Chapter 12
Psychosocial Implications of Recurrent
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Introduction

Infertility has often been described as an emotional roller coaster as intended parents
have sought medical treatment to resolve their fertility problems. Concerns that
infertility problems are rooted in psychological issues are reflected in the oft-heard
advice of “just relax and you’ll get pregnant.” Historically, psychological theories
were developed as models to explain infertility [1]. Sigmund Freud posited a theory
of infertility as a consequence of a fear of impregnation. Later on, Berg and Wilson
addressed this psychogenic model more broadly, looking at psychopathology as
contributing to or causing infertility [2]. Thus the investigation of psychopathology
as contributing to or causing infertility has reflected the lay belief that stress or other
psychogenic difficulties are implicated in infertility.

In the past several decades, these psychogenic models have been challenged by
the increased ability to diagnose the physiological causes for male and female infer-
tility. Scientific methods and diagnostic means have led to a dramatic change in the
understanding of infertility as doctors can now identify many of the physical factors
that cause infertility. As a result of this shift, psychosocial research began to focus
on the relationship between various aspects of psychosocial functioning on overall
success rates in infertility treatment. The hope was that if psychosocial functioning
was associated with implantation or endometrial development, it would create
opportunities to improve pregnancy outcomes. This research has faced the formi-
dable challenge of controlling for the myriad of intervening variables that could
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contribute to findings of significance or non-significance, resulting in a body of
contradictory results.

Psychosocial research has since expanded in breadth, with studies seeking to
uncover not only potential links between various psychological factors and preg-
nancy outcomes but also ways in which psychosocial challenges impact the course
of infertility treatment, compliance with treatment protocols, and treatment dropout.
These links become all the more relevant with repeated implantation failure, as
patients undergo multiple cycles of in vitro fertilization (IVF) and must contend
with the stress of IVF on a prolonged basis along with the distress of failure.

This chapter will review the research focused on the scope of psychosocial chal-
lenges that infertility patients may experience before, during, and following inter-
ventions such as IVF, factors that increase an infertile couple’s risk for psychosocial
difficulties and the potential impact of psychosocial functioning on pregnancy out-
comes. Additionally, an overview of researched psychosocial and psychotropic
interventions will provide an examination of treatments which can decrease the
psychological burden and prevent poor psychosocial outcomes for infertile
couples.

Psychosocial Functioning of Infertility Patients

Researchers and clinicians continue to show interest in the psychosocial functioning
of infertility patients for a multitude of reasons. Psychosocial functioning encom-
passes management of stress, attributions of sources of difficulties, and utilization
of relationships in dealing with stress. Understanding an individual’s level of psy-
chosocial functioning can assist medical teams in determining which psychosocial
interventions would be most pertinent and effective at a given time. Additionally,
awareness of infertility patients’ coping strategies can help clinicians predict which
individuals are more likely to discontinue treatment, adjust poorly, display inconsis-
tent compliance to medication or monitoring, and develop contentious relationships
with medical staff.

The stress-diathesis model is useful in understanding the course of psychosocial
functioning with infertility. Infertility patient undergo enormous emotional, physi-
cal, relational, and sometimes spiritual stressors, putting strain on their coping abili-
ties. The core assertion of this model is that individuals are influenced by both stress
and diathesis, the former referring to difficult life events and traumatic experiences
and the latter referring to genetics, personality traits, or other qualities that are
largely fixed during one’s lifetime. As the quantity and significance of stressors
increase, in combination with genetic predisposition to mental illness, certain per-
sonality traits, and prior losses or adverse experiences, one becomes more vulnera-
ble to mental health setbacks [3]. Infertility can present a perfect storm of many
stressors which, coupled with certain predispositions, can leave the individual more
vulnerable to an emotional or mental health challenge during treatment.
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Functioning of Infertility Patients Before and During
Treatment

As the stress-diathesis model would assert, pretreatment functioning can influence
an infertility patient’s coping and psychosocial adjustment as she begins treatment.
Her functioning at the commencement of treatment, however, may not reflect how
she functioned before her infertility diagnosis or attempts to conceive. Prior to a
diagnosis of infertility, a patient may have contended with fertility issues for years
[4], and as such her infertility can be seen as a chronic stressor that has already been
present for some time [5].

