
INTRODUCTION
Estimates vary, but recent research
suggests that 9% of couples are
involuntarily childless, and at least one-
quarter of couples experience unexpected
delays in achieving their desired family
size.1,2 Although individuals experience
infertility differently, research shows that
experiences can have lasting emotional
effects.3,4 Unsuccessful treatment can
negatively impact quality of life, leaving
couples anxious and depressed with a
sense of loss and bereavement.5–7 Even
successful treatment can come at great
emotional cost.8

Infertility treatment usually happens in
secondary care. Research shows that
three-quarters of couples presenting to
their GP for the first timewill be referred for
specialist help.9 However, GPs have an
important role in initiating tests for both
partners, making timely referrals, and
potentially offering ongoing support as
couples go through treatment.10 Although
clear guidelines exist on which tests and
referrals to carry out, there is little guidance
on the role primary care could have in
information giving and emotional support.
The Royal College of General

Practitioners has not issued any written
guidance on managing fertility issues. GPs
are likely to use guidelines from the
National Institute for Health and Clinical
Excellence (NICE), GP Notebook (a
respected website for GPs —
www.gpnotebook.co.uk), and NHS Clinical

Knowledge Summaries (a service that is
commissioned and paid for by NHS
Evidence, and provided by NICE —
www.cks.nhs.uk/home). NICE guidelines
define infertility as ‘failure to conceive after
regular unprotected sexual intercourse for
2 years in the absence of known
reproductive pathology’, although they
suggest couples should be offered
investigations after 1 year.11

The NHS website, Clinical Knowledge
Summaries, givesGPsguidanceabout tests
they could initiate, and when to consider
referral. Taylor suggested that prompt
referrals and a systematic protocol of
investigations leading to appropriate
treatment can help alleviate some distress
associated with fertility concerns.12

Outside these general guidelines, the
literatureon themanagement of infertility in
general practice is small.13–15 Morrison et al
explored patient perspectives on referrals
and exposed shortcomings in the provision
of written information and emotional
support.16 Other studies exploring the GP’s
role in the emotional management of
infertility found differing approaches.
German studies highlighted the challenge
that involuntary childlessness presents to
GPs, in terms of specialist knowledge and
helping couples deal with both the social
isolation of treatment and the crisis of
childlessness.17,18 SomeGPs felt they should
do all they possibly could for their patients;
others felt it was the responsibility of
infertility specialists and outside their area
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Abstract
Background
Infertility affects 9% of couples in the UK.Most
couples who visit their GP because they are
worried about their fertility will ultimately
conceive, but a fewwill not. Treatment usually
happens in secondary care, but GPs can have an
invaluable role in starting investigations, referring,
and giving support throughout treatment and
beyond.

Aim
To inform clinical practice by exploring primary
care experiences of infertility treatment among
females andmales, and discussing findingswith
a reference group of GPs to explore practice
experience.

Designandsetting
A qualitative patient interview andGP focus group
study. Interviewswere conducted in patients
homes in England and Scotland; the focus group
was held at a national conference.

Method
An in-depth interview study was conductedwith
27 females and 11males. Amaximum variation
samplewas sought and interviewswere
transcribed for thematic analysis. Results were
discussedwith a focus group of GPs to elicit their
views.

Results
Feeling that they were being taken seriously was
very important to patients. Some felt that their
concernswere not taken seriously, or that their
GP did not appear to bewell informed about
infertility. The focus group of GPs highlighted the
role of protocols in theirmanagement of patients
who are infertile, as well as the difficulty GPs
faced in communicating both reassurance and
engagement.

Conclusion
Simple things that GPs say and do, such as
describing the ‘action plan’ at the first
consultation, couldmake a real difference to
demonstrating that they are taking the fertility
problem seriously.
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of expertise.19,20 Patients also have different
expectations — although some are
disappointed if their GP does not make an
effort to help them, others regard quick
referral to specialists positively.21

Qualitative research can illuminate
meanings and understandings.22 This
article draws on in-depth interviews from a
study of people’s experiences of infertility,
as well as their information and support
needs.23,24 In addition to the patient
interviews, a focus group of GPs explored
doctors’ perspectives on the accounts of
primary care consultations. This analysis
adds to the literature by considering
perspectives from both sides of the general
practice consultation.

