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General Introduction

Women and men who wish to have children face considerable stress when they fail to conceive.
They feel denied of something that feels by nature to be rightfully theirs [1]. Involuntary
childlessness is perceived by many to be equivalent to the loss of a close relative [2, 3]. Being
diagnosed as sub- or infertile influences the lives of these women and men irreversibly [4, 5].

Many sub- or infertile women and men who seek treatment struggle how to handle the
psychosocial impact of infertility and go to great lengths to find a solution for their involuntary
childlessness [6, 7]. When treatment fails or when no fertility treatment is possible, the treatment
option of last resort is treatment with donated gametes [donor sperm treatment or donor oocyte
treatment].

Donor sperm treatment is a treatment option that gives heterosexual couples diagnosed
with severe male subfertility a chance to become parents of a child that is not genetically related
to one of them and also enables family building in single and lesbian women. This thesis aims to
explore the wishes for counselling and the content of counselling in donor sperm treatment for
parents, donors and donor-conceived children and the counsellors’ practices of the counsellors.

Early medical paradigms of anonymity and non-disclosure of donor
sperm treatment
The first insemination with donor sperm described in scientific literature was done by William
Pancoast at the end of the nineteenth century in Pittsburgh, Pennsylvania, USA, with the fresh
sperm of one of his students. The husband of the woman who was inseminated was informed
about the donor insemination, but was advised never to tell his wife and child. It was the student
who published his ordeal many years later [8].

From the 1930s, donor sperm treatment was gradually introduced in clinical practice in
many countries to assist heterosexual couples in building a family. By the 1950s donor sperm
treatment had become a mainstream treatment in the Global North. A great breakthrough was
cryo-preservation of sperm which was first documented in the 1960s and led to the foundation
of the first sperm banks [9].

Until the 1980s, the paradigm of sperm-donor anonymity and secrecy by recipient
parents towards their future children as well as family and friends remained the germane
paradigm [10, 11]. Medical doctors in the clinics offering donor sperm treatment advised
intended parents to forget that they had received donor sperm once they were pregnant and
never to tell anybody anything. Donor anonymity and non-disclosure were the mechanisms used
to protect the privacy of sperm donors and parents, and were supposed to maximize the welfare
of the donor-child. The quintessence of this line of thinking was that the right of privacy for
parents and sperm donors took precedence over the right of donor children to know their
genetic origin [12, 13].

International developments on guidance and legislation
By the 1980s, donor sperm treatment had become mainstream across Western European
countries, New Zealand, Australia and the USA, but was not universally accepted as an ethically
justified treatment, nor regulated by law.
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In 1982, the Human Fertility and Embryology Authority (HFEA) in the United
Kingdom (UK) established the Warnock Committee to examine the social, ethical and legal
implications of recent and potential developments in the field of human assisted reproduction,
and to develop recommendations for guidance and legislative regulation of in vitro fertilization
(IVF), donor sperm treatment and the use of human embryos in research. Their major
recommendations on donor sperm treatment were that the donor-child, from the age of 18
onwards, should have access to more detailed and identifying information about the sperm
donor and his genetic health, that legislation should be introduced to provide rights of access to
this identifying information, and that counselling should be available to all infertile couples and
third parties involved at any stage of treatment. These recommendations represented a major
shift in thinking about donor anonymity and parent donor-child secrecy [14].

In 1989, the United Nations Convention on the Rights of the Child published a report
that defined the rights of children, including the right to know their genetic origins, contributing
to the discourse that was set in motion by the Warnock Committee [15, 16]. As a consequence,
open identity sperm donation was now up for societal and political discussion.

National developments in The Netherlands on guidance and legislation
In 1982, the Minister of Welzijn, Volksgezondheid en Cultuur of The Netherlands requested the
Gezondheidsraad * to advise on psychosocial, ethical and legal aspects of reproductive
technologies, including donor sperm treatment. Until then, the main focus in assisted
reproduction had been on medical-technical aspects. A discussion about psychosocial, ethical and
legal aspects had not taken place. The Gezondheidsraad committee which prepared the advice
consisted of a neurosurgeon, two ethicists, a cell biologist, a gynecologist, two developmental
psychologists, a psychiatrist, a social psychologist, a physiologist, an advisor of the Inspectie van
de Gezondheidszorg, and a secretary of the Gezondheidsraad.

