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Invited Commentary

Estimates suggest that 1 in 4 female 
physicians will suffer from infertility,1 
well above the estimated incidence (9%–
18%) in the U.S. general population.2 
Physician fertility and family planning, 
however, are rarely discussed as part of 
formal education during medical school, 
residency, or subsequent practice. While 
pregnancy and its potential medical and 
career development consequences among 
physicians have been explored in the 
literature, infertility and its consequences 
remain understudied and unaddressed.

The most comprehensive study of 
physician fertility to date found that 
a substantial percentage of female 
physicians would have attempted to 
conceive earlier (53.3%) or would have 
used cryopreservation to preserve fertility 

(16.7%) had they known infertility would 
be an issue.1 Another study reported that 
many female academic professionals 
who postponed childbearing to allow 
for professional advancement ended 
up “involuntarily childless” due to 
misconceptions about the risk of 
infertility.3 Though studies have not 
specifically explored fertility in male 
physicians, transgender physicians, single 
physicians, or physicians with same-sex 
partners, fertility issues are important for 
all physicians hoping to start families.

As female physicians who have personally 
experienced and sought treatment for 
infertility, we seek to raise awareness of 
the challenges around both physician 
infertility and preservation of fertility 
(via cryopreservation of eggs, embryos, 
or sperm). In this Invited Commentary, 
we recommend strategies for addressing 
infertility to help trainees and practicing 
physicians who may face these issues in 
the future.

Consequences of Infertility

The lack of physician education on the 
risks and consequences of infertility 
exacerbates its potential emotional, 
physical, and financial impacts. 
Individuals/couples seeking fertility 
preservation or treatment for infertility 
may experience emotional distress, 

which may manifest as anxiety, guilt, loss 
of hope, loss of control, bereavement, 
and stigmatization.4,5 One need only 
imagine a person/couple going through 
frequent lab testing, ultrasounds, multiple 
expensive daily injections, and surgical 
egg retrieval procedures (often without 
success) to understand the personal 
devastation that can ensue. The lack of 
structured policies regarding protected 
time for fertility treatments only 
compounds the sense of isolation and 
guilt many physicians may experience 
while struggling with infertility.

Among female physicians, infertility, 
high-risk pregnancies, and miscarriages 
have been associated with higher rates 
of burnout—as a cause, a consequence, 
or both.6 Evidence suggests female 
physicians may already be at higher risk 
of burnout than their male colleagues 
due to multiple factors, including 
work–life integration and gender bias.7 
These issues have not been studied 
specifically in female physicians with 
infertility, but it is reasonable to 
assume that the physical and emotional 
consequences of infertility may have a 
profound impact on burnout and overall 
physician well-being. Additionally, the 
economic burden (“financial toxicity”8) 
of treatment is high: a single cycle of in 
vitro fertilization (IVF) can cost $20,000 
or more and is often not covered by 
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health insurance. Many individuals/
couples using IVF undergo several cycles 
with total costs reaching $100,000 or 
more. The emotional and financial costs 
of IVF are important for physicians-
in-training to understand before their 
fertility declines with age.

Fertility should not be a factor that limits 
women’s engagement in the medical 
workforce. Women’s contributions in 
medicine are undeniable, especially 
in light of recent evidence suggesting 
patients treated by female physicians 
may have improved outcomes compared 
with those treated by male physicians.9 
Therefore, it is essential to understand 
how infertility and its consequences may 
affect female physicians’ ability to do 
their jobs. The risks and consequences 
of infertility and the management of 
fertility among all physicians are topics 
that merit study and should be addressed 
from policy and advocacy standpoints. In 
addition to calling for further research, 
we propose 3 strategies to address 
physician infertility: increase education 
and awareness about fertility, provide 
insurance coverage for and access to 
fertility assessment and treatments, and 
offer support to physicians and trainees 
undergoing fertility treatments.

Strategies to Address Physician 
Infertility

Increase education and awareness about 
fertility

We recommend the development and 
implementation of formal training in 
fertility awareness and management, 
beginning in undergraduate 
medical education and continuing 
throughout residency and practice. 
The American College of Obstetricians 
and Gynecologists (ACOG) and the 
American Society for Reproductive 
Medicine (ASRM) offer excellent 
online educational resources regarding 
the evaluation and management of 
fertility.10,11 These resources could form 
the backbone for fertility education 
tailored for physicians at all levels of 
training and practice. Medical students, 
residents, and practicing physicians 
should be made aware of the relatively 
high incidence of physician infertility, 
the emotional and financial aspects 
of fertility workup and management, 
and options for fertility preservation, 
including cryopreservation.

