define the financial obligations.

IV. Psychological Testing for Carrier

It is recommended that more than one test be administered; a minimum of one objective
instrument and one self-report or projective instrument. Suggested instruments:
A. Measure of psychopathology (e.g., MMPI-2, PAI)
B. Projective screen (e.g., RISB, Sentence Completion for Marriage, TAT)
C. Measure of current stressors (Life Events Checklist, SCL 90 R)

V. Clinical Interview of Carrier

A. Social history, including family of origin
B. Occupational and financial history
C. Sexual and reproductive history
D. History of substance use, eating disorders, and physical or sexual abuse
E. Psychiatric history
F. Religious beliefs that may influence behavior
G. Maturity, judgment, assertiveness, and decision making skills
H. Personality style and coping skills
I. Capacity for empathy
J. Current life stressors and anticipated changes within the next two years
K. Previous Carrier experience or application to another facility
L. Motivation to become a Carrier
M. Support of significant other
N. Social network
O. Desire for more children of her own
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P. Anticipated impact of Carrier experience upon her children and significant other
Q. Anticipated type and duration of relationship with Intended Parents
R. Ability to separate from and relinquish the child
S. Anticipated feelings toward the child
T. Feelings about multiple pregnancy, bed rest, hospitalization, pregnancy loss
U. Feelings about sexual abstinence
V. Feelings and decisions about termination of pregnancy, selective reduction, amnio-

centesis, and chorionic villi sampling
W. Agreement with the financial compensation arrangement
X. Reactions to the possibility of becoming infertile as a result of this process

VI. Suggested Rejection Criteria

A. Cognitive or emotional inability to comply or to understand
B. Evidence of financial or emotional coercion
C. Failure to evidence altruistic commitment to become a Carrier
D. Psychological testing not within normal limits
E. Unresolved or untreated addiction, child abuse, sexual abuse, physical abuse,

depression, eating disorders, or traumatic pregnancy, labor and/or delivery
F. History of major depression, bipolar disorder, psychosis, or diagnosis of a person-

ality disorder
G. Insufficient emotional support from partner/spouse or support system
H. Current marital or relationship instability
I. Excessively stressful family demands, without a sufficient social support system
J. Chaotic lifestyle
K. Inability to maintain respectful and caring relationship with Intended Parents
L. Evidence of emotional inability to separate from/surrender the baby at birth
M. History of conflict with authority
N. Inability to perceive and understand the perspective of others
O. Motivation to use compensation to solve own infertility
P. Unresolved issues with a previous abortion

VII. Repeat, Known, or Childless Carriers

Repeat Carriers

It is recommended that a woman be a Carrier no more than three times in her lifetime.
If a Carrier is considering a second or third gestational arrangement, the following addi-
tional issues should be explored, for example, motivation, goals not achieved, unresolved
feelings about prior pregnancies; potential physical risks; and risks to her children and
marriage.

Additional Issues with Carriers Acquainted with or Related to Intended Parents

A. Issues of conflict in the historical relationship, including methods of coping with
conflict and loss, should be explored. In addition, unique issues should be explored
regarding amount of contact, privacy issues, and potential for negative impact on
relationship.

Childless Carriers

A. As a general rule, childless women are not considered as Carrier candidates. Appli-
cants should have given birth and parented a child.

VIII. The Carrier’s Family Members

A. Husband or Partner evaluation should include: Level of support, motivation, matu-
rity and judgment, desired relationship with Intended Parents, risks of a multiple
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pregnancy, impact of pregnancy on relationship and children, and community reac-
tion.

B. Evaluation of the Carrier experience on her children.
C. Evaluation of impact and reactions of the extended family.

IX. Counseling of Carrier

1. Individual counseling should be available as desired or needed by the Carrier. If
group counseling is not possible, phone counseling sessions are recommended as a
minimum.

X. Compensation of Carrier

A fee for the Carrier may be provided to compensate her and her family for time, energy,
and risks. The fee should be reasonable but not coercive.

XI. Psychological Evaluation of Intended Parents

An evaluation is recommended to ensure that the couple is capable of maintaining a
warm and respectful relationship with a Carrier. Determining the Intended Parents’
ability to parent is not the purpose of this evaluation.
A. A clinical interview, including the couple’s history of infertility and methods of cop-

ing, and all of the elements in the Carrier’s interview.
B. Psychological testing (optional and in the discretion of the evaluator)

XII. Pre-Patient Counseling of Intended Parents

A session specifically to help prepare the couple for this relationship may include dis-
cussion of the following issues:
A. Desired relationship with the Carrier and expectations
B. Meeting the emotional and physical needs of the carrier and her family
C. Understanding the “my body/your baby” issues
D. Rights of the Carrier to refuse medical interventions such as amniocentesis, chori-

onic villi sampling, selective reduction, and abortion
E. Number of embryos to be transferred and number of cycles planned
F. Carrier’s desires regarding number of cycles, medical interventions, and a multiple

pregnancy
G. Multiple pregnancy and associated risks
H. Selective reduction and psychological concerns
I. Therapeutic abortion in the event of an abnormal fetus
J. Carrier’s behavior during pregnancy and how to handle conflicts that may arise (e.g.,

eating habits, prescription drugs, and alcohol)
K. Intention to disclose to offspring
L. Disclosure to family members and friends
M. Future relationship with Carrier and Carrier’s family
N. Need for Carrier and her children to interact with baby after birth
O. Disposition of extra embryos
P. Feelings about the carrier’s pregnancy
Q. Need for separate legal consultation and a written contract
R. Potential guilt reaction of Carrier at failed attempts or if problem occurs
S. Explanation of medical procedures

XIII. Matching of Carrier and Intended Parents

The success of a Carrier arrangement is largely contingent on the compatibility among
all involved parties. Thorough evaluation and subsequent recommendation of a Car-
rier candidate does not guarantee a positive outcome. Compatibility of personality
styles may be a significant factor in whether these relationships provide a meaningful
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and satisfying experience. A Carrier should be allowed to choose the Intended Parents
with whom she will work. Both the Carrier and the Intended Parents should have the
right to refuse a match. A group session is recommended, with a mental health profes-
sional and all parties, including the Carrier’s partner, prior to a final commitment to the
arrangement.

XIV. Counseling of Intended Parents

Counseling should be available to the Intended Parents throughout the arrangement. It
should be recommended in the event a Carrier has any difficulties, or if misunderstand-
ings occur.
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Release of Information Example

This document is only to be construed as an example. Local standards and practice
may vary and practitioner is cautioned to seek qualified legal advice before adapting
any form for his or her own use.
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AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Patient name:
Date of Birth: Social Security No:
Address:

I hereby authorize to disclose the above-named individual’s health infor-
mation as described below.

The type and amount of information to be disclosed is any and all psychological testing, evaluations,
clinical interview materials, reports, summaries of therapy and therapeutic treatment and/or recom-
mendations.

I understand that this information may include information about my mental health status.

This information may be disclosed to and used by the following person or organization:

The disclosure and use is for the following purpose:

I understand I have a right to revoke this authorization at any time, and that if I chose to do so, I must
revoke in writing and present it to the health information management department or the provider
of services. I understand that the revocation will not apply to my insurance company when the law
provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this
authorization will expire one year from the signature date.

I understand that authorizing the disclosure of this health information is voluntary. I may refuse to
sign this authorization but such refusal may affect my ability to participate in certain treatments or
programs.

By signing this authorization, I understand that any disclosure of information carries with it the
potential for an unauthorized redisclosure and the information may not be protected by federal privacy
rules. I further understand I may request a copy of this signed authorization. A photostatic copy of
this authorization shall serve in its stead.

Witness Signature of Individual or Legal Representative

Date: Relationship of Representative:

Date:
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Informed Consent

Pre-Psychological Counseling and/or Evaluation Example

This document is only to be construed as an example. Local standards and practice may
vary and the practitioner is cautioned to seek qualified legal advice before adapting any
form for his or her own use.
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I/we, , hereby acknowledge that I/we have requested psychological services
from (mental health professional’s name), (professional designation). Such services may include (please ini-
tial all appropriate choices):

❑ Counseling regarding infertility and/or psychological implications of fertility treatments.
❑ Psychological evaluation regarding suitability to participate in one or all of the following:

❑ IVF or other assisted reproductive treatment using my own gametes and not involving a third-party
collaborator
❑ Egg donation

❑ Recipient ❑ Donor
❑ Sperm donation

❑ Recipient ❑ Donor
❑ Gestational surrogacy/carrier

❑ Intended parent ❑ Surrogate/carrier
❑ Traditional surrogacy (surrogate’s own egg used in conception)

❑ Intended parent ❑ Surrogate
❑ PGD
❑ Other

I/we understand that not every potential participant for third-party procedures will be accepted for treatment.
As necessary, I/we hereby authorize (MHP) to discuss the results of testing and clinical interviews
with members of the fertility treatment team, and understand that the results of said tests will be used to
assess my ability to participate. I/we hereby release (MHP) from any liability in the event that I
am not accepted for treatment.

I/we understand that there are potential psychological risks posed by counseling and evaluation. These may
include risks that are presently unknown or unidentified. I/we also understand that any psychological and
emotional risks may vary widely among individuals, so it is impossible to accurately state the likelihood of
my/our personal risk and I/we cannot expect any mental health professional (MHP) to state with certainty
whether or not I/we may suffer any psychological consequences of counseling and evaluation. Further,
should I/we accept treatment, I/we understand that there are psychological risks associated with fertility
treatments, and these may include risks that are presently unknown or unidentified. Fully understanding
the above, I/we voluntarily agree to proceed with counseling and/or evaluation.

I/we, as a participant(s), specifically waive the right to claim any conflict of interest on the part of the MHP,
which may arise since Intended Parents may pay the third-party participant’s fees. Further, I/we understand
that the MHP may counsel and/or evaluate other proposed participants involved in my/our treatment. I/we
understand that the MHP has a professional responsibility to each client, individually and regardless of the
interests of other participants who might be involved. I/we acknowledge and agree that the MHP may give
certain advice to one client, or make certain recommendations about a client, which may negatively impact
the ultimate success of any proposed treatment for me/us or other participants. I/we specifically release the
MHP (and his/her employees, agents and assignees) from liability, and release and hold harmless said MHP
to the extent that his/her actions are reasonably within standards of professional practice. None of the above
may be construed, however, as a waiver of my right to pursue a negligence or malpractice claim.

Signature of Participant Signature of MHP

Signature of Participant

Date

(to be signed in conjunction with HIPAA release)
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Informed Consent: Proceeding with Fertility Treatments

Post-MHP Consultation/Evaluation Example

This document is only to be construed as an example. Local standards and practice may
vary and the practitioner is cautioned to seek qualified legal advice before adapting any
form for his or her own use.
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I/we, , hereby acknowledge that I/we requested and participated in psychological services
from (mental health professional’s name), (professional designation). Such services included (please initial
all appropriate choices):

❑ Counseling regarding infertility and/or psychological implications of fertility treatments.
❑ Psychological evaluation regarding suitability to participate in one or all of the following:

❑ IVF or other assisted reproductive treatment using my own gametes and not involving a third-party
collaborator
❑ Egg donation

❑ Recipient ❑ Donor
❑ Sperm donation

❑ Recipient ❑ Donor
❑ Gestational surrogacy/carrier

❑ Intended parent ❑ Surrogate/carrier
❑ Traditional surrogacy

❑ Intended parent ❑ Surrogate
❑ PGD
❑ Other

During the course of consultation with the mental health professional noted above, we discussed, among
others that may not be listed here, the following matters (please initial where applicable):

❑ Future contact with donor/recipient/surrogate
❑ Anonymity
❑ Third-party contact with child, including likelihood this may never happen
❑ Curiosity about other party(ies)
❑ Feelings of loss of control
❑ Feelings toward child
❑ Dealing with the unknown
❑ General attitude toward infertility
❑ Feelings about and effect on spouse/significant other
❑ Financial concerns
❑ Success of treatment
❑ Dealing with family, friends, co-workers
❑ Other:

I/we have considered all of the above in my/our decision to participate in the proposed assisted reproduc-
tive technology treatment. Based on my/our discussions with the above-named mental health professional
(MHP), the psychological risks and benefits of participation in the treatments and procedures. Further, I/we
understand there may be risks that are presently unknown or unidentified. I/we also understand that any
psychological and emotional risks may vary widely among individuals, so it is impossible to accurately state
the likelihood of my/our personal harm and I/we cannot expect any mental health professional to state
with certainty whether or not I/we may suffer any psychological consequences of treatment. I/we hereby
release (MHP) (and his/her agents, employees and assignees) from any liability in the event
that I/we suffer psychological or emotional harm from participation in the contemplated behavior, to the
extent that his/her actions are reasonably within standards of professional practice. None of the above
may be construed, however, as a waiver of my/our right to pursue a negligence or malpractice claim.

Fully understanding the above, I/we freely and voluntarily agree to proceed with treatment. No person has
coerced or forced me to consent to any treatment or evaluation.

Signature of Participant Signature of MHP

Signature of Participant

Date
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Embryo Donor Consents

Consent of Couple to Donate Frozen Embryos Example

This document is only to be construed as an example. Local standards and practice may
vary and the practitioner is cautioned to seek qualified legal advice before adapting any
form for his or her own use.
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We wish to donate our frozen embryos (oocyte, provided by the undersigned female donor, that has been
fertilized in the laboratory by a sperm provided by the undersigned male donor, and permitted to divide) to
a recipient couple who have been unable to achieve or sustain a pregnancy.

We understand that in order to participate in this program we will first undergo a screening process (includes
a detailed medical and genetic history, a full physical exam, with blood tests and cultures), an interview
with a mental health professional who may administer a standardized personality test (MMPI-2), and an
interview with a genetic counselor. We further understand that the costs of the above-described screening
will be covered by the program. Upon satisfactory completion of all exams, the frozen embryos from our
previous IVF cycle will be released for donation. Upon identification of recipients and their preparation
for embryo transfer, the embryos will be allowed to thaw. Embryos that survive the thaw and continue to
grow, if any, will be transferred to the uterus of the recipient woman. The disposition of any nonviable or
remaining (thawed or frozen) embryos will be decided solely by the recipient couple. Their options include
designation as medical waste or for medical research, donation to another couple or individual, implan-
tation into a gestational carrier for the original recipient, if it is deemed medically necessary, or indefinite
storage.

We understand that this process is intended to be anonymous, that is, it is intended that any identifying
information obtained during this program will remain confidential and will be disclosed only with our
permission. The recipients of our embryos will only have access to non-identifying information about our
physical characteristics and medical history. We understand and agree that the couple(s) will receive part of
the application we completed, a report by the mental health professional, and medical information that we
have provided to the genetic counselor. Likewise, we understand that we will not have access to identifying
information concerning the recipient of our embryos or will we be informed whether a pregnancy results.
It is impossible for anyone to predict whether rule, regulation, or law will allow or require recipients or
potential offspring to receive additional information in the future, or whether any such rule, regulation, or
law, will be retroactively applicable.

We understand and agree that the donation of embryos is intended to be anonymous and that no entry will
be made in our record as to the disposition of any embryos. Furthermore, there will be no entry on the
record of any recipient as to the source of the donated embryos. We understand that it is necessary for the
physician to keep certain medical records as part of hospital records as to the source and disposition of
donated embryos. This information and any other information that would directly or indirectly identify us
will not be disclosed or released to any person or entity, except upon our written consent, with the exception
of release to authorized employees of the Department of Health, or as required by law or court of competent
jurisdiction.

We understand that it is impossible to know with any degree of certainty or specificity the psychological
implications of my/our participation as an embryo donor(s) in the Embryo Donation Program. We assume
all psychological risks.

We understand and agree that we may receive no money or anything of value in exchange for our agreement
to donate our embryos, and no one has offered any such payment to us. However, we understand that the
Program may pay for any required medical and/or psychological testing/counseling, without which we may
not participate in the embryo donation program.

We have discussed feelings and thoughts related to embryo donation with the mental health professional
so that we can make a responsible and informed decision. A number of areas of potential difficulty were
discussed, including (1) anonymity of the donation process, (2) curiosity regarding the potential child or
children, (3) break in connectedness and continuity traditionally experienced in a genetic parent-child rela-
tionship, and (4) possible feelings and questions that may arise in the future. We also discussed feelings and
concerns regarding the fact that our child(ren) may have fully genetic siblings who are being parented by
someone else.
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We acknowledge that, in accordance with current understanding and good practice, the program mental
health professional has informed us of the potential psychological risks involved in embryo donation. We
acknowledge that we are voluntary participants in the program and that neither the mental health profes-
sional nor anyone else in the program has acted in a coercive manner or pressured us to participate in any
way.

WE FULLY UNDERSTAND AND AGREE THAT WE WAIVE ANY RIGHT TO AND RELINQUISH ANY CLAIM TO THE

DONATED EMBRYOS and TO ANY RESULTANT PREGNANCY, OR OFFSPRING. WE AGREE THAT THE RECIPIENT(S)

WILL REGARD THE DONATED EMBRYOS OR OFFSPRING THEREFROM AS THEIR OWN. WE UNDERSTAND THAT

WE MAY NOT CLAIM ANY RESPONSIBILITY OR PARENTING RIGHTS FOR OR OBLIGATIONS TO THOSE CHILDREN.

WE UNDERSTAND THAT THE RECIPIENT COUPLE IS FULLY RESPONSIBLE FOR ALL OFFSPRING, REGARDLESS

OF THE OUTCOME OF THE PREGNANCY, UNTIL THE CHILD REACHES THE AGE OF CONSENT.

We understand that standardized test data as well as other non-identifying information may be used for
future research and publication, and we authorize such use of our data. We also understand that we may be
contacted in the future for additional information. Our participation is fully voluntary, to the extent that all
information remains confidential and data are coded, and, as embryo donors, we are not identified in any
published data.

We understand that we may request a copy of this consent form for our records.

We acknowledge that we have been given an opportunity to undergo medical and psychological counseling,
which has been met to our satisfaction.

With full understanding of all of the above, we affirm that our signatures indicate we have read the informa-
tion provided and have voluntarily decided to participate and comply with the program described above.

Signature of Female Partner Date

Signature of Witness Date

Signature of Male Partner Date

Signature of Witness Date
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Embryo Recipients’ Consents

Consent to Receive Thawed Donated Embryos Example

This document is only to be construed as an example. Local standards and practice may
vary and the practitioner is cautioned to seek qualified legal advice before adapting any
form for his or her own use.
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We have asked the reproductive medicine clinic [specific name] for treatment using donor embryos. It is
our intention to undergo this treatment in hopes of becoming pregnant from the donor embryos. We under-
stand that there are several steps involved in this procedure. The undersigned female recipient will receive
medication to mature the endometrium in preparation for an embryo transfer. During this time period, the
female recipient will undergo blood testing and ultrasound to determine the response to the medication.
When the physicians determine the endometrial lining is ready, the embryos, which have been donated to
us, will be thawed. Embryos that survive the thaw will be transferred to the female recipient’s uterus via a
catheter placed through the cervix into the uterine cavity. We understand that each of these steps carries
some risk, including, but not limited to those detailed in the following paragraphs.

Endometrial Preparation
We understand that a variety of medications are used for endometrial preparation including leuprolide
acetate (Lupron), transdermal estradiol patches (Climara), and progesterone. We understand that some
of these medications are given by intra-muscular or subcutaneous injections and may cause bruising and
discomfort at the injection site. Lupron may result in fatigue, muscle and joint pain, or transient menopausal-
like symptoms (headaches, hot flashes, mood swings, sweats, and insomnia, etc). Climara may result in
headache, nausea, weight gain, breast tenderness, or irritation of the skin.

Monitoring Protocol
We understand that while receiving the medications described above, the female recipient will be closely
monitored by the embryo donation team. This monitoring will include frequent blood drawing, which carries
the risk of mild discomfort and bruising at the puncture site. We understand that transvaginal ultrasound
examinations will be performed as necessary. There may be some discomfort with this procedure although
there is no known medical risk associated with its use. The female recipient may also be asked to collect
urine samples for further hormone analysis. We understand that if monitoring suggests a low probability of
successful maturation of the endometrial lining, the cycle may be canceled. We also understand that some
or all of the embryos may not survive the thawing process.

We understand that research supports the use of small doses of corticoids and antibiotics to protect the
embryos from possible invasion of blood cells and bacteria following the transfer into the uterus. We under-
stand that the female recipient will receive corticosteriods in the form of methylprednisolone and antibiotics
in the form of tetracycline or a similar antibiotic prior to transfer of the embryos.

The following side effects, although extremely rare, may occur after treatment with corticosteriods:

� Treatment may mask signs of infection; new infections may appear during corticosteriod use; there
may be an inability to localize an infection, if one occurs.

� Blood pressure elevation, salt and water retention, and increased excretion of potassium and calcium
may occur. These medications in high doses have been reported to cause mood swings, insomnia,
depression, and psychotic manifestations, muscle weakness, impaired wound healing, increased
sweating, headache, vertigo, allergic reaction, loss of muscle mass, osteoporosis, and abdominal
distention.

The use of tetracycline may result in the following dose-related side effects:

� Nausea, vomiting, diarrhea, loss of appetite, rash
� Vaginal yeast infection
� Sensitivity to the sun
� Although rare, hypersensitivity reactions resulting in shock, blood diseases including reduced

platelets or fractured red blood cells that can result in anemia or bleeding.
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Embryo Transfer
When appropriate, thawed donated embryos will be transferred into the uterine cavity via a catheter passed
through the cervix. We understand that this may cause some cramping, discomfort, and possibly a small
amount of bleeding. Infection is a possible result of the catheter insertion and may require antibiotic
treatment. We understand that there is no guarantee that any of the embryos transferred will result in
pregnancy.

We understand that transferring multiple embryos and, less commonly, even a single embryo, places us
at risk for multiple gestation (more than one baby), and the risk correlates directly with the number of
embryos transferred. There are obstetrical risks of multiple gestation including pre-term labor and deliv-
ery of premature infants who require intensive care and could have long term complications associated
with pre-maturity. It is the policy of the reproductive medicine clinic to limit the number of embryos
transferred to maximize the chance of pregnancy while reducing the high order multiple rate when
possible.

Post-Transfer Management
In an attempt to increase the chance of successful implantation, post-transfer management will include
intra-muscular progesterone injections and transdermal estrogen patches. The progesterone and estro-
gen are continued, in most cases, for approximately ten to twelve weeks. We understand that during this
period the female recipient will be asked to have hormonal evaluations performed as instructed by the
program.

If pregnancy should result from this procedure, the pregnancy will be monitored by frequent hormone blood
tests. We understand that the female recipient might suffer a miscarriage or an ectopic (tubal) pregnancy, or
any of the other complications that might occur during any pregnancy. There is no current consensus as to
whether the likelihood of certain birth defects or other abnormalities may be increased in children conceived
with IVF technologies, as opposed to non-IVF conceived children. We understand that the program cannot
guarantee the normality or health of any infant who results from this procedure. Alternative options (if any)
have been explained to us by the IVF team. These include procedures that are not performed here, and other
non-medical options such as adoption or non-treatment.

In the event the pregnancy progresses to sixteen weeks, depending upon the female donor age and/or if intra-
cytoplasmic sperm injection was utilized in the fertilization of the embryos, amniocentesis, for determination
of chromosome status of the fetus, may be advisable. If any serious abnormalities are discovered prior to
birth, we understand that we should then discuss the various alternatives including elective termination of
the pregnancy, with our obstetrician. We will assume full responsibility for any decision or action required
should a fetal abnormality be detected, and understand that no guarantee as to the health of any pregnancy
or child has been promised or given.

We understand that we will be responsible for all costs incurred in the procedure, including, but not limited
to, the cost of medications, hormonal monitoring, thawing and transferring the embryo, and the cost for
screening embryo donors.

Thawed embryos that show arrested growth may also result from this process. These nonviable embryos
will be discarded as medical waste unless otherwise specified by us. As an alternative, we may elect to
permit Institutional Review Board (IRB) approved research of these nonviable embryos. The IRB serves to
protect the human rights of individuals who participate in clinical research. Separate IRB approved research
consents will be attached if we elect this option.

We understand that it is impossible, at this time, to estimate the possibility of success. We understand that
all of the information and data resulting from this procedure will remain confidential. This information will



P1: JZP
052185363Xapp2 CUFX030/Covington 0 521 85363 X September 5, 2006 10:37

APPENDIX 12. EMBRYO RECIPIENTS’ CONSENTS 591

not be disclosed or released to any person or entity except to authorized employees of the Department of
Health or as permitted or required by law, rule, or regulation.

We understand that, we will not have access to identifying information concerning the donors of our embryos
or will we be informed whether a pregnancy results. It is impossible for anyone to predict whether rule,
regulation, or law will allow or require donors or potential offspring to receive additional information in
the future, or whether any such rule, regulation, or law, will be retroactively applicable.

It is not possible to state with any degree of certainty or specificity the psychological implications of partic-
ipation as recipients of anonymously donated embryos in the Embryo Donation Program at .

We consulted with a mental health professional during which the psychosocial issues surrounding embryo
donation and the possible implications for our family were discussed. Our thoughts and feelings regard-
ing building my family by embryo donation have been addressed so that we can make an informed and
responsible choice.

The areas of potential difficulty that were discussed included (1) disclosure to the child and possible curiosity
of the child regarding his or her genetic heritage; (2) potential implications of non-disclosure to the child;
(3) discontinuity of traditional biologic and genetic connectedness in the parent–child relationship; (4) the
real possibility that my child will have full genetic siblings who are being parented by other parents; and
(5) questions and feelings that might arise in the future either within the child, myself, or my partner. As
with any child, temperament, personality style, intelligence, and physical characteristics cannot be known
or accurately predicted.

We acknowledge that, in accordance with current understanding and good practice, the program mental
health professional has informed us of the potential psychological risks involved in embryo donation. We
acknowledge that we are voluntary participants in the program and that neither the mental health profes-
sional nor anyone else in the program has acted in a coercive manner or pressured us to participate in any
way.

We agree that any psychological information deemed relevant to our participation in embryo donation may
be shared with the medical staff, and hereby specifically authorize this disclosure of information.

We understand that standardized test data as well as other non-identifying information may be used for
future research and publication, and we authorize such use of our data. We also understand that we may be
contacted in the future for additional information. Our participation is fully voluntary, to the extent that all
information remains confidential and data are coded, and, as embryo donor recipients, we are not identified
in any published data.

In accordance with government regulation, we understand the Medical Center’s policy in the event physical
injury occurs. If, as a result of our participation, we experience physical injury from known or unknown risks
of the procedure as described, hospitalization, if necessary, will be available. No monetary compensation
is available and we will be responsible for the cost of such medical treatment, directly or through medical
insurance and/or other forms of medical coverage.