Even in the absence of information on functioning prior to the infertility diagno-
sis, assessment of infertility patients’ functioning as they are about to begin treatment
is valuable for a few reasons. First, this information can shed light on what increased
vulnerability one may have to developing a psychiatric disorder or other adverse
responses during and after interventions. Additionally, an examination of how an
infertility patient continues to adjust during and after treatment can assist in well-
timed referrals for mental health treatment or referrals for other coping resources.

Prevalence of Psychiatric Disorders Prior to Commencing
Medical Interventions

A number of studies have examined pretreatment functioning of infertility patients
and its impact on their adjustment throughout and beyond infertility treatment. In
their review of 25 years of research, Verhaak et al. [6] found nine studies among
those accepted into the review that considered the impact of pretreatment function-
ing. One area of investigation in these studies was of state anxiety which develops
due to stress and threats, in contrast to trait anxiety which reflects ongoing high
anxiety that is embedded in one’s personality. The levels of state anxiety among the
infertility patients differed between studies, which the researchers hypothesized
may have been due to cultural differences based on the countries where the various
studies were conducted.

The Verhaak review [6] found, perhaps surprisingly, that overall women did not
appear to have levels of depression higher than control groups prior to treatment in
most studies. They suggested that the lack of elevated rates of depression pretreat-
ment might be indicative of the hopefulness of starting treatment and taking action
to solve the problem. However, this finding is contradicted in other research. For
example, one study, not included in this review, found that prior to beginning treat-
ment, 33% of infertile Chinese women endorsed depressive symptoms according to
the General Health Questionnaire, a self-report measure [7].

Studies included in the review differed in their methodologies, which could help
explain the varying prevalence rates of psychiatric disorders or symptoms prior to
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beginning interventions [6]. Approaches to determining pretreatment functioning
differed between studies included in the review; some studies only looked at anxiety
[8, 9], while others looked at both anxiety and depression [10-12]. Researchers
were selective regarding the types of psychiatric difficulties they looked for, typi-
cally focusing on anxiety and depression and excluding diagnostic categories such
as substance abuse and other conditions such as bipolar disorder.

An additional obstacle to determining rates of psychiatric difficulties in infertil-
ity patients was addressed by Williams et al. [13]. They determined in their review
examining mood disorders among infertility patients that “only a few studies that
investigate depressive symptoms in newly diagnosed infertility patients actually use
diagnostically valid and reliable criteria for confirming a mood disorder.” Many
studies employ methodologies which lack a rigorous diagnostic element, limiting
the ability to confirm the presence of diagnosable conditions and more details
regarding participants’ psychosocial functioning.

In fact, only three studies using more diagnostically valid criteria to determine
rates of depression in infertility patients before commencing treatment were identi-
fied in the review by Williams et al. [13]. However, those studies’ results lack con-
sistency [14, 15]. One study did not find a difference between infertility patients
and controls on measures of mood disorders, while another study did find a signifi-
cant difference, with infertility patients scoring higher on a depression scale as com-
pared with healthy controls.

A study conducted in Taiwan also used more in-depth methodology for diagno-
sis. Their approach encompassed administration of the Mini International
Neuropsychiatric Interview and the Hospital Anxiety and Depression Scale by a
board-certified psychiatrist, rather than a more general self-report questionnaire
[16]. The overall rate of psychiatric disorders among 112 infertile women who were
attending a reproductive health clinic prior to beginning treatment was 40.2%. The
conditions that comprised the highest proportion were anxiety disorders, followed
closely by depressive disorders. The high rate of generalized anxiety disorder
(26.2%) found in the Chen study is consistent with the Verhaak [6] review’s finding
that state anxiety was higher than control groups in most of the studies they
examined.

