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STUDY QUESTION: What are the experiences of women undergoing IVF who could not receive an embryo transfer because of failed
fertilization or poor embryo development?

SUMMARY ANSWER: No embryo transfer because of failed embryo development is associated with considerable emotional suffering
and the need for an early appointment with a physician to obtain information on what went wrong and new alternatives.

WHAT IS KNOWN ALREADY: The psychological and emotional impact of IVF treatments as experienced by IVF patients is well
known, particularly following the failure to achieve pregnancy.

STUDY DESIGN, SIZE, DURATION: A qualitative study running from January 2018 to April 2019 was carried out at one public and
one private IVF clinic. The invitation to participate was sent to women within 1 month after the cycle failed.

PARTICIPANTS/MATERIALS, SETTING, METHODS: The women undergoing IVF were diverse in terms of cause of infertility, age, num-
ber of previous cycles, country of birth and educational level. Nineteen of the 41 invited women who had experienced no embryo transfer because
of non-fertilization or poor embryo development took part in a semi-structured interview. Data were analysed by thematic content analysis.

MAIN RESULTS AND THE ROLE OF CHANCE: The master theme was identified as: ‘Lost and lonely’ organized in two main themes
‘Experience of the event’ and ‘Perception of needs from healthcare providers’. Considerable emotional suffering was recognized after no
embryo transfer. The need for support was expressed as to be offered an early appointment with a physician for information about what
went wrong, looking at new alternatives and, for many women, providing information about counselling.

LIMITATIONS, REASONS FOR CAUTION: Only women participated, not partners. Of the women invited, 46% participated. Several
declined to participate because of high levels of emotional stress.

WIDER IMPLICATIONS OF THE FINDINGS: Patients undergoing IVF and not achieving embryo transfer due to poor embryo
development are a vulnerable group. They need early feedback concerning reasons for failure and future alternatives. They also require
psychological support. This ought to be offered by IVF clinics.
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The psychological and emotional impact of IVF treatments on patients
is well known (Boivin et al., 1998; Schmidt, 2006; Cipoletta and
Faccio, 2013; Rockliff et al., 2014). The experience of failure to achieve
a pregnancy or ‘no take-home baby’ is documented as a risk factor for
emotional distress (Verhaak et al., 2005, 2007; Volgsten et al., 2010;
Karaca et al., 2016).

Previous studies evaluating why patients discontinue IVF treatment
have found significant reasons to be emotional distress and psychologi-
cal pressure (Olivius et al., 2004; Smeenk et al., 2004; Brandes et al.,
2009; Gameiro et al., 2012; Domar et al., 2018).

ESHRE has published recommendations for psychosocial care in re-
lation to infertility, based on the best available evidence in the litera-
ture (Gameiro et al., 2015). IVF treatments are reported to affect
patients in several ways. Times specifically associated with a high de-
gree of stress and anxiety are the periods between oocyte retrieval
and embryo transfer, and waiting for pregnancy tests. High levels of
emotional distress and depressive symptoms are common when preg-
nancy is not achieved. Evidence-based information for fertility staff on
how to understand and meet patients’ needs for psychosocial care in
these demanding stages of treatment are described in detail, as are
the patients’ overall needs before, during and after treatment
(Gameiro et al., 2015).

However, there is a lack of knowledge about patients’ experiences
of treatment failure when, owing to no fertilization or poor embryo
quality, no embryo transfer takes place.

The patient questionnaire QPP-IVF (Quality from Patient’s
Perspective), a validated instrument used by all IVF clinics in Sweden
since 2013, measures the patient’s experience of quality of
care (Holter et al., 2014a). According to national surveys using the
QPP-IVF instrument, �10% of all IVF cycles where oocyte retrieval
is performed do not result in embryo transfer because of non-
fertilization, or poor embryo quality. The results from the national
surveys reveal that the vast majority of patients reported deficien-
cies in information and support from IVF clinics in regard to this
failure.

The aim of the present study is to investigate women’s experiences
of not receiving embryo transfer owing to non-fertilization or poor
embryo quality, as well as their need for support from healthcare pro-
viders at the relevant IVF clinics.

Materials and methods

Settings
The study took place at two Swedish IVF clinics, one public and one
private, between January 2018 and April 2019.

