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Purpose: This qualitative study aimed to explore experiences related to learned helplessness and support needs among patients with 
recurrent implantation failure undergoing in vitro fertilization and embryo transfer, and to provide evidence for targeted psychological 
support and nursing interventions in clinical practice.
Patients and Methods: A descriptive phenomenological study was conducted. Using purposive sampling, 17 patients with recurrent 
implantation failure undergoing in vitro fertilization and embryo transfer were recruited from the Reproductive Medicine Center of 
a tertiary Grade A hospital in Guangzhou between December 2025 and March 2026. Data were collected through semi-structured 
interviews and analyzed using Colaizzi’s seven-step phenomenological method, supported by NVivo 15.0 software.
Results: The analysis identified four themes and 13 subthemes, covering perceived sources of learned helplessness, manifestations in 
daily life and psychological well-being, participants’ coping responses, and external support needs. These themes reflected how 
repeated treatment failure, invasive procedures, uncertainty about pregnancy outcomes, and medical and family-related pressures 
shaped participants’ helplessness experiences, influenced daily life and psychological well-being, and generated needs for information, 
emotional support, continuity of care, and supportive family and peer communication.
Conclusion: Patients with recurrent implantation failure undergoing in vitro fertilization and embryo transfer described learned 
helplessness as a multifaceted experience related to repeated treatment failure, invasive procedures, uncertainty about pregnancy 
outcomes, and medical and family-related pressures. This experience was closely associated with disruptions in daily life, persistent 
psychological distress, differentiated coping patterns, and multidimensional support needs. Healthcare professionals are encouraged to 
identify feelings of helplessness early and provide continuous, individualized nursing support based on patients’ coping patterns and 
support needs.
Keywords: recurrent implantation failure, learned helplessness, nursing, qualitative research

Introduction
Infertility is an important condition affecting the reproductive health of people of childbearing age and is increasingly 
recognized as a threat to human health.1 In vitro fertilization and embryo transfer (IVF-ET) is an important treatment for 
infertility and one of the core technologies in assisted reproduction.2 However, despite the increasing maturity of assisted 
reproductive technologies, some patients undergoing in vitro fertilization and embryo transfer still fail to achieve 
a clinical pregnancy after multiple embryo transfers, a condition referred to as recurrent implantation failure (RIF), 
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which affects approximately 10% of IVF-ET treatment outcomes worldwide.3 During treatment, patients with RIF are 
required to undergo repeated invasive procedures, while continually facing the psychological distress caused by repeated 
implantation failure and bearing substantial medical and family-related burdens.4,5 As a result, they are particularly 
vulnerable to feelings of helplessness.

Learned helplessness is one of the important indicators reflecting an individual’s psychological state. It refers to 
a cumulative psychological state and behavioral tendency characterized by powerlessness or self-abandonment that 
gradually develops after prolonged exposure to negative events that are unpredictable or uncontrollable.6 Unlike broader 
psychological distress, which includes general emotional responses such as anxiety, sadness, fear, and treatment-related 
fatigue, learned helplessness specifically emphasizes the belief that one’s actions or repeated efforts may not influence 
outcomes after exposure to uncontrollable or repeatedly unsuccessful events.7 The attributional reformulation of learned 
helplessness further suggests that, after uncontrollable negative events, individuals’ explanations for failure may 
influence whether helplessness becomes persistent or extends beyond the original event. This is especially relevant 
when repeated failure is perceived as personal, stable, or broadly difficult to change.8 In patients with RIF, repeated 
treatment failure despite sustained physical, emotional, and financial investment may gradually weaken confidence in 
future treatment outcomes and increase vulnerability to feelings of helplessness. This process may be understood as 
a gradual weakening of the perceived link between effort and outcome, in which repeated unsuccessful treatment 
attempts make patients feel that further effort may not necessarily change the result. Learned helplessness may affect 
patients’ self-management and is also closely related to psychological suffering, highlighting the need to understand this 
experience in clinical care.9,10 In reproductive health research, existing studies have mainly focused on psychological 
distress, anxiety, depression, or fertility-related quality of life.11 However, limited qualitative attention has been paid to 
learned helplessness among patients with RIF, including how they experience repeated treatment failure, how help
lessness affects their daily life and coping, and what support needs they express during this process. Therefore, this study 
adopted a descriptive phenomenological design to explore experiences related to learned helplessness and support needs 
among patients with RIF, with the aim of providing evidence for targeted health education and psychological support.

