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0.05).  Discussion:  On average, psychological burden ap-
pears to be most frequently named as the number one rea-
son to discontinue infertility treatment, whereas financial 
burden had the lowest impact. Longer duration of infertility 
is associated with more externalizing reasons to discontinue 
treatment.  Copyright © 2009 S. Karger AG, Basel 

 Introduction 

 Subfertile couples consulting fertility clinics are com-
monly regarded as highly motivated to achieve concep-
tion  [1] . Although fertility centers offer a wide array of 
treatments to help them, it has been shown that even in 
these motivated couples dropout rates are fairly high, 
varying from 23  [2]  up to 45  [3]  and 60%  [4] . In one Dutch 
centre, the passive (patients are stopping treatment out of 
their own volition) and active (patients are forced to stop 
treatment by the physician or the team) dropout rates af-
ter three treatment cycles were 48 and 14%, respectively 
 [5] . However, Swedish investigators  [6]  reported that 65% 
of couples did not complete the full treatment program 
of three fully reimbursable IVF cycles after they failed to 
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 Abstract 

  Background:  The objective of this study was to explore the 
reasons why couples discontinue fertility treatment.  Meth-

ods:  A retrospective exploratory study was performed at the 
Leuven University Fertility Centre, a university hospital-
based fertility center. Women who discontinued treatment 
between September 2000 and December 2001 were con-
tacted in 2004–2005 by telephone for a standardized inter-
view which covered 9 dropout reasons. For each reason, its 
importance on the decision to stop treatment was measured 
on an 11-point Likert scale.  Results:  On average, psycholog-
ical burden (x = 5.96) had the highest impact on the decision 
to stop treatment followed by physical burden (x = 4.48) and 
female age (x = 3.64). Perceived lack of staff expertise (x = 
1.84), negative impact on social contacts (x = 2.12) and finan-
cial burden (x = 2.16) had the lowest impact on the decision 
to stop treatment. Longer duration of infertility was signifi-
cantly positively correlated with a higher rating of physical 
burden as a reason to discontinue treatment (r = 0.48; p  !  
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conceive. Finally, an Australian group reported that even 
though up to six IVF cycles were offered free of charge, 
patients on average only started three cycles  [7] . 

  It is difficult to compare dropout rates between centers 
and countries, due to heterogeneity with respect to cost, 
reimbursement policies, accessibility to infertility servic-
es, etc. Furthermore, most fertility specialists are inter-
ested in positive outcomes and success rates, and tend to 
ignore or wish to forget about the ‘invisible’ patients stop-
ping treatment. Consequently, from a medical perspec-
tive, passive dropout is often seen as a negative event that 
needs to be prevented or reduced because of its negative 
impact on cumulative success rates. The categorization of 
dropout as passive or as active reflects a non-neutral ter-
minology which fails to recognize the interactive nature 
of a patient’s decision to stop treatment.

  The phenomenon of dropout in fertility treatment has 
scarcely been investigated. Within the group of mainly 
couple-focused dropout, the reasons and determinants of 
the couples’ decision to continue or discontinue treat-
ment are poorly understood. Dropout can be a positive, 
rational, healthy decision for many couples. Participating 
at least once in an IVF treatment cycle can be experienced 
as a kind of ‘ritual’ in the mourning process of childless-
ness, a self-imposed act in order to prevent future feelings 
of regret ‘not having tried everything to have a child’. 
This approach is largely absent in the current literature. 
Furthermore, the reasons (both positive and negative) for 
dropout are not well documented in the literature. The 
lack of a standardized instrument to assess patient dis-
continuation in an infertility clinic is remarkable. Al-
though a link between dropout and the demanding char-
acter of the treatment has been postulated  [6] , most ret-
rospective, quantitative studies on dropout have shown a 
differentiation in reasons for dropout. Olivius et al.  [6]  
investigated potential reasons for IVF discontinuation in 
a prospective cohort study by asking patients about the 
main reason for termination and only one reason was 
registered. The questions were divided into three catego-
ries (1 = economic reasons, 2 = medical reasons and 3 = 
social reasons), with preselected answers for patients to 
check. The main reason for discontinuation was psycho-
logical burden, followed by poor prognosis. Malcolm and 
Cumming  [4]  collected data retrospectively for 550 cou-
ples in a fertility clinic, and patients were contacted by 
telephone to ascertain whether a pregnancy had occurred 
and, if not, whether there was a reason the couple decided 
not to return to the clinic. Reasons for discontinuation 
included pregnancy, ‘gave up’, adoption, personal, finan-
cial reasons, divorce or separation, clinic reasons, change 

