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Abstract
Purpose Embryo testing to improve pregnancy outcomes among individuals who are seeking assisted reproduction technologies
is increasing. The purpose of this study was to assess decisional factors through in-depth interviews for whywomenwould accept
or decline preimplantation genetic testing for aneuploidy (PGT-A) with in vitro fertilization (IVF).
Methods Semi-structured telephone interviews were conducted with 37 women who were offered PGT-Awith IVF during the
summer 2017. Interviews lasted on average 40 min and were audio-recorded, transcribed, and analyzed using a content analysis.
Results Results identified a number of decisional factors related to values about conception, disability, and pregnancy termina-
tion, past pregnancy experiences, optimism toward technology, and cost. Other key issues that were identified include the use of
expanded carrier screening prior to IVF, maternal age, and limited education about PGT-A due to the complexity about education
for IVF alone.
Conclusion There is a need to develop decision support tools for the increasing choices of genetic testing options for patients
seeking IVF. Including patients’ values, past pregnancy experiences and attitudes toward science into the decision-making
process may help promote a more informed decision.

Keywords Preimplantationgenetic testingforaneuploidy(PGT-A) .Preimplantationgenetic screening(PGS) . Invitrofertilization
(IVF) . Decisionmaking . Interviews

Introduction

Preimplantation genetic testing for aneuploidy (PGT-A) (pre-
viously termed preimplantation genetic screening (PGS)) has
been available to patients undergoing the process of in vitro
fertilization (IVF) to attempt to improve their reproductive
outcomes for nearly 20 years [1]. The utilization of PGT-A
was established due to the frequency of aneuploidy among
human embryos, which often do not result in a successful
outcome or live birth. It has been estimated that approximately
40 to 60% of human embryos are abnormal, and after the age
of 40 for females, this number can be as high as 80% [2–4].

Possible impacts or results of embryos that have aneuploidy
include poor embryonic development, chromosomal abnor-
malities, miscarriage, or IVF failure [5].

PGT-A involves a trophectoderm biopsy (removal of a few
cells from the developing placenta typically on day 5 or 6 of
embryo development) and testing those cells for the presence
of too few or too many chromosomes. There is some evidence
that addition of PGT-A to IVF aids in embryo selection and
can increase the potential success of the IVF transfer cycle, or
pregnancy rate per transfer [6–8]. However, randomized con-
trolled trials that demonstrate conclusive benefits are still
needed. Despite limited evidence surrounding the benefits of
PGT-A, this technology is routinely offered and its utilization
continues to increase among assisted reproductive technology
clinics [9–11].

The process of patient education for PGT-A is variable
across different healthcare clinics with respect to who is in-
volved in the education process and how patient understand-
ing is assessed [12]. Some of the key components recom-
mended for inclusion in patient education include (1) PGT-A
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cannot change the genetic makeup of the embryo and there-
fore that PGT-A does not improve the chances of achieving a
pregnancy per egg retrieval; (2) PGT-A can aid in certain
populations (i.e., advanced maternal age, repeated implanta-
tion failure, recurrent miscarriage) increasing the rate of suc-
cessful implantation (i.e., a pregnancy) and reducing the rate
of miscarriage per embryo transfer; and (3) PGT-A is not a
perfect test, there are both biological and technological limi-
tations inhibiting routine use of PGT-A [4, 9, 13, 14].

Surprisingly, there is little literature regarding patients’ ex-
periences, attitudes, and understanding of PGT-A with IVF.
Only a few studies have described patient perspectives on
factors in the decision-making process for the utilization of
PGT-Awith IVF [13, 15]. Of those factors, cost was identified
as the most significant determinant for patients’ decisions,
followed by social support and acceptance from friends and
family [13, 15]. Some insight can further be gleaned from
research on patients’ perspectives on preimplantation genetic
diagnosis (PGD), which screens embryos for a single, highly
penetrant disease such as Huntington’s disease or spinal mus-
cular atrophy [16]. Determinants when considering PGD in-
clude seeking a healthy baby, monetary costs, time and ener-
gy, accuracy of the testing, and the logistical decisions and
ethical considerations of the disposition of embryos [17].
However, since PGT-A includes embryo testing prior to trans-
fer (i.e., trophectoderm biopsy) and the limited evidence of its
effectiveness to improve live birth rates, decisional factors
related to why a couple using IVF would accept or decline
this procedure may differ. This study fills in this gap. Its aims
were to explore in-depth what factors influenced the decision
making process to add PGT-A or not, and to describe patient
educational experiences of IVF and PGT-A.