Study participants and procedure
Women to whom an embryo was not transferred owing to non-
fertilization or poor embryo quality were invited to participate in the
study. The invitation was sent within 1 month after the cycle failed.
The inclusion criterion was the ability to communicate in Swedish. In
total, 41 women received a letter with an invitation to participate in
an interview about their experience. Two weeks later, the women
were contacted by telephone by one of the two researchers (H.H. or
A.-L.G.) and if they were willing to participate, an interview was ar-
ranged. An interval of about 6 weeks from the failed embryo transfer
was left to give the women some weeks to recover emotionally from
a failed cycle. Of the 41 invited, 19 women (46.3%) consented to par-
ticipate in the study. For details, see flow chart (Fig. 1). If needed, all

Figure 1. Flow chart of recruitment of participants in a
study of women’s experiences of no embryo transfer dur-
ing IVF treatment.

WHAT DOES THIS MEAN FOR PATIENTS?
One way of helping couples to conceive is to offer them IVF treatment, where the woman’s egg is removed, fertilized outside
her body and the resulting embryo is transferred to her uterus. The emotional strain of going through IVF treatment is well known,
particularly if the treatment does not lead to the birth of a longed-for baby. An early failure occurs in about 1 in 10 IVF cycles, when
an embryo is not transferred to the woman either because fertilization failed, or the embryo did not develop normally. Our study
interviewed 19 women who had been through this distressing experience and asked them to describe it. We also asked them
about the sort of support they would have liked the IVF clinic to provide at this difficult time. This included being offered an early ap-
pointment with a physician to find out what had gone wrong, information about new alternative treatments and information about
counselling.

2 Holter et al.
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women in the study were offered counselling with a psychologist after
the interview.

The participants undertaking IVF treatments represented a diverse
range of women in terms of cause of infertility, age, number of previ-
ous cycles, country of birth and educational level. Characteristics of
participants and non-participants are given in Table I. Of the participat-
ing women, at the time 15 were undergoing treatments at the public
clinic and four at the private clinic. None of the women had a diagno-
sis of psychiatric disorders, but two women had suffered from mild de-
pression and anxiety.

The women were interviewed by one of the two researchers (H.H.
or A.-L.G.), in a counselling room at one of the two clinics, or in a
room at the University of Gothenburg, at a time chosen by the
women. The women completed consent forms before the interview
started. Women were informed that participation was voluntary and
could be cancelled at any time without any impact on their further
treatment. The semi-structured interview was audio-recorded and
lasted �1 h (between 50 and 120 min). Recordings were transcribed
verbatim by a skilled transcriber and identifying details were removed
or amended. The interview followed a semi-structured guide with two
main themes: experiences of discontinued IVF treatment owing to
non-fertilization or poor embryo quality; and the experience and need
for support from healthcare providers after this event. The interview
started with an open question: ‘You are participating in this study be-
cause you did not receive embryo transfer. Can you start by describing

this experience?’ Then the respondents narrated freely and further
questions from the interviewer were seldom needed. Examples of
questions occasionally asked were: ‘Did you receive information about
the possibility of no embryo transfer before starting treatment?’,
‘What did you think when you received the information that there
was no embryo to be transferred?’, ‘How do you experience the
support from the health care providers after this event?’ and ‘What
kind of other support do you think would have been helpful?’.

Data analysis
Data were analysed using thematic content analysis, as described by
Braun and Clarke (2006). To increase knowledge about women’s
experiences of not receiving an embryo transfer owing to non-
fertilization or poor embryo quality, an inductive approach was chosen
where the analysis was data driven and not predetermined by a the-
ory. Transcripts were entered into the data analysis software program
NVivo 12 pro (QSR International LLC, MA, USA) to assist with data
management.

To familiarize themselves with the data, two of the authors
(H.H. and A.-L.G) repeatedly read the whole data set, noting initial
ideas and impressions. The entire data set was coded for interesting
features. Initial codes were generated, first separately by each of the
two authors, and then the authors together reached consensus about
the meanings of codes related to the aim of the study. All codes were
collated into preliminary themes and finally, after removing overlapping
themes and bringing similar themes together, master theme, main
themes and underlying themes were defined. A thematic map was
generated to check if the themes worked in relation to the coded ex-
tract and the entire data set. An ongoing analysis refined the specifics
of each theme and the overall story the analysis told, generating
clear definitions and names for each theme. Each time the thematic
structure was refined, all transcripts were re-read to ensure that
data were accurately and comprehensively represented. The detailed
analysis was conducted by the two researchers (H.H. and A.-L.G.),
followed by continuous discussions through the whole process to en-
sure important themes were not missed and that there was adequate
support in the data for the identified themes. The data analysis process
ran parallel with recruitment of study participants until saturation was
reached, i.e. when no new data were obtained in the interviews.

