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Abstract
Purpose To assess public attitudes towards fertility treatment coverage and whether attitudes are influenced by infertility labels.
Methods Cross-sectional, web survey-based experiment using a national sample of 1226 United States adults. Participants read
identical descriptions about infertility, with the exception of random assignment to infertility being labeled as a “condition,”
“disease,” or “disability.” Participants then responded to questions measuring their beliefs and attitudes towards policies related
to the diagnosis and treatment of infertility. We measured public support for infertility policies, public preference for infertility
labels, and whether support differed by the randomly assigned label used. We also queried associations between demographic
data and support for infertility policies.
Results Support was higher for insurance coverage of infertility treatments (p=.014) and fertility preservation (p=.017), and
infertility public assistance programs (p=.036) when infertility was described as a “disease” or “disability” compared to “con-
dition.” Participants who were younger, were planning or trying to conceive, had a family member or friend with infertility, and/
or had a more liberal political outlook were more likely to support infertility policies. A majority of participants (78%) felt the
term “condition” was the best label to describe infertility, followed by “disability” (12%). The least popular label was “disease”
(10%). Those preferring “condition”were older (p<.001), more likely to be non-HispanicWhite (p=.046), and less likely to have
an infertility diagnosis (p<.001).
Conclusion While less commonly identified as the best descriptors of infertility, labeling infertility as a “disease” or “disability”
may increase support for policies that improve access to infertility care
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Introduction

Use of assisted reproductive technology (ART) in the United
States (US) continues to increase, with over 75,000 babies

born following ART in 2016 compared to 54,000 a decade
earlier [1, 2]. Despite increasing ART utilization in the US,
infertility treatments remain inaccessible to a large proportion
of the population due to high costs of treatment with low
public funding compared to other countries [3]. There are
racial and ethnic disparities in ART usage, with Black,
Hispanic, and American Indian/Alaska Native women utiliz-
ing ART less than White women [4]. Infertility insurance
mandates have been shown to decrease these disparities and
improve access to infertility treatments [5–7]. Currently, 19
states have infertility insurance laws, 13 have in vitro fertili-
zation (IVF) insurance laws, and only 10 have lawsmandating
coverage for fertility preservation prior to medical treatment
that may cause infertility [8], demonstrating the need for pol-
icy changes that could improve access to fertility treatments in
the US.

There is a need for stronger public policies to improve
prevention, detection, and management of infertility and
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decrease the aforementioned disparities in access to care, and
both the World Health Organization (WHO) and Centers for
Disease Control and Prevention (CDC) have stated that infer-
tility is a public health issue [9–11]. Elected officials who
drive policy change are influenced by public opinion [12,
13], and thus, swaying public opinion on fertility-related is-
sues could lead to improvements in care. Research in other
areas of medicine has demonstrated that how a health issue is
labeled has an impact on how people respond to it [14–17].
For instance, labeling a hypothetical pandemic influenza
strain with a scientific or exotic-sounding name rather than a
name based on the animal reservoir increased worry and vac-
cination intentions [15]. The International Committee for
Monitoring Assisted Reproductive Technologies (ICMART)
[18], states “the way some terms are defined can have an
impact on their acceptance and understanding, not only by
patients and their health care providers but also by the public
and their policymakers, potentially affecting the manner in
which reproductive medicine is practiced and accepted at
country level.” Thus, careful thought should be given to
howwe label infertility, as this may have potential to influence
public support for infertility-related policies

Although the ICMART, CDC, and WHO argue for defin-
ing infertility as a disease of the reproductive system which
can lead to disability [9, 10, 18], there is little research on how
the public defines infertility and if the definition in use can
change public opinion. The purpose of our study was to query
how a community sample of US adults label infertility and to
identify factors associated with US public perceptions of in-
fertility and fertility treatments, including the potential impact
of labels on these perceptions. Specifically, we sought to de-
termine if labeling infertility as a “disease,” “disability,” or
“condition” changed public attitudes towards infertility and
infertility-related policies.

Materials and methods

Recruitment

Participants aged 18 or older were recruited using Qualtrics®
Research Services (http://www.qualtrics.com/). Our
recruitment target was 1200 participants (400 per infertility
label), with quotas for race, age, and gender to obtain a
sample representative of these demographics for the United
States population. A sampling algorithm was used to identify
and invite participants until each quota was reached.
Recruitment occurred over a 2-week period in April 2019.