Materials and Methods
Participants
Purposive sampling was used to recruit patients with recurrent implantation failure undergoing in vitro fertilization and 
embryo transfer from the Reproductive Medicine Center of a tertiary Grade A hospital in Guangzhou between 
December 2025 and March 2026. To ensure sample diversity and richness of the data, participants were selected 
according to the principle of maximum variation, with consideration given to age, educational level, duration of 
infertility, and number of failed embryo transfers. The sample size was determined with reference to the recommenda
tions for qualitative research proposed by Hennink et al,12 and the principle of data saturation was followed. Data 
saturation was discussed within the research team during the process of data collection and preliminary analysis. 
Recruitment was stopped when no new themes or substantially new information emerged from the interviews.

The inclusion criteria were as follows: (1) meeting the definition of recurrent implantation failure according to the 
2023 Chinese Expert Consensus on the Clinical Diagnosis and Management of Recurrent Implantation Failure;13 and (2) 
ability to communicate normally and willingness to participate in the study.

The exclusion criteria were as follows: (1) severe dysfunction of major organs, such as the heart, liver, or kidneys, or 
other serious physical illnesses; (2) mental disorders, cognitive impairment, or disturbance of consciousness; and (3) self- 
reported experience of other major stressful life events within the past year apart from recurrent implantation failure and 
its related treatment experiences.

Study Design and Data Collection
This descriptive phenomenological study used semi-structured interviews for data collection. Before the interviews, the 
researchers obtained support from the reproductive medicine center and consulted the clinical staff to understand the 
participants’ treatment status and establish initial trust. Eligible participants were fully informed of the study purpose, 
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interview procedures, audio-recording arrangements, and confidentiality principles, and written informed consent was 
obtained prior to the interviews. One-on-one in-depth interviews were conducted in a quiet and private setting, such as 
a consultation room or meeting room, and each interview lasted approximately 20–40 minutes. With participants’ 
permission, the interviews were audio-recorded. During the interviews, the researchers maintained a neutral and non- 
judgmental attitude, avoided evaluative responses, and paid close attention to non-verbal cues such as facial expressions, 
tone of voice, pauses, and emotional changes. Follow-up questions were asked when appropriate to encourage partici
pants to describe their experiences in greater depth. Given that patients with recurrent implantation failure may be 
emotionally sensitive when discussing repeated treatment failure, uncertainty about pregnancy outcomes, or family- 
related pressure, the researchers paid particular attention to emotional reactions during the interviews. If participants 
showed obvious distress, such as crying, prolonged silence, or emotional agitation, the interview was paused or slowed 
down according to their wishes. Emotional reassurance was provided when necessary to ensure their comfort and safety 
throughout the interview process. The interview guide was initially developed based on a literature review and group 
discussions within the research team. To ensure the scientific rigor and sensitivity of the interview questions, the guide 
was reviewed by two experts in qualitative research methodology and one clinical expert. Before the formal interviews, 
the interviewers received standardized training and established rapport with the participants. Subsequently, three eligible 
patients were selected for pilot interviews. Based on the pilot interview results, the guide was further revised and refined, 
and the final interview guide was then established. The key questions included: (1) What was your most immediate 
feeling after experiencing recurrent implantation failure? (2) During this process, did you ever experience feelings of 
helplessness or a gradual loss of confidence after repeated efforts? Please describe your experiences in detail. (3) How 
have these experiences and feelings affected your daily life, family, and treatment process? (4) When you feel helpless or 
emotionally distressed, what strategies do you usually use to cope? (5) During this process, who or what has provided 
you with support? (6) What changes would you like healthcare professionals to make in terms of communication, 
emotional support, or treatment-related care to help you better cope with the helplessness associated with recurrent 
implantation failure? In addition, is there anything else about recurrent implantation failure and the feelings it has 
brought you that we have not mentioned but that you consider important?