Provide insurance coverage for and 
access to fertility assessment and 
management

Beyond education and awareness, it is 
critical that physicians and trainees have 
access to affordable fertility assessment 
and management. They should have the 
opportunity to meet with a reproductive 
medicine specialist for a fertility 
checkup, which could involve a detailed 
reproductive history and family history 
and an assessment of ovarian reserve and/
or sperm quality, as appropriate. Such a 
checkup would help trainees and practicing 
physicians make educated decisions about 
their own fertility and family planning.

Among residents, pregnancy has been 
associated with negative workplace 
attitudes, including anger, resentment, 
and lack of support, and maternity leave 
has been associated with lower peer 
evaluation scores after return to work.12–14 
Given the significant time commitment 
required for many fertility treatments, 
these treatments may similarly generate 
negative emotions and evaluations. To 
minimize concern about time away from 
work and possible stigmatization by peers 
and leadership, fertility checkups and 
management could be scheduled for new 
trainees and faculty by default as part of 
routine health maintenance. To facilitate 
this, all academic and private practice 
institutions that employ practicing 
physicians or sponsor training programs 
for medical students, residents, or fellows 
should contract with insurance providers 
to offer coverage that defrays the steep 
costs not only for fertility treatments 
but also for cryopreservation for those 
wishing to plan families in the future.

Offer support for trainees and physicians 
undergoing fertility treatments

Fertility treatments are often difficult 
and isolating; they are accompanied by 
emotional, financial, and physical strain. It 
is essential that health care institutions offer 
appropriate psychological support and time 
coverage for physicians and trainees seeking 
treatment for infertility. For example, 
institutions should provide financial as well 
as time support for counseling visits with 
mental health providers for those struggling 
with infertility-related anxiety and 
depression; institution-sponsored support 
groups may be helpful as well.

To fully support trainees and physicians 
desiring to have families, flexible work 

policies and clinical coverage should be 
provided for those who must miss clinical 
time for fertility workup and treatment. 
This is particularly important for female 
practicing physicians who are older—and 
therefore at higher risk of infertility—but 
subject to clinical obligations that make 
fertility treatments challenging. Family/
parental health leave (ideally paid) 
for physicians who must be absent for 
such treatments is also important. With 
regard to trainees, the Accreditation 
Council for Graduate Medical Education 
suggests written policies regarding 
maternity/paternity leave be included in 
institutional well-being plans,15 reflecting 
the growing recognition of trainee well-
being as an important component of the 
clinical learning environment. We hope 
that in the future accreditation bodies 
and professional societies will consider 
all aspects of parental health—including 
fertility management—when evaluating 
institutional approaches to trainee and 
faculty well-being.

Increased awareness on the part of 
institutional leaders may improve 
empathy and understanding and, 
ideally, promote creation of innovative 
programs for fertility support for 
medical students, residents, fellows, and 
practicing physicians. ACOG, ASRM, 
and other professional associations 
and groups involved in fertility 
management should consider adapting 
their educational materials into 
accessible modules to improve fertility 
awareness among leaders in both 
the clinical and educational spheres. 
Providing these leaders with a better 
understanding of fertility treatments 
would enable them to better support 
faculty and trainees seeking leave for 
fertility management.

In Sum

Infertility is a prevalent, and in many cases 
preventable, condition among physicians. 
The literature regarding fertility education 
and management for physicians is limited. 
The lack of institutional policies related to 
insurance coverage and leave for trainees 
and practicing physicians undergoing 
fertility treatments should be addressed. 
Physicians should receive education on 
the incidence, causes, consequences, 
and treatment of physician infertility 
starting in medical school and continuing 
through graduate medical education 
and beyond. This education should be 
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coupled with access to reproductive 
medicine specialists for fertility checkups 
and insurance coverage for fertility 
treatments or cryopreservation given the 
long time horizon of medical training. 
Finally, institutional support should be 
provided for individuals undergoing 
fertility workup and treatment. We believe 
implementing these strategies would 
make a significant positive impact on 
the well-being of trainees and practicing 
physicians and contribute to building 
a health care workforce that is healthy 
and well physically, emotionally, and 
financially. Future research should aim 
to collect data on physicians’ fertility-
related needs to improve the experience of 
medical trainees and practicing physicians 
dealing with this common health 
challenge. As physicians who have had to 
face the possibility of being “involuntarily 
childless,” we firmly believe that everyone 
deserves the chance to have a family if and 
when desired. Our profession should not 
stand in the way.
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