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“WHAT AM I RUNNING AFTER SO SHORT OF BREATH?” 
THE PSYCHOSOCIAL CHARACTERISTICS AND 

THERAPEUTIC POSSIBILITIES OF AGE-RELATED INFERTILITY

1. INTRODUCTION

The focus of the present study is on a specific subset of fertility problems, age-related
infertility, which has become a public health problem worldwide and therefore psycho-
social aspects it involves should be seriously considered from a health psychology
perspective (Macaluso et al., 2010; Somigliana et al., 2016). While at the attitudinal
level couples rank the importance of having children high on their list of priorities, the
realization often does not occur until around the age of 30 (Kapitány & Spéder, 2018).
At the same time, the prevalence of fertility problems increases with age (Committee
Opinion [CO], 2014; Harper et al., 2017), reaching almost 50% among women over
35 expecting their first child (Borsos & Urbancsek, 2007). In such cases, however, we
are not talking about organ or hormonal “dysfunctions”, but simply about the natural
ageing process of reproductive organs and hormonal function (Harper et al., 2017;
Somigliana et al., 2016). As a consequence, more and more women are facing fertility
problems and need to seek assisted reproductive treatments past the age of 30.

Age-related infertility can be caused by a number of socio-cultural and psychological
factors. These include a lack of knowledge about reproductive health, which makes it
difficult to make timely and informed decisions about having children. This means
that women and men of reproductive age are often unaware of the basic concepts of
fertility and infertility, the nature of biological phenomena, and therefore it is an im-
portant task for professionals to raise fertility awareness among those concerned
(Bunting & Boivin, 2008; Pápay, 2013; Pápay & Gellért, 2015).

Although assisted reproductive treatment often raises hope, it is accompanied by a
number of psychological challenges: it is characterized by a constant experience of fail-
ure and loss, it can induce chronic stress, it violates the intimacy and sexuality of cou-
ples, and it places the couple living an otherwise healthy and active life in a “patient”
status (Pápay, 2013; Szigeti et al., 2015). The clinic itself is often a source of stress due
to poor communication and non-person-centered care (Boivin, 2009). Therefore, cou-
ples need effective infertility-specific coping strategies. The cognitive restructuring of
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the situation (e.g. finding alternative life goals) or emotional approach strategies (e.g.
peer support or strong relationship cohesion) (Schmidt et al., 2005; Terry & Hynes,
1998) both count as adaptive coping.

Cognitive representations also strongly determine coping styles, as well as attitudes
and emotional responses to treatment (Leventhal et al., 1984; Pápay & Gellért, 2015).
Infertility can appear as an “enemy” to be defeated, in which case the emotional re-
sponse is angry opposition; as a loss, which can trigger grief reactions and be associated
with a depressive mood; as a punishment, which can imply feelings of fear, of self-
abandonment; as shame, which can reinforce feelings of stigmatization in the person
(Benyamini et al., 2004).

In addition, it is worth drawing attention to the crucial role of representations of
motherhood/parenthood, as mapping these can help predict later reproductive behav-
ior, which can also help us better understand age-related infertility. Several important
factors may play a role in the development of attitudes towards parenthood, such as
early socialization (family patterns) or culturally shaped beliefs (Pápay et al., 2014;
Vajda & Kósa, 2005).

Finally, I would like to briefly highlight the therapeutic methods that have been
shown to be particularly effective in reducing infertility-specific distress based on re-
search findings (Boivin, 2003; Pápay, 2015).
a. Relaxation techniques: having productivity problems, it is necessary to practice

relaxation techniques to help in a variety of distress situations. Examples include
breath monitoring, progressive relaxation, or autogenic training, which can also
improve self-knowledge (Domar, 2002; Linden, 1994; Pápay, 2015).

b. Guided imagination. It is beneficial to integrate relaxation techniques with image-
ry work. Birman and Witztum (2000) found that guided imagination helps the
process of becoming pregnant by processing negative emotions and blockages re-
lated to motherhood through imagery techniques.

c. Reframing maladaptive thoughts: the infertility life situation can invoke a number
of maladaptive thought patterns that lead to distress. Reframing can help reduce
infertility-specific distress and increase psychological well-being (Domar, 2002).

d. Schema Therapy: Schemas can be used to understand and systematize persistent
life problems, so maladaptive patterns associated with infertility can also be re-
vealed (Young et al., 2003). Through schema therapy, couples can practice self-
reparenting and self-care, and can experience the self-power of the healthy adult
part of themselves.