Data Analysis
Within 24 hours of each interview, audio recordings were transcribed verbatim into text. Data were managed and 
analyzed using Colaizzi’s seven-step phenomenological approach,14 supported by NVivo 15.0 software. This study 
strictly adhered to the ethical principles of confidentiality and non-maleficence. We followed the Consolidated Criteria 
for Reporting Qualitative Research (COREQ).15

Research Team and Reflexivity
To enhance the rigor, trustworthiness, and reflexivity of the study, the following measures were implemented. All 
researchers completed systematic training in qualitative research methods, covering fundamental theories, interview 
techniques, data coding, and analytical procedures. This training helped improve the researchers’ interview skills and 
familiarity with qualitative research procedures. The research team consisted of two master’s students in nursing, two 
full-time senior nurses, one associate professor, and one professor. Prior to data collection, the two nursing master’s 
students communicated with the head nurses to understand the general condition of potential participants, facilitate 
recruitment, and ensure smooth coordination throughout the study period. Each interview was conducted by the two 
nursing master’s students, with one responsible for leading the interview and the other providing on-site assistance. To 
reduce the influence of personal bias, the research team engaged in reflexive analysis during data collection and analysis. 
Before data collection, the interviewers discussed their prior understanding of recurrent implantation failure, infertility 
treatment, and learned helplessness within the research team. The research team recognized several potential preconcep
tions before and during analysis. For example, because some team members had nursing and reproductive health-related 
backgrounds, they might have expected patients with RIF to mainly describe distress, helplessness, and needs for 
psychological support. The team also recognized the possibility of interpreting general infertility-related distress or 
treatment fatigue too readily as learned helplessness. To manage these preconceptions, the researchers repeatedly 
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returned to the original transcripts and participant quotations during coding and theme development, and paid particular 
attention to whether participants’ narratives reflected perceived uncontrollability, self-blame, weakened effort–outcome 
beliefs, and reduced confidence after repeated failure. Reflective notes and team discussion records were used to 
document emerging assumptions, researchers’ reflections, and key analytic decisions during coding and theme develop
ment. Differences in interpretation were discussed within the team until the themes were grounded in participants’ 
accounts rather than in researchers’ prior assumptions. The interviewers had no treatment, supervisory, or decision- 
making relationship with the participants, which helped reduce the potential influence of power imbalance or role 
conflict. In addition, the interviewers used open-ended questions, avoided evaluative responses, and encouraged 
participants to describe their experiences in their own words.

The two full-time senior nurses were responsible for checking the transcripts and assisting with preliminary 
organization of the textual data based on the audio recordings and verbatim transcripts. The data were independently 
coded and analyzed with the support of NVivo 15.0 software to enhance analytic rigor. When differences arose in coding 
or interpretation, the research team engaged in further discussion until consensus was reached. During these discussions, 
the team also examined potential assumptions and differences in interpretation to reduce the influence of individual 
preconceptions on theme development. The associate professor and professor reviewed and validated the themes to 
strengthen the credibility of the findings. The professor, as the principal investigator, oversaw the entire research process. 
All members of the research team were familiar with one another and maintained regular communication and timely 
feedback through telephone calls and face-to-face meetings to ensure consistency in data collection, analysis, and 
interpretation.

Ethical Considerations
The study was conducted in accordance with the ethical principles of the Declaration of Helsinki. This study was 
approved by the hospital ethics committee (Approval No. 20250101). Written informed consent was obtained from all 
participants, including consent for the publication of anonymized responses and direct quotations.

Results
No participants withdrew from this study. Guided by the principle of data saturation, a total of 17 participants were 
ultimately included. The demographic characteristics of the participants are presented in Table 1. Overall, the participants 
ranged in age from 24 to 39 years. They varied in place of residence, educational level, household monthly income per 
capita, duration of marriage, duration of infertility, type of infertility, childbirth history, and number of failed embryo 
transfers, thus ensuring diversity in both demographic and treatment-related characteristics.

Table 1 General Characteristics of Participants (n = 17)

Code Age 
(Years)

Residence Educational 
Level

Monthly 
Household 
Income per 

Capita (RMB)

Duration 
of 

Marriage 
(Years)

Duration 
of 

Infertility 
(Years)

Type of 
Infertility

History of 
Childbirth

Number of 
Failed 

Embryo 
Transfers

P1 29 Urban Master’s 

degree

≥10,000 3 3 Primary No 3

P2 30 Rural High school 5000–9999 3 2 Primary No 3

P3 39 Rural Junior college 5000–9999 5 3 Secondary Yes 4

P4 31 Rural Junior high 

school

<5000 6 5 Primary No 5

(Continued)
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Four core themes and thirteen subthemes were identified from participants’ accounts of experiences related to learned 
helplessness and support needs. The themes and subthemes are shown in Table 2.

