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Your First Cycle – A Patient’s Perspective

This information has been produced to give you some understanding of what to expect during your first IVF cycle. It is important to realise 
that each woman has her own unique response to the hormone treatment and that every treatment cycle is different… it is not uncommon to 
respond differently from one cycle to the next. It will be a hard thing to put into practice but try to be as relaxed as possible during the cycle. 
It will seem that you are totally absorbed by everything happening to your body. The success rate of any infertility treatment will be optimised 
by giving up smoking well before beginning a cycle and avoiding heavy consumption of alcohol and caffeine.

Try to avoid medication, except for mild painkillers such as Panadol. If you are taking any prescription medication, let your doctor know. If you 
are taking any herbal medicine you should tell your doctor as some can confuse ovarian stimulation. Eat a healthy, balanced diet – this is not 
the time for losing weight or fad diets. Continue your normal exercise programme (unless you are a marathon runner). Drink plenty of water – 
being well hydrated is beneficial for cell development, when having blood tests and recovering from anaesthesia. The occasional social drink 
also will not harm you during this time…but not 24 hours either side of the anaesthetic.

Day 1 of your IVF treatment cycle is the first day you wake up with your period. On this day, call the Fertility Gold Coast office for instructions. 
Each doctor will have different treatment regimes and starting days for your cycle. However a standard cycle includes asking you to take the 
oral contraceptive pill for 18 + days prior to you actual treatment cycle beginning, Be aware that if you have special needs with work or other 
commitments your doctor’s waiting times can vary considerably from day to day. Expect delays on the days you need to give a blood specimen 
or have a scan.
The vast majority of patients entering an IVF cycle will require some form of “down regulation”, that is ensuring the ovary is quiet prior or 
during stimulation. Most women will begin taking Nordette or Levlen tablets on day 1 of the cycle prior to your treatment cycle. We prefer 
that you do not take sugar pills, but only the active pills in your packet. It is best to start the active pills by day 5 of your menstrual cycle. Lucrin 
injections are used to assist in down-regulating the ovary; it is commenced on Day 21 of the cycle before treatment, before you cease taking 
the pill. Lucrin needs to be taken once per day. It is injected into the abdomen, like a diabetic injects insulin. It is important not to forget a 
dose so keep a reminder somewhere handy – the bathroom mirror. The nurses in the FGC Office will give you instructions on its use. You 
might experience headaches, hot flushes, clumsiness, forgetfulness or lack of concentration while using Lucrin. After a few days of use, Lucrin 
has the action of blocking the production of all reproductive hormones allowing unhindered stimulation of the ovaries by the FSH (follicle 
stimulating hormone) injections and preventing natural ovulation.

*It always takes 2 months to do one treatment cycle, so back to back cycles are not in your best interests. Suing the pill prior to each 
stimulated cycles remains the “best” protocol for a good stimulation. 

You will probably start the daily injections of the follicle stimulating hormone drugs from day 3 onwards. The discomfort of these injections 
will vary for each person depending on your personal pain threshold but by the end of about 11 days you will glad to be free of sharp pointy 
objects. It’s a good idea to alternate the injection site on a daily basis to reduce soreness. It will make your life much easier if you can do these 
shots at home. Try to avoid the daily grind of an early morning Pindara visit if you can – it can be very exhausting experience. A husband, friend 
or family member might be willing to give you the daily jab. It’s handy if you can recruit someone with a medical background but this is not 
essential – it’s amazing what a good job a kind husband can do. Take that person along with you so the Nurses can give them instructions on 
how to use the drugs. Ask for a spare syringe and let them practice injecting water into an orange until you are confident enough to offer up 
your abdomen. Try to be consistent with the timing of the injections – within about the few hours in the morning is recommended.

Unfortunately nearly everyone experiences some side effects from these drugs. However, most will be moderate. They can include abdominal 
discomfort, bloating, hot flushes, headaches, nausea, fatigue and mood swings (good news for the people who live with you). After a few 
days of these hormone-filled drugs you will begin to feel your ovaries “buzzing” as multiple eggs begin to form. The injections continue for 
about 11 days.

*These injections are recombinant follicle stimulating hormones or FSH. They are given subcutaneously. If you visit your local GP to receive 
these injections you will have to pay a consultation fee for each visit as this cannot be claimed on Medicare: i.e. your GP cannot bulk bill 
Medicare and you cannot claim either. There are a number of drugs containing FSH as the active component. Their effect is to cause a number 
of follicles to develop on your ovaries rather than the usual one and to yield a number of oocytes (eggs). The dose to achieve this is determined 
by your doctor based on your age and medical history.

After about six days of injections, you will have a blood test, and after 8 to 11 days of FSH injections, you will have another blood test and 
a vaginal scan. You will undress from the waist down and a probe will be inserted into your vagina. You will be able to see the follicles 
(round sacs of fluid within the ovaries) as dark circles on the screen. Your doctor will measure and count these follicles. Hopefully, each 
follicle contains an egg, but sometimes the follicle has no egg. So it is important to realise that the number of follicles, therefore, does not 
correspond to the number of eggs that will be collected at egg pick-up. If at this time there are an insufficient number of follicles the cycle 
may be cancelled. Comparing the oestrogen levels of both blood tests will also tell your doctor if follicles are failing to develop. A cancelled 
cycle at this stage is a shattering experience, but thankfully not a costly one. We bill these cancelled cycles to Medicare, so you will not have 
to pay any out of pockets unless we used Luveris (LH) or Orgalutran supplemental injections.
During the cycle your doctor will ask you to have several blood tests and the odd scan. Write your name on the attendance sheet and take a seat and 
the nurses will call you in turn. These blood tests measure the levels of hormones in your body and show how you are responding to the FSH injections. 

*To make your blood test easier, remember:
Always make sure you have had something to eat – even if only a quick snack.
Drink at least 1-2 glasses of water. Even if the weather is cooler it is still important to keep well hydrated.
Wear appropriate clothing but don’t overdo it. In colder weather you can often feel warm when inside a heated building. This can sometimes 
make you feel uncomfortable. Always feel relaxed to ask the girls if you can lie down for the procedure if you wish. Don’t feel embarrassed as 
it will make the whole process easier for everyone.
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Sometimes a hot water bottle may be used to entice those veins out of hiding. This is a common practice and works well.

When you doctor decides your follicles are the right size for retrieval, you will be given yet another couple of injections of HCG (Ovidrel). 
We are trialing the use of two ovidrel to make you ovulate. These injections are often given late in the evening about 37 hours before egg 
collection. This shot triggers the ripening process of the follicles and allows ovulation to occur. It is very important that this injection be given 
at the time stipulated. Many patients suffer discomfort after the Ovidrel due to swollen ovaries and some are convinced they are ovulating. 
But relax, the chance of ovulating before retrieval is not impossible but extremely slim.

Paperwork for your admission to PDPC is available from your nurses. You will have to call an admissions centre number to organise your details 
before egg pick up. You will be having trans-vaginal egg pick up. Hello to the vaginal probe again! Don’t have anything to eat or drink for six to 
eight hours before the retrieval. It is important to arrive at day theatres at the time requested. You have to go through an admission procedure. 
Your blood pressure will be checked and your temperature taken. The theatre nurses will explain what you are about to undergo. You will be 
asked to change into some very “fashionable” attire. After removing all your clothes you will have to wear a theatre gown (fastened at the 
back), disposable undies, booties and cap. You will wear a wrap-around dressing gown.

Your will meet the anaesthetist before you go into the theatre and you will be asked some questions about your general health. Feel free to 
ask questions. If this is your first general anaesthetic, you might have some concerns, but the GA is very light and most people bounce back 
very quickly. Hopefully you won’t suffer nausea – and the person in the next bed in the recovery area won’t either!!

When you are asleep, the doctor will use a needle (guided by an ultrasound) inserted through the vagina to collect the eggs. After egg pick 
up you might feel a bit tender or groggy. You may have some light vaginal spotting.  The day theatre nurses will give you guidance on pain 
relief. Your body for up to 24 hours may not eliminate the anaesthetic drugs leaving you feeling “hung over” or unwell. Go home and put 
your feet up.

*If your husband has any concerns about collecting the semen sample you should discuss it with your doctor beforehand. There are a number 
of strategies available to work around any problems. It is best to have two to three days of sexual abstinence before collecting the specimen 
to maximise the quality of the sperm, Any longer will not provide any significant benefit.
If you’ve just had IVF or ICSI you now have to wait an anxious 24 hours to hear about fertilisation results. It’s at this time that some couples 
undergoing IVF report feeling most stressed. Unfortunately there is a very slim chance that fertilisation will fail to occur. This can be a 
devastating experience to have come so far in your treatment and not to get fertilisation. Don’t expect all your eggs to fertilise and become 
embryos – overall, about 70 percent fertilise. Some of the eggs retrieved are immature and won’t develop further. It also is important to 
remember that not all fertilised embryos will go on to develop to the stage necessary to be transferred. If you end up with embryos frozen 
that is a big bonus.

The embryo transfer is similar to a pap smear. You will have to return to the FGC office about three, four or five days after egg collection. 
The doctor will insert a catheter through your cervical canal and the embryo will be placed into your uterus. Don’t worry; your embryo won’t 
expel fall out of your uterus and land on the floor as you climb off the couch. Your doctor or the scientist can give you some information about 
the quality of your embryos at this time. They also will give you some advice on the number of embryos to be transferred – one is usually 
recommended. After the transfer you might feel a cramp-like sensation similar to period pain. You can go about your business after, but 
just take it easy!. The girls may even suggest a medicinal glass of wine at lunch following the transfer; it is a good idea to try to rest for the 
remainder of the day. You don’t have to wrap yourself up in cotton wool, but if the cycle does not result in pregnancy it’s easier not to find 
anything for which you can blame yourself.

Now you will experience what women often describe as the “Two-Week Wait from Hell”. Many find the second week the hardest. During 
the wait your doctor might prescribe some progesterone treatment to help build up the lining of your uterus. There will be progesterone gel 
inserted into your vagina twice per day via an applicator daily for 15 days. 

*Your chances of becoming pregnant depend upon your age, the cause of your infertility and the type of treatment you have had. Your doctor, 
who is best acquainted with your infertility, is the most qualified person to estimate your chances of success.

If you experience severe abdominal pain, high temperatures etc after embryo transfer phone your doctor or the Fertility Gold Coast office. In 
very rare cases ovarian hyper-stimulation syndrome (OHSS) occurs and this can be a serious condition.

It is recommended that you abstain from sexual intercourse until the outcome of your cycle is known. You should also abstain from strenuous 
physical activity during these two weeks. Unfortunately IVF won’t work for everyone, or it could take many attempts. It is good to have a 
positive attitude but it is equally important to try to prepare yourself for the worst. If you need to talk to someone (and don’t we all?), the 
nurses at FGC and counsellor Ana Carrigan are wonderful. And don’t forget the support group too, Friends of QFG – talking to other people 
experiencing infertility is incredibly helpful.

If you get to 15 days after egg collection and haven’t had a period, call the girls in the office to organise a pregnancy test. 

Good luck.
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Conception, Secondary Infertility Options, Options for Approaching Life without Children, Options Just for Men, Options after IVF 
Miscarriage, and IVF Parents' Options. For more information visit www.access.org.au or call 1800 888 896.

•	 Ensure confidentiality and privacy. No-one will contact you unless you request it and any mail will go out in an unmarked envelope with 
just the PO box number as the return address. The ACCESS name or logo does not appear on envelopes.

•	 Provide access to the Infertility Counsellors’ Referral Network for support in your area.

•	 Provide contact links for country members to help you feel less isolated. This is achieved through our Member Contact Network. See 
member requests posted on the website. 

•	 Keep you up to date with international consumer support group issues through the International Consumer Support for Infertility (iCSi) 
patient leader network. See www.icsi.ws.

•	 Support research to improve treatment options and to examine the long term impact of infertility and treatment.

•	 Build links with regional support groups around Australia to ensure broad representation when negotiating eligibility, access and 
reimbursement issues with state and federal governments. 

“Infertility is such a lonely condition sometimes and 
only someone who has experienced it can relate to what it is like. 

I love receiving the newsletter and I find solace in knowing 
there are others travelling the same journey.” 

Melissa

http://www.access.org.au


40 Fertility Gold Coast Patient Booklet 2009 › Chapter 3: Support

Support – Part Of Survival

Infertility treatment is accompanied by a significant psychological stress for most couples. The degree of stress varies for each individual, 
couple, and stage of treatment. This stress can be exhibited in a number of ways. Depression and anxiety are common. Obsessional thinking 
often occurs, and can be difficult to handle at times. Feelings of worthlessness, inability to cope, lack of self esteem, helplessness and failure 
are normal. Guilt is experienced by many, sometimes over real events, sometimes over the whole aspect of infertility. Others handle stress by 
pretending it is not there. Over-involvement in work, alcohol, or just ignoring reality (putting your head in the sand and pretending all is well) 
is not unusual. Some just ignore their emotions totally.

In the middle of this, decisions have to be made. These may concern what further treatment should you undertake, should treatment cease, 
should we look at other options, to where to go in life. Even simple decisions then assume a weighty difficulty, such as what should we have 
for tea.

Couples and individuals often need outside support. For some, relatives and friends offer ready support. For others, the mutual support of 
each other is enough. Many simply try to face it alone, not talking about how they feel to anyone, and finding the going hard. Still others 
just pretend all is well, which may work well until one day they simply don’t cope any more. Sadly, many individuals and couples don’t have 
the support of others around them. They may wish to keep their treatment or infertility private, so feel unable to talk to their normal support 
persons due to this. They may have never really needed to open up to others about how they feel in the past, so talking to others may be more 
difficult than remaining silent. Everybody is different, and needs to be respected as such.