in priorities, ongoing ART, physician reasons, emotional 
distress as well as practical reasons (e.g. moved away, dis-
tance to clinic, etc.), side effects, referred to other pro-
vider, alternative therapy, etc. The authors concluded that 
couples are committed to achieving a pregnancy when 
they feel hopeful about conceiving. Furthermore, factors 
including distance to the clinic, inconvenience, emotion-
al distress, side effects from treatment, physician and fi-
nancial reasons were rarely mentioned as reasons to dis-
continue. Rajkhowa et al.  [8]  conducted a questionnaire 
study with the number of couples who discontinued 
treatment as the main outcome measure and the reasons 
for discontinuation including live birth, lack of success, 
lack of funding, psychological stress, medical advice, 
physical discomfort, personal and other reasons. A total 
of 515 couples had discontinued treatment at the time of 
response, with 266 (52%) having achieved a live birth. 
The authors concluded that though funding is an impor-
tant issue, factors including lack of success and psycho-
logical stress play a greater role in influencing the deci-
sion to discontinue treatment.

  Parenthood is an important developmental milestone 
that highly motivates couples consulting in an infertility 
clinic. Despite their efforts, some patients drop out of 
treatment and the reasons why are not well understood. 
Gaining insight into the dropout phenomenon will allow 
professionals to help couples resolve issues in decision 
making and provide a more tailored and sensitive ap-
proach for fertility treatments. It can help couples in their 
decision making process to make informed and healthy 
decisions in their unique situation. In order to improve 
insight into the phenomenon of dropout in infertility 
treatment, this study aimed to quantitatively explore 9 
different reasons why women discontinued fertility treat-
ment at the Leuven University Fertility Centre (LUFC). 
These reasons were based on the available literature and 
included: occurrence of spontaneous pregnancy, rela-
tional burden, social relationships, no longer an accept-
able choice of treatment, psychological burden, physical 
burden, support and expertise of the fertility centre staff, 
financial cost, woman’s age, medical considerations and 
an alternative realization of the child wish (e.g. adop-
tion)  [5] . 

  Methods and Materials 

 A query was performed in 2004 to determine the women who 
started any kind of infertility treatment and voluntarily left the 
LUFC without a pregnancy/baby between September 2000 and 
December 2001. Four years after initiating their infertility treat-
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ment (between December 2004 and March 2005), these women 
were contacted by telephone for a standardized interview. The 
structured interview was performed by one single researcher
(L.H.) who was not a staff member of the fertility clinic. This 
study had been approved by the Commission for Medical Ethics 
from the Faculty of Medicine, Leuven University. Patients who 
consulted in another fertility centre were excluded from the study 
because they merely dropped out at the LUFC but not out of in-
fertility treatment. Patients who became pregnant spontaneously 
and whose pregnancy was their single reason to drop out were 
also excluded. Finally, only those patients who completed all of 
the 9 questions in the structured interview were included in the 
study. Due to the ethical and sensitive nature of the study, it was 
expected that not all women would want to participate in the 
study: specifically questioning women about their infertility his-
tory and their reasons for stopping treatment could possibly evoke 
painful feelings. Infertility is a life crisis that can take years to in-
tegrate into the couple’s future without the desired child.