Theme One: Perceived Sources of Learned Helplessness
Subtheme 1: Persistent Frustration Caused by Repeated Implantation Failure
Most participants reported that, after repeatedly entering treatment cycles and experiencing repeated failure, the 
cumulative sense of frustration gradually led them to believe that continued effort might still not result in the desired 
outcome. 

P2: The previous attempts all failed, so I just kept feeling uncertain and quite anxious.
P3: I have gone through so many cycles, done all the tests, taken all the medications, and spent so much money, but 

still there has been no real good result.

Subtheme 2: Treatment-Related Burden Caused by Repeated Invasive Procedures
Some participants described having to undergo repeated invasive procedures, such as oocyte retrieval, embryo transfer, 
and related examinations, during the course of treatment. The accumulation of physical pain and fear of repeated 

Table 1 (Continued). 

Code Age 
(Years)

Residence Educational 
Level

Monthly 
Household 
Income per 

Capita (RMB)

Duration 
of 

Marriage 
(Years)

Duration 
of 

Infertility 
(Years)

Type of 
Infertility

History of 
Childbirth

Number of 
Failed 

Embryo 
Transfers

P5 25 Rural Secondary 

vocational 
school

<5000 4 3 Primary No 3

P6 29 Urban High school 5000–9999 5 4 Primary No 4

P7 24 Rural Junior high 

school

<5000 4 3 Primary No 3

P8 30 Urban Junior college <5000 5 5 Primary No 5

P9 37 Urban Junior college ≥10,000 8 4 Secondary Yes 6

P10 33 Urban Bachelor’s 
degree

<5000 5 3 Secondary No 4

P11 31 Rural Bachelor’s 
degree

5000–9999 7 3 Secondary Yes 3

P12 34 Rural Junior college <5000 4 2 Primary No 4

P13 33 Urban High school 5000–9999 5 4 Secondary No 6

P14 26 Urban Master’s 

degree

≥10,000 2 2 Primary No 3

P15 24 Rural Secondary 

vocational 
school

<5000 3 3 Primary No 3

P16 25 Rural Junior college 5000–9999 4 2 Secondary Yes 3

P17 32 Urban Bachelor’s 

degree

5000–9999 6 4 Secondary Yes 5
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procedures not only intensified the suffering associated with treatment, but also increased their overall physical and 
emotional burden. 

P6: Every time I think about having to go through those examinations and procedures again, I immediately feel tense. 
It’s not only fear of a bad result, but also fear of the process itself. Physically, it is really uncomfortable.

P8: After treatment, my menstrual pain became so severe that it even made me think about giving up, because I really 
did not want to keep going through this kind of pain again and again. It was just too painful.

Subtheme 3: A Low Sense of Control Triggered by Uncertainty Regarding Pregnancy Outcomes
For most participants, helplessness was described as being related not only to implantation failure itself, but also to the 
prolonged uncertainty surrounding treatment outcomes. Even when they tried their best to cooperate with treatment, they 
still found it difficult to gain any sense of control over whether pregnancy would ultimately be achieved. 

P1: This is not something I can control myself. If it were like an exam, at least you could improve through effort, but 
with this, I just do not know what to do. I still feel very helpless.

P2: This is something you simply cannot control. If that’s the case, then there is nothing you can do except accept it 
and let things take their course.

P4: In the end, I can only listen to the doctors. I do not really understand it myself, so it just feels completely beyond 
my control.

Subtheme 4: The Combined Effects of Medical Burden, Family Expectations, and Traditional Fertility Beliefs
Most participants reported that, during repeated treatment, they had to bear multiple pressures at the same time, including 
financial burden, time costs, and family expectations. Some were also influenced by traditional beliefs such as “women 
should have children soon after marriage” and “childbearing is a family responsibility,” which placed them under long- 
term pressure related to family roles and reproductive expectations, making them more likely to experience self-blame, 
guilt, and low mood. 