After carefully considering the alternatives, the risks, the benefits and likelihood of success of the proposed
treatment, we have decided to proceed with embryo donation, and our signature hereon indicates that we
have listened to and read the information provided, had the opportunity to ask questions of our doctor, had
our questions answered, and are giving our fully informed consent to proceed.
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Signature of Patient Recipient Date

Witness Date

Signature of Recipient Partner Date

Witness Date
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Resources

OVERVIEW

Professional Organizations – Medical

American Society for Reproductive Medicine (ASRM)
www.asrm.org

European Society of Human Reproduction
and Embryology (ESHRE)
www.eshre.com

International Federation of Fertility Societies (IFFS)
www.iffs-reproduction.org

World Health Organization (WHO)
www.who.int

Human Fertilization and Embryology Authority
(HFEA)
www.hfea.gov.uk

Professional Organizations – Psychological

ASRM Mental Health Professional Group
http://www.asrm.org/Professionals/PG-SIG-
Affiliated Soc/MHPG/ index.html

ESHRE Mental Health Group
www.eshre.com/emc.asp?pageId=368

Australia and New Zealand Infertility Counselling
Association – ANZICA
www.anzica.org

British Infertility Counselling Association (BICA)
www.bica.net

Germany – Beratungsnetzwerk Kinderwunsch
Deutschland e.V. (BKiD)
www.bkid.de

International Society of Psychosomatic Obstetrics and
Gyneacology
http://www.ispog.org

Patient Organizations

Resolve, The National Infertility Association
www.resolve.org

The American Fertility Association
www.theafa.org

Canada: Infertility Network
http://www.infertilitynetwork.org

POF International Support group
www.pofsupport.org

The Endometriosis Association
www.endometriosisassn.org

The Polycystic Ovarian Syndrome Association
www.pcosupport.org

International Council on Infertility Information
Dissemination (INCIID)
http://www.inciid.org

The Fertility Awareness and Natural Family Planning
Service UK
http://www.fertilityuk.org

Medical

Society of Assisted Reproductive Technology (SART) –
patient information
http://www.sart.org/

ASRM Patient Fact Sheet is a series produced under
the direction of the ASRM Patient Education Committee
and the Publications Committee. These fact sheets may
be printed and distributed to patients to enhance patient
education.
http://www.asrm.org/Patients/FactSheets/fact.html
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World Health Organization – “Medical, Ethical and
Social Aspects of Assisted Reproduction”
http://www.who.int/reproductive-health/infertility/
index.htm

Disorders associated with infertility:
http://www.nichd.nih.gov/womenshealth/infertility.cfm

The Impact of Environmental Factors, Body Weight and
Exercise on Fertility:
http://www.resolve.org/main/national/preview/
publication/pdf/The%20Impact%20of%
20Environmental%20Factors,%20Body%20Weight%
20and%20Exercise%20on%20 Fertility.pdf

Med Help provides patient medical information:
www.medhelp.org

Bio News provides news, information, and comment in
assisted reproduction and genetics
www.bionews.org.uk

U.S. National Institutes of Health
www.nih.gov

Cross-Cultural

Guidelines on multicultural education, training,
research, practice, and organizational change for
psychologists.
www.apa.org

TREATMENT MODALITIES

Behavioral Medicine

Mind-Body Medicine Institute at Harvard University
www.mbmi.org

Association for the Advancement of Behavioral Therapy
AABT
www.aabt.org

Complementary and Alternative Medicine

National Center for Complementary and Alternative
Medicine, NIH
http://nccam.nih.gov/

Public Broadcasting Service (PBS)
http://thenewmedicine.org

Sexual Counseling

Sexuality Special Interest Group (SSIG) of ASRM
www.asrm.org

American Association of Sex Educators, Counselors,
and Therapist AASECT
www.aasect.org

Female Sexual Dysfunction Online from Baylor College
of Medicine provides clinicians and researchers with edu-

cational materials, including the contributions that rela-
tionship factors and psychosocial issues make to these
disorders:
SiteInfo@FemaleSexualDysfunctionOnline.org

MEDICAL COUNSELING ISSUES

Medically Complicating

Fertile HOPE offers resource information, support ser-
vices, and at times financial grants for cancer survivors
dealing with reproductive issues:
http://www.fertilehope.org

Premature Ovarian Failure information:
http://pof.nichd.nih.gov

DES at website – Center for Disease Control
www.cdc.gov/des

DES Action
www.desaction.org

DES Cancer Network
www.descancer.org

Turner’s Syndrome
www.turner-syndrome-us.org

Genetic Counseling

Alliance of Genetic Support Groups
www.geneticalliance.org

CDC Genomics and Disease Prevention provides lec-
tures, slices, audio, video and downloads including
Importance of Race, Ethnicity, and Genetics in Biomedi-
cal Research and Clinical Practice:
www.cdc.gov/genomics/info/presentations.htm

American Board of Genetic Counselors
www.abgc.net

Genetic Counseling Special Interest Group (GCSIG)
of ASRM
www.asrm.org

Genetic Interest Group
www.gig.org.uk

Human Genetics Commission
www.hgc.gov.uk

Preimplantation Genetic Diagnosis International
Society
www.pgdis.org

Pregnancy Loss

March of Dimes – pregnancy and newborn loss
http://www.marchofdimes.com/pnhec/572 4009.asp

Request to put a “stop” on baby mailings is:
www.meadjohnson.com or 1-800-BABY123
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Share Pregnancy and Infant Loss and Support Office
http://www.nationalshareoffice.com/index.shtml

Miscarriage Support Auckland, Inc.
http://www.miscarriagesupport.org.nz/what mis.html

Center for Loss in Multiple Births (CLIMB)
www.climb-support.org

Angels Forever – a parental support network for
multiple loss
www.angels4ever.com

SIDS Alliance
http://www.sidsalliance.org

Pregnancy Termination Support
www.aheartbreakingchoice.com

ASRM Recurrent Pregnancy Loss Fact Sheet
http://www.asrm.org/Patients/FactSheets/
recurrent preg loss.pdf

Medline at National Institutes of Health
http://www.nlm.nih.gov/medlineplus/
pregnancyloss.html

THIRD-PARTY REPRODUCTION

Donor Recipients and Offspring

Donor Conception Network (England)
http://www.dcnetwork.org

Donor Conception Support Group (Australia)
http://www.dcsg.org.au

Information Donogene Insemination (Germany)
http://www.spendersamenkinder.de

Embryo Donation

See www.resolve.org for additional information regard-
ing embryo donation patient and professional resources,
and a directory listing of member clinics of the Society of
Assisted Reproductive Technology (www.sart.org) in the
United States that provide embryo donation services.

Snowflakes
www.nightlight.org/snowflakeslanding.asp

Embryos Alive
www.embryosalive.com

National Embryo Donation Center
www.embryodonation.org

Surrogacy

The American Surrogacy Center, Inc. offers a website
with information regarding surrogacy.
www.surrogacy.com

COTS (Childlessness Overcome through Surrogacy) –
an organization from the UK providing information
regarding surrogacy and IVF.
http://www.surrogacy.org.uk/

Surrogate Parenting Services
www.surrogateparenting.com

OPTS (The Organization for Parents through
Surrogacy)
http://www.opts.com/

ALTERNATIVE FAMILY BUILDING

Adoption

Joint Council on International Children’s Services
www.jcics.org

National Adoption Information Clearinghouse
www.naic.acf.hhs.gov

Evan B. Donaldson Adoption Institute
www.adoptioninstitute.org

Rainbow Kids – international adoption newsletter
www.rainbowkids.com

Families with Children from China
www.FWCC.org

Families for Russian and Ukrainian Adoptions
www.FRUA.org

National Adoption Center
www.adopt.org

www.adopting.org (includes link to EurAdopt, an associ-
ation of adoption organizations in 12 western European
countries, as well as worldwide links)

The Center for Adoption Support and Education
www.adoptionsupport.org

Department for Education and Skills (England)
www.dfes.gov.uk/adoption

Australian Society of Intercountry Aid for Children
www.asaic.org

Australians Caring for Children
www.accau.org

General Adoption Information (U.S.)

www.Adoption.com

General Adoption Information (U.K.)

www.adoption.org.uk
www.adoptionuk.org
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Adoption Groups and Discussion Boards

www.adoptionboards.com

Childfree

Global Infertility and Childlessness
World Health Organization – Infertility
http://www.who.int/reproductive-health/infertility/
report content.htm

No Kidding! Non-profit social club/resource with local,
national and international chapters based in Canada
http://www.nokidding.net

Kidding Aside – The British Childfree Association
http://www.kiddingaside.net

Internet Mailing List
http://groups/yahoo.com/group/CF and like kids/

POST-INFERTILITY COUNSELING ISSUES

Pregnancy

Depression After Delivery
www.depressionafterdelivery.com or (800) 944–4773

Postpartum Support International
www.postpartum.net/ or (631) 422–2255

Marce Society – Professional organization on
postpartum depression
www.marcesociety.com

Triplet Connection
http://www.tripletconnection.org

The Center for Study of Multiple Births
www.multiplebirth.com

Resource for Parenatal Complications and Loss
www.aplacetoremember.com

Parenting

Advice for New Parents provides resources for parents of
infants, babies and toddlers:
www.babycenter.com/

Family.Com columnists who dispense advice on every
topic:
www.family.com/

ParentsPlace.Com parenting advice on the net:
www.parentsplace.com/

PositiveParenting.Com offers on-line parenting classes
and links to other good parenting sites:
www.positiveparenting.com/

Fatherhood
Father’s World is an on-line community for men who
want to learn more about fatherhood:
www.fathersworld.com

Fatherwork web site to encourage good fathering:
www.fatherwork.byu.edu

Gay Parenting
Family Pride Coalition advances the well-being of les-
bian, gay, bisexual, and transgendered parents and their
families:
www.familypride.org

Alternative Family Magazine provides information for
gay parents:
www.altfammag@aol.com

Colage (Children of Lesbians and Gays Everywhere)
support network for children of gay and bisexual
parents:
www.colage.org/

Rainbow Families is a midwest organization for gay and
lesbian parents and their children:
www.rainbowfamilies.org

Children

Talking to Children about Donor Conception:
http://www.theafa.org/faqs/afa
talktoovumdonorchildren.html

Bibliography on Children’s Books:
http://www.asrm.org/Professionals/PG-SIG-Affiliated
Soc/MHPG/MHPG Childrens Bibliography.pdf

www.mybeginnings.org

www.thewaywardstork.com

www.xyandme.com

INFERTILITY COUNSELING IN PRACTICE

Ethics

ASRM Ethics Committee Reports
http://www.asrm.org/Media/Ethics/ethicsmain.html

President’s Council on Bioethics
www.bioethics.gov

International Bioethics Committee
www.unesco.org/shs/bioethics

European Group on Ethics in Science and New
Developments
http://europa.eu.int/comm/europea group ethics/
index en.htm
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Abdominal Pregnancy. A pregnancy that has implanted
on structures in the abdomen other than the uterus,
fallopian tubes, or ovaries. It usually implants on tissue
in the abdomen known as the omentum.

Acquired Immunodeficiency Syndrome (AIDS). A dis-
ease caused by the Human Immunodeficiency Virus
(HIV) that impairs the body’s immune system and leads
to severe infections and eventually death.

Acrosome. A membrane-bound portion of the end
of the sperm head that contains enzymes neces-
sary to penetrate the egg’s outer covering (zona
pellucida).

ACTH. See adrenocorticotropic hormone.

Addison’s Disease. Failure of the adrenal glands result-
ing in a deficiency in the secretion of adrenocortical
hormones.

Adenoma. A benign (non-cancerous) growth of cells
that usually does not invade adjacent tissue. A pituitary
adenoma can disrupt ovulation and menstruation.

Adenomyosis. A benign (non-cancerous) inva-
sion of endometrial tissue into the muscular wall
(myometrium) of the uterus; can be associated with
painful or heavy menses.

Adhesions. Bands of fibrous scar tissue that may bind
the pelvic organs and/or loops of bowel together. Adhe-
sions can result from previous infections, endometrio-
sis, or surgeries.

Adoptive Parents. Parents who have children by
adoption.

Adrenal Glands. Glands located above each kidney
that secrete hormones, such as cortisol, aldosterone,

∗Used with permission, American Society of Reproductive
Medicine, Birmingham, AL, 2005.

adrenaline, and androgens, that help the body with-
stand stress and regulate metabolism. Altered function
of these glands can disrupt menstruation.

Adrenal Hyperplasia. An abnormal or unusual increase
in the production of androgens by the adrenal glands.
This disorder is the result of a genetic problem.

Adrenocorticotropic Hormone (ACTH). A pituitary hor-
mone that stimulates the adrenal gland to produce
androgens and cortisol.

Agency Adoption. An adoption that takes place through
an established institution, either public or private, that
exists for the purpose of facilitating adoptions.

Amenorrhea. The absence of menstrual periods.

American Society for Reproductive Medicine (ASRM).
A nonprofit, professional medical organization of
more than 8,000 health care specialists interested in
reproductive medicine. Contact info: American Soci-
ety for Reproductive Medicine, 1209 Montgomery
Highway, Birmingham, AL 35216; (205) 978–5000;
asrm@asrm.org; www.asrm.org.

Amniocentesis. A procedure in which a small amount
of amniotic fluid is removed through a needle from the
fetal sac at about 16 weeks into a pregnancy. The fluid is
studied for chromosomal abnormalities that may affect
fetal development.

Amnion. Thin membrane that expands to enclose a
developing fetus. This membrane (sac) holds the amni-
otic fluid that protects the developing fetus.

Anabolic Steroid. A synthetic androgen-like hormone
sometimes used to increase muscle size.

Androgens. Hormones produced by the testes, ovaries,
and adrenal glands responsible for encouraging mas-
culine characteristics. Often referred to as “male”

597
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hormones. Androgens are produced in males and
females, but males have much higher levels.

Androstenedione. An androgenic hormone naturally
made by the ovaries, testes, and adrenal glands. The
body turns it into testosterone. Androstenedione sold
as a “natural” supplement is made from plant chemicals
and is not regulated by the FDA. It is often marketed as
an athletic performance and muscle enhancer, but its
safety and effectiveness are controversial.

Anemia. A reduction in the number of red blood cells,
which carry oxygen in the body. Anemia is characterized
by weakness or listlessness.

Anovulation. Absent ovulation.

Antibodies. Proteins that are produced by the body to
attack and destroy foreign substances, such as bacteria
and viruses. Antibodies are an important part of the
body’s immune system.

Anticardiolipin Antibodies. A type of a group of
antiphospholipid antibodies that may be associated
with miscarriage.

Antiphospholipid Antibodies. See anticardiolipin
antibodies.

Antisperm Antibodies. Immune or protective proteins
(immunoglobulins) that attack and destroy the sperm
because they recognize it as a foreign substance.
Antisperm antibodies may be present in the male in
blood or sperm or in the female in blood or cervical
mucus.

Appendicitis. A condition where the appendix (a tubular
structure attached to the colon) becomes infected and
inflamed and can be associated with the formation of
adhesions in the proximity of the fallopian tube.

Arcuate Uterus. A birth defect in which the uterine cav-
ity is slightly indented at the central upper portion.

ART (Assisted Reproductive Technology). Procedures
performed in a laboratory or physician office that facil-
itate pregnancy. Examples of ART include in vitro fer-
tilization (IVF) and gamete intrafallopian fertilization
(GIFT).

Assay. A medical term meaning “test.”

Assisted Hatching (AH). A procedure in which the zona
pellucida (outer covering) of the embryo is partially
opened, usually by application of an acid, to facilitate
embryo implantation and pregnancy.

Assisted Reproductive Technology (ART). All treat-
ments that include laboratory handling of eggs, sperm,
and/or embryos. Some examples of ART are in vitro fer-
tilization (IVF), gamete intrafallopian transfer (GIFT),

pronuclear stage tubal transfer (PROST), tubal embryo
transfer (TET), and zygote intrafallopian transfer
(ZIFT).

Asymmetric. Not symmetrical. Each side is not equal.

Atherosclerosis. A condition that results from the col-
lection of fatty substances in the inner layer of the arter-
ies. It is a common cause of arterial blockage.

Atresia. The natural process by which eggs age and
degenerate.

Autoimmune. A condition in which the body’s immune
system attacks its own tissues, falsely recognizing them
as foreign.

Azoospermia. The complete absence of sperm in semen.

Basal Body Temperature (BBT). The body temperature
at rest. The temperature is taken orally each morning
immediately upon awakening and recorded on a BBT
chart. The readings are studied to help identify ovula-
tion, which usually occurs at approximately the same
time as the rise in BBT.

Bicornuate Uterus. A birth defect in which the external
contour of the uterus and the contour of the uterine
cavity appear to be heart-shaped with a central inden-
tation. This condition may result in premature labor or
abnormal positioning of the fetus in the uterus.

Biochemical Pregnancy. A pregnancy that is detected by
the presence of pregnancy hormone (human chorionic
gonadotropin – hCG) in the blood, but no fetus is visible
on ultrasound and the woman has a menstrual period.

Biological Child. The child produced by the union of
the sperm and the egg of the birth parents.

Biological Parents. The parents who supply the egg and
sperm that produce a child.

Biopsy. The removal of a small tissue sample for micro-
scopic examination. The term “biopsy” also refers to the
tissue removed during the procedure.

Birth Control Pills. Also known as oral contraceptives.
The pills contain a mixture of synthetic estrogen and
progestin. Proper usage prevents pregnancy by sup-
pressing ovulation and decreasing the ovarian secretion
of hormones, including androgens.

Bladder. A bag-like structure located in the lower
abdomen that holds urine flowing from the kidneys.

Blastocyst. An embryo that has formed a fluid-filled cav-
ity, and the cells begin to form the early placenta and
embryo, usually 5 days after ovulation or egg retrieval.

Bone Densitometry. A radiological procedure used to
measure the density of bone.
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Bone Density. The amount of bone material in a given
volume of bone.

Bromocriptine (Parlodel®). A drug used to suppress the
production of prolactin by the pituitary gland.

Carcinoma. The medical term for cancer.

Centers for Disease Control and Prevention. Federal
agency for protecting the health and safety of peo-
ple at home and abroad, providing credible informa-
tion to enhance health decisions, and promoting health
through strong partnerships.

Cerclage. Placement of a non-absorbable suture around
an incompetent (weak) cervical opening in an attempt
to keep it closed and thus prevent miscarriage. Also
know as a cervical stitch.

Cerebral palsy. A disorder causing damage to one or
more specific areas of the brain usually occurring dur-
ing fetal development; before, during or shortly after
birth; or infancy. Cerebral palsy is characterized by an
inability to fully control motor function, particularly
muscle control and coordination. Other problems that
may arise are difficulties in feeding, bladder and bowel
control, problems with breathing, skin disorders and
learning disabilities.

Cervical Agenesis. An undeveloped or absent cervix that
obstructs the opening of the uterus.

Cervical Canal. The passageway leading from the vagina
into the uterus.

Cervical Mucus. The substance in the cervix through
which sperm must swim in order to enter the uterus.

Cervix. The narrow, lower part of the uterus that opens
into the vagina. The cervical canal runs through the
cervix and connects the vagina with the uterine cavity.
The cervix produces mucus through which sperm must
swim before entering the uterine cavity and then the
fallopian tubes.

Cesarean Section. Removal of a fetus through an inci-
sion in the mother’s abdomen rather than by vaginal
delivery.

Chemical Pregnancy. See biochemical pregnancy.

Chemotherapy. The treatment of diseases with chemi-
cals that have a toxic effect on the disease-causing pro-
cess and may be acutely harmful to the individual.

Chlamydia. A sexually transmitted bacteria that causes
pelvic infections and subsequent damage to the fallop-
ian tubes.

Chorionic Villus Sampling (CVS). A procedure in which
a small sample of cells is taken from the placenta early
in a pregnancy for chromosomal testing.

Chromosomes. Rod-shaped structures located in the
nucleus of a cell that contain hereditary (genetic) mate-
rial. Humans have 23 pairs of chromosomes (46 total).
Two of the 46 are the sex chromosomes, which are the
X and Y chromosomes. Normally, females have two X
chromosomes and males have one X and one Y chro-
mosome.

Cleavage. The cell division of a fertilized egg.

Clinical Pregnancy. A pregnancy confirmed by an
increasing level of human chorionic gonadotropin
(hCG) and the presence of a gestational sac detected
by ultrasound.

Clomid®. See clomiphene citrate.

Clomiphene Citrate. An oral anti-estrogenic drug used
to induce ovulation in the female. It is also sometimes
used to increase testosterone levels in the infertile male,
which may, in turn, improve sperm production. The
trade names are Clomid® and Serophene®.

Clomiphine Citrate Challenge Test (CCCT). A test of
ovarian reserve in which serum FSH is checked on days
3 and 10 of the menstrual cycle and clomiphene citrate
is taken on days 5 through 9.

Closed Adoption. An adoption in which no information
is exchanged between the birth parents and the adoptive
parents.

Coagulator. An instrument used to cauterize bleeding
points or to “burn” away patches of endometriosis.

Collagen. The main protein of the white fibers of con-
nective tissue, cartilage, and bone.

Computerized Tomography (CT scan). An x-ray imag-
ing technique that creates a three-dimensional image
of internal organs.

Congenital. A physical abnormality that is present at
birth. The defect(s) may be due to an inherited problem,
such as abnormal chromosomes or genes, or due to an
influence occurring during pregnancy.

Contraindication. A medical situation that a particular
medication or treatment should not be used because of
possible risks and/or side effects.

Controlled Superovulation. The administration of ovu-
lation drugs that stimulate the ovaries to produce mul-
tiple eggs: also called superovulation, enhanced follic-
ular recruitment, controlled ovarian hyperstimulation,
or controlled ovarian stimulation.

Cornu. The area in the uterus where the fallopian tube
opens into the uterine cavity.

Corpus Luteum. Literally, a “yellow body.” A mass of
yellow tissue formed in the ovary from a mature follicle
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that has collapsed after releasing its egg at ovula-
tion. The corpus luteum secretes estrogen and large
quantities of progesterone, a hormone that prepares
the lining of the uterus (endometrium) to support a
pregnancy.

Cortisol. A hormone produced by the adrenal glands,
which are located on top of the kidneys in the area of
the back near the waistline. Cortisol is responsible for
maintaining the body’s energy supply, blood sugar, and
control of the body’s reaction to stress.

Cryopreservation. Freezing at a very low temperature,
such as in liquid nitrogen (−196 ◦C), to keep embryos
viable so as to store them for future transfer into a
uterus or to keep sperm viable.

Croypreserved. Frozen.

Danazol. An androgen-like drug used to treat
endometriosis. Danazol blocks ovulation and sup-
presses estrogen levels. The brand name is Danocrine®.

Degenerate. A condition of breakdown or decay, such
as when a fibroid outgrows its blood supply, begins to
deteriorate, and changes in size.

Dehydroepiandrosterone (DHEA). A hormone naturally
made by the adrenal glands. The body turns it into other
hormones such as estrogen and testosterone. DHEA
sold as a “natural” supplement is made from plant
chemicals and is not regulated by the FDA. It is often
marketed as an anti-aging medication, but its safety and
effectiveness are controversial.

DES. A synthetic hormone given in part during preg-
nancy to prevent miscarriage. Children from pregnan-
cies treated with DES can have abnormalities of the
reproductive system, including an increased risk of
ectopic pregnancy.

Dexamethasone (Decadron®). A synthetic drug, similar
to cortisone or cortisol, often used to treat an overactive
adrenal gland.

Diabetes Mellitus. A condition due to a lack of insulin
or lack of response to insulin, resulting in blood glucose
(sugar) levels that are too high.

Diagnostic Hysteroscopy. The insertion of a long, thin,
lighted telescope-like instrument, called a hysteroscope,
through the vagina, cervix, and into the uterus in order
to look inside the uterine cavity.

Diagnostic Laparoscopy. The insertion of a long, thin,
lighted telescope-like instrument, called a laparoscope,
through the navel into the abdomen in order to look at
the internal pelvic organs, such as the uterus, ovaries,
and fallopian tubes.

Diazoxide. A medication that is used to lower blood
pressure. The brand name is ProglycemTM.

Didelphic Uterus. A complete double uterus and dou-
ble cervix. It is often also associated with a partial or
complete double vagina.

DilantinTM. An anti-seizure medication. The generic
name is phenytoin.

Dilation and Curettage (D&C). An outpatient surgical
procedure during which the cervix is dilated and the
tissue contents of the uterus are emptied. The tissue is
often used for microscopic examination.

Dilator. Instrument(s) used to enlarge a small opening,
such as the cervix.

Disorders of Descent. Birth defects in the female repro-
ductive system that result when the mullerian ducts and
the upper part of the urogenital sinus do not properly
join.

Disorders of Fusion. Birth defects in the female repro-
ductive system that result from the failure of the two
mullerian ducts to join together.

Distal Tubal Blockage. Blockage at the end of the fal-
lopian tube farthest away (distal) from where it joins
the uterus and near where it meets the ovary.

Diuretic. A medication or drug that increases the loss
of water from the body in the form of urine.

Dizygotic. Di-two; zygote-fertilized egg. Two separate
eggs fertilized by separate sperm in a single pregnancy.
Fraternal twins.

Domestic Adoption. An adoption of a child from the
same country of citizenship as the adoptive parents.

Dominant Follicle. The largest follicle among develop-
ing follicles in the ovary.

Donor. A woman who provides eggs, a man who pro-
vides sperm, or a couple who provide embryos for a
recipient man, woman, or couple.

Donor Eggs. The eggs taken from the ovaries of a fertile
woman and donated to an infertile woman to be used
in an assisted reproductive technology procedure using
IVF or GIFT. Also see Egg Donation.

Donor Embryo. Embryos produced from the sperm and
egg of one couple and donated to an infertile woman or
couple.

Donor Embryo Transfer. The transfer of an embryo
donated by one couple into the uterus of an infertile
woman.

Donor Insemination (DI). The process of placing sperm
from a donor (a man who is not a woman’s sexual
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partner) into a woman’s reproductive tract for the
purpose of producing a pregnancy. The resulting child
will be biologically related to the woman but not to her
partner.

Donor Sperm. The sperm donated by a fertile man who
is not the recipient’s partner.

Down Syndrome. A genetic disorder caused by the pres-
ence of an extra chromosome 21 and characterized by
mental retardation, abnormal facial features, and med-
ical problems such as heart defects.

Dysfunctional Uterine Bleeding (DUB). Abnormal uter-
ine bleeding with no evidence of mechanical or struc-
tural cause. The cause of DUB is deficient or excessive
production of estrogen and/or progesterone.

Dyspareunia. Pain with intercourse; sometimes a symp-
tom of endometriosis.

Early Menopause. Cessation of menstrual periods due
to failure of the ovaries before age 40. The average age
of menopause in the United States is 52. Also see Pre-
mature Ovarian Failure.

Ectopic (Extrauterine) Pregnancy. A pregnancy in the
fallopian tube or elsewhere outside the lining of the
uterus.

Efferent Ducts. Tubular structures that conduct sperm
from the seminiferous tubules in the testis to the epi-
didymis.