In conclusion, in the case of age-related infertility, mental balance can be most effec-
tively addressed within the holistic, bio-psycho-socio-spiritual framework of health
psychology. A complex therapeutic toolkit can also help to maintain long-term mental
health, even for those who have to give up on childbearing definitively.
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2. CASE STUDY: FOCAL POINTS IN THE THERAPEUTIC WORK OF A WOMAN OVER 40
WITH FERTILITY PROBLEMS

The case presented here is fictive, i.e. it is composed of characteristics observed in sev-
eral patient cases in order to get an overall picture of the main psychosocial concomi-
tants of the age-related infertility problem in practice. Therefore, the common feature
of the sources serving as the basis of the fictive case was that no inherent organ dys-
function underlying the fertility problem has been diagnosed and only the age (over
40 years, considered high for fertility) posed a risk factor in becoming pregnant.  

Anna is a 42-year-old woman with fertility problems, who sought help for her anx-
iety problems, chronic fatigue and extreme mood swings. She and her partner decided
to start consciously to have children six years ago, when she had already passed the age
of 35. After a year and a half of unsuccessful attempts through natural means, they
started assisted reproductive procedures; in the last five years, Anna has had six failed
IUI (Intrauterine Insemination) treatments and five failed IVF (In Vitro Fertilization)
treatments. They have also changed institutions twice over the years, because they felt
they were not always getting personal attention. The series of losses took a heavy emo-
tional toll on Anna, but she did not have the time or the means to grieve these losses
properly. During the tests, no organ-related or hormonal abnormalities were found in
either of them, and the infertility specialist simply pointed to Anna's age as a possible
cause of her difficulty in conceiving. When I asked why they had waited so long to
have children, Anna mentioned three factors:
a. “The time for it has just come”. Anna and her partner married early and spent

their time building their careers. Anna works in an executive post in a multina-
tional company, and it took her some time to position herself properly in her pro-
fession. The years that followed were spent building up her existential security (se-
curing her finances and building a house). Anna says that this was very important
for them in terms of having children, but now she feels that they should have re-
versed the order, as she does not enjoy her job or the nice house without children.

b. “We didn't think age would matter so much, that we would have to try so hard”.
Anna and her partner are both have university degrees, which means they have a
high socio-economic status. Surprisingly, they were not aware of the basic charac-
teristics of reproductive function and the role of age in determining it. Research
has also confirmed that couples tend to underestimate the risk factors related to
their reproductive health (Pápay, 2013; Pápay & Gellért, 2015; Pedro et al.,
2018). Anna's case confirmed that fertility awareness does not necessarily go hand
in hand with the intention to have children, and even among highly educated cou-
ples, psychoeducation and timely information is needed to help couples make an
informed decision.
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c. “We are believers, so for a long time we left it up to God to decide when the child
would come to us.” Several studies have confirmed that in infertility, faith (regard-
less of denomination) can be associated with better coping and thus lower distress,
as spiritual beliefs can help to cope with difficult life situations through meaning-
making processes (e.g. Folkman, 1997; Schmidt et al., 2005). However, as we see
in Anna's case, it can also become a hindrance in case it evokes the expectation of
a miracle. The emotionally avoidant coping strategy (things will work out, I
accept it) of persons with external locus of control can be associated with in-
decision and passivity (Rotter, 1990). On the other hand, it is worth considering
that infertility is a low-control stress situation. As a consequence, we often find
that people with internal locus of control (I'll deal with it) often experience in-
tense distress due to their excessive need for control, as they cannot solve this situ-
ation by problem-solving strategies alone (Terry & Hynes, 1998). It is, therefore,
necessary to hand over and release control to some degree, as there is no problem-
solving method that can guarantee the arrival of the child. It is therefore worth
optimizing the external and internal locus of control, identifying the activities that
can be kept under control (e.g. appropriate health behavior, elimination of risk
factors, decision-making about interventions, identifying alternative life goals,
deciding on the final timing of treatments,) and letting go of control for the rest
of the process (this is where beliefs can play a significant role).