Methods

The Institutional Review Board at the University of Utah
granted approval for the study (IRB no. 98692). A qualitative
descriptive design was used to capture and assess experiences
among patients who accepted or declined preimplantation ge-
netic testing for aneuploidy (PGT-A) with IVF. A semi-
structured interview guide was developed based on a review
of literature and expert input. Questions were designed to
capture reasons for why PGT-A was important or not with
IVF prior to embryo transfer and their experiences and educa-
tion with the choice (see Table 1 for a list of representative
questions).

Recruitment and participants

A retrospective medical chart review of women who were
offered PGT-A with in vitro fertilization (IVF) between July
2016 and July 2017 was conducted at both an academic

medical center clinic and a for profit clinic. Letters were
mailed to the potential participants (n = 100, 50 at from each
clinic) including an opt-in or opt-out pre-paid postcard to re-
turn indicating their interest in participating in this study.
Approximately, 30% returned postcards (two of which indi-
cated a choice to opt out). For those who did not return a
postcard, one or two attempts were made with a telephone
follow-up approximately 2 weeks after the initial letter was
mailed. The total response rate, including the five respondents
who were unable to be contacted for interviews after opting-
in, was 42%. Participants who agreed to an interview were
consented over the phone and agreed to have the interview
audio recorded. Thirty-seven interviews were conducted in
total. On average, interviews lasted 40 min. Each respondent
who completed an interview was given a $40 gift card for her
participation.

Coding and data analysis

All of the telephone interviews were audio recorded, tran-
scribed by a professional transcription company and verified
for accuracy by one of the researchers. A content analysis was
used to analyze the transcript data. The data was uploaded into
a qualitative software program called Dedoose [18]. A coding
template was created based on the interview questions and
reading of the first five transcripts. The codes were then

Table 1 Representative interview questions

1. To begin, can you tell me how you first heard about IVF?

2. What factors influenced your choice to pursue IVF?

3. As you remember this process, what type of education or materials did
you receive before IVF?

4. In your own words after you decided to pursue IVF, can you describe
the process until now?

5. Do you remember if you had any type of genetic testing before the
embryo transfer?

6. What type of education did you receive about PGT-A (preimplantation
genetic screening, or genetic testing on your embryos to see which
ones have the correct number of chromosomes) during your IVF
experience? After PGT-A? Did they differ? Similar? Same?

7. Can you tell me why you chose or did not choose PGT-A?

8. Before implantation (embryo transfer), what genetic information given
back about the embryo? (Or was it after it was implanted?) Not at all?

9. When was this genetic information communicated to you in the
process?

10. Throughout the IVF experience, did you have any surprises or
unexpected outcomes?

11. What would you have liked to have known before beginning IVF?

12. Looking back, what was most helpful in understanding the process of
IVF? What was the least?

13. What would you have liked to have known before pursuing PGT-A
with IVF?
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systematically applied to the transcripts by one of the re-
searchers (BL), with the ability to use open coding to capture
data that may have been missed with the initial development
of the codebook [19, 20]. The transcripts and coded data were
blinded so that it was unknown who accepted or declined
PGT-A. Codes were reviewed and verified independently by
another researcher (ER). Once coding was complete, the cod-
ed data was separated using the query tool in Dedoose by
study group (accepted or declined PGT-A), and then the codes
were linked together based on similarity and summarized to
identify the most frequently reported codes across and within
each of the interviews for both groups of accepters and
decliners.

Results

Analysis of the transcript codes revealed a number of
factors impacting patients’ decision whether to accept or
decline PGT-A with IVF. These include patients’ values
and attitudes toward science, conception, disability, and
pregnancy termination as well as experience with past
pregnancies, maternal age, and costs. These themes are
presented below. At the time the interviews were complet-
ed, PGS was the terminology used within the clinics so all
data that used the term PGS was changed to PGT-A for
consistency throughout this paper.

Demographics

Out of the 37 people interviewed, 21 chose to undergo PGT-A
and 16 declined PGT-A. The average age of the participant
was 37 years old with an age range of 27 to 44 years old. The
majority of participants (97%) had health insurance, most
were college educated (86%), and a majority (64%) reported
household income over $75,000. Only four participants were
currently living outside of Utah and four were not married.
There were no significant differences between the two groups
in demographics. The remaining demographic data, including
race/ethnicity, and outcomes of their most recent IVF cycle for
all participants are provided in Table 2.