Egg (ooycte). The female sex cell (ovum) produced by
the ovary, which, when fertilized by a male’s sperm, pro-
duces an embryo.

Egg Retrieval (harvest). The procedure in which eggs
(oocytes) are obtained by inserting a needle into the
ovarian follicle and removing the fluid and the egg
by suction. Also called oocyte aspiration or follicle
aspiration.

Ejaculation. The expulsion of semen (sperm and glan-
dular fluid) from the urethra at the time of male orgasm.
Semen is also referred to as the “ejaculate.”

Ejaculatory Duct. A duct formed by the joining of the
seminal vesicles with the vas deferens.

Electroejaculation (EEJ). Procedure to cause ejacula-
tion of sperm, performed by electrical stimulation of
tissue in the region of the prostate.

Electrosurgical Instrument. A surgical instrument
using electric current to burn, incise (cut), and elimi-
nate unwanted tissue.

Embryo. An organism in the early stages of devel-
opment, arising after the union of sperm and egg
(fertilization).

Embryo Culture. Growth of an embryo in a laboratory
(culture) dish.

Embryo Transfer. Placement of an embryo into the
uterus through the vagina and cervix or, in the case of
zygote intrafallopian transfer (ZIFT) or tubal embryo
transfer (TET), into the fallopian tube.

Endocrinologist. A physician who specializes in
endocrinology, which is the medical specialty con-
cerned with hormonal secretions and their actions.

Endometrial Ablation. A hysteroscopic procedure used
to remove portions of the endometrium (uterine lining);
sometimes used to treat abnormal uterine bleeding.

Endometrial Biopsy. Removal of small pieces of tissue
from the endometrium (lining of the uterus) for micro-
scopic examination. The results may indicate whether
or not the endometrium is at the appropriate stage
for successful implantation of a fertilized egg (embryo)
and/or if it is inflamed or diseased.

Endometrial Polyp. Benign (non-cancerous) tissue
mass in the endometrial (uterine) lining which can lead
to excessive uterine bleeding and cramping.

Endometriomas. Blood-filled cysts that can occur when
endometrial tissue develops in the ovary.

Endometriosis. A condition where endometrial-like tis-
sue (the tissue that lines the uterus) develops outside
of the uterine cavity in abnormal locations such as the
ovaries, fallopian tubes, and abdominal cavity. This tis-
sue can grow with hormonal stimulation and cause
pain, inflammation, and scar tissue. It may also be asso-
ciated with infertility.

Endometritis. An inflammation of the endometrial lin-
ing caused by bacterial invasion.

Endometrium. The lining of the uterus that is shed each
month with the menstrual period. As the monthly cycle
progresses, the endometrium thickens and thus pro-
vides a nourishing site for the implantation of a fer-
tilized egg (embryo).

Epididymis. A tightly coiled system of tiny tubing where
sperm collect after leaving the testis. Sperm continue
to mature as they are pushed through the epididymis,
which covers the top and back sides of each testis.

Estradiol. The predominant estrogen (hormone) pro-
duced by the follicular cells of the ovary.

Estrogen. A class of female sex hormones produced by
the ovaries that are responsible for the development of
female sex characteristics. Estrogens are largely respon-
sible for stimulating the uterine lining to thicken dur-
ing the first half of the menstrual cycle in preparation
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for ovulation and possible pregnancy. They are also
important for healthy bones and overall health. A small
amount of these hormones is also produced in the male
when testosterone is converted to estrogen. Estradiol
is the main estrogen. Estradiol and estrone are the
main two estrogens in ovulating women. Ninety-five
percent of all estradiol is produced by the developing
follicle.

Estrogen Therapy. The term commonly used to indi-
cate the administration of exogenous estrogens to post-
menopausal women and those who have had their
ovaries removed.

Fallopian Tubes. A pair of tubes attached to the uterus,
one on each side, providing the path by which the egg
travels from the ovary to the uterus and in which the
egg can be fertilized by the sperm.

Familial Hyperlipidemia. The presence of abnormally
high amounts of fat cells (lipids) in the circulating
blood. Familial means affecting several members of the
same family.

Fecundity. Probability of conception occurring in a
given period of time, usually one month.

Fertilization. The fusion of sperm and egg.

Fetus. An unborn child.

Fibroids. Benign (non-cancerous) tumors of the uterine
muscle wall that can cause abnormal uterine bleeding.
Also see Leiomyomas or Myomas.

Fimbriae. The flared end (fingers) of the fallopian tube
that sweeps over the surface of the ovary and helps to
direct the egg into the tube.

Finasteride. An antiandrogen medication that blocks
the conversion of testosterone to its more active
metabolite, dihydrotestosterone. May be prescribed to
reduce hair loss associated with male pattern baldness
and for enlarged prostate in men. Brand names are
Propecia® and Proscar®.

Flutamide. Flutamide is an antiandrogen medication
that blocks androgen receptors, preventing the actions
of androgens. Flutamide is used in the treatment of
prostate cancer, and as off-label, it has been used
to treat excess hair in women. The brand name is
Eulexin®.

Foley Catheter. A catheter usually used to drain urine
and retained in the bladder by a balloon inflated with
air or liquid. The balloon of the catheter may be placed
in the uterus to prevent scar tissue formation following
uterine surgery.

Folic acid. A B-complex vitamin present in many sup-
plements that is important for fetal development.

Follicle, hair. A tubular sheath that surrounds the lower
part of the hair shaft, supplies the growing hair with
nourishment, and gives life to new hairs.

Follicle, ovarian. A fluid-filled sac located just beneath
the surface of the ovary, containing an egg (oocyte)
and cells that produce hormones. The sac increases in
size and volume during the first half of the menstrual
cycle and at ovulation, the follicle matures and ruptures,
releasing the egg. As the follicle matures, it can be visu-
alized by ultrasound.

Follicle-Stimulating Hormone (FSH). The pituitary hor-
mone responsible for stimulating the growth of the cells
that form the follicle that surrounds the egg. In women,
FSH is the pituitary hormone responsible for stimulat-
ing follicular cells in the ovary to grow, stimulating egg
development and the production of the female hormone
estrogen. In the male, FSH is the pituitary hormone that
travels through the bloodstream to the testes and helps
stimulate them to manufacture sperm. In addition,
FSH is the hormone in injectable ovulation drugs that
promotes growth of the follicles, and which also may
be used to promote spermatogenesis in hypogonadal
men.

Follicular Phase. The first half of the menstrual cycle
(beginning on day one of bleeding) during which the
dominant follicle grows, matures, and secretes large
amounts of estrogen.

Frank Technique. A technique to elongate and enlarge
a vaginal pouch by using a series of increasingly larger
dilators.

Fructose. In men, a sugar made in the seminal vesicles
that normally appears in the semen. The presence or
absence of fructose in the semen may indicate the loca-
tion of a blockage in the duct system.

Galactorrhea. A small amount of breast milk produc-
tion by a woman who is not nursing; caused by elevated
levels of the pituitary hormone prolactin.

Gamete Intrafallopian Transfer (GIFT). An assisted
reproductive technology that involves surgically remov-
ing eggs from a woman’s ovary, combining them with
sperm, and immediately injecting the eggs/sperm mix-
ture into the fallopian tube. Fertilization then hope-
fully takes place inside the fallopian tube. One disad-
vantage of GIFT is the inability to know whether or not
fertilization took place if the woman does not become
pregnant.

Gametes. Germ cells referring to either sperm and/or
eggs.

Genes. Structures located on chromosomes that con-
tain “blueprints” for inherited characteristics.
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Genetic. Referring to inherited conditions, usually due
to the genes located on the chromosomes.

Genitourinary Tract. Refering to the organs of the
reproductive and urinary tracts.

Gestation. Pregnancy.

Gestational Carrier. A woman who carries a pregnancy
for another couple. The pregnancy is derived from the
egg and sperm of persons not related to the carrier.
Although the carrier carries the pregnancy to term, she
has neither a genetic relationship nor rearing rights or
responsibilities to the resulting child.

Gestational Diabetes. Elevated blood sugar levels in the
mother while she is pregnant. During pregnancy, the
placenta normally produces hormones that antagonize
insulin. With a multiple pregnancy, more of these hor-
mones are produced and lead to a rise in the mother’s
blood sugar.

Gestational Sac. The fluid-filled sac surrounding an
embryo that develops within the uterine cavity. Ultra-
sound can detect the sac in the uterus at a very early
stage of pregnancy.

GnRH Agonists. Synthetic hormones similar to the
naturally occurring gonadotropin-releasing hormones
(GnRH) secreted by the hypothalamus. GnRH agonists,
when given in short pulses, stimulate FSH and LH pro-
duction by the pituitary gland. However, when given in
more prolonged doses, they decrease FSH and LH pro-
duction by the pituitary, which in turn decrease ovarian
hormone production. Brand names include Lupron®,
Synarel®, and Zolodex®.

GnRH Analog. A long-acting synthetic hormone sim-
ilar to the naturally occurring gonadotropin-releasing
hormone produced by the hypothalamus. There are
two types of GnRH analogs: GnRH agonists and GnRH
antagonists. Both types will suppress the secretion of
FSH and LH from the pituitary gland.

GnRH antagonists. Synthetic hormones similar to the
naturally occurring gonadotropin releasing hormone
that have an immediate suppressive effect on the pitu-
itary gland. GnRH antagonists are used to prevent pre-
mature ovulation.

Gonadotropin-Releasing Hormone (GnRH). The nat-
ural hormone secreted by the hypothalamus that
prompts the pituitary gland to release follicle stimu-
lating hormone (FSH) and luteinizing hormone (LH)
into the bloodstream. This in turn stimulates the ovaries
to produce estrogen, progesterone, and to ovulate.
Factrel® and Lutrepulse® are brand names.

Gonadotropins. Follicle stimulating hormone (FSH)
and luteinizing hormone (LH). FSH and LH may

be purified or synthetically produced to be used
as ovulatory drugs. hMG (human menopausal
gonadotropin – Pergonal®, HumegonTM, RepronexTM,
MenopurTM); hFSH (human follicle stimulating
hormone – Metrodin®, FertinexTM, BravelleTM);
rFSH (recombinant follicle stimulating hormone –
Gonal FTM, FollistimTM); and hCG (human chorionic
gonadotropin – Profasi®, APL®, Pregnyl®, NovarelTM,
Ovidrel®.

Gonorrhea. A sexually transmitted disease caused by
the gonococcus bacterium that can cause pelvic infec-
tions, scar tissue, and tubal damage in the female. In
the male, gonorrhea can cause obstructions in the ducts
that transport sperm.

HAIR-AN Syndrome (Hyperandrogenism, Insulin
Resistance, Acanthosis Nigricans). A genetic disorder
associated with very high circulating levels of insulin
and androgens.

Hair Follicle. A tubular sheath that surrounds the lower
part of the hair shaft and supplies the growing hair with
nourishment.

Hair Shaft. The part of the hair that is visible above the
skin.

HDL Cholesterol. The “good” type of cholesterol that is
composed of a high proportion of protein and is asso-
ciated with a decreased chance of developing heart dis-
ease.

Hematomas. Localized collections of blood that seep
from the blood vessels into tissue, like a very large
bruise.

Hemivagina. One side of a double vagina.

Hemophilia. An inherited blood defect found almost
exclusively in males. It is characterized by delayed blood
clotting and bleeding problems.

Hemorrhoids. A painful swelling of a vein in the anal
region often accompanied by bleeding.

Heparin. A blood-thinning medication given by
injection.

Hepatitis B and C. Viruses that may be sexually trans-
mitted, or transmitted by contact with blood and other
bodily fluids, that can cause infection of the liver lead-
ing to jaundice and liver failure.

Hirsutism. The growth of long, coarse hair on the face,
chest, upper arms, and upper legs of women in a pattern
similar to that of men. Hirsutism may be due to ethnic
background or to excess levels of androgens.

Home Study. Part of the adoptive process, either pub-
lic or private, in which an adoption worker examines
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the home environment where the adoptive child will be
placed.

Hormone. A substance secreted from organs of the
body, such as the pituitary gland, adrenal gland, or
ovaries, which is carried by a bodily fluid such as blood
to other organs or tissues where it exerts a specific
action.

Hormone Therapy. The term commonly associated with
the use of synthetic hormonal medications to substi-
tute for the natural hormones that are lost due to
menopause.

Hot Flash. Also called vasomotor flush. A sudden brief
flushing and sensation of heat caused by dilation of skin
capillaries. Hot flashes are associated with menopausal
hormonal imbalances.

Human chorionic gonadotropin (hCG). A hormone pro-
duced by the placental tissue. Its detection is the basis
of most pregnancy tests. Also refers to the medication
used during ovulation induction to cause ovulation and
the final stages of egg maturation. The U.S. trade names
are A.P.L.®, Pregnyl®, and Profasi®.

Human Immunodeficiency Virus (HIV). A retrovirus
that causes acquired immune deficiency syndrome
(AIDS), a disease that destroys the body’s ability to pro-
tect itself from infection and disease. It is transmitted
by the exchange of bodily fluids or blood transfusions.

Human Menopausal Gonadotropins (hMG). A fertil-
ity drug containing follicle stimulating hormone (FSH)
and luteinizing hormone (LH). It is derived from the
urine of postmenopausal women. hMG is used to stim-
ulate the growth of multiple follicles. Examples of
trade names are Pergonal®, HumegonTM, RepronexTM,
Menopur TM.

HumegonTM. Brand name of human menopausal
gonadotropins (hMG): see human menopausal
gonadotropins (hMG).

Huntington’s Disease. An inherited disorder of the cen-
tral nervous system that develops in adulthood and may
cause irregular, spasmodic, involuntary movements of
the limbs or facial muscles.

Husband Insemination (HI). A procedure in which
sperm from a woman’s partner is placed into her repro-
ductive tract for the purpose of increasing the chance
of pregnancy.

Hydrosalpinx. A blocked, dilated, fluid-filled fallopian
tube.

Hymen. The remnant of the hymenal membrane which
normally partially covers the entrance to the vagina.
If the hymenal membrane does not resorb, it will be

“imperforated” and can result in blood accumulation
above the membrane when menstruation begins.

Hymenal Membrane. A thin layer of tissue that covers
the end of the vagina in the developing fetus.

Hyperandrogenism. A condition in which women have
elevated levels of androgens (male hormones).

Hyperplasia. The excessive formation of normal cells
within tissue or organs.

Hyperthyroidism. An abnormal increase in the amount
of thyroid hormone produced by the thyroid gland.

Hypospadias. A congenital abnormality of the penis in
which the urethra opens on the underside of the penis
rather than at the tip. This condition may prevent the
semen from being deposited into the female reproduc-
tive tract during intercourse.

Hypothalamic Disorders. Disorders that occur in the
hypothalamus, which is the thumb-sized area at the
base of the brain that secretes hormones to regulate
the pituitary gland.

Hypothalamus. A thumb-sized area in the base of the
brain that controls many body functions, regulates the
pituitary gland, and releases gonadotropin releasing
hormone (GnRH).

Hysterectomy. The surgical removal of the uterus. Hys-
terectomy may be performed through an abdominal
incision (laparotomy), through the vagina (vaginal hys-
terectomy), or through laparoscopy-assisted vaginal
hysterectomy (LAVH). Sometimes the ovaries and fal-
lopian tubes are also removed.

Hysterosalpingogram (HSG). An x-ray procedure in
which a special media (a dye-like solution) is injected
through the cervix into the uterine cavity to illustrate
the inner shape of the uterus and degree of openness
(patency) of the fallopian tubes.

Hysteroscope. A thin, lighted, telescope-like instrument
that is inserted through the vagina and cervix into the
uterine cavity to allow viewing of the inside of the
uterus.

Hysteroscopic Metroplasty. Surgical repair of a uter-
ine defect using a hysteroscope and other surgical
instruments.

Hysteroscopy. A procedure in which a long, thin, lighted
telescope-like instrument, (hysteroscope), is inserted
through the cervix and into the uterus to examine the
inside of the uterine cavity. Hysteroscopy can be used to
both diagnose and surgically treat uterine conditions.

Identified Adoption. Also known as agency-assisted
adoption. An adoption where the prospective adoptive
parents locate a child or birth parents and use the
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services of an agency to assist with and finalize the
adoption.

Idiopathic. Unexplained.

Immune System. The body system that is responsi-
ble for protecting against foreign substances such as
viruses and bacteria.

Immunoglobulins. Proteins in the body that act like
antibodies; they attack foreign substances such as
viruses and bacteria and are important components in
the body’s immune system.

Immunologic Factors. Antibodies or allergic responses
that may cause certain types of infertility.

Imperforate Hymen. A birth defect in which the
hymenal membrane does not break down before birth
and therefore obstructs the vagina.

Implantation. The process whereby an embryo embeds
in the uterine lining to obtain nutrition and oxygen.
Sometimes an embryo will implant in areas other than
the uterus, such as in a fallopian tube. This is known as
an ectopic pregnancy.

Implants (of endometriosis). Patches of endometrial tis-
sue (tissue that lines the uterus) growing outside of the
uterus in abnormal locations such as the abdominal
cavity or ovaries.

Impotence. The inability of a male to achieve or main-
tain an erection.

Incompetent Cervix. A cervix (the narrow, lower end
of the uterus) that is incapable of staying closed and
holding a pregnancy without surgical correction.

Independent or Private Adoption. An adoption that
takes place outside an agency. It is usually facilitated by
a lawyer, minister, and/or physician who serves as an
intermediary between the birth parents and the adop-
tive parents.

Infertility. Infertility is the result of a disease (an inter-
ruption, cessation, or disorder of body functions, sys-
tems, or organs) of the male or female reproductive
tract that prevents the conception of a child or the
ability to carry a pregnancy to delivery. The dura-
tion of unprotected intercourse with failure to con-
ceive should be about 12 months before an infertil-
ity evaluation is undertaken, unless medical history,
age, or physical findings dictate earlier evaluation and
treatment.

Infertility Workup. A series of tests performed to deter-
mine the cause(s) of infertility.

Inhibin. A substance produced by granulosa cells in the
ovaries in females and the testes in males. It signals

the pituitary gland to slow down the release of follicle
stimulating hormone (FSH).

Insemination. Placement of sperm into the uterus or
cervix for producing a pregnancy, or adding sperm to
eggs in IVF procedures.

International Adoption. Adoption of a child from a
country other than that of the adoptive parents.

Interracial Adoption. Adoption of a child of a race other
than that of the adoptive parents.

Interstitial Cells. Cells in the interstitium of the testes;
see Leydig cells.

Interstitium. The area in the testes outside the semi-
niferous tubules that contains Leydig cells and other
interstitial cells.

Intracervical Insemination (ICI). Placement of semen
via a syringe directly into the cervical canal.

Intracytoplasmic Sperm Injection (ICSI). A microma-
nipulation technique used in conjunction with IVF that
involves injecting a sperm directly into an egg to facil-
itate fertilization. The fertilized egg is then transferred
to the uterus.

Intramural Fibroids. Fibroids located in the muscular
wall of the uterus.

Intrauterine Device (IUD). A contraceptive device
placed within the uterus; also sometimes used to pre-
vent scar tissue formation following uterine surgery.

Intrauterine Insemination (IUI). The process whereby
sperm are injected directly into the uterine cavity to
bypass the cervix and place the sperm closer to the egg.
The sperm are usually washed first to remove chemicals
that can irritate the uterine lining and to increase sperm
motility and concentration.

Intrauterine Pregnancy. An embryo that has implanted
appropriately on the wall of the uterus.

Intrauterine Synechiae. Adhesions (scar tissue) within
the uterus.

Intravenous Pyelogram (IVP). An x-ray of the urinary
system.

In Vitro Fertilization (IVF). A method of assisted repro-
duction that involves combining an egg with sperm in
a laboratory dish. If the egg fertilizes and begins cell
division, the resulting embryo is transferred into the
woman’s uterus where it will hopefully implant in the
uterine lining and further develop. IVF bypasses the
fallopian tubes and is usually the treatment choice for
women who have badly damaged or absent tubes.

IVF Culture Medium. A special fluid into which sperm,
eggs, and embryos are placed outside the human body.
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Karyotype. A blood or tissue test that analyzes a person’s
chromosomes.

Laparoscope. A thin, lighted, telescope-like viewing
instrument that is usually inserted through the navel
into the abdomen to visually inspect the contents of the
pelvic and abdominal cavities. The laparoscope can be
used as both a diagnostic and operative instrument.

Laparoscopy. A surgical procedure that allows view-
ing of the internal pelvic organs. During the proce-
dure, a long, narrow fiber-optic instrument, called a
laparoscope, is inserted through an incision in or below
the woman’s navel. Other incisions may also be made
through which additional instruments can be inserted
to facilitate diagnosis and treatment of pelvic disease.

Laparotomy. Major abdominal surgery performed
through an incision in the abdominal wall, usually a
“bikini” or “up and down” cut.

LDL Cholesterol. A type of cholesterol that is composed
of a moderate proportion of protein with fat. High levels
are associated with an increased probability of develop-
ing heart disease.

Leiomyomas. Benign (non-cancerous) tumors of the
uterine muscle wall that can cause abnormal uterine
bleeding. Also called fibroids or myomas.

Leiomyosarcoma. A malignant tumor arising from
smooth muscle tissue such as the uterus.

Leydig Cells. The interstitial cells in the testes that pro-
duce the male hormone testosterone.

LH Surge. The rapid rise and secretion of luteinizing
hormone (LH) that the pituitary gland releases in the
middle of the menstrual cycle to trigger ovulation.

Libido. Sexual drive and desire.

Lipid. A fat or fat-like substance. Elevated lipids are
associated with an increased risk of cardiovascular
disease.

Lipoprotein. A compound containing lipids and
proteins.

Liquefaction. The process by which semen turns from
a jelly-like consistency to liquid.

Lumen. The interior passageway of a tubular structure;
its central cavity.

Lupron®. Brand name of leuprolide acetate, a GnRH
analog.

Lupus Anticoagulant. See anticardiolipin antibodies.

Luteal Phase. The second half of the menstrual cycle
after ovulation when the corpus luteum secretes large

amounts of progesterone. This progesterone is impor-
tant in preparing the endometrium to receive an embryo
for implantation.

Luteal Phase Defect. A shorter than normal luteal phase
or one with a progesterone deficit. A condition present
when the lining of the uterus (endometrium) does not
mature properly in response to progesterone secretion
by the ovaries after ovulation. A luteal phase defect can
result in early pregnancy loss.

Luteinizing Hormone (LH). In women, the pituitary
hormone that triggers ovulation and stimulates the
corpus luteum of the ovary to secrete progesterone
and estrogen during the second half of the menstrual
cycle. In the male, LH is the pituitary hormone that
stimulates the testes to produce the male hormone
testosterone.

Lutrepulse®. Brand name of gonadotropin releas-
ing hormone (GnRH) given intravenously at regular
intervals.

Magnetic Resonance Imaging (MRI). A diagnostic
procedure that absorbs energy from specific high-
frequency radio waves. The picture produced by mea-
surement of these waves can be used to form pre-
cise images of internal organs without the use of x-ray
techniques.

Male Factor. Infertility caused by a problem in the male
reproductive tract, for example, inability of ejaculate or
insufficient number of sperm.

Mammogram. An x-ray examination of the breasts.

McIndoe Procedure. A surgical procedure in which a
skin graft is used to create a vagina.

Menarche. The age that an adolescent experiences her
first menstrual period. The average age of menarche is
approximately 12.8 years of age in the United States.

Menometrorrhagia. Heavy or irregular bleeding during
and between menstrual periods.

Menopause. Natural cessation of ovarian function and
menstruation. Menopause can occur between the ages
of 42 and 56 but usually occurs around the age of 51,
when the ovaries stop producing eggs and estrogen lev-
els decline.

Menorrhagia. Regular but heavy menstrual bleeding
which is excessive in either amount (greater than 80 cc –
approximately five tablespoons) or duration (greater
than seven days).

Menstruation. The normal, cyclic shedding of the
endometrial lining (lining of the uterus), which appears
as a bloody discharge from the uterus.
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Methotrexate. A medication that hastens re-absorption
of tissue in a woman with an ectopic pregnancy.

Metrorrhagia. Irregular bleeding from the uterus
between normal menstrual periods.

Microepididymal Sperm Aspiration (MESA). Outpa-
tient microsurgical procedure used to collect sperm in
men with blockage of the male reproductive ducts such
as prior vasectomy or absence of the vas deferens. Used
in IVF-ICSI procedures.

Microinsemination. The IVF laboratory process
whereby a small number of sperm are concentrated
and placed close to the eggs to maximize the chance of
fertilization.

Micromanipulation. The IVF laboratory process where-
by the egg or embryo is held with special instruments
and surgically altered by procedures . Micromanipula-
tion techniques to facilitate fertilization include injec-
tion of a single sperm into an egg (intracytoplasmic
sperm injection), injection of sperm under the mem-
brane surrounding the egg (subzonal injection), and
drilling a small hole in the membrane to allow the
sperm easier access to the egg (partial zona dissec-
tion). The two most common embryo micromanipu-
lation procedures are assisted hatching, a procedure
in which the zona pellucida (outer covering) of the
embryo is partially disrupted, usually by injection of
acid, to facilitate embryo implantation and pregnancy,
and embryo biopsy, in which one or more cells are
removed from the embryo for the purposes of prenatal
diagnosis.

Microsurgery. A type of surgery that uses magnification,
meticulous technique, and fine suture material to get
precise surgical results. Microsurgery is important for
certain types of tubal surgery in the female, as well as
for vasectomy reversal in the male.

Minoxidil. A medication used to lower blood pressure
that was also found to promote hair growth. Loniten®

and Rogaine® are brand names.

Miscarriage. The naturally occurring expulsion of a
nonviable fetus and placenta from the uterus; also
known as spontaneous abortion or pregnancy loss.

Mittelschmerz. A pain in the lower abdomen that is
associated with ovulation.

Monozygotic. From “Mono” – one and “zygotic” –
fertilized egg. One egg fertilized by a single sperm that
divides into two embryos. Monozygotic twins are also
called identical twins.

Morphology. The form, structure, and shape of sperm.
Using World Health Organization criterial for normal,

at least 30% of the sperm in a semen sample should
have oval heads and slightly curving tails.

Motile. Moving.

Motility. The percentage of all moving sperm in a
semen sample. Normally 50 percent or more are moving
rapidly.

Mullerian Anomalies. Congenital abnormalities (birth
defects) of the female reproductive organs that are
derived from the mullerian ducts.

Mullerian Duct System. A pair of ducts parallel to
the vertebrae in embryonic life. They develop into
the female reproductive tract (fallopian tubes, uterus,
cervix, and upper vagina).

Mullerian Dysgenesis. A birth defect in which the inter-
nal female reproductive organs do not develop com-
pletely, generally leading to the absence (agenesis) of
the uterus, cervix, and upper part of the vagina. Also
known as the Rokitansky Syndrome.