2.1. PSYCHOSOCIAL EXPERIENCE OF INFERTILITY
I am going to consider Anna's infertility-specific psychic state in a holistic approach,
in three dimensions: intrapsychic, relational and interpersonal.

2.1.1. 
Intrapsychic: Anna was characterized by a narrow focus (I can't think about anything
else, I only think about this), a persistently high level of distress (irritability, anxiety
reactions) and a dominance of negative emotions (anger, sadness, feelings of hopeless-
ness). The experience of infertility was most reminiscent of an emotional roller coaster,
with emotional responses matching the rhythm of the menstrual cycle: initially positive
emotions such as hope and optimism, and later, at the onset of menstruation, negative
feelings of disappointment and failure. There were also feelings of self-blame and guilt
(this is some kind of punishment, I must deserve it, I wouldn't be a good mother).
Chronic infertility was associated with life cycle blockage and stagnation, as Anna was
unable to take on the parenting role she wanted and therefore experienced an identity
crisis. She could not fulfill her potential in caring for others or in productivity, she expe-
rienced that she was worthless, both in terms of her femininity and in her more general
human quality (If I can't be a mother, I'm not worth anything, I'm not a real woman).
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2.1.2. 
In terms of their relationship, Anna said that the crisis has strengthened the bond with
her husband. Although, there were low points, she and her partner never lost trust in
each other. For them, infertility is a shared burden, they are both equally affected by
it, so during the test tube baby treatments her husband always stood by her side and
helped her in whatever way he could (e.g. by administering the hormone-stimulating
injections). The main problem was their different coping strategies, i.e. while Anna was
very emotionally involved and needed regular emotional sharing, her husband pre-
ferred to help her and engage in activities that were positive and recharging. These two
needs were often in conflict. Anna also feared that if they remained childless, the rela-
tionship would become empty, and they would lose their common purpose. So, she
saw childlessness as a destructive threat to their relationship in the long run.

2.1.3. 
Most of the problems arose on the social level, as Anna felt stigmatized because of her
infertility. She believed that childless couples were detested by their social environment
and therefore thought of herself as a sinner, being rejected, who could not fulfill the
role of a woman as expected by society. As a consequence, her basic communication
strategy was secrecy. At work and among her friends, no one knew about her desire or
attempts to have children. Even her close family did not know about the assisted repro-
ductive treatments, and she only told her mother about the inseminations, but not
about the test tube baby procedures. This confinement deprived her of social support
and made her completely isolated. Her feelings of shame could not diminish because
she did not receive external validation and acceptance from her loved ones. She
thought of motherhood as an external expectation (extrinsic motivation), believing that
if she did not have children, she would be considered worthless in the eyes of others,
also by herself. This self-imposed pressure led to more anxiety and frustration. In
addition, people around her, not knowing Anna's situation, would often make com-
ments and ask the wrong questions, against which Anna was defenseless or became
angry, which she was unable, or afraid to express. She forced herself into role-playing,
which prevented her from being her true self.