P1: Especially in this society, I personally like children very much. If I really could not have a child in the future, 
I think it would be very hard for me to accept.

P5: My husband has never said it directly, but I know he definitely wants a child too.
P7: The financial pressure is quite heavy, because with this treatment, you really do not know how much money you 

will have to spend before getting a result.

Table 2 Themes and Subthemes

Themes Subthemes

1. Theme One: Perceived Sources of Learned Helplessness 1.1 Persistent frustration caused by repeated implantation failure 
1.2 Treatment-related burden caused by repeated invasive procedures 

1.3 A low sense of control triggered by uncertainty regarding 

pregnancy outcomes 
1.4 The combined effects of medical burden, family expectations, and 

traditional fertility beliefs

2. Theme Two: Manifestations of Learned Helplessness in Daily Life and 

Psychological Well-Being

2.1 Disruption of daily life 

2.2 Persistent psychological distress

3. Theme Three: Participants’ Coping Responses to Learned 

Helplessness

3.1 Passive avoidance 

3.2 Passive compliance 
3.3 Active adjustment

4. Theme Four: External Support Needs for Coping with Learned 
Helplessness

4.1 Need for disease-related information and treatment process 
guidance 

4.2 Need for continuous psychological support 

4.3 Need for medical insurance reimbursement and continuity of care 
4.4 Need for supportive family communication and peer support
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P14: The older people in the family always think that once you get married, you should have a child as soon as 
possible. After trying for so long without success, I worry that they may think there is something wrong with me.

Theme Two: Manifestations of Learned Helplessness in Daily Life and Psychological 
Well-Being
Subtheme 1: Disruption of Daily Life
Most participants reported that, during repeated treatment, they often had to take repeated leave from work and adjust 
their work arrangements because of oocyte retrieval, embryo transfer, and related examinations. Their daily lives also had 
to be organized around treatment. Meanwhile, the pain and physical discomfort caused by repeated invasive procedures 
further affected their daily activities and overall living state. In addition, concern about another failed attempt made some 
participants more cautious about exercise, diet, and everyday behaviors, thereby disrupting their previous life routines. 

P3: Sometimes, just to keep up with treatment, I have to take leave again and again, and my work arrangements get 
completely disrupted.

P8: I used to go out to exercise and meet friends, but now I have stopped doing many of those things. It feels as if my 
whole life revolves around treatment.

P4: I used to drink things like milk tea, but now I do not dare anymore. I have become very cautious about what I eat.

Subtheme 2: Persistent Psychological Distress
After repeated treatment failure, learned helplessness was often manifested as persistent low mood, emotional suppres
sion, and self-denial. Some participants gradually began to attribute failure to themselves and also experienced sleep 
disturbance and difficulty regulating their emotions. 

P1: Every time I think back on it, I feel both helpless and deeply frustrated.
P3: At night, I keep thinking about it and cannot fall asleep. During that period after failure, I was only sleeping three 

or four hours a night.
P6: On the surface, I may look fine, but actually I keep it all inside. Especially when I am alone and quiet, I keep 

replaying all those previous failures in my mind, and after thinking too much, I start to wonder whether the 
problem is really with me.

Theme Three: Participants’ Coping Responses to Learned Helplessness
Subtheme 1: Passive Avoidance
Under the influence of learned helplessness, some participants tended to withdraw during the treatment process and 
adopted avoidant coping in response to others’ concern and to topics related to fertility and childbearing. 

P10: My friends and I try not to bring up this topic.
P11: Sometimes, the more my family tries to comfort me, the worse I feel. I just want to avoid it, and I do not want to 

listen or explain anymore.
P15: After going through all of this, I have even become somewhat resistant to going to the hospital.

Subtheme 2: Passive Compliance
Influenced by learned helplessness, some participants showed passive compliance with subsequent treatment. Although 
they continued to undergo examinations and treatment, their initiative was clearly reduced. They were more likely to 
follow the existing arrangements and adopt a more resigned attitude toward the outcome. 