Multifetal Pregnancy Reduction. Also known as selec-
tive reduction. A procedure to reduce the number of
fetuses in the uterus. This procedure is sometimes per-
formed on women who are pregnant with multiple
fetuses who are at an increased risk of late miscarriage
or premature labor. These risks increase with the num-
ber of fetuses.

Myasthenia Gravis. A disorder of neuromuscular func-
tion characterized by extreme muscular weakness and
fatigue. It may affect any muscle of the body, but espe-
cially those of the eye, face, lips, tongue, throat, and
neck.

Mycoplasma. A class of bacteria that lack cell walls and
may adversely affect the reproductive system.

Myomas. Benign (non-cancerous) tumors of the uterine
muscle wall that can cause abnormal uterine bleeding
and miscarriage. Also see Fibroids or Leiomyomas.

Myomectomy. The surgical removal of myomas
(fibroids) from the uterus.

Myometrium. The muscular wall of the uterus.

Nodules. Knot-like growths of endometriosis.

Non-classic Adrenal Hyperplasia (NCAH). An inher-
ited disorder in which the adrenal glands do not
produce enough of the hormone cortisol and over-
produce androgens. Elevation of the hormone 17a-
hydroxyprogesterone is characteristic of NCAH. NCAH
is a genetic disorder most commonly seen in certain
ethnic groups including Ashkenazi Jews, Eskimos, and
French-Canadians.
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Oligomenorrhea. Light or infrequent uterine bleeding
occurring at intervals of greater than 35 days.

Oligo-ovulatory. Infrequent ovulation.

Oocyte. Medical term for egg, the female gamete. Also
called ovum.

Open Adoption. An adoption in which information is
exchanged between birth parents and adoptive parents.

Operative Hysteroscopy. Surgery, such as removal of
adhesions or tumors, performed inside the uterus using
a hysteroscope.

Operative Laparoscopy. Surgery, such as removal of
adhesions or endometriosis, performed inside the
abdomen with a laparoscope and other long, slen-
der instruments. The surgeon can sometimes cut and
remove scar tissue and open closed fallopian tubes dur-
ing this procedure.

Oral Contraceptive. Also known as birth control pills.
The pills contain a mixture of synthetic estrogen and
progestin. Proper usage prevents pregnancy by sup-
pressing ovulation and decreasing the ovarian secretion
of hormones, including androgens.

Osteoporosis. A condition characterized by loss of bone
mass, decreased bone density, and enlargement of bone
spaces resulting in bone fragility. Osteoporosis results
from disturbances of gastrointestinal absorption, nutri-
tion, mineral metabolism, and low estrogen levels in
women and often occurs with menopause.

Ova (plural of ovum). Eggs.

Ovarian Cysts. Fluid-filled cysts on the ovaries.

Ovarian Drilling. A laparoscopic procedure, using laser
or electrocautery, to destroy the androgen-producing
tissue in the ovaries. This procedure is usually a last
resort for ovulation induction in PCOS patients who
have not responded to hormonal treatments.

Ovarian Hyperstimulation Syndrome. A condition that
may result from ovulation induction characterized by
enlargement of the ovaries, fluid retention, and weight
gain.

Ovarian Reserve. Refers to a woman’s fertility potential
in the absence of any problems in the reproductive tract
(fallopian tubes, uterus, and vagina). It mainly depends
on the number and quality of eggs in the ovaries and
how well the ovarian follicles are responding to the
hormonal signals from the brain. Diminished ovarian
reserve is associated with depletion in the number of
eggs and worsening of oocyte quality.

Ovarian Stimulation. See Ovulation induction.

Ovulation. The release of a mature egg from its develop-
ing follicle in the outer layer of the ovary. This usually
occurs approximately 14 days before the next menstrual
period (the 14th day of a 28-day cycle).

Ovulation Detection Kit. These commercially available
kits use paper dip sticks that show changes in the lev-
els of luteinizing hormone (LH) in the urine. Once the
LH surge has occurred, ovulation usually takes place
within 12 to 44 hours. Urine testing usually begins two
days prior to the expected day of ovulation. Also called
ovulation prediction kit.

Ovulation Induction. Originally used to refer to the
administration of ovulation drugs to achieve follicle
development and ovulation in women who were anovu-
latory. It also refers to the administration of ovulation
drugs that stimulate the ovaries to produce multiple
mature follicles. Sometimes called enhanced follicular
recruitment or controlled ovarian hyperstimulation.

Parathyroid. Any of four small kidney shaped glands
that lie in pairs near the thyroid gland and secrete
parathyroid hormone, which is necessary for calcium
and phosphorous metabolism.

Partial Salpingectomy. An operation where the section
of a fallopian tube containing an ectopic pregnancy is
removed. This procedure attempts to preserve most of
the tube for future fertility.

PCOD. See polycystic ovarian syndrome.

Percutaneous Epididymal Sperm Aspiration (PESA).
A sperm aspiration procedure in which a needle is
inserted into the epididymis (gland that carries sperm
from testicle to vas deferens) to retrieve sperm for use
in an IVF procedure.

Pergonal®. Brand name of the first commercially mar-
keted human menopausal gonadotropins (hMG): see
human menopausal gonadotropins (hMG).

Perimenopausal Transition. The end of a woman’s
reproductive years when the ovaries lose their abil-
ity to secrete estrogen and progesterone in a regular
fashion.

Perimenopause. The years that immediately precede
cessation of menstrual periods (menopause); usually
about five years before menopause.

Perinatologist. A maternal-fetal medicine specialist.

Peritoneum. The smooth transparent membrane that
lines the abdominal and pelvic cavities.

Pituitary Adenoma. Benign (non-cancerous) tumors of
the pituitary gland that are often associated with exces-
sive prolactin production.
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Pituitary Gland. A small hormone-producing gland just
beneath the hypothalamus in the brain that controls
the ovaries, thyroid, and adrenal glands, and also pro-
duces growth hormone. Ovarian function is controlled
through the secretion of follicle stimulating hormone
(FSH) and luteinizing hormone (LH). Disorders of this
gland may lead to irregular or absent ovulation in the
female and abnormal or absent sperm production in the
male.

Placenta. A disk-shaped vascular organ attached to the
wall of the uterus and to the fetus by the umbilical cord.
It provides nourishment to the fetus.

Platelets. Circulating blood components that aid in
blood clotting and prevention of bleeding.

Pneumonia. Lung inflammation.

Polycystic Ovarian Disease (PCOD). See polycystic ovar-
ian syndrome.

Polycystic Ovarian Syndrome (PCOS). A condition asso-
ciated with chronic anovulation and overproduction
of androgens (male hormones), in which the ovaries
contain many small cystic follicles. Symptoms may
include irregular menstrual periods, obesity, exces-
sive growth of body hair in a male-like pattern (hir-
sutism), and infertility. Also called Stein-Leventhal
Syndrome.

Polymenorrhea. Uterine bleeding occurring at regular
intervals of fewer than 21 days.

Polyps. A general term that describes any mass of tis-
sue that bulges or projects outward or upward from the
normal surface level.

Postcoital Test (PCT). The microscopic analysis of a cer-
vical mucus sample, usually collected within 18 hours
after intercourse. This test determines the quality of cer-
vical mucus and the ability of sperm to enter and pen-
etrate the mucus. Also called the Sims-Huhner test.

Postmenopausal. A term used to refer to the time after
menopause.

Prednisone. A synthetic cortisone-like steroid medica-
tion sometimes prescribed to treat immune disorders
or an overactive adrenal gland.

Preeclampsia. A disorder occurring during pregnancy
that affects both the mother and the fetus. Preeclamp-
sia is characterized by high blood pressure, swelling,
and protein found in the urine. This disorder, also
known as toxemia, can restrict the flow of blood to the
placenta.

Preimplantation genetic diagnosis (PGD). A test per-
formed by an embryologist in which one or two cells

are removed from an embryo and then tested for genetic
abnormalities, chromosomal abnormalities, or genetic
sex. PGD is performed in conjunction with IVF.

Premature Ovarian Failure. Cessation of menstrual
periods due to failure of the ovaries before age 40. Also
see Early Menopause.

Primary Dysmenorrhea. Lower abdominal pain associ-
ated with menstrual periods that decrease with age.

Primary Infertility. Infertility in those who have never
had children.

Private Adoption. An adoption that takes place outside
an agency. It is usually facilitated by a lawyer, minister,
or physician who serves as an intermediary between the
potential birth parents and the adoptive parents.

Progestational Agents. Medications that mimic the
effect of progesterone. Also called progestogens.

Progesterone. A female hormone secreted by the cor-
pus luteum after ovulation during the second half of
the menstrual cycle (luteal phase). It prepares the lin-
ing of the uterus (endometrium) for implantation of
a fertilized egg and also allows for complete shed-
ding of the endometrium at the time of menstru-
ation. In the event of pregnancy, the progesterone
level remains stable beginning a week or so after
conception.

Progestin. A synthetic hormone that has an action sim-
ilar to progesterone. Synonymous with progestational
hormones.

Progestogen. Progesterone or any progestin. Analogous
to progestational agent.

Prolactin. A hormone secreted by the pituitary gland
into the bloodstream for the purpose of maintaining
milk production during lactation. When secreted in
excessive amounts, it may lead to irregular or absent
menstrual periods and may produce a milk-like dis-
charge from the breasts.

Pronuclear Stage. Also called zygote. A one cell embryo,
an early stage of fertilization, in which the sperm has
penetrated the egg but before cell division has begun.
The nucleus of the sperm and the nucleus of the egg (2-
pronuclei) are visible under a microscope. Each pronu-
cleus contains 23 chromosomes. The egg and sperm
pronuclei later fuse together, which sets the stage for
the first cell division.

Pronuclear Stage Transfer (PROST). See zygote
intrafallopian transfer (ZIFT).

Pronuclei. The nucleus of a male or female gamete (egg
or sperm) seen in the one cell embryo (zygote).
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Prostaglandins. A group of acids found throughout
the body, especially in semen, that stimulate smooth
muscle tissue and affect blood pressure, metabolism,
body temperature, and other body processes. In women,
prostaglandins are hormone-like chemicals produced
in large amounts by endometrial cells. They stimulate
the uterine muscles to contract and are largely respon-
sible for menstrual cramps.

Prostate Gland. The gland located below the bladder
in males where the ejaculatory ducts, the two vas def-
erens, and the urethra join. It contributes fluid to the
ejaculate.

Proximal Tubal Blockage. Tubal blockage that occurs
near where the fallopian tubes join the uterus.

Pseudo-menopause. A hormonal state created by taking
medication that mimics the symptoms of menopause
and characterized by low estrogen levels similar to those
found at menopause.

Pubic Region. The region at the base of the abdomen
above the external genitalia and covered in part with
hair.

Pubis. The bony region at the base of the abdomen.

Radiation Therapy. Treatment with high-energy rays to
kill or damage cancer cells. External radiation therapy
uses a machine to aim high-energy rays at the cancer
growth. Internal radiation therapy is the placement of
radioactive material inside the body as close as possible
to the cancer.

Recipient. A person who receives donated eggs, sperm,
or embryos.

Rectum. The lowest segment of the intestines attached
to the anus.

Recurrent Miscarriage. Consecutive pregnancy loss
(two or three) before 20 weeks gestation. The fetus usu-
ally weighs less than one pound.

RESOLVE. A national support group for people with
infertility. RESOLVE’s mailing address is 7910 Wood-
mont Ave, Suite 1350, Bethesda, MD 20814. 301-654-
8585. www.resolve.org

Respiratory Distress Syndrome (RDS). A lung disease
that effects premature infants and causes increasing dif-
ficulty in breathing.

Retrograde Ejaculation. A condition that causes the
ejaculate to be released backward into the bladder at
male climax.

Reversible Menopause. A temporary hormonal state
created by taking GnRH analogs in which estrogen lev-
els fall to menopause levels, ovulation does not occur,

the endometrium does not grow, and menstruation does
not occur.

Rheumatoid Arthritis. A chronic autoimmune disease
of the joints characterized by inflammation and deteri-
oration of the bones.

Rh sensitized. A condition whereby an Rh-negative
woman has been immunized (sensitized) to the Rh- fac-
tor through previous exposure to this antigen. An Rh-
positive fetus may suffer significant intrauterine and
immediate post-delivery consequences that can lead to
significant handicaps and/or death.

Rubella. A viral infection also known as German
measles and characterized by general redness and
swollen glands. Infection during pregnancy can cause
severe congenital abnormalities (birth defects) in the
fetus.

Sacrum. The last lumbar vertebra of the spinal column;
the base of the spine.

Salpingectomy. An operation where one or both of the
fallopian tubes are removed.

Salpingitis Isthmica Nodosa (SIN). A thickening or
nodular appearance of the interior walls of the fallopian
tubes.

Salpingo-oophorectomy. Removal of the fallopian tube
and ovary together.

Salpingostomy. A surgical procedure where the wall of
the fallopian tube is opened and the ectopic pregnancy
is removed. The tubal incision heals spontaneously.

SART Registry. An ongoing collection of results from
participating assisted reproductive technology clinics
developed and maintained by the Society for Assisted
Reproductive Technology (SART), a society affiliated
with the American Society for Reproductive Medicine
(ASRM).

Scrotum. The pouch of skin and other tissues that con-
tain the testes in the male.

Secondary Dysmenorrhea. Lower abdominal pain asso-
ciated with menstrual periods that begins later in
a woman’s reproductive lifespan. It may be due to
an abnormal condition such as endometriosis or
infection.

Secondary Infertility. Infertility in those who have pre-
viously been fertile.

Semen. The fluid in which sperm are located that comes
out of the urethra when a man ejaculates.

Semen Analysis. The microscopic examination of
semen (the male ejaculate) to determine its volume, the
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number of sperm (sperm count), their shapes (morphol-
ogy), and their ability to move (motility) in addition to
other parameters.

Semen Viscosity. The thickness of semen. Semen is ejac-
ulated as a liquid, then becomes jelly-like and then turns
to liquid again.

Semen Volume. The amount of semen. The normal
amount of semen per ejaculate is two to five milliliters
(approximately one teaspoon).

Seminal Plasma. The fluid in which the sperm is ejacu-
lated. Seminal plasma makes up most of the fluid vol-
ume of semen.

Seminal Vesicles. Two oblong glands behind the bladder
that join each vas deferens and empty into the urethra.
They contribute about 90 percent of the fluid volume of
semen.

Seminiferous Tubules. The tiny tubes in the testes where
sperm cells grow and mature.

Septate Uterus. A congenital abnormality (birth defect)
in which the uterus has a normally appearing outer sur-
face, but has a central wall of fibrous tissue (septum)
within the uterine cavity.

Septum. See uterine septum.

Serophene®. See clomiphene citrate.

Serotonin. A neurochemical that affects mood and
appetite.

Sexually Transmitted Infection (STI). An infection,
such as chlamydia or gonorrhea, that is transmitted by
sexual activity. In the female, some STIs can cause pelvic
infections and lead to infertility by damaging the fallop-
ian tubes and increasing the risk of ectopic pregnancy.
In the male, STIs can cause blockage of the ductal sys-
tem that transports sperm.

Singleton. Offspring (child) born singly.

Skin Graft. A piece of skin that is taken from one area
and grafted to another area.

Society for Assisted Reproductive Technology (SART).
A society affiliated with the American Society for Repro-
ductive Medicine (ASRM) and comprised of represen-
tatives from assisted reproductive technology programs
that have demonstrated their ability to perform IVF and
other assisted reproductive technologies.

Sonogram. An image produced by ultrasound, which
uses high-frequency sound waves to form a picture of
internal organs on a monitor screen.

Sonohysterography. A technique that involves injecting
fluid into the uterus and fallopian tubes and using ultra-

sound to observe the image of these structures on a
monitor screen. Also called saline infusion sonography.

Special needs adoption. Adoption of a child who has
special health or emotional needs.

Speculum. A device inserted into the vagina to allow
visualization of the cervix.

Sperm. The male reproductive cells that fertilize a
woman’s egg. The sperm head carries genetic mate-
rial (chromosomes), the midpiece produces energy for
movement, and the long, thin tail wiggles to propel the
sperm.

Sperm Aspiration. A technique that uses a very fine nee-
dle to remove (aspirate) sperm from the testes or from
the tubes leading from the testes. This technique may
be recommended for a male who has no sperm in his
ejaculate.

Sperm Antibody Test. A test in which the blood, semen,
or cervical mucus is examined to detect antibodies to
sperm. Antibodies can contribute to infertility in men
or women.

Sperm Autoimmunity. An allergy to sperm that may be
present in a man against his own sperm. This can lead
to abnormalities of sperm function and infertility.

Sperm Capacitation. A laboratory process to increase
the ability of sperm to penetrate and fertilize an egg.

Sperm Count. The number of sperm per milliliter of
semen. A normal count is usually 20 million or more
per milliliter.

Sperm Morphology. The shape of individual sperm as
seen under a microscope. At least 30 percent of the
sperm in a routine semen analysis should have oval
heads and slightly curving tails.

Sperm Motility. The percentage of all moving sperm in a
semen sample. Normally 50 percent or more are moving
rapidly.

Sperm Penetration Assay. A test to help evaluate the
fertilizing ability of a man’s sperm. A semen sample is
incubated with specially treated hamster eggs to deter-
mine if the sperm can penetrate them.

Sperm Preparation. A procedure to remove seminal
fluid from sperm cells.

Sperm Washing. A procedure to remove seminal fluid
from sperm cells before intrauterine insemination or
other assisted reproductive technologies.

Spina Bifida. A birth defect of the spinal column. Spina
bifida is the failure of the spine to close properly during
development.
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Spironolactone (Aldactone®). A synthetic steroid hor-
mone that directly blocks the effect of androgens on the
skin. It initially was used as a diuretic or water pill to
increase urine output and treat hypertension.

Spontaneous Ovulation. Naturally occurring ovulation.

Stein-Leventhal Syndrome. See polycystic ovarian
syndrome.

Steroids. Hormones that are derived from choles-
terol. Categories of steroids include sex steroids (estro-
gens, androgens, and progestogens), glucocorticoids
(hormones that closely resemble cortisol), and min-
eralcorticoids (hormones related to aldosterone and
involved in fluid and electrolyte control). Man-made
steroids closely resemble cortisol, a hormone natu-
rally produced by the adrenal glands. Steroids decrease
inflammation, reduce immune system activity, and are
used to treat a variety of inflammatory diseases and
conditions.

Strassman Procedure. A major abdominal surgery in
which a bicornuate uterus is reconstructed to form a
more normal uterus.

Submucous Fibroids. Fibroids that are found under-
neath the uterine lining within the uterine cavity.

Subserous Fibroids. Fibroids that are located beneath
the outer covering of the uterus.

Superovulation. The administration of fertility med-
ications in a manner intended to achieve develop-
ment and ovulation of multiple ovarian follicles. Super-
ovulation is often combined with intrauterine insem-
ination as an infertility treatment (see controlled
superovulation).

Superovulation with Timed Intrauterine Insemination.
A procedure to facilitate fertilization. The woman is
given ovulation inducing drugs that cause her ovaries
to produce multiple eggs. When the eggs are ready to be
released, the woman is inseminated with her partner’s
sperm or donated sperm.

Suprapubic Punctures. Incisions made directly above
the pubis.

Surrogacy. An arrangement in which a woman is insem-
inated with the sperm of a man who is not her partner
in order to conceive and carry a child to be reared by the
biologic (genetic) father and his partner. The surrogate
is genetically related to the child. The biologic father
and his partner usually must adopt the child after its
birth.

Surrogate. A woman who carries a pregnancy intended
for another family.

Suture. Thread used to close an incision made during
surgery. It is generally absorbable or self-dissolving.

Symmetric. Able to divide into equal similar sides.

Synarel®. Brand name of a GnRH analog.

Systemic Lupus Erythematosus. A disorder where anti-
bodies are produced against an individual’s own tissues,
which can result in damage to many body systems or
tissues.

Tay-Sachs Disease. A fatal heredity disorder character-
ized by mental retardation and paralysis. This condi-
tion is most common in offspring from Jewish couples
of eastern European descent.

Terminal Hair. The long, coarse, thick hairs that nor-
mally grow in the scalp, pubic, and armpit areas of men
and women, and the face, chest, abdomen, upper arms
and upper thighs of men.

Testes. The two male reproductive glands located in the
scrotum that produce testosterone and sperm.

Testicular Sperm Extraction (TESE). Operative
removal of testicular tissue in an attempt to collect
living sperm for use in an IVF-ICSI procedure.

Testosterone. In men, the primary male hormone pro-
duced by the testes which is responsible for the devel-
opment of sperm, male physical characteristics, and sex
drive. Testosterone is also produced in small quantities
by the ovaries in women.

Thrombophlebitis. An inflamed vein caused by a blood
clot.

Thyroid Gland. A large, two-lobed, endocrine gland
located in front of and on either side of the tra-
chea (windpipe) in the neck that secretes the hormone
thyroxin, which maintains normal body growth and
metabolism.

Thyroid Hormone. A hormone produced by the thyroid
gland that regulates growth and metabolism.

Tocolytic Agents. Medications that may slow or stop
premature labor.

Toxemia. See Preeclampsia.

Transcervical Cannulation. An x-ray technique for
opening a fallopian tube that is blocked proximally (at
the junction of the uterus) using a narrow, flexible tube
inserted through the vagina into the tube; can also be
used for GIFT or ZIFT. Also known as selective salpin-
gography or retrograde hysterosalpingography.

Transvaginal Ultrasound Aspiration. An ultrasound
guided technique for egg retrieval whereby a long, thin
needle is passed through the vagina into the ovarian



P1: JZP
052185363Xgsya CUFX030/Covington 0 521 85363 X September 5, 2006 11:6

GLOSSARY 613

follicle and suction is applied to accomplish retrieval.
Also known as ultrasound-guided egg aspiration and
transvaginal egg retrieval.

Transverse Vaginal Septum. A birth defect in the form
of a thick ridge across the vagina. The blockage can be
either complete or partial.

Trocar. An instrument used to make an incision in
the abdominal wall through which the laparoscope is
placed for diagnostic or operative laparoscopy.

Tubal Embryo Transfer (TET). A process where an early
stage embryo is transferred to the fallopian tube.

Tubal Ligation. A surgical procedure where the fallop-
ian tubes are clamped, clipped, or cut to prevent preg-
nancy.

Tubal (ectopic) Pregnancy. A fertilized egg that implants
within the fallopian tube rather than the uterine cavity.
Under these conditions, the tube can rupture and bleed.
Tubal pregnancies can be fatal if they are not identified
and treated early.

Turner Syndrome. A condition in which the female has
only one X chromosome instead of two and is associ-
ated with short stature, failure to undergo normal sex-
ual development, and other physical abnormalities.

Ulcer. A lesion (sore) on the surface of the skin or on
a mucous surface, usually inflamed. As an occasional
side effect of methotrexate therapy, temporary ulcers
may form in the mouth.

Ultrasound. Also called a sonogram. A picture of inter-
nal organs produced by high frequency sound waves
viewed as an image on a video screen; used to monitor
growth of ovarian follicles, retrieve eggs, and evaluate a
pregnancy. Ultrasound can be performed either abdom-
inally or vaginally.

Ultrasound-Guided Egg Aspiration (retrieval). A tech-
nique in which an ultrasound-guided needle is passed
into the ovary, and an egg is removed by suction.
Usually the needle is passed through the vagina. Also
known as transvaginal ultrasound aspiration. See Egg
Retrieval.

Unicornuate Uterus. A congenital abnormality (birth
defect) in which only one-half of the uterus is formed
from either the left or right side of the mullerian duct
system. The other side of the Mullerian system fails to
develop into the other half of the uterus. Also called
hemiuterus.

Ureters. Tubes connecting each kidney to the bladder,
often abnormal in females with mullerian duct defects
or males with an absent vas deferens.

Urethra. In men, the tube leading from the bladder that
carries urine and semen out of the body. In women, the
tube leading from the bladder that carries urine out of
the body.

Urinary Retention. The inability to spontaneously
empty the bladder.

Urogenital Sinus. A tube-like organ in the fetus where
the bladder, part of the vagina, and the rectum begin
to develop in the female. In the male, the urogen-
ital sinus develops into the bladder, urethra, and
rectum.

Uterine Fibroids. Abnormal masses of smooth muscle
tissue (non-cancerous tumors) that grow within the
uterine wall. Also called fibroids, myomas, or leiomy-
omas.

Uterine Fundus. The large upper end of the uterus.

Uterine Remnant. The remains of an abnormally devel-
oped portion of the uterus.

Uterine Septum. A band of fibrous tissue present from
birth that forms a wall extending from the top of the
uterine cavity. A septum may increase the risk of mis-
carriage and other pregnancy complications.

Uterosacral Ligaments. Ligaments that attach the low-
est part of the uterus and the cervix to the sacrum.

Uterus (womb). The hollow, muscular organ in the
pelvis where an embryo implants and grows during
pregnancy.

Vagina. The genital canal in the female that leads
from the vulva (external genitalia) to the cervix and
uterus.

Vaginal Hysterectomy. Removal of the uterus through
the vagina.

Vaginal Suppository. A solid but meltable cone of med-
icated material inserted into the vagina.

Vaginoplasty. Surgical creation of a vagina.

Varicocele. A varicose or dilated vein within the scrotum
that can cause infertility in some men.

Vascular. Relating to blood vessels.

Vascular Thrombosis. A blood clot in a blood vessel.

Vas deferens. The two muscular tubes that carry sperm
from the epididymis to the urethra.

Vasoepididymostomy. A surgical procedure to connect
the vas deferens to the epididymis in order to bypass
an obstruction in the epididymis, sometimes used for
vasectomy reversal.
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Vasovasostomy. A surgical procedure to reconnect the
severed ends of the vas deferens. Often called “vasec-
tomy reversal.”

Vellus Hair. The soft, fine, usually short hairs that
appear on the face, chest, and back of women, giving
the impression of “hairless” skin.

Venous Thrombosis. A blood clot in a vein.

Viable Intrauterine Pregnancy. An embryo that has
implanted appropriately in the wall of the uterus and
appears to be growing well.

Vulva. Outer lips of the vagina.

Zona Pellucida. The egg’s outer layer that a sperm must
penetrate to fertilize the egg.

Zygote. A fertilized egg before cell division (cleavage)
begins. See Pronuclear Stage Embryo.