METHOD
The qualitative design used in-depth audio-
recorded interviews with 27 females and 11
males. Interviews were conducted from
2007 until 2009 in England and Scotland.
The study aimed for a diverse, maximum
variation sample of participants, who were
going through infertility investigations,
treatment, or had finished treatment.25

Variation was sought across age, diagnosis,
NHS or self-funded treatment, outcome,
and those living with or without children.
With approval from Anglia and Oxford
Multicentre Research Ethics Committee,
participants were recruited through GP
surgeries, specialist consultants, support
groups, online newsletters, and word of
mouth.
Participants were sent a patient

information sheet, had the study explained
to them, and signed a consent form before
the interview. All interviews were audio-
recorded, with informed consent. The

checked transcript was sent back to
responders for approval. The interviews had
two parts:

• an unstructured narrative section, in
which participantswere asked to tell their
own story, with as little interruption as
possible, to capture their own accounts of
infertility and highlight aspects that were
important to them; and

• a series of prompts, used by the
interviewer, to explore particular issues
further in the semi-structured part of the
interview.

The second section included questions
about experiences of general practice care
before, during, and after treatment.
Interviews lasted between 45minutes and
2 hours.
The interviewswere transcribed verbatim

and analysed thematically using the
organisational support of NVivo 7
software.26 Transcripts were read and re-
read carefully by the interviewer and a
coding frameworkwas developed. A second
researcher independently coded the first
few interviews; results were compared and
differences discussed, then the coding
framework was revised and further
developed. The codes for experiences of
primary carewere read and discussed by all
three authors. A qualitative interpretative
approach was taken, combining thematic
analysis with constant comparison, looking
for anticipated and emergent themes.27 A
modified grounded theory approach, using
the ‘one sheet of paper’ method, ensured
that all of the coded extracts within the
theme were included and compared in the
analysis.28 This approach ensured that every
instance and nuance was considered,
including negative evidence (‘deviant
cases’).29

Qualitative data collection and analysis
often proceed iteratively to achieve data
saturation, with analytic categories
saturated when data from new interviews
does not add any more to the analysis. The
themes discussed here emerged out of the
analysis, and reflect experiences widely
reported in the interviews. Experiences of
primary care were raised in both the
unstructured and prompted sections of the
interviews. The female interviewer was
conscious of interviewing males and
females about a sensitive topic; she
reflected on how her preconceptions and
perspectives might influence the analysis.
Critical distance was assisted by the
narrative method and through the

How this fits in
Although there are protocols guiding tests
and referrals, there is little guidance for
GPs on the emotional support and
informational role that primary care might
play in the infertility consultation. Feeling
that they were being taken seriously was
very important to patients, but they did not
always feel that this was the case. A GP
focus group highlighted the role of
protocols and the difficulties of
communicating both reassurance and
engagement. When faced with patients
concerned about their fertility, GPs could
demonstrate their interest by suggesting
an action plan and flagging the patient’s
notes, while reassuring them that most
couples will conceive without a need for
referral.
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involvement of the second researcher and
the co-author. Pseudonyms are used when
presenting the data.
Findings from an initial analysis were

presented at the South West Society of
Academic Primary Care’s conference on
5–6March 2009 inWinchester. A groupof 10
academic GPs — both male and female —
were invited to stay and discuss their
reactions to the findings. The discussion
was recorded, transcribed verbatim, and
analysed as detailed above.

RESULTS
Interviews
Characteristics of patients who participated
in thestudyaregiven inTable1. Experiences
of primary care were often raised in the
narrative, as well as the semi-structured,
section of the interviews. Although people
described experiences of good and bad
practical medical care in general practice,
the emotional and psychological support
and engagement (or not) of GPs stood out.