Values about conception, disability, and pregnancy
termination

Responses to the questions about why one did or did not
elect to undergo PGT-A were strongly related to individ-
ual values about conception, disability, and pregnancy ter-
mination. Many participants stated that they elected for
PGT-A because they did not want to terminate a pregnan-
cy if the fetus was later found to have a chromosomal
abnormality. Other participants wanted to avoid having a

child with a disability. Three representative quotes capture
these frequently expressed views:

We did not want to be in difficult position to decide if we
needed to terminate a pregnancy if there was a risk to the
embryo of a severe genetic defect
This is going to sound horrible, but we knew that we
really wanted to have a healthy baby and that we didn't
wanna deal with any Down syndrome or genetic issues.
And [if] we didn't do it and then we got stuck in a
situation where we had to make a decision about keep-
ing a child or not—we didn't want to be put in that spot.
I might sound shallow, but I wanted to have a healthy
baby. I know people that have Down syndrome children
and stuff and it's hard. I wasn't a hundred percent sure
that I was up for the challenge if that was the case.

Still, other participants wanted to avoid miscarriages and the
emotional consequences of an unsuccessful embryo transfer.
For example: BIt was bad just following a miscarriage—if my
embryos were gonna be abnormal, then I may not want to use
them. Just so I don’t keep miscarrying and having that
disappointment.^; and BWe figured that if we knew that the
embryos tested genetically normal, we would have a smaller
chance of having to go through another loss.^

Several participants who declined PGT-A said they did so
for religious reasons (BWe felt like it all conflicted with our
religious views.^). Others stated that the genetic testing infor-
mation was not necessary because they would not terminate a
pregnancy. For example BBecause we were fine with Down
syndrome. We were fine with whatever came about. We only
had five embryos to work with, and so we just wanted to give
them all a shot.^; and BJust because I guess we look at it as
whatever is gonna happen happens.^ One person stated that
she thought PGT-A harmed the embryo and she did not want
to damage them. Finally, some participants expressed pref-
erences for a more Bnatural^ conception with IVF. PGT-A,
in contrast, added more Bmedicalization^ to the process
such as freezing the embryos and/or intracytoplasmic
sperm injection (ICSI). Representative quotes included:
BWe tried naturally for a couple of years and hadn’t had
success. We did a couple rounds IUI because it was more
natural and then jumped to IVF as last resort.^; and BWe
did not want ICSI [ER, i.e., a procedure that forces the
sperm into the egg] instead of actual IVF.^

Optimism in science to improve embryo selection

One of the primary differences between those who declined or
elected to undergo PGT-A was their opinions about science.
Those who chose PGT-A had a more optimistic view of the
ability of technological advancements in science to improve
their chances of a successful pregnancy. For example, a few
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quotes included: BWell, you don’t have to do it. We really
wouldn’t suggest it.^ I said, BOkay, well, then I’ll do
it[laughter].^; BMy husband said the only way he would do
IVF is if we did it [PGT-A]. PGT-Awas 100 percent worth it to
make sure you are transferring a normal embryo. It was peace
of mind for him.^; and BIncrease your odds. Especially if you
can only transfer one.^

Participants who accepted PGT-A stated that this technol-
ogy was not only useful for ensuring a healthy baby but also
for choosing the sex of the embryo. Although none of the
participants stated that she utilized PGT-A for sex selection,
almost all participants who accepted PGT-A stated that this
was a positive addition to decision-making process. Two rep-
resentative quotes that captured this attitude included: BThen
the added bonus was we thought it would be cool that we
could choose the gender.^; and BWe had different reasons.
My husband wanted to know the gender and I wanted to select
the best embryo with the healthiest outcome.^

Of those who declined, many questioned the technology,
did not want to do any direct testing on the embryo, or were
willing to move forward without the information PGT-A pro-
vided. Some quotes that capture these perspectives are: BI read
that there’s some controversy onwhether or not it is dangerous
for the embryos, or if it damages the embryo quality, so we
decided not to do that.^; BWe were willing to take the gamble
to transfer without genetic testing.^; and BNone [genetic test-
ing] on the embryos, just testing on us.^

Additional genetic screening of embryos and parents

Another decisional factor that was identified in the interviews
was the high use of other types of genetic screening, specifi-
cally expanded carrier screening with IVF. It is standard prac-
tice to conduct expanded carrier screening with IVF, but some
participants appeared to misunderstand the purpose of this
testing and used it to make decisions about embryo testing.