Zygote Intrafallopian Transfer (ZIFT). An assisted
reproductive technology procedure in which an egg is
fertilized in the laboratory and the zygote is transferred
to the fallopian tube at the pronuclear stage (after fer-
tilization but before cell division) takes place. The eggs
are retrieved and fertilized on one day and the embryo
is transferred the following day.
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Human Genetics Society of Australia,

261
Human Reproductive Technology Act,

480
Infertility Act in, 524
Infertility Treatment Act in, 321, 340
Ingarda tribes in, 3
IVF studies in, 462–463, 479–481
OD in, 340, 342
reproductive laws in, 524–525, 547
Reproductive Technology

Accreditation Committee in, 321,
339, 340, 357

Reproductive Technology Register,
480

surrogacy in, 525
Western Australia Birth Defects

Registry, 480
Australia & New Zealand Infertility

Counsellors Association (ANZICA),
130, 321, 357, 528, 540, 546–547

Austria
information disclosure in, for

gamete/embryo donations, 485
PCOS studies in, 42

autogenic therapy, 203
avoidance, 186
Avoidant/Dependent Personality

Disorder, 109
azoospermia

in Klinefelter’s syndrome, 237
male infertility and, 28, 39, 47,

48
from Y-microdeletions, 273–287

Baby M., 522
BAI. See Beck Anxiety Inventory
Bangladesh, infertility treatment

options in, 74
barren females, 3
basal body temperature. See BBT
Batak tribe, 3
BBT (basal body temperature)

menstruation and, 21
ovulation and, 26

BDI. See Beck Depression Inventory
Beck Anxiety Inventory (BAI), 454
Beck Depression Inventory (BDI), 92,

98, 178
in group counseling, 159
for OD, 324

Beckwith-Wiedeman syndrome (BWS),
from ART, 481

behavioral medicine. See also
biopsychosocial model

biopsychosocial model for, 174
cognition in, 175
focus areas for, 169

health-based, 187–191
Internet resources for, 593–594

Belgium, OD in, 324
Beratungsnetzwerk Kinderwunsch

Deutschland (BKiD), 548
bereavement theory, 293–294

See also grief
ART and, 295
medical history and, 295
pregnancy loss history and, 295
psychological assessment under, 295

BFS (British Fertility Society), 528, 546
BICA. See British Infertility Counseling

Association
biochemical/nuchal translucency

screen, 278
bioethics, 509

American Society for Reproductive
Medicine and, 509

for ART, 509–510
autonomy as part of, 512–517, 518
beneficence as part of, 512
committees, 511–512
European Society of Human

Reproduction and Embryology
guidelines, 509

future applications of, 518
IRBs and, 511
justice under, 512
literature on, 510–511
non-maleficence as part of, 512
for PHSP, 514–515
principles of, 512

biologically-based therapies, 201,
203–205

ephedra, 203
for female infertility, 204–205
Isoflavones, 205
for male infertility, 205
phytoestrogens, 204
Pychnogenol, 205
St. John’s Wort, 205
vitamin supplements, 204
Vitex, 204

biopsychosocial medicine, genetic
counseling and, 264

biopsychosocial model (of infertility),
174, 175, 177–178

complementary and alternative
medicine as part of, 199

crisis in, 175
DI and, 309

biotechnology, reproductive laws for,
522–523

bipolar disorders
clomiphene citrate and, in females,

101
from infertility, 99
in postpartum period, 106
valproic acid for, 106

birth control
in China, 215
depression symptoms, 102
development of, 215
under Islam, 215
oral, 102, 109–114

birth defects, from ART, 482
birth parents, during adoption, 402–403
BKiD. See Beratungsnetzwerk

Kinderwunsch Deutschland
BMI (body mass index), 189

underweight, 189
WHO measurements for, 189

Borderline Personality Disorder,
107–108

boundary issues as part of, 108
sexual abuse as factor in, 108–116

Boulder model, of infertility counseling,
120

breast cancer
chemotherapy for, 241
female infertility from, 241–242
hormonal therapies for, 242
infertility counseling after, 251
IVF and, 241
oocyte cryopreservation and, 241
oopherectomy and, 241
pregnancy after, 241

British Association for Counselling
and Psychotherapy Professionals,
528

British Infertility Counseling
Association (BICA), 130, 505, 528,
546

under Human Fertilization and
Embryo Authority, 546

bromocriptine mesylate, 101, 110
hyperprolactinemia and, 101, 105

Buddhism, 63
bulimia, 99. See also eating disorders
burnout, compassion fatigue v., 498
BWS. See Beckwith-Wiedeman

syndrome

CAH (congenital adrenal hyperplasia),
275

PCOS and, 275
CAM. See complementary and

alternative medicine
Canada

Assisted Human Reproduction Act in,
524, 528, 551

Assisted Human Reproduction
Agency in, 321, 339, 340, 358

Canadian Counselling Association in,
528

Canadian Infertility Counselling
Association in, 551

Canadian Infertility Counsellor’s
Association in, 528

complementary and alternative
medicine in, 197

counselling regulation in, 528
cultural diversity in, 62
DI in, 310
ED in, 358, 359
Health Act, 524–540
healthcare privacy in, 533
infertility legislation in, 85
infertility rates in, 20
legal parentage in, 524–540
OD in, 321, 340
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Canada (cont.)
Personal Information Protection and

Electronic Documents Act in,
533–542

Regulated Health Professionals Act in,
528

reproductive laws in, 524
Canada Health Act, 524–540
Canadian Counselling Association, 528
Canadian Fertility and Andrology

Society (CFAS)
on advanced maternal age, 513
on lesbian couple counseling, 514

Canadian Infertility Counselling
Association (CICA), 551

Canadian Infertility Counsellor’s
Association, 528

cancers, 38, 245–246. See also cancers,
breast; cervical cancer; Hodgkin’s
disease; testicular cancer

breast, 241–242
cervical, 242
crisis-intervention counseling for,

276–287
endometrial, 242
female infertility from, 50, 241–242
of female reproductive tract, 53–54,

242, 249
Hodgkin’s disease, 246, 250, 257
infertility counseling for, 54–59
male infertility from, 239
ovarian, 242
testicular, 48, 239
treatment decisions for, 276–287
urological, 245

carbamazepine, 109
Carib tribes, 9
Cartesian dualism, 170
catharsis, 160
CBAVD (congenital absence of the vas

deferens), 27, 28, 47, 48, 273. See
also cystic fibrosis

CFTR and, 27, 273
sperm donation for, 273

CBT (Cognitive Behavioral Therapy), 49,
52, 107, 131, 159, 188

goals of, 134
in group counseling, 158, 164–165,

168
interactionist perspective in, 134
reciprocal determinism as part of, 134
Relaxation Response as part of, 165

CCP. See Certified Clinical Psychologist
CDC. See Center for Disease Control and

Prevention
CEGRM. See Colored Ecological and

Genetic Relational Map
Center for Disease Control and

Prevention (CDC), 197, 523
Center for Epidemiological Studies

Depression Scale. See CES-D
Center for Surrogate Parenting, 371
Certified Clinical Psychologist (CCP),

549
cervical cancer, 242

HPV and, 242

surgery for, 242
cervix, 29
CES-D (Center for Epidemiological

Studies Depression Scale), 98
CFTR (cystic fibrosis transmembrane

conductance regulator), 27, 273. See
also cystic fibrosis

chemotherapy, 249
for breast cancers, 241

Child Project Questionnaire, 566
childfree, 421
childless couples. See also counseling,

couples; counseling, infertility;
infertility, in females; infertility, in
males

boundary issues for, 416
as childfree, 421
decision-making for, 421–422
emotional denial by, 421
exercises for, 421
familial relationships for, 416,

424
feminist theory and, 417–418
in object relations theory, 417
polygamy as response to, 419
pronatalism and, 422–423
psychological transitions for, 417

childlessness
across cultures, 411
aging and, for females, 415
in China, 412, 415
under Christianity, 412
cultural comparisons of, 66
distinctions within, 11
in Egypt, 415
emotional concerns about, in females,

415
family systems theory and, 416–417
grief from, 420–421
HIV/AIDS as cause of, 415
incidence rates for, 414
involuntary, 2, 61, 414–416
in Israel, 414
medical responses to, 66
National Center for Health Statistics,

414
in Nigeria, 415
paths to, 419–420
psychoanalytic theory and, 417
reproductive tourism and, 419
social psychology of, 418–419
social realignments as result of, 66
spirituality as response to, 66
stigma theory and, 418–419
throughout Africa, 415
for traditional females, 419
for transitional females, 419

Child-rearing ability and the provision
of fertility services (American
Society for Reproductive Medicine),
85

children, adopted
Adoption and Safe Families Act, 396
family compatibility for, 391
in The Netherlands, 392
psychosocial adjustment of, 390–391

PTSD for, 392, 409
special needs, 396–397

children, genetic, 459–460
from ART, 16–17, 363
from DI, 315
economic utility of, 460
eugenics and, 460
female investment in, 460
immortality desires and, 411,

460
as labor source, 460
last-chance-children, 467
normalcy desires for, 411
quality of life desires for, 411
religious reasons for,
social value of, 411

children, via third-party reproduction
from ART, 16–17, 363
from ED, 16, 359
from OD, 15, 16, 33, 51, 73, 84, 274,

319
parenting issues, 462–463, 464
psychosocial health of, 482–483
from S/GCs, 15, 16, 33, 34, 51,

370–371, 449–450
from sperm donors, 15, 16, 272, 341,

349–350
China

adoption in, 388
birth control in, 215
childlessness in, 412, 415
collective culture in, 69
Cultural Revolution in, 413
female infertility in, 41
international adoption from, 398
male infertility in, 40
personhood in, 291
traditional medicine in, 202

Chlamydia, 28
serology for, 53

chlamydiosis, 216–233
Christianity. See also Roman Catholic

Church
ART and, 73–74
childlessness under, 412
reproduction under, 412

chromopertubation, 53
chromosomes, 260–261

female designations, 260
male designations, 260
Y-microdeletions in, 273

chronic illness
acute illness v., 247
couples counseling for, 254
development of, 247
psychosocial support for, 254
spirituality and, 254
stress management for, 254–255
support groups for, 254

chronic illness theory, 247–248
chronic stressors, 176–193

infertility as, 178
Chukchi shamans, 3
CICA. See Canadian Infertility

Counselling Association
cimetidine, 240
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CISS. See Coping Inventory for Stressful
Situations

Civil Rights Act, 531–542
civil rights, in United States, 64
classical conditioning, 200
clinical practices, counseling, 502–503,

505–507
alternative services as part of, 503
Beck Anxiety Inventory for, 454
Beck Depression Inventory for, 504
collaboration within, 503
consultants in, 500
CPT for, 502, 507
ethics committees in, 515–517
expertise in, 504
Fertility Problem Inventory for,

147–148, 504, 565
independent, 499–500
management of, 502–503
multidisciplinary approach to, 504
patient assessment as part of, 503
PRIME-MD Brief PHQ for, 504
referrals as part of, 505
screening instruments for, 504

clinical practices, medical, infertility
counselors as part of, 500–501

clomiphene citrate
bipolar disorder and, in females, 101
FSH and, 100
Gn-RH and, 100–101
LH and, 100
menopausal symptoms from, 100
PDD and, 100
premenstrual syndrome and, 100
psychosis as side effect, 101

cognitions, 175, 178
cognitive therapy, 184–185
cognitive-phenomenological stress

theory, 176
infertility, 185
Social Cognition Theory, 199

Cognitive Adaptation Model, for
infertility treatments, 434

Cognitive Behavioral Therapy. See CBT
cognitive therapy, 184–185

principles of, 184–185
cognitive-behavioral treatments, 15
cognitive-phenomenological stress

theory, 176
Collaborative Reproductive Healthcare

Model, 495–497
Six Phase of Infertility Treatment

Model as part of, 496–497
Ten-step Circular Process Model as

part of, 495–496
collective therapy, 157
collectivism

in Chinese culture, 69
cultures and, 68
emotional expression and, 78
in Indian culture, 69
infertility-specific distress from, 70
marriage under, 71

Colored Ecological and Genetic
Relational Map (CEGRM), 262

commercial surrogacy, 373

Commonwealth Family Law Act, 525
COMPI (Copenhagen Multicentre

Psychosocial Infertility), 179
complementary and alternative

medicine (CAM), 15, 174, 175,
177–178, 196, 202–203

in Australia, 197, 199, 209
biologically-based therapies, 201,

203–205
in biopsychosocial theory, 199
in Canada, 197
caregiver communication as part of,

207–208
Clear Passage Therapies, 206
culture as factor for, 206
energy/biofield therapies, 201, 206
Expectancy Theory and, 199
5 categories of, 201–202
in Germany, 197
in Great Britain, 196, 197
homeopathy, 203
in Iceland, 198
infertility counselors and, 208
in integrated medicine, 196
Internet resources for, 594
in Japan, 197–198
manipulative/body-based methods,

201
mind-body programs, 201, 203
mind-body programs as part of, 201,

203
National Center for Complimentary

and Alternative Medicine, 196
in Pakistan, 198
patient motivation’s towards, 206–207
placebo effects and, 199, 200
sexual counseling as part of, 15
traditional Chinese medicine, 202
treatment efficacy for, 207
in United States, 196, 197, 198–199

complex adoption theory, 11, 395
ED and, 360–361
ethnographic theory as part of, 395

Comprehensive Psychosocial History for
Infertility. See CPHI

confidentiality forms, in contractual
surrogacy, 374

conflict management
acceptance promotion as part of,

149–150
communication in, 150–151
in couples counseling, 149–151
for females, 150
for males, 151
resolution as part of, 151–152

conflict-of-interest waivers, 374
congenital absence of the vas deferens.

See CBAVD
congenital adrenal hyperplasia. See CAH
contractual surrogacy, 370, 374

confidentiality forms as part of, 374
conflict-of-interest waivers as part of,

374
documents for, 374
informed consent for, 374
retainers, 374

Copenhagen Multicentre Psychosocial
Infertility. See COMPI

Coping Inventory for Stressful
Situations (CISS), 179

Coping Scale for Infertile Couples, 567
coping strategies, 185–187, 188

adaptive, 176
appraisal-focused, 176, 186–193
avoidance as, 186
COMPI, 179
Coping Inventory for Stressful

Situations, 179
by culture, 71–73
emotion-focused, 176, 186
group counseling and, 164
hypervigilant, 453
for infertile females, 172
for infertile males, 172
in infertility counseling, 119
maladaptive, 176, 186–187
for post-infertility pregnancy, 452–454
problem-focused, 176, 186
in stress and coping theory, 174, 176,

179–180
Ways of Coping Checklist, 178, 179

cortisol secretions, 184
counseling. See clinical practices,

counseling; counseling, couples;
counseling, genetic; counseling,
grief; counseling, group;
counseling, infertility; counseling,
multicultural; counseling, sexual

counseling, couples, 15, 148–149. See
also conflict management;
psychological evaluations;
psychological tests

for chronic illness sufferers, 254
conflict management as part of,

149–151
Coping Scale for Infertile Couples in,

567
deconstruction in, 152
Dyadic Adjustment Scale for, 147
effectiveness of, 145–146
Fertility Problem Inventory in,

147–148
gender differences in, 149
goals of, 148
history of, 143–144
infertility treatment parameters in,

23, 26
after infertility treatment withdrawal,

435–437
interventions for, 45–46
legal history as factor in, 89
Marital Adjustment Scale and, 147
MSI for, 147
participant assessment in, 146, 147
PGD in, 276–277
psychological evaluations as part of,

83–85, 88
psychological services as part of, 84
reasonable welfare principle in, 147
reconstruction in, 152–153
relationship history in, 89
ritual development from, 153
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counseling, couples (cont.)
social support outside of, 89
spoiled identity in, 152
stage theories and, 144
welfare of the child as goal of, 147

counseling, genetic, 13, 261–262, 264,
265–267. See also counseling,
preconception; counselors, genetic

ART and, 268, 269
biopsychosocial medicine approach

to, 264
client-centered, 263
collaborative treatment approach to,

264
communication approach to, 263
family pedigree assessment for, 262
family systems theory and, 264
gender responses to, 266
Internet resources for, 594
non-directive, 263
preconception, 269–272
psychological aspects of, 265, 269
psychotherapy v., 263
reproductive, 272–277
requirements for, 261

counseling, grief, 137
counseling, group, 15, 156

altruism as part of, 160
Beck Depression Inventory in, 159
behaviorally oriented, 103
catharsis in, 160
CBT in, 158, 164–165, 168
cognitive restructuring from, 157
collective therapy as, 157
confidentiality as part of, 162
coping strategies and, 164
curative factors of, 159
decision-making as part of, 164
diagnostic conditions and, 157–158
emotive-interactional, 165
encounter groups and, 157
gender differences within, 163–164
grief therapies under, 163
history of, 156–157
imitative behaviors within, 160
for infertility, 405
Internet groups, 166
interpersonal learning from, 160
loss of control in, 163
for medical staff, 166
membership in, 162
pregnancy during, 159, 164
psycho-educational, 165
social cohesion within, 160
socialization development in, 160,

164
stages of, 162–163
structure of, 161–162
support groups v., 161
technology-mediated, 166
themes within, 163
Transcendental Meditation as, 157
treatment teams in, 164
universality of, 160
weight loss under, 158

counseling, infertility, 2, 5, 55, 493, 527.
See also Collaborative Reproductive
Healthcare Model; counseling,
couples; counseling, group;
counseling, multicultural;
counselors, infertility; psychological
evaluations

abnormality issues as part of, 252–253
access to, 554
adoption as part of, 390, 401–402, 407
for advanced maternal age, 513–514
American Society for Reproductive

Medicine guidelines, 527
for ART, 129, 486
ART’s influence on, 494
behavioral medicines in, 15
Boulder model for, 120
after breast cancer, 251
British Infertility Counseling

Association guidelines, 505
Canadian regulation of, 528
for cancer, 54–59
children’s welfare as factor in, 553
clinical issues within, 126
cognitive-behavioral treatments for,

15
Collaborative Reproductive

Healthcare Model for, 495–497
common factors within, 121
compassion fatigue v. burnout in,

498
competency in, 14
complementary and alternative

medical approaches to, 15
coping strategies as part of, 119
counter-transference in, 253–254, 497
for couples, 15, 23, 26
CPHI, 88, 125, 178, 563
crisis intervention therapy in, 15
cultural resistance to, 75
culturally-sensitive, 12
denial of treatment, 405
for DI, 310–312
after diabetes diagnosis, 251
for endometriosis, 52
ethics literature for, 511
European Society of Human

Reproduction and Embryology
guidelines, 24

family therapies in, 15
fear as factor in, 405
for gamete donations, 341
for gay males, 506, 514
genetic counseling as part of, 13
goals of, 13, 119
grief and, 15
gynecologists as part of, 23
history of, 129, 493–494
after HIV diagnosis, 251
hostility in, 180–181
Human Fertilization and Embryo

Authority guidelines, 15
after hypertension diagnosis, 251
implication/decision-making

therapies as part of, 15

independent clinical practice for,
499–500

for individuals, 15
Infertility Counseling Award, 505,

528
initial visits for, 24, 25
integrationist approach to, 121
International Infertility Counseling

Organization, 14
intervention-focused, 120–121
legislation for, 5
with limited life expectancy, 252
literature about, 494
medical examinations as part of, 25
medical issues for, 12–13, 252
medical organizations and, 5
medical staff collaboration with, 498
mind-body programs for, 120
models for, 11, 12
mortality issues as part of, 252
multicultural, 63, 65, 66, 67, 77–78
multi-modal approach to, 123
National Association of Social

Workers guidelines, 527
for OD, 333
patient collaboration as part of,

497–498
PGD during, 22, 35
for physicians, 436, 441
for post-infertility pregnancy, 16, 17,

451–452, 454–455
post-treatment, 435, 441
practice issues for, 13–14
with pre-existing illnesses, 513
pregnancy loss and, 13
psychodynamic therapy in, 15,

133–134
psycho-education in, 181–183
in psychological consequences theory,

7
Psychological Special Interest Group

guidelines, 322
psychometric testing as part of,

552–553
psychosocial assessment during, 14
psychotherapy v., 132–133
RCTs and, 120, 123
relaxation training as part of, 119
religion as factor in, 78
reproductive health psychology as,

169
sexual counseling as part of, 15, 119,

230
for S/GCs, 449
shame and, 405
S-P model for, 120, 122–123
standards of care for, 505–506
strategic/solution-focused brief

therapies in, 15
stratification of services, 2, 8, 18,

215
study parameters for, 118
tasks as part of, 501, 502
teams for, 23–24
testicular cancer and, 48, 249
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transference in, 497
treatment options from, 14
urologists as part of, 23–24, 27

counseling, multicultural, 77–78
dimensions of, 65
for reproductive tourism, 63
sensitivity as part of, 66, 67
in United States, 65

counseling, preconception, 269–272
age as factor in, 270–271
family history assessment during,

270
counseling, sexual, 15

anxiety-reduction techniques in, 228
complementary and alternative

medicine and, 15
directed masturbation in, 228
imagery techniques in, 228
within infertility counseling, 15, 119,

230
Internet resources for, 594
orgasmic reconditioning in, 228
P-LI-SS-IT model of, 228
sensate-focus techniques in, 229

counselors, genetic, 258
American Board of Genetic

Counseling, 261
American Society for Reproductive

Medicine, 85, 129, 146, 261
in Australia, 261
education programs for, 261
European Society of Human

Reproduction and Embryology, 85,
130, 146, 261

Genetic Counseling Special Interest
Groups, 261

Human Genetics Society of Australia,
261

International Society of Nurses in
Genetics, 261

National Board of Medical Genetics,
261

PGD by, 259
counselors, infertility, 2, 4, 5, 67, 75–76,

83
advocacy organizations for, 499
in Australia, accreditation for,

528–529, 554–555
Canadian Infertility Counsellor’s

Association, 528
client identification for, 530
colleague collaboration during,

498–499, 506
compassion fatigue for, 498
competency guidelines for, 529–530
complementary and alternative

medicine and, 208
confidentiality and, 532–533
conflicts of interest for, 530–532
counter-transference/transference for,

137–138
cross-cultural competency among, 66,

67
electronic tools for, 122
ethics for, 13

European Society of Human
Reproduction and Embryology
guidelines, 527

during gamete donation, 347–348, 355
in Great Britain, accreditation for,

528, 554–555
as independent consultants, 500
on information disclosure, 487–488
informed consent guidelines for, 530
international guidelines for, 528, 552
lawsuit avoidance by, 533–534
legal issues, 13
as medical practice employee,

500–501
Mental Health Professional Group

qualification guidelines for, 559
outcome assessment by, 124, 552
patient education by, 254
during post-infertility parenthood,

470–473
practice evaluation by, 123–124
qualification guidelines for, 527
Regulated Health Professionals Act

for, 528
research collaboration by, 124–125
self-disclosure for, 138
sexual dysfunction and, 231–232
study research for, 122, 506
3 types of, 66–67
training of, 554
treatment modalities for, 14–15

counter-transference, 137–138
counselor self-disclosure and, 138
in infertility counseling, 253–254, 497

couples counseling. See counseling,
couples

couvade experience, 440
CPHI (Comprehensive Psychosocial

History for Infertility), 88, 125, 178,
563

for OD, 334
sexual dysfunction and, 219
surrogacy and, 381

CPT (Current Procedural Terminology),
502, 507

crisis intervention therapy, 15, 136–137
for cancer, 248
crises within the crisis in, 136
goals of, 136
phases of, 136

cryopreservation
for American Society for

Reproductive Medicine, 249
of embryos, 356, 385
hepatitis and, 341
HIV and, 341
Hodgkin’s disease and, 245
of oocytes, 22, 53–54, 59, 241–256,

336, 342, 353
of ovarian tissue, 249
of sperm, 239, 341
testicular cancer and, 239, 245

cultures. See also multiculturalism
allocentric, 69
childlessness across, 411

collectivist, 68
coping strategies by, 71–73
definition of, 61–62
diversity of, immigration’s effect on,

62, 79
emic, 68
etic, 68
family roles within, 70–71
genograms for, 77
as identity, in Canada, 62
as identity, in United States, 62
idiocentric, 69
individualist, 68
infertility counseling within, 75
infertility response within, 1, 70
international adoption issues

between, 399
personhood within, 291
psychology and, 68–70
stress factors as part of, 172
surrogacy and, differences between,

382
Current Procedural Terminology. See

CPT
CVS (chorionic villi sampling), 279–280,

293, 451
cystic fibrosis

Australian study on, 246
genital, 273
male infertility from, 239–240
psychosocial issues from, 246
Scotland study on, 246
Wolffian duct derivatives in, 239

cystic fibrosis transmembrane
conductance regulator. See CFTR

cysts, ovarian, from hyperstimulation
syndrome, 30

DAS. See Dyadic Adjustment Scale
Data Protection Act, 533
D&C (dilatation and curettage), 32
deconstruction, in couples counseling,

152
denial of treatment, 311, 335, 501–502

Ethics Committee of the American
Society for Reproductive Medicine
guidelines, 311

factors for, 146, 459
medical ethics for, 517

Denmark, infertility rates in, 20
deoxyribonucleic acid. See DNA
depression

CES-D, 98
Gn-RH influence on, 101
HPA role in, 106
from infertility, 98–99
from IVF, 38
from LH, 106
from oral birth control, 102
during post-infertility pregnancy, 445,

454
postpartum, sources of, 106
PPD, 445
from pregnancy loss, 299–300
rapid relapse, 103
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DES (diethylstilbestrol)
male infertility from, 39
uterine effects from, 29, 32

Dhammapada, 73
DI (donor insemination), 47, 49

adoption v., 306–307, 314
in Africa, 306
American Society for Reproductive

Medicine recommendations for,
306, 313

in Australia, 306
biopsychosocial model for, 309
in Canada, 310
children from, 315
counseling for, 310–312
donor choice as part of, 311–318
European Study of Assisted

Reproduction Families, 307
European Union documentation for,

306
family systems theory and, 309
future applications for, 315
in Germany, 306, 308
in Great Britain, 305–308, 316, 484
ICSI v., 315
identity theory and, 309–310
information disclosure for, 307–309
international legislation for, 305
for lesbian couples, 307
masturbation and, 306
morality of, 306
in New Zealand, 306, 310
pregnancy from, 314–315
psycho-educational group counseling

for, 165
psychological evaluations for, 84, 85
psychological indications for, 313
reproductive tourism and, 314
research on, 306–307
stigma from, for males, 47
stigma theory and, 310
in Sweden, 306, 342
in Switzerland, 306
treatment termination of, 314
in United States, 305

diabetes
female infertility and, impact on, 243
infertility counseling after, 251
male infertility and, impact on, 240
obesity and, 243
pregnancy and, 243
retrograde ejaculation and, 240

diethylstilbestrol. See DES
dilatation and curettage, 32
discipline, for post-infertility parents,

471–472
diseases. See cancers; chronic illness;

Hodgkin’s disease; Klinefelter’s
syndrome; PCOS; PID; POF;
Rokitansky-Küster-Hauser
syndrome; STIs; tubal diseases;
Turner’s syndrome

DNA (deoxyribonucleic acid), in
genetics, 260

domestic adoption, 389, 395–397
identified, 398

independent, 397–398
placement rules for, 396
special needs children in, 396–397

donations (gamete/embryo). See also DI;
donors, embryo; donors, gamete;
ED; OD; sperm donors