In October 1986, the Gezondheidsraad presented its advice [Advies inzake kunstmatige
inseminatie, in het bijzonder in vitro fertilisatie, kunstmatige inseminatie met donorzaad en
draagmoederschap] [17]. The Gezondheidsraad advised the following:

 first, to register identifiable data of the donor anonymously but to make these data
inaccessible for parents and children;

 second, to register the genetic characteristics of the donor with a code, but without any
identifiable characteristics, and to make these accessible for parents and children; non-
identifying data such as donor eye and hair color, posture and height should be made
accessible for the child only;

 third, to encourage parents to disclose donor conception to their child, the way they
themselves see fit;

 fourth, to screen parents on psychosocial suitability prior to treatment, but to decline
treatment only in cases where the risk of severe harm to a child is expected;

 fifth, to offer parents proper psychosocial counselling to understand non-genetic
parenthood, documented by signing a statement of having received such counselling;

 finally, health care providers should take responsibility for all parties i.e. parents, children
and donors.

*translation institutions before references
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The advice of the Gezondheidsraad * of the Netherlands did not lead to greater consensus on
the policy and daily practice of donor sperm treatment. Extensive debates on donor anonymity
and disclosure to donor-conceived offspring followed, due to conflicting opinions, beliefs and
interests among politicians, special interest organizations and medical staff of fertility clinics.

In 1989, the Dutch Government turned to a child psychiatrist, Professor Verhulst of the
Dijkzigt Ziekenhuis, now the Erasmus Medisch Centrum, for research on possible consequences
for donor-conceived offspring if they would not have access to their genetic origins [18]. A
preliminary study based on literature and interviews with people concerned with donor sperm
treatment was conducted to know if such a study was feasible. The Government decided not to
start a study as this would be methodologically and ethically complicated and would take much
time [18].

In 1991, the Dutch Government prepared legislation to regulate data on genetic origins
in accordance with the Children’s Rights, part of the European Convention on Human Rights,
with emphasis on donor sperm treatment and abolition of anonymity. In doing so, the Ministers
of Veiligheid en Justitie and of Welzijn, Volksgezondheid en Cultuur consulted many
organizations:

 Koninklijke Nederlandsche Maatschappij tot bevordering der Geneeskunst [KNMG];
 Nationale Raad voor de Volksgezondheid [NRV];
 Nederlands-Belgische Vereniging voor Kunstmatige Inseminatie [NBVKI];
 Nederlandse Vereniging voor Obstetrie en Gynaecologie [NVOG];
 Emancipatie Raad;
 Stichting Afstammingsrecht;
 and Raad voor Jeugdbeleid.

The KNMG and the NRV were of the opinion that legislation was not appropriate as there was
no consensus on the interests of donor-conceived offspring and the implications of abolition of
anonymity. They stressed that all intended parents should be screened psychosocially, but only
excluded from donor sperm treatment in cases of severe risk to the wellbeing of the child. In
addition, they expressed their concern about a potential shortage of sperm donors and a black
market for sperm if donor anonymity was abolished [19].

The NBVKI and the Werkgroep Genetische herkomst en Donorinseminatie of the
NVOG presented a consensus paper [20, 21]. The key recommendation of that consensus paper
was to delay the complete shift away from donor anonymity to identifiable donation, and to
introduce a so called ‘two-track policy’ with anonymous and identifiable donors. This meant that
sperm donors could choose whether to be anonymous or known to a child reaching the age of
16, that intended parents could choose for an anonymous or an identifiable donor, and that a
donor-passport of each donor with non-identifying background and medical information could
be made available for children from the age of 12.

This more cautious recommendation was grounded on fears about the possible negative
consequences for sperm donors and parents should anonymity be abolished, such as loss of
privacy, judgmental attitudes of people around them, and shortage of sperm donors.

*translation institutions before references
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The Emancipatie Raad * supported transparency of genetic data and offering legal
protection to donor-conceived offspring [22]. The Stichting Afstammingsrecht, and the Raad
voor Jeugdbeleid, felt that parents should receive mandatory counselling about sharing donor
conception with their child, as in the case of adoption, and they recommended the initiation and
subsidization of information and counselling for parents on non-genetic parenthood, donor-
passports and research [22].

Ethicists pleaded to separate the debate about the rights of children, their parents and
sperm donors from the concerns about a potential shortage of sperm donors. Most of them
highlighted the moral right of children to make autonomous choices about knowing the identity
of their donor or not [23, 24].

Legislation and the paradigm shift
In 1992, the Minister of Veiligheid and Justitie, and the Staatssecretaris van Welzijn,

Volksgezondheid and Cultuur, sent Draft Legislation to Parliament in which it was clearly stated
that more time was needed to achieve societal acceptance of donor identifiability. Instead, the
‘two-track policy’ recommended in the consensus paper of the NVOG was instituted with both
anonymous and identifiable donors, and with a donor-passport with non-identifiable information
for donor-conceived offspring [22]. This transitional situation lasted until 1997.

