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“Emotional distress in infertility” is a broad expression that loosely denotes 
anxiety, depression, grief, crisis, depleting psychological well‑being, and all forms 
of affective and interpersonal disturbances faced by individuals with infertility. 
The distress is usually associated with involuntary childlessness as it is an 
unwelcoming event. The developmental crisis associated with childlessness poses 
a threat to one’s sense of self at all levels (individual, family and social). Distress 
may begin before or during treatments as a person experiences the loss of control 
over attaining parenthood, anxiety or dejection after the diagnosis, treatments, 
its complications particularly its limited success rates. This paper reviews the 
basic concepts, theoretical models related to infertility specific distress  (ISD). It 
elaborates on the effects of individual and treatment‑specific variables on ISD with 
special highlights gathered from the national and international research.
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importance on findings gathered from the national and 
international research.

Nature of infertility specific distress
Infertility diagnosis becomes sources of chronic distress 
to both genders leading to emotional suffering in five 
major domains of daily life namely social, sexual, 
relational, needs for parenthood, and rejection of 
child‑free life.[20]

Literature on psychology of infertility does not delineate 
between psychological consequences of infertility 
and consequences of infertility treatment as they are 
difficult to disentangle from each other.[21] Most of the 
evidence‑based research emerges from clinic‑based 
data  (available from high resource countries) that 
primarily focused on treatment‑related emotional 
stress.[22]

Infertility Specific Distress

Infertility‑specific distress refers to the degree of 
emotional strain associated with failure to conceive 

or experience childbirth. It has been identified 
as an important outcome variable in most of the 
evidence‑based data across many countries.[1‑12] It is 
also known to vary with time and phases of fertility 
treatments.[12] Studies have identified that there are two 
major sources of infertility distress. First of all, since 
most societies recognize mothering and fathering as 
essential social roles, infertility leads to an unexpected 
role loss  (identified parent role, social role, biological 
role, and relational role). Second, as the treatment 
regimens, timings, strict scheduling coincides with the 
female partner’s monthly menstrual cycles, every cycle 
brings in cyclic reactions of hopes, and despair.[13‑19]

The paper is divided into two sections, out of which the 
first part elaborates the basic concepts and theoretical 
models related to infertility distress. The section of this 
article highlights the gender differences in experience 
of infertility and effects of individual and treatment 
specific variables on distress. Each section lays a special 
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Variability in infertility distress
Data from 25 population surveys and sampling 
over a lakh infertile women highlight that there are 
striking similarities in the trend of females seeking 
fertility treatments across less and more developed 
nations.[23] Nonetheless, evidences support that the 
experiences of all individuals facing infertility are 
dissimilar in nature.[24] There are studies that urge that 
almost 50% of women and 90% of men were minimally 
or moderately distressed,[25] and about a 20%–40% 
of patients are highly distressed.[25] It is also reported 
that before treatments and in the initial years, most 
of the subfertile couples may not have any significant 
psychopathology.[26,27] Nevertheless, a small subgroup 
among these do require psychological help.[28,29] Despite 
high pretreatment variability in infertile couples, when 
the same couples enter the treatment phase, these 
differences begin to blur. During treatments, emotional 
distress increases from the level initially reported by 
couples. Within a specific treatment module (intrauterine 
insemination  [IUI], in  vitro fertilization  [IVF]‑embryo 
transfer, intracytoplasmic sperm injection  [ICSI], 
Donor program), most patients present with more or 
less similar psychological profiles.[30] Distress increases 
after treatment failures.[31] Consequently, over a period, 
distress interacts with several other variables that cause 
a change in its course and magnitude.[21,32,33] Pattern 
of variability in infertility distress can be explained 
by a plethora of factors present in one’s cultural and 
sociocultural milieu.[25,34]

Research from the Indian database reports that infertility 
is impacted several domains of daily life and is thus 
experienced as a major stressor.[10,11,35‑46]

The constellation of psychological reactions in infertility 
can be summarized as per seven major infertility specific 
frameworks[47] elaborated below.

Theoretical Frameworks on Infertility 
Specific Distress
Grief and bereavement approaches
Infertility involves the couple’s shared loss. Loss 
is many‑sided such as the loss of a biological role, 
physical and mental well‑being, parenting ambitions, life 
goals, self‑confidence, body esteem, control over one’s 
body, social status, social role, and parenting role. Often 
women are reported to mourn more openly than men. 
The “28‑day grief cycle of infertility” describes the five 
stages of grief in women subsumed under the 28  days 
of the menstrual period. This grief becomes cyclic for 
couples with infertility and periodically remerges and it 
does not end until they experience childbirth or renounce 
the desire for a child.[48]

Individual identity approaches
Children are viewed as an extension of oneself and 
one’s family lineage. From these perspectives, infertility 
causes a blow to one’s self‑concept, self‑image leading 
to narcissistic self‑injury.[49]

Stress and coping theories
The self‑regulatory perspective integrates the roles of 
cognitive representations, health beliefs, emotional 
representations in infertility.[24,50]  The uncontrollability, 
ambiguity, and uncertainty associated with this medical 
condition are significant which explains why for a majority 
of patients, infertility turns into an unbearable stressor.[51]

Social construction perspectives
Infertility may also be a stigmatizing and shame‑laden 
experience. Infertile men and women are perceived by 
others to be ‘defective and socially deviant’, adding to 
their feelings of guilt and inferiority.[21,52‑55]

Family systems approach
Infertility prevents family expansion, interrupts the 
normal role‑transition thereby blocking the progression 
of couples within their family life cycle. It can alter the 
existing dynamics, relations, boundaries, communication 
patterns, and tax the family’s coping resources.[54,56]

Phase or stage theory
This theory talks of the psychological struggles 
and adaptation of the couple from pre‑treatment to 
posttreatment stages. This model explains that there are 
five psychological phases of infertility through which 
couples progress.[57] The Dawning of realization is the first 
phrase in which the couples begin to speculate that they 
have conception issues and seek a medical evaluation. 
Mobilization of psychological coping resources marks 
the next phase in which the couple is informed about 
the fertility problems, diagnosis, and given a prognostic 
plan. This is the stage in which coping resources need to 
be mobilized as adjustment problems emerge. Immersion 
is the next phase as the couple chooses and decides to 
begin treatments. It is the most complex and demanding 
phase. Resolution is the fourth phase for couples who 
do not conceive or experience childbirth. It consists of 
decisions on ending medical treatments, acknowledging, 
and mourning the loss of not having a child, and finally 
rethinking on alternative reproductive possibilities. In 
the end, the Legacy is the last stage that represents the 
aftermath of new and old unresolved psychological issues.

