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Abstract
Previous studies have shown that the experience of infertility is linked with
psychological responses such as depression, anxiety, guilt, social isolation,
and decreased self-esteem in both men and women. The prevalence of
depression among infertile women ranges from 8% to 54%. Treating
gynecologists and healthcare professionals seldom recognized the
psychosocial distress in women undergoing fertility treatment. Therefore this
paper reviewed the bio-psychosocial response towards infertility among
women with infertility.
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Introduction
The International Conference on Population
and Development, ICPD (1994)1 has
declared the reproductive and sexual health
as the fundamental rights to individuals,
couples and families all over the world.
They called for infertility as one of the basic
issues of reproductive health care in their
‘Program of action’ which should be
reached for all by the year of 2015.
The WHO estimates that 8–12% of couples
around the world experience difficulty
conceiving a child2. Approximately one in
five (20%) couples will experience
infertility – or the inability of a couple to
conceive or carry to live birth a pregnancy
after one year of regular sexual relations
without the use of contraceptives.

Approximately 75% of couples diagnosed
with infertility will seek some type of
treatment3. Of those who seek medical
treatment, it is estimated that 50% to 60%
will eventually conceive; compared to only
5% who would conceive if they did not seek
medical interventions4.
Prevalence rates show that 40% of infertility
is primarily attributable to female factors
(e.g., tubal factors, endometriosis), 40% is
attributable to male factors (e.g., low sperm
count, impotence), and the remaining 20% is
attributable to an interaction between the
two partners.
Studies examining the
psychological consequences of infertility
have shown that infertility leads to
emotional distress such as depression,
anxiety, guilt, social isolation, and decreased
self-esteem in both men and women5.
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Infertility is universally described as a
stressful experience for patients, affecting all
aspects of their lives: marital, social,
physical, emotional, financial, and spiritual.
In a comparison to patients with other
medical conditions, psychological symptoms
associated with infertility are similar to
those related to cancer, hypertension, and
cardiac rehabilitation6. Infertile women, in
comparison with control group, showed
higher scores on the depression and anxiety
scales7. Commitment to intense treatment
which is time consuming may lead to a
disruption in family, work, and social
activities, as well as the protracted nature of
treatment, which may go on for years.
Infertility stress impacts the marital
relationship by depleting sexual intimacy8.
Over the past two decades, researchers have
developed a greater understanding of the
relationship
between
infertility
and
psychological distress. During this time,
over 100 quantitative studies and 26
qualitative studies have been published on
this topic5. Findings from these studies
consistently indicate that infertility is
associated with increased psychological
distress for both men and women9. Majority
of studies examining the coping strategies of
infertile men and women rely on general
measures of psychological distress (e.g.,
depression, anxiety) and marital adjustment
as outcome variables. Very few studies use
infertility-specific measures that capture the
complexity of stress directly related to the
infertility experience10.
Prevalence of Depression among Women
with Infertility
Almost 21% of the female population
experience major depression in their life 11.
Female depression has higher risk on first
onset, can last longer, and often recur 12.
Data from the National Comorbidity Survey,
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a population- based epidemiological study,
show that the prevalence of a major
depressive disorder (MDD) is 21.3% in
women and 12.7% in men. This sex gap
begins in adolescence and continues to
midlife, approximating the span of the
childbearing years in women 13.
In a study done by Chen et. al. found that
26.8% of the women undergoing Artificial
Reproductive Technology (ART) met
criteria for a mood disorder, 17% for major
depression and 9.8% for dysthymia14.
Many authors have reported that depression
is a common consequence of infertility15.
Few articles exist examine the relationship
between depression and infertility. Some
studies showed that there is no relation
between duration of infertility and
depression or psychological factors16.
Another study showed those who had 2–3
years infertility had more depression /
anxiety than those who had this problem for
a year or more than 6 years. Peak of
depression could be seen during third year
of infertility. After six years there will be a
reduction in psychological symptoms in
women. Those who have social support,
positive personal characteristics, and have a
satisfactory life with their spouse show no
signs of anxiety/depression 17.
In a local study, Sherina et al (2008) found a
significant association between depressive
symptoms and history of having a
miscarriage within the last 6 months (p =
0.001) and difficulty of getting pregnant (p
= 0.43). The odds of having depressive
symptoms was 5 times higher for women
who had suffered a miscarriage within the
last 6 months compared to women who
didn’t and was found to be a potential risk
factor for depressive symptoms. Depressive
symptoms were significantly associated with
education level (p = 0.036). The odd of