While the studies and reviews detailed above reveal a mixed picture regarding
prevalence of pretreatment psychosocial difficulties among infertility patients,
taken together they illustrate that the presence of such difficulties in some infertility
patients is undeniable. These difficulties have the potential to intensify throughout
treatment and impact the course of treatment.

Prevalence of Psychiatric Disorders During Treatment

A number of studies have been conducted to determine how infertility patients man-
age psychologically during treatment. Swedish couples undergoing IVF were found
to exhibit high rates of psychiatric disorders at the onset of one round of IVF
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treatment [17]. The researchers administered an initial screening measure followed
up by a comprehensive telephone assessment for those who showed psychological
distress on the initial screening. Their findings showed that full criteria were met for
DSM 1V diagnoses in almost 20% of women and over 7% of men, with major
depressive disorder being the most common diagnosis, while another 11% of
women and 2.9% of men met a subthreshold diagnosis. Similarly, [18], using two
standardized depression scales, found 37% of infertile women undergoing treat-
ment had symptoms of depression, as compared to healthy controls, who had about
half that rate.

Another study found that both men and women undergoing IVF who met criteria
for a psychiatric diagnosis were more likely to report physical symptoms, with
women reporting higher rates of “fatigue, headache, nausea and abdominal pain
whereas fatigue and insomnia were the physical symptoms most commonly reported
by men with a psychiatric diagnosis [17].” This demonstrates the intersecting nature
of mind and body, with both reciprocally influencing the other, sometimes in ways
that are difficult to disentangle. As such, psychiatric and physical symptoms can
manifest in a variety of ways during treatment, impacting treatment compliance and
even willingness to continue treatment.

Factors Influencing Psychosocial Adjustment During
and Following Treatment

Investigation into the risk factors that may increase the likelihood of an infertility
patient developing psychosocial difficulties has important implications for timely
mental health interventions. Not surprisingly, there is evidence that infertility
patients who have had major depressive disorder (MDD) in their lifetime are at risk
for developing MDD during infertility treatment. A 2016 study, and the only one to
date to examine this issue, demonstrated that a diagnosis of MDD prior to com-
mencing treatment was found to be the single largest predictor of MDD during
infertility treatment, while controlling for other factors such as partner support, and
baseline levels of anxiety and depression [19]. It is clear that some symptoms of
MDD, such as sad or irritable mood, poor concentration, decreased motivation, dis-
rupted sleep, and decreased energy levels, have the potential to seriously impact the
course of infertility treatment for some patients.

Other variables such as age of woman, amount of time dealing with infertility,
the diagnosis itself, and number of IVF or intracytoplasm sperm injection (ICSI)
treatments may not present as risk factors for the development of psychosocial dif-
ficulties [20]. In this same study, which was conducted among patients in the United
States, it was demonstrated that demographic factors such as age and years married
were not related to infertility patients’ experience of stress. Factors that do appear to
impact stress included attitudes, number of tests received, and treatment cost [20].

Van den Broeck et al. [21] investigated factors that contribute to the distress
experienced by male and female infertility patients. The factors they found that



202 A.M. Braverman and K. Sofer

played a role in exacerbation of distress were those that would also contribute to the
development of psychiatric disorders in the general population. More specifically,
they identified the personality dimensions of dependency and self-criticism, poor
quality of attachment in their spousal relationship, and poor social support, as hav-
ing greater significance than specific infertility concerns and characteristics related
to the infertility experience. They write that “in this way, the infertility-specific
concerns and characteristics might only be secondary expressions of basic psycho-
logical dimensions.”