Ethical approval was obtained from the Ethics Committee of the
University of Gothenburg (Dnr. 257-17).

Results
The analysis identified one master theme; Lost and lonely, which
embodies the overall experiences organized in the two main themes;
Experiences of the event and Perception of needs from healthcare providers
including eight underlying themes (Table II). Each of the themes is pre-
sented by quotations from the interviewed women. At the end of
each quote is the interview number from which the quote was taken.

Experiences of the event
Facing failure
The experience of not receiving the hoped-for embryo transfer was
described as emotionally very complicated. The women found

......................................................................................................

Table I Characteristics of patients invited for interview
after no embryo transfer and who decided to participate
or not.

Participants,
n 5 19

Non-partici-
pants, n 5 22

Age, years mean (range) 35.1 (27–40) 34.1 (24–40)

Duration of infertility, years mean (range) 3.3 (1.5–8) 3.4 (1–8)

Cause of infertility, n (%)

Female factor 4 (21.1) 10 (45.4)

Male factor 5 (26.3) 6 (27.3)

Unexplained factor 6 (31.6) 6 (27.3)

Mixed factor 4 (21.1) 0 (0)

Previous cycles, n (%)

0 9 (47.4) 10 (45.5)

1–3 8 (42.1) 11 (50.0)

>3 2 (10.5) 1 (4.5)

Children in present relationship, n (%) 1 (5.3) 1 (4.5)

Country of birth, n (%)

Sweden 13 (68.4) 16 (72.8)

Other country in Europe 3 (15.8) 5 (22.7)

Outside Europe 3 (15.8) 1 (4.5)

Education, n (%)

College/university 16 (84.2) 9 (41.0)

Primary/secondary education 3 (15.8) 10 (45.5)

Unknown 0 (0) 3 (13.6)

Further IVF treatments planned, n (%) 16 (84.2) 19 (82.6)

Experiences of no embryo transfer 3



..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

..

.

themselves in a state when they had to prepare for both success and
failure simultaneously.

All the time there’s this balance. You have to pack your luggage.
You have to get ready for the journey. You have to go to the air-
port—and then you hear that the flight is cancelled. (9)

IVF requires patients to give the treatment priority, as well as demand-
ing strength, planning and time. Patients described their investment of
emotional energy as inevitable but also potentially as the most painful
and costly part of the process, affecting them strongly. The tremen-
dous energy required to prepare for treatment made failure even
harder.

Now it gets to be a strong driving force, this IVF thing. To cope with
it I have to. . . or felt that I had to. . . go all the way, be all in. And,
of course, that means that you run at top speed directly into a wall,
when everything just stops. (6)

Several of the women had undergone previous treatments and had
had to deal with negative pregnancy tests. Facing failure in terms of
not receiving the hoped-for embryo transfer because of non-
fertilization or poor embryo quality was described by some of them as
a much worse experience than a negative test.

It feels like you have not even got to try, as if the whole treatment
period is, like, in vain. You feel as if you’ve fallen down flat. You’ve
put so much energy into it and you’ve got nothing. (8)

Receiving the message
When it has been decided that an embryo transfer will not be per-
formed owing to poor embryo quality, the procedure at both clinics is
the same—to give patients the news by phone earlier on the same
day that transfer is planned.

I was sleeping when they called. ‘Yes, unfortunately, it has not
been. . .’. That first word ‘unfortunately’. The rest . . . I don’t remem-
ber anything about what she said. (7)

First reactions when receiving the message differed. Some reacted im-
mediately with shock and despair. Others initially needed a distance

from the content of the message before facing what the bad news
meant for them.