Expectations. For many of these, usually
young, healthy individuals presenting with
conception difficulties, it was the first time
they had consulted about anything more
serious than a cold or vaccination. They
understood that the GP orders initial
investigations and tests, and acts as
gatekeeper to specialists. Many realised
that they needed to try to conceive for at
least 1 year before visiting their GP and had
high expectations of the first consultation.
For others, the consultation was the first
step in acknowledging therewas a problem;
this was sometimes embarrassing or even
frightening. Maggie, aged in her early 30s,
described her shock at being referred to a
specialist:

‘I just thought there would be something
simple that we had overlooked. There
wasn’t, and … and they said we needed to
see a specialist. Which was very, very scary.
I remember at that point — I think this was
the first of my bursting into tears in doctors’
waiting rooms— I think the shock of it, and
also it felt very serious all of a sudden. If we
were seeing a specialist, a fertility specialist,
then there was a problem with our fertility.’
(Maggie)

However, expectations varied. Some
people’s expectations of their GPweremore
measured; some only expected a referral,
and others understood there are limits to
what their GP, or anyone else, could do.
Sarah had endometriosis and had several
failed attempts at in-vitro fertilisation (IVF);

she was sanguine about what her GP could
offer:

‘You know, I am not really, it is not that I
wanted more from them than they offered,
but [3-second pause] there is a kind of a
limit to … yes, what anybody else can do for
you really.’ (Sarah)

The importance of being taken seriously.
Participants described looking to their GP
for advice, information, and support through
all stages of treatment. They also valued
feeling that their GPwas interested and that
their concerns were being taken seriously.
This was evidenced by GPs appearing
engaged, committing time, being open to
further visits and questions, making swift
referrals for tests, displaying knowledge
about infertility, and offering information.
Jane,whowent on to have successful IVF,

described her GP’s proactive and
sympathetic approach:

‘They listened, they were caring… um… you
knowandone, you know, as I said, if youhad
an idea about what you thought might be
causing or it may be you should this, he
didn’t pooh-pooh it, he just said, “Fine. We
will look at that.” And … um … very quick
about referrals and things like that, so yes.’
(Jane)

GPs who seemed familiar with infertility
treatments were appreciated; likewise,
some patients welcomed receiving sensible
advice about options and being asked how
they wanted to proceed with treatment.
Marine, who conceived her daughter after
four IVF cycles, described how she was
warnedbyherGPabout the long, potentially
difficult, journey ahead and reminded that
she could stop treatment at any point. She
appreciated this engagement with her
situation and the realistic assessment of the
challenges ahead:

‘You know, what she, yes that’s it, she was
really good, becausewe came after the year
after the ectopic and said, “Okay we’ve tried
ra ra ra”. And she said, “That’s fine. I’m
going to refer you. This is what’s going to
happen. You need a sperm test. You go to
see the infertility nurses.” And then she
said, “Remember this could be a long
process and there’s a lot of choices coming
up that you need to make, and remember
that at anypoint youcansayno.” Soshewas
really good actually, yes, she was brilliant.
Hmm. Hmm.’ (Marine)

Those with poor experiences of primary
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Table1. Sample characteristics
Males Females

Characteristic (n = 11) (n = 27)
Stageof treatment
In treatment 3 5
Finished treatment 8 22
Children (or pregnant) 6 15
Adoption 2 3
Nochildren 0 4
Causes
Female factor 2 5
Male factor 3 4
Bothpartners 3 4
Unexplained 2 12
Sterilisation 1 2
Treatments
No treatment 0 3
IUI only 1 2
IUIwith spermdonation 2 2
IVFwith owngametes 5 12
IVFwith eggdonation 1
IVFwith spermdonation 3
ICSIwith owngametes 1 2
ICSIwith eggdonor 1 1
IVFwith donor eggandsperm 1 1
Age range,a years 34–63 28–61
aTwo people were interviewed ≥20 years after
treatment. ICSI = intracytoplasmic sperm injection.