Areas of support outside of yourself, spouse and your relatives are available. At times you may not need them, at other times they may be 
very useful for you. Support is more useful before you begin to fall apart, rather than helping you pick up the pieces of your shattered self and 
paste them back together again.

Information is one major element of support. This may be available through your doctor, the support sisters, the Day surgery unit, the 
counsellor, or the scientists in your unit. Information available may be verbal, or in many cases, written. Support groups such as ACCESS, 
FRIENDS and DONOR CONCEPTION SUPPORT GROUP are comprised of people who mostly have undergone similar experiences to you. They 
can offer detailed written information, such as the ACCESS information sheets, books and other pamphlet information.   

Group Meetings offer the opportunity for information sharing and social mixing. Confidential phone or individual discussions are available. 
Many people do not wish to let others know who they are, and confidential phone conversations can give you support without leaving you 
feel that someone may find out who you are.

People need support at different times. Support is more often needed when you first find out about any major problems of infertility, but is 
mostly unrealised at that stage. Leading up to treatment the major need is information, both of what is happening, as well as what it feels 
like for others. This helps to put your feelings into a more normal perspective, for most people do not have experience of infertility treatment. 
During treatment, someone to compare notes with is most useful, as well as someone to talk to about how you feel. Many people feel good 
during treatment, as something is happening, you may be seeing the doctor or nurse almost daily, and others going through treatment are 
around you. You hold a high note of optimism.

The waiting period is the next major need area, and probably the most stressful. Talking to others, keeping yourself busy, and generally 
diverting yourself are useful. However, suddenly the daily support around you is gone. This lack of daily support is also present following either 
failure or success. Whereas before you had people asking you daily how you are, now you are the one who needs to initiate contact. It is a 
time you need to talk about how you are feeling. The nurse coordinators, counsellor, support group phone contacts, friends you have met, or 
others are very much needed here. You do need time to grieve if you have failed, but often you need the opportunity to talk, to express your 
feelings of guilt, anger, depression, sadness, and further lost dreams. Do not hesitate to contact these supports. They are not just there for 
the good times. They are there to help you through the bad times as well. Further down the line, support may be required weeks or even years 
later. Do not hesitate on the pretext that only couples who are undergoing current treatment need support. Couples and individuals whose 
cycle has failed, or are ceasing, or have ceased treatment, need support as well, and this can even be if treatment was successful.

Overall, most people need support to undertake infertility treatment. This support varies for each person, couple, stage of infertility, and 
treatment cycle position. Support may not be needed today, but may be essential tomorrow, or in the future.
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Coping With The Wait After A Cycle

One of the most anxiety provoking times of infertility treatment is the wait following your treatment cycle, until either your period begins, or 
hopefully the first signs of pregnancy occur, and a positive pregnancy test occurs. Very few predictors are available for you to hazard more 
than either a positive outlook, of “it all went well this time”, or a negative outlook of “nothing went quite right”.

The reality is that most couples enter this period hopeful that this will be the time. But we have two weeks to wait. Every body sign is 
highlighted, from pre-menstrual physical sensations, through to any other physical indicator conceivable. The woman keeps most of these to 
herself, fearing she may be wrong, and not wanting to upset her partner. The woman within the couple is mostly the one Who knows the bad 
news first, initially denying all the telltale symptoms, but finally having no choice but to accept the inevitable. Likewise, for the good news, an 
air of cautious hope is usually maintained, until a confirmation is made, or obvious physical or emotional changes start to occur. Even then, 
caution is often maintained, just in case. Even if the outcome is negative the end of the waiting period gives a sense of relief. The outcome 
even if unwanted is known, the waiting is over. The “not knowing” is one of the most stressful elements of infertility treatment.

The anticipatory anxiety experienced through this waiting period presents a challenge to most couples, and in particular, the female within 
the couple. It was once recommended to go home and just relax, put your feet up, and don’t do anything for two weeks. Ha ha, except fall 
apart mentally. Fortunately, the current recommendations are more in line with psychological need, of engaging in your normal activities of 
daily living. Activities not recommended are those of particularly stressful nature, such as aerobics or other strenuous exercise.

So how do you handle this extra anxiety? Normal anxiety is handled by people in many different ways, from seeking information, regaining 
control over the situation, facing what you are anxious about, comparing yourself to less fortunate couples, removing the cause of your 
anxiety, handling anxiety a bit at a time, or just denying it exists. Relaxation techniques, music, physical activity, exercise, or just kicking the 
dog help greatly. Going over the top about other mundane issues is not unusual, but tends to help.  Of great help is talking to other people, 
especially those with an understanding of what you are experiencing, or who have experienced what is happening to you themselves. Finally, 
talking to each other is vital.

Unfortunately, these are great ways of coping with anxiety concerning a current situation, rather than the anxiety generated by having to 
await an outcome over which you, and nobody else either, have no control at all. Everything has been done. You have fulfilled your role, the 
doctor his, the scientists theirs, and the nurses, and support staff. It is now up to whatever, from divine wish to chance, dependant on your 
beliefs. The main element is how to get through these days with at least some semblance of coping. Nobody does this easily, and there are 
no wonderful magical answers. 

Some ideas that may help are:

1. Don’t dwell on trying to predict from what has happened how it will go. Unfortunately, we tend to highlight negative events rather than 
positive. We also lack predictors. Yes, your chances may be higher or lower than whatever, but we don’t want chances, we want to be 
pregnant.

2. Keep yourself occupied with planned activities. These can include work, outings, shopping (to look or buy), hobbies, reading, sport, 
exercise, going away together for a few days, talking to other couples or friends who have similar experiences, the list is endless. What is 
useful is to plan activities, rather than expect you will want to do them, and then do them anyway. Your concentration will be lowered, 
and your heart probably not fully in it, but activities fills up time.

3. When your mind starts to wander back to the inevitable thoughts, change what you are doing. Physically move, even if to another chair. 
Go for a walk, cook, read, kick the cat again, but try and divert yourself. If at night go and watch TV, or have a shower, and then go back 
to bed. It is difficult to change what you are thinking without a change in your physical self.

4. Facing the situation, experiencing the anxiety, or seeking more knowledge is not going to help much at this stage for most people. So do 
avoid thinking, become a semi-robot if possible.

5. Get into tasks that help you relieve your frustrations, but require little thinking power. These can include cleaning the car, the house, 
mowing the lawn, or cleaning out the cupboards. Dig a hole and bury the cat (or the neighbours’ cat). Write an angry letter to the 
psychologist about animal welfare. Michael Condon.
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Emotional Responses To Infertility

The experience of infertility can push you to the edge of a crisis, both emotionally and physically. This pressure is compounded by the fact that 
the social stigma surrounding infertility means that few people are able to discuss their experiences openly.

Emotional responses vary but you will probably find it helpful to use the same strategies now that you have used to deal with other problems 
in your life. The help that you gain can come from outside yourself: by reaching out to friends whom you know you can talk to and trust, by 
becoming involved in an infertility self help group, by talking to professionals, by reading books. But perhaps the most useful help you can 
get is the help that comes from within yourself. Try to maintain your sense of humour and remember that you are a worthwhile person. Value 
and care for yourself, whatever happens – whether you are able to have a baby or not.

The present may seem black but you will recover. You will find that you do have the capacity to survive this experience. At times in the future 
the feelings of deep sadness and regret may return. This is to be expected in a sensitive, feeling person. However, it will no longer be the 
central focus of your life.

The emotional responses to the crisis of infertility are not however only the result of social pressures; they may also flow from your own life 
experience. This will vary depending upon your past and present relationships, your individual personality and many other factors such as 
your expectations of adult life, your cultural background and religious faith. Some of the wide range of emotions you may experience with the 
discovery that you have fertility problems are expressed very clearly in comments like these:
•	 My husband and I have been trying to have a child for five years now, and feel very isolated in our despair and heartache.
•	 It’s hard to explain the wanting inside myself; wanting to have another child so desperately.
•	 There was no-one else to talk to who understood the anger, frustration, disappointment and fears.
•	 It’s pretty frightening just bursting into tears when there are lots of kids around.
•	 We kid ourselves with contraception that we have control over our bodies. The hardest thing is to lose that control. You feel as if your 

body has caught you out.

What sorts of emotions then, are you likely to experience when you discover that you have a fertility problem? One of the emotions that may 
confront you is a strong sense of surprise. Infertility, as we said earlier, may have been something you never even thought about. Because of 
this it may take you quite a while to fully realise its implications. One way you may attempt to deal with this crisis is to convince yourself that 
for you it is not a big problem. Often the pain of this experience is so intense that you may not be able to cope with it all at once. Thus you 
may deny that you feel upset by your fertility problems; and you may even deny that you ever wanted children in the first place. While these 
emotions can cause you to delay seeking assistance, they may also be useful in that they help you to gradually realise what the experience of 
infertility will mean to you.

Also, you may find yourself feeling angry and depressed. These emotions maybe directed inwards upon yourself, or they may be directed at 
your partner, or the doctors, nurses, scientists, counsellors, family and friends.
At the root of these feelings could be the idea that you are less than a whole human being, and that you have in some way failed – that you 
have let yourself, your partner or your family down. For women who expected motherhood to play a central role in their lives, this experience 
can be especially devastating. Sometimes it can seem as though your world is crumbling and that nothing else matters. It is essential here 
to remember that there are other parts of your life that are important to hold onto, such as your work, your hobbies and your own special 
interests and abilities.

Feeling that you are not living up to the expectations of your partner, feeling that you are letting him or her down, can place great stress 
upon your relationship. Infertility is still a subject that your family and friends are likely to feel uncomfortable with, so you may have very few 
people with whom you can discuss your feelings. This problem can make you feel even more isolated and make the whole experience more 
difficult to deal with.

When you discover that you have fertility problems, often the main focus of your relationship as a couple can become the desire to conceive a 
child. As one woman described it: “My fertile days were nearing and along with them the function of sex, rather than the notion of making love”.

Because of this obsession, the pleasurable aspects of sex in your relationship can be lost. Intercourse can begin to seem pointless and you 
may feel useless and inadequate as a sexual partner. The stresses created by this perceived loss of purpose in your relationship, are often 
shown as resentment and disappointment and overcoming them may require a lot of effort from both you and your partner. You will need 
to acknowledge that although you make up a couple, you are also individuals with separate feelings, which need to be considered, however 
different they may be.

Finally, one of the most important and complex aspects of the experience of infertility is the sense of sadness and loss it creates. What you 
are mourning is the ABSENCE of experience. This type of sadness can be especially hard to deal with. Losses may include:
•	 A loss of your sense of being “normal”, i.e. being able to have children “just like everyone else”;
•	 The loss of the experience of conception and childbirth;
•	 A loss of feeling of genetic continuity: you can’t “extend a branch of the family tree:;
•	 A destruction of dreams and plans that may have been central to your relationship with your partner;
•	 The loss of the ability to give your parents a grandchild;
•	 That you are of less value as a partner in your relationship;
•	 The loss of feelings of sexual potency.

It is important to stress here that not everyone experiences all these losses, and your experience of them may differ greatly from the 
experiences of others.
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Some of the losses associated with infertility are even more difficult to define. Long waiting lists for treatment and the continual hope that 
“this will be the time” can leave your emotions painfully suspended, creating a continual “hoping against hope” attitude. The nature of 
infertility is such that you may never know definitely whether you are able to conceive or what is causing the problem. Your grief therefore 
has nothing to focus on and this frustration can place great strain upon your relationship.
Infertility therefore is an experience that continually fluctuates in intensity and direction, so that at different times you may have different 
needs and experience different emotions. There are no set “stages” in this experience, and while at one time your emotions can be mystifying 
and frighteningly intense, at another you may simply feel numb. There may be moments when being infertile dictates every facet of your life, 
whilst at other times you may act to change the direction of your life. The way you learn to deal with the experience of infertility will also be 
different at different times. One day a particular strategy may help you a lot, but later on you may find it useless. At times you may find the 
pain you experience very destructive, but at others you may find it a useful motivating force in your life.

It is important to acknowledge that emotional responses to infertility vary greatly, as do people’s methods of coping with them. Each person 
has to find their own way of coping with their situation, and sometimes may need help to do this.
Reproduced with kind permission: Infertility Federation of Australia Inc. PO Box 426, Erindale Centre, Wannlassa, and ACT 2903.
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Guilt And Infertility By MICHAEL CONDON, Psychologist 

Guilt is an emotion that results when there is a difference between our held value systems and beliefs, and our actual or perceived behaviours 
(or omissions). Guilt may be a vague but pervasive feeling of wrongness, or an acute emotional reaction to a specific behaviour. Guilt can 
be a healthy emotion when it leads to constructive behaviour change, such as apologising or changing what your behaviour is, or changing 
unrealistic value systems and beliefs. Guilt can lead to self-punishment when you search for an answer as to why something has happened, 
and no answer exists, and then assuming unrealistic value systems or expectations and imposing them upon yourself. Guilt can result from 
the seeking of a cause, but mis-attributing the cause to an event/or non-event which in reality has nothing to do with the cause, but which 
is accepted due to poor logic or reasoning, or lack of information. You can then punish yourself by self-blame, or an expectation that you 
should be punished, or that a separated outcome will not be achieved, because of what you have/have not done. Guilt may then lead to poor 
self-esteem, expectation of failure, stress and anxiety. Ambivalent feelings of love/hate can lead to guilt, such as loving your parents, but 
harbouring resentment towards them for what they may have done in the past, or loving your spouse, but feeling resentful about the problem 
of infertility when he/she appears to be the infertile member of the couple.