. . .but then despite everything I chose to stay on at work. We worked
a long time that day and I was in a late meeting. Because I didn’t
want to go home . . . I didn’t want to go home and be by myself.
Even if Y (my partner) was home and we had decided to meet there,
I didn’t want to go home to my thoughts. . . Yes, it was a kind of a
defence mechanism. Then, when I got home, I broke down. (11)

Receiving the message that no embryo transfer would take place was
experienced by all women as very traumatic and for some, a crisis re-
action followed.

We had some friends who knew, so I could text direct that,
‘something bad has happened’. From the point of view of support,
we had some friends who came round, aah, and a sister who came
and made sure we ate. Because it was. . . we cracked up totally. (6)

Prepared or not
Most of the women were prepared for the risk of no pregnancy, but
not for the risk of no transfer. Some said that they had never received
any information about the possibility of no embryo transfer.

Several women had been told that some cycles ended without em-
bryo transfer but had not realized that this could happen to them, and
they were not emotionally prepared for the failure.

I read in the papers that in some cases the embryos do not develop,
but I didn’t know that I would be one of those. (7)

Others were completely unprepared both intellectually and emotionally.

We had no idea that they would call. It hadn’t occurred to me that it
could happen. I was informed that it could happen, but I did not take
it in. So it was like, ‘Yes I know Santa Claus is coming, but I’m not
getting any presents’. Something like that. (16)

Only a few were well informed and prepared for the possibility of no
transfer.

One single woman had a more rational attitude and argued that the
risk of failure ought to be well known since information was given
from the beginning.

Yes, it is a hard call, but very important . . .so that. . . and I think
that we were prepared that this could happen. We were in the
beginning, anyway. Because it says so in the information you get.
So if you are totally unprepared for it I think you have not really
been following. It can happen. (13)

How to manage the failure
The women initially described their experiences following no embryo
transfer in terms of shock and catastrophe, followed by them devising
different strategies for managing the bad news. Common for all
patients was the need of a further plan representing new

......................................................................................................

Table II Overview of the master team, main themes and
underlying themes identified by thematic content analy-
sis of the women’s responses during interview.

Lost and lonely

Experiences of the event Perceptions of needs from
healthcare providers

Facing failure To be invited for follow-up

The message The importance of information

Prepared or not The need of counselling

How to manage the failure Participation in a further plan

4 Holter et al.
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possibilities. No one was about to give up on further treatment at this
moment.

Patients used several approaches to make the experience more
bearable and to be able to focus on further treatments. Some used
problem-focused coping strategies and tried to gain a sense of control
by seeking information. They also tried their own courses of action to
try to improve the odds of pregnancy, such as diets and changing their
lifestyle.

if we. . .yes. Because. . .yes, no, But then we said that we would per-
haps wait for a bit. Because it’s also . . ..because I’m overweight it
affects the hormones and we said that we would perhaps take six
months when we would, like, get a grip on our lives and try to lose
weight and, like, that. So we would try to do our best before the last
round (of treatment). (14)

Now we keep a very strict diet and plan to do that for three months
in order to avoid fragmented embryos. (19)

Some used strategies for emotional coping and tried to process their
feelings and reactions.

The key factor to coping is, after a few days, to stop seeing yourself
as a victim. You cannot keep on thinking like that. (19)

Others searched for comfort in thinking about a higher perspective,
believing that the event had a wider meaning.

I am the kind of person that accepts everything and thinks that per-
haps there is something behind it. I am not religious or. . . I just think
that there must be a meaning for everything. (17)

One woman faced the thought of a future without children and started
a journey towards an acceptance of that possibility.

We have agreed that if nothing comes of this maybe we should
have other plans for the future, travel some more or. . . (a little
laugh). (17)

Others could not consider the possibility of a future without children.

I don’t know what we’ll do if nothing happens. (18)

Of the 19 patients in the study, 13 had thoughts about other alter-
natives such as adoption or egg donation. The option of donation
was the final alternative for several, however, emotionally compli-
cated.

When should you give up? That is so difficult. Perhaps that’s why
I don’t feel ready for egg donation. (15)

Even if women were initially negative about egg donation, the
attitude became more positive after the embryo transfer
procedure did not take place. The driving force to build a family
was stronger than the need for the genetic link with their own
gametes.

Perceptions of needs from healthcare
providers
To be invited
A follow-up meeting was of the utmost importance to all partici-
pants. The need for support means that after failed treatment
women should be offered an early follow-up appointment with a
doctor, without having to take the initiative themselves. This face-
to-face appointment for a medical follow-up should include informa-
tion about what went wrong and information about new
alternatives.