Table 2 Demographic data (n =
36) (one missing) Age (mean) 36.86 years

Race/ethnicity Caucasian 32 (88.89%)

Chinese 1 (2.78%)

Hispanic 1 (2.78%)

Mixed/other 2 (5.56%)

Marital status Married 32 (88.89%)

Divorced 2 (5.56%)

Single 2 (5.56%)

State of residence Utah 32 (88.89%)

Idaho 2 (5.56%)

Oregon 1 (2.78%)

New Jersey 1 (2.78%)

Highest level of education High school diploma 2 (5.56%)

Some college 1 (2.78%)

Associate’s degree 2 (5.56%)

Bachelor’s degree 16 (44.44%)

Graduate degree 13 (36.1%)

PhD 2 (5.56%)

Household income $100,000 or higher 17 (47.22%)

$75,000 to $100,000 6 (16.67%)

$50,000 to $75,000 8 (22.22%)

$25,000 to $50,000 3 (8.33%)

Less than $25,000 1 (2.78%)

Pass 1 (2.78%)

Health insurance Yes 35 (97.22%)

No 1 (2.78%)

Outcome of most recent IVF cycle Live birth 14 (38.89%)

Currently pregnant 7 (19.44%)

Waiting for embryo transfer 2 (5.56%)

Not pregnant or failed cycle 12 (33.33%)

Not pregnant (waiting for surrogate) 1 (2.78%)
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Of those who declined PGT-A, some participants stated they
already did genetic testing and did not need to do additional
testing. For example, one participant who declined PGT-A
stated BMy husband, he did some genetic testing with the
lab work to see if he was a carrier of certain things before.
That was all we did.^; and BThey told us it would just screen
for all screenable genetic disorders that we were carriers for,
whatever you could catch.^ Conversely, participants who
opted for PGT-A stated that theywantedmore assurance about
the health of the embryo. A representative quote included:
BBecause my husband and I had obviously each had our test-
ing done to see if we had anything that matched up. We didn’t
have anything—It made sense to follow this other testing
option.^ Finally, several participants who used gamete dona-
tion reported that genetic testing was conducted on the donor.
For example, BI had genetic testing of me and the donor we
were using and they did some genetic testing for carriers. That
combination, it seemed reasonable to not do genetic testing
[PGT-A] with IVF.^

Pregnancy history and maternal age

Many of the individuals who opted for PGT-A stated that
they had failed previous transfers and wanted more expla-
nation of why they were miscarrying. For example, BI
knew that because of my age, I wanted to make sure the
quality of the embryos were there.^; BI’d had two miscar-
riages. The second miscarriage, they genetically tested.
They wanted to know why I was miscarrying.^; and BI
ended up having a miscarriage. He said it was probably
an abnormal embryo. With our next IVF cycle, we decid-
ed to have those embryos tested just to keep from
miscarrying.^ Others stated that because of their age and
that they had not been pregnant before, they opted for
PGT-A to ensure everything was chromosomally normal.
BYeah. It very much seemed like it was a protocol. Like,
you are this age, you’re at this level, we should do this. I
was like, okay. I guess we’re doing it.^; and BI guess
since for me I think I’m already older, so it’s safer to do
the test than just having IVF with no checking.^ For those
who declined, some of the reasons included that even
though they were older, they did not have a previous
miscarriage history, a family history of genetic conditions,
or were unwilling to discard an embryo based on the
result. Some quotes included: BIt seemed reasonable to
not do genetic testing on the first time with IVF.^; BWe
didn’t feel like there were any huge risk factors that we
knew about.^; BI had no problems getting pregnant with
them before. We just didn’t feel like it was a necessity.^
and BI just felt like that I wasn’t in a place where I could
just throw my embryos away if there was something
wrong with them.^

Costs

All participants stated that financial burden of IVF and
PGT-A was a significant decisional factor in the choice.
In general, those who declined PGT-A stated that they
did not want to pay the additional costs. For those that
opted for PGT-A, many stated cost-effective calculations
relating to pay and possible success of the procedure. For
example: BNot willing to pay for IVF without knowing if
it was a viable embryo.^; BLets pick the best one if
[we’re] paying this much already.^; and BSo the cost of
PGT-A testing was instead of transferring all those nor-
mal embryos—or those day 5 embryos that all made it—
those nine of them—they PGT-A test them and it obvi-
ously played out in our favor.^ The additional cost of
PGT-A also allowed some participants to choose the
sex of the embryo. BLet’s pay another five grand more
to make sure that our embryos are good, and as a signing
bonus, I mean we’re paying this much money, let’s pick
the sex that we want.^ Finally, for a few participants, the
costs were one of the reasons IVF was their last option.
(BJust the extra cost.^ [reason for declining]; BIt was a
lot of extra money to have it done.^; and BIt was just
more costly and didn’t know if that would change our
mind about transferring them.^)