Qualtrics® utilizes market research panels to recruit a ma-
jority of participants, although social media is occasionally
used to gather respondents. Potential respondents may be no-
tified by an email invitation, by signing into a panel portal, or
by phone application notifications. They are informed how

long the survey is expected to take and what incentives are
available. Upon completion, participants were compensated
based on their existing panel member agreements. These in-
centives vary by the length of survey and specific panelist
profile, and compensation could include cash, airline miles,
gift cards, redeemable points, charitable donations, sweep-
stakes entrance, and vouchers. Surveys were screened to drop
those completed in less than half of the median survey com-
pletion time or for other problematic response patterns (e.g.,
uniform answers for every question). This study received ex-
empt status by the Institutional Review Board (IRB) at the
University of Iowa.

Survey and demographics

The survey was programmed using the Qualtrics® survey
platform and had an estimated completion time of 15 min.
Eligible participants were given a link to the survey, which
initially directed them to introductory information about the
study, including the following purpose statement: “to investi-
gate factors that may shape beliefs and attitudes about infer-
tility and other reproductive health issues.” To avoid poten-
tially biasing participant responses, participants were not told
until the end of the study that one of the study objectives was
to determine the effect of their assigned infertility label on
their responses. Participants were informed of the anonymous
nature of the survey and were told they were free to stop the
survey at any point and could skip questions they preferred not
to answer.

Participants who wished to participate then answered
screening demographic questions (age, sex, gender identity,
race, and ethnicity) for the quotas mentioned above.

Additional demographic information obtained at the end of
the study included marital status, pregnancy status, religiosity,
political ideology, education, income, employment status, and
employment in healthcare. Participants were also asked if they
had ever been diagnosed with infertility and if they had a close
family member or friend ever diagnosed with infertility.

Design and randomly assigned label

Following the screener questions but prior to answering ques-
tions regarding their beliefs on different infertility-related pol-
icies (see Measures below), the subjects read a short introduc-
tory description about infertility. The infertility description
and survey items were identical across experimental condi-
tions, the exception being whether infertility was labeled as
a “disease,” “disability,” or “condition” within the infertility
description (see Supplemental Appendix). Participants were
randomly assigned to one of the three labels by the Qualtrics
system.

2110 J Assist Reprod Genet (2021) 38:2109–2119

http://www.qualtrics.com/


Measures

Attitudes towards insurance cost-sharing

Participants were asked how they thought costs should be split
between patients and health insurance, with a sliding scale
from patient pays 100% (0) to health insurance pays 100%
(100). Participants were then asked whether they thought dif-
ferent types of health insurance should pay for infertility treat-
ments: (1) government-funded (2) private employer; (3) large
business employer; (4) small business employer; (5) religious
organization. Responses to this measure, and all subsequent
measures, were on a 0–100 scale ranging from “strongly dis-
agree” (0) to “strongly agree” (100).

Attitudes towards fertility preservation coverage

After a short introduction about fertility preservation, partici-
pants were asked whether health insurance should help cover
fertility preservation for patients under different scenarios: (1)
delay in having kids to focus on career, (2) delay in having
kids until more financially stable, (3) delay in having kids to
focus on advancing education, (4) delay in having kids until
they have a stable partner to help parent, or (5) medical treat-
ment that might affect fertility, like chemotherapy.

Attitudes towards public assistance

Participants were asked about public assistance programs and
if these should be available to help pay for fertility treatments
under different conditions: (1) persons who are unable to af-
ford infertility treatment, (2) persons planning to undergo can-
cer treatments that may cause infertility, (3) Veterans who are
unable to afford infertility treatment, (4) Veterans who
sustained an injury during service that affected fertility.

Participant preferred label

After completion of the questions on attitudes towards infer-
tility policies, participants were asked which of the three labels
(“condition,” “disease,” or “disability”) they thought best de-
fined infertility. This question was separate from the randomly
assigned infertility label given to each participant in the intro-
ductory statement about infertility.

Statistical analysis

For the linear regression analysis, responses were averaged to
create an aggregate value for insurance coverage support
(Cronbach’s α=0.80), fertility preservation insurance cover-
age support (α =0.86), and fertility treatment public assistance
support (α=0.80), each with a range from 0 to 100.