  The questions used for the telephone interview were derived 
from both clinical experience and a literature review on reasons 
for dropout in fertility treatment. The reasons for dropout cov-
ered in the interview were: women’s age, psychological burden, 
relational burden, physical burden, financial cost, negative im-
pact on social contacts, openness towards other alternatives, per-
ceived lack of expertise of the fertility centre’s staff, perceived lack 
of empathy of the fertility centre’s staff. All 9 dropout reasons 
were covered and participants were asked to estimate to which 
extent each of these reasons impacted their decision to drop out 
from fertility treatment. For each reason, its importance on the 
decision to stop treatment was measured on an 11-point Likert 
scale ranging from ‘not important’ (0) to ‘extremely important’ 
(10). In order to determine whether a particular reason had an 
impact on the decision to stop treatment, we used cut-offs. A score 
of 0 indicated no impact on or no relevance to the decision to stop 
treatment; a score of 1–3 indicated minimal impact or relevance, 
a score of 4–6 indicated moderate impact or relevance; a score of 
7–10 indicated severe impact or relevance.

  The last three questions dichotomously (yes/no) addressed the 
occurrence of spontaneous pregnancies and fertility treatment at 
other fertility centers.

  All data were imported into an Excel file for statistical analy-
sis. Statistical analysis was performed using SPSS, v11.5. Descrip-
tive statistics are shown as means  8  standard deviations. A non-
parametric test (Spearman correlations) was used to study corre-
lations because of the small sample size (n = 25 in final dataset) in 
our study. Statistical significance was defined as a p value of less 
than 0.05.

  Results 

 A query performed in 2004 demonstrated that 146 
women voluntarily left the LUFC without a pregnancy/
baby between September 2000 and December 2001. From 
those, 66 women were not included in the study for prac-
tical reasons: 61 remained inaccessible due to absence of 
telephone number, change of address, no answer, etc. A 

further 5 women were not sufficiently fluent in Dutch to 
participate in the interview. Out of the remaining 80 
women, we excluded patients who consulted in another 
fertility centre (n = 9) because they merely dropped out 
at the LUFC but not out of fertility treatment. Further-
more, patients who became pregnant spontaneously and 
whose pregnancy was their single reason to drop out were 
excluded (n = 2). Out of the remaining 69 women, 12 re-
fused to answer any question and 32 failed to respond to 
the complete interview (dropout from the study because 
of lack of time, calling at a bad time, too emotional to 
continue with the questions, etc.). Finally, 25 women par-
ticipated in the interview and responded to all 9 ques-
tions to determine the relative importance of the possible 
reasons for dropout. 

  The 25 interviewed participants had a mean age of 
36.7 (range: 27–45; SD 4.8) years and a mean duration of 
infertility of 7.4 years (range: 4–16; SD 2.8). At the time of 
their treatment at the LUFC, 14 women had primary and 
6 women secondary infertility (unknown in 5 patients). 
However, at the time of the telephone interview, 15 out of 
25 women had a child, whereas 10 women were still child-
less. Eight out of 25 respondents became pregnant spon-
taneously after having stopped treatment at the LUFC. 

   Table 1  shows the dropout reasons according to their 
degree of impact with respect to both percentages and 
mean score. Analysis of the mean score for dropout rea-
sons revealed that psychological burden (x = 5.96) had the 
highest impact on the decision to stop treatment followed 
by physical burden (x = 4.48), female age (x = 3.64) and 
relational burden (x = 3.40). Perceived lack of staff exper-
tise (x = 1.84), and social (x = 2.12) and financial (x = 2.16) 
burden had the smallest impact on the decision to stop 
treatment. Perceived lack of staff empathy (x = 2.52) and 
openness to alternatives for child wish (x = 2.36) had a 
moderate impact on the decision to stop treatment. 