Guilt can be a tricky thing. You may feel guilt when something hasn’t happened, and that you wanted to happen, and has affected another 
person. Alternately, you may feel guilty when what you want has happened, but you don’t deserve it to happen. Guilt may be obvious, such 
as feelings of remorse, or subtle, such as expression of anger without apparent cause. Guilt may stop you making logical conclusions and 
decisions, and impede emotional responses. Guilt may be about an event you caused to occur by act or omission, or by an event over which 
you had no control, but cannot accept has happened and has come back to haunt you. You may even feel guilty about feeling guilty. And don’t 
forget, you may have a lifetime of experience in reinforcing a belief that you are guilty. Parents who always blamed you for their inadequacies, 
expectations that you were never able to live up to, especially implied expectations and covert guilt transfer (a lack of expectation that you 
would achieve what is desired). Guilt can also be a tool to manipulate people, “if you loved me, you would have known....” Years of guilt 
training can lead you to automatically feel guilty whenever something goes wrong.

Add to this the fact that you have a partner who is of course not the cause of what has happened, or is happening, loved ones who long for 
a grandchild, friends who you think would not be your friend if only they knew. This extra stress leads to further guilt.
All this makes perfect sense, to an impartial observer, but not to the parties involved. Needless to say, infertility gives ample possible reasons 
for being guilty, such as:

•	 My problem, I am the infertile one (male or female)
•	 I’m not good enough because I have....
•	 If I wasn’t like this, we would get pregnant
•	 I’ve already been pregnant, and sought an abortion
•	 I miscarried because I....
•	 I shouldn’t have had my tubes tied/vasectomy
•	 I was a bit free with sex in the past
•	 I have endometriosis/low motility/poor genes/cysts/a stuffed system
•	 We should have tried earlier..
•	 If he/she knew, he/she would see my guilt, and I would lose their love, as I am not worth loving.
•	 There is no reason (but I know why)
•	 plus many more word combinations from the dictionary.

We know what guilt is, but what can we do about it:
1.	 Seek realistic information, rather than hearsay or fallacies. Fight myth with logic and facts.
2.	 Explore why you feel guilty and recall as much as possible.
3. 	 Express why you feel guilty to another person, or write it down, and review it yourself later on.
4. 	 Test conclusions you come to against reality. Is your reasoning correct? Are your expectations realistic? Are you still looking for a cause 

when none exist? Are you so conditioned to feeling guilty that you accept guilt without question? What else could you have realistically 
done? Why should God single you out to punish? Do you feel safer when you are at fault? Is being at fault really protecting your partner 
from his/her fault, or his/her guilt?

5.	 Explore why you appear angry, or stressed. Is it you are guilty?
6.	 Do not explore rationalisations as to why you should feel guilty. Rather examine the evidence as to why you shouldn’t.
7.	 Examine your guilt with an independent person. She/he does not have your bias, and may be able to lead you to a more realistic 

accommodation of what has happened.

Exploring the basis of your guilt is not always a pleasant experience. If guilt is from your past, more often than not it can revive very painful 
memories. These memories have to be addressed, and given a new, more realistic functional meaning, rather than allowing them to continue 
to adversely influence your life. If guilt is about something you have (haven’t) done, it may still hurt to re-look at this event.

Guilt held on to over time is not a useful emotion. It is likely to hinder your ability to cope, as well as interfere with your judgement. Resolution 
of guilt is achieved by either proving to yourself why your conclusions are wrong, or looking at accepting that everyone makes mistakes that 
what was done at the time was appropriate. Hindsight should help develop wisdom, not hinder personal development by developing guilt.
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Self Esteem And Infertility By Michael Condon, Psychologist 

Self-esteem is the way we feel about ourselves. Self-esteem is having a feeling of confidence in yourself, believing in your good points, as well 
as recognising and accepting that at which you are not so good. Self-seem is knowing and liking yourself, your physical self, your emotional 
self, and your social self.

Self-esteem is what holds you together in both good times and bad. Self-esteem is your personal response to the world. Self-esteem is often 
the only thing you may have left when everything else fails.

With self-esteem you are able to competently handle the day to day stresses of every-day life. You are also able to allow yourself to openly 
express yourself or your ideas to others. Self-esteem may allow you to express your creativity. It may allow you to be yourself without fear of 
rejection by others. You believe in yourself enough to be able to take risks in life, to face new situations, to guide your thinking and behaviour.

Self-esteem is developed over your whole life. It is moulded by what people say of you, how you perceive yourself, what you try to do, yours 
and other expectations of yourself, and what you are able to achieve.

Low self-esteem can be seen when you hear yourself saying “I’m not very good”, “I can’t, “Other people are better than me” or “I’m 
hopeless”. Another effect of a lack of self-esteem is a lack of motivation to try new things (Possible fear of failing). This may include an 
anxiety about new people or situations, restlessness for something new, but a lack of ability to change. Things that were formerly relaxing or 
interesting may become neglected or even feared. You may also start to withdraw from friends and family, as you don’t feel confident enough 
to face them. The cause of anything that goes wrong may be your fault, self-blame being normal. Alternately, anything that goes wrong may 
be blamed on other people.

Infertility can be a direct assault upon your self-esteem. You may describe yourself as incompetent, unable to do something “everyone else 
can do without trying”. Your expectations of children and family are shattered, and blame may be placed by yourself, and even others, upon 
your shoulders. You may start to internalise criticism, nothing else will go right either. You may start to totally doubt your own abilities in what 
you do. You start to doubt your own self-worth, and the interest you hold to others.

YOU NEED TO CHANGE. You need to start to redevelop your self esteem. As with all change, it takes effort, energy and time.

Suggested Ways To Improve Your Self-Esteem:
1.	 List all the things that you like about yourself. List the things you are good at.
2.	 Learn to praise yourself and others, rather than criticise your own effort. Tell yourself what a good job you did, rather than how you could 

have done better.
3.	 Learn to accept the praise and positive comments of others. Say thank you, rather than criticise yourself to them or secretly to yourself.
4.	 Make a list of things that you enjoy doing, and make time to do the most enjoyable ones. Do things you like to do and are good at.
5.	 Be able to praise others, and recognise good points about them.
6. 	 Be more assertive and stand up for yourself. Say what you want to say, do what you want to do, rather than worry about what other 

people will think about you. Learn to say NO sometimes.
7. 	 Say positive things about yourself to yourself, rather than berate yourself continually. Tell yourself out loud that you are a wonderful 

person. Keep saying it until you can say it with conviction.
8.	 Learn to laugh at yourself at times. Do stupid things just to try something different.
9.	 Be positive about what you will do, rather than what you should do. Say “I want to”, “I will”, rather than “I ought to”, “I should”.
10.	Make yourself look good. Wear clothes that you like, and make you feel good.
11.	 Be positive to other people. Say hello with a smile, laugh, let yourself be happy.
12.	 Focus on the present, rather than the unknown future, or the bad points of the past.
13.	 Try to be yourself. Learn to accept yourself for who you are, and like yourself. 
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Information For Friends and Family 
 
So your friend or family member has a fertility problem and you want to know more about it . . . 
People who are experiencing infertility sometimes find this difficult to talk about. This fact sheet is intended to help you understand some of 
the medical and emotional issues, and suggests some ways you might be able to help your friend or relative.

Medical Facts

1. 	 Definition
	 A couple is regarded as having a fertility problem when they have not conceived after 12 months of regular unprotected sexual intercourse.

2. 	About 15% of Australian couples of reproductive age have a fertility problem
	 Find that hard to believe? That’s because most of them don’t talk about it.

3. 	 Infertility is not just a female problem
	 In about 40% of infertile couples, the problem is a male factor, in about 40% it is a female one. For the remaining 20%, it is a joint 

problem, or the cause is unknown (“idiopathic”).

4. 	The causes of infertility are many and varied
	 Some common causes are: problems with the production of sperm or eggs, with the fallopian tubes or the uterus; endometriosis; frequent 

miscarriage; poor sperm quality; as well as hormonal and autoimmune (antibody) disorders in both men and women.

5. 	Treatments for infertility are many and varied
	 Some common treatments are: medications to improve production of eggs, or to improve numbers or quality of sperm (less common); 

surgery on the fallopian tubes to fix blockages; insemination of the woman with donor sperm or sometimes with her partner’s sperm; In 
Vitro Fertilisation (IVF) and related treatments. Some people try natural treatments, such as herbs, acupuncture and meditation. Infertility 
treatments are not successful for all people.

	 Some couples will opt to create a family by adoption. Others will remain without children.

6. 	“Just relaxing” or taking a holiday does not “cure” infertility
	 For 80% of couples there is a proven medical cause. For those for whom there is not an explainable cause (“idiopathic” infertility), all 

that we know is that medical science is not yet able to find the cause. There is no evidence to suggest that stress causes infertility. There 
is plenty of evidence, however, that infertility causes stress!

7. 	 Adoption doesn’t “cure” infertility
	 You have probably heard of - or perhaps you know - a couple who was infertile for years, then adopted, then became pregnant. Perhaps 

you thought that it was because the couple “stopped thinking about it” that they were able to conceive. A number of research projects 
have looked into this phenomenon, and found that infertile couples who don’t adopt have the same chance of becoming pregnant after 
a certain number of years as infertile couples who do adopt. This is because a small percentage of infertile coupes will always manage to 
conceive after a number of years. We probably just hear more about the ones who’ve adopted.

Emotional Facts

1. 	 Infertility is a very distressing and disabling life event
	 The loss of one’s fertility - the dream of a family - is akin to the loss by death of a loved one. The depression experienced by an infertile 

couple can linger for years and years.
	 For most people, having a family is part of the normal process of life: you go to school, grow up, get married, have children, spend years 

rearing them, retire and watch your grandchildren grow up. The loss of this dream is a devastating experience. We live in a world in which 
most people fulfil this dream, so infertile people are constantly surrounded by images of children and families - a painful reminder of what 
they don’t have. Their friends and family members are often having babies at just the time when they are struggling with the realisation 
that they cannot.

	 You may at some time need to tell your friend or family member about a pregnancy or a new baby - perhaps your own or that of someone 
close. You will probably feel awkward about it, and they will, too. What can you do? Don’t hide it or put it off for too long - tell them, but 
in a sensitive way, not in front of a group of people, but perhaps when you are alone together, or by writing them a letter. Realise that the 
news will be upsetting for them, and they may react in a way which is strange or uncomfortable for you.

2.	 People sometimes feel that their infertility is the ultimate loss of control
	 Infertility means losing control of your reproductive future. Infertile people often find themselves having to organise their bodies and their 

lives around a series of investigations and treatment cycles predetermined by a clinic; putting their sex lives and genital organs under 
scrutiny; being instructed when to have sex and when not to, and how and when to masturbate into a plastic jar; or having to submit 
to a government department investigation into their worthiness as parents (if they apply to adopt). Infertile people experience this as an 
awful loss of control. They sometimes become very angry, and may take this anger out on the closest target, which may not always be an 
appropriate one.

3.	 People sometimes say that the emotional “highs” and “lows” experienced during their infertility are like being on a roller coaster
	 You know how a roller coaster goes - the higher it gets, the worse the fall is? Infertile people sometimes refer to their experience like this. 

They may feel themselves getting carried away on a “high” of optimism as they start a treatment, or a new course of action (eg. an adoption 
application). They start to fantasise about prams and christening ceremonies. Then reality hits. They have another period, or the treatment 
fails, or the adoption social worker starts asking difficult questions. Their feelings are very fragile and they hit “low” with a big crash.
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4. 	People deal with the emotional impact of their infertility in individual ways, although there are a few common themes:

	 Depression: It’s normal - and quite OK - for people to feel depressed about their fertility problems, and it’s normal for them to want to 
avoid contact with people at times.

	 Avoidance: Don’t be surprised or offended if your friend or family member doesn’t want to spend time with you. If you have a young family 
or are pregnant, it may be just too painful for them to be confronted with your fertility. Maybe they just want time to be by themselves for 
a while. Family times such as Christmas, Mother’s and Father’s Days and christenings are particularly difficult times, as they are surrounded 
by everyone else’s families. They may feel obliged to attend though they feel very uncomfortable. However, don’t stop inviting them. Leave 
the choice up to them. Let them know that you’d like to see them, but will understand if they don’t want to attend. They need to know 
that you care, and they may eventually want to take up some of those invitations. Try not to cut them off, even if you haven’t seen them 
for some time.

	 Secrecy: Some people don’t reveal their infertility to anyone, even to close family members. Many choose to tell just a few close people. 
They might do this because they fear that people will believe the wrong things (eg. That they’re not “doing it” right), say the wrong things 
(eg. “Borrow my husband for a night - I only have to look at him and I’m pregnant!”) or put them on the spot about it. Some simply believe 
that it is a very private thing, and no-one else’s business to know. Still others feel too vulnerable and sensitive about it to discuss it with 
anyone. You should respect your friend’s or relative’s wishes regarding confidentiality.

5.	 What else can I do to help or support my friend or family member?

	 Be there. There may be times when he or she doesn’t want to see you, but let them know that you’re around for when they do.

	 Listen. The most valuable gift you can give is your attention. Unfortunately, there is nothing you can say that will make them feel better, 
so try to refrain from giving advice or reassurance. This may be difficult when you’re wanting to say something comforting. However, 
sometimes well-intentioned comments will make them feel worse: “I know just how you feel” (when you don’t); “well, at least you’re 
luckier than ...” (when they’re not feeling at all lucky); “you shouldn’t feel like that” (when they do, anyway). It is nice, however, if you 
know they’ve had bad news, to acknowledge it: a simple “I heard about your news, and I’m really sorry” can be incredibly comforting.