Gender Differences in Response to 
Infertility
Response in women
Distress in women is higher than distress in men as 
historically the role of a female is considered to be more 
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important in reproduction.[47] Researchers explain that 
for women infertility is actually something that disturbs 
several aspects of her life for many years ahead.[52] In 
most of the developing countries, women are not only 
valued for their role in reproduction but are also blamed 
when they fail at living up to this role.[58,59] This may 
be the reason why men and women differ in their 
experience of infertility and their response to same. 
Studies suggest that women report higher feelings of 
guilt, shame, grief, dejection of not being able to meet 
the standards of the “desired social role.”[26] Women 
perceive infertility more negatively with greater 
intrusiveness of fertility‑related thoughts, goal blockage 
than their partners since they receive a more direct 
negative feedback about their fertility progress (negative 
pregnancy tests, menstruation, and physician’s feedback). 
Psychological adjustment in women is reported to be 
related to both their own goal appraisals (as well as their 
partners’) whereas in men, its related solely to their own 
goal appraisals.[60] Another research conducted in women 
in India reveals that irrespective of the cause behind a 
couple’s childlessness, women by default carry a greater 
load of blame, responsibility, and guilt for reproductive 
failures.[61] This is referred to “courtesy stigma” as a 
favor on the male partner to save him from the disgrace 
to his personal and his family reputation.[61]

Response in men
Men on the other hand have been less investigated on 
their desire for parenthood, reactions to failed treatments, 
long‑term adjustments and needs for medical support 
and structured psychological interventions. A  recent 
systematic review of 92 studies on psychosocial aspects 
of infertility in men reveals that desires for parenthood, 
anxiety, and enduring sadness also prevails in men.[62] 
Men maintain high secrecy, anger, denial, powerlessness, 
personal inadequacy, and sexual inferiority regarding 
not being able to live up to “the idealized masculine 
image of self.”[47,63,64] Men report experiencing greater 
distress when a defect is identified in them,[59,60] this 
is also true for pronatalistic societies.[10,11] However, 
women experience infertility as a greater loss and have 
a stronger and an enduring negative reaction to it.[65‑68] 
Literature also suggests that men tend to underrate and 
women overrate infertility stress.[20-22]

Distress in Men and Women Undergoing 
Fertility Treatments
Literature reveals four major theoretical frameworks that 
have been used to describe the psychological response 
of individuals to infertility treatments.[47] These are 
namely:  (i) the psychological sequel approach,  (ii) the 
cyclical approach,  (iii) the outcome approach, and 

finally  (iv) the context approach. The psychological 
outcome approach integrates the most recent 
biopsychosocial perspectives to clinical practice.

The Biopsychosocial Viewpoint of 
Infertility Distress
From the biopsychosocial viewpoint, infertility distress 
is a by‑product of the medical technology, individual 
and sociocultural, and treatment‑specific factors.[47] 
Literature reveals that the individual specific factors and 
treatment‑specific factors interactively contribute to 
levels of infertility distress described in sections below.

Effect of Individual‑specific Factors 
on Distress
Psychological adjustment in infertility is affected by 
certain person‑centric variables such as the following.

Personality factors
Personality characteristics predominantly color emotional 
and behavioral responses. Data from a recent systematic 
review suggests that neuroticism, trait anxiety, criticism, 
sensitivity to stress, dependency, escapist coping, 
intrusiveness, and anxious‑avoidant attachment style is 
correlated with distress and low emotional adjustment. 
On the other hand, trait optimism, resilience, well‑being, 
positive effect, and life satisfaction are associated with 
higher emotional adjustment.[69,70] Studies suggest that 
cognitive appraisals  (helplessness, hopelessness, threat, 
loss, and uncontrollability) and irrational parenthood 
cognitions are risk factors for depression after treatment 
failures.[6,25,32,68,70] Protective factors for distress are 
coping measures such as seeking information and 
positive reattribution, compassionate acceptance, 
cognitive appraisal, social and spousal support, open 
communication about the infertility problem and 
developing an existential meaning out of the emotional 
experience.[32,33,71] Career‑role salience, partner 
communication and dyadic coping predicts social, 
personal, marital harmony, mindfulness acceptance and 
cognitive‑defusion, and alleviates stress.[25,72‑75]

Sociocultural factors
The importance given to “biological parenthood” 
can stir identity struggles and contribute to internal 
and external shame in men and women experiencing 
infertility.[47,76,77] In developing nations, fertility and 
childbirth are perceived as social responsibilities.[78,79] 
Fertility treatments are thus quite popular as infertility 
is more of an unexpected life event and a major social 
issue rather than being just a medical disease. Despite the 
medical, financial, and emotional costs, couples who can 
afford these treatments go at quite a length to achieve 
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a childbirth rather than accept or adjust to involuntary 
childlessness.[78,79] In addition to this, there are gaps in 
literature on the experiences of men resource‑constrained 
countries and its comparison with high‑income 
countries.[62,73] Literature from Indian contexts depicts 
that women experience social hardships, personal and 
sexual inadequacy, low self‑esteem, guilt, shame, loss 
of body‑esteem, privacy, and integrity as a consequence 
of childlessness.[21,39,45,55,78,80] In addition, fertility defines 
womanhood. Infertility is a highly stigmatizing condition. 
Thus, in order to break out of this stigma, women go 
through all kinds and any extent of fertility treatments. 
In Indian context, patients lack the information on 
infertility, choice of treatments, and this makes coping 
with its consequences quite difficult.[79,81] Some of the 
social problems linked with infertility reported from 
the southern regions of India have been the unsolicited 
questioning by others, difficulty in guarding and keeping 
their sexual, intimate lives, politicization of reproductive 
failures, unwanted and unempathetic help, medical 
aids, suggestions, pressures to try out “the guaranteed 
cures and magico‑religious solutions to infertility,” 
social alienation, infertility being equated with “sexual 
weakness or impotency, lack of vigor, unattractiveness,” 
and fimally adjusting within the “stigmatizing milieu” 
is the process of breaking mental barriers held by 
others.[62,82,83]