Volgsten et al. [22] studied a range of demographic variables and risk factors for
the development of psychiatric disorders in infertile couples. They concluded that,
for the development of a mood disorder, a previous pregnancy and obesity were
independent risk factors for women, while unexplained infertility was a risk factor
for men. Interestingly, for women, there were no independent risk factors associated
with anxiety disorders, and the sample size for men was too small to draw any con-
clusions. Despite looking at a very broad range of potential risk factors—age, smok-
ing status, native language, socioeconomic status, economic status, and fertility
history—none were significantly related to psychiatric diagnosis, with the excep-
tion of previous pregnancy. The researchers noted some surprise at the dearth of
identified risk factors, as many of the ones they investigated have been identified as
risk factors for the development of psychiatric conditions in the general population.
With regard to the socioeconomic and economic factors, these infertility patients
were receiving free treatment, as Sweden has universal healthcare that covers up to
three IVF cycles. In this context, the particular factors related to finances did not
impact the development of depressive or anxiety disorders.

Lack of success in giving birth following infertility treatment may present as a
risk factor for poor adjustment in the long term. While there is a dearth of longitu-
dinal studies looking at long-term adjustment to failure to conceive after IVF,
researchers have found some evidence of increased depressive symptoms in those
patients that fail to conceive, while patients who were successful experienced a
resolution in psychiatric symptoms [6].

One large Swedish cohort study by Baldur-Felskov et al. [23] looked at rates of
psychiatric hospitalization for women following successful versus failed infertility
treatment. They found that those who did not give birth were more likely to have
been hospitalized for certain mental disorders including alcohol or drug abuse, psy-
chotic disorders, and other diagnoses, in years to come. An obvious limitation of
this study is that it only examined hospitalizations, which represent the most severe
manifestation of mental illnesses, but even so, it demonstrates a possibility of ele-
vated risk following treatment failure.

Impact of Psychosocial Functioning on Pregnancy Outcomes

Reproductive doctors and patients want to understand how psychosocial function-
ing may influence pregnancy outcomes. A 2004 study examined hypotheses for
ways in which a patient’s experience of stress might influence her reproductive



12 Psychosocial Implications of Recurrent Implantation Failure 203

functioning (Cwikel et al.). For example, they reviewed research showing how vari-
ous neurochemical pathways related to stress intertwine with the function of the
gonadal axis, possibly impacting fertility outcomes. Cortisol, a hormone released in
response to stress, was demonstrated to not impact pregnancy outcome in IVF in
one study they reviewed, but anticipatory cortisol, the cortisol released right before
IVF, appeared to have an impact.

Overall, they indicated that while there appear to be some possible links between
the ways in which the physiology of stress may interfere with reproductive pro-
cesses, researchers have not yet identified clear pathways. However, it is not unrea-
sonable to conclude that the experience of stress has an impact on one’s physiology
in ways that may impact the outcome of fertility treatment. The study posited a
theory based on the research that psychological distress (i.e., depression and anxi-
ety) impacts various physiological systems which in turn may decrease the chances
of a successful outcome from I'VF or other treatments.

Treatment Burden and Dropout

Repeated implantation failure is a significant part of the treatment burden. Research
has shown that undergoing multiple cycles of IVF is associated with negative effects
such as depression, hopelessness, and stress and has demonstrated that the waiting
period post-embryo transfer is perceived as the time of greatest distress for many, if
not most, patients [24]. With repeated implantation failure, it is easy to see that the
waiting period, referred to on patient Internet discussion groups as the “two weeks
waiting,” has the potential to become a time of greatest distress.

Does treatment burden or psychopathology lead to treatment dropout? A 2012
meta-analysis reviewed 22 studies that included 21,453 patients from eight coun-
tries [24]. The three most frequently cited reasons for treatment dropout among the
studies were postponement of treatment, physical and psychological burden, and
relationship and personal problems. Reasons varied across stages of treatment
although some were stage-specific. Psychological burden was found to be common
across treatment stages and found to be the main reason for discontinuation of treat-
ment across all treatment stages.