2.2. THERAPEUTIC GOALS AND METHODS

Our therapeutic objective was primarily to reduce Anna's infertility-specific distress.
It was also important to reframe her dysfunctional thoughts and to process her previ-
ous failed pregnancies and losses. In addition, I facilitated the formulation of alterna-
tive life goals of having children. We signed a contract for ten sessions, focused on
problems related to infertility. In terms of methodological choices, we worked mainly
with relaxation and imagination, cognitive behavioral and schema therapy techniques,
in addition to supportive conversations.
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3. KEY STAGES OF THE THERAPEUTIC PROCESS

3.1. AUTOGENIC TRAINING AND RELAXATION
In order to reduce the level of distress, we started to learn autogenic training exercises,
which help the relaxation response of the body, furthermore have a self-knowledge de-
velopment effect thanks to writing a journal regularly (Schultz, 1932). As a result of
the training, Anna became increasingly able to recognize her own emotional states and
dysfunctional thoughts. She realized that her body was constantly in a state of tension,
as if she had to keep herself in a constant state of readiness. Through the use of pro-
gressive relaxation techniques, she was able to experience a sense of loosening up and
taking control over her body. By the end of our work together, she was able to incor-
porate autogenic training into her daily routine, which will serve as a resource for her
in the future.

3.2. GUIDED IMAGINATION
I used guided imagery to increase her self-efficacy, as it was important for Anna not
only to receive reinforcement verbally but via other ways too. The imagery served to
recharge her and to restore her sense of inner stability. The images chosen included the
image of a safe place, the healing spring that strengthens the regenerative processes of
the body, the ‘my private garden’ image that promotes growth, unfolding and self-care,
or an imagination of the much anticipated guest that frames the helpless waiting of in-
fertility in a positive way.

The safe place was a comfortable armchair, in which she rested, enrolled in a soft
blanket. The tactile stimuli, the warmth, the calm, quiet environment, recharged and
enhanced her sense of security. She experienced that she is able to relax and calm
down. After the imagination, she expressed that such moments of relaxation were com-
pletely missing in her life, but she really needed them. In order to put this into prac-
tice, she had to choose an activity that gave her a sense of pleasure, and which was in-
dependent of the question of having children. She chose yoga and incorporated regular
online yoga classes into her daily schedule, and thus also began to develop a more
positive health behavior.

The healing spring was clear spring water with a pleasant consistency that came from
a rocky gorge. Anna washed her hands, face, and whole body in it, feeling how it ener-
gized and recharged her body. She drank from it and experienced her internal organs
being healed and refreshed. She concentrated particularly on her pelvic organs, ovaries,
and uterus, as the feminine parts of her body image have been under a lot of strain due
to her recent failed fertility treatments.

The image of my private garden was set up as an analogue experience of inner ma-
ternal impulses and caring. Anna's garden was a harmonious area, isolated from the
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outside world, with trees, bushes, and flowers. In the imagination, she watered the
plants, protected them from bugs and then watched them grow in the sun from a
rocking chair. Following the imagination she reported feelings of inner peace and self-
efficacy. She decided to plant five different trees in her own garden, commemorating
her unsuccessful test tube treatments. It was the first time she had given space to her
feelings of loss. Although she had previously thought the best strategy was to forget,
she now sees things differently and wants to remember them.

The aim of the much anticipated guest imagination was to reduce Anna's frustration
about anticipation. Anna told us that regarding infertility it is very difficult for her that
she has to be waiting all the time. It is a transitional state in which the plan to become
a family gets stuck. In Anna's case, this stagnation has taken many forms: for example,
the room that was originally intended to be the child’s room has become a storage
room for accumulated excess belongings, or they have not planned a trip abroad or a
holiday for years not wanting to spoil the possibility of getting an appointment at the
fertility center at the same time. In the imagination, the apartment had to be decorated
for an expected guest in order to make the guest feel as comfortable as possible when
they arrived. Anna decorated everything beautifully, cooked, made presents and then
took care of herself, relaxing and listening to music. After setting up the picture, she
said it was especially important for her to experience that waiting can be positive; it can
be a time to recharge and regenerate. It's important to take care of yourself because it
does matter what physical and psychological condition you will be in when you do get
pregnant and have your baby. The imagination has led her and her partner to tidy up
the room and put an end to its temporary nature. They have created a relaxing space
where they can recharge by listening to music, or it can be used for meditation exer-
cises or playing games.