Clinics often expect patients themselves to make a follow-up
appointment with a doctor instead of inviting the patient to a
consultation. Some of the women described the whole situation
as so emotionally exhausting that they did not have the
strength to take the initiative themselves by phoning for an appoint-
ment.

. . .that the responsibility doesn’t lie with you in that situation. For
then the feeling is completely different—that someone cares or
just that you are seen and that, ‘Now things didn’t go you
wanted, but there is’ . . ..yes. (2)

Several women wished they had been offered a follow-up appointment
with a doctor at the same time they received the bad news on the
telephone. In this way, they would have had an appointment to look
forward to, and if it was not suitable they could have made a new ap-
pointment themselves.

. . .shouldn’t have to arrange it all yourself. It should be organised for
you. If I can’t make the appointment time, then it’s up to me to call
and rebook. (10)

Others wanted to come to the clinic on the same day they got
the bad news about the transfer because they felt that they had a
pre-booked time that day anyway, originally intended for embryo
transfer.

When we got the bad news on the phone, they could have said,
‘You can come to the appointment. We won’t have so long, we
won’t have time to talk for an hour or so, but you can come for
quarter of an hour and we can tell you what has happened and
what is going to happen’ and so on. (9)

It was important for the women interviewed to receive an appoint-
ment quite soon after the non-transfer and not have to wait for
months. Some of the women found the delay before a new appoint-
ment quite painful.

A telephone call was all we got when our lives had collapsed. ‘Come
back in one and a half months’. (6)

The importance of information
All women wanted information about what went wrong and new
ways to proceed. Several of the participants mentioned the lack of in-
formation received in conjunction with the treatment failure and the

Experiences of no embryo transfer 5
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frustration in not getting an answer that could explain why the treat-
ment failed.

As I said, we still don’t know why nothing happened. And that. . . I
really want to know. It all feels unfinished. (18)

Some of the patients received thorough information from their treat-
ment providers, and they expressed how valuable this was to them.

So the conversation with the doctor today was really important to
me, just to get answers to all the questions I have been carrying
round with me all those weeks since the end of January. (1)

All patients stated that they wanted clear and honest information,
but the way the women wanted the information presented differed.
Many expressed the need for information to be delivered in an under-
standing, sensitive way. A few women who had been through many
earlier treatments wanted the simple facts delivered without too much
emotion.

We have been in this game for so long that we want to be more
like, ‘Okay, what are the facts now? What went wrong?’ or ‘What
are you saying in concrete terms?’ Because when there is too much
emotion I try as hard as I can not to break down, and if the person
on the other side of the desk says things like, ‘Ohhhh, dear me’, you
know, it gets really hard for me to keep it together so I’d rather
keep things factual like, ‘What happened?’ (19)

The need for counselling
Information about counselling was usually given at the first consultation
when patients were generally focused on starting treatment. Some
women contacted the psychologist themselves, a contact they felt was
a lifeline.

I think that the psychologist is great, but I do miss not getting
any. . . I had to find her myself. I didn’t get any information about
her existence. So I do think they could have been a bit more infor-
mative, that there is support available too. (11)

The majority of the women interviewed had not received information
from fertility staff about the possibility of contacting a psychologist or
counsellor after the event. Several said that they had never received
any information from staff about possible psychological help.

There was nothing. There wasn’t even a note, ‘If you need to con-
tact a psychologist you can call this number’. I don’t know how they
think you could manage that. (6)

Participation in a further plan
The women described the experience of not receiving an embryo
transfer as feeling as if they had fallen out of the system.

Sometimes you feel like you are following a standard template and
if you don’t follow it then it’s like, ‘What do we do now?’ There’s
like, no plan to follow. (1)

After this experience, all the women expressed a great need for fur-
ther plans, as well as a wish to be involved in this planning.

. . . more actively making a plan together. Like, maybe, ‘What do
you think?’, ‘Do you want. . .?’ Well, I don’t know. . . some kind of
follow-up afterwards. Because it. . . I didn’t know it would be so
tough. (18)

The need for individual solutions was mentioned by several women.
What is right for one person is not necessarily right for another.