Interventions for Managing the Burden of Treatment

Screening Tools

Several tools have been developed to screen for patient distress. SCREEN IVF was
developed to specifically screen for infertility distress and successfully identified
75% of patients at risk for depression and anxiety [25]. At their pretreatment and
again at 3—4 weeks post-pregnancy test, 279 women were administered the SCREEN
IVF instrument comprised of 34 items on general and infertility-specific
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psychological factors. The purpose of the tool was to give clinicians a way to
identify patients in distress or with a vulnerability to emotional distress so that inter-
ventions or referrals could be offered.

The Fertility Quality of Life (FertiQoL) questionnaire is the only internationally
developed questionnaire which evaluates the quality of life for men and women
experiencing infertility [26]. The self-administered questionnaire has 36 items that
assess core (24 items) and treatment-related quality of life (QoL) (10 items) and
overall life and physical health (2 items); the reliability measures were satisfactory.
Overall, it covers four domains: emotional, mind-body, social, and relational. It is
currently available for free in 39 languages. FertiQoL is becoming the gold standard
for infertility screening, and the relational factor scores are shown to be useful in
assessing relationship adjustment to identify patients undergoing ART who are
more likely to report poor or good relationship quality [27]. FertiQoL may be a use-
ful tool in measuring and understanding the impact of repeated implantation failure
both in individuals and for couples.

To date other measures that have been developed have had local or convenience
samples. One of the more widely used instruments, the Fertility Problem Inventory,
was developed on primarily Caucasian Canadians who were involved in infertility
treatment [28]. Other instruments available have also had other limitations that limit
their general utility. None has been developed to look at neither the specific stress of
repeated implantation failure nor specifics of treatment such as the waiting period
between embryo transfer and pregnancy test.

Pursuit of Mental Health Treatment by Infertility Patients

Although treatment, such as repeated implantation, create many demands and bur-
dens on patients, most women and men experiencing infertility do not seek psycho-
social professional support, even those who are showing psychosocial distress.
Verhaak et al. [5] found that though over 30% of women undergoing IVF and 10%
of men in their study met criteria for at least one psychiatric disorder or subthresh-
old diagnoses, only about 11% of them participated in counseling at that time. This
low rate surprised the researchers, as counseling was offered and available to all
participants at the initial appointment. A low rate of mental health treatment was
also noted by Chen et al. [16], in which only 6.7% of those with a psychiatric diag-
nosis had sought psychiatric treatment in the past. This puts patients at risk for an
exacerbation of symptoms, poor treatment compliance, potential disruptions in their
relationships, as well as overall decline in their quality of life.

Several hypotheses exist as to why, despite endorsement of symptoms, infertility
patients do not pursue psychological support in high numbers even when it is offered
to them. One reason is that they are so focused on their fertility needs and thus per-
ceive their emotional needs as beyond the scope of treatment. Patients do not neces-
sarily connect their psychological well-being with their ability to comply with
medical treatment protocols and ability to function in other domains in their lives.
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Some might fear judgment by medical professionals who may deem them incapable
of tolerating treatment or, ultimately, handling parenthood. Chen et al. [16] wrote
that “the effort to be a good patient, although a proper way to cope with the stress of
an assisted reproduction treatment, may prevent participants from revealing psycho-
logical distress to their clinicians” (p 5). A theme that emerges from these hypoth-
eses is that of secrecy, one that still shrouds those struggling with infertility. In a
sense, then, the secrecy of a couple’s emotional struggles due to infertility becomes
yet another dimension of their perceived inadequacy and the accompanying shame.