3.3. SCHEMA THERAPY TECHNIQUES
In order to overcome Anna's feeling of worthlessness, I used schema therapy. Her
dominant schemas were identified, and besides defectiveness, unrelenting standards
and approval seeking schemas proved to be dominant. The latter was primarily respon-
sible for the anxiety mobilized by the idea of childlessness. It turned out that, instead
of developing a realistic self-image and self-care, conformity to others (compliant sur-
renderer schema mode), suppression of one's own needs and self-blame (critical parent
schema mode) became the most important maladaptive coping strategies. Through
empathic confrontation, we came to the realization with Anna that she needed to learn
to be more forgiving of herself. We defined that first she has to learn to take care of her
own inner child in order to be a good parent later on, so that she can take good care
of others. Through schema-imagination, we explored the emotional needs of her vul-
nerable child part, and then through chair work (in which we visualize different sche-
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ma modes and ego states by placing them on chairs, exploring their interconnectedness
and communicating with them) we managed to strengthen the healthy adult part,
reducing the influence of the critical parent part.

3.4. COGNITIVE REFRAMING
Anna had a number of maladaptive thoughts about infertility that needed to be
reframed. We identified Anna's key phrases (“Without a child, I am worthless”, “If I
don't succeed with the last test tube, my marriage is over”, “Childless couples are de-
tested”) and then tried to reinterpret them in an adaptive way.

“Without a child, I am worthless”: as we have seen, Anna had always linked her own
value to meeting external expectations (as she had done with motherhood). In the
course of our discussions, she realized that she did not have to satisfy others, but she
had to be prepared to accept herself, even if she ended up childless. Approaching it
from a more realistic self-image, she was able to appreciate the positive qualities she
already possessed, independent of motherhood (e.g. her conscientiousness, persever-
ance, reliability). In the end, she came to the conclusion that a child is of great value
in life, something she still longs for, but she could use these positive and lovable quali-
ties in other ways too.

“If I don't succeed with the last test tube, my marriage is over”: the relationship
aspects were discussed in a session that Anna and her partner attended together. It
turned out that the husband is much less radical than Anna when it comes to having
children. His wife's mental and physical health is very important to him, and he can
only imagine having children, if their physical and mental health is maintained. He is
a cheerful man, and thanks to him, they have many hobbies in common: hiking, sail-
ing, dogs, and all of this can bring them joy even in a childless life. I also drew their
attention to the fact that their relationship was strong even before they wanted chil-
dren, and they planned and progressed through life together. I am sure this will be no
different in the future. It is also important that they mutually accept each other's cop-
ing strategies. It is understandable that the husband cannot always focus on the emo-
tions of infertility, it is also important for him to be able to step back and recharge, be-
cause he feels that this is how he can “hold the relationship together emotionally”.
However, this should not mean ignoring Anna's emotional needs. They have agreed
to set aside regular times when they will focus specifically on feelings about infertility,
which he will not trivialize, and also times when they will try to enjoy some kind of
activity together, regardless of the issue of having a child.

“Childless couples are detested”: the fear of peer judgement was very strong in Anna.
A sense of guilt and shame about infertility is often still present in the public mindset,
which may be reinforced by unsolicited, unsupportive interaction with the environ-
ment (e.g. trivialization, avoidance, scapegoating, Mindes et al., 2003). Since Anna's
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social space was restricted, and she had a secretive communication strategy about her
fertility problem, she had no chance to get the validation she needed from her environ-
ment. To do this, she had to open up and fundamentally change the way she commu-
nicated with family and friends. According to her, her mother has been very under-
standing in all the difficult situations she has faced in her life, so we got her to talk to
her about their current situation. A more emotionally open and intimate communica-
tion has helped Anna to overcome her anxiety in social relationships.

As a result of our discussions, she also changed her communication strategy at work
and shared her infertility with a childless colleague. It turned out that her colleague
had a similar problem but was experiencing an earlier stage: she was just considering
to take part in assisted reproductive treatment. The two women became closer during
their conversations (“we shared our fate”). In addition, Anna was able to share her
experiences and see that she herself can help others. As a result, she started to feel
competent and useful again, and her self-esteem and self-confidence increased.