To test for group differences based on infertility label (ex-
perimentally assigned label and preferred label separately), one-
way ANOVAs were used for continuous variables and chi-
square analyses for categorical variables. Generalized linear
models included the following independent variables: random-
ly assigned infertility label used in the introductory statement,
participant preferred label, participant self-identified age, sex,
race, education level, marital status, pregnancy status, income,
infertility experience, employment, employment in healthcare,
political ideology, and religiosity (Supplementary Table S1).

Results

Response rate and demographic characteristics of the
sample

Out of the 1851 participants who completed the screener
items, 128 participants were excluded for age <18 years old.
Of the 1723 participants who advanced past the screener ques-
tions, 1226 completed the survey (71% completion rate) (see
Table 1 for demographics). Average age of participants was
46.2 years old with a range of 18–99. Split was even among
participants assigned male and female at birth at 50.4% and
49.6% respectively. Of those, 48.5% identified as female,
50.4% as male, 0.5% as transgender, 0.5% as non-binary,
and 0.2% of participants reported other gender identity.

Randomly assigned label

Of the 1226 participants included, 422 participants were ran-
domly assigned to the infertility description which used the
label “condition,” 394 to the label “disease,” and 410 to “dis-
ability.” There was no difference in age, sex, race, average
income, religiosity, political ideology, employment status,
working in healthcare, education, marital status, or region of
the US currently living between groups randomly assigned to
different labels (Table 1). More participants randomly
assigned to the label “disability” (13.9%) had a personal his-
tory of infertility compared to “disease” (8.6%) and “condi-
tion” (9.0%), and more participants randomly assigned to
“disease” (31.0%) had a family or friend diagnosed with in-
fertility compared to “disability” (24.4%) (p=.038). More par-
ticipants randomly assigned to “condition” (12.4%) were cur-
rently pregnant compared to “disease” (7.0%), and more ran-
domly assigned to “disease” (11.7%) were planning or trying
to conceive compared to “disability” (7.4%) (p=.033).

Participant preferred label

Out of the 1221 participants who answered the preferred infer-
tility label question, a majority (957, 78.4%) felt the term “con-
dition” best defined infertility. This was followed by “disability”
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(145, 11.9%) and “disease” (119, 9.7%) (Fig. 1). Participants
that were older preferred the label “condition” (mean age ±
standard deviation of 47.9±16.9), compared to disease (42.4
±15.1), and disability (40.0±17.0) (p<.001). Participants who
preferred the label “condition” were more likely to be non-
HispanicWhite and less likely to be in the “other” race category;
those choosing the label “disease” were more likely to be non-
Hispanic Black or African American, and those choosing the
label “disability” were more likely to be in the “other race”
category and less likely to be non-Hispanic Black or African
American (p=.046). Those choosing “condition”were less likely
to have a personal history of infertility and more likely to have a
family or friend with infertility, and those choosing “disability”
were more likely to have a personal infertility diagnosis
(p=<.001). Those choosing “condition” were less likely to be
currently pregnant or planning or trying to conceive (p=.001)
and were less likely to work in healthcare (p=.002). Those
choosing “disease” were more religious than those choosing
the other two labels (p=.028)

There were no differences in preferences based on sex,
household income, political ideology, employment status, ed-
ucation, marital status, or region of the US in which they
resided when it came to choosing which label best defines
infertility (Table 1).

Infertility insurance coverage support

Figure 2 shows the average support of infertility policies
(overall and by randomly assigned label). In general, partici-
pants supported insurance coverage for fertility treatment
across insurance types, with a mean ± standard deviation
(SD) of 58.0±23.1 (0=no support, 100=complete support).
Participants favored insurance payment for fertility treatment
over patient self-payment, with a mean of 66.7±27.2 (0=costs
covered completely by the patient, 100=costs covered
completely by insurance) (Supplementary Figure S1).
Looking at specific insurance types, most support was given
for private insurance (70.0±26.9), followed by “employer:

large business” (61.8±30.9), government-funded insurance
(57.4±33.0), then “employer: religious organization” (52.4
±32.7) with the least support given for “employer: small busi-
ness” (48.7±31.1) (p<.001) (Supplementary Figure S2).

Table 2 shows the regression results for fertility policy
support. Support for infertility insurance coverage was signif-
icantly increased among participants randomly assigned to the
label “disability” in the introductory statement about infertili-
ty, as well as among participants who were younger, planning
or trying to conceive, those with a family or friend with infer-
tility, and those with a more liberal political outlook.
Participants who preferred the “disability” label were also
more likely to support infertility insurance coverage.

