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INFERTILITY AND ITS TREATMENT have implications beyond just pregnancy (or its 

absence), including financial, psychological, and health consequences.1–5 Ensuring the 

magnitude of infertility is accurately defined at the national and state levels is essential for 

understanding population trends, improving prevention programs, and providing access to 

quality care and services. Currently, states do not collect routine data on infertility. The 

National Survey of Family Growth (NSFG) publishes estimates of current infertility and 

impaired fecundity for the United States,6 but these data are not designed to examine state-

level differences. A further challenge is the lack of consensus on a standard approach for 

monitoring infertility.7 In this context, the article by Crawford et al.8 in this edition of the 

Journal and Women’s Health provides an important contribution to our understanding of 

state-specific prevalence of lifetime infertility, its treatment, and potential factors to consider 

for future infertility surveillance efforts.

Measurement of infertility and consensus regarding its definition have been a subject of 

much ongoing debate. Infertility, whether current or lifetime, has not been defined 

consistently across studies,7 hindering the ability to understand the magnitude of the 

problem and make meaningful comparisons across populations. Assumptions regarding the 

population at risk of infertility (i.e., the denominator) can also impact estimation,7,9,10 even 

when similar definitions for infertility are applied. This affects population-based surveillance 

of infertility, which should have consistent definitions with which to compare across 

geographic regions and over time and reliable survey instruments to capture similar at-risk 

populations.

The major contribution of the Crawford et al. study,8 and the main focus of this commentary, 

is in the estimation of lifetime infertility prevalence and comparison of survey instruments 

among states using data from the 2012 Behavioral Risk Factor Surveillance System 

(BRFSS). Three of the States Monitoring Assisted Reproductive Technology Collaborative 

states (Florida, Massachusetts, and Michigan)11 that added optional state-constructed 

questions on lifetime infertility and infertility treatment to the core set of BRFSS questions 

were examined. The questions and responses used to ascertain infertility differed across 

states, but the authors were able to define infertility similarly as “the inability to become 

pregnant after having ever tried for 12 months or longer” in their analyses. Lifetime 

infertility prevalence was estimated separately for all eligible respondents (male and female) 
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aged 18–50 years and for respondents who had ever tried to get pregnant. Regardless of 

trying status, the prevalence of lifetime infertility was 9.7%, 6.0%, and 4.2% for Florida, 

Massachusetts, and Michigan, respectively. Lifetime infertility prevalence increased in each 

respective state to 25.3%, 9.9%, and 5.8%, most notably for Florida, after restricting the 

analysis to respondents who had ever tried to get pregnant. Age adjustment had little impact 

on the overall estimates (data were not shown). In addition, no consistent pattern of 

characteristics related to lifetime infertility across states was found. In light of these 

findings, how can we best interpret these differences, particularly the substantially higher 

prevalence observed for Florida? Are these differences real or do they reflect the use of 

different collection tools?

The authors examined several possible factors to better elucidate this question, including 

population characteristics, survey design, and survey instruments. In general, differences in 

the population characteristics, particularly the presence of an older married population in 

Florida among respondents who had ever tried to become pregnant, were consistent with a 

higher prevalence of infertility in this state. However, it was difficult to determine the impact 

these characteristics had on state differences in infertility without multivariate analyses, 

which were not conducted due to the small sample sizes. One of the main differences across 

states was in the construction of the questions used to assess “ever tried to get pregnant” and 

lifetime infertility. The authors concluded that the results “suggest that structural differences 

in questionnaires such as how trying to get pregnant and infertility are included…may affect 

survey estimates.” The analyses presented lend support for this conclusion; however, it was 

more of a “diagnosis of exclusion” of other factors rather than an explicit validation of the 

question and item responses across each of the states. An examination of the questions 

outlined in Table 1 of Crawford et al. (p. 580)8 showed that Massachusetts and Michigan 

combined two concepts—having ever tried to become pregnant and infertility/pregnancy 

loss—into a single question, whereas Florida asked these questions separately. This suggests 

that infertility estimates may be sensitive to variations in questionnaire wording and 

structure, despite using a similar definition. While it is difficult to say definitively which 

approach may be preferable for future studies, the value in their analyses lies in highlighting 

multiple factors for researchers to consider when designing questions to assess infertility 

prevalence.

So what can we learn from the Crawford et al. study,8 and others, that can be applied to 

future state-based surveillance efforts for monitoring infertility? Key considerations for 

infertility surveillance efforts are questions that are simple, easy to understand, and can be 

implemented into existing and future population-based surveys with limited impact on 

interview length. This also requires a standard set of questions to derive infertility measures. 

These measures should capture both lifetime infertility prevalence, as examined in this study, 

and current infertility prevalence. As noted by the authors, current infertility may better 

capture the present need for infertility programs and services among states.

Their article incorporated a number of approaches that would be useful for these efforts. 

Infertility is a couple-based condition, and both male and females respondents were queried 

in the study. Many population-based studies rely solely on female respondents; however, 

males also experience infertility,12 have been shown to report this information reliably,13 and 
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serve as better sources for their own reproductive history than female proxies.14 In addition, 

their approach used questions on infertility that were based on having ever been with a 

spouse or partner, rather than just married or ever married respondents. Given the increasing 

trend in cohabitation15 and births to cohabiting parents,16 marital status is becoming less of 

a proxy for childbearing intentions. Finally, they examined the impact of trying status on 

their estimates. Several studies have examined this issue with differing conclusions 

depending on research intent. For demographic purposes, Larsen recommended infertility 

measures take into account whether a respondent was trying to conceive.17 However, this 

can be problematic when trying to measure infertility among current pregnancy attempts, 

since some respondents may have given up trying (due to the inability to conceive)18 or are 

ambivalent about future pregnancy intentions.19,20 Questions regarding future childbearing 

intentions, as are included in NSFG, may be one approach for addressing respondents who 

are ambivalent about trying for pregnancy. A final consideration is the duration of 12 months 

used to define infertility. As mentioned by Crawford et al., this criterion may not be relevant 

for certain populations. For comparability, a standard definition is needed. Studies that have 

queried respondents on their duration of pregnancy attempt (or duration of unprotected 

intercourse) were able to apply a standard 12-month definition, but could also vary this 

criterion if needed. For example, to estimate a prevalence based on 24 months of trying, 

which has been used in other demographic surveys.17 These considerations and complexities 

in measuring infertility will need to be balanced with the need for straightforward and 

consistent questions for population surveillance.

Addressing risk factors and consequences of infertility requires a comprehensive public 

health framework, the first of which is to develop accurate population-based estimates of 

infertility. The Centers for Disease Control and Prevention’s recently released National 

Public Health Action Plan for the Detection, Prevention, and Management of Infertility 

outlines a number of research priorities and data sources that can be used to address these 

priorities.21,22 The action plan highlights the need for comparable population-based data on 

infertility prevalence and information on associated risk factors, outcomes, and 

subpopulations, such as people with cancer or others who might benefit from fertility 

preservation. While various approaches for estimating infertility have their pros and cons, 

agreement on definition and instruments used to assess this important condition are needed 

to make meaningful comparisons across populations and over time.
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