American Society for Reproductive
Medicine guidelines, 347, 514

anonymous v. known, 339, 344, 468
in Austria, 485
backups for, 48
donor-linking, 342
emotional consequences of, 16
exchange reinforcement theory and,

346
future applications for, 353
gender differences and, 347
genetic screening for, 283–284
HGC on, 283
Human Fertilization and Embryo

Authority guidelines, 357
in Iceland, 485
infertility counseling for, 341
infertility counselors during, 347–348,

355
International Federation of Fertility

Societies on, 340
international guidelines for, 283–284,

514
limits for, in Great Britain, 343
organ donations v., 346
Psychological Special Interest Group

guidelines, 340
registry for, in Australia, 321, 357, 468
secrecy of, 450
sperm, 15, 16, 272
in Sweden, 485
third-party reproduction from, 449,

450
UNESCO on, 283
in United States, 485
WHO on, 283

donor backups, 48
donor insemination. See DI
Donor Registry (Australia), 321, 357, 468
donors, embryo, 351, 356–357, 365, 366

anonymous v. known, 362, 363
consent forms for, 586
legal issues for, 366–369
preparation for, 361–362
psychological guidelines for, 572–573

donors, gamete. See also OD; sperm
donors

anonymity for, 319, 323–324, 330–331,
344, 348

commercial recruitment of, 319–320,
343

compensation for, 343
counseling for, 344–345, 352–353
genetic testing for, 352
interviews for, 351–352
known v. anonymous, 339, 344
medical follow-up for, 345–346
motivations for, 352
oocyte, 350
partners of, 350–351

protections for, 348
psychological interviews for, 348–351,

352
psychosocial assessment for, 347
psychosocial status of, 343
recipient matches with, 348
sperm, 15, 16, 272, 341, 349–350
tracking for, 351

donors, oocytes, 350
anonymous, guidelines for, 569–570
clinical interviews for, 350
known, guidelines for, 559, 569, 570

Down syndrome, 278, 279
prenatal genetic testing for, 278,

279–288
risks of, by maternal age, 271

drugs. See infertility medications;
psychomedications

Dyadic Adjustment Scale (DAS), 147
dyspareunia, 224

treatments for, 224

Eating Attitudes Test, 99
eating disorders, 99

anorexia nervosa, 99
bulimia, 99
Eating Attitudes Test, 99
physical effects of, 99
during post-infertility pregnancy, 446

EBM (evidence-based medicine), in S-P
model, 122–123

ectopic pregnancy, 290
ED (embryo donation), 16, 359. See also

donors, embryo; embryos
American Society for Reproductive

Medicine guidelines, 357
under Assisted Human Reproduction

Act, 537
Assisted Human Reproduction

Agency guidelines, 358
in Australia, 357–358
in Canada, 358, 359
complex adoption theory and,

360–361
counselor bias during, 364–365
donor preparation, 361–362
embryo adoption v., 358
European Society of Human

Reproduction and Embryology
guidelines, 340, 357–369

extra embryos from, 356
in Finland, 359
future applications for, 367–368
in Great Britain, 359–360
grief and loss theories and, 362
information disclosure issues for,

363–364, 367
international regulation of, 356, 357,

358
Internet resources for, 595
for lesbian couples, 357, 368
medical reasons for, 357, 368
Mental Health Professional Group

guidelines, 358
in New Zealand, 358, 363
pregnancies from, 356
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prenatal genetic screening for, 284
psychological evaluations for, 84, 85
psychosocial evaluations as part,

362–363, 366–367
recipient consent forms for, 589
recipient counseling during, 365–366,

572, 573
reproductive laws for, 536–537
reproductive tourism and, 357
RESOLVE and, 360, 366
social-exchange theory and, 360
therapeutic interventions for, 365
United States agencies, 364
WHO guidelines, 363

Edinburgh Postpartum Depression
Scale, 454–458

Egypt
childlessness in, 415
infertile women in, 70–71

elderly gravida. See advanced maternal
age

elective abortion, 290. See also MPR;
pregnancy termination

electroacupuncture, 202
embryo donation. See ED
embryo donors. See donors, embryo
embryo transfer, blastocyst transfers, 33
embryologists, in infertility counseling,

24
embryos

cryopreservation of, 356, 385
ED, 16, 84
extra, 356
lost, 537–538
transfers of, in IVF, 33, 74

EMDR (eye movement desensitization
and reprocessing), 54

Emic cultures, 68
encounter groups, 157
endometrial cancer, 242
endometrial polyps, 28
endometriosis, 46, 52, 246–247

Australian study, 246
counseling, for infertile women, 52
Endometriosis Association, 158
female infertility from, 31, 50,

242–243
Great Britain study, 247
infertility medications and, 31
male partner response to, 46
medical treatments for, 31, 243, 250
psychological effects of, 42
surgery for, 243
therapy for, 243

Endometriosis Association, 158
Endometriosis Health Profile-30, 567
endometrium

endometriosis, 46, 52
during ovulation, 26

β endorphins, 202–209
energy/biofield therapies, 201, 206

reflexology, 206
ephedra, 203
erectile dysfunction, 219, 225–226

male infertility and, 46, 225
medical treatments for, 226

primary, 225
psychological treatments for, 226
secondary, 225

ESHRE. See European Society of
Human Reproduction and
Embryology

estrogens, 100. See also antiestrogens
anxiety increase from, 100
mood improvement from, 100
phytoestrogens, 204
serotonin availability increase from,

100
ethics. See also bioethics; medical ethics

in medicine, 508
ethics committees

for American Society for
Reproductive Medicine, 509

components of, 516
in infertility counseling practices,

515–517
IRBs v., 511–512

ethnic cleansing, 260
ethnicity

genetic disorders by, 271, 272
OD and, 329

ethnographic theory, 395
Etic cultures, 68
eugenics, 259

in Australia, 259
children and, 460
Eugenics Society of Great Britain,

259
in Germany, 259
negative, 259–260
positive, 260
in United States, 259

Eugenics Society of Great Britain, 259
EuroAdopt program, 400
European Society of Human

Reproduction and Embryology
(ESHRE), 85, 130, 146, 261, 339,
547–548

on advance maternal age, 513
bioethics guidelines, 509
ED guidelines, 357–369
genetic testing guidelines, 351–355
on lesbian couples, 514
OD guidelines, 322, 340–341
PCSG of, 527
PCSIG of, 340, 358
on PGD, 277
Psychological Special Interest Group

of, 322
surrogacy guidelines, 377
Task Force on Law and Ethics,

510
Ten-step Circular Process Model and,

496
European Study of Assisted

Reproduction Families, 307
European Union (EU). See also Austria;

Belgium; Denmark; Finland;
France; Germany; Great Britain;
Greece; Italy; The Netherlands;
Scotland; Sweden; Switzerland

DI documentation within, 306

European Society of Human
Reproduction and Embryology, 85,
130

European Union Tissue ands Cells
Directive, 321, 339

immigration to (2001), 62
IVF studies in, 463
obesity rates in, 189
third-party reproduction studies,

463–464
European Union Tissue ands Cells

Directive, 321, 339
OD guidelines, 357

evidence-based medicine. See EBM
examinations, medical. See also

gynecology
infertility counseling and, 25

exchange reinforcement theory
altruism and, 346
gamete donations and, 346

Expectancy theory, 200–201
complementary and alternative

medicine and, 199
placebo effects and, 200–201

eye movement desensitization and
reprocessing. See EMDR

Eysenck Personality Inventory, 99

failure, female infertility as, 41
faith. See spirituality
faith-healing, for infertility, 74
fallopian tubes

evaluation of, 21, 28–29
HSG for, 21, 28
surgical procedures for, 30

false positives, for pregnancies, 278
family systems theory, 10–11, 43, 552

adoption and, 394–395
ART and, 486
boundary issues, 11, 326–327
childlessness and, 416–417
complex adoption as part of, 11
couples developmental stages in, 12
DI and, 309
genetic counseling and, 264
genograms in, 327
insistence of difference under,

394–409
life stage model in, 10, 416
OD and, 326–327

family therapies, in infertility
counseling, 15

fatherhood, 38, 132
infertility theories and, by gender, 43
Internet resources on, 596
as secondary focus, 45

Federal Privacy Act, 533–542
female circumcision, in Africa, 214, 413
female sexual dysfunction. See sexual

dysfunction, in females
females. See also infertility, in females;

motherhood; sexual dysfunction, in
females

advanced maternal age for, 270–271
in Africa, sexual expression of,

214–215
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females (cont.)
ambitious, 7
in ancient Greece, 213
anorgasmia in, 216
barren, 3
childlessness fears in, 415
children as investment for, 460
circumcision of, in Africa, 214
conflict management for, 150
fallopian tube evaluation for, 21,

28–29
fertility rites for, African, 3
Freudian infertility theories for, 43–44
human sexual response in, 218
identity formation for, under object

relations theory, 417
infertility and, social treatment of, 3
marianismo, 412
medical consultation parameters for,

23
MRKH in, 158
penis envy for, 417
premature ovarian failure in, 26
in psychogenic infertility theory, 7
sexual dysfunction in, 222–224
sexual expression for, 215
support groups for, 119
tobacco usage by, 190–195
traditional, 419
umazume, 3
uterus evaluation in, 28–29
zina for, 214

feminist theory
childless couples and, 417–418
motherhood in, 325, 414
object-relations theory and, 325
OD and, 324–325

FertiForum, 549–550
under Swiss Society for Reproductive

Health, 550
fertility

advance paternal age and, 271
African rites, female, 3, 74
dietary modification for, 204–205
Fertility Problem Inventory, 147–148
FSH testing for, in females, 26, 50
FSH testing for, in males, 28
historical overview for, 3–4
subfertility, 106
symbols for, 1–2
WHO definition of, 414

Fertility Adjustment Scale, 566
Fertility Clinic Success Rate and

Certification Act, 522
Fertility Problem Inventory (FPI),

147–148, 504, 565
Fertility Problem Stress Inventory, 565
fertility rites, in Africa, 3, 74
Fertility Society of Australia, 340
FertiQol, 567
fetoscopy, 451
fight or flight, 171
fimbrioplasty, 53
Finland, ED in, 359
FISH (flourescent in situ hybridization),

276

FLASEF. See Latin American Federation
of Fertility and Sterility Services

flourescent in situ hybridization. See
FISH

Fluoxetine, 104, 105
follicle-stimulating hormone. See FSH
Food and Drug Administration (FDA),

523
GGTP-HCT/P under, 523

forgotten mourners, 8
FPI. See Fertility Problem Inventory
Fragile X syndrome, 42

female infertility from, 275
France

IVF in, 479
National Institute for Health and

Medical Research in, 479
OD in, 321, 340

freezing. See cryopreservation
Freudian theories, 43–44, 324–325

female factor, 43–44
infertility and, 43
male factor, 43
OD and, 324–325

FSH (follicle-stimulating hormone)
clomiphene citrate and, 100
in female fertility testing, 26, 50
male infertility and, 28, 32

GABA (γ -aminobutyric acid), 100
galactorrhea, 105
Gamblers Anonymous, 49
gamete donors. See donors, gamete
gay male couples

cultural beliefs about, 376
infertility counseling for, 506, 514
Internet resources for, 596
parenthood for, 469–470
surrogacy for, 375–376, 478

gender. See also females; males
conflict management by, 150
couples counseling and, 149
gamete donations and, 347
genetic counseling by, 266
grief and, 9, 292
in group counseling, 163–164
infertility theories by, 43
infertility treatment withdrawal by,

430
infertility-specific diagnoses by, 12,

46, 55
information disclosure by, 488

general adaptation syndrome, 170
genes, 259, 260
genetic children. See children, genetic
genetic counseling. See counseling,

genetic
Genetic Counseling Special Interest

Groups, 261
genetic counselors. See counselors,

genetic
genetic disorders

from advanced maternal age, 270–271
advanced paternal age and, 271
CAH, 275
CBAVD, 27, 28, 47, 48, 273

Down syndrome, 271, 278, 279
emotional responses to, 267–268
by ethnicity, 271, 272
family issues and, 267
female chromosomal abnormalities,

274–275
female infertility from, 273–275
female syndromes, 275
Fragile X syndrome, 42, 275
Kartagener syndrome, 273
Klinefelter’s syndrome, 272
male chromosomal abnormalities,

272–273
male infertility from, 272, 273
PGD for, 22, 35, 275–276
PGS for, 276
Rokitansky-Küster-Hauser syndrome,

23, 50, 51, 238, 275
syndromes, 273
Turner’s syndrome, 42, 50, 51,

274–275
XYY, in males, 281–288
Y-microdeletions, 273

genetic testing, 260, 282
American College of Medical Genetics

and, 271
American College of Obstetricians and

Gynecologists, 271
American Society for Reproductive

Medicine guidelines, 352
CVS, 279–280, 293
European Society of Human

Reproduction and Embryology
guidelines, 351–355

for gamete donors, 352
HGP and, 260
international perspectives on, 262–263
for male infertility, 28
PGD as part of, 22, 35, 275–276
prenatal, 277–283

genetics, 259. See also counseling,
genetic; counselors, genetic; genetic
disorders; genetic testing

chromosomes, 260–261
DNA in, 260
genes, 259, 260
genotypes, 259
HGP and, 260
Law of Dominance in, 259
Law of Independent Assortment in,

259
Law of Segregation in, 259
modern, 259–260
negative eugenics, 259–260
positive eugenics, 260

genital herpes, 216
genograms

cultural, 77
in family systems theory, 327

genotypes, 259
Germany

ART in, cultural attitudes towards, 72
BKiD in, 548
complementary and alternative

medicine in, 197
DI in, 306, 308
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eugenics in, 259
idiopathic infertility in, 131
male infertility study in, 40
solution-focused psychotherapy in,

136
gestational carriers. See S/GCs
GGTP-HCT/P (Current Good Tissue

Practice for Human Cells, Tissues,
and Cellular and Tissue-Based
Products), 523

GLASMI. See Grupo Latinoamericano
de Interes en Salud Mental en
Infertilidad

Glutathione, 205
Gn-RH (gonadotropin-releasing

hormone), 31, 32, 101–102
acupuncture’s influence on, 202
clomiphene citrate and, 100–101
cognitive changes from, 102
depression symptoms from, 101
hypoestrogenism from, 101
IVF and, 101
Lupron, 101
Triptorelin, 101, 102

gonadotropins, 30
Gn-Rh, 31
hGC, 31
human menopausal, 101, 102
neurotropic effects of, 100

gonorrhea, 216
Great Britain

BFS in, 528, 546
British Association for Counselling

and Psychotherapy Professionals in,
528

British Infertility Counseling
Association, 130, 505, 528, 546

complementary and alternative
medicine in, 196, 197, 198

counselor accreditation in, 528
Data Protection Act in, 533
DI in, 305–308, 316, 484
donation limits in, 343
ED in, 359–360
endometriosis study, 247
Eugenics Society of Great Britain, 259
healthcare privacy in, 533
Human Fertilization and Embryo

Authority in, 85–95, 339–340, 350,
485, 509, 522, 523, 528

Human Rights Act in, 533
IVF in, 258, 478–479
IVF in, female attitudes towards, 67
male infertility in, 39
Medical Research Council in, 478
OD in, 323–324, 357
Project Group on Assisted

Reproduction in, 546
reproductive laws in, 523–524
Voluntary Licensing Authority in, 478

Greece
ART in, 73
children from ART in, psychosocial

health of, 482
female infertility in, 42
homosexuality in, 213

male infertility in, 40
motherhood as cultural symbol in,

72–73
reproduction in, historical female role

in, 213
reproduction’s role in (ancient

Greece), 411–413
grief. See also attachment and loss

theory; grief therapy; pathological
grief; perinatal grief

anticipatory mourning and, 132
from childlessness, 420–421
chronic infertility-specific models of,

9
definition of, 293
disenfranchised, 9, 420
forgotten mourners, 8
gender differences in, 9, 292
gestational age of pregnancy and, 292
in infertile females, 41
infertility theories and, 8–9
keening syndrome and, 8
normal, 98–112
pathological, 98, 292
perinatal, 294–296
from pregnancy loss, 291–292
in psychopathology, 98
shadow, 295
stages of, in psychological

consequences theory, 7
grief and loss theory, 45. See also

attachment and loss theory
ED and, 362

grief counseling. See counseling, grief
grief therapy, 15

during adoption, 405
anger resolution as part of, 405
goals of, 299–300
in group counseling, 163
guilt resolution as part of, 405
in infertility counseling, 15
memory boxes in, 299
patient assessment during, 297–298
for pregnancy loss, 291, 296, 297–299,

300
group counseling. See counseling, group
Grupo Latinoamericano de Interes en

Salud Mental en Infertilidad
(GLASMI), 550–551

goals of, 550–551
Latin American Federation of Fertility

and Sterility Services and, 550
Guatemala, international adoption

from, 398
Guizhi-Fuling-Wan, 202
Guyin decoction, 202
gynecologists. See also reproductive

endocrinologists
in infertility counseling, 23

gynecology. See also cervix; fallopian
tubes; ovulation; uterus

HSG, 21
hysterosalpingography in, 21–35
laparoscopy, 21

Hachimijiogan, 202

hCG (human chorionic gonadotropin),
31

health behavioral interventions, 187–191
self-efficacy beliefs and, 188
weight management, 189–190

health care, WHO on, 424
Health Council of the Netherlands, ART

and, 48
Health Insurance Portability and

Accountability Act (HIPAA),
532–533

medical records under, 532
Heart Rate Variability. See HRV
Heidelberg model in, 8
hepatitis, cryopreservation and, 341
heredity. See also genetics

concept of, 260, 282
HGC (Human Genetics Commission)

on gamete donations, 283
on PGD, 277

HGP (Human Genome Project), 260
genetic testing and, 260

Hinduism
fertility symbols in, 3
lingam in, 3
yoni in, 3

Hippocratic Oath, 508. See also ethics
Histrionic Personality Disorder, 108. See

also psychopathology
HIV/AIDS (human immunodeficiency

virus/Acquired Immune Deficiency
Syndrome), 216, 237

under Americans with Disabilities
Act, 243

ART and, 240
childlessness from, 415
cryopreservation and, 341
female infertility from, 243
infertility counseling and, 251
male infertility from, 240
during pregnancy, 243
in sperm banks, 342

Hoccheukkito, 202
Hodgkin’s disease, 246, 250, 257

CABVD treatment for, 239, 241
female infertility from, 241
male infertility from, 48, 239
MOPP treatment for, 239, 241
oocyte cryopreservation and, 241–256
sperm cryopreservation and, 245

Holocaust, as negative eugenics, 259
homeopathy, 203
homosexuality. See also gay male

couples; lesbian couples
in ancient Greece, 213

hormones. See also estrogens;
progesterone

adrenal, 241
estrogens, 100
female sexual dysfunction from, 222
FSH, 26, 28, 32, 50
Gn-RH, 31, 32, 101–102
Gn-Rh, 31, 32
hCG, 31
LH, 32
male infertility and, 38
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hormones (cont.)
male reproductive, alcohol’s effect on,

191
progesterone, 26, 100
therapies, for infertile males, 32
thyroid, 241

hot flashes, 241
HPA (hypothalmic adrenal system), 106
HPV (human papilloma virus), 216

cervical cancer and, 242
HRV (Heart Rate Variability), 104
HSG (hysterosalpingogram), 21, 28
human chorionic gonadotropin. See

hCG
Human Fertilization and Embryo

Authority (HFEA), 11, 85–95,
339–340, 350, 485, 509, 522, 528

British Infertility Counseling
Association under, 546

Code of Practice, 118
gamete donation guidelines, 357
on lesbian couples, 514–519
OD guidelines, 321, 357–369
on PGD, 277
reproductive laws under, 523

Human Fertilization and Embryo
Authority Code of Practice, 118

Human Fertilization and Embryology
Act, 509

Human Genetics Commission. See HGC
Human Genetics Society of Australia,

261
Human Genome Project. See HGP
human immunodeficiency

virus/Acquired Immune Deficiency
Syndrome. See HIV/AIDS

human papilloma virus. See HPV
Human Reproductive Technology Act,

480
Human Rights Act, 533
human sexual response. See also sexual

dysfunction; sexual expression
desire as part of, 220
infertility and,
orgasm as part of, 218
sexual expression and, 218
3 phases of, 218
in women, 218

hyperemesis gravidarum
management of, 446
during post-infertility pregnancy, 446

hyperprolactinemia, 101, 105
ovulation dysfunctions from, 101

hyperstimulation syndrome, 30
ovarian cyst formation from, 30

hypertension
calcium channel blockers and, 239
infertility counseling after, 251
treatment of, in males, 238–239

hypnosis, 203
hypoactive sexual desire disorder, 220

primary, 220
hypoestrogenism, 101
hypothalmic adrenal system. See HPA
hysterosalpingogram. See HSG
hysterosalpingography, 21–35, 53

hysteroscopy, 29, 32

ICD-9, multiculturalism under, 65
Iceland

complementary and alternative
medicine in, 198

information disclosure in, for
gamete/embryo donations, 485

ICSI (intracytoplasmic sperm injection),
22, 47, 48, 272, 420, 477

DI v., 315
in IVF, 32
in Sweden, for males, 39

identified adoption, 398
identity theory

adoption and, 393–394
DI and, 309–310
language acquisition as part of, 418
maternal identity in, post-infertility,

461
under object relations theory, for

females, 417
idiocentrism, 69
idiopathic infertility, in Germany, 131
IFFS. See International Federation of

Fertility Societies
IFIPA. See International Federation of

Infertility Patient Associations
IICO. See International Infertility

Counseling Organization
immigration

cultural diversity from, 62, 79
to European Union (2001), 62
to United States, (1995–2000), 62

immortality desires, reproduction as
form of, 131, 411, 460

implication/decision-making therapy, 15
impotence, in males, 39

as sexual dysfunction, 219
in vitro fertilization. See IVF
independent adoption, 397–398

costs for, 397
disadvantages of, 397–398
networking for, 397

independent consultants
advantages/disadvantages for, 500
infertility counselors as, 500

India, collective culture in, 69
individual identity theory, 9
individualism

cultures and, 68
emotional expression and, 78
in United States, 69

Industrial Revolution, motherhood
after, 413

infabulation. See female circumcision
infant mortality

neonatal death, 290
personhood and, 291
SIDS, 290

infertility, 20, 238. See also childlessness;
counseling, infertility; counselors,
infertility; infertility theories;
research, infertility; secondary
infertility; stage theory; third-party
reproduction

adoption after, 387
advocacy organizations for, 5
anticipatory mourning from, 132
attachment/loss and, 132
biblical references to, 37
biopsychosocial model of, 174, 175,

177–178
bipolar disorders from, 99
in Canada, 20
cancers and, 38
causes of, medical, 20, 21, 34
as chronic stressor, 178
cognitions, 185
counseling for, 2, 4, 5, 55
as crisis, 9–10
cultural responses to, 3, 70
definition of, 34
in Denmark, 20
depression from, 98–99
distress from, psychological, 4, 145
from erectile dysfunction, 219
exercise and, excessive, 25
Fertility Problem Stress Inventory for,

565
Freudian theories and, 43
gender-specific diagnoses for, 12, 46,

55
genetic causes of, 237–238
grief and, 9
group counseling for, 405
historical overview of, 20–22
holistic views on, 4–6
idiopathic, 131
Infertility Cognitions Questionnaire

for, 565
Infertility Distress Scale for, 566
Infertility Problem Inventory for, 179,

565
Infertility Reaction Scale, 565
as intergenerational family

developmental crisis, 10
internalization of, 9
legislation, in Canada, 85
maternal identity after, 461
in media, 37–38
medical solutions to, 4, 7–19
medicalization of, 2, 145
medications for, 99–102
multidimensional questionnaires

about, 565
in Nigeria, 20, 415
obesity as risk factor for, 189,

243–244
parenthood after, 459, 461–462,

465–466, 474
PCOS and, 38
personality disorders and, 99,

107–109, 111
personality tests and, 93
personality types and, 109, 140
POF and, 38
polygamy as solution to, 1, 42
pre-existing psychiatric disorders and,

84
primary, 2, 20
psychogenic, 6–7, 130, 170, 171, 216
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psychological reactions to, 171–172,
471

psychopathology and, 98–99
psychosocial interventions for, 5, 6,

173–174
rates, worldwide, 37, 415
religion and, 67–68, 73–75
research on, 5
rituals, 442
Rokitansky-Küster-Hauser syndrome

and, 23, 50, 51
in Scotland, 20
secondary, 2, 20
self models and, integration of, 9
sexual dysfunction and, in couples,

213–217, 233, 235
sexual dysfunction as cause of,

219–220
STDs as cause of, 216
as stigma, 10, 39
stress and coping theory and, 179–180
in Sweden, 20
theories, by gender, 43
third-party reproduction and, 15–16
tobacco usage and, 25
as transformational process, 10
treatment goals, 83
unidimensional questionnaires about,

565–566
in United States, 20
from vaginismus, 219
worldwide rates for, 1

Infertility (Medical Procedures) Act, 524
infertility belt, 2–17
Infertility Cognitions Questionnaire, 565
infertility counseling. See counseling,

infertility
Infertility Counseling Award, 505, 528
infertility counselors. See counselors,

infertility
Infertility Distress Scale, 566
infertility, in females, 50–55, 240–244

in Africa, sub-Saharan, 42, 71
age as factor in, 50–51
anorexia nervosa as risk factor for, 99
biologically-based therapies for,

204–205
from CAH, 275
from cancers, 50, 241–242
cervical evaluation for, 29
in China, 41
from chromosomal abnormalities,

274–275
congenital uterine anomalies as factor

for, 50
coping strategies for, 172
cortisol secretions in, 184
from diabetes, 243
in Egypt, 70–71
emotional effects from, 53–54, 55, 84
from endometriosis, 31, 50, 242–243
endometriosis as factor in, 31, 50
as failure, 41
fallopian tubal factors for, 21, 28–29,

52–53
fallopian tubal surgery and, 30

from Fragile X syndrome, 275
FSH as factor in, 26, 50
future research for, 56
genetic causes of, 273–275
in Greece, 42
grief from, 41
from HIV, 243
from Hodgkin’s disease, 241
from inflammatory bowel diseases,

244
intrusive ideation from, 53–54
in Israel, 42
IUI and, 31
in Japan, 4
in Kuwait, 42
L-arginine for, 204
in matrilineal societies, 71, 82
nitric oxide for, 204
obesity as risk factor for, 189, 246
OD and, 319
ovulation and, 26–27
PCOS and, 50
from PID, 50
from POF, 26, 38, 45, 50, 52, 240–241
psychological responses to, 41–43, 172
religion’s impact on, 67
from Rokitansky-Küster-Hauser

syndrome, 238, 275
self-esteem in, 41
shame from, 46, 54
social treatment of, 3
stigma theory and, 44
stress in, 53–54, 172
tubal ligations and, 30
from Turner’s syndrome, 238, 240
uterine evaluation and, 28–29
uterine surgery and, 30–32
in Vietnam, cultural attitudes

towards, 72
Vitex for, 204

infertility, in males, 22, 46–49, 50, 132
acupuncture and, 203, 211
in Africa, 40, 413
age as factor for, 47
alexithymia from, 40
azoospermia and, 28, 39, 47, 48
behavioral changes for, 47
biologically-based therapies for, 205
from cancer, 239
CBAVD, 27, 28, 47, 48, 273
CBT for, 49
CFTR and, 27
in China, 40
from chromosomal abnormalities, 48,