Education about PGT-A

Questions were asked about the type of education received
about PGT-A. The rationale for asking about education in
relation to the decision making process for PGT-A is that it
gives more context to how this was offered and how it may or
may not influence choices. In general, most of the partici-
pants stated that education was provided verbally, (but a
few mentioned a brochure to follow-up the verbal com-
munication) and in conjunction with all other information
provided prior to IVF. For example: BWe were just told
that it was to make sure that all the chromosomes were
there.^; BThey talked about that a little bit, but that wasn’t
a huge thing they talked about. There was just a little bit
of information given.^; and BBasically just talking about
it’s like chromosome testing. There’s not much details.
It’s like telling us to go read out the booklet more.^
Other representative quotes included:

Maybe just a few sentences. I don’t think it was much. I
think what I understood was that this helps us not to go
through potential miscarriages, but it identifies which
embryo has the biggest chances of surviving. That’s all
I needed to know actually.
Never heard about it till actually we were working on
the IVF treatments. The doctors and the nurses kinda
suggested it just, again, because of my age, the risk for
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having abnormalities were a little bit higher. We were
told that the chances of getting pregnant and continuing
on with pregnancy was higher if we test those embryos
to make sure they all had 46 chromosomes.

Discussion

This is one of the few studies to conduct an in-depth, descrip-
tive assessment through interviews among both patients who
accepted or declined PGT-A. Understanding the factors that
contribute to the decision-making process of patients can help
providers to incorporate this information and improve the ed-
ucation provided and the shared decision making process. In
turn, patient experience and satisfaction may increase as a
result of more informed decision-making. This study identi-
fied several determinants in the decision-making process of
why a patient accepted or declined PGT-A with IVF. These
included personal values toward conception, disability and
pregnancy termination, trust in science, use of other genetic
testing, pregnancy history and maternal age, and costs.

In a previous study, Gebhart et al. (2016) identified cost,
social support, and partner and provider influences as deter-
minants for the inclusion of PGT-A by surveying patients
online [15]. This study found cost as an influential factor, thus
reinforcing earlier findings. Social support was also a factor,
but this was not discussed frequently in these interviews.
However, this study also identified additional novel factors
that many participants discussed, specifically, how personal
values influenced the choice about whether or not to add
PGT-A to IVF. For example, the most common reasons
expressed by the participants who elected PGT-A with IVF
was to avoid a miscarriage and the need to avoid future deci-
sions about pregnancy termination as well as desire to avoid or
decrease the likelihood to have a child with disabilities.
Interestingly, almost all participants who elected PGT-A also
mentioned sex selection. In contrast, participants in the online
study of factors influencing decisions for PGT-A, 89% report-
ed that gender identification was not important and did not
influence the decision making process [15].

The results of this study also expand the quantitative find-
ings of Gebhart et al. (2016) by identifying why those who
declined adding PGT-Awould not add it to IVF. The primary
reason was that additional genetic information would not im-
pact decisions to continue a pregnancy and that they were
concerned that genetically testing the embryos would risk
the success of the transfer, thus, again highlighting the impor-
tance of values toward pregnancy and disability as significant
influences. Similar research on decision making around pre-
implantation genetic diagnosis (PGD) stated that couples
made decisions about PGD with IVF through four active
phases of dynamic decision-making in which couples often

revert back and forth [21]. However, unlike PGT-A, most
couples in PGD are aware of their genetic risk status and
contemplation about the decision to undergo PGD involved
reflections on values toward parenthood, not necessarily preg-
nancy outcomes. The couples during the contemplation
stage of decision making for PGD reported asking them-
selves if whether they want to become parents or not as
why they would add PGD. In this study, all of the partic-
ipants expressed the need to become parents. As such,
providers who are offering PGT-A may be faced with
different decisional factors than couples contemplating
PGD and promoting accurate education about PGT-A
should be taking into consideration for this context.