People want different things. It is not possible to have a template
. . .no. . .. like ‘we always do this’. Because I mean, some people
think this is the best way and others want a different way. So it’s
probably important to have a dialogue about this. (11)

Discussion
The results of this study show that participants experienced an overall
feeling of being ‘lost and lonely’, both when it came to their experi-
ence of no embryo transfer and their subsequent need for support.
The situation was described as a shock for which they were unpre-
pared. Their needs for contact with healthcare providers, and for in-
formation and support, were not met. The women described the
event as feeling that they had fallen out of the system and left in a void
without any plan to hold onto. The overall question was: What now?
All women interviewed expressed a need for a further plan for manag-
ing the failure.

The need for support from healthcare providers may be met by an
invitation to a follow-up meeting with a doctor, where patients do not
need to take the initiative themselves. The follow-up meeting should
contain information about the reason their treatment failed and pros-
pects for a further plan.

These needs are in line with the results of another study investigat-
ing needs and assessment of fertility care among infertile men, finding
the needs to be detailed information, face-to-face communication, and
to be involved in further plans (Sylvest et al., 2016).

Receiving the information that the embryo transfer would not take
place was, almost without exception, a shocking experience.
Surprisingly, the majority of the women interviewed were not pre-
pared for this possibility. Some women mentioned that they were
never informed about the risk of no embryo transfer; others admitted
that they had received the information without considering that it re-
lated to them. This illustrates the challenge concerning communication
between professional health care providers and patients when it
comes to giving and receiving negative information. The patient can
have overly optimistic expectations, and find absorbing undesirable in-
formation difficult. Physicians, on the other hand, can find it difficult to
maintain a balance between being too negative or too positive in their
treatment prognoses (Klitzman, 2018).

Needs and requests for psychosocial support have been discussed
in the literature. Previous studies have found requests for counselling
to be few among IVF patients still in treatment. A suggested
reason for this is that patients wish to avoid confronting the possibility
of future failure and retain the hope for a successful outcome
(Glover et al., 2009). In contrast, the results of this study find that

6 Holter et al.
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several of the interviewed women expressed a great need for counsel-
ling and psychosocial support, despite continuing to hope for success
and wishing to go on with further treatments. Another study proposes
that women do not seek psychosocial support simply because psycho-
social services are not offered and information about available services
are not provided by IVF clinics (Read et al., 2014). These results are in
line with our findings where a majority of the women said that they
had not received any information about psychological support after
the experience of no embryo transfer. When experiencing a highly dis-
tressing and uncontrollable event, emotional support is helpful, while
in less distressing situations information and practical support help the
patient take control over the situation (Read et al., 2014). Not being
able to go through with embryo transfer was for the majority of the
women in the present study a traumatic and unexpected experience
and needed to qualify for psychological support.

Constructing narratives can be emotionally supportive when proc-
essing a stressful situation (Glover et al., 2009), and some women
gave as the main reason for participating in this study the need to tell
their own stories. After the interview, all women expressed a feeling
of relief.

The results of the present study did not show that unsuccessful
treatment, in terms of no embryo transfer, was a reason for dropping
out. All women interviewed were planning for new treatments. In con-
trast, an analysis from the German IVF Registry found the failed em-
bryo transfer to be a reason for discontinuation of treatment in 10%
of all drop-out patients in the last cycle (Kreuzer et al., 2018). A
French study, investigating medical factors associated with early IVF
discontinuation among 5135 couples, found that couples who did not
experience embryo transfer in their first IVF cycle were more likely to
discontinue treatment early (Troude et al., 2014). Several other studies
have found the psychological burden of unsuccessful treatments in
terms of no pregnancy a reason for dropping out of further treatment
(Olivius et al., 2004; Smeenk et al., 2004; Brandes et al., 2009,
Gameiro et al., 2012; Domar et al., 2018). One likely reason that
none of the women interviewed intended to discontinue further IVF
treatments could be that only women intending to continue with new
treatments agreed to participate in this study. However, when investi-
gating the women invited to participate in the study, we found the
vast majority in both groups (participants and non-participants)
intended to continue with further treatments. On the other hand, the
number of women participating in this study was too small to investi-
gate if the experience of no embryo transfer because of failed embryo
development affects discontinuation of further treatment.