MJP Online Early

having depressive symptoms was two times
higher for women with no formal education
compared to those with formal education 18.
However, the vast majority of individuals
coping with fertility problems do not exceed
clinical thresholds for depression and some
couples agreed that infertility strengthened
their relationship and brought them closer
together 19. Consistent with bio-psychosocial
models of infertility, the reactions to fertility
problems may be best characterized by the
interplay
between
interpersonal
relationships, physiological parameters, risk
and protective factors, cultural expectations,
and individual coping resources 20. Since
depressive symptoms are common in
infertile women, psychological interventions
aimed at reducing depressive symptoms
need to be implemented, especially for
women with a definitive diagnosis and for
those with durations of 2 to 3 years of
infertility 21.
Reproductive Mood Disorders in Women
Women are at their greatest lifetime risk for
mood disorders during their childbearing
years 22. Mood, or affective, disorders
include unipolar depression and bipolar
disorder, premenstrual syndrome and
premenstrual dysphoric disorder (PMDD),
depression during pregnancy, postpartum
depression, menopause and depression 23.
Women are more prone than men to
depression, and this increased vulnerability
has been ascribed to events arising from
changes in the endocrine control of the
reproductive system. These changes occur
during the menstrual cycle (PMDD), after
parturition (postpartum depression), and
during the menopause (perimenopausal and
menopausal syndrome). Attention has been
given to women who develop these
disorders are susceptible to changes in
hormonal balance, which in turn are
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believed to affect the activity of certain
neuronal systems (particularly the serotoninspecific ones). This interpretation is favored
by evidence indicating the existence of the
effect of the sex hormones on serotoninspecific neurotransmitter function, and on
mood24. Biological responses to stress are
known to suppress reproductive function
across the human life course. For example,
the frequency of intense exercise in
adolescent athletes has been correlated with
delayed menarche as well as postpartum
depression25.
Stress causes an increased secretion of
hypothalamic corticotropin-releasing factor,
increased
pituitary
adrenocorticotropic
hormone release, and augmented secretion
of adrenal cortex hormones, including
cortisol. Therefore, it can be assumed that
stress has a direct effect on cortisol level
production and therefore, a negative effect
on fertility. Thus, it is apparent that
psychological functioning interacts with
endocrinological levels, which significantly
influence fertility 26. From a physiological
perspective, there is research of the effects
of stressful stimuli on hormonal secretions.
The distress experienced as a result of
infertility has been found to be involved
with physiological reactions that actually
interfere with successful treatments for
infertility e.g. during in-vitro fertilization
(IVF) in which high anticipatory cortisol
levels negatively influenced the outcome of
IVF. Conception is difficult in these patients
because the invasive procedure of IVF does
not overcome cortisol barriers 26.
High circulating stress hormones can
interfere with the timing of ovulation and
shorten the luteal phase. Diminished
progesterone availability in the luteal phase
post-conception lessens the likelihood of a
successful implantation; a 12-day luteal
phase and ≥8 mm endometrial thickness
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have been put forward as minimums for
fertility. Accordingly, the circulation of
elevated levels of stress hormones during the
period between pre-conception and early
pregnancy may prevent implantation and
early pregnancy maintenance by luteal phase
defect mechanisms 27. Depressive symptoms
usually occur with the onset of menses.
Fertility problems may also negatively affect
a woman’s self-esteem by inducing a sense
of failure 28. Although male factor
subfertility is a contributing element in
almost 40% of the infertility cases, studies
also suggest that infertility is a more
stressful experience for women than men
with lower score on self-esteem, were more
depressed, were more likely to blame
themselves for their infertility, and reported
lower life satisfaction regardless of which
partner was diagnosed with the reproductive
impairment5. Distress from the infertility
experience and treatments will further
contribute to the couple’s difficulties with
conception 26.
Infertility Related Stressors
Women have been found to exhibit more
symptoms of distress and experience more
infertility treatments, it seemed important to
explore what moderates distress levels as it
pertains to the experience of infertility.
There is a need to evaluate the relationship
of infertility related stressors and depression
in infertile women. While previous
literatures focused on the overwhelming
amount of research studies on infertile
women, in actuality, there have been very
few methodologically sound studies
examining infertility related stressors in
these women and its association with
depression.
Couples commonly report encountering a
number of stressors associated with the
medical diagnosis of infertility. These