P4: In the end, I can only follow what the doctors say, because I do not really understand it myself.
P9: Usually, I just see the doctor and do whatever the doctor tells me to do.
P16: To put it simply, I am just going along with it. I do not dare think too much about whether it will work or not.
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Subtheme 3: Active Adjustment
Some participants attempted to cope in a relatively positive way after repeated treatment failure. They tried to relieve 
learned helplessness by actively seeking disease- and treatment-related information, using other activities to distract 
themselves, and obtaining emotional support from family members or peers with similar experiences. 

P2: When I try to get through these feelings, I exercise, listen to audiobooks, read, or listen to music. That’s how 
I distract myself.

P5: I would search online to find out why implantation failed and what could be done to avoid failure next time.
P9: There was another woman next to me who was also receiving treatment here. After talking with her, I would feel 

a bit better.

Theme Four: External Support Needs for Coping with Learned Helplessness
Subtheme 1: Need for Disease-Related Information and Treatment Process Guidance
After repeated treatment failure, some participants reported feeling confused and helpless because they lacked a clear under
standing of the reasons for failure, did not fully understand the meaning of examination results, and were uncertain about how 
subsequent treatment would be arranged. They hoped not only to receive accurate and clear professional information, but also to 
obtain more specific explanations from healthcare professionals regarding precautions during treatment and the next steps in the 
treatment plan, so as to reduce uncertainty and strengthen their confidence in continuing treatment. 

P1: I hope the hospital can give more special attention to my situation and really tell me what I should do.
P2: If someone could explain more to me before the results came out, I probably would not feel so panicked.
P17: Every time I finish an examination, I really want to know what the result means and what the next step will be. If 

no one explains it clearly, I just keep worrying.

Subtheme 2: Need for Continuous Psychological Support
Participants’ need for psychological support was not limited to brief comfort immediately after a failed treatment result. 
Rather, they hoped to receive ongoing attention and support throughout the entire treatment process. Because learned 
helplessness often extended into treatment intervals and daily life, participants reported a clear need for emotional support 
while waiting for examination results, before entering the next treatment cycle, and during periods of emotional fluctuation. 

P6: It’s not enough just to comfort me once after the result comes out. I hope there can be more attention and support 
throughout the whole treatment process.

P11: Sometimes the hardest part is not the moment of failure itself, but what comes afterward, when I have to process 
it all by myself.

P13: I think this kind of psychological support should be ongoing. It should not be limited to just a few comforting 
words at the moment things go wrong.

Subtheme 3: Need for Medical Insurance Reimbursement and Continuity of Care
Participants described that unclear reimbursement policies and insufficient support after leaving the hospital could intensify their 
feelings of helplessness and uncertainty. Some assisted reproductive procedures had not yet been incorporated into medical 
insurance coverage, and the required reimbursement materials, procedures, and eligibility conditions were not sufficiently clear. 
As a result, participants experienced considerable financial pressure during long-term treatment and felt anxious about 
reimbursement issues. In addition, after returning home and during treatment intervals, guidance regarding follow-up examina
tions, medication use, and lifestyle management was difficult to sustain, leaving participants uncertain about the subsequent 
treatment process. 

P5: The cost of repeated tests and treatment is really high. After a long time, the pressure becomes very obvious. If 
more of it could be reimbursed, I would feel much more relieved.

P9: A lot of the time, after finishing one step, you just go home. But once you are back home, there are still so many 
questions, and you do not know who to ask or what to do next.

P14: Once I am back home, it’s actually easier to start overthinking. If someone could continue to follow up with me, 
I would feel much more reassured.
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Subtheme 4: Need for Supportive Family Communication and Peer Support
Participants’ need for supportive family communication and peer support was closely related to their perceived lack of 
companionship and understanding during long-term treatment. Participants generally hoped to receive more emotional 
support and practical companionship from family members in order to reduce the helplessness and psychological stress 
caused by long-term treatment. At the same time, they also hoped to obtain experiential sharing and emotional resonance 
from peers with similar experiences, which helped to alleviate anxiety about subsequent treatment and pregnancy outcomes. 

P6: Sometimes the hardest part is not the treatment itself, but feeling that I am carrying all of this alone. If my family 
could spend more time with me and listen to me, I would feel much better.

P11: My husband has always accompanied me to the hospital. Even though there are many things he cannot actually 
help with, as long as someone is facing it with me, I do not feel so helpless.

P12: If you talk to people who have never gone through it, they really do not understand. It is much more helpful to 
talk to someone who has had the same experience.