	 Sometimes infertile people are advised by friends of family to “just adopt”, and they find this advice very frustrating. Many have considered 
this option, and find that very few children become available for adoption in this country, and that adoption is a very difficult process, 
emotionally and financially. It is not as simple as “just adopt”.

	 Try not to judge. Your friend or family member may do some things which you think are foolish, even irrational. For instance, they may 
decide to finish a course of treatment when they could have gone on for longer; or to keep going when it seems obvious to you that it 
will never work; to adopt, rather than try IVF or DI. Infertility causes very intense feelings in people. Remember, you have not experienced 
these feelings. Your friends may consider IVF a terrible emotional strain; or they may decide that they need to persist with an unsuccessful 
treatment in order to prove to themselves that they have tried everything; or they may decide not to persist because of financial constraints 
or the effect of constant failure on their relationship. Their feelings about their infertility may defy your understanding, so try not to judge. 
They are probably doing what is right for them.

	 You may hear them talking about fertile people in a very angry way, which you might find alarming, eg. “There are times when if I see a 
pregnant woman on the street I feel like knocking her over”, “If I see another Tarago van full of kids I’m going to slam into it and knock 
the smug smile off that father’s face!”. This is normal (grief + jealousy), and it’s OK to talk about it. Sometimes they can’t help feeling 
those things, but that doesn’t necessarily mean that they’re going to do them!

	 Suggest they seek professional help if their grief or depression seems disabling over a long time. It is normal for your infertile friend 
or family member to experience some depression and grief. But it if seems to have gone on for a long time and to be interfering with their 
day-to-day lives and relationships, suggest they seek the help of a professional counsellor. The staff at the closest Fertility Unit will be able 
to suggest someone. 

	 Reference: www.iCSi.ws - visit this web-site for other titles.

http://www.iCSi.ws
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The Road Less Travelled By Gloria Hynes, Psychologist

For this article, I have decided to draw on the experiences of so many women and men who have been a part of my counselling and research 
life with the QFG. If I write in their words I may reach many of you who are trying to make sense of your own experiences and feelings at this 
time. I have borrowed from the American poet, Robert Frost for the title as I see this road you are travelling on as one that most people do not 
know, nor will they ever know let alone understand what it is like to be on it.

Some of you have just started on the road of fertility treatment. For you it can be a time of immense confusion and questioning. You may be 
feeling angry and sad at having to be on this road at all. So many emotions and conflicts are sweeping over you at different times. You may 
be wondering if you will ever be happy or emotionally stable again. You are probably asking yourself, “What is happening to me? What is 
happening to us? Will I ever feel normal again? How do others feel and cope with all these emotions?” You are looking down a long road of 
uncertainty and fear as you wonder as to where it is taking you and of the outcome. But there will  be hope and maybe gratitude that this 
opportunity is open to you. For some of you, this is an extremely private affair and you decide to keep it to yourselves. This is safe as you do not 
have to keep explaining to others what you are doing and you do not have to deal with their pity or sympathy. Unfortunately, it can mean that 
you and your partner only have each other for support and that can be very stressful as resources can become depleted when the road becomes 
harrowing for you. Conversely, telling others may mean more support in difficult times, but it can be intrusive. Embarking on the fertility road is 
like setting out for foreign parts with only a rough map and few sign posts - and then these are vague or written in a foreign language! 

This road requires lots of information-seeking as being well informed helps you to feel in control especially when everything else seems to be 
so uncontrollable. Men and women frequently differ in their ways of coping with difficult situations. Often, men will take the problem-solving 
path and then disappear into their caves when there are no more decisions to make and the emotional side becomes overwhelming. Conversely, 
women seem to need to talk it through, over and over again to make sense of what is happening to them. Of course, the opposite is true for 
some couples. Frequently you may feel out of step with each other and think that your partner doesn’t understand what you are experiencing. 
Being mindful of each others needs at this time is important. There is a time for talking and a time for listening to your partner. There is a time to 
be active and a time to be still. When there seems to be no words to assuage the pain, just being there for each other can bring much comfort.  
Sometimes talking to trusted friends, family members or someone who has been down this road can be helpful, especially when you are feeling 
overwhelmed and unable to cope alone. 

Many of you are already on the road. You know the grief and despair that comes from yet another unsuccessful attempt. For you, the task is 
trying to stay motivated, focussed and positive as you prepare for another attempt. The road is filled with so much pain and distress and it is 
becoming harder and harder to face the fertility process yet again. The carrot is held in front of you as new techniques are discovered or your 
clinician suggests a different form of treatment. For you, there are so many questions. “Will our dream ever be realized? Will our relationship 
survive another attempt? Will it survive if we don’t have another attempt? Will we regret giving up? The offices are filled with photos of happy 
couples with babies. Will ours ever be there?” Each day becomes more difficult as friends have babies and social gatherings seem to consist of 
pregnant women or people discussing their children. Your social world narrows as you seek to find friends of your own age group with whom 
to share a relationship that is not centred on children. Life seems to be on hold as your attention and energies are directed toward the quest 
for a child of your own. You wear a mask in public. You put it on with your clothes and sally forth to face the crowds. No one knows how much 
you hurt as you smile and say the right things when you really want to hide away and lick your wounds in private. Family and friends try to say 
words of comfort but somehow that only makes matters worse. Your personality and behaviour change. You know they have but then life has 
changed for you and you wonder if you will ever be the same again. You feel old beyond your years as you wonder where that happy, carefree, 
young person you once were has gone. You search for meaning in your life and ask “Why me?” for which there are no answers. Coping with 
the emotional aspects of the fertility process is like being a juggler, seeking to keep lots of balls going - many of them awkward and unfamiliar. 
No one has prepared you for the emotional upheaval which sweeps over you more frequently than you ever thought possible. Reading about it 
is not the same as experiencing it. This road is a turbulent one and often very difficult to negotiate. You know the map; you can read the sign-
posts but that serves only to add to the distress. So many times you want to get off this road but somehow you can’t. So many “What ifs?”.

This road is a time for self-nurture, for forgiveness - no guilt, no blame. It is a time for support from others and help through the dark patches 
on the road. Just as you would ask for help and direction if you were lost in strange territory, so you do on this road. Help can come in many 
forms, whether through your family and friendship group, your Friends Support Group and the Unit’s counsellors. Many find spiritual support 
from their God. Although this road is difficult, it can be one filled with hope and for some, each attempt makes you more determined. For those 
who are successful, the road was well worth negotiating and the rewards that more blessed.    

For some of you, the road is coming to its end. You know the sign posts so very well. You can read them upside down and back to front. Now 
there are so many questions and so many decisions to make. You have taken the road less travelled by and I know it has made a difference. You 
are a little like the God, Janus, looking both ways; one looking back at where you have been and the other looking to where you are going. For 
some of you, new roads may be opening. There may be still some turns on the fertility road you haven’t travelled yet. Do you dare to try those? 
Will they make a difference? What are the long-term consequences of travelling these? Will you have regrets? Or is it time to say Goodbye 
and embark on new adventures? Some people have asked me, “How will I know when to say goodbye?”  I do not know the answer to that 
question. Perhaps someone with more wisdom or learning than I have can answer you. Sometimes the decision is made for you. That is, nature 
may intervene and the road has come to an end. It is then time to make your own road, however difficult. I do not think that the decision to say 
goodbye comes like a bolt from the sky. I do not think that it is an A HA experience which suddenly comes to you in the middle of the night like 
the answer on an exam paper (which you couldn’t remember in time during the exam). Instead, I think it is a gradual process that comes from 
much thought and understanding of your own life, your experiences and your relationships. What gives meaning to your life? What do you want 
from life and how do you want your life to be? Letting go of a dream is not easy, especially one that has filled your days and nights for so long.  

This road is filled with so many mixed emotions; of what might have been or how different your life would have been had you realized your 
dream, but it can be a time for new challenges. Although there will be a small place in your heart that will be forever sad, the new road you 
make for yourself can be one of happiness, fulfilment and contentment. There are no endings, just new beginnings. 

I would like to say ‘Thank You’ to all those couples who have contributed (unknowingly) to this article. They have shared with me their dreams, 
their hopes and fears, their highs and lows and their experiences. I have been inspired and humbled by their courage and strength.
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Relationships and Infertility By Gloria Hynes, Psychologist

Maintaining your relationship through fertility treatment is often very difficult. While dealing with the stress of treatment, expectations and 
realities can help draw couples together, it can also rip them apart. The assumption that the relationship will just continue to happen, rather 
than needing an ongoing commitment, can only add to the emotional upheaval that is being experienced by both partners. The relationship 
can become quite fragile at this time as each of you struggles with your own thoughts and feelings. Emotions and conflict can become 
magnified. Issues can take on a greater importance than under ‘normal’ circumstances. Maintaining a relationship at any time is hard work 
but at this time in your life cycle it requires an extra large amount of effort, and often at a time when your resources are becoming depleted. 

Men and women often experience and react to infertility in different ways, and this can lead to misunderstanding. These differences can 
impact on the relationship and can cause conflict between the partners.  

Often the woman will initiate counselling as she seems to the one experiencing the most emotional pain. Women sometimes think he lacks 
feelings about it all and hope the counsellor can get him to talk about it and help her to understand what he is feeling. Or the man brings/
sends her along as her emotional pain is distressing him and he feels unable to help.

Some perspectives that emerge in the counselling session: These are generalisations as individuals often do differ:

•	 Men and women express their feelings and needs differently. Often men find it difficult to talk about their feelings. He may deal with 
these silently or he may express his grief with anger or frustration at the situation in which he finds himself. Sometimes it is the woman 
who finds it hard to talk and she may withdraw. 

•	 Men often see themselves as the rock and must stay strong to support their partner. They can feel helpless when overwhelmed by grief. 
They want to fix things - be the problem solvers so when they find that infertility is out of their control, they feel powerless and useless. 
They can’t see the point of talking about it all the time - it solves nothing. So into their caves they go. Lock it away. It’s there but why 
look at it all the time?

•	 For many men this is their way of coping and it is not necessarily dysfunctional. It just drives women mad. However, women need 
to respect that this may be his way of dealing with his grief. Give him distance when he indicates he needs that time for he may be 
overwhelmed by his own pain.  

•	 Women, on the other hand, often want to talk about it - all the time - ad nauseam. Why? Because women often feel better after talking 
and crying about it. It helps to make sense of what is happening to them. Being able to cry their tears and be held and listened to is very 
comforting. 

•	 Men often find their partner’s ways of coping hard to understand. They may try to cheer up their partner, use humour, are overly positive 
or they get angry and withdraw. The strategy is to stop the tears. They often won’t talk about the situation because it makes her cry. 
Men, sometimes that is what women want - to talk and to cry. Women need to cry until there are no more tears for after the storm 
come the calm and peace of letting go of tension. People who are not given permission to express their feeling may use a lot of energy 
containing their sadness which may eventually express itself in anxiety and depression.

•	 Couples must also realize that too much talking and ruminating on the situation can also be less than good for them and can lead to 
depression. Sometimes that male perspective is positive in helping move forward. 

•	 To survive the journey of infertility, it is essential for both partners to learn to respect each other’s experiences as valid and to avoid 
putting each other down for being ‘obsessed’ or ‘uncaring’. 

•	 Infertility can also put a strain on the couple’s relationships with other important people in their lives. Couples may feel isolated from 
others, and friends seem to talk only about their children. Thus couples may find themselves isolated from their usual social supports. It 
may help to do things with people without children for awhile. Confiding in close friends and family who understand how you feel and 
who can be supportive will also help you on your journey. And sometimes if the situation is too stressful, or the person/couple is feeling 
too fragile, then avoiding that social event may be a better way of coping for them at that time. 

Relationship Maintenance:

•	 Communication: Listening is the most important part of communication and one that is so underused in any relationship. Take time 
to really listen to each other – without distractions. Wait for him/her to finish watching their special programme and then turn off the 
television set/telephone. Timing is very important if you want to be heard. Be mindful of each other’s needs because that programme 
may be his/her way of coping with their pain. 

•	 Don’t make assumptions about what your partner is thinking or feeling. A partner may be grieving in his or her own way which isn’t 
understood by the other partner. We often think our partner should understand how we are feeling. It is unfair to assume this if you 
haven’t talked about it – not everyone can read minds. Take time to hear what the other person is actually saying and feeling and these 
can change over the course of the situation. 

•	 Respect each other’s feelings and thoughts. Everyone has an opinion and we all come from our own perspectives. Try to step into the 
other’s shoes for awhile and see it from their experience. Try and do so with an open mind. Easy to say, hard to do.

•	 Don’t take all your support from just your partner. Sometimes one partner’s own resources may be depleted too so it is good to have 
other sources of support when the pain becomes too overwhelming.

•	 Whenever possible, it is good if partners can go to appointments together. It is helpful to share the situation and to compare understanding 
of the process.
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•	 Find other pursuits that bring you joy and/or distraction. Plan something nice you can have some control over as infertility can leave you 
feeling so out of control. You are more than your fertility problem. Still be a part of the world, even though at times it seems useless. Do 
not let your grief cripple you totally. 

•	 Find joy in each other. Remember what it was about your partner that made you want to be with him/her. Be kind to your partner and to 
yourself. No guilt, no blame. It includes being selfish at times – that is taking care of self and nurturing each other. 

•	 SEX: At this time it is easy for the libido to go on strike, especially for women. It is hard to have spontaneous sex when there is so much 
intimate medical intervention going on. Why do it when you can’t get pregnant anyway? But sex is not just about getting pregnant. It is 
also about intimacy and you need intimacy more that ever now. Men can often just feel like the sperm bank and that is all she wants from 
him on this fertility road. To get back to that ‘loving feeling’, occasionally it is good to ‘just do it’ when you can’t possibly get pregnant. 
Remember when you couldn’t keep your hands off each other?  So it is important to plan a ‘date’ with each other, plan an intimate time. 
And be romantic again. Flowers and surprise gifts aren’t just for new lovers. 