MJP-02-09-10

stressors can include, but are not limited to,
stress related to their sexual functioning,
stress related to the endurance and quality of
their relationship, and stress related to
changes in their social and family networks
10
. Griel and colleagues (1988) found that
infertile women view infertility as a central
focus for identity 29. Others associate
infertility with feelings of loss of control and
attempts to regain control 30, feelings of
defectiveness and reduced competence 31,
stress on marital and sexual relations at the
same time that there exists a countertendency for infertility to "pull couples
together" 32, a sense of social stigma 33, and
stressful nature of the treatment process
itself 34. Infertility may threaten self-esteem
due to its potentially stigmatizing natureIf
infertility is experienced as stigmatizing this
may isolate people from potential sources of
support 35.
Whitford and Gonzalez (1995) found that
couples without children receive comments
that they perceive as unsupportive and result
in more fear around disclosure, feelings of
isolation and withdrawal from social
situations, which could then impact on
emotional status35.
Socio-Cultural Influence on Infertility
Infertility places a barrier between the
couples and their ability to fit into the
gender roles prescribed by their culture.
Women who are infertile have no ability to
meet the cultural expectation of motherhood,
and men who are infertile have no ability to
demonstrate the culturally taught aspects of
their manhood. Not only has the couple lost
their expectation and hope of having a
biological child, but they have also lost a
part of their socialized identity. Their
identity, which they have formed over the
course of their lives, is now in question36. In
response to the direct attack on one's
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identity, men and women frequently
experience a change in their interpersonal
relationships and social interactions. The
socio-demographic factors of age, gender,
marital status, education, and income have
consistently been identified as important
factors in explaining the variability in the
prevalence of depression. The influence of
culture plays an enormous role in individual
responses to infertility 37.
Infertility places a barrier between the
couples and their ability to fit into gender
roles prescribed by their culture. Parents,
family tradition, social norms, and religion
all play an important role in the transmission
of values and gender roles to them38.
The way in which people deal with
infertility is at least partly affected by the
values and socio-cultural norms of the
community in which they live. To
Vietnamese people, family is the most
important unit and for women childbearing
is associated with stabilizing their marriage
and closer bonds with his family. Sociocultural
context
is
an
important
consideration in the meaning of and
responses to infertility.39 In Nigeria, the
major cause of infertility is sexually
transmitted disease. Women are often
blamed for infertility, and men may divorce
their wives or engage in polygamy or both in
an effort to have children. Adoption in this
culture is generally not socially acceptable,
and there are medical, ethical, and legal
implications to infertility treatment 40.
The importance of fertility among Muslim
women is exemplified by the social pressure
on newly married women to become
pregnant as soon as possible, especially to
have sons. Infertile women may be
stigmatized, divorced, or forced to agree to
polygamy41. In some traditional settings and
cultures, women have been shown to carry a
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greater burden of infertility and are often
blamed for infertility 42 and where there
have been social pressures and expectations
for women to procreate 43.
In some cases, childless women have been
excluded from some important social
activities and ceremonies 44. Sandelowski
and Jones (1986) included situations where
participants were: (a) ‘‘forced to tell’’ about
their fertility problem in order to explain
their childless state, (b) obliged to hide
negative feelings in order to sustain a
relationship (e.g., attend a baby shower for a
friend or ignore insensitive comments), and
(c) constrained in or excluded from
interactions with others because of the
fertility problem45.
The Effect of Infertility on Sexual
Satisfaction
Sexual dysfunction may have an etiological
role in infertility or it may be a consequence
of the disorder secondary to psychological
stress in either or both partners, sexual and
relationship abnormalities we detected are
secondary to infertility 46. Sexual infertility
stress has been defined as loss of enjoyment
of sexual relations, feelings of pressure to
schedule sexual relations, and loss of sexual
self-esteem 10.
Infertility may interact with a couple’s or
individual’s sexuality and sexual expression
in two main ways. Sexual problems may be
caused or exacerbated by the diagnosis,
investigation, and management of infertility
(or subfertility) or they may be a
contributory factor in childlessness 47. Any
examination of a couple’s difficulty in
conceiving must include clear questioning
about their sexuality. Although a recent
study demonstrated that overall levels of
stress are related to treatment success, it also
found that certain forms of infertility-related
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stress (e.g., stress on the sexual relationship)
were more strongly linked to treatment
outcome than others 48.
Sexual infertility stress can interfere with
early medical interventions (e.g., medication
coupled with timed intercourse) and with
infertility evaluations associated with the
use of more advanced technologies 49. Some
studies demonstrate that depression, stress,
low self-esteem and sexual dissatisfaction
may be psychological outcomes of
infertility. There was a negative correlation
between
sexual
satisfaction
and
50
depression . Infertility is associated with
decreased sexual activity and the decrease
appears to increase as the number of
childless years grows 51.
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The Effect of Infertility on the Couple’s
Relationship
Greil (1997) found that differences in the
way couples commonly view infertility can
lead to tension and anger in marital
relationships5. Previous qualitative studies
among couples in fertility treatment have
shown that infertility and treatment at the
same time can be seen as a threat or a
challenge for the couple and as a situation
that can bring the partners closer together
and strengthen the marriage 29. For half or
most of the couples involved in these
qualitative studies the infertility experience
had strengthened their marriage and had
improved the partners’ mutual connection 51.
Shortcomings of Previous Studies