272–273
coping strategies for, 172
from cystic fibrosis, 239–240
from DES, 39
DI as result of, 47
from diabetes, 240
emotional response implications for,

49–50
erectile dysfunction as factor in, 46,

225
FSH as factor in, 28, 32
future research for, 55–56

genetic causes of, 272, 273
genetic testing for, 28
in Germany, 40
Glutathione for, 205
in Great Britain, 39
in Greece, 40
Guizhi-Fuling-Wan for, 202
from HIV, 240
Hoccheukkito for, 202
from Hodgkin’s disease, 48, 239
hormonal causes for, 28, 38
hormonal therapies for, 32
hypertension treatment as factor in,

238–239
ICSI for, 22, 47, 48, 272
impulse control issues and, 49
in Iran, 40
Isoflavones for, 205
IUI and, 39
Ju Jing powder for, 202
from Kartagener syndrome, 273
from Klinefelter’s syndrome, 23, 38,

47, 237–238, 272
L-carnitine for, 205
LH as factor in, 32
medical treatments for, 32
MESA for, 22, 47, 272
oligospermia and, 39, 48
from pharmaceutical use, 240
psychogenic, 7, 216
psychological responses to, 38–41, 172
Pychnogenol for, 205
quality-of-Life assessments for, 568
Selenium for, 205
semen analysis as part of, 22, 27
shame from, 49
social views on, 38
St. John’s Wort for, 205
stress from, 172, 173
in Sweden, 39–40
TESE for, 22, 32, 47, 272
testicular cancer, 48, 239
traditional Chinese medicine for, 202
varicoceles and, 28, 38
vasectomies and, 32, 39, 47–58
vitamin supplements for, 205
from Y-microdeletions, 273
Zinc for, 205

infertility medications, 99–102. See also
bromocriptine mesylate;
clomiphene citrate; estrogens;
Gn-RH; progesterone;
psychopharmacology

antiandrogens, 30
antiestrogens, 30
bromocriptine mesylate, 101, 110
for endometriosis, 31
Gn-RH, 31, 32, 101–102
gonadotropins, 30, 100
hyperstimulation syndrome from, 30
for ovulation induction, 30
progesterone, 26, 100, 102
psychiatric effects from, 100
sperm production and, effect on, 27
USDA approval for, 30

Infertility Problem Inventory, 179, 565
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Infertility Reaction Scale, 565
infertility research. See research,

infertility
infertility theories, 6–8. See also family

systems theory; stigma theory
chronic grief models, 9
family systems, 10–11, 43, 552
grief, 8–9
individual identity, 9
psychogenic, 6–7, 130, 170, 171, 216
psychological consequences, 7, 171
psychological cyclical model, 7
psychological outcome approach, 7–8,

171
psychosocial context approach, 8
self-discrepancy, 9
stage, 11
stigma, 10, 43, 44, 58, 248
stress/coping, 9–10, 174, 176, 179–180

Infertility Treatment Act, 321
IVF guidelines, 357

infertility treatment providers. See
counselors, infertility

infertility treatments. See also infertility
medications

American Society for Reproductive
Medicine on, 434

Cognitive Adaptation Model for, 434
costs as factor for, 430–431
couples counseling after, 435–437
disengagement from, 433
emotional factors in, 431–432
faith-healing as, 74
fear as factor in, 432
gender-based responses to, 430
goals of, 83
interpersonal factors in, 431
mandatory counseling after, 435, 441
maternal age as factor for, 430
optimism as factor in, 431
parity as predictor for, 430, 431–438
physician counseling after, 436,

441
physician-recommended withdrawal

from, 434–435
psychological distress from, 432
sociodemographic factors for, 430,

431–438
staff-patient communications during,

435
stage theories for, 433–434

information disclosure
for adoption, 391
about ART, to children, 483–485,

487
in Austria, for gamete/embryo

donations, 485
for DI, 307–309
for ED, 363–364, 367
gender as factor in, 488
in Iceland, for gamete/embryo

donations, 485
from infertility counselors, 138
infertility counselors on, 487–488
international perspectives on, 485
for OD, 334
parenthood and, 488–489

in Sweden, for gamete/embryo
donations, 485

about third-party reproduction, to
children, 469, 472, 489, 490,
553–554

informed consent, 87, 584
for American Psychological

Association, 87–95
for contractual surrogacy, 374
infertility counselors and, 530
under reproductive laws, 539–540
from S/GCs, 377

Ingarda tribe, 3
INSERM. See National Institute for

Health and Medical Research
international adoption, 388, 389,

391–393, 398–399
from China, 398
costs of, 398
cultural issues for, 399
from Guatemala, 398
from Kazakhstan, 398
political instability and, 399
Protection of Children and

Co-Operation in Respect of
Intercountry Adoption, 389, 398

from Russia, 398
from South Korea, 398

International Federation of Fertility
Societies (IFFS), 340

Fertility Society of Australia, 340
International Federation of Fertility

Societies’ Surveillance Report, 339
International Federation of Infertility

Patient Associations (IFIPA), 499
International Infertility Counseling

Organization (IICO), 14, 130, 544,
548–549

International Premature Ovarian
Failure Association (IPOFA), 250

international review boards. See IRBs
International Society of Nurses in

Genetics, 261
Internet resources, 593–596

for behavioral medicine, 593–594
for children, 596
for complementary and alternative

medicine, 594
for ED, 595
on fatherhood, 596
for gay couples, 596
for genetic counseling, 594
for group counseling, 166
for medical information, 593–594
for medical organizations, 593–595
on parenthood, 596
for patient organizations, 593
for post-infertility pregnancy, 596
for pregnancy loss, 594–595
for psychological organizations,

593
for sexual counseling, 594
for surrogacy, 593–595
for third-party reproduction, 595

intracytoplasmic sperm injection. See
ICSI

intrauterine insemination. See IUI

intrusive ideation, from female
infertility, 53–54

involuntary childlessness, 1, 61
iontophoresis, 202
IPOFA. See International Premature

Ovarian Failure Association
Iran

IVF in, female attitudes towards, 67
male infertility in, 40

IRBs (international review boards)
for bioethics, 511
ethics committees v., 511–512

Irrational Parenthood Adjustment Scale
for, 566

Isla de las Mujeres, 1
Islam

adoption and, 74
ART and, 74
birth control under, 215
embryo transfers and, 74
infertility as God’s will under, 72
IUI and, 74
Koran, 73, 214
male infertility under, 40
marriage under, 214
reproduction under, 412
sexual expression within, 214
third-party reproduction and, 74

Isoflavones, 205
Israel

female infertility in, 42
involuntary childlessness in, 414
National Insurance Law in, 525
OD in, 525
Public Health (In Vitro Fertilisation)

Regulation, 72
Public Health (Semen Banks)

Regulation, 72
reproductive laws in, 72, 525–526
Surrogacy Arrangement Act in,

525
Italy, ART in, 340
IUI (intrauterine insemination), 31, 48,

51
embryo transfers and, 74
hCG and, 31
Islam and, 74
for male infertility, 39

IVF (in vitro fertilization), 4, 22, 23–35,
48, 51, 55, 143, 274, 477. See also
DI; ED; OD

acupuncture and, 202
assisted hatching, 33
Australian studies, 462–463, 479–481
blastocyst transfers in, 33
breast cancer and, 241
depression from, 38
embryo transfers in, 33
European Union studies, 463
female attitudes towards, 67
in France, 479
Gn-RH and, 101
in Great Britain, 258, 478–479
history of, 358–359
ICSI in, 32
increase in, 20
infant outcome studies from, 480
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under Infertility Treatment Act, 357
in Iran, female attitudes towards, 67
MMPI for, 93
ovarian stimulation in, 32
pregnancy rates from, 479
psychological testing for, 92–93
psychosocial consultations for, 84
SSRIs and, 105
in Sweden, 39, 479
in United States, 481
Zung depression scores and, 106

Japan
complementary and alternative

medicine in, 197–198
female infertility in, 4
Japan Association of Psychological

Counseling for Reproductive Health
in, 549

reproductive tourism and, 530
umazume in, 3

Japan Association of Psychological
Counseling for Reproductive Health
(JAPCRM), 549

Certified Clinical Psychologist
guidelines under, 549

Ju Jing powder, 202
Judaism

ART under, 72, 73
OD under, 73
personhood under, 291
reproduction under, 412
sexual expression within, 213–214
surrogacy under, 73
Torah, 213

Kahoun papyrus, 20–35
Kartagener syndrome, 273
Kazakhstan, international adoption

from, 398
keening syndrome, 8
Klinefelter’s syndrome, 23

azoospermia in, 237
as genetic disorder, 272
male infertility from, 23, 38, 47,

237–238, 272
pregnancy termination rates for,

281
Koran, 73, 214
Kuwait, female infertility in, 42

laparoscopic ovarian drilling. See LOD
laparoscopy

LOD, 52
pelvic cavity evaluation, 21, 29

L-arginine, for female infertility, 204
last-chance-children, 467.
Latin America. See also Mexico

Grupo Latinoamericano de Interes en
Salud Mental en Infertilidad in,
550–551

Latin American Federation of Fertility
and Sterility Services in, 526

machismo in, 412
marianismo in, 412
reproduction in (colonial), 412
reproductive laws in, 526

Latin American Federation of Fertility
and Sterility Services (FLASEF),
526

Grupo Latinoamericano de Interes en
Salud Mental en Infertilidad and,
550

Latin American Network of Assisted
Reproduction, 73

Law of Dominance, 259
Law of Independent Assortment, 259
Law of Segregation, 259
L-carnitine, 205
legal rights. See also reproductive laws

DI and, 305
for ED, 366–369
infertility counselors and, 13
surrogacy and, 33, 371–372, 382

lesbian couples
Canadian Fertility and Andrology

Society guidelines for, 514
DI for, 307
ED as option for, 357, 368
European Society of Human

Reproduction and Embryology
guidelines for, 514

Human Fertilization and Embryo
Authority on, 514–519

Internet resources for, 596
parenthood for, 469–470

levonorgestrel subdermal implants, 102
LH (luteinizing hormone), 32

clomiphene citrate and, 100
depression from, 106

life stage model, in family systems
theory, 10, 416

lingam (penis), 3
lithium, 106
LOD (laparoscopic ovarian drilling), for

PCOS, 52
low libido, 220
Lupron, 101
luteinizing hormone. See LH

Macau culture, 71
fertility rites within, 74

machismo, 412
male sexual dysfunction. See sexual

dysfunction, in males
males. See also fatherhood; gay male

couples; infertility, in males; sexual
dysfunction, in males

advanced paternal age for, 271
on antidepressants, 105
azoospermia in, 28, 39, 47, 48
CBAVD in, 27, 28, 47, 48
CFTR in, 27
chromosomal abnormalities in,

272–273
conflict management for, 151
endometriosis, response to diagnosis

in partner, 46
erectile dysfunction in, 219
as forgotten mourners, 8
Freudian infertility theories for, 43
gay, 375–376
immortality desires for, 460
machismo for, 412

medical consultation parameters for,
23

oligospermia in, 39, 48
in psychogenic infertility theory, 7
reproductive hormones for, 191
retrograde ejaculation for, 38, 227
sexual dysfunction in, 224–228
sexual functioning myths, 224
sexual functioning treatments for, 217
tobacco usage by, 190
urological history for, 24
XYY, 281–288

manipulative/body-based methods, 201,
205–206

massage, 205–206
Yoga, 205

marianismo, 412
Marital Adjustment Scale (MAS), 147
Marital Satisfaction Inventory (MSI),

147
marital therapy. See counseling, couples
marriage

under collectivism, 71
under Islam, 214
perinatal grief’s influence on, 298,

303
in Renaissance Europe, 215

MAS. See Marital Adjustment Scale
massage, 205–206
maternal identification, pregnancy and,

293
maternal mortality, 440–441
maternal serum screen, 278
MDI (mental development index), 104
media, infertility in, 37–38
medical economics, 22
medical ethics, 508. See also bioethics

denial of infertility treatment and, 517
Nuremberg Code, 508
in Tuskegee Study, 508
World Medical Association and, 508

medical organizations. See
organizations, medical

Medical Research Council, 478
medicine. See also behavioral medicine;

complementary and alternative
medicine; Western medicine

behavioral, 169
biopsychosocial, 264
Chinese traditional, 202
complementary and alternative, 174,

175, 177–178, 196
ethics in, 508
Hippocratic Oath in, 508
historical overview of, 197
integrated, 196
psychosomatic, 170
traditional, 196
Western, 64

meditation, mindfulness, 66
memory boxes, 299
men. See males
menopause

gonadotropins and, 101, 102
hot flashes during, 241
symptoms, from clomiphene citrate,

100
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menstruation. See also ovulation
BBT influence on, 21
history of, 26
influences on, 3
ovulation detection during, 26–27
traditional Chinese medicine for, 202

mental development index. See MDI
Mental Health Professional Group

(MHPG). See also American Society
for Reproductive Medicine 86, 129,
166, 340, 523, 544–546

activities of, 540, 545–546
committees of, 545
ED guidelines, 358
goals of, 545
qualification guidelines of, 559
task forces under, 545

mental health professionals. See
counselors, genetic; counselors,
infertility

MEPA. See Multiethnic Placement Act
MESA (microsurgical epididymal sperm

aspiration), 22, 32–36, 47
Mexico

Grupo Latinoamericano de Interes en
Salud Mental en Infertilidad,
550–551

Latin American Federation of Fertility
and Sterility Services, 526

National Board of Medical Genetics,
261

MHPG. See Mental Health Professional
Group

microsurgery
development of, 47–58
MESA, 22, 32–36
TESE, 22, 32
tubal reanastomosis, 30
vasectomies, 32

microsurgical epididymal sperm
aspiration. See MESA

microsurgical tubal reanastomosis, 30
Middle East. See Egypt; Iran; Israel;

Pakistan
Mind/Body model, 429–438
mind-body programs, 203, 551

autogenic therapy, 203
in complementary and alternative

medicine, 201
hypnosis, 203
for infertility counseling, 120
Transcendental Meditation, 157,

203–210
mindfulness meditation, 66
Minnesota Multiphasic Personality

Inventory. See MMPI
miscarriages, 290

age as factor for, 300
chemical pregnancies, 290
multiple, 300
preimplantation, 290
recurrent pregnancy loss, 300

MMPI (Minnesota Multiphasic
Personality Inventory), 92, 93, 94,
178

for IVF, 93

MMPI-2, 92, 93, 94
for oocyte donors, 345
personality disorders and, 99
for S/GCs, 378
T-scores for, 94

mood stabilizers, 106
carbamazepine, 109
lithium, 106

mortality. See also infant mortality
infertility counseling and, 252
maternal, 440–441

motherhood, 38, 460. See also
reproduction

age demographics for, 50
biological clock for, 51
cultural pressures for, 51
as defining role, 45, 131–132, 141,

418
in feminist theory, 325, 414
Greek cultural attitudes of, 72–73
after Industrial Revolution, 413
infertility theories and, by gender, 43
legal definitions of, 468–469
medicalization of, 460
myths of, 320
OD and, 325
as reparative, 131
in retirement, 319
solo, 469–470
in Vietnamese culture, 70

mourning, 294. See also grief
Moxibustion, 202
Mozambique, Macau culture in, 71, 74
MPR (multifetal pregnancy reduction),

290, 301, 448–449
MSI. See Marital Satisfaction Inventory
multiculturalism, 68

emic approach to, 68
etic approach to, 68
ICD-9 and, 65
infertility counseling and, 63, 65, 66,

67
Multiethnic Placement Act (MEPA), 399
multifetal pregnancy reduction. See

MPR
multiple birth/pregnancy, 448–449

after infertility treatment, 448–449
miscarriages during, 300–301
MPR for, 290, 301, 448–449
parenting issues from, 467–468
pregnancy termination, 301–302
vanishing twin syndrome, 301

mycoplasmosis, 216

narcissism, pregnancy and, 293
Narcissistic Personality Disorder, 108
NASW. See National Association of

Social Workers
National Association of Black Social

Workers, 399
National Association of Social Workers

(NASW), 527
counselling guidelines of, 527

National Board for Certified Counselors,
527

National Board of Medical Genetics, 261

National Center for Complimentary and
Alternative Medicine (NCCAM), 196

National Center for Health Statistics
(NCHS), 197, 414

National Health Service, 118, 198
National Institute for Clinical

Excellence (NICE), 118–127
National Institute for Health and

Medical Research (INSERM), 479
National Insurance Law, 525
natural-killer cells. See NK
NCHS. See National Center for Health

Statistics
needle phobia, 99, 107
negative eugenics, 259–260

ethnic cleansing as, 260
Holocaust as, 259
positive v., 260

Neisseria gonorrhoeae, 28
neonatal death, 290. See also perinatal

grief
The Netherlands

adopted children in, 392
ART in, 48
children from ART in, psychosocial

health of, 483
neural tube defects, prenatal genetic

testing for, 278
New Testament, 73
New Zealand

Australia & New Zealand Infertility
Counsellors Association, 130, 321

DI in, 306, 310
ED in, 358, 363

NICE. See National Institute for Clinical
Excellence

Nigeria
ART cycles in, 415
childlessness in, 415
divorce factors in, 42
infertility rates in, 20, 415
polygamy in, 71

nitric oxide, for female infertility, 204
nitrofurantoin, 240
NK (natural-killer) cells, during

pregnancy, 159
North America. See Canada; Mexico;

United States
nuclear conflict theory, 170
Nuremberg Code, 508

obesity. See also weight loss
BMI and, 189
diabetes and, 243
in European Union, 189
female-factor infertility and, 189,

243–244, 246
health behavioral interventions for,

189–190
PCOS and, 189

object relations theory, 325
female identity formation under, 417
generative tasks under, 417
in psychoanalytic theory, 417
stages of, 417

obsessive compulsive disorder. See OCD
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OCD (obsessive compulsive disorder),
99, 107, 109

pharmaceutical treatment for, 109
during pregnancy, 107

OD (oocyte donation), 15, 16, 33, 51, 73,
84, 274, 319. See also donors,
oocytes; oocytes

advanced maternal age and, 332–333,
513

age and, 332
altruistic, 321, 340
American Society for Reproductive

Medicine guidelines, 321, 322, 340,
536

anonymous, 319, 323–324, 330–331,
569–570

Assisted Human Reproduction
Agency, 321

Assisted Human Reproduction
Agency guidelines, 321

attachment and loss theory and, 326
in Australia, 321, 340, 342
Australia & New Zealand Infertility

Counsellors Association guidelines,
321

in Belgium, 324
in Canada, 321, 340
commercial recruitment of, 319–320
counseling for, 333
CPHI for, 334
disclosure issues with, 334
donor characteristics, 322–323
educational materials for, 3–18
egg-sharing, 319
ethnicity as factor in, 329
European Society of Human

Reproduction and Embryology
guidelines, 322

European Union Tissue ands Cells
Directive guidelines, 321, 357

family systems theory and, 326–327
female infertility and, 319
feminism and, 324–325
financial reimbursements for, 331
in France, 321, 340
future applications of, 336
in Great Britain, 323–324, 357
Human Fertilization and Embryo

Authority guidelines, 321, 357–369
indications/contraindications for, 335
Infertility Treatment Act and, 321
intergenerational, 319
intrafamilial, 319, 323, 324, 331
in Israel, 525
known, 319, 323–324, 331–332, 559,

569, 570
legislation for, 320–321, 331
medical compliance during, 347
medical rejection rates for, 331
medical risks of, 342
Mental Health Professional Group of

American Society of Reproductive
Medicine guidelines, 321, 322

MMPI tests for, 345
motherhood from, 325
ovarian reimplantation and, 336

personalized anonymity for, 340
after POF, 320, 332
psychoanalytic theory and, 324–325
psychological evaluations for, 84, 85
psychosocial response to, 327–328
recipient characteristics, 324
recipient interviews for, 332, 333–334
recipient motivation for, 322
rejection criteria for, 335
relaxation training for, 182
reproductive laws for, 536
Reproductive Technology

Accreditation Committee on, 321
reproductive tourism and, 319, 330
after secondary infertility, 333
selection issues for, 323–324, 328–332
split-egg, 319
stigma theory and, 325–326
stratified reproduction from, 319
transvaginal ultrasound retrieval for,

342
in United States, 484–485

oligospermia, 39, 48
from Y-microdeletions, 273

onohysterosalpingography, 53
oocytes

aging of, 51
cryopreservation of, 22, 53–54, 59,

241–256, 336, 342, 353
donors, 350
OD, 15, 16, 33, 51, 73, 84, 274

oopherectomy, 53–54
breast cancer and, 241

organ donations
altruism and, 346
gamete donations v., 346
surrogacy v., 373

organizations, advocacy
American Association of Marriage

and Family Therapy, 527
American Psychiatric Association, 527
American Psychological Association,

75, 118,
527

American Society for Reproductive
Medicine, 85, 129, 146, 261, 339,
485, 522

APNA, 527
Australia & New Zealand Infertility

Counsellors Association, 130, 321,
357, 528, 540, 546–547

BFS, 528, 546
BKiD, 548
British Association for Counselling

and Psychotherapy Professionals,
528

British Infertility Counseling
Association, 130, 505, 528, 546

Canadian Counselling Association,
528

Canadian Infertility Counselling
Association, 551

Canadian Infertility Counsellor’s
Association, 528

development of, 7
Endometriosis Association, 158

European Society of Human
Reproduction and Embryology, 85,
130, 146, 261, 339, 547–548

FertiForum, 549–550
Grupo Latinoamericano de Interes en

Salud Mental en Infertilidad,
550–551

IFIPA, 499
for infertility, 5
for infertility counselors, 499
International Infertility Counseling

Organization, 14, 130, 544, 548–549
Internet resources for, 593–596
IPOFA, 250
Japan Association of Psychological

Counseling for Reproductive
Health, 549

Latin American Federation of Fertility
and Sterility Services, 526

Mental Health Professional Group,
86, 129, 166, 340, 523, 544–546

National Association of Black Social
Workers, 399

National Association of Social
Workers, 527

RESOLVE, 129, 156, 351, 499
World Medical Association, 508

organizations, medical, infertility
counseling and, 5

orgasm phase disorders, 223
anorgasmia, 223
treatments for, 228

orgasms, in human sexual response, 218
ovarian cancer, 242
ovarian cysts. See cysts, ovarian
ovulation, 26–27

acupuncture and, 202
antiandrogens and, 30
BBT and, 26
endometrium during, 26
gonadotropins and, 30
hyperprolactinemia and, 101
induction of, 30
predictor kits, 26
progesterone value during, 26
serial ultrasound exams during, 26

PAI. See Personality Assessment
Inventory

Pakistan, complementary and
alternative medicine in, 198.

parenthood. See also fatherhood;
motherhood

adaptation to, 471–473
adolescence as stage of, 472
alternative forms of, 469–470
American Society for Reproductive

Medicine on, 459
after ART, 462–463
ART v. genetic, psychosocial studies

of, 464
in Canada, legal definition of, 524–540
caregiver collaboration during,

473
Child Project Questionnaire for, 566
counseling for, 574, 577
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parenthood (cont.)
discipline issues as part of, 471–472
expectations of, 466
Fertility Adjustment Scale for, 566
after infertility, 459, 461–462,

465–466, 474
information disclosure as part of,

488–489
Internet resources on, 596
Irrational Parenthood Adjustment

Scale for, 566
last-chance-children and, 467
life expectancies after, 466
mental health assessment for, 473
motivations for, 461
after multiple birth/pregnancy,

467–468
normalization of, 470–471
older, 270–271, 466–467
only children and, 467
Parenting after Infertility Survey for,

462
after secondary infertility, 467
six stages of, 465
tasks of, 464–466
after third-party reproduction,

463–464, 468–469
Wikman Reproduction Scale for, 566

Parenting after Infertility Survey, 462
pastoral psychology, 66
pathological grief, 98, 292

predictors of, 292, 295
payak (reproductive spirits), 213
PCOS (Polycystic Ovarian syndrome),

38, 45
androgen levels and, 52
CAH and, 275
diagnosis-specific studies of, 42
female infertility from, 50
LOD for, 52
medical treatments for, 52
obesity and, 189
psychological effects of, 52
Quality-of-Life assessment for, 567

PCR (polymerase chain reaction), 276
PDD (premenstrual dysphoric disorder),

100
PDI. See Psychomotor Development

Index
Pediatric Advisory Committee, 104
pedigree assessment

CEGRM, 262
for genetic counseling, 262

pedunculated submucosal fibroids, 28
pelvic cavity, 29

adhesions in, 29
laparoscopy for, 21, 29

pelvic inflammatory disease. See PID
penis envy, 417
percutaneous epididymal sperm

aspiration. See PESA
percutaneous umbilical blood sampling,

451
percutaneous vasal sperm aspiration.