Providing mutual emotional support and working together can alleviate some of the stress and it can help in the avoidance of creating 
distance. Remember, having a fertility problem is a couple’s problem and it is best approached as a team, through the commitment of both 
partners. There are strong days and fragile days. This is a long, hard journey. It is important that you and your partner come out the other end 
whole, regardless of the outcome. You are the most important people on this journey. 
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The Role Of The Infertility Counsellor

Fewer situations in life are as challenging and overwhelming as the devastating experience of infertility. Because infertility is such a personal 
and private issue, many individuals and couples do not share this experience with friends and family. As a result, many can feel isolated and 
suffer intensely.  
Common Emotions experienced by individuals and couples:
•	 Anger at infertility for ruling their lives 
•	 Anger at the inequality of fertility treatments. In many cases, women carry more of the burden than do men 
•	 Anger at others for whom having children is easy and especially so at those seen as not caring about their children 
•	 Anxiety over financial costs 
•	 Frustration over treatments that don’t guarantee a baby after so much effort and money have gone into the process 
•	 Frustration at feeling ‘life is on hold’ and the difficulties involved in being able to make plans for the future 
•	 Feeling vulnerable and out of control. 
•	 Feeling powerless and helpless. 
•	 Feeling guilt and blame; lowered self esteem 
•	 Sadness and depression following failed attempts  
A counsellor can help the individual and the couple feel less alone in coping with the difficulties and pain being experienced at this time. 
Often, the couple/individual may decide to talk to the counsellor at different points in time and the purpose of counselling will be different at 
each stage of the process. The counsellor will use many approaches to address these differing needs. 
•	 When experiencing distress and feeling overwhelmed by the experiences of having a fertility problem and treatment.
•	 Managing grief and loss.
•	 When making difficult decisions.
•	 At the beginning of medical treatment –helping the individual/ couple to be proactive in the development of their personal resources and 

to increase their ability to cope with any difficulties they may encounter along the way.
•	 When the relationship becomes strained.
•	 Dealing with the social pressures to reproduce. 
•	 When looking for ways to move on after treatment. 
•	 Donor Issues:  If you are considering using donor gametes (sperm, eggs or embryos) you will be asked by the clinic to attend at least 

one counselling session with the psychologist. This session is mandatory and all people involved in the donor process must attend. That 
includes recipient and partner, and if known donation then the donor and his/her partner.  The procedure of donor conception will not 
take place until this counselling has been accomplished.  Sometimes, in the case of known donation, the donor or the recipients may be 
asked to attend a session individually before or after the combined session, or at the discretion of the counsellor, they may be asked to 
come back for another session together. Also, donors and recipients are encouraged to attend a session by themselves if they wish to 
talk about any issues independently of the other couple/person.    

Issues that will be addressed in a donor counselling session will include the legal as well as any short and long term social and psychological 
implications associated with this decision.  In this session the counsellor will include such elements as each person’s understanding of the 
donor process, their emotional readiness to proceed, any expectations about the donation by the donor and the recipients and preparation 
for any situation that may arise in the future. Although all perspectives are taken into consideration, the rights and needs of any child 
born of donor conception are always viewed as paramount.  The counsellor will not give advice but suggestions are often put forward for 
consideration and discussion amongst all parties.  
 
The Experience of Counselling: 
•	 Counselling allows the person time to talk about themselves and gain an increased awareness of what is happening to them and their 

own responses to stress. It allows them to focus on their own needs and not being concerned about the needs of the listener. 
•	 Permission to ‘vent one’s spleen’, to grieve and mourn the loss of the ‘potential’ child. Infertility is a ‘hidden’ grief – no one can see it 

and the person can feel so alone in their pain.  The counsellor provides a non-judgemental environment and it can often be a relief for 
the person to have their feelings and fears validated.

•	 Reassurance that whatever emotions they are experiencing at any time (often quite unexpected) are normal given the situation they are 
trying to control and that so many others have felt the same way about their fertility problems and treatment

•	 Help with decision making concerning different options – exploring their thoughts, feelings and needs concerning same.
•	 Suggestions for strategies for coping with the stress associated with a fertility problem and treatment.  Coping strategies can be tailored 

to suit the individual. Everyone is different and as such, each person often needs a way of coping that is manageable for them, according 
to their personality, lifestyle, experiences of any previous stressful event and situation.

•	 Couple support and relationship issues. Infertility can create much conflict between the couple. Counselling can help the couple to 
recognise and understand each other’s differences and ways of coping with the emotional upheaval of infertility.

•	 Information Giving: regarding support groups, appropriate literature, coping with family and friends and work colleagues. 
The counsellor is there to help people to gain knowledge and understanding and to provide support on this difficult journey. The counsellor 
is not there to give advice nor make decisions for the individual/couple. The counsellor provides a safe and confidential environment for those 
who need to share their experiences and their pain. Sometimes it will be useful to have several sessions with the counsellor. At other times 
a single session or a phone call will be sufficient to allow you to handle things again. While the counsellor is not personally involved, s/he 
understands the treatment regimes and the overwhelming emotions that accompany the experiences of infertility. 
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Relaxation Technique

Progressive relaxation is a method of teaching yourself to relax. The idea is to teach yourself to relax using a progressive muscle relaxation 
technique. This relaxation is coupled with the cue Relax. As you relax, you teach your body to respond to this cue by what is called classical 
conditioning. Basically, it is similar to thinking of food making you salivate. Both relaxation and salivation are under the control of the 
autonomic nervous system. You cannot order your body to relax or salivate, but you can trick it to do so by using a cue associated with relaxing 
(or salivating).

The procedure is useful to teach yourself how to relax slightly when stressed by just saying the word “RELAX” to yourself whilst breathing out. 
This gives you a little more control over your stress, which generally will help you gain more control, and hence finally cope. The main point 
of the technique is to teach your body to do this, you must first learn to relax your body. The progressive muscle relaxing technique is used to 
do this, teaching your body how to relax now, when under less stress, than wait until you are stressed. If you are already highly stressed, the 
relaxation technique may be helpful in assisting you to decrease your stress slightly, but you may find it difficult to learn as you are unable to 
concentrate on relaxing. Hence, it is best to learn the technique when relaxed, rather than when stressed.

The following steps should be used when you are using progressive relaxation. This procedure may initially take up to an hour to first learn.
1. Focus your attention on the muscle group.
2. While breathing in, tense the muscle group you are focusing on. Maintain the tension for a few seconds, so that you feel comfortable still.
3. Spontaneously let go all tension in the muscle group as you start to breathe out, mentally saying the word “RELAX” slowly to yourself.
4. Maintain your attention on the muscle group as it relaxes.
5. Repeat once or twice until the muscle group feels relaxed.
6. Move on to the next muscle group.

You initially need to practice the technique at least twice per day. Pick a time when you are not rushed, and you can spend some time relaxing. 
The best times are soon after waking up, and a little while before going to bed. Putting you to sleep is not the idea, so if you are really tired, 
just go to sleep and practice tomorrow.

THE RELAXATION TECHNIQUE
Make yourself comfortable on a firm bed or armchair. Remove obvious distractions from around you. Close your eyes. Think of a pleasant 
scene that you feel relaxed in, trying to remember sights, sounds, feelings and smells. Then commence the relaxation procedure using the 
following sequence.

ARMS AND HANDS
1.	 The muscles of your right hand and lower arm. Induce tension by making a tight fist. “RELAX”
2.	 The muscles of your right arm. Induce tension by pushing your elbow down against the chair. “RELAX” 
3.	 The muscles of your left hand and lower arm. Tense. “RELAX”
4.	 The muscles of your left arm. Tense. “RELAX”

FACE AND NECK
1.	 The muscles in your forehead. Induce tension by lifting your eyebrows as far as possible. “RELAX”
2.	 The muscles in the middle of your face. Induce tension by squinting , wrinkling your nose. “RELAX”
3.	 The muscles of your lower face and jaw. Induce tension by biting hard and pulling back the corners of your mouth. “RELAX”
4.	 The muscles of your neck. Induce tension by pulling your chin towards your chest, but keeping it from touching your chest. “RELAX”

CHEST AND ABDOMEN
1.	 The muscles of your chest, shoulders and upper back. Induce tension by pulling your shoulder blades together. “RELAX”
2.	 The muscles of your abdomen. Induce tension by making your stomach hard. “RELAX”

LEGS AND FEET
1.	 The muscles of your upper right leg. Induce tension by counterposing (Against each other) the top and bottom muscles, holding your leg fractionally 

above the chair. “RELAX”
2.	 The muscles of your right calf. Induce tension by pulling your toes towards your head. “RELAX”
3. 	 The muscles of your right foot. Induce tension by pointing and curling the toes, turning your foot inwards.“RELAX”
4. The muscles of your upper left leg. “RELAX”
5. The muscles of your left calf. “RELAX”
6. The muscles of your left foot. “RELAX

When you are totally relaxed, focus all your attention on your breathing, which should be slow, deep and regular by now. Each time you 
breathe out, mentally continue to say the word “RELAX” slowly to yourself, for 3 or 4 minutes. Following this, just continue to relax for a 
few more minutes.

When you are ready to get up begin to move your legs and feet, then begin to move your arms and hands, then your head and neck. Finally 
open your eyes.

As you practice, you will find you are more readily able to relax each muscle group. Start to combine both arms together, then your face, neck, 
trunk and finally your legs. When proficient, just tense and relax your whole body. Always use the cue “RELAX” as you relax each muscle group. 

At the same time start to use the cue of “RELAX” together with breathing out during the day when you have a few seconds to spare. This 
may be at work, at traffic lights, whilst waiting on the phone, or any other situation in which you have ten seconds to spare.
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Once you have some success with this technique, an alternative way exists to systematically relax muscles of your body. Firstly make yourself 
comfortable, close your eyes and imagine a pleasant, relaxing scene. Now become more aware of your slow, regular breathing. Your breathing 
should be deep (not just chest inflating, but rather using your diaphragm). Now concentrate on each muscle group in turn, and relax this group 
by thinking about it each time you breathe out. Use the cue “RELAX” mentally each time you breathe out. The muscle groups, as before, are 
both arms, face, neck, trunk and legs.

If problems are experienced with any of these muscle groups, then break them down into smaller component muscle groups. At the end of 
the muscle groups concentrate fully on your breathing for a few minutes, cuing the word “RELAX” as before. Then spend a few more minutes 
just relaxing.

The major problems people find in following this technique are
1.	 Not enough time to practice. You need to allocate time to learn the technique.
2.	 I practiced a few times, but it didn’t work for me. It doesn’t work for everybody. However, it won’t work if you are already highly 

stressed, or only practice when you are stressed, or don’t practice at all.
3.	 How do I keep my mind from thinking about other things? You cannot stop this; rather decrease it by concentrating on just continuing 

with the procedure. It becomes easier when you are more proficient.

As you continue to practice you will find the word “RELAX” couples with breathing out will start to automatically relax you a little. Practice 
this often at traffic lights, sitting at work, at home in a chair, anywhere. Then you will be able to relax on cue, your cue.
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Donor Conception - Do We Tell Our Child?

Most parents of a child conceived by donor insemination have, at some stage, wondered whether or not to tell their child of his or her means 
of conception. It is a complex and sensitive issue and touches on feelings about Infertility and the emotional pain associated with it. It is also 
connected to whether or not you have told others about how your child was conceived. 

It can raise many questions for parents: “Why worry the child?” “Won’t this just confuse him/her?” “We want to be open with our child, but 
how on earth can we begin to talk about this?” “Will he/she love us less?” Will they want to know about the donor?”, and so on. Beginnings 
are important. A couple’s decision to have a child with the help of donor insemination is a significant and often difficult decision. However, it 
is also a decision full of hope, love and excitement about the future. The pregnancy and birth of your child are amazing and wonderful events, 
especially after having waited so long and gone through so much to become pregnant.

Any child born after a battle with infertility is so precious that parents obviously want to do their best for him or her. Concern about whether or 
not to “tell” is often about how the truth will affect the child and relationships within the family. This is a very reasonable and understandable 
concern for any parent in this situation.

Many children each year are born in Australia as a result of donor gametes. Regardless of whether donor sperm, eggs or embryos are used, 
both partners are considered the patents of the child, and the responsibility of whether or not the child is told of his or her origins rests with 
both parents.

Some parents put the facts of their child’s conception out of their minds, effectively making it a non-issue. However, for many parents the 
issue of whether or not to “tell” does not go away. It may come up quite unexpectedly, such as talking with the child about sex and how 
babies are made, talking about family likenesses, going to the doctor and being asked to give a genetic history because the child is ill. With 
more openness in the media about reproductive technologies, it may even happen that the child asks if he was conceived in that manner, just 
as some children ask if he/she was adopted.

The practice of donor conception is increasing and research into these areas is now beginning to take place. While many couples are reluctant 
to take part in theses studies mainly because of concerns of confidentiality, what we have gleaned so far is that significant facts about a child’s 
life is better given earlier than later, so that knowledge can be absorbed over a period of time as a child grows. Research shows that adopted 
children who are told early of their origins generally fare better than adoptees that are told during adolescence or later in life. It seems that 
children can cope with any information as long as it is the truth and there is trust and emotional security in the family, rather than with the 
uneasy feeling that certain information is being withheld or glossed over. Our understanding of our origins starts very early in life and is made 
up of what parents and family say and don’t say.