3.5. ALTERNATIVE LIFE GOALS
The discussion on alternative life goals was primarily aimed at relieving Anna's infer-
tility-specific anxiety, as the success rate of test tube baby treatments decreases radically
after 40 years of age, so it is important in all cases to have an alternative choice to hav-
ing treatment. I reassured her that thinking about other things does not mean giving
up the hopes of bearing a child, it may simply result in less anxiety during treatment
if she has a viable Plan B up her sleeve. In fact, narrow, all-or-nothing thinking in-
creases distress, high levels of which can even have a negative impact on the process of
getting pregnant, so it is beneficial to reduce infertility-specific distress, not only for
psychological well-being, but also for the chances of getting pregnant. So far, the ob-
stacle to thinking about possible life paths and activities was that Anna had very strong
expectations of herself in terms of motherhood (I can only be valuable if I become a
mother), so that no other alternatives were acceptable to her. As cognitive therapy tools
helped her reduce these expectations, she was able to look more closely at her real feel-
ings about having children. I think that formulating her thoughts on this was one of
the most important moments in the therapeutic process, as her mature, adult self was
expressed in a responsible, yet self-accepting way through these sentences: What actu-
ally am I running after, so short of breath? Maybe it's no coincidence that I started
thinking about this so late? When I think about it, there were a lot of other things in
my life that were important that I prioritized over having children... Maybe I need to
take responsibility for these past decisions and, without blaming myself, admit I what
had happened. This train has left the station forever, rather than continuing to run
after it like crazy until I am completely out of breath, destroying my body, my soul,
my partner, our life together. In the last few years, I have hardly had a happy moment
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in my life, which makes me think... It would be painful to let go, to mourn, because
of course I am still longing for a child, but at the same time, it is possible that I have
a better chance of being happy in another way, because the way I am living now, I am
very much unhappy.

As an alternative life goal, Anna first mentioned her career. She said that her career
had been stagnating for years because she had never dared to take a higher position,
fearing that she would get pregnant at the same time. This stagnation has meant that
she had not been enjoying her job for a long time, even though she had liked it origi-
nally. Now she was in a situation, where she had been offered a position in
international relations, which would have involved a lot of travelling. She finally
decided to accept the challenge. Anna was much more enthusiastic and motivated as
a result, and later reported that she had less time and less desire to think about her
infertility problem.

The other aim is taking care of animals. Anna said that she would love to work more
intensively with dogs and training them if she had more time. But so far treatments
have taken up all her free time. Finally, she decided that if the next test tube baby treat-
ment didn't work out, she would start a course about dog training.

4. COMPLETING THE THERAPY

By the end of the 10 sessions, Anna's anxiety had decreased significantly. Her relation
with her husband strengthened, and she began to trust her husband more and trust
that they could have a happy life even without a child. She started to change her secre-
tive communication strategy, sharing her problems with those close to her, and re-
ceived more and more reassurance. Her tensions at work also reduced as she got a
confidante there and began to enjoy her job again. She was able to reframe her dys-
functional thoughts about infertility. Her self-esteem increased and her attitude to-
wards parenthood became more intrinsically motivated rather than conforming to ex-
ternal expectations.

5. DISCUSSION

As we have seen, age-related infertility is becoming increasingly common among fertil-
ity problems, and it is therefore necessary to better understand its psychosocial aspects
and to develop and implement effective interventions to help those affected (Somi-
gliana et al., 2016). Overall, what aspects should be considered when designing them?
What are the future challenges in this area?

In this study, I have presented a number of infertility-specific psychological pheno-
mena that outline the scope of this work. The tasks that have emerged can be divided
into two broad groups: (1) one aimed at reducing infertility-specific distress, (2) the
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other at shaping meaning and helping to find a new identity. The two sets of tasks
certainly overlap, as the cognitive restructuring of infertility identity reduces distress
and leads to a more positive psychological state (Folkman, 1997; Schmidt et al., 2005).
What they differ in is rather the focus of therapy: in the first case, a new state of equi-
librium is sought within the infertility life situation, while in the second case, the issue
of infertility is placed in a broader context, and in addition, letting go and the formu-
lation and acceptance of alternative life goals are supported. In the following summary,
I will briefly show how it is possible to thematize these two tasks. Finally, I will also
provide an insight into the preventive tasks related to age-related infertility.