IUI = intrauterine insemination. IVF = in-vitro

fertilisation.
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care said they felt ‘fobbed off’, dismissed, or
that the GPwas not interested and they had
wasted their time.Martha, who experienced
secondary infertility and ultimately had IVF
to conceive her second child, described her
GP’s resistance:

‘The kind of “Why are you here? You have
already got one, you know, there shouldn’t
be a problem” kind of thing. And I think that
I was just, you know, sort of shocked that
they could overlook how completely
destructive this was, you know, for all of us
in the family and, to an extent, beyond it as
well.’ (Martha)

Being allowed time and being offered the
opportunity to return to discuss the problem
were both viewed by patients as an
indication of being taken seriously by their
GP. Those who felt they were not given the
time they needed described feeling let
down. Maggie explained why this was a
problem during her first GP appointment:

‘And I guess that was something that I did
find, find hard. Because at, we’d been trying
for 2 years at this stage, I’d got a lot of
questions to ask … um … and my doctor
didn’t have time to answer those questions
… We had this appointment with her that
raised more questions than it answered.’
(Maggie)

Some felt that their GP did not know
much about infertility, and should know
more, given its prevalence:

‘For GPs and nurses, just get educated.
When someone is there for a blood test for
an IVF cycle and they have been trying for a
family for 3 years. Telling that, “Ah it tookme
3months to fall pregnant with my second
child, so I know how you feel” is really quite
inappropriate. Um… and GPs know nothing
[about] infertility unless they have been,
have some personal experience.’ (Naomi)

Maggie found it difficult to understand
what her GPwas telling her andwould have
liked information pitched at the right level to
be taken away and considered:

‘I think I would have liked my doctor to be
able to, to maybe just give us some
information to take home with us and
digest. Both of us were sitting in that
meeting room with the doctor. My husband
would have his questions, I had my
questions, she was trying to convey some
information to us. There were words just
flying about the place and, I think, you know,

very few of them actually went in for any of
us. In a way, I think it would have been good
to have something … written on paper that
we could take away with us and digest,
certainly about what our options were and
the route we would be taking. Because we
didn’t have a huge amount of, well,
fortunately neither of us have ever been
particularly ill, so the whole process, the
kind of, you know, GPs and nurses and
consultants and hospital visits, was alien to
us.’ (Maggie)

Support from the GP. Several participants
described their GPs as having an ongoing,
supportive interest, even after referral to
fertility specialists. Jane described her GP
as ‘very supportive’. Steve — who, together
with his wife had several unsuccessful
treatment cycles, and eventually adopted
two boys — commented:

‘We had a lovely old-fashioned Dr Finlay’s
Casebook kind of GP who was probably
incredibly politically incorrect but he was
actually also one of the most supportive
medical staff that we came across. And he
was genuine in his support and his irritation
that there wasn’t more help available to us
from, in termsof funding and youknow,why
he couldn’t maybe give us drugs on
prescription … so he was lovely.’ (Steve)

Someparticipants felt that theirGPswere
aware that the consequences of infertility
could endure after treatment has stopped.
These doctors were seen as supportive and
empathetic, helping people to pick up the
pieces after failed treatment, which might
include referral for counselling. In contrast,
some females did not receive the support
they wanted from their GP, especially after
treatment failed. Carol, who had been
having fertility treatment for 9 years, was
disappointed that her GP did not investigate
her recurringurinary tract infection. She felt
no empathy for her worry that infections
were contributing to her treatment failure:

‘The last time I saw him I was having
recurring urinary tract infections and I said
that I was desperately worried, that I felt
that this was impacting, firstly on the
treatment, because some of them
happened during my treatment, and he
literallywould not sendme formore tests to
see if there was any problems with my
urinary tract, as to why I was susceptible to
it. And I said, “Look, you know, I am
spending thousands of pounds on this, if it
was your money I am sure that you would
want reassurance.” And, literally, he just
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didn’t want to know and I ended up really
screaming at him. I was so angry and I just
walked out and I haven’t been back since.
And his last comment to me was, “Isn’t it
about time you thought about adopting
now?”‘ (Carol)