Adoption research has shown that accidental disclosure about a child’s genetic origins is much more damaging to family relationships than 
purposeful and planned disclosure. It would therefore appear to be in the best interests of the parents as well as the children conceived by 
donor that they are made aware of their different origins before they learn of this accidentally

“The library at Fertility Gold Coast has many books that can help you with telling your child of his/her donor conception. Some of these books 
are written by donors, recipients and children born of donor gametes. Although some of the books are directed to fairly young children, possibly 
even to an age-group unable to fully understand conception, pregnancy and childbirth, the purpose of directing the parents to such books is 
that the idea of how he or she came into the world is introduced early. As the child matures they know then that it’s okay to ask Mum or Dad 
to elaborate on the story of their conception. The aim of telling early and lovingly is so your child can feel good about his or her beginnings.
 
Whether you decide to tell you your child or not about their donor origins, it is recommended that you read the relevant literature in the unit’s 
library. Reading of other people’s experiences may help you to come to a decision that sits comfortable with you.

Refernence NSW Infertility Social Workers Group, 1988. Edited by Gloria Hynes for Fertility Gold Coast
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Pregnancy After Infertility
Pregnancy after infertility and especially after Assisted Reproductive Technology may be a time of both great excitement and great anxiety. 
This leaflet is intended to give a brief overview of the early changes in pregnancy and discusses several areas which may be of interest in the 
first trimester.

Progesterone Pessaries
You will be very relieved to know that once you have received your positive pregnancy test, and we are happy with your hormone levels you 
can stop your pessaries or crinone. The only exceptions to this are patients who have had Progynova or Ethnyl-oestradiol preparation for a 
frozen embryo transfer. These ladies will be required to continue 600mgs of progesterone pessaries per day until they are 12 weeks pregnant. 
If you are in anyway unsure, not stop or ask us.

Early changes in pregnancy Problems in early pregnancy

Some women experience many different symptoms of pregnancy 
whilst others do not have any.
The most common changes in early pregnancy are:
•	 Breast enlargement and nipple tenderness
•	 Frequent urination
•	 Nausea and vomiting
•	 Fatigue
•	 Increased vaginal discharge
•	 Headaches
•	 Mild cramping
All these changes are considered normal.

Some symptoms which are experienced in early pregnancy are not 
normal and should be reported to your doctor. These include:
•	 Any vaginal bleeding
•	 Abdominal pain
•	 Severe cramping
•	 Persistent vomiting
•	 Painful urination (eg. burning or scalding)
•	 High temperatures

Pregnancy monitoring
Most women who have conceived following Assisted Reproductive Technologies will have a vaginal ultrasound scan between 6-8 weeks of 
the pregnancy. This will determine that the pregnancy is in the uterus and also how many embryos are present. If the uterus is empty, it may 
indicate an ectopic pregnancy and further investigation will be required.

Multiple pregnancies
Multiple pregnancies occur more frequently with the use of fertility drugs and Assisted Reproductive Technologies. If more than one embryo 
has been replaced, there is a 20% chance of having a multiple pregnancy. A multiple pregnancy has a higher risk for pregnancy loss or 
premature birth and will require closer monitoring.

Nutrition
It is most important to have a well balanced, healthy diet during pregnancy. This should consist of fresh fruit and vegetables, protein in the 
form of meat, fish, eggs or tofu, carbohydrates and dairy products. Many pregnant women prefer to have smaller meals frequently during the 
day rather than 2 or 3 larger meals. It is also important to have an adequate intake of water, at least 6-8 glasses per day.
Research has shown that the chance of having a baby with spina bifida is much less (up to 70%) if the vitamin folate is increased before the 
pregnancy and for the first 3 months of the pregnancy. The recommended daily dose is 0.5 milligrams (mg) or 500 micrograms (mcg).

Alcohol, Tobacco and Drugs
Anything that a woman ingests during pregnancy can reach the developing foetus via the maternal bloodstream and has the potential to 
harm the foetus. Smoking may cause premature delivery and the child may be born with a low birth weight and may have learning difficulties.
Some medications may be harmful to the foetus, especially in the first three months. It is best not to take any medications either prescribed 
or over the counter, without consulting your doctor. Alcohol and recreational drugs also have the potential to harm the developing foetus. 

Infection
Toxoplasmosis is a bacterial infection which can cause birth defects if acquired in the first 12 weeks of pregnancy. It is associated with eating 
under cooked meat and exposure to cat faeces. Women who are pregnant should not handle the cat’s litter box. Gloves and good hygiene 
offer some protection.
Listeriosis is a bacterial illness caused by eating contaminated food. In pregnant women the infection is usually a mild illness but it can affect 
the unborn baby and can lead to miscarriage or stillbirth. High risk foods include soft cheeses eg brie, camembert, soft serve ice creams, 
precooked meat products e.g. pate and pre-cooked deli meat. Infection risk is reduced with good food handling techniques and eating only 
freshly prepared foods.

Exercise
Exercise in all forms is healthy but should be discussed with your doctor if in doubt.
Many women who conceive using Assisted Reproductive Technologies may have been given some restrictions from their doctor on intercourse 
in the first few weeks of the pregnancy. Women with ovarian hyper-stimulation syndrome may find intercourse to be very uncomfortable and 
should not have sex until the condition resolves. Some women find that sexual desire changes during pregnancy. Sexual intercourse is safe 
during pregnancy and will not harm the pregnancy. However, if there are any concerns, it is important to check with the doctor.

Summary
The transition from infertility to pregnancy can be a difficult time for a couple who are thrilled to be pregnant but have an underlying fear 
that things will go wrong. Many couples don’t let themselves get too excited and delay telling family and friends of the news. The reality of 
a pregnancy may be very different from what was expected. Pregnancy is the goal of infertility treatment 
and hopefully will end with the delivery of a healthy baby.
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Early Pregnancy Loss  

Miscarriage
The term miscarriage refers to a pregnancy, which ends before twenty weeks gestation. The legal definition varies a little in terms of the 
gestation in other States and other countries. The more medical term is abortion, which means exactly the same thing. There is no universal 
agreement about the proportion of pregnancies that will miscarry, but the figure lies between 10% and 20%. If you include only pregnancies 
that have reached a “clinical” stage, say about 8 weeks, the figure will be nearer 10%. If you include all pregnancies it will be nearer 20%. 
Most miscarriages will occur before 14 weeks of gestation.

Medically the term miscarriage has been divided into a number of categories, as listed below. Some of these are meaningful distinctions, 
whilst some are more hair-splitting, in that they amount to the same outcome and treatment.
•	 THREATENED ABORTION: Bleeding before the twentieth week of pregnancy, usually with no pain, the cervix remains closed, and the 

pregnancy is still continuing.
•	 INEVITABLE ABORTION: The cervix (neck of the womb) is now open, there is more bleeding and pain, there is no hope of the pregnancy 

continuing, and it will abort.
•	 COMPLETE ABORTION: The pregnancy has miscarried; the uterus is more or less empty.
•	 MISSED ABORTION: The foetus has died but has not miscarried. There may be a little bleeding or there may not.
•	 BLIGHTED OVUM: There is a placenta and an empty sac which does not contain a foetus. There must have been an embryo present 

early on, but it has not developed. The pregnancy is therefore non-viable. The term blighted ovum is a curious non-medical one, and the 
diagnosis has only been possible since the advent of ultrasound. A blighted ovum will usually miscarry spontaneously if left alone, but if a 
definite scan diagnosis is made, most women will elect to have a curette immediately, rather than wait for a miscarriage.

•	 LATE MISCARRIAGE: (after 14 weeks) is a less common event, has little in common with early miscarriage.

Treatment
There is no specific treatment for a THREATENED ABORTION. The majority of threatened abortions will settle down, and the pregnancy will 
continue, without any adverse effect on the foetus. There are no drugs, no injections, and no surgical procedures which can help the pregnancy 
to continue. There is no scientific evidence that prolonged bed rest will affect the outcome, but the general advice given is to rest and “take 
things easy” until the bleeding settles, and to abstain from sexual intercourse until the bleeding has stopped for a few days. Once the bleeding 
has settled, depending on how anxious the woman is; an ultrasound scan may be done to reassure that there is a continuing pregnancy.

Once a miscarriage has occurred, the treatment will depend on whether the uterus is thought to be empty. If the pregnancy was very early, say 
5-6 weeks (from the last period) a curette is usually unnecessary. If the pregnancy was much later, say 14 weeks the miscarriage may be complete 
and the curette avoided. Between 7 weeks and 12 weeks a curette will be necessary more often than not, each case being decided individually.

If a diagnosis of missed abortion or blighted ovum is made, then in most cases a curette will be done in the next couple of days.

The Causes
The immediate reaction to any miscarriage is to ask “why?” In the large majority of cases there is no obvious answer. Scientific surveys have 
shown that a proportion of miscarriages, some estimates as high as 40% occur because the foetus has a genetic abnormality. However in 
the individual case it is usually impossible to test for this. Thus whilst it always seems unsatisfactory to offer no explanation as to why a 
miscarriage has occurred, in most cases the honest answer is that we don’t know.

When a curette is performed after a miscarriage, the tissue is usually sent to pathology. The purpose of this is to confirm that there has been 
a pregnancy, and that the placenta shows no abnormal development (such as a hydatidiform mole). The pathology report does not confirm 
the normality or otherwise of the foetus, nor does it answer the question of why the miscarriage has occurred.

Afterwards
After a miscarriage the bleeding will settle down over the next week. If there is heavy bleeding which is not getting less, if there is severe pain 
or if you think you are developing any infection you should see your doctor.

If the woman has had one or more previous miscarriages it may be worth asking the pathologist to do a chromosome test on the tissue, to 
see if abnormal chromosomes were a cause of the miscarriage.

People will vary in their emotional reaction to a miscarriage. Some will regard it as a minor upset and shrug it off quite quickly. Others will go 
through a more profound grief reaction.

Sexual intercourse can be resumed once the bleeding has stopped. Ovulation will occur two to four weeks after the miscarriage and a period 
of four to six weeks from the miscarriage. There is no medical reason to delay trying to become pregnant again, despite views to the contrary 
from friends and relatives. The uterus is ready to cope with another pregnancy immediately, so the decision on when to start is an emotional, 
not a medical one. It makes life easier to have had a period first, in terms of calculating dates, but there is no serious problem if a pregnancy 
occurs with the first ovulation.

Recurrent Miscarriage
The miscarriage rate is in the range of 10-20%, as stated earlier. After one or even two miscarriages the figure is unchanged, so the odds of a 
successful outcome are as good as those for someone embarking on a first pregnancy. Even after three miscarriages the odds of a successful 
outcome are almost the same - perhaps a few percent less. At the time, after two or three miscarriages it may be difficult to accept that next 
time should be different, but nevertheless that is so. In a few instances there may be a cause for recurrent miscarriage, but in the majority of 
cases there is not. It is worth discussing the matter with your doctor. It may be worth checking the chromosomes of husband and wife, and 
perhaps a hysterosalpingogram to check the shape of the uterus. However, these tests are almost always normal, and one is left with the 
prospect of embarking on another pregnancy with the question of “why?” unanswered. Research may well turn up some useful information 
in the future, and it is worth discussing with your doctor, but at the present time there is no really acceptable scientifically based treatment 
for recurrent miscarriage.
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IVF & Miscarriage
IVF still holds an attraction for the media, and those against it continue to grasp at straws to criticise it. One such criticism is that there is an 
enormous miscarriage rate. There may be a slightly increased miscarriage rate, but if so it is only a few percent above the natural rate. With 
IVF pregnancy tests are done within a few days of a missed period. If the test is positive, but is followed in a few days by a heavy bleed, it 
is classified as a miscarriage. In a similar situation with a natural conception, with less attention focussed on the exact number of days, a 
pregnancy test would not normally have been done, and the bleeding would be dismissed as a heavy period. So, there may be a slight increase 
in miscarriage after IVF, but that is all. If there is slight bleeding after IVF, it does not mean that the pregnancy ended. You should consult your 
doctor, and if there is any doubt a scan from 6½ - 7 weeks onwards is able to confirm a viable pregnancy (and a head count!).

This article is a brief summary of miscarriage. It does not cover everything, and there are exceptions to all of the rules. In addition all doctors 
would not agree about every point - so if in doubt discuss your particular case with your doctor. And remember, that whilst at the time of 
miscarriage, particularly after a period of infertility the situation may seem hopeless, it is not. The overwhelming majority of people in this 
situation will go on to achieve a successful pregnancy.

Coping With A Miscarriage
Few of us are prepared for such unexpected situations as Miscarriage. The thought of miscarrying or losing your baby can be very frightening 
and confusing. With the help and support of your family, friends and the hospital staff, the following suggestions and information may help 
you to understand and accept many of the feelings you may experience. We ask ourselves Why me? Why am I having problems? Why is my 
body letting me down? What have I/we done that is wrong?

Problems are varied and can occur at any time. Those occurring in the early weeks of pregnancy could almost be classed as normal. This 
knowledge may do little to help you through those anxious days.

A common problem is bleeding; sometimes only spotting occurs, sometimes quite frightening amounts of blood are lost. These signs may be 
accompanied by pain in your lower back or low in your abdomen. Sometimes, of course, the bleeding and discomfort stops and the pregnancy 
continues quite satisfactorily.

You may find yourself in hospital trying to cope with a threatened miscarriage, trying to cope with anxieties and uncertainties. This may last 
only a few hours or several days before your doctor can give answers to your questions. It is a wait and see time. How easy it is to say “let’s 
wait and see” and how difficult to be patient.

Tests, yes there are always tests. It can be hours before results are available; a scan may take days to organise - depending on where you are.