Coping with infertility
Meta‑analytical reviews support that the infertility 
situation is unpredictable and minimally controllable 
and a problem‑focused coping can lead to deleterious 
outcomes.[84,85] Coping with infertility occurs at 
two levels, namely individual and at dyadic level. 
Gender‑wise differences are also evident. In addition 
to this, short‑term coping is different from long‑term 
adaptation to infertility.[69] As per the transactional 
theory of coping, individuals generally use distraction 
or avoidance to cope with low control situations such 
as infertility.[84] Limited distraction from ruminations 
or avoidance of anxiety‑provoking fertility situations 
is adaptive as it curtails short‑term treatment‑related 
distress. However, overreliance on such strategies in the 
long run can lead to a recoil effect.[69]

Within Indian contexts, limited studies are available 
on the coping patterns in infertility. Evidences from 
cross‑sectional studies suggest that coping difficulties 
are reported by nearly 57% of men (172 out of 300) and 
72% of women (215 out of 300 women) seeking fertility 
treatments such as ovulation induction and assisted 
conception.[10,11] Studies report that both sub‑fertile men 
and women mostly cope on their own or by seeking 
consolation, information, and advice from family and 

friends. However, they express an inconfidence in 
their coping capacities.[10,11,86] Women primarily adopt 
strategies such as use of self‑controlling, seeking 
social support, venting, behavioral disengagement, and 
ruminative thinking. In addition, most of them report 
that they are unable to effectively employ the use of 
strategies such as problem‑solving, mental mastery, 
positive appraisal, recreation of life around other goals, 
and seeking alternative rewards to resolve infertility 
distress.[87-90] Men report of employing the avoidance and 
escapist coping approach to deal with fertility‑related 
stress.[11,86,91]

Another crucial step in the coping process is the 
acceptance of the diagnosis. Couples face higher 
levels of distress if they are unable to acceptance the 
condition.[47] Studies on coping processes in infertility 
also suggest that strategies that are beneficial to 
individual  (distancing in men and self‑controlling in 
women) are problematic to the partner.[92] Both genders 
benefit greatly from meaning‑based coping as well.[93,94] 
Infertile men and women from lower social classes feel 
less compelled to conceal infertility from others and use 
more of active confrontative and meaning‑based coping 
that men and women from middle‑  higher social class 
who use more of passive avoidance strategies.[95]

Effect of Treatment Specific Variables 
on Distress
Abiding by the medical definition of infertility,[95,96] 
a couple should ideally seek a medical evaluation if 
they have not conceived during 12  months of having 
regular, unprotected sexual intercourse. However, 
literature highlights that when and why a couple decides 
to seek an evaluation and treatment depends on their 
sociocultural background, economic condition, personal 
choice, and psychological comfort.[97]

Patterns of distress among treatment seekers
Within national scenarios, studies report that couples 
usually seek treatments between 1 and 3  years of not 
being able to achieve a pregnancy. Distress is highest 
when duration of infertility is 2–5  years. In addition, 
80% of women and 72% of men undergoing initial 
infertility check‑ups report being moderately or highly 
distress.[10,11,45] A study from India reports that primary 
infertility is a distressing condition, and pattern of 
seeking medical treatments for infertility is similar to 
that in other parts of the world, except that couples are 
reluctant to seek immediate evaluation and allopathic 
treatments for the same.[98,99]

Another cross‑sectional study from India reports selected 
factors that hinder and foster psychological adjustment 
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in infertile women receiving IVF‑ICSI treatments. In 
addition, intrapersonal factors have more prominence in 
the adjustment process than interpersonal factors. This 
study concludes that perceiving parenthood and children 
as essential entities of marriage, avoidance coping, 
ambivalence, low self‑worth, low internal control leads 
to poorer adjustment whereas higher intrinsic religiosity, 
meaning‑based coping, family, peer and social support, 
and marital and sexual satisfaction contribute toward 
better adjustment.[44]

The Treatment‑specific Predictors of 
Distress
These include chronic uncontrollable stress,[10,11,65,66,100‑104] 
increasing the duration of infertility,[104] repeated 
cycles of treatments and their failures,[15‑18,21,22,32,33,103-106] 
gender‑specific diagnosis and distress related to 
it,[10,11,63,66,100,104] treatment‑related strain,[9,10,21,47,107] 
disturbances in daily life activities while 
taking treatments,[108] treatment side‑effects and 
discontinuation[2,98‑112] and stress‑mediated biological 
changes.[102,107,113‑118]

Treatment‑specific Issues within Indian  
Scenario
A recent cross‑sectional study from Indian setups reports 
selected factors that hinder and foster psychological 
adjustment in infertile women receiving IVF‑ICSI 
treatments. This study concludes that perceiving 
parenthood and children as essential entities of marriage, 
avoidance coping, ambivalence, low self‑worth, and 
low internal control leads to poorer adjustment whereas 
higher intrinsic religiosity, meaning‑based coping, 
family, peer and social support, and marital and sexual 
satisfaction contribute toward better adjustment.[44]