See PVSA
perinatal grief, 294–296

marital relationships after, 298, 303
patterns of, 294–296
physical manifestations of, 294–295
primary, 297
psychotropic medications for, 297–298
PTSD from, 297–298
secondary, 297
shadow grief as part of, 295

Personal Information Protection and
Electronic Documents Act
(PIPEDA), 533–542

Personality Assessment Inventory (PAI)
for S/GCs, 378

personality disorders, 99, 107–109, 111.
See also Borderline Personality
Disorder

Avoidant/Dependent Personality
Disorder, 109

Borderline Personality Disorder,
107–108

Eysenck Personality Inventory, 99
Histrionic Personality Disorder, 108
MMPI, 99
Narcissistic Personality Disorder, 108
during post-infertility pregnancy,

445–446
personalized anonymity, 340
personhood

in China, 291
by culture, 291
under Judaism, 291

PESA (percutaneous epididymal sperm
aspiration), 48

PGD (preimplantation diagnosis), 22,
35, 275–276

American Society for Reproductive
Medicine on, 277

counseling issues for, 277
for couples, 276–277
European Society of Human

Reproduction and Embryology on,
277

FISH in, 276
by genetic counselors, 259
HGC on, 277
Human Fertilization and Embryo

Authority on, 277
international use of, 277
limitations of, 277
patient attitudes towards,
PCR in, 276
pregnancy termination after, 302
UNESCO on, 277
WHO on, 277
for Y-microdeletions, 273

PGS (preimplantation genetic
screening), 276

for aneuploidy, 276
pharmaceuticals. See

psychomedications
phobias, 99

blood-injury, 99
needle, 99, 107

PHSP (posthumous sperm
procurement)

bioethics for, 514–515

international ban on, 515
reproductive laws for, 539

physical exercise
excessive, infertility from, 25
uterus and, effects on, 31

physicians
culturally sensitive, 67, 75–76
culturally unaware, 66
infertility counseling collaboration

with, 498
infertility counseling for, 436, 441
infertility treatment withdrawal from,

434–435
phytoestrogens, 204
PID (pelvic inflammatory disease), 50
Pilaga tribe, 213
the pill. See birth control, oral
PIPEDA. See Personal Information

Protection and Electronic
Documents Act

placebo effects, 200–201
classical conditioning and, 200
in complementary and alternative

medicine, 199, 200
conditioned, 201
expectancy theory and, 200–201

P-LI-SS-IT model, for sexual counseling,
228

PMR (progressive muscle relaxation),
183

POF (premature ovarian failure)
adrenal hormone deficiency from, 241
affliction rates, 42
causes of, 42–43
diagnostic communication issues for,

435
female infertility from, 26, 38, 45, 50,

52, 240–241
Fragile X syndrome and, 42
hot flashes and, 241
idiopathic, 42
IPOFA, 250
negative body image from, 43
OD after, 320, 332
pregnancy and, 42–57
secondary, 240
thyroid deficiency from, 241
treatment of, 250
Turner’s syndrome and, 42, 50, 51

Polycystic Ovarian syndrome. See PCOS
Polycystic ovarian Syndrome, 34
polygamy

for childless couples, 419
infertility and, 1, 42

polymerase chain reaction. See PCR
Post Traumatic Stress Disorder. See

PTSD
posthumous sperm procurement. See

PHSP
postpartum depression. See PPD
PPD (postpartum depression), 106

Antenatal Questionnaire for, 454
Antepartum Questionnaire for, 454
Beck Anxiety Inventory for, 454
Edinburgh Postpartum Depression

Scale for, 454–458
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incidence rates for, 473
after pregnancy, 445
risk factors for, 473

pregnancy. See also counseling,
preconception; multiple
birth/pregnancy; pregnancy loss;
pregnancy, post-infertility;
pregnancy termination; prenatal
genetic testing

acupuncture and, 202–203
advanced maternal age and, 270–271
amniocentesis during, 453
anxiety disorders during, 445
ART risks, 441–442
bipolar disorders after, 106
bonding during, 293
after breast cancer, 241
chemical, 290
couvade experience during, 440
developmental tasks of, 444, 456
from DI, 314–315
diabetes and, 243
ectopic, 290
false positives for, 278
folic acid supplementation during,

270
during group counseling, 159, 164
HIV during, 243
as instinctual, 293
Internet resources for, 596
from IVF, 479
loss during, 13
maternal identification as part of, 293
as narcissistic condition, 293
NK cell study during, 159
as object-seeking, 293
OCD symptoms during, 107
payak and, 213
POF and, 42–57
PPD after, 445
preconception counseling before,

269–272
as psychological concept, 293, 304,

443
rubella immunity during, 270
after secondary infertility, 451
spontaneous loss during, 13
SSRIs during, 104, 105
termination of, 13, 280–282
after transcervical balloon tuboplasty,

30
trial, 276
trophoblastic disease and, 290.

pregnancy loss. See also miscarriages
ART as factor in, 290
bereavement theory and, 295
depression from, 299–300
genetically-affected, 282–283
grief from, 291–292
Internet resources for, 594–595
medical care after, 296–297
miscarriage, 290
psychotherapeutic approach to, 291,

296, 297–299, 300
recurrent pregnancy loss, 300
resolution of, 295

stillbirth, 290
support groups for, 300
timeline for, 291

pregnancy, post-infertility
advanced maternal age during,

450–451
ambiguity during, 444–456
anxiety during, 442, 444
bedrest for, 447–448
complicated, 446–448
coping strategies for, 452–454
decision making during, 452
denial of, 446
depression during, 445, 454
distress from, 454
eating disorders during, 446
entitlement issues during, 442
external stress factors on, 442
hospitalizations during, psychiatric,

444
hyperemesis gravidarum during,

446
infertility counseling for, 16, 17,

451–452, 454–455
infertility rituals during, 442
isolation during, 444–457
loss during, 444
nausea/vomiting during, 447
normalization of, 443–456
personality disorders during, 445–446
physical vulnerability during, 442
as premium, 440
pseudocyesis during, 446
psychological tasks of, 443–444
psychopathology during, 444–446
resources for, 454
selflessness during, 442
support groups for, 452, 454
by third-party reproduction, 449–450

pregnancy termination, 13, 522–540
elective abortion, 290
Klinefelter’s syndrome and, 281
for mosaic cases, 281
MPR, 290, 301
during multiple pregnancy, 301–302
after PGD, 302
from prenatal genetic testing,

280–282, 302
psychological responses to, 281
Turner’s syndrome and, 281
XYY males and, 281–288

preimplantation diagnosis. See PGD
preimplantation genetic screening. See

PGS
preimplantation miscarriages, 290
premature ejaculation, 226–227

treatments for, 226–227
premature ovarian failure. See POF
premenstrual dysphoric disorder. See

PDD
premenstrual syndrome, 100
premium pregnancy, 440
prenatal adoption, 526
prenatal genetic testing, 277–283. See

also PGD
abnormalities during, 279

for advanced maternal age, 451
amniocentesis, 280, 451, 453
biochemical/nuchal translucency

screen, 278
CVS, 279–280, 451
for Down syndrome, 278, 279–288
for ED, 284
fetoscopy, 451
first-trimester screening in, 279
maternal serum screen, 278
for neural tube defects, 278
percutaneous umbilical blood

sampling, 451
pregnancy termination as result of,

280–282, 302
with serum alpha-fetoproteins, 451
ultrasound, 278, 279

Primary Care Evaluation of Mental
Disorders Brief Patient Health
Questionnaire. See PRIME-MD
Brief PHQ

primary infertility, 2, 20
PRIME-MD Brief PHQ (Primary Care

Evaluation of Mental Disorders
Brief Patient Health Questionnaire),
504

private adoption. See independent
adoption

privatization of happiness, 460
PROGAR. See Project Group on Assisted

Reproduction
progesterone, 26, 100, 102

GABA modulation from, 100
levonorgestrel subdermal implants,

102
in oral birth control, 102
during ovulation, 26
serotonin decreases from, 100

progressive muscle relaxation. See PMR
Project Group on Assisted Reproduction

(PROGAR), 546
pronatalism, 413

childless couples and, 422–423
Protection of Children and

Co-Operation in Respect of
Intercountry Adoption (Hague
Convention), 389, 398

pseudocyesis, 446
PSIG. See Psychological Special Interest

Group
psychoanalytic theory. See also Freudian

theories
childlessness in, 417
ego psychology as part of, 417
object relations theory, 417
OD and, 324–325
penis envy as part of, 417
self-psychology as part of, 417

psychodynamic therapy, 15, 133–134,
159

brief, 133, 134, 138–139
features of, 138
long-term, 133, 134
shared values of, 138

psycho-education, 181–183
information sources for, 183
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psycho-educational group counseling,
165

for DI recipients, 165
psychogenic infertility theory, 6–7, 130,

170, 171, 216
females and, 7
males and, 7, 216

psychological consequences theory, 7,
171

infertility counseling in, 7
stages of grief as part of, 7

psychological cyclical model, 7
psychological disorders. See

psychopathology
psychological evaluations, 86, 87–91

assessment factors within, 86–87
content of, 88
in couples counseling, 83–85, 88
CPHI, 88, 125, 178, 563
for DI, 84, 85
for ED, 84, 85
expectation management as part of,

89–90
fertility treatment contraindications

from, 90
information gathering for, 88–89
informed consent as part of, 87–95
interview preparations for, 87–88
legal history as factor in, 89
for OD, 84, 85
psychological testing and, 91
recommendations after, 90–91, 95
record storage and, 87
relationship history as part of, 89
social support outside of, 89

psychological outcome approach, 7–8,
171

Heidelberg model in, 8
Psychological Special Interest Group

(PSIG). See also European Society
of Human Reproduction and
Embryology; Mental Health
Professional Group

of European Society of Human
Reproduction and Embryology, 322

gamete donation guidelines, 340
infertility counseling guidelines, 322

psychological tests. See also
psychometric testing

Antenatal Questionnaire, 454
Antepartum Questionnaire, 454
Beck Anxiety Inventory, 454
Beck Depression Inventory, 92, 98, 178
characteristics of, 92
Coping Inventory for Stressful

Situations, 179
Coping Scale for Infertile Couples, 567
development of, 91
Dyadic Adjustment Scale, 147
Eating Attitudes Test, 99
Edinburgh Postpartum Depression

Scale, 454–458
Eysenck Personality Inventory, 99
Fertility Adjustment Scale, 566
Fertility Problem Inventory, 147–148,

565

future applications for, 93–94
Infertility Cognitions Questionnaire,

565
Infertility Distress Scale, 566
Infertility Reaction Scale, 565
Irrational Parenthood Adjustment

Scale, 566
for IVF, 92–93
literature review on, 92–93
Marital Adjustment Scale, 147
MMPI, 92, 178
MMPI-2, 92, 93, 94
MSI, 147
Personality Assessment Inventory, for

S/GCs, 378
personality tests, 91, 93
PRIME-MD Brief PHQ, 504
psychological evaluations and, 91
psychometric, 93
Psychomotor Development Index, 104
reliability in, 92
of S/GCs, 376, 378, 381
State-Trait Anxiety Inventory, 92, 178
Symptom Checklist, 92, 178
validity in, 92
Ways of Coping Checklist, 178, 179

psychology
of altruism, 373
culture and, 68–70
in genetic counseling, 265, 269
pastoral, 66
of pregnancy, 293, 304
religion v., 65–66
social, 418–419

psychomedications. See also mood
stabilizers; SSRIs; tricyclic
antidepressants

cimetidine, 240
infertility treatments interactions,

109–110
mood stabilizers, 106
nitrofurantoin, 240
for perinatal grief, 297–298
spironolactone, 240
SSRIs, 104–105
sulfasalazine, 240
tricyclic antidepressants, 104, 112

psychometric testing, 93, 552–553. See
also MMPI; psychological tests

Psychomotor Development Index (PDI),
104

psychopathology, 94, 97, 103–107. See
also affective disorders; anxiety
disorders; bipolar disorders; eating
disorders; sexual dysfunction

Adjustment Disorder, 99, 103
affective disorders, 98–99, 103
anxiety disorders, 99, 107
bipolar disorders, 99
eating disorders, 99
grief reactions, 98
infertility and, 98–99
OCD, 99, 107, 109
personality disorders, 99

psychopharmacology, 97
psychosis, from clomiphene citrate, 101

psychosocial context approach, 8
psychosocial support services. See also

counseling, infertility; support
groups

for infertility, 5, 6
pregnancy rates influenced by, 5

psychotherapy. See also CBT (Cognitive
Behavioral Therapy); counseling,
couples; counseling, sexual

crisis intervention, 15, 136–137
genetic counseling v., 263
grief counseling and, 137
infertility counseling v., 132–133
psychodynamic, 15, 133, 134
solution-focused, 135, 136
strategic, 135–136

PTSD (Post Traumatic Stress Disorder)
for adopted children, 392, 409
from perinatal grief, 297–298
psychological videotapes as part of,

297
for S/GCs, 380

Public Health (In Vitro Fertilisation)
Regulation (Israel), 72

Public Health (Semen Banks)
Regulation (Israel), 72

PVSA (percutaneous vasal sperm
aspiration), 48

Pychnogenol, 205

quality-of-Life assessments
Endometriosis Health Profile-30, 567
FertiQol, 567
in infertile men, 568
for PCOS, 567

Qu’an. See Koran

RCT (Relational Cultural Theory), 43–44
components of, 44
connectedness as part of, 44

RCT (randomized control trial), in
infertility counseling, 120

reasonable welfare principle, 147
recipients

characteristics, for OD, 324
counseling, for DI, 165
counseling, for ED, 365–366, 572,

573
ED consent forms for, 589
gamete donor, 348
interview process, for OD, 332,

333–334
motivations for OD, 322
screening of, for S/GCs, 380–382

reciprocal determinism, 134, 199
triadic reciprocality from, 199

reconstruction, in couples counseling,
152–153

reflexology, 206
Regulated Health Professionals Act, 528
Rehabilitation Act, 531–542
Relational Cultural Theory. See RCT
relaxation

PMR, 183
response, to stress, 171
techniques, 183–184, 192
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reliability, psychological testing, 92
internal consistency and, 92
test-retest, 92

religion. See also Buddhism;
Christianity; Islam; Judaism

children in, as symbols,
infertile female distress levels and, 67
infertility counseling and, 78
infertility treatment influenced by,

67–68, 73–75
major world religions, by population,

63
monotheistic, 62–63
polytheistic, 62–63
psychology v., 65–66
S/GCs and, 378
spirituality v., 62–63

reproduction, 131–132. See also birth
control; fatherhood; motherhood;
parenthood; pregnancy

in Africa, social importance of, 413
in ancient Greece, female role in, 213,

411–413
in Asia, social importance of, 412–413
birth control development and, 215
under Christianity, 412
in colonial Latin America, 412
as form of immortality, 131, 411, 460
generativity and, 131
happiness from, 413
under Islam, 412
under Judaism, 412
privatization of happiness and, 460
sexual expression and, 213
stratified, 319, 415
theories of, 320
in Vietnam, social importance of,

413
reproductive endocrinologists, 23, 51
reproductive health psychology, 169
reproductive laws, 521–522, 524, 540.

See also Human Fertilization and
Embryo Authority; legal rights

Artificial Conception Act, 525
Assisted Human Reproduction Act,

524, 528
in Australia, 524–525, 547
Baby M., 522
for biotechnology, 522–523
in Canada, 524
Canada Health Act, 524–540
Commonwealth Family Law Act, 525
for donor sperm, 535–536
for ED, 536–537
under Human Fertilization and

Embryo Authority, 523
Infertility Act, 524
informed consent under, 539–540
in Israel, 72, 525–526
in Latin America, 526
for lost embryos, 537–538
National Insurance Law, 525
for OD, 536
for PHSP, 539
Public Health (In Vitro Fertilisation)

Regulation, 72

Public Health (Semen Banks)
Regulation, 72

for S/GCs, 538–539
Surrogacy Arrangement Act, 525
in United States, 523

Reproductive Technology Accreditation
Committee, 321

Reproductive Technology Accreditation
Committee (RTAC), 321, 339, 340,
357

Reproductive Technology Register, 480
reproductive tourism, 2–18, 63–64, 341,

512, 529, 555
childlessness and, 419
DI and, 314
ED and, 357
multicultural counseling for, 63
OD and, 319, 330
S/GCs and, 379
stratification of services for, 63–64,

512
reproductive tract, female, cancers of,

53–54, 242, 249
research, infertility

demographic issues in, 5
ethnographic case studies, 5

RESOLVE (National Infertility
Association), 129, 156, 351, 499

ED education by, 360, 366
retainers, for contractual surrogacy, 374
retirement motherhood, 319
retrograde ejaculation, 38, 227

diabetes and, 240
treatments for, 227

rituals, development of, 153
Rokitansky-Küster-Hauser syndrome,

23, 50, 51, 158
female infertility from, 238, 275

Roman Catholic Church, ART and, 526
Romania, adoption in, 388
RPL (recurrent pregnancy loss), 300

habitual aborters and, 300
rubella, during pregnancy, immunity

from, 270
Russia, international adoption from, 398

salpingoscopy, 52–53, 59
salpingostomy, 53
SCL-90. See Symptom Checklist
Scotland

cystic fibrosis study, 246
infertility rates in, 20

secondary infertility, 2, 20
OD after, 333
parenthood after, 467
pregnancy after, 451

Selenium, 205
self

discrepancy theory of, 9
idiocentrism and, 69
models, infertility and, 9
psychology of, 417

self-blame. See also shame; stigma
theory

by gender, 46
self-efficacy beliefs, 188

emotional reactions influenced by, 200
self-regulation from, 200
in Social Cognition Theory, 199–200

self-esteem
body image issues and, 43
female infertility and, 41
male infertility and, 49

self-psychology theory, 43, 44–45
semen analysis, 22, 27. See also sperm

production
age as factor in, 246
parameters for, 27
stress as factor for, 217–218

sensate-focus techniques in, 229
serotonin

brain effects from, 105
estrogen effects on, 100
progesterone effect on, 100
SSRIs, 104–105

sertraline, 105
serum alpha-fetoproteins, 451
sex therapy. See counseling, sexual
sexual arousal phase disorders, 222–223

treatments for, 223
sexual counseling. See counseling,

sexual
sexual dysfunction, 212, 213–233. See

also sexual dysfunction, in females;
sexual dysfunction, in males

ART and, 217–218
assessment of, 219
clinical histories of, 219
CPHI and, 219
diagnostic grid for, 221
ethical issues regarding, 231
in females, 222–224
generalized, 212
hypoactive sexual desire disorder, 220
impotence as, 219
in infertile couples, 213–217, 233, 235
infertility counselors and, 231–232
infertility from, 219–220
low libido, 220
prevention of, 229–231
primary, 212
secondary, 212
situational, 212
treatments for, 227, 228–229, 231

sexual dysfunction, in females, 222–224
dyspareunia, 224
hormonal changes as cause of, 222
orgasm phase disorders, 223
sexual arousal phase disorders,

222–223
vaginismus, 219, 223–224

sexual dysfunction, in males, 224–228
erectile dysfunction, 219, 225–226
premature ejaculation, 226–227
retrograde ejaculation, 38, 227
sexual pain disorders, 227–228

sexual expression, 212
in Africa, for females, 214–215
in Asia, 214
for females, 215
human sexual response and, 218
in Islam, 214
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sexual expression (cont.)
in Judaism, 213–214
for males, myths about, 224
in medieval Europe, 214
reproduction and, 213
zina as, 214

sexual health, 212, 218
sexual pain disorders, for males,

227–228
sexuality, 218. See also homosexuality

cultural influence on, 219
sexually transmitted infections. See STIs
S/GCs (surrogacy/gestational carriers),

15, 16, 33, 34, 51, 370–371, 449–450.
See also contractual surrogacy

adoptive parents and, 370
age as factor in, for parents, 385
altruistic, 373, 380
American Society for Reproductive

Medicine guidelines, 377
assessment of, 377–380
in Australia, 525
Baby M. and, 522
commercial, 373
common problems within, 374–375
compensation for, 577
contractual, 370, 374
CPHI and, 381
cultural sensitivity during, 382
demographics for, 372
ethical arguments of, 371
European Society of Human

Reproduction and Embryology
guidelines, 377

evaluation guidelines for, 574–577
future of, 385–386
for gay male couples, 375–376,

478
infertility counseling for, 449
informed consent from, 377
Internet resources for, 593–595
intrafamilial, 380
IVF surrogates, 370
joint session interviews as part of,

382–385
under Judaism, 73
legal rights for, 33, 371–372, 382
MMPI-2 testing for, 378
organ donation v., 373
Personality Assessment Inventory for,

378
psychological risks in, 33
psychological testing of, 376, 378,

381
PTSD from, 380
public curiosity about, 371
recipient screening for, 380–382
reference checks for, 379
religion and, 378
reproductive laws for, 538–539
reproductive tourism and, 379
social support for, 378
traditional, 370
United States agencies for, 371
United States guidelines for, 371

shadow grief, 295

shame, 44
as clinical issue, 46
EMDR for, 54
from female infertility, 54
infertility counseling and, 405
for infertility females, 46
from male infertility, 49
in stigma theory, 44

Short Form Health Survey
Questionnaire, 41

SIDS (sudden infant death syndrome),
290

situation-stress-symptom, 171
Six Phase of Infertility Treatment

Model, 496–497
smoking. See tobacco usage
Social Cognition Theory, 199

reciprocal determinism in, 199
self-efficacy beliefs in, 199–200

social-exchange theory, ED and, 360
solution-focused psychotherapy, 135

coping strategies in, 135
in Germany, 136

sonohysterogram, 29
South Korea, international adoption

from, 398
S-P (scientist-practitioner) model

EBM as part of, 122–123
of infertility counseling, 120, 122–123

sperm banks, 33
HIV’s effect on, 342

sperm donors, 15, 16, 272, 341, 349–350
for CBAVD, 273
reproductive laws for, 535–536

sperm production
alcohol/drug use and, 188
cryopreservation and, 239, 341
ICSI, 22, 47, 48
identification of, 3
IUI, 31, 48
medication’s effects on, 27
MESA, 22
PESA, 48
pharmaceutical’s effect on, 27
production/delivery evaluation, 27–28,

31
PVSA, 48
semen analysis, 22, 27
TESE, 22
tobacco use and, 27

Spina bifida, 106
spirituality

chronic illness and, 254
non-religious, 63
religion v., 62–63

spironolactone, 240
spoiled identity, 152
SSRIs (serotonin reuptake inhibitors),

104–105
brain activity effected by, 105
Fluoxetine, 104, 105
galactorrhea and, 105
IVF and, 105
during pregnancy, 104, 105
sertraline, 105
Venlafaxine, 104, 105, 110

SSRM. See Swiss Society for
Reproductive Health

St. John’s Wort, 205
stage theory (of infertility), 11

couples counseling and, 144
dawning in, 11
immersion in, 11
for infertility treatment, 433–434
legacy as part of, 11
mobilization in, 11
resolution in, 11

State-Trait Anxiety Inventory (STAI), 92,
178

stigma theory, 10, 43, 44, 58, 248
adoption under, 388, 389
childlessness and, 418–419
DI and, 47, 310
for infertile women, 44
infertility as, 10, 39
OD and, 325–326
physical deformity types and, 44
shame as part of, 44

stillbirth, 290
STIs (sexually transmitted infections)

Chlamydia, 28
chlamydiosis, 216–233
genital herpes, 216
gonorrhea, 216
HIV, 216
HPV, 216
infertility from, 216
mycoplasmosis, 216
Neisseria gonorrhoeae, 28
syphilis, 216
trichomoniasis, 216

strategic/solution-focused brief therapy,
15

stratification of services
human rights and, 424
for infertility counseling, 2, 8, 18, 215
for reproductive tourism, 63–64, 512

stratified reproduction, 319, 415
stress

adaptation as result of, 171, 183
alarm reaction from, 170
from ART, 53–54, 59
baseline, 174
chronic stressors, 176–193
cognitive-phenomenological stress

theory, 176
cognitive-phenomenological theory

of, 176
coping strategies for, 174, 176,

179–180
cultural influences on, 172
exhaustion from, 171
females and, 172
fight or flight and, 171
general adaptation syndrome from,

170
as health factor, 170–171
in infertile females, 172
in infertile males, 172, 173
Fertility Problem Inventory, 179
from infertility treatments, 432
infertility-specific, 178–179
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interactional approach to, 178
management programs for, 131
from post-infertility pregnancy, 454
pregnancy and, 442
relaxation response to, 171
response-oriented, 178
semen quality and, 217–218
situation-stress-symptom, 171
stimulus-oriented, 178
theories, for infertile individuals,

9–10, 53–54
stress and coping theory, 174, 176. See

also coping strategies
distress in, 176
infertility and, 179–180

subfertility, 106
sudden infant death syndrome. See SIDS
sulfasalazine, 240
support groups

for chronic illness sufferers, 254
female, 119
group counseling v., 161
for post-infertility pregnancy, 452, 454
for pregnancy loss, 300

surgery. See also microsurgery; surgery,
fallopian tube

for cervical cancer, 242
for endometriosis, 243
fallopian tube, 30
uterine, 30–32

surgery, fallopian tube, 30
microsurgical tubal reanastomosis, 30
transcervical balloon tuboplasty, 30
tubal ligations and, 30

surgery, uterine, 30–32
IUI, 31

Surrogacy Arrangement Act, 525
surrogacy/gestational carriers. See

S/GCs
Sweden

ART in, 340
DI in, 306, 342
ICSI in, for males, 39
infertility rates in, 20
information disclosure in, for

gamete/embryo donations, 485
IVF in, 39, 479
male infertility study in, 39–40

Swiss Society for Reproductive Health
(SSRM)

FertiForum under, 550
Switzerland

DI in, 306
FertiForum in, 549–550
SSRM, 550

Symptom Checklist (SCL-90), 92, 178
syphilis, 216

Taiwan
anxiety disorders in, 99
children from ART in, psychosocial

health of, 483
Talmud, 73
tamoxifen citrate, 30
Tao Te Ching, 73
TCM. See traditional Chinese medicine

Ten-step Circular Process Model,
495–496

European Society of Human
Reproduction and Embryology and,
496

TESE (testicular sperm extraction), 22,
32, 47

testicular cancer, 48, 239
counseling for, 48, 249
sperm cryopreservation and, 239, 245

testicular sperm extraction. See TESE
therapies. See also biologically-based

therapies; CBT; counseling, couples;
counseling, infertility; counseling,
multicultural; counseling, sexual;
counselors, infertility; crisis
intervention therapy; grief therapy;
psychodynamic therapy;
psychopharmacology;
psychotherapy

biologically-based, 201, 203–205
for breast cancer, 242
CBT, 49, 52, 107, 131, 134–135, 159,

188
chemotherapy, 241, 249
Clear Passage, 206
collective, 157
crisis intervention, 15
for endometriosis, 243
energy/biofield, 201
family, 15
grief, 15
Group-Rational-Emotive, 159
hormonal, for infertile males, 32
implication/decision-making, 15
marital, 143–144
psychodynamic, 15, 133–134
psychodynamic therapy, 15, 133, 134,

159
strategic/solution-focused brief, 15

third-party reproduction, 33–34, 35. See
also children, via third-party
reproduction; S/GCs; surrogacy

disclosure about, to children, 469,
472, 489, 490, 553–554

European Union studies, 463–464
family-building from, 15–16
from gamete donation, 449, 450
internet resources for, 595
Islam and, 74
OD as part of, 15, 16, 33
parenthood after, 463–464, 468–469
post-infertility pregnancy from,

449–450
sperm donation as part of, 15

thyroid hormones, POF’s effect on,
241

tobacco usage, 190
American Public Health Service on,

188
by females, 190–195
infertility and, 25
by males, 190
sperm production and, effect on, 27

Tobrian Islanders, 3
Torah, 73, 213

traditional Chinese medicine (TCM),
202. See also acupuncture

acupuncture, 202–203
Guizhi-Fuling-Wan, 202
Guyin decoction, 202
Hachimijiogan, 202
Hoccheukkito, 202
iontophoresis, 202
Ju Jing powder, 202
for male infertility, 202
for menstrual irregularity, 202
Moxibustion, 202

Transcendental Meditation, 157,
203–210

transcervical balloon tuboplasty, 30
pregnancy rates after, 30

transcervical tubal cannulation, 53
transference, 137–138

in infertility counseling, 497
transracial adoption, 392–393, 399–400

arguments against, 400
EuroAdopt program for, 400
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