Chen et al. [16] suggest that some patients may lack an awareness of their own
emotional functioning and that “it is possible that estimation based on the subjects’
self-assessment of whether or not they are depressed may underestimate these psy-
chiatric disorders” (p 5). Patients may view their suffering as “normal” and thus
believe there is nothing that can be done to improve their quality of life or coping.
This can pose a risk because in the face of deteriorating psychological health, one
may begin to make poor decisions and suffer consequences in relationships. Some
researchers have suggested that patients do not seek out psychological counseling
because they feel they can handle their stress and view that distress asinherent in the
infertility process rather than a pathology that needs intervention [29]. A patient
may perceive a referral to psychological counseling as a belief on the part of the
medical provider that he or she has “failed” to cope adequately, rather than as an
opportunity to increase coping strategies while undergoing treatment.

It should not be understated that acknowledging psychological difficulties con-
tinues to carry enormous stigma [30]. For some fertility patients, who are already
likely carrying the burden of frustration, shame, and grief, acknowledging psycho-
logical problems in a direct way to their doctors may prove to be too much for them
to bear, particularly when doctors do not directly ask about this domain of their
lives. Patients may be concerned that any stigma attached to the need for psycho-
logical support has the potential to limit or deny access to infertility treatment.

Uptake of psychological services was found to be most heavily influenced by
three factors: comfort level with consulting with a mental health professional, cop-
ing resources, and practical concerns about arranging a meeting with a psycholo-
gist/counselor [31]. Patients indicated that their distress level needed to exceed their
coping resources, such as social support from family and friends, in order to seek
out counseling services. In other words, just because many infertility patients
experience distress, it may be a small but distinct porportion whose distress levels
tax their coping to the point of pursuing counseling.

Boivin et al. [31] cited two models they believed explained the findings of their
study looking at low rates of counseling among infertility patients: the hierarchical-
compensatory model [32] and the health belief model [33]. The hierarchical-
compensatory model proposes that individuals seek out support in a hierarchical
fashion, first seeking it from those close to them, then from professionals; this is
consistent with the findings in this study, in that participants tended to seek social
support first and the majority found it sufficient for their needs and so did not seek
out professional support. The health belief model puts forth the hypothesis that
individuals determine the extent of their distress that would warrant them seeking
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out professional services. In other words, patients may only seek help if they feel
their distress is intense enough. The most highly distressed patients in this study
tended to cite logistical concerns as a barrier to obtaining treatment, even though
services had been offered to them and had been advertised through the clinic where
they were being treated.

This introduces questions around why these high-distress patients struggled to
obtain the professional support they needed despite it being made available to them.
The researchers suggest some possible reasons, such as high levels of distress mak-
ing it difficult for patients to take in practical information about initiating services
[34] and the need in those cases for counseling staff to do more to facilitate the
provision of services to those high-distress patients.

Psychosocial Interventions

Myriad behavioral and cognitive interventions for coping with treatment burden
have been explored in various studies. Early studies looked at the impact of group
psychological interventions [35] and found that group interventions made a signifi-
cant difference in pregnancy rates, but later studies have not replicated those find-
ings [36]. Further studies looked at mind-body approaches for managing the burden
of treatment and found them effective at reducing symptoms of depression and
stress and increasing a sense of social support [37] in contrast to the earlier studies
which focused on whether interventions increased pregnancy rates.

A recent meta-analysis reviewed 14 different types of interventions that were
included in 20 randomized controlled studies [38]. The interventions were classified
into five categories: cognitive behavioral therapy (CBT) (n = 3), mind-body inter-
vention (MBI) (n = 3), counseling (n = 4), positive reappraisal coping therapy
(n = 2), and other psychosocial interventions (n = 8) which included hypnosis,
Internet-based interventions, crisis interventions, expressive writing, harp therapy,
written emotional disclosure, telephone emotional support, and group psychother-
apy. The genre of skills taught involved psychoeducation, skill training, emotional
support, and cognitive restructuring. This review found that cognitive behavioral
therapy, mind-body interventions, counseling, and coping therapy are the most
frequently adopted psychological interventions for infertile women and men.
However, the review did not find that counseling interventions showed positive
effects. The authors recommend that new therapeutic approaches with proven effi-
cacy be the focus to support individuals and couples going through infertility with
particular attention to the “two weeks waiting” time prior to the pregnancy test, an
area which has been inadequately researched.