Another recent study concluded that treatment‑related 
distress is as high in IUI as it was in IVF in men and 
women. Gender differences exist on stress related to 
needs for parenthood, social and sexual concerns and 
female partners score higher on these subscales in 
comparison to their male counterparts.[119,120] In women 
indices of marital adjustment, sexual functioning and 
satisfaction tend to be stable in the first 2  years but are 
likely to deteriorate overtime.[43,45] Infertility distress 
is on a rise due to a plethora of medical, financial 
and emotional issues, exploitation from the healthcare 
sector, and low societal acceptance for “being in a 
state of involuntary childlessness.”[41,42,82,121,122] Most 
couples are under the pressure to undergo a cocktail 
of treatments that comprises of less and more invasive 
protocols within a short duration of marital life. Several 
couples undergo magico‑religious cures, and Ayurvedic 

treatment, Homeopathic therapies as a mainstay and they 
opt for Allopathic treatments alongside these.[10,11,41] Data 
also urges that pattern of seeking medical treatments for 
infertility is similar to that in other parts of the world, 
except that couples are reluctant to seek immediate 
evaluation and allopathic treatments for same.[98] Adding 
to this complexity, a recent survey of 470 Gynecologists 
in four major cities  (in India) reveals that each clinic 
be it big or small follows a different yardstick for 
quality of care, patient management, costs, and ethical 
practices.[47,122‑124] In addition, secrecy associated with 
undergoing third‑party reproduction programs is high as 
these are publically perceived as obnoxious for violating 
the common cultural concepts of family, marriage, 
and kinship.[46,122,123] Under these conditions until 
about a couple of decades back, there were no clearly 
established guidelines for care of infertility patients and 
for professional counseling and therapy; however, more 
recently, the ICMR has taken stringent steps with regard 
to quality of fertility care in our country.[122]

Conclusions and Implications for 
Clinical Practice and Research
Fertility treatments are scientific marvels that began 
in 19 seventies. With increasing rates of infertility, 
globally,[23,39] medically assisted reproductive 
treatment and technology have become quite popular. 
Developments in these areas have also bloomed in our 
country simultaneously to its origins on other parts of 
the world.[47,121‑126] Over the past 50 years, most countries 
have come up with an evidenced‑based committee 
report that elaborates clear guidelines on addressing 
psychosocial needs in infertility specific to each phase 
of treatment. Systematic reviews and meta‑analytical 
evidences from the western contexts support that there 
are personal, situational, and treatment‑related risk 
factors for infertility distress. Personal factors include  
being a female, having a pre‑existing psychopathology, 
a diagnosis of primary infertility, and avoidance coping 
style. Situational risk factors include poor marital 
relationship, impoverished social network, and frequent 
ruminations of infertility. In addition treatment‑related 
factors that promote distress are the medical side effects, 
miscarriages, and treatment failures.[47] Evidence‑based 
studies also point out that factors such as  (a) the 
personality characteristics  (neuroticism, pessimism, 
introversion, levels of resilience and hope), (b) increased 
threat, loss associated with infertility, (c) treatment 
repetition, procedural strain along with low perceived 
control over its course and outcomes, (d) frequent 
use of avoidant/escape coping strategies, (e) marital 
dissatisfaction and poor marital communication, 
(f) low social support and lastly  (g) a combination 
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of clinic‑specific factors such as treatment protocol, 
clinic environment, staff competency, and patient‑staff 
interactions account for variability in infertility distress.

Research on these issues within the Indian setups is in 
its formative years. The local database reveals some 
empirical findings on psychosocial aspects of infertility. 
Nevertheless, it also reveals a dire need for primary 
research on role of mental health practitioner at infertility 
clinics, effectiveness of psychotherapy in infertile patients 
and systematically gathered meta‑analytical evidences 
on patterns of distress, quality of life, treatment‑related 
experiences, as well as on gender‑specific predictors of 
coping efficacy in infertile patients.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

References
1.	 McQuillan  J, Greil AL, White L, Jacob MC. Frustrated fertility: 

Infertility and psychological distress among women. J  Marriage 
Fam 2003;65:1007‑18.

2.	 Peterson BD, Gold L, Feingold T. The experience and influence 
of infertility: Considerations for couple counselors. Fam J 
2007;15:251‑7.

3.	 Boivin  J, Schmidt  L. Infertility‑related stress in men and 
women predicts treatment outcome 1  year later. Fertil Steril 
2005;83:1745‑52.

4.	 Slade  P, O’Neill  C, Simpson  AJ, Lashen  H. The relationship 
between perceived stigma, disclosure patterns, support and 
distress in new attendees at an infertility clinic. Hum Reprod 
2007;22:2309‑17.

5.	 Van den Broeck  U, Emery  M, Wischmann  T, Thorn  P. 
Counselling in infertility: Individual, couple and group 
interventions. Patient Educ Couns 2010;81:422‑8.

6.	 Van den Broeck  U, D’Hooghe  T, Enzlin  P, Demyttenaere  K. 
Predictors of psychological distress in patients starting IVF 
treatment: Infertility‑specific versus general psychological 
characteristics. Hum Reprod 2010;25:1471‑80.

7.	 Gameiro  S, Boivin  J, Dancet  E, de Klerk  C, Emery  M, 
Lewis‑Jones  C, et  al. ESHRE guideline: Routine psychosocial 
care in infertility and medically assisted reproduction‑a guide for 
fertility staff. Hum Reprod 2015;30:2476‑85.

8.	 Moura‑Ramos  M, Gameiro  S, Canavarro  MC, Soares  I, 
Santos  TA. The indirect effect of contextual factors on 
the emotional distress of infertile couples. Psychol Health 
2012;27:533‑49.

9.	 Moura‑Ramos  M, Gameiro  S, Canavarro  MC, Soares  I, 
Almeida‑Santos  T. Does infertility history affect the emotional 
adjustment of couples undergoing assisted reproduction? The 
mediating role of the importance of parenthood. Br J Health 
Psychol 2016;21:302‑17.

10.	 Patel  A, Sharma  PS, Narayan  P, Binu  VS, Dinesh  N, Pai  PJ, 
et  al. Prevalence and predictors of infertility‑specific stress in 
women diagnosed with primary infertility: A  clinic‑based study. 
J Hum Reprod Sci 2016;9:28‑34.

11.	 Patel  A, Sharma  PS, Narayan  P, Nair  BV, Narayanakurup  D, 
Pai PJ, et al. Distress in infertile males in Manipal‑India: A clinic 

based study. J Reprod Infertil 2016;17:213‑20.
12.	 Moura‑Ramos  M, Gameiro  S, Canavarro  MC, Soares  I. 

Assessing infertility stress: Re‑examining the factor 
structure of the fertility problem inventory. Hum Reprod 
2012;27:496‑505.

13.	 Greil AL. A  secret stigma: The analogy between infertility and 
chronic illness and disability. Adv Med Sociol 1991;2:17‑38.

14.	 Daly K. Crisis of genealogy: Facing the challenges of infertility. 
In: McCubbin HI, Thompson EA, Thompson AI, Futrell J, 
editors. The dynamics of resilient families. Thousand Oaks, CA: 
Sage; 1999. p. 1-40.