Losses Experienced by Infertile Couples
Multiple losses experienced by infertile
couples include loss of sexual identity; loss
of the childbearing and child-rearing
experience and the elusive child they never
were able to conceive; loss of the parental
identity; loss of close relationships with a
spouse, extended family members, and
friends; loss of status or prestige; loss of a
sense of control over one’s life, loss of trust
in one’s body; loss of genetic legacy; loss of
a grand-parenting relationship; loss of a
sense of spirituality and hope for the future;
and loss of feelings of self-worth 52. Couples
may experience the loss of feeling connected
to society as it appears that so many other
couples produce children easily. Women
may also question their femininity and
sexual attractiveness and men may feel
impotent or like a failure. In addition to the
direct attack on one’s identity, couples
frequently experience a change in their
interpersonal relationships and social
interactions 38.

According to Griel, 1997, one important
shortcoming of previous literature is an
overemphasis on women, small sample size
with methodological flaws. Heavy reliance
on self-reports can cause social desirability
bias especially in clinic samples because
couples may feel pressure to appear
"normal" in order to make sure health care
professionals will treat their infertility as a
medical, rather than a psychological,
problem5.
However the biggest problem with regard to
sampling is that people who do not seek
treatment have been left unstudied. Without
studying non-treatment seekers, it is
extremely difficult to sort the effects of
infertility from the effects of infertility
treatment. And since non-treatment seekers
have different demographic profiles than
treatment seekers, it is impossible to
generalize from studies of treatment
seekers53.
Another methodological problem in the
study of the psychological consequences of
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infertility has to do with timing 54. Infertility
is not a stable trait but a process with an
uncertain trajectory. Studies of the
experience of infertility must take the
temporal factor into account. It is crucial to
know where individuals being studied stand
in the infertility process. There exists some
evidence that the effects of infertility vary
over time.
The Hynes et al. (1992) study demonstrates
both how important to examine the
psychological consequences of infertility,
there are actually two temporal variables i.e.
duration of infertility and duration of
treatment. The two may well be related to
psychological stress in very different ways
and may even interact. For example, it is not
at all farfetched to entertain the possibility
that infertility stress will diminish over time
for those who are no longer seeking
treatment but not for those who are still
actively pursuing treatment 55.
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Major Depressive Episode which warrants
further bio-psychosocial intervention. The
reason why some women with infertility
didn’t develop depression can be explained
either by the complex interaction of
Hypothalamic-Pituitary-Ovary axis, sex
hormone
and
serotonin
specific
neurotransmitter functions as well as the
psycho-social interaction such as education
level, occupation; and also based on
patient’s social support, coping skills and
mutual understanding between both husband
and wife. The quality of life of women with
fertility problems could be further improved
if appropriate psychological interventions
form an integral part of the care plan in the
management
of
female
infertility.
“Reproductive failure in humans is not often
a single entity event but the result of
complex interdependencies of demographic,
physiological and psychological risk
factors” (Nakamura et al., 2008)59.
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