5.1. TASKS TO REDUCE INFERTILITY-SPECIFIC DISTRESS
As we have seen, age-related infertility can have a wide range of emotional responses,
so it is important to provide space for a diversity of emotions and ensure acceptance.
Many of the negative emotional responses are also taboo in the social environment, e.g.
feeling angry or jealous about someone else's motherhood is generally forbidden. If
these emotions are made acceptable in the therapeutic space, it can significantly reduce
the distress experienced by those affected.

Achieving psychological balance is essential not only within the individual, but also
in her relationship and in the social space. In age-related infertility, strengthening rela-
tionship cohesion is particularly important, as the experience of belonging can provide
an emotional base for processing many experiences of failure and loss (Schmidt et al.,
2005b). The sustaining power of close family and friends is equally important. This re-
quires the development of appropriate communication strategies. Secretive communica-
tion can lead to isolation and increased distress, overly open and permeable communi-
cation can lead to a loss of intimacy and increased vulnerability (Schmidt et al., 2005).

Another important social scene is the medical environment, the place of assisted re-
productive treatment. Research has shown that client-centered care in clinics can re-
duce infertility-related distress. From a health psychology perspective, effective training
of the medical environment in the practice of supportive communication is of para-
mount importance. It has been proven that age-based infertility requires a more accept-
ing, less directive, partnership-like attitude on the part of medical staff (Palmer-
Wackerly et al., 2019).

In order to reduce distress, it is crucial to develop appropriate coping strategies: to
increase the frequency of emotion-expressing and meaning-seeking coping styles aimed
at reassessing the situation, while decreasing avoidance and the expectation of miracles
(Pápay et al., 2013; Schmidt et al., 2005; Terry & Hynes, 1998). Working with cou-
ples, it is worthwhile to bring the coping strategies of the partners closer together: to
teach couples how to accept when they are not coping with fertility problems in the
same way. Overall, it is essential to increase flexibility and resilience, as a narrowed
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emotional focus, all-or-nothing thinking, and the emotional burden of “last chance”
is largely responsible for negative emotional responses.

It is also important for couples to learn to optimize situations of letting go and con-
trol. On the one hand, we should promote personal control where it is possible: in
health behaviors (e.g. healthy eating, avoiding harmful addictions, exercising to im-
prove fertility) or in decision-making situations (appropriate choice of doctor and in-
stitution). On the other hand, we should help those concerned to let go of situations
over which they have no control. Closely related to letting go is also the need to allow
space for processing losses, as in age-related infertility, many forms of loss can occur,
often in a blocked form due to negative self-protection mechanisms (I did not want
it to hurt, so I preferred not to think about it) and time pressure (I felt I had no time
to stop).

Finally, it is also important to emphasize that an individual's dysfunctional emotion-
al states may not only be of intrapsychic origin but may also result from the wider
socio-cultural context in which the problem is embedded (Pápay, 2013). Therefore,
we need to address the socio-cultural pressures on people with infertility, the expecta-
tions of parenthood, the stigmatizing effects of infertility and the negative impact of
these on self-image (Covington & Burns, 2006).