15.	 Cousineau  TM, Domar  AD. Psychological impact of infertility. 
Best Pract Res Clin Obstet Gynaecol 2007;21:293‑308.

16.	 Pasch LA, Gregorich SE, Katz PK, Millstein SG, Nachtigall RD, 
Bleil  ME, et  al. Psychological distress and in  vitro fertilization 
outcome. Fertil Steril 2012;98:459‑64.

17.	 Bleil  ME, Pasch  LA, Gregorich  SE, Millstein  SG, Katz  PP, 
Adler  NE, et  al. Fertility treatment response: Is it better to 
be more optimistic or less pessimistic? Psychosom Med 
2012;74:193‑9.

18.	 Berghuis  JP, Stanton  AL. Adjustment to a dyadic stressor: 
A  longitudinal study of coping and depressive symptoms in 
infertile couples over an insemination attempt. J  Consult Clin 
Psychol 2002;70:433‑8.

19.	 Stanton AL, Lobel M, Sears S, DeLuca RS. Psychosocial aspects 
of selected issues in women’s reproductive health: Current status 
and future directions. J Consult Clin Psychol 2002;70:751‑70.

20.	 Newton  CR, Sherrard  W, Glavac  I. The fertility problem 
inventory: Measuring perceived infertility‑related stress. Fertil 
Steril 1999;72:54‑62.

21.	 Greil  AL, Slauson‑Blevins  K, McQuillan  J. The experience 
of infertility: A  review of recent literature. Sociol Health Illn 
2010;32:140‑62.

22.	 Greil  AL, McQuillan  J, Lowry  M, Shreffler  KM. Infertility 
treatment and fertility‑specific distress: A  longitudinal analysis 
of a population‑based sample of US women. Soc Sci Med 
2011;73:87‑94.

23.	 Boivin  J, Bunting  L, Collins  JA, Nygren  KG. International 
estimates of infertility prevalence and treatment‑seeking: 
Potential need and demand for infertility medical care. Hum 
Reprod 2007;22:1506‑12.

24.	 Benyamini  Y, Gozlan  M, Kokia  E. On the self‑regulation 
of a health threat: Cognitions, coping, and emotions among 
women undergoing treatment for infertility. Cogn Ther Res 
2004;28:577‑92.

25.	 Miles LM, Keitel M, Jackson M, Harris A, Licciardi F. Predictors 
of distress in women being treated for infertility. J Reprod Infant 
Psychol 2009;27:238‑57.

26.	 Dunkel‑Schetter  C, Lobel  M. Psychological reactions to 
infertility. In: Infertility. Boston, MA: Springer; 1991. p. 29‑57.

27.	 Covington SN, Burns LH, editors. Infertility counseling: A 
comprehensive handbook for clinicians. New York, USA: 
Cambridge University Press; 2006. 

28.	 Wischmann  T, Stammer  H, Scherg  H, Gerhard  I, Verres  R. 
Psychosocial characteristics of infertile couples: A  study by 
the ‘Heidelberg fertility consultation service’. Hum Reprod 
2001;16:1753‑61.

29.	 Eugster  A, Vingerhoets  AJ. Psychological aspects of in  vitro 
fertilization: A review. Soc Sci Med 1999;48:575‑89.

30.	 Moura‑Ramos  M, Gameiro  S, Soares  I, Santos  TA, 
Canavarro  MC. Psychosocial adjustment in infertility: 
A  comparison study of infertile couples, couples undergoing 
assisted reproductive technologies and presumed fertile couples. 



326 Journal of Human Reproductive Sciences  ¦  Volume 11  ¦  Issue 4  ¦  October-December 2018

Patel, et al.: Research perspectives on infertility specific distress in patients undergoing fertility treatments

Psicol Saúde Doenças 2010;11:299‑319.
31.	 Lok  IH, Lee  DT, Cheung  LP, Chung  WS, Lo  WK, Haines  CJ, 

et  al. Psychiatric morbidity amongst infertile Chinese women 
undergoing treatment with assisted reproductive technology 
and the impact of treatment failure. Gynecol Obstet Invest 
2002;53:195‑9.

32.	 Verhaak CM, Smeenk JM, Evers AW, Kremer JA, Kraaimaat FW, 
Braat  DD, et  al. Women’s emotional adjustment to IVF: 
A  systematic review of 25  years of research. Hum Reprod 
Update 2007;13:27‑36.

33.	 Verhaak  CM, Smeenk  JM, van Minnen  A, Kremer  JA, 
Kraaimaat  FW. A  longitudinal, prospective study on emotional 
adjustment before, during and after consecutive fertility treatment 
cycles. Hum Reprod 2005;20:2253‑60.

34.	 Freeman EW, Boxer AS, Rickels K, Tureck R, Mastroianni L Jr. 
Psychological evaluation and support in a program of in  vitro 
fertilization and embryo transfer. Fertil Steril 1985;43:48‑53.

35.	 Jindal  UN, Gupta  AN. Social problems of infertile women in 
India. Int J Fertil 1989;34:30‑3.

36.	 Singh  AJ, Dhaliwal  LK. Identification of infertile couples in a 
rural area of northern India. Indian J Med Res 1993;98:206‑8.

37.	 Iyengar K, Iyengar S. Dealing with infertility: Experience of a 
reproductive health programme in southern Rajasthan. National 
Consultation on Infertility Prevention and Management. 
New Delhi: UNFPA; 1999.

38.	 Unisa  S. Childlessness in Andhra  Pradesh, India: 
Treatment‑seeking and consequences. Reprod Health Matters 
1999;7:54‑64.

39.	 Ganguly  S, Unisa  S. Trends of infertility and childlessness 
in India: Findings from NFHS data. Facts Views Vis Obgyn 
2010;2:131‑8.

40.	 Prakasamma M. Infertility: A social and gender perspective. 
National consultation on infertility prevention and management. 
New Delhi: UNFPA; 1999.

41.	 Widge A. Sociocultural attitudes towards infertility and assisted 
reproduction in India. Current practices and controversies in 
assisted reproduction. Report of a meeting on “Medical, Ethical 
and Social Aspects of Assisted Reproduction” held at WHO 
Headquarters in Geneva, Switzerland: 2001. p. 17-21.