Our findings indicate that patients may not accurately un-
derstand PGT-A and its limits, and that there is a need to
improve the education process regarding PGT-A with IVF.
For example, a common response among women who de-
clined PGT-Awith their IVF treatment was that previous ge-
netic testing of the parents had eliminated their risk for certain
genetic conditions and/or that PGT-A was not needed or
would not provide any additional information. This may sug-
gest patients’ misunderstanding because an increased risk of
aneuploidy is often not Bcarried^ by a parent and each preg-
nancy carries a certain amount a risk to have aneuploidy occur
by chance, relative to a woman’s age. Similarly, participants
who elected PGT-A had highly positive views toward tech-
nology and science for improving IVF outcomes. Thus, edu-
cating patients about the limitations of this technology are
needed to prevent positive views of technology inhibiting un-
derstanding of the real benefits of PGT-A. PGT-A is not a
perfect test, and there are both biological and technological
limitations that inhibit PGT-A from being diagnostic. For ex-
ample, PGT-A removes cells from the trophectoderm (where
the placenta would develop) and not from the inner mass cells
(where the fetus would develop), and thus, it is an estimate of
the likelihood that the embryo would have mosicasim.
Additionally, certain deletions/duplications of chromosome
material or other genetic changes, that can affect health out-
comes, cannot be identified with this technology.

Current recommendations from national fertility societies
still question the value of PGT-A as a universal screening test
for all IVF patients [9]. Until more conclusive evidence is
generated through randomized controlled trials, thorough ed-
ucation and counseling must be provided to address limita-
tions, risks of errors, and lack of evidence that it improves
live-birth rates [22]. This study also highlights the importance
of this pre-test education in that in most participants, there
were some misconceptions and gaps in knowledge about
PGT-A and how it differs from other genetic testing offered
with IVF.

Several reasons may account for this educational gap.
Although many of the participants stated that PGT-A was
discussed verbally in the context of other general information
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with IVF, it can be difficult for patients to understand the
complexities of genetic testing, especially given the emotional
impacts of the IVF process [23]. Moreover, although clini-
cians may be providing accurate education about PGT-A,
highly optimistic views toward science in general may cause
barriers to adequate patient comprehension about the risks and
benefits of this genetic testing [24]. Finally, it is possible that
how participants understand information about PGT-A is
closely connected with their values and other beliefs about
risk estimates and probabilities for success. None of the par-
ticipants reported how such issues were discussed, or consid-
ered, although these are often used in decision support tools
when dealing with multiple choices for healthcare utilization
such as PGT-A [25]. Indeed, individual’s previous experi-
ences and values are unique and influence the decision-
making process as are individual’s knowledge and actual risk
estimates for embryo transfers. Thus, to address this educa-
tional gap, a decision aid to support patient informed decision
may be warranted. In addition, for individuals considering
adding PGT-A to their IVF treatment, there is a need to ex-
plore, consider, and identify the emotional impacts that infor-
mation from PGT-A can elicit prior determining whether to
add PGT-A to IVF.

Study limitations

This study is limited by the relatively small sample size and
use of only two IVF healthcare centers. Because only female
participants were identified and offered to participate in the
study, the experience of male partners using PGT-A was not
explored. Additionally, this was a qualitative descriptive re-
search study with self-selected participants. The views of
those who declined to participate in the interview are not rep-
resented. The majority of women who participated had edu-
cation beyond an associate’s degree, identified as Caucasian,
higher socioeconomic status, and insured. This population
may have better access to IVF treatments and the views of
other populations may have not been captured. Further, par-
ticipants self-selected to participate in interviews, and as such,
this sample may have more experience and knowledge about
genetics and, as such, chose to participate. It is unknown the
demographics of those that choose not to participate. Future
research will need to include more diverse samples to assess if
more patients remember the offer of PGT-A.

Conclusion

More and more women are electing to pursue IVF and genetic
testing, including PGT-A [26]. Identifying ways to inform and
educate patients about the purpose, benefits, limitations, and
impacts of PGT-A is essential. It will be important that

patients’ healthcare providers help in facilitating the
decision-making process for IVF and the consideration of
the addition of genetic testing. Development of a decision-
making tool to use in addition to provider’s information may
further help address these concerns and potentially allow pa-
tients to better consider genetic testing options with IVF treat-
ments. For example, discussing patients’ values about for con-
ception, pregnancy, and disability may help promote more
informed decision-making. Future studies could develop or
evaluate a decision-making tool to assist patients to reflect
on personal values while navigating genetic testing with IVF
treatment as well as inclusion of more diverse groups.
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