  Analysis of the proportion of women identifying a 
specific dropout reason to have a severe impact on their 
decision to stop treatment revealed similar results to the 
mean score analysis. Psychological burden was found to 
have a severe impact on the decision to drop out of treat-
ment for 52% of the women. Physical burden and female 
age, negative impact on social contacts and perceived lack 
of staff empathy, and financial burden had a severe im-
pact on discontinuing treatment for 36, 12 and 8% of 
women, respectively.

  An analysis of the correlations ( table 2 ) between the 9 
dropout variables, women’s age and duration of infertil-
ity revealed a number of significant correlations: 
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 (1)  Duration of infertility was positively correlated 
with physical burden (r = 0.48; p = 0.03). 

( 2)  Psychological burden was positively correlated 
with physical burden (r = 0.41; p = 0.04), which in turn 
was positively correlated with perceived lack of staff ex-
pertise (r = 0.48; p = 0.01), and with financial burden (r = 
0.44; p = 0.02). 

 (3)  Financial burden was also positively correlated 
with perceived lack of staff expertise (r = 0.60; p = 0.001) 
and with negative impact on social contacts (r = 0.60; p = 

0.001), which was in turn positively correlated with con-
sideration of alternatives for child wish (e.g. adoption; r = 
0.55; p = 0.004). 

 (4)  Relational burden was positively correlated with 
perceived lack of staff empathy (r = 0.40; p = 0.04). 

( 5)  Finally, there were positive correlations between 
actual female age and female age as dropout reason (r = 
0.68; p  !  0,001) and between perceived lack of staff exper-
tise and perceived lack of staff empathy (r = 0.64; p = 
0.001).

Table 1. Analysis of dropout reasons according to degree of impact (as reported on a visual analogue scale)

Dropout reasons (n = 25) Minimal impact
(0–3)

Moderate impact
(4–6)

Severe impact
(7–10)

Mean 8 SD

Psychological burden 7 (28) 5 (20) 13 (52) 5.9683.24
Physical burden 10 (40) 6 (24) 9 (36) 4.4883.47
Woman’s age 15 (60) 1 (4) 9 (36) 3.6484.18
Relational burden 15 (60) 5 (20) 5 (20) 3.4083.57
Perceived lack of staff empathy 18 (72) 4 (20) 3 (12) 2.5283.13
Openness to alternatives for child wish 19 (76) 0 (0) 6 (24) 2.3684.21
Financial burden 18 (72) 5 (20) 2 (8) 2.1682.74
Negative impact on social contacts 19 (76) 3 (12) 3 (12) 2.1282.74
Perceived lack of staff expertise 21 (84) 0 (0) 4 (20) 1.8483.14

Figures in parentheses indicate percentages.

Table 2. Correlation matrix (Spearman correlations) of the nine dropout reasons, female age and duration of infertility

Female
age

Duration
of
infertility

Psycho-
logical
burden

Relational
burden

Physical
burden

Financial
burden

Negative
impact on
social contacts

Lack of
expertise
of staff

Lack of
empathy
of staff

Openness
to alterna-
tives

Wom-
an’s
age

Female age
p value

1.00 0.12
NS

0.06
NS

–0.26
NS

0.04
NS

–0.06
NS

–0.04
NS

–0.29
NS

–0.13
NS

–0.05
NS

0.68
0.000

Duration of infertility
p value

1.00 –0.08
NS

0.42
NS

0.48
0.026

0.23
NS

0.15
NS

0.38
NS

0.09
NS

–0.02
NS

0.04
NS

Psychological burden
p value

1.00 0.12
NS

0.41
0.038

0.22
NS

0.19
NS

0.07
NS

0.01
NS

0.29
NS

0.12
NS

Relational burden
p value

1.00 0.03
NS

0.32
NS

0.11
NS

0.28
NS

0.40
0.044

–0.04
NS

–0.21
NS

Physical burden
p value

1.00 0.44
0.024

0.14
NS

0.48
0.015

0.12
NS

0.09
NS

0.13
NS

Financial burden
p value

1.00 0.61
0.001

0.60
0.001

0.37
NS

0.29
NS

0.05
NS

Negative impact on social contacts
p value

1.00 0.26
NS

0.12
NS

0.55
0.004

0.31
NS

Perceived lack of staff expertise
p value

1.00 0.64
0.001

0.17
NS

–0.13
NS

Perceived lack of staff empathy
p value

1.00 0.12
NS

–0.03
NS

Openness to alternatives
p value

1.00 0.35
NS

Woman’s age 1.00
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  Discussion 