Fertility preservation coverage support

Overall, the participants supported insurance coverage for fer-
tility preservation, with a mean of 60.20±24.2 (Fig. 2).
Participants most strongly supported fertility preservation for
patients prior to “medical treatment that might affect fertility,
like chemotherapy” (70.1±26.9) followed by “delay in having
kids until more financially stable” (62.4±30.6), “delay in hav-
ing kids until they have a stable partner to help parent” (60.0
±31.5), “delay in having kids to focus on advancing educa-
tion” (55.9±31.2), and “delay in having kids to focus on ca-
reer” (53.2±31.5) (p<.001) (Supplementary Figure S3).

After adjustment for other variables, factors associatedwith
support for fertility preservation coverage included random
assignment to the label “disease,” younger age, lower formal
education levels, history of planning or trying to conceive,
higher levels of liberal political ideology, and increased reli-
giosity (Table 2).

Infertility public assistance support

Participants generally supported public assistance programs
for fertility treatments, with a mean of 70.45±21.2 (Fig. 2).
Participants were most supportive of infertility public assis-
tance for “Veterans who sustained an injury during service
that affected fertility” (79.1±23.1) followed by “Veterans
who are unable to afford infertility treatments” (72.8±26.1),
“persons who are going to undergo cancer treatments that may
cause infertility” (69.2±27.4), and “persons who are unable to
afford infertili ty treatment” (60.8±30.1) (p<.001)
(Supplementary Figure S4).

After adjustment for other variables, factors that increased
support for infertility public assistance included assignment to
the label “disease,” younger age, planning or trying to con-
ceive, history of a family or friend with infertility, liberal po-
litical outlook, and preference for the label “disability”
(Table 2). Unmarried participants had lower levels of support.

Condition
n=957 (78%)

Disease
n=119 (10%)

Disability 
n=145 
(12%)

Fig 1 Which label best describes how you think about infertility
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Discussion

The American Society for Reproductive Medicine (ASRM)
task force on Diversity, Equity, and Inclusion calls for reduc-
ing health care disparities through measures such as continu-
ing to support universal coverage for infertility and continuing
to expand advocacy efforts for inclusive policies [19]. In our
national, online sample of US adults, we found that labeling
infertility as a “disease” or “disability” rather than as a “con-
dition” was associated with increased support for infertility
treatment insurance coverage, fertility preservation insurance
coverage, and public assistance support for infertility treat-
ments. At the same time, we found that a majority of partici-
pants preferred the label “condition” to describe infertility,
despite the negative effect of this label on support for such
public policies relative to the “disease” and “disability” labels.
Thus, our study suggests that labels may have the power to
influence public perception and lead to increased support of
policies that improve access to infertility treatments.

While these differences may seem semantic, ICMART has
highlighted that consistency in defining infertility as a “dis-
ease of the reproductive system, which can lead to disability”
during debates and decision making can help improve access
to fertility treatments at regional and national levels [20].
Other areas of medicine have also seen improvements in sup-
port through the process of rebranding; for instance,
redefining alcoholism as a chronic disease rather than a life-
style choice or character flaw led to improvements in multi-
disciplinary treatments, pharmacologic treatments, increased
federal research funding, and public and health care awareness
[21]. Similarly, people who were exposed to a message de-
scribing obesity as a disease that causes health problems rather
a weakness in obese people themselves were more likely to
support public policies aimed at reducing obesity [22]. While

these diseases differ from infertility in that they are more vis-
ible and have larger impacts on health care costs, infertility has
similarly been erroneously branded a lifestyle issue or elective
desire. Those in reproductive medicine understand the devas-
tating effects of infertility on patients, including increased risk
of depression and anxiety at levels similar to those of cancer
patients [23, 24]. Our study suggests that continued efforts to
label infertility as a disease and disability may lead to similar
improvements in public support.

Despite the efforts of major organizations to label infertility
as a disease, an international survey completed in 2000
showed that less than half (38%) of people perceived infertil-
ity as a disease [25]. While over 15 years have passed since
this study, those findings are consistent with ours; specifically,
only 10% of participants in our study perceived infertility as a
disease and 12% as a disability, showing there is room for
improvement in public discourse. Models proven to advance
policies and promote behavioral change suggest the following
formula: identifying targeted audiences to help focus re-
sources, developing an effective message that would resonate
based on values, and selecting the right messenger and right
channel so messages effectively reach the desired audience
[26]. Results from our study can help identify audience seg-
ments to target future message campaigns identifying infertil-
ity as a disease, with a goal of garnering increased support for
infertility insurance coverage mandates.