42.	 Widge A. Beyond natural conception: A sociological 
investigation of assisted reproduction with special reference to 
India. 2000. Available  from: http://shodhganga.inflibnet.ac.in/
handle/10603/15157.

43.	 Aggarwal  RS, Mishra  VV, Jasani AF. Incidence and prevalence 
of sexual dysfunction in infertile females. Middle East Fertil Soc 
J 2013;18:187‑90.

44.	 Mahajan  NN, Turnbull  DA, Davies  MJ, Jindal  UN, Briggs  NE, 
Taplin  JE, et  al. Adjustment to infertility: The role of 
intrapersonal and interpersonal resources/vulnerabilities. Hum 
Reprod 2009;24:906‑12.

45.	 Valsangkar  S, Bodhare  T, Bele  S, Sai  S. An evaluation of the 
effect of infertility on marital, sexual satisfaction indices and 
health‑related quality of life in women. J  Hum Reprod Sci 
2011;4:80‑5.

46.	 Bharadwaj  A. Why adoption is not an option in India: The 
visibility of infertility, the secrecy of donor insemination, and 
other cultural complexities. Soc Sci Med 2003;56:1867‑80.

47.	 Covington SN. Fertility counseling: Clinical guide and Case 
studies. United Kingdom: Cambridge University Press; 2015.

48.	 Unruh  AM, McGrath  PJ. The psychology of female 
infertility: Toward a new perspective. Health Care Women Int 
1985;6:369‑81.

49.	 Olshansky  EF. Infertility and its influence on women’s career 

identities. Health Care Women Int 1987;8:185‑96.
50.	 Glahn S, Cutrer W. When Empty Arms Become a Heavy Burden: 

Encouragement for Couples Facing Infertility. Grand Rapids, 
Michigan: Kregel Publications; 2010.

51.	 Gonzalez  LO. Infertility as a transformational process: 
A  framework for psychotherapeutic support of infertile women. 
Issues Ment Health Nurs 2000;21:619‑33.

52.	 Wirtberg I, Möller A, Hogström L, Tronstad SE, Lalos A. 
Life 20 years after unsuccessful infertility treatment. Human 
Reproduction 2006;22:598-604.

53.	 Matthews R, Matthews AM. Infertility and involuntary 
childlessness: The transition to nonparenthood. Journal of 
Marriage and the Family 1986;48:641-9.

54.	 Matthews AM, Matthews R. Beyond the mechanics of infertility: 
Perspectives on the social psychology of infertility and 
involuntary childlessness. Family Relations 1986;35:479-87.

55.	 Syamala  TS. Infertility in India: Levels, Trends, Determinants 
and Consequences. Bangalore: Institute for Social and Economic 
Change; 2012.

56.	 Meyers  M, Diamond  R, Kezur  D, Scharf  C, Weinshel  M, 
Rait  DS, et  al. An infertility primer for family therapists: I. 
Medical, social, and psychological dimensions. Fam Process 
1995;34:219‑29.

57.	 Diamond  R, editor. Couple Therapy for Infertility. New York: 
Guilford Press; 1999.

58.	 Bharadwaj  A. Conceptions: Infertility and Procreative 
Technologies in India. New York: Berghahn Books; 2016.

59.	 Inhorn  M, Van Balen  F, editors. Infertility around the Globe: 
New Thinking on Childlessness, Gender, and Reproductive 
Technologies. USA: University of California Press; 2002.

60.	 Thompson EH, Woodward JT, Stanton AL. Dyadic goal appraisal 
during treatment for infertility: How do different perspectives 
relate to partners’ adjustment? Int J Behav Med 2012;19:252‑9.

61.	 Riessman  CK. Stigma and everyday resistance practices: 
Childless women in South India. Gender Soc 2000;14:111‑35.

62.	 Fisher  JR, Hammarberg  K. Psychological and social aspects of 
infertility in men: An overview of the evidence and implications 
for psychologically informed clinical care and future research. 
Asian J Androl 2012;14:121‑9.

63.	 Miall  CE. Community constructs of involuntary childlessness: 
Sympathy, stigma, and social support. Can Rev Sociol 
1994;31:392‑421.

64.	 Edelmann  RJ, Humphrey  M, Owens  DJ. The meaning of 
parenthood and couples’ reactions to male infertility. Br J Med 
Psychol 1994;67(Pt 3):291‑9.

65.	 Lee TY, Sun GH, Chao SC. The effect of an infertility diagnosis 
on the distress, marital and sexual satisfaction between husbands 
and wives in Taiwan. Hum Reprod 2001;16:1762‑7.

66.	 Abbey A, Andrews  FM, Halman  LJ. Gender’s role in responses 
to infertility. Psychol Women Q 1991;15:295‑316.

67.	 Andrews  FM, Abbey  A, Halman  LJ. Stress from infertility, 
marriage factors, and subjective well‑being of wives and 
husbands. J Health Soc Behav 1991;32:238‑53.

68.	 Stanton  AL, Tennen  H, Affleck  G, Mendola  R. Coping and 
adjustment to infertility. J Soc Clin Psychol 1992;11:1.

69.	 Rockliff HE, Lightman SL, Rhidian E, Buchanan H, Gordon U, 
Vedhara  K, et  al. A  systematic review of psychosocial factors 
associated with emotional adjustment in in  vitro fertilization 
patients. Hum Reprod Update 2014;20:594‑613.

70.	 Herrmann  D, Scherg  H, Verres  R, von Hagens  C, Strowitzki  T, 
Wischmann  T, et  al. Resilience in infertile couples acts as a 
protective factor against infertility‑specific distress and impaired 
quality of life. J Assist Reprod Genet 2011;28:1111‑7.



327Journal of Human Reproductive Sciences  ¦  Volume 11  ¦  Issue 4  ¦  October-December 2018

Patel, et al.: Research perspectives on infertility specific distress in patients undergoing fertility treatments

71.	 Martins  MV, Basto‑Pereira  M, Pedro  J, Peterson  B, Almeida  V, 
Schmidt L, et  al. Male psychological adaptation to unsuccessful 
medically assisted reproduction treatments: A  systematic review. 
Hum Reprod Update 2016;22:466‑78.