Discussion
Recognizing the Multiple Sources of Learned Helplessness and Strengthening Early 
Identification and Targeted Intervention
This study found that participants’ experiences related to learned helplessness appeared to be shaped by multiple 
stressors, including repeated implantation failure, invasive procedures, uncertainty regarding outcomes, and medical 
and family-related pressures. This suggests that learned helplessness in this population may be related to the long-term 
accumulation of multiple stressors, which is consistent with theoretical explanations linking recurrent exposure to 
uncontrollable stressors with learned helplessness.16 Possible explanations include the erosion of patients’ belief in the 
relationship between effort and outcome after repeated implantation failure; the cumulative burden of procedure-related 
pain and anticipatory fear associated with repeated invasive treatments; the reduced sense of control caused by prolonged 
treatment cycles and uncertain outcomes; and the way in which financial burden and traditional fertility beliefs reinforce 
personal responsibility attribution, thereby intensifying negative emotions. From the perspective of the attributional 
reformulation of learned helplessness, these findings suggest that participants’ experiences involved more than general 
distress after treatment failure. Repeated unsuccessful treatment attempts, perceived uncontrollability, self-blame, and 
weakened effort–outcome beliefs helped explain why these experiences were interpreted as learned helplessness rather 
than only infertility-related distress or treatment fatigue. Previous studies have shown that learned helplessness may 
reduce treatment adherence, whereas targeted health education and psychological support can improve psychological 
well-being.17 These findings suggest that healthcare professionals may need to be attentive to patients who repeatedly 
describe treatment failure, invasive procedures, uncertainty, and family-related pressure as sources of helplessness. In 
clinical communication, clearer explanations of treatment uncertainty and sensitive responses to family-related blame 
may help reduce patients’ perceived lack of control. These implications should be interpreted as preliminary.

Focusing on Manifestations of Learned Helplessness in Daily Life and Psychological 
Well-Being
Participants described learned helplessness-related experiences as closely intertwined with disruptions in daily life and 
persistent emotional distress. Some patients had to take repeated leave from work and adjust their work arrangements 
because of ongoing treatment. They also became more cautious about exercise, diet, and daily activities, resulting in 
disruption of their usual life routines, together with persistent low mood, self-denial, and sleep disturbance. This may be 
related to the restriction of daily role functioning caused by repeated treatment. The continued accumulation of life 
disruption and emotional distress may reinforce each other and further affect patients’ fertility-related quality of life and 
willingness to continue treatment.11,18,19 Previous studies have shown that psychological distress among infertile women 
and patients undergoing assisted reproductive technology is associated with poorer quality of life and coping 
difficulties.20,21 These findings indicate that nursing assessment may need to consider both emotional distress and 
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disruptions in daily functioning. For patients reporting persistent distress or serious sleep disturbance, timely referral to 
psychological services may be considered when appropriate.

Understanding the Differentiated Characteristics of Coping Patterns and 
Strengthening Patients’ Positive Coping Resources
This study found that patients did not cope with repeated treatment failure in a single way; rather, differentiated coping 
patterns emerged under the continued influence of helplessness, which is consistent with previous findings.22 Patients’ 
coping patterns are closely related to infertility-related stress and psychological status,23 and may also influence their 
subsequent participation in treatment and their use of support resources. The three coping responses identified in this 
study—avoidance, passive compliance, and active adjustment—suggest that support may need to be tailored to patients’ 
coping patterns rather than delivered in a uniform manner.

For participants who described avoidance, non-judgmental communication and a low-pressure environment may help 
reduce resistance to discussing treatment-related experiences. For those showing passive compliance, clearer explana
tions of treatment goals and available options may help increase their sense of participation in the treatment process. For 
those showing active adjustment, reliable information channels and appropriate use of family or peer support may help 
reinforce existing coping resources. These findings suggest that future supportive care may need to consider differences 
in coping patterns, although the effectiveness of tailored support should be examined in further studies.