Joanna gave up on fertility treatment and
adopted two girls. She felt that her GP
demonstrated no empathy for her situation
but, rather, seemed uncaring, making
comments that she found inappropriate and
upsetting:

‘The other thing he said was, “Well you’ve
had most of your life without children, why
do you suddenly decide you want children?”
And I just thought that was bizarre. So I
would have liked a little bit more
understanding.’ (Joanna)

GP focus group
The focus group was presented with initial
interview findings and members were then
invited to discuss the findings and four
further questions (Box 2).
The GPs, both males and females,

reported a wide variation in the incidence of
infertility in their practice: one (male, part
time) GP thought he had probably only
referred five people in 6 years, whereas
another (female, part time) estimated a
figure of 20–30 over a similar period.
Another female GP estimated seeing one
female patient a month who had fertility
questions.

Protocols. Several GPs stressed how
protocols drive their approach to patients
who are potentially infertile, but said it was
something that was often hard to explain.
Although several GPs felt constrained by
protocols however, others felt they could be
used to reassure patients that steps were
being taken within the necessary waiting
period. One said she ignored the protocols:

‘Sometimeswhat you can dowith a protocol
is say, “Well I can’t refer you for 24months,
but meantime we can get the sperm test.”
Because sometimes that takes a bloke
6months to get round to it … And you get
FSH [follicle stimulating hormone], LH
[luteinising hormone], this, this this, and by

the time you’ve got that 2 years has
appeared and they feel that you are doing
something because … you’re not fobbing
them off but you are saying, “Listen, these
are the rulesbutwecanget these thingsand
then bang on 2 years we can …”. (Male GP)

Offering reassurance and taking the patient
seriously. The GPs discussed how to
demonstrate that they are taking their
patients seriously, while offering
reassurance that the problem is likely to
resolve without treatment. They will often
see couples with early concerns about
conception, who, with more time and
knowledge about basic reproductive
physiology, will conceive without needing a
referral:

‘… you want to be reassuring, so if you can
take the pressure off then some people
becomepregnant. It seems tome thatwhen
you do the referral you’re taking the
pressure off and that’s what you want to
precipitate the pregnancy. And it does seem
tome that part of your role, just likemaking
a cancer diagnosis — although you want to
make that cancer diagnosis, you also want
to reassure appropriately [that] the person
hasn’t got cancer. The same thing with the
infertility thing, you want to reassure
appropriately that the other person hasn’t
got some underlying fertility problems so
that they are more likely to become
pregnant. I just wonder how you do that
effectively without falling into this trap of
being told you’re not taking themseriously?’
(Male GP)

There was agreement that offering
support and reassurance was an
appropriate role for GPs, and that perhaps
the most effective way of communicating
this was by drawing up an action plan and
flagging the patients notes:

‘I think one of the most important thing[s]
when you first meet someone is to give
them a plan … Give them one of those nice
little diary cards and let them keep a diary. I
mean there are all sorts of things you can
do.’ (Female GP)

The GP’s role. Although working within
protocols, the GPs did see themselves as
gatekeepers, initiating rigorous
assessments, referring at the appropriate
time, andoffering support. They also agreed
that appearing interested and sympathetic
was important:

‘I’d certainly say, “Look I don’t know the up-

Box 2. Questions posed during GP focus group
1. Do you see infertility much in primary care practice?
2. Are there any resources that you are using now?
3. Are there any gaps that you are aware of in what you have to offer?
4. What do you think should be the role of primary care in infertility?
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to-date things. This is something I’ve got to
find out. Because lots of new techniques
have come in and … you know, some of the
clinics are doing different things.” And I
think that’s important that they know that
you’re actually interested. That’s part of
being interested.’