 In this exploratory study to determine the impact of 9 
possible dropout reasons on the decision to discontinue 
infertility treatment, psychological burden was on aver-
age named as the number one reason to discontinue in-
fertility treatment, followed by physical burden and fe-
male age. Perceived lack of staff expertise, negative im-
pact on social contacts and financial burden had the 
lowest impact on the decision to stop treatment.

  The reasons for dropout are complex, as 21 out of 25 
women did not drop out for one single reason, but re-
ported that they discontinued treatment for a combina-
tion of reasons. The decision to (dis)continue fertility 
treatment is probably the result of a process of decision 
making in which several elements mostly related to psy-
chological burden, physical burden and women’s age are 
taken into account. 

  Female age can be interpreted as a more rational ele-
ment in the decision to stop treatment. Indeed, female age 
was positively correlated with female age as a reason to 
discontinue treatment. Since most treatment centers in 
Belgium rarely offer treatment beyond a female age of 43, 
it is likely that these women had either personal objec-
tions to continue treatment at their age, or that they were 
counseled by the gynecologist to consider cessation of 
therapy.

  Psychological burden had a larger impact on the deci-
sion to stop treatment than physical burden. The psycho-
logical burden associated with fertility treatment appears 
to have an important impact on women’s decision to stop 
treatment  [1, 6, 9] . Many patients experience considerable 
psychological burden not only while participating in fer-
tility treatment  [10] , but also following diagnosis and 
during the clinical investigation of infertility  [11, 12] . 

  Remarkably, financial burden was not identified as a 
significant reason to stop treatment. In Belgium, at the 
time of our study, the medication cost for ovarian stimu-
lation was largely reimbursed, but the laboratory costs for 
IVF/ICSI were not reimbursed and patients had a consid-
erable financial cost per cycle (about 1,500–2,000 EUR). 
It is possible that couples who perceive financial barriers 
may never consider fertility treatment as a realistic option 
for them. Alternatively, it cannot be excluded that there 
is a selection of patients with higher incomes at the LUFC 
(university hospital). Possibly, financial cost is a barrier 
to start treatment but does not have a severe impact on 
the decision to stop treatment. Furthermore, for many 
couples the goal of a pregnancy/baby may outweigh any 
financial burden that might arise. It would be interesting 

to look at the impact of the new Belgian reimbursement 
system (full reimbursement of both medication cost and 
lab cost during a maximum of 6 cycles up to a maximum 
female age of 42 years) that exists since 1st July of 2003. 

  Correlational analysis revealed interesting correla-
tions between the variables analyzed in our study. With 
longer duration of infertility, women reported that phys-
ical burden had a more severe impact on their decision to 
stop treatment. On the one hand, it seems likely that with 
longer duration of infertility, the physical side effects and 
burden of infertility treatment may increase, possibly en-
couraging couples to reconsider their efforts for treat-
ment. On the other hand, it is our hypothesis that this 
could also be interpreted as an attribution mechanism. 
Furthermore, there seems to be a trend or cluster in our 
data between physical burden, financial burden and per-
ceived lack of staff expertise. These are all strongly asso-
ciated with duration of infertility, possibly indicating a 
mechanism of externalizing reasons (assigning the cause 
for discontinuing to an outside/external factor in the sit-
uation, not in the person themselves – as stated by F. 
Heider) to discontinue treatment. In fact, these three rea-
sons are socially desirable or accepted reasons to stop 
treatment. These ‘safe’ reasons steer away from the more 
internalizing reasons (assigning the cause for discontinu-
ing to factors within the person, making the individual 
responsible for the event – as stated by F. Heider) that are 
less socially acceptable and perhaps for patients more 
painful to admit. In addition, women who reported more 
negative impact on social contacts as a reason to drop out 
reported significantly more openness towards alterna-
tives for child wish as a reason to discontinue treatment. 