Addressing External Support Needs and Optimizing Continuity of Nursing Care
The findings of this study showed that patients with RIF had external support needs while coping with learned 
helplessness. These needs included disease-related information and treatment process guidance, continuous psychological 
support, medical insurance reimbursement and continuity of care, and supportive family communication and peer 
support. If these needs remain unmet over time, they may intensify patients’ uncertainty regarding the treatment process 
and outcomes and may further contribute to feelings of helplessness. Family companionship and peer support were 
regarded as important sources of emotional buffering and may be strengthened through corresponding guidance to help 
reduce feelings of helplessness.24 Participants’ accounts suggested that psychological support was needed not only after 
an unsuccessful treatment result but also during treatment intervals and the waiting period for results. This finding 
highlights the importance of continuous psychological support across different stages of the RIF treatment pathway.

Based on participants’ expressed needs, future nursing support may consider clearer treatment-related communica
tion, emotional support during treatment intervals and waiting periods, follow-up guidance after leaving the hospital, and 
family or peer support. Future studies may examine whether these support needs can be integrated into structured 
nursing-led supportive care interventions, such as care bundles.25

Relevance for Clinical Practice
The findings provide preliminary insights for reproductive nursing practice. Healthcare professionals may be attentive to 
feelings of helplessness among patients with RIF, especially when patients describe repeated treatment failure, uncer
tainty, self-blame, or reduced confidence. Supportive communication, individualized information, emotional support 
during treatment intervals and waiting periods, and appropriate family or peer support may be considered in routine care. 
Given the qualitative and single-site nature of this study, these practice implications should be interpreted cautiously. 
Future research is needed to develop and evaluate structured supportive care approaches for patients with RIF.

Study Limitations
First, the sample source and representativeness were limited. This study used purposive sampling, and all participants 
were recruited from the Reproductive Medicine Center of a single tertiary hospital, with a relatively small sample size. 
Differences in regional culture, family fertility beliefs, and access to reproductive healthcare resources may influence 
patients’ experiences of learned helplessness. Therefore, the transferability of the findings to other populations and 
settings needs to be interpreted with caution.
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Second, the findings were based on participants’ self-reported experiences and may have been influenced by recall 
and expression differences. Because the interviews focused on emotionally sensitive experiences related to repeated 
treatment failure, some participants may have selectively recalled events or had difficulty fully articulating their inner 
feelings, which could have affected the depth and completeness of the data. In addition, although the interview guide was 
designed to explore participants’ experiences related to learned helplessness, one interview question explicitly mentioned 
“feelings of helplessness” and “loss of confidence.” This may have shaped how some participants understood and 
described their experiences. Therefore, the themes should not be interpreted as having emerged from a fully inductive 
exploration of psychological experience, but rather as findings generated within an interview framework that included 
learned helplessness as a sensitizing concept. To reduce this potential influence, the interviewers used open-ended follow- 
up questions, avoided evaluative responses, and encouraged participants to elaborate on their experiences in their own 
words. Future studies may use more neutral opening questions before gradually exploring specific concepts related to 
learned helplessness.

Third, although the interviews provided useful descriptions of participants’ experiences, the interview duration of 
approximately 20–40 minutes may have limited further exploration of some deeply emotional and cumulative experi
ences related to repeated treatment failure. The interviewers used follow-up questions to encourage participants to 
elaborate on their experiences where appropriate. Future studies could consider longer interviews, repeated interviews, or 
longitudinal qualitative designs to obtain a more in-depth understanding of learned helplessness over time.

Fourth, this study explored learned helplessness only from the patients’ perspective and did not include the views of 
family members or healthcare professionals. Given that the experiences of patients with recurrent implantation failure are 
closely related to family interaction, medical communication, and treatment support, the absence of multiple perspectives 
may have limited a more comprehensive understanding of how feelings of helplessness developed and how supportive 
interventions could be designed.

Conclusions
This qualitative study of patients with RIF identified four themes: perceived sources of learned helplessness, manifesta
tions of learned helplessness in daily life and psychological well-being, participants’ coping responses to learned 
helplessness, and external support needs for coping with learned helplessness. In clinical nursing practice, early 
identification, continuous psychological support, individualized informational guidance, and continuity of care may be 
important areas for further consideration. At the same time, greater attention may be paid to integrating family and peer 
support resources in order to improve patients’ psychological well-being. In the future, multidisciplinary collaboration 
among reproductive medicine, nursing, psychological services, and follow-up care teams may help support the devel
opment of structured and continuous patient care approaches for patients with RIF.
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