Cognitive approaches with positive cognitive reappraisal have been found to lead
to modest gains in easing the psychological burden but have not been found to
increase pregnancy rates [39]. Patients were randomized into either a control or
treatment group prior to the start of their IVF cycle. The treatment group was given
a set of ten statements which facilitate positive thinking and diminish dwelling on
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negative aspects. Researchers found that the exercise did not diminish treatment
dropout or increase pregnancy rates, though it was perceived as helpful.

As patients are getting more information and support online, online interventions
have been developed for psychoeducational support [40]. A total of 190 women were
randomized into two experimental and two no-treatment control groups. After the
e-health module, trends were observed for utility in several psychological domains:
decreased global stress (P = 0.10), sexual concerns (P = 0.059), distress related to
child-free living (P = 0.063), increased infertility self-efficacy (P = 0.067), and deci-
sion-making clarity (P = 0.079). Easy access to online e-health modules could be
adapted for patients experiencing repeated implantation failure. Sub-modules could
address managing the specific burden of repeated implantation failure.

Psychotropic Medication Management

A more recent area of investigation is the use of antidepressants or anxiolytics and
pregnancy outcome [41]. Although there is an existing and emerging body of litera-
ture on pharmacological interventions with pregnant and postpartum women, very
few studies have examined the relationship of pharmacological interventions with
the infertile population. Estimates are that more than half of women pursuing infer-
tility treatment take antidepressants [42]. In a recent analysis of a Swedish birth
registry from 2007 to 2012 of women who went through IVF, researchers found that
women who were using antidepressants before IVF were found to have slightly
reduced odds of pregnancy and live birth [42]. Women with depression and/or anxi-
ety who were not taking antidepressants had a more pronounced reduction in odds
for pregnancy. The analysis was unable to identify or speculate what the mechanism
might be for the reduction, e.g., is it the underlying disease impacting on egg or
embryo quality, mechanisms for implantation, or some other factor?

Research has explored whether psychotropic medication such as antidepressants
is effective in the treatment of depression, and many studies conclude that the effi-
cacy and risk do not warrant their use [43]. However, other reviews have concluded
that the use of antidepressants is relatively safe and their use is warranted for both
maternal and fetal health [44].

As a result of the controversy around psychotropic medication’s efficacy and
whether it may decrease chances of success for pregnancy, along with the potential
for risks during pregnancy to the developing fetus, there has been a call for a reduc-
tion or a cessation of use for infertility patients [45]. Clinicians were urged to refer
to known effective treatments for depression and anxiety such as cognitive behav-
ioral therapy which has none of the medication risks. Those researchers who have
not concluded that there is a significant risk do endorse using medication during
treatment and pregnancy citing that that there are significant risks from the depres-
sion that must be taken into consideration.

Reducing treatment burden is argued to enhance infertility treatment care for
both patients and providers [46]. Patient distress can impact and contribute to the
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stress load for staff which can impact treatment. It is easy to see how additive cycles
of implantation failure can be mitigated if staff are aware of and responsive to
patient distress.

Conclusion

The literature around the psychosocial impact of infertility and repeated implanta-
tion failure is full of inconsistencies and methodological challenges. There is not a
clear consensus regarding the role of interventions for coping with the emotional
challenges and its impact on treatment outcome. However, research is showing
promising strategies for coping with the emotional impact which may help foster
resilience, thus allowing patients to remain in treatment to maximize their biologi-
cal potential. Certainly, repeated implantation can impact expectations and hope
which can influence treatment compliance. These promising strategies yield
increased quality of life for individuals and couples pursuing treatment. Collaborative
care for the infertile patient remains the gold standard for best practices for patient
care.
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