72.	 Martins  MV, Peterson  BD, Costa  P, Costa  ME, Lund  R, 
Schmidt L. Interactive effects of social support and disclosure on 
fertility‑related stress. J Soc Pers Relat 2013;30:371‑88.

73.	 Galhardo  A, Cunha  M, Pinto‑Gouveia  J. Mindfulness‑based 
program for infertility: Efficacy study. Fertil Steril 
2013;100:1059‑67.

74.	 Peterson  BD, Eifert  GH. Using acceptance and commitment 
therapy to treat infertility stress. Cogn Behav Pract 
2011;18:577‑87.

75.	 Sherratt  KA, Lunn  S. Evaluation of a group programme of 
mindfulness‑based cognitive therapy for women with fertility 
problems. J Obstet Gynaecol 2013;33:499‑501.

76.	 Galhardo A, Cunha M, Pinto‑Gouveia J, Matos M. The mediator 
role of emotion regulation processes on infertility‑related stress. 
J Clin Psychol Med Settings 2013;20:497‑507.

77.	 Galhardo A, Pinto‑Gouveia  J, Cunha  M, Matos  M. The impact 
of shame and self‑judgment on psychopathology in infertile 
patients. Hum Reprod 2011;26:2408‑14.

78.	 Vayena E, Rowe PJ, Griffin PD. Current practices and 
controversies in assisted reproduction: report of a meeting on 
medical, ethical and social aspects of assisted reproduction, held 
at WHO Headquarters. Geneva, Switzerland: WHO; 2002.

79.	 Widge  A. Seeking conception: Experiences of urban Indian 
women with in  vitro fertilisation. Patient Educ Couns 
2005;59:226‑33.

80.	 Thara  R, Ramachandran V, Hassan  PP. Psychological aspects of 
infertility. Indian J Psychiatry 1986;28:329‑34.

81.	 Widge  A, Cleland  J. The public sector’s role in infertility 
management in India. Health Policy Plan 2009;24:108‑15.

82.	 Riessman CK. Positioning gender identity in narratives of 
infertility. In Infertility around the globe: New thinking on 
childlessness, gender, and reproductive technologies. USA: 
University of California press; 2002. 

83.	 Riessman  CK. Exporting ethics: A  narrative about narrative 
research in South India. Health (London) 2005;9:473‑90.

84.	 Folkman  S, Lazarus  RS, Gruen  RJ, DeLongis  A. Appraisal, 
coping, health status, and psychological symptoms. J  Pers Soc 
Psychol 1986;50:571‑9.

85.	 Terry  DJ, Hynes  GJ. Adjustment to a low‑control situation: 
Reexamining the role of coping responses. J  Pers Soc Psychol 
1998;74:1078.

86.	 Pattnaik  P, Gharai  SC, Samantaray  N. A  comparative study and 
association between depression and male infertility. Int J Indian 
Psychol 2016;3:63.

87.	 Joshi  H, Singh  R, Bindu  M. Psychological distress, coping and 
subjective wellbeing among infertile women. J Indian Acad Appl 
Psychol 2009;35:329‑36.

88.	 Verma  P, Rastogi  R, Sachdeva  S, Gandhi  R, Kapoor  R, 
Sachdeva S, et  al. Psychiatric morbidity in infertility patients in 
a tertiary care setup. J Clin Diagn Res 2015;9:VC01‑6.

89.	 Ramamurthi R, Kavitha G, Pounraj D, Rajarajeswari S. 
Psychological impact and coping strategies among women with 
infertility-A hospital based cross sectional study. International 
Archives of Integrated Medicine 2016;3:114-8.

90.	 D’Souza Vinitha  NJ, Shobha  K. Psychosocial wellbeing and 
coping strategies of infertile women seeking infertility treatment. 
J Infertil Reprod Biol 2015;3:176‑80.

91.	 Culley  L, Hudson  N, Lohan  M. Where are all the men? The 
marginalization of men in social scientific research on infertility. 

Reprod Biomed Online 2013;27:225‑35.
92.	 Onnen-Isemann C. Involuntary childless marriages and the 

effects of reproductive technology: The case of germany 
[49 paragraphs]. Forum qualitative sozialforschung/Forum: 
Qualitative Social Research 2000;1(1):Art 28. Available from: 
http://nbn-resolving.de/urn:nbn:de:0114-fqs0001289.

93.	 Peterson  BD, Newton  CR, Rosen  KH, Schulman  RS. Coping 
processes of couples experiencing infertility. Fam Relat 
2006;55:227‑39.

94.	 Schmidt  L, Holstein  BE, Christensen  U, Boivin  J. 
Communication and coping as predictors of fertility problem 
stress: Cohort study of 816 participants who did not achieve a 
delivery after 12  months of fertility treatment. Hum Reprod 
2005;20:3248‑56.

95.	 Schmidt L, Christensen U, Holstein BE. The social epidemiology 
of coping with infertility. Hum Reprod 2005;20:1044‑52.

96.	 Zegers‑Hochschild  F, Adamson  GD, de Mouzon  J, Ishihara  O, 
Mansour  R, Nygren  K, et  al. The international committee for 
monitoring assisted reproductive technology  (ICMART) and the 
World Health Organization  (WHO) revised glossary on ART 
terminology, 2009. Hum Reprod 2009;24:2683‑7.

97.	 ESHRE Capri Workshop Group. Social determinants of human 
reproduction. Hum Reprod 2001;16:1518‑26.

98.	 Zargar  AH, Wani  AI, Masoodi  SR, Laway  BA, Salahuddin  M. 
Epidemiologic and etiologic aspects of primary infertility in the 
Kashmir region of India. Fertil Steril 1997;68:637‑43.

99.	 Mittal  A, Yadav  S, Yadav  SS, Bhardwaj  A, Kaur  R, Singh  P. 
An epidemiological study of infertility among urban population 
of Ambala, Haryana. Int J Interdiscip Multidiscip Stud 
2015;2:124‑30.