An overall impression from the interviews regarding the period after
the non-transfer was the lack of a systematic plan for further patient
care and further proposals for treatment. The women expressed a
need for more extended support and service than was offered by their
fertility clinic. In a model of patient-centred infertility care, Dancet
et al. (2011) divided the dimensions identified as important for patients
into system factors and human factors. The results of the present study
reveal a deficiency in both system factors and human factors. System
factors, such as the organization for handling these events, were
regarded by some patients as a catastrophe. Human factors include
emotional support by a psychologist or a counsellor given at a time of
emotional emergency, but there is also a need to train the staff in
communication skills, especially concerning how to deliver bad news.
Responding to the frustration of a patient who wants an explanation

of why the treatment failed can be problematic for professionals when
the reason is unknown. Klitzman (2018) argues that training physicians
and other healthcare providers to help patients develop realistic
expectations, and supporting patients experiencing treatment failures,
are both necessary. Healthcare providers need to gain a deeper insight
into patients’ views, to be able to understand, support and assist
patients after a treatment failure and ensure patient-centred care
(Cunningham and Cunningham, 2013). The results of the present
study where treatments did not turn out to be as expected highlights
the need for patient-centred care. The results are in line with several
studies advocating the importance of developing patient-centred care
and shared decision-making (Verhaak et al., 2007; Dancet et al., 2010;
Silva and Machado, 2010; Gameiro et al., 2013; Bailey et al., 2017;
Duthie et al., 2017; da Silva et al., 2020).

Some important limitations to this study need to be discussed. First,
the focus of the study was on the individual experience and only
women participated, although the experience of not receiving embryo
transfer affects both partners in a couple. By interviewing only one
partner, important information about the dyadic experience was lost,
as well as a more complex portrait of the partner’s perspective (Read
et al., 2014). A few partners felt excluded when not invited to partici-
pate in the study, and the problem of partners not being included to
the same extent is a known problem in fertility care (Schanz et al.,
2005; Malik and Coulson 2008; Arts et al., 2011, 2012; Holter et al.,
2014b). On the other hand, when interviewing couples together, indi-
viduals may be inhibited from sharing experiences as they may give a
mutually agreed view (Glover et al., 2009).

This qualitative study aims to report the experiences, thoughts and
day-to-day reality of specific participants, and not to generalize.
Nevertheless, some aspects in this study need to be mentioned. The
over-representation of a female factor in the non-responding group
raises the question of whether a female factor itself signals an increase
in emotional stress. The educational level also differed between the
two groups, with an over-representation of a college/university educa-
tion in the responding group. The majority of the participants were
from the public clinic and only four women from the private clinic par-
ticipated. Only one woman had children in her present relationship, so
the possible impact of the reproductive history may have been lost.
These aspects could all have an impact on women’s experience of the
non-transfer, and ought to be further investigated.

In total, 19 women (46.3%) of the 41 invited agreed to participate
in the study. The women who declined participation might have de-
scribed other experiences associated with not receiving an embryo
transfer and had other needs for support from healthcare providers.
However, a considerable number of those declining to participate did
so because of emotional stress. This suggests that, in the already
stressful process of IVF treatment, not receiving embryo transfer is a
very traumatic event, which in turn underlines the importance of this
study.

The interviews were conducted in two clinics in Gothenburg, and
the experience may differ in other parts of Sweden or in other coun-
tries. However, according to the results of the national surveys, we
may expect that the experiences presented in this study are transfer-
able to other clinics in Sweden. Further research into the experience
of no embryo transfer in a wider context outside Sweden is required
as well as the narratives of partners and couples. The prospect of no
child intensifies the infertility crises (Verhaak et al., 2007) and the

Experiences of no embryo transfer 7
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question of whether the experience of no embryo transfer has a long-
term effect on the coping abilities of the infertility crises itself ought to
be investigated.

In conclusion, the findings of this study reveal narratives of emo-
tional suffering connected to the experience of not receiving embryo
transfer, because of non-fertilization or poor embryo quality, and a
need for patient-centred care. The need for support is expressed as a
wish to be offered an early face-to-face appointment for information
about what went wrong, new treatment alternatives and, for many
women, information about counselling. Fertility clinics should consider
developing improved services and routines promoting individualized
care for these patients, thereby meeting the needs expressed by the
patients.
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