  It is interesting to note that the more externalizing rea-
sons (such as physical burden, financial burden and per-
ceived lack of staff expertise) are correlated with a longer 
duration of infertility but are not correlated with open-
ness towards alternatives for child wish. On the other 
hand, the more internalizing reasons (such as a negative 
impact on social contacts) are not correlated with a longer 
duration of infertility but are correlated with openness 
towards alternatives for child wish. It could be that cou-
ples who are more open towards alternatives might have 
had this attitude from the start. These women might have 
been open for dialogue and discussion with others, creat-
ing a more balanced attitude on the pros and cons of al-
ternatives for child wish. On the contrary, couples who 
reported openness towards alternatives as having a min-
imal impact on their decision to stop treatment might 
have had a more private attitude towards their infertility 
issues, less open to consider alternatives and in turn more 
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prone to continue their infertility treatment efforts. Al-
though this hypothesis is based merely on correlations 
and although it is impossible to make causal assump-
tions, it reflects our clinical experience in working with 
infertility patients. The difference between the desire to 
have a child and the need to have a child might be helpful 
in explaining this point: a desire signifies hoping but also 
entails the possibility and openness to non-fulfillment 
(and in turn openness to alternatives), whereas a need 
‘must’ be fulfilled and is a one way trip  [13] .

  In our study, as many as one third (8/25) of women 
became pregnant spontaneously after having stopped 
treatment. In the literature, the treatment-independent 
pregnancy rate in patients with severe reproductive dis-
orders has been reported to be low by some investigators 
 [14] : 2.4% for tubal subfertility, 5.9% for unexplained in-
fertility and 6.6% for male subfertility. However, other 
authors have published a cumulative pregnancy rate of 
27%  [15]  or a spontaneous live birth rate of 14%  [16]  after 
12 months of untreated waiting time, and a spontaneous 
pregnancy of 20% after an unsuccessful fertility treat-
ment  [17] . It has been postulated that these spontaneous 
pregnancies might be attributed to ‘stress relief ’: the ef-
fect of being on the waiting list for treatment might re-
duce stress levels due to the feeling of ‘doing something’ 
or ‘being in good hands’  [14] . However, these findings 
could also suggest that many patients starting IVF treat-
ment still have a significant chance of becoming pregnant 
spontaneously and are starting fertility treatment be-
cause they find it increasingly hard to cope with the delay 
of their child wish. 

  Several important limitations and weaknesses of the 
current study need to be discussed. First, the sample size 
is very small (n = 36) and the statistical analysis could only 
be done on a sample of 25 women. Therefore, it is difficult 
to make assumptions based on such a small sample size. 
Second, our study population consisted of women only. It 
would be interesting to perform the same study on men 
and couples. Differences between men and women re-
garding having children can complicate decision making 
with respect to openness towards the social environment, 
the kind and number of treatments, etc.  [18] . Third, we 
did not differentiate between various treatment options. 
It is possible that the reasons to stop treatment after IUI 
are different from those to stop classical IVF or embryo 
reception. Fourth, we did not use a standardized and val-
idated questionnaire but constructed our own question-
naire based on the available literature and our clinical ex-
perience. To the best of our knowledge, there is no stan-
dardized questionnaire available to assess reasons for 