100.	Ramezanzadeh  F, Aghssa  MM, Abedinia  N, Zayeri  F, 
Khanafshar N, Shariat M, et al. A survey of relationship between 
anxiety, depression and duration of infertility. BMC Womens 
Health 2004;4:9.

101.	Holley  SR, Pasch  LA, Bleil  ME, Gregorich  S, Katz  PK, 
Adler  NE, et  al. Prevalence and predictors of major depressive 
disorder for fertility treatment patients and their partners. Fertil 
Steril 2015;103:1332‑9.

102.	Smeenk  JM, Verhaak  CM, Eugster  A, van Minnen  A, 
Zielhuis  GA, Braat  DD, et  al. The effect of anxiety and 
depression on the outcome of in  vitro fertilization. Hum Reprod 
2001;16:1420‑3.

103.	Ardenti  R, Campari  C, Agazzi  L, La Sala  GB. Anxiety and 
perceptive functioning of infertile women during in  vitro 
fertilization: Exploratory survey of an Italian sample. Hum 
Reprod 1999;14:3126‑32.

104.	Lykeridou  K, Gourounti  K, Deltsidou  A, Loutradis  D, 
Vaslamatzis  G. The impact of infertility diagnosis on 
psychological status of women undergoing fertility treatment. 
J Reprod Infant Psychol 2009;27:223‑37.

105.	Berg  BJ, Wilson  JF. Psychological functioning across stages of 
treatment for infertility. J Behav Med 1991;14:11‑26.

106.	Schmidt  L, Holstein  BE, Boivin  J, Tjørnhøj‑Thomsen  T, 
Blaabjerg  J, Hald  F, et  al. High ratings of satisfaction with 
fertility treatment are common: Findings from the copenhagen 
multi‑centre psychosocial infertility  (COMPI) research 
programme. Hum Reprod 2003;18:2638‑46.

107.	Pook  M, Krause  W, Röhrle B. Coping with infertility: Distress 
and changes in sperm quality. Hum Reprod 1999;14:1487‑92.

108.	Ponjaert‑Kristoffersen  I, Baetens  P. Counselling patients with 
infertility problems. Int J Adv Couns 1999;21:249‑61.

109.	Kentenich  H. Psychological guidance of IVF patients. Hum 
Reprod 1989;4:17‑22.



328 Journal of Human Reproductive Sciences  ¦  Volume 11  ¦  Issue 4  ¦  October-December 2018

Patel, et al.: Research perspectives on infertility specific distress in patients undergoing fertility treatments

110.	Reading AE, Kerin J. Psychologic aspects of providing infertility 
services. J Reprod Med 1989;34:861‑71.

111.	Reading  AE. Psychological intervention and infertility. In: 
Infertility. Boston, MA: Springer; 1991. p. 183‑96.

112.	Kentenich H, Henning K, Himmel W, Ittner E, Kochen MM, 
Krause W, et al. Practical therapy in infertility, a manual 
for gynaecologists from a psychosomatic point of view. In: 
Strauss B, editor. Involuntary Childlessness Psychological 
Assessment, Counselling and Psychotherapy. Seattle: Hogrefe & 
Huber; 2002. p. 175-88.

113.	Pook  M, Krause W. Stress reduction in male infertility patients: 
A randomized, controlled trial. Fertil Steril 2005;83:68‑73.

114.	Pook  M, Krause  W. The impact of treatment experiences on 
the course of infertility distress in male patients. Hum Reprod 
2005;20:825‑8.

115.	Pook  M, Röhrle B, Krause W. Individual prognosis for changes 
in sperm quality on the basis of perceived stress. Psychother 
Psychosom 1999;68:95‑101.

116.	Matthiesen SM, Frederiksen Y, Ingerslev HJ, Zachariae R. Stress, 
distress and outcome of assisted reproductive technology (ART): 
A meta‑analysis. Hum Reprod 2011;26:2763‑76.

117.	Gameiro S, Boivin J, Peronace L, Verhaak CM. Why do patients 
discontinue fertility treatment? A systematic review of reasons 
and predictors of discontinuation in fertility treatment. Hum 
Reprod Update 2012;18:652‑69.

118.	Shreffler  KM, Greil AL, McQuillan  J. Responding to infertility: 
Lessons from a growing body of research and suggested 
guidelines for practice. Fam Relat 2017;66:644‑58.

119.	Grill E. Role of the mental health professional in education and 

support of the medical staff. Fertil Steril 2015;104:271‑6.
120.	Awtani  M, Mathur  K, Shah  S, Banker  M. Infertility stress 

in couples undergoing intrauterine insemination and in  vitro 
fertilization treatments. J Hum Reprod Sci 2017;10:221‑5.

121.	DasGupta S, DasGupta SD. Motherhood jeopardized: 
Reproductive technologies in Indian communities. The 
globalization of motherhood: Deconstructions and reconstructions 
of biology and care. NY, USA: Routledge Taylor and Francis 
Group; 2010. p. 131-53.

122.	Widge A, Cleland J. Assisted reproductive technologies in India: 
The views of practitioners. Hum Fertil (Camb) 2009;12:144‑52.

123.	Widge  A, Cleland  J. Negotiating boundaries: Accessing donor 
gametes in India. Facts Views Vis Obgyn 2011;3:53‑60.

124.	Bharadwaj A. Sacred conceptions: Clinical theodicies, uncertain 
science, and technologies of procreation in India. Cult Med 
Psychiatry 2006;30:451‑65.

125.	Patel A, Dinesh N, Sharma PS, Kumar P, Binu VS. Outcomes 
of structured psychotherapy for emotional adjustment in a 
childless couple diagnosed with recurrent pregnancy loss: 
A unique investigation. Journal of Human Reproductive 
Sciences 2018;11:202. Available from: https://www.ncbi.nlm.
nih.gov/pmc/articles/PMC6094543/. [Last accessed on 2018 
Aug 29]. 

126.	Patel A. Effectiveness of Modified Mindfulness Based Cognitive 
Therapy in Distressed Couples with Infertility, Undergoing 
Intra‑Uterine Insemination; 2015. Available from: http://www. 
ctri.nic.in/Clinicaltrials/pdf_generate.php?trialid=9324&EncHid 
=&modid=&compid=%27,%279324det%27. [Last accessed on 
2018 Aug 22].