Our study found that although those with a personal history
of infertility were more likely to perceive infertility as a dis-
ease or disability, a personal history of infertility was not
associated with infertility policy support. In a study by
Nachtigall et. al., only 55% of those treated for infertility were
in support of infertility insurance coverage, with 16% opposed
and 29% uncertain [27]. Those with insurance coverage were
more likely to support insurance coverage and those that

Aggregate scales created from averaging responses to similar measures ranging from 0=no support to 100=strong support
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Table 2 Factors associated with support for fertility policies

Factor Infertility insurance
coverage support

Fertility preservation
coverage support

Infertility public
assistance support

B (95% CI) p-value B p-value B p-value

Randomly assigned label

Condition Reference -- Reference -- Reference --

Disease 1.7 (−2.0–5.4) .363 4.6 (0.8–8.4) 0.017 3.7 (0.2–7.1) .036

Disability 4.6 (0.9–8.2) .014 2.5 (−1.2–6.3) 0.187 2.4 (−1.0–5.8) .162

Participant preferred label

Condition Reference -- Reference -- Reference --

Disease 1.4 (−6.3–9.1) .724 4.6 (−3.4–12.6) 0.259 5.4 (−1.8–12.6) .140

Disability 14.7 (5.2–24.4) .003 6.5 (−3.5–16.5) 0.204 11.8 (2.8–20.9) .010

Age −0.2 (−0.4–−0.1) <.001 −0.3 (−0.4–0.1) <0.001 −0.1 (−0.2–−0.0) .009

Sex

Male Reference -- Reference -- Reference --

Female −0.5 (−3.4–2.5) .762 −1.5 (−4.6–1.5) 0.333 2.3 (−0.4–5.1) .097

Race

White Reference -- Reference -- Reference --

Black 3.8 (−0.7–8.2) 1.70 4.0 (−0.6–8.5) 0.089 1.6 (−2.5–5.6) .454

Hispanic −0.9 (−6.0–4.3) .74 −3.4 (−8.7–2.0) 0.218 1.7 (−3.1–6.5) .480

Other 1.3 (−2.6–5.2) .66 3.3 (−0.8–7.4) 0.113 −1.1 (−4.7–2.6) .574

Education

4-year degree or more Reference -- Reference -- Reference --

Some college/2 year degree −3.1 (−6.4–0.2) .064 1.0 (−2.5–4.4) 0.588 0.1 (−3.0–3.1) .969

High school or less −0.3 (−4.2–3.6) .867 5.4 (1.3–9.4) 0.009 1.6 (−2.0–5.2) .383

Marital status

Married Reference -- Reference -- Reference --

Not currently married −2.7 (−5.6–0.3) .074 −3.1 (−6.1–0.0) 0.050 −3.2 (–6.0–−0.5) .021

Pregnancy status

Not pregnant Reference -- Reference -- Reference --

Planning/trying to conceive 7.4 (2.4–12.5) .004 5.6 (0.3–10.8) 0.037 5.7 (1.1–10.4) .016

Currently pregnant −1.5 (−6.4–3.5) .564 0.8 (−4.4–6.1) 0.753 −0.5 (−5.2–4.2) .828

Income −0.5 (−1.3–0.3) .245 −0.7 (−1.6–0.1) 0.101 0.1 (−0.7–0.9) .767

Infertility experience

None Reference -- Reference -- Reference --

Personal infertility diagnosis 4.3 (−3.2–11.9) .260 3.5 (−1.6–0.1) 0.395 2.4 (−4.6–9.5) .500

Family/friend with infertility 4.0 (0.9–7.1) .012 0.5 (−2.7–3.7) 0.745 3.1 (0.2–6.0) .036

Employment

Full time/military Reference --- Reference -- Reference --

Student −4.9 (−11.8–2.0) .166 −4.0 (−12.2–2.3) 0.177 −5.9 (−12.4–0.5) .073

Part time employment −1.0 (−5.7–3.7) .671 −3.6 (−8.4–1.3) 0.149 −4.0 (−8.3–0.4) .073