Miscarriage
It is thought that about one in four conceptions fails in the early weeks of pregnancy. Many women blame themselves for this. You are in no 
way to blame. Miscarriage has been with women since time began.

It is important that you ask questions and allow the hospital staff and your husband or partner to share your anxieties and disappointment. 
The more you know about what is happening the better you will be able to adjust. Unfortunately, we do not always know why problems arise, 
but talking about what has happened helps you understand your loss.

Tests may have shown you had no baby. For some reason the fertilised egg has not continued dividing. A sac grew, your pregnancy test was 
positive, then after seven to ten weeks your body “wakes up” to the fact that all is not well and you “miscarry”. This is called a blighted ovum. 
Your disappointment and confusion may be great and you may well take some months to adjust.

For Fathers (Husband or Partner)
This is a bewildering time for you. Your wife/partner may be unable to tell you what is happening. Many questions cannot be answered, and 
it is necessary during this difficult time to understand and express your own feelings, as much as to support your wife, other children and 
extended family, if any. Talk about your expectations and your worries to a friend or your doctor. Ask questions and accept help that is offered, 
and together you and your wife will handle this unexpected situation.

Going Home
When you go home you may find it difficult to grieve for the baby you lost, because you may have no one there to clearly remember. Memories 
can be shared and cried over with others, and thus help you to express your feelings. This is why we encourage you to create as many 
memories of your lost pregnancy as you can.

Sometimes when you are grieving it is possible to ignore physical signs such as continued bleeding, pain, fever, or offensive discharge. If any 
of these occur you should contact your doctor.

Relations and Friends
It may be very difficult for some of your relatives and friends to show sympathy and concern for you. Some may have difficulties helping you 
to express your grief, because they are frightened by death and try to avoid the subject. Others are simply unaware of the intensity of grief 
that may follow a miscarriage or death of a baby. Some people may make remarks that seem insensitive or even cruel - “never mind, you can 
always have another baby”.... However, you will also find friends and relatives for whom sitting and listening and crying with you seems to 
come naturally.

In Conclusion
A lost pregnancy is an emotional crisis, which may affect both of the partners profoundly. Your initial reaction may be shock and disbelief. 
Accept the comfort and support of the nurses who look after you - they care about your loss. Feelings of guilt, anger and depression are often 
part of the brief that follows such a crisis and you must understand that all these feelings are normal at such a time. Communicate with family 
and friends; be open about your feelings. Other women are often the best source of support. They seem to be able to relate to that particular 
pain and loss. It is natural, even healthy, that you express your pain.
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Miscarriage - Saying Goodbye Before You’ve Said Hello 

The hurt subsides in time.
The above title is the apt name of a pamphlet published by SANDS, a support group for individuals and families who have experienced 
miscarriage.

Unfortunately, miscarriage may be a reality in any fertility programme. Miscarriage figures are generally quoted as one in seven to as high 
as one in five pregnancies. A very slight increase in miscarriage rate may occur when assisted reproductive technology is used. According to 
SANDS, about 75% of all miscarriages happen within the first 12 weeks. In the large majority of cases there is no obvious answer as to why 
a miscarriage has occurred, and in most cases no cause is ever found. The miscarriage rate does not appear to change for a second or third 
miscarriage, with the odds being practically the same, or may be just a little less, following three miscarriages.

Miscarriage is an emotionally difficult event to all. Some people appear to recover rapidly, and quickly seek to become pregnant again. Others 
find it much more difficult. Miscarriage following infertility treatment tends to complicate the process even more. However, each miscarriage 
must be seen as individualised to the individual and the couple in its effects, rather than more or less difficult due to infertility factors.

Bowlby (1980), an internationally recognised figure in the area of child adoption and loss, stated:

“Parents... should be allowed to visit a sick infant, to participate in his care, and to be with him when he dies. After death they should be 
encouraged to see him, touch him, and hold him. He should be given a funeral, a grave, and, when possible, a name. Without such provision 
the parents are faced with a non-event and no-one to mourn.”

Miscarriages not only includes the medical realities, but also emotional and psychological reaction. Some feelings may include:
It should be mine
doomed to failure
so much grief
out of control
am I physically and mental ready to start again
failure after failure, how much more can I take
now I’m going backwards, what used to not bother me now does 
I’m determined to get some control back, pushing myself
I don’t sleep well anymore
why me, why us
what did I do, what did we do
sadness, I just cry
sometimes I feel alight. I just can’t stop bursting into tears
I can’t hold another baby
It’s my fault
I’m going crazy
I’m scared of getting pregnant again
...and too many more to list.

As stated, miscarriage is an individual, couple, and also a family loss. Grieving, loss, sadness and guilt are common emotions. Often the 
lack of even a physical form to mourn makes it more difficult, with many even close friends and relatives not even knowing a pregnancy 
existed, let alone was lost. One main element to coping is to give the unborn an identity. This may be from holding the baby, if possible, or 
giving it a name which is shared just between the two of you, or in the wider family. Talk about your baby, rather than hide him/her away 
in a forgotten or dark world of the past. Look at having a farewell ceremony, no matter how long ago the miscarriage was. This may simply 
involve a dinner out or at home, baking a cake dedicated to your baby, or some token which is special to you as individuals and a couple. 
Don’t try to continuously deny your feelings, keeping them inside yourself is not going to assist. If you can’t talk to others talk to your baby, 
and hopefully your spouse.

In most cases no reason for the miscarriage will be known. Many people then will naturally blame themselves. It is not your fault, but express 
your feelings so you can have them challenged as being wrong. If you think something for long enough you will start to believe it. Most 
couples also then feel anxiety about becoming pregnant again, in case the next pregnancy should miscarry also. Talk to your doctor whether 
this is a chance or not, rather than just remaining anxious.

The loss you feel and have experienced may take a long time to feel less painful, but the memory of your baby will never go away, as will 
some of the pain. The baby and miscarriage will slowly become part of your life. As stated, talking can help, especially talking to others who 
have suffered similar losses. The SANDS group may be helpful for this, when you feel ready to face new people who have an understanding 
of your loss.

Eventually life will return to normal, not as before, but to a new normal with new insight into you, your partner and others. Hopefully you will 
achieve another pregnancy if you try again. Whichever, one baby will live on in your heart forever.

SANDS can be contacted on (07) 3252 2865
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Gold Coast Multiple Birth Association

The Gold Coast Multiple Birth Association (GCMBA) was formed in 1980. A group of mums with twins first met at the Gold Coast Hospital 
by the arrangement of Margaret Byrne, who at the time, worked for Community Health. The purpose of this initial meeting was simply to find 
out how to start a club and Margaret was the guiding force in setting up the Club’s original Constitution. The first Coffee Morning of the club 
was subsequently held in September of 1980 at the Labrador Community Centre. From here the club’s expansion saw it include members from 
the southern end of the Gold Coast, where the club also started regular activities. The members of the club later started home and hospital  
visits to expectant and new mums of multiples.

Australian Multiple Birth Association
Members of the Gold Coast Multiple Birth Association are also members of the Australian Multiple Birth Association (AMBA). AMBA was 
formed in 1974 and is the National co-ordinating body of all Multiple Birth Clubs in Australia. Over the years members have taken part in 
surveys and research studies conducted and sponsored by AMBA. These studies have enhanced knowledge about multiple births for both 
parents and medical health personnel. As a result of the surveys, several books have been produced as an aid to multiple birth parents.

Aims Of The GCMBA
•	 To provide information, practical assistance and support for multiple birth families 
•	 To increase awareness of the social needs of the multiple birth families and improve the resources  available to them
•	 To be a non-profit, non-political and non-sectarian organisation co-operating with other organisations that have the same interests

Who Is Eligible To Join?
The GCMBA is open to all parents (natural or adoptive} of multiple birth children. Many become members soon after their pregnancy is 
diagnosed. If you are interested in joining the club you are most welcome to come along to our Coffee Mornings as soon as you are able. To 
arrange to have a membership form sent out to you please phone the Membership Officer, Kylie on 5519 4586, who will also advise current fees.

Functions Of The GCMBA
The club strives to provide an avenue for communications and sharing of information on the care and raising of multiples. We provide 
opportunity for parents to share their coping mechanisms and discuss events unique to multiples. At the same time the club encourages the 
awareness of the individuality of all members of the family whether singles, twins, triplets or more!

Expectant Parent Information Nights
These evenings are informal and are held as needed; usually every two months. They are held in the home of the Parent Information Night Co-
ordinator. The evenings cater for expectant parents, providing them an opportunity to listen and ask questions of parents who have recently 
gone through the multiple birth experience! Importantly, these nights also offer an opportunity for expectant parents to meet others in a 
similar situation. Friendships formed at these meetings often continue after the arrival of the babies. Topics covered include pregnancy, labour, 
pre-term babies, feeding, getting your babies home and post natal depression. It is not necessary to become a member to take advantage 
of this service.

What Can You Expect From The GCMBA?
The GCMBA is a social club and a support group for families. Social events provide an opportunity for families to support and help each other 
with advice and a ‘friendly ear’. The clubs social activities allow children to mix with one another and become aware that other children also 
come in ones, twos and threes etc. This has proved valuable to parents of young pre-school children, who can sometimes be the objects of 
curiosity in their kindy or school. Social events organised by the club, and other services include the following:

Coffee Mornings
WHERE: Nerang PCYC, Cayuga Street, Nerang WHEN: last Friday of the month, 9.30am-11.30am. 
An informal get together for expectant parents, parents of multiples, grandparents, friends and of course other children. Tea and coffee are provided 
and if you can manage it on the day, bring along a plate to share. A donation of $2.50 per family is asked to help cover the cost of the hall hire.

Under 1’s & Pregnant Mums
WHERE: Nerang PCYC, Cayuga Street, Nerang WHEN: 1st & 3rd Wednesday of the month
A donation of $2.50 per family is asked to help cover the cost of the hall hire.

Toddlers
WHERE: Nerang PCYC, Cayuga Street, Nerang WHEN: 2nd & 4th Wednesday of the month
A donation of $2.50 per family is asked to help cover the cost of the hall hire.

Parents Resource Centre
WHERE: Tweed Heads South Public School, Heffron Street, Tweed Heads WHEN: 3rd Thursday of the month

Family picnics and barbecues are held at different venues all over the coast to cater for all families. Usually you bring your own everything and stay as 
long as you wish. Both children and parents appreciate these days out.

Multiples In School Information Evenings
These nights are held annually towards the end of the year. Typical issues discussed include whether to separate multiples or not, are multiples 
mature enough to start school etc

Library
The club has a library which holds books and videos on multiple pregnancy, birth, care and raising of multiples as well as child care in general. The club 
does require that anyone borrowing from the library must be a financial member.

Equipment Lending
The club owns and lends out breastfeeding pillows. Again, you must be a financial member to take advantage of this service.
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Newsletter
“Double Treble News” is the club newsletter and is printed every two months. The newsletter is mailed to all  financial members, and contains personal 
stories, research  articles, minutes of the Committee Meetings and the social calendar. There is also a classified section where goods may be advertised 
for sale free of charge.

Support People
Our support people are volunteer mothers/fathers of the club with experience with multiples. They are simply available to be a listener and advisors to 
anyone who would like to have a chat. Their phone numbers are listed on the inside of the front cover on the newsletter. These wonderful volunteers 
cover a range of issues including breastfeeding, bottle feeding, bereavement, sole parents and postnatal depression. Even if you simply need cheering 
up or just someone to talk to please give one of them a call.

Member Meetings
Whether you want to become involved in the business side of the club, contribute ideas for social activities or have any suggestions for improving the 
club, please come along. These are held in the second Friday of the month at either McDonald’s Nerang or McDonald’s The Pines. To find out where 
and when the next meeting is, consult “Double Treble News”.

For further information please contact

Melinda McFarlane
President
Phone:	 5578 4382
Mobile:	 0433 344 746

Gold Coast Multiple Birth Association Inc.
PO Box 654 Nerang QLD 4211

Michelle Davis
EPN coordinator
Phone:	 55357785
Mobile:	 0412515368
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IVF Treatment: Uninsured Patient Costs 2009
Service Charge Explanatory Note

Registration Fee $175.00 Payable prior to starting first cycle only. Non-refundable, 
non-claimable. Includes psychologist, initial interview with 
Nurses and support group memberships for 1 year to patient 
support groups.

Baseline Scan and Doctors Visit 
(105 & 55733)

$147.00

Management of Cycle (13209) $127.00

IVF Global Fee (13200) $5815.00

Semen Prep (13221I) $66.00

Oocyte Pick up (13212) $515.00

Embryo Transfer (13215) $165.00

$6835.00 $2500.00 Deposit is required on FSH start day 
and the remainder to be paid before egg pickup otherwise 
cycle will be if cancelled.

Microinjection (ICSI) (13251) $845.00 Medicare will refund you either $2378.15 or 
$2630.50 if you are having ICSI.

$7680.00

3rd Party Charges
Theatre Fee $1150.00 Payable to PDPC on the day of egg collection.

Anaesthetist - Approximate Gap $300.00 Billed by Southport Anaesthetic Group prior to Egg Pick Up. 
Please call 5532 3667 for a quotation on item number 13212.

Additional Treatment Options – Non claimable from Medicare
Luveris $143.00 per 75iu/day. 

Payable prior to egg collection

Orgalutran $400.00 Payable prior to egg collection

Only if you are not baseline and need an extra oneLucrin $200.00

Embryo Freezing $300.00 Non-claimable includes 6 months storage

 $150.00 Non-claimable subsequent 6 months storage

Embryo Hatching $350.00 Non-claimable payable prior to Egg Pick Up

Semen Freezing $150.00 Non-claimable subsequent 6 months storage

Pre-Implantation Genetic Diagnosis $1500.00 + probes. Non-claimable

Register with the Medicare Safety Net prior to commencing treatment. 
If the cycle is cancelled you will incur costs of some drugs used.