dropout. Therefore, it is very difficult to compare reasons 
for dropout between different fertility centers. Fifth, it 
turns out that 15 out of 25 women had children at the time 
of the study. This might have had an influence on their 
perception of the infertility period and their reasons to 
dropout. In the end, most women achieved their goal to 
create a family (through adoption, foster parenting, etc.), 
even though some might have wanted more children. The 
question whether dropout differs between primary and 
secondary infertility could not be determined in the cur-
rent study because of the small sample size. It should be 
addressed in follow-up research since this might have an 
important impact on women dropping out of treatment. 
Sixth, we used a retrospective study design which is al-
ways prone to recall bias: participants may still be coping 
with their infertility history, feelings towards the fertility 
centre may not be resolved, etc. Many of these biases could 
influence what people think were the important factors 
motivating their decision to drop out of treatment, and 
with only a limited sample size of 25 women it is difficult 
to ascertain whether intervening factors (e.g. a pregnancy, 
adoption, etc.) impact on recollection. 

  It is striking that little attention is given to quantitative 
research on ‘positive’ factors in dropout. Both clinical ex-
perience and qualitative research demonstrate that many 
couples simply feel that ‘they’ve done all they can’ or that 
‘we can’t say we didn’t try’, etc. These examples demon-
strate that a couple’s decision to drop out of treatment can 
also be interpreted in a positive way. The decision to drop 
out of treatment is always the result of careful consider-
ation: patients have to weigh their own pros and cons. 
Voluntary dropout may also be considered as a self-pro-
tective measure, and from this point of view it is ques-
tionable whether we should try to prevent it. Treatment 
discontinuation in this regard might be a positive way of 
coping with involuntary childlessness. The high propor-
tion of women unwilling to participate in this study (12 
refused and 36 did not complete all the questions) is re-
markable. Perhaps this could indicate that psychological 
difficulties remain present in coping with their current 
situation or with looking back to their infertility history. 
Those who did continue with the study noted that psy-
chological burden had a large impact on the decision to 
stop treatment. Hence, the question arises whether coun-
seling could be beneficial in patients discontinuing infer-
tility treatment and whether we should focus on helping 
couples deal with the issues involved in the decision mak-
ing process as well as explore what constitutes the psy-
chological burden in their current situation. A prospec-
tive study performed by Verhaak et al.  [19]  found that the 
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emotional response to unsuccessful treatment was pre-
dicted out of vulnerability factors assessed before start-
ing treatment. Neuroticism appeared to be a vulnera-
bility factor in emotional response to a severe stressor. 
Additional risk factor in development of anxiety and
depression after a failed fertility treatment were cogni-
tions of helplessness and marital dissatisfaction. Protec-
tive factors were acceptance and perceived social support. 
The authors concluded that clinicians should take these 
multiple factors into account when counseling or screen-
ing patients before treatment as this might benefit pa-
tients at risk. This study provides valuable insight into 
predicting the emotional response to unsuccessful treat-
ment which might have an impact on the decision mak-
ing process of patients dropping out of infertility treat-
ment. Furthermore, it highlights issues important in 
counseling patients.

  In the LUFC, pre-IVF counseling is offered to all pa-
tients but is not mandatory. During infertility treatment, 

a counselor/psychologist and a relaxation therapist are 
available on patient’s own demand. Sometimes, the phy-
sician will discuss the uptake of counseling during con-
sultation with the patients.

  In conclusion, the results of our study demonstrate 
that most women do not drop out for one single reason, 
but for a combination of reasons, most importantly psy-
chological burden, physical burden and female age. With 
longer duration of infertility, more externalizing reasons 
seem to cluster such as physical burden, financial burden 
and perceived lack of staff expertise. There is a need for 
good methodological prospective research to identify 
and describe the dropout phenomenon as well as analyze 
and gain insight into the reasons behind discontinuation 
of treatment. Both qualitative and quantitative research 
is needed to study the decision making process of couples 
continuing or discontinuing fertility treatment. This in-
formation can then be addressed and used when counsel-
ing patients before, during and after treatment.
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