DISCUSSION
Summary
Some couples with infertility concerns
expect a great deal from their GPs, others
want a simple referral. In this study, people
going through infertility treatment valued
feeling supported, whichwas demonstrated
through small gestures, such as displaying
empathy, or a willingness to refer for
counselling if treatment failed. People also
wanted be taken seriously, which was
shown by GPs appearing engaged, taking
time to listen, offering an open door, and
proposing clear action plans.
The GP focus group helped explain why

patients sometimes feel ‘fobbed off’. GPs
aremindful that themajority of couples they
see will have successful spontaneous
pregnancies andwere concernedwhen they
realised that their attempts to reassure and
to be non-alarmist could be interpreted as
‘fobbing off’; given the perception from
some patients that their GPs did not take
themseriously, this is an interesting insight.
The interview data suggest that taking an
active role could includeGPs being aware of
their patient’s specialist treatment, offering
an open door, or making or offering
referrals for counselling.

Strengths and limitations
A strength of this study is the fact that the
interview findings were considered with a
GP focus group, who could then make
practical suggestions to improve the
management of the infertility consultation.
Holding a focus group after presenting the
interview findings was a fruitful way of
collecting data on primary care
perspectives, but it cannot be claimed that
this invited group of conference attendees
was typical of primary care staff. The GPs
were academic clinicians from one area of
the country (the southwest of England).
Further research with GPs could identify
other ways to improve infertility
management in primary care.
This qualitative interview study used

careful analysis to explore patterns in
people’s accounts of their experiences. All
studies based on self-reports (qualitative or
quantitative) are constrained by their
context, as well as recall bias. People
interviewed for this study all went on from

their initial GP consultation to have lengthy
treatment; the perspectives of people who
have concernsbut conceivewithout needing
treatment are not present.

Comparison with existing literature
As Himmel demonstrated, GPs often see
the wide variety of experiences of
involuntary childlessness that can be
challenging to manage.17,18 However, these
results confirm previous research — in
addition to initial baseline tests and swift
referrals, people are seeking emotional
support from their GPs.30 At this nexus,
there appears to be an important, possibly
unfulfilled, role for GPs, particularly with
regard to patients whose treatment is
unsuccessful. Receiving support can help
patients who are infertile deal with the
social situation of childlessness.
Several studies have found that couples

who are infertile report a lack of information
from their GPs;31,32 part of the supportive
role of GPs could include information giving.
AsmanyGPswill see patientswhoare likely
to conceive without referral to specialist
care, offering basic fertility information can
be central to managing these patients’
expectations. Although NICE guidelines
note the potential value of the GP as a
channel of understandable information, this
clearly did not always happen.
In 1966, Jensen, a family doctor in

Liverpool, argued that nowhere in the field
of medicine is more tact, honesty, and
sympathy needed than in the handling of a
couple who may be infertile.33 Before the
use of modern infertility treatment (or even
clomiphene, a selective estrogen receptor
modulator), doctors would have been able
to offer patients only basic physiological
information; nevertheless, the supportive
and mentoring role that Jensen described
remains relevant. He stressed the long-
term role of the family doctor in supporting
the emotional needs of couples who are
infertile, recognising that childlessness can
have lifelong effects.
This study’s results support the

conclusions ofWilkes et al,21 who found that
couples had a good experience of infertility
management when communication with
each other and with the GPwas strong, and
when the GP had a ‘special interest’ in
fertility issues; they also found that a
patient-centered professional relationship
fostered informed decision making.
Patients in their study felt that GPs should
perform the initial tests in a primary care
setting, which can help reduce stress by
being a familiar and less threatening
environment than a secondary care setting.
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Implications for practice
Some GPs will rarely see couples who are
going through infertility, whereas otherswill
see a reasonable number. This study
suggests that GPs could reassure couples
by: showing an interest in their concerns;
demonstrably writing out an action plan;
flagging their notes, so their treatment can
be followed up or questions raised at their
next consultation; and giving, or suggesting
how they can get, more information about

infertility and possible treatments (for
example, websites of the Human
Fertilisation and Embryology Authority
[www.hfea.gov.uk] and Infertility Network.
GPs who have fertility consultations more
regularly could also consider developing
relationshipswith infertility clinics, perhaps,
most appropriately, with the fertility nurses,
so that they have up-to-date knowledge and
can refer patients to individuals.
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