Homemaker 0.7 (−4.8–6.1) .812 −5.2 (−10.9–0.5) 0.073 2.5 (−2.6–7.6) .342

Not working 0.4 (−3.2–4.1) .812 −0.2 (−4.0–3.7) 0.935 1.4 (−2.1–4.9) .426

Employment in healthcare

No Reference -- Reference -- Reference --

Yes −0.8 (−4.8–3.2) .685 3.4 (−0.7–7.6) 0.100 0.6 (−3.1–4.3) .752

Political ideology

Very liberal (1) to very conservative (7)

−2.0 (−2.8–−1.1) <.001 −2.0 (−2.9–−1.1) <0.001 −1.3 (−2.1–−0.5) .002

Religiosity

Not at all religious (1) to

Very religious (7)

0.7 (−0.01–1.3) .055 0.8 (0.1–1.5) 0.025 0.5 (−0.1–1.2) .085

Bolded values indicate p-value of <.05
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supported coverage were more likely to view infertility as a
disease similar to other medical illnesses or diseases [27].
Those that did not support coverage saw infertility treatments
as a “quality of life” issue rather than a medical issue [27],
again supporting the idea that those who saw infertility as a
disease were more likely to support infertility policies, even
among people undergoing IVF treatments.

Other factors in our study associated with support for im-
proved coverage of fertility treatments included younger age,
planning or trying to conceive, having a family or friend with
infertility, stronger liberal political ideology, and higher reli-
giosity. A recent European study assessing public attitudes of
ART also found favorable attitudes towards IVF and public
funding with younger age groups [28]. It may simply be that
infertility policies are more important to the younger genera-
tion that is contemplating, actively pursuing, or still desirous
of future childbearing. This is consistent with our finding of
stronger support among those planning to conceive compared
to those who were currently pregnant or not planning a preg-
nancy. However, it also may be the case that as infertility
discussion and treatments have become less stigmatized and
more mainstream, younger generations are more supportive of
coverage for infertility treatments.

Interestingly, those who self-identified as religious were
more likely to support fertility preservation and more likely
to prefer the term “disease” and least likely to prefer “disabil-
ity.”While certain religious groups may be more likely to feel
that ART is a violation of their religious beliefs [29], people
who consider themselves more religious may also place more
importance on the ability to have children in the future [30].
Although participants who had more liberal political views
were no more likely to prefer the labels “disease” or “disabil-
ity” than those with more conservative political views, they
were more likely to support infertility treatment coverage.
Differences in health policy support by political ideology have
been seen in other fields of medicine; for instance, in one
study, liberal participants were more likely to support policies
to reduce the consumption of sugary drinks when the drinks
were labeled “soda”, while conservative support for these pol-
icies was higher when the “sugar-sweetened beverage” label
was used, but regardless of label, liberal participants were still
more likely to support these policies [16]. Policy support has
strong political ideological undertones. Rather than trying to
change policy beliefs directly, the consistent and frequent use
of labels by the medical community and in the media may be a
more indirect, practical method to improve policy support.

Overall, it is encouraging that there was support for policies
which would improve access to infertility care by increasing
insurance coverage, fertility preservation, and public assis-
tance programs. Through our use of sampling quotas for race,
age, and gender, we were able to obtain a demographically
diverse sample representative of the United States population.
However, using an internet-based survey has its limitations

and may result in some level of sampling bias, as people
who have access to the internet, and those motivated to com-
plete surveys, are more likely to participate. Despite this fact,
about 90% of the 2019 US population had internet access and
online surveys are more representative of the US population
than clinic-based studies [31]. Strengths of this study include a
relatively large sample size with a demographically diverse
population, and the use of an experimental method to assess
the causal effect of the label used to describe infertility on
public opinion.

Further research is needed to confirm effective message
campaigns for targeted audience segments, including iden-
tifying messaging that resonates most with audiences, as
well as appropriate messengers and channels. Potential
campaigns may include a social media campaign describing
infertility as disease, grass roots campaigns which empower
people impacted by infertility to discuss infertility as dis-
ease within their social networks, and partnerships with
media and educators to advocate for consistent labeling of
infertility as a disease.

Conclusion

While a majority of participants felt that “condition” was the
label that best described infertility, those who were randomly
assigned to view, or preferred, the “disability” and “disease”
labels to describe infertility were more likely to support public
policies improving coverage for infertility treatments. Relabeling
infertility while advocating for equal access to infertility care
may help sway public opinion, and ultimately policymakers, to
support policies that make fertility treatments available for
everyone.
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