Note: Prices include GST. Prices subject to change without notice, but are reviewed yearly.
Queensland Fertility Group Gold Coast Pty Ltd ABN 32 093 970 024
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IVF Treatment: Insured Patient Costs 2009
Service Charge Explanatory Note

Registration Fee $175.00 Payable prior to starting first cycle only. Non-refundable, 
non-claimable. Includes psychologist, initial interview with 
Nurses and support group memberships for 1 year to patient 
support groups.

Baseline Scan and Doctors Visit 
(105 & 55733)

$147.00

Management of Cycle (13209) $127.00

IVF Global Fee (13200) $5815.00

Semen Prep (13221I) $66.00 Small amount claimable from Health Fund

Oocyte Pick up (13212) $515.00 Small amount claimable from Health Fund

Embryo Transfer (13215) $165.00

$6835.00 $2500.00 Deposit is required on FSH start day 
and the remainder to be paid before egg pickup otherwise 
cycle will be if cancelled.

Microinjection (ICSI) (13251) $845.00 Medicare will refund you either $2378.15 or 
$2630.50 if you are having ICSI.

$7680.00

3rd Party Charges
Anaesthetist - Approximate Gap $300.00 Billed by Southport Anaesthetic Group prior to Egg Pick up. 

Please call 5532 3667 for a quotation on item number 13212.

Additional Treatment Options – Non claimable from Medicare
Luveris $143.00 per 75iu/day. 

Payable prior to egg collection

Orgalutran $400.00 Payable prior to egg collection

Only if you are not baseline and need an extra oneLucrin $200.00

Embryo Freezing $300.00 Non-claimable includes 6 months storage

 $150.00 Non-claimable subsequent 6 months storage

Embryo Hatching $350.00 Non-claimable payable prior to Egg Pick Up

Semen Freezing $150.00 Non-claimable subsequent 6 months storage

Pre-Implantation Genetic Diagnosis $1500.00 + probes. Non-claimable

Funds regularly change criteria for eligibility. Prior to treatment, patients with Private Health insurance should check their level of cover 
with their own Health Fund, quoting Item Number 13212 – Oocyte Retrieval. Register with the Medicare Safety Net prior to commencing 
treatment.
If the cycle is cancelled you will incur costs of some drugs used.

Note: Prices include GST. Prices subject to change without notice, but are reviewed yearly.
Queensland Fertility Group Gold Coast Pty Ltd ABN 32 093 970 024
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IVF Treatment: Non Medicare Patient Costs 2009
Service Charge Explanatory Note

Registration Fee $175.00 Paid once only prior to 1st attempt

Lucrin $200.00 At time of purchase - non-refundable.

Orgalutran $600.00

Pessaries $120.00

Crinone Gel) $180.00

FSH $2500.00 Deposit on Drugs (variable charge depending on dose)

IVF Global Fee $5815.00

Baseline Scan and Doctors Visit $147.00

Management of Cycle $127.00

Oocyte Pick Up $515.00

Embryo Transfer $165.00

$9800.00 (Approximate depending on drug dosage) 
The total cost must be paid prior to  
Egg Collection.

3rd Party Charges
Anaesthetist $600.00 Billed by Southport Anaesthetic Group prior to Egg Pick up. 

Please call 5532 3667 for a quotation on item number 13212.

Operating Theatre $1150.00 Payable prior to Egg Pick Up in Pindara Day Procedure Centre..

Treatment Options (if required, add to the total above)
Microinjection $845.00

Embryo Freezing $300.00

 $150.00 Subsequent storage 6 months.

Embryo Hatching $350.00

Semen Freezing $150.00

$100.00 Subsequent storage 6 months.

Pre-Implantation Genetic Diagnosis $1500.00 + probes. Minimum cost.

Egg Freeze $800.00 Includes 6 months storage.

Pre-Implantation Genetic Diagnosis $150.00 Subsequent storage every 6 months.

Note: Prices include GST. Prices subject to change without notice, but are reviewed yearly.
Queensland Fertility Group Gold Coast Pty Ltd ABN 32 093 970 024
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IVF Treatment with Australian Donor Sperm: Insured Patient Costs 2009
Service Charge Explanatory Note

Registration Fee $450.00 Payable prior to starting first cycle only. Non-refundable, 
non-claimable. Includes psychologist, initial interview with 
Nurses and support group memberships for 1 year to patient 
support groups.

IVF Global Fee (13200) $5815.00

Baseline Scan and Doctors Visit 
(105 & 55733)

$147.00

Management of Cycle (13209) $127.00

Oocyte Pick Up (13212) $515.00 Small amount claimable from Health Fund. 

Semen Prep (13221I) $66.00 Small amount claimable from Health Fund

Embryo Transfer (13215) $165.00

Microinjection (ICSI) (13251) $380.00

Donor Sperm $150.00

$7365.00 $2500.00 Deposit is required on fsh start day 
and the remainder to be paid before egg pickup otherwise 
cycle will be if cancelled.

Medicare will refund you $2630.50. 
If the cycle is cancelled you will incur costs of drugs used.

3rd Party Charges
Anaesthetist - Approximate Gap $300.00 Billed by Southport Anaesthetic Group prior to Egg Pick up. 

Please call 5532 3667 for a quotation on item number 13212.

Treatment Options (if required, add to the total above)
Luveris $143.00 per 75iu/day. 

Payable prior to egg collection

Orgalutran $400.00 Payable prior to egg collection

Only if you are not baseline and need an extra oneLucrin $200.00

Embryo Freezing $300.00 Non-claimable, includes 6 months storage.

 $150.00 Non-claimable, subsequent 6 months storage.

Embryo Hatching $350.00 Non-claimable, payable prior to Egg Pick Up

Semen Freezing $150.00 Non-claimable, subsequent 6 months storage.

Pre-Implantation Genetic Diagnosis $1500.00 + probes. Non-claimable..

Funds regularly change criteria for eligibility. Prior to treatment, patients with Private Health insurance should check their level of cover 
with their own Health Fund, quoting Item Number 13212 – Oocyte Retrieval. Register with the Medicare Safety Net prior to commencing 
treatment.

Note: Prices include GST. Prices subject to change without notice, but are reviewed yearly.
Queensland Fertility Group Gold Coast Pty Ltd ABN 32 093 970 024
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IVF Treatment with American Donor Sperm: Insured Patient Costs 2009
Service Charge Explanatory Note

Registration Fee $450.00 Payable prior to starting first cycle only. Non-refundable, 
non-claimable. Includes psychologist, initial interview with 
Nurses and support group memberships for 1 year to patient 
support groups.

American Donor Sperm $950.00 per straw (approx). Payable to Brisbane QFG.

IVF Global Fee (13200) $5815.00 Deposit on Drugs (variable charge depending on dose)

Baseline Scan and Doctors Visit 
(105 & 55733)

$147.00

Management of Cycle (13209) $127.00

Oocyte Pick Up (13212) $515.00 Small amount claimable from Health Fund. 

Semen Prep (13221I) $66.00 Small amount claimable from Health Fund

Embryo Transfer (13215) $165.00

$6835.00 $2500.00 Deposit is required on fsh start day 
and the remainder to be paid before egg pickup otherwise 
cycle will be if cancelled.

Medicare will refund you $2378.15. 
If the cycle is cancelled you will incur costs of drugs used.

3rd Party Charges
Anaesthetist - Approximate Gap $300.00 Billed by Southport Anaesthetic Group prior to Egg Pick up. 

Please call 5532 3667 for a quotation on item number 13212.

Treatment Options (if required, add to the total above)
Luveris $143.00 per 75iu/day. 

Payable prior to egg collection.

Orgalutran $400.00 Payable prior to egg collection.

Only if you are not baseline and need an extra one.Lucrin $200.00

Microinjection (ICSI) 
(13251)

$845.00 *This treatment option is claimable from medicare (rebate is 

$337.75).

Embryo Freezing $300.00 Non-claimable, inludes 6 months storage.

 $150.00 Non-claimable, subsequent 6 months storage.

Embryo Hatching $350.00 Non-claimable, payable prior to Egg Pick Up

Semen Freezing $150.00 Non-claimable, subsequent 6 months storage.

Pre-Implantation Genetic Diagnosis $1500.00 + probes. Non-claimable..

Funds regularly change criteria for eligibility. Prior to treatment, patients with Private Health insurance should check their level of cover 
with their own Health Fund, quoting Item Number 13212 – Oocyte Retrieval. Register with the Medicare Safety Net prior to commencing 
treatment.

Note: Prices include GST. Prices subject to change without notice, but are reviewed yearly.
Queensland Fertility Group Gold Coast Pty Ltd ABN 32 093 970 024
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IVF Treatment Using Donor Sperm: Non Medicare Patient Costs 2009
Service Charge Explanatory Note

Registration Fee $450.00 Payable prior to starting first cycle only. Non-refundable. 
Includes psychologist, initial interview with Nurses and 
support group memberships for 1 year to patient support 
groups.

Orgalutran OR $600.00 Payable at time of purchase. Non-refundable.

Lucrin $200.00

Pessaries $120.00

Crinone Gel $180.00

FSH $2500.00 Deposit on Drugs (variable charge depending on dose)

IVF Global Fee $5815.00

Baseline Scan and Dr’s Visit $147.00

Management of Cycle $127.00

Oocyte Pick Up $515.00 Small amount claimable from Health Fund. 

Embryo Transfer $165.00

Australian Sperm & ICSI $550.00

American Sperm $950.00 per straw (approx). Payable to Brisbane QFG.

The total cost must be paid prior to egg collection.

3rd Party Charges
Anaesthetist $600.00 Billed by Southport Anaesthetic Group prior to Egg Pick up. 

Please call 5532 3667 for a quotation on item number 13212.

Operating Theatre $1150.00 Payable prior to Egg Pick Up in Pindara Day Procedure Centre.

Treatment Options (if required, add to the total above)
Microinjection (ICSI) $845.00

Embryo Freezing $300.00

 $150.00 Subsequent 6 months storage.

Embryo Hatching $350.00

Semen Freezing $150.00

$100.00 Subsequent 6 months storage.

Pre-Implantation Genetic Diagnosis $1500.00 + probes. 

Note: Prices include GST. Prices subject to change without notice, but are reviewed yearly.
Queensland Fertility Group Gold Coast Pty Ltd ABN 32 093 970 024
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Intrauterine Insemination IUI Costs
Service Charge Explanatory Note

Registration Fee $175.00 Paid prior to starting first cycle only. 
Non-refundable, non-claimable. 

Doctors Fee & Management of Cycle (13209) $127.00

Global Fee Insemination Cycle (13203) $762.00

Semen Preparation (13221) $66.00

$955.00 Payable on or before day of insemination 
otherwise cycle will be if cancelled.

Medicare will refund you $501.90. 
If the cycle is cancelled you will incur costs of drugs used.

Note: Prices subject to change without notice, but are reviewed yearly.

IUI With Donor Sperm Costs
Service Charge Explanatory Note

Registration Fee $450.00 Paid prior to starting first cycle only. 
Non-refundable, non-claimable. 

American Donor Sperm $950.00 per straw (approx). Payable to Brisbane QFG.

Australian Donor Sperm $150.00

Doctors Fee & Management of Cycle (13209) $127.00

Global Fee Insemination Cycle (13203) $762.00

Semen Preparation (13221) $66.00

$955.00 Payable on or before day of insemination 
otherwise cycle will be if cancelled.

Medicare may refund you up to $501.90 
depending on your medical diagnosis. Discuss 
this with your doctor. 
If the cycle is cancelled you will incur costs of drugs used. 

Due to the scarcity of sperm donors, Fertility Gold Coast cannot 
guarantee availability of donor sperm, and finding your own donor 
is recommended.

Note: Prices include GST. Prices subject to change without notice, but are reviewed yearly.
Queensland Fertility Group Gold Coast Pty Ltd ABN 32 093 970 024
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Frozen Embryo Transfer Cycle Costs
Service Charge Explanatory Note

Management (13209) $127.00

Frozen Cycle (13218) $1988.00

$2115.00 Payable on or before day of embryo thawing 
otherwise cycle will be if cancelled.

Medicare will refund you $790.60. 
There will be a reduced fee incurred if you have a 
cancelled cycle or your embryo does not thaw.

Note: Prices subject to change without notice, but are reviewed yearly.

Testicular Sperm Retrieval Costs
Service Charge Explanatory Note

Scientist in attendance $275.00 Non-claimable.

Freezing of retrieved sperm 
(if sperm is not good enough to freeze)

$150.00 Non-claimable.

Surgeon Fee $910.00 Medicare will refund you $495.00. 
A small amount is claimable from your private health 
fund.

$1335.00 Payable on or before day of retrieval. 

3rd Party Charges (that will be incurred if the procedure is done in theatre)

Anaesthetist - Approximate Gap $400.00 Billed by Southport Anaesthetic Group prior to Egg Pick up. 
Please call 5532 3667 for a quotation on item number 13212.

Operating Theatre (for uninsured patients) $1150.00 Payable to Pindara Day Procedure Centre on morning of 
procedure.

Note: Prices include GST. Prices subject to change without notice, but are reviewed yearly.
Queensland Fertility Group Gold Coast Pty Ltd ABN 32 093 970 024



http://www.fertility.com/australia
http://www.icsi.ws
http://www.qldfertilitygroup.com.au
http://www.fertilitygc.com.au
http://www.acces.org.au
http://www.ivfanswers.com.au
http://www.dcsg.com
http://www.smcaustralia.org
http://5535 8054
http://www.ateamclinic.com.au
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