5.2. TASKS TO HELP FIND MEANING AND A NEW IDENTITY
In the case of age-related infertility, it is particularly important to put the life situation
into a broader context. This requires looking outside, questioning many of the aspects
that seem obvious. For example, the definition itself; is age-related infertility really in-
fertility? If we approach this question from the perspective of representations of health
and disease, it raises very special dilemmas. Indeed, from a medical point of view, there
is no real disease; reduced fertility potential can be interpreted as a natural biological
event, as the body proves to be fertile only during a certain time interval in human life
(Somigliana et al., 2016). Around the age of 40, women's reproductive functioning
reaches this biological limit, so it is perfectly natural (and healthy, evolutionarily
adaptive) for the reproductive window to close at this time. On the other hand, thanks
to assisted reproductive techniques, this biological limit becomes much more flexible,
so that often even after the age of 40, couples choose artificial insemination in the hope
of a possible pregnancy. And as medical treatment begins, images of the body and
health change: positive perceptions are replaced by various representations of illness
(“my ovaries, my uterus are shameful, I have been abandoned”, “I can't produce e-
nough eggs, I am not a real woman”). In addition, hormone stimulation can often lead
to real secondary physical problems (e.g. cysts, fibroids), which can reinforce the per-
ception of physical dysfunction and the development of the identity of infertility in the
affected individuals. Previous beliefs about the body (e.g. my body is healthy, it func-
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tions well) change and take on negative emotional meanings (I can't trust my body, my
body is against me, what is most natural for others is not for me) and the couple who
previously considered themselves to be perfectly healthy take on a “patient” status.
Considering all this, cognitive reframing and facilitation of decision situations is of
great importance. Cognitive reframing can affect self-image, body image, sexuality, and
attitudes towards having children. For the latter, it is necessary to explore family pat-
terns and understand internal representations of motherhood/parenthood, as these very
often provide the psychological characteristics of attitudes towards having children,
and may be responsible for anxious or depressive emotional responses (Pápay et al.,
2014). Age-related infertility often combines the motive of consciously preparing for
motherhood (Create an existence before the child arrives) with the motive of meeting
expectations (Becoming a mother is mandatory). The former is responsible for the
postponement of having children, the latter for strong feelings of guilt, shame and anx-
iety. As the client in the case study put it: I am actually running after a train that is
already about to leave. While it was on the platform, I didn't really care. Once you
manage to get rid of feelings of guilt, it is easier to turn to alternative life goals. Finding
a new resting place is in fact based on the realization that, in the end, any life situation
is more acceptable than the temporariness of infertility. It is likely that any alternative
choice will be associated with a higher psychological well-being, whether it be
adoption or a childless lifestyle – the point is that it must ultimately fit systemically
with the individual's redefined needs. And finally, any successful adaptation requires
that we can take responsibility for our choices, even if this sometimes involves painful
renunciation.

5.3. PREVENTIVE TASKS CONCERNING REPRODUCTIVE HEALTH
The analysis of the psychosocial aspects of age-related infertility has also highlighted
the need for health psychologists to develop effective psychoeducational programs in
the field of reproductive health to enhance fertility awareness (Bretherick et al., 2010;
Bunting & Boivin, 2008; Pedro et al., 2018). Considering the biological aspects of
fertility outlined above, it is essential that knowledge about fertility, infertility and re-
productive health behavior is imparted in young adulthood, facilitating timely and in-
formed decision-making about having children. The target age group is therefore be-
tween 18 and 25 years. However, an important dilemma regarding the target group
is the question of motivation, especially for young people in their early twenties. At
this age, the idea of becoming a parent is in most cases not yet in the foreground,
which is why such a program on infertility or its risk factors may be irrelevant for
them. Taking all these factors into account, the message of the fertility awareness pro-
gram must be very carefully formulated so that participants do not perceive it as pres-
sure or expectation, as this could lead to considerable resistance, which could even
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mobilize behavior that could be counterproductive. On the other hand, the implemen-
tation of the program also requires professionals who can think about reproductive
health in an interdisciplinary way, who are familiar with the medical-biological back-
ground, the psychological aspects and the social context. Health psychologists may be
particularly suited to this task, as they have a holistic approach, especially if their
knowledge is complemented by appropriate knowledge of fertility and infertility. If
young people can be made more aware of reproductive health and their knowledge of
fertility can become more accurate, the next generation may have fewer age-related
infertility problems to deal with and less suffering because of not having made the
right decisions in time. A preventive health promotion program with the objective of
increasing fertility awareness could be the right direction to start on this path.
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