In 1997, a new law was sent to the parliament to make donor identifiability a legal
requirement. It then took 5 years until finally, in 2002, the Dutch Parliament voted in favour of
the new law – Wet Donorgegevens Kunstmatige Bevruchting. The law was implemented in 2004
and prohibited anonymous donation of sperm and oocytes, acknowledging a child’s right to
know their genetic origin from the age of 16 [25, 26]. The paradigm of donor anonymity had now
shifted to donor identifiability and had a legal basis.

This paradigm shift greatly influenced research possibilities into the psychological
implications of donor sperm treatment for children, parents and sperm donors. Previously, the
children themselves could not be asked about their wellbeing and relationship with their parents.
The only way to study the psychological adjustments of donor children and parent-child
relationships was to interview the parents. Those studies showed that the social and emotional
development of young donor children was not different from children conceived after IVF or
natural conception [27, 28, 29]. Other studies revealed that parents with donor-children
experienced more emotional and behavioral problems with their children during child-raising
than parents who did conceive with their own gametes, and that the (social) fathers suffered from
uncertainty about being the father of a child without a genetic link with him or her [30, 31]. It
also became clear that keeping donor conception a secret from children was difficult to sustain
for parents, and that more and more parents wished to share donor conception with their child
[32, 33].

The transition to identifiable donation and more openness to disclose the genetic origin
of donor children allowed - for the first time - research about the impact of donor sperm
treatment on the psychological wellbeing of children by asking the children themselves.

*translation institutions before references
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privacy, judgmental attitudes of people around them, and shortage of sperm donors.

*translation institutions before references
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The Emancipatie Raad * supported transparency of genetic data and offering legal
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conception with their child, as in the case of adoption, and they recommended the initiation and
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passports and research [22].
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highlighted the moral right of children to make autonomous choices about knowing the identity
of their donor or not [23, 24].

Legislation and the paradigm shift
In 1992, the Minister of Veiligheid and Justitie, and the Staatssecretaris van Welzijn,

Volksgezondheid and Cultuur, sent Draft Legislation to Parliament in which it was clearly stated
that more time was needed to achieve societal acceptance of donor identifiability. Instead, the
‘two-track policy’ recommended in the consensus paper of the NVOG was instituted with both
anonymous and identifiable donors, and with a donor-passport with non-identifiable information
for donor-conceived offspring [22]. This transitional situation lasted until 1997.

In 1997, a new law was sent to the parliament to make donor identifiability a legal
requirement. It then took 5 years until finally, in 2002, the Dutch Parliament voted in favour of
the new law – Wet Donorgegevens Kunstmatige Bevruchting. The law was implemented in 2004
and prohibited anonymous donation of sperm and oocytes, acknowledging a child’s right to
know their genetic origin from the age of 16 [25, 26]. The paradigm of donor anonymity had now
shifted to donor identifiability and had a legal basis.

This paradigm shift greatly influenced research possibilities into the psychological
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children themselves could not be asked about their wellbeing and relationship with their parents.
The only way to study the psychological adjustments of donor children and parent-child
relationships was to interview the parents. Those studies showed that the social and emotional
development of young donor children was not different from children conceived after IVF or
natural conception [27, 28, 29]. Other studies revealed that parents with donor-children
experienced more emotional and behavioral problems with their children during child-raising
than parents who did conceive with their own gametes, and that the (social) fathers suffered from
uncertainty about being the father of a child without a genetic link with him or her [30, 31]. It
also became clear that keeping donor conception a secret from children was difficult to sustain
for parents, and that more and more parents wished to share donor conception with their child
[32, 33].

The transition to identifiable donation and more openness to disclose the genetic origin
of donor children allowed - for the first time - research about the impact of donor sperm
treatment on the psychological wellbeing of children by asking the children themselves.

*translation institutions before references
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These studies showed that donor-conceived children who were told by their parents at a later age
about their genetic origins wished that their parents had been honest about donor conception at
an earlier stage. Children whose parents had disclosed their donor conception at a young age
experienced fewer emotional problems and had more open communication with their parents
compared to donor-conceived children who learned about donor conception at an older age [34,
35, 36, 37].

Donor-conceived children who were informed about donor conception by their parents,
but who had an anonymous donor, struggled with not knowing their genetic origins and not
knowing if they might have half-siblings [34, 38, 35, 39, 36, 37]. They wished to be informed
about their genetic origins and about the identity of the donor.

When children preferred not to receive information about their donor, this was often due
to feelings of loyalty towards the -social- father and/or because their family felt uncomfortable
with the donor conception [38, 35, 40]. When their parents talked openly with them about donor
conception, they started to view the donor as a person who holds clues about themselves, their
health and their ancestry, rather than as simply the provider of genetic material. They preferred to
believe that the donor donated sperm for altruistic reasons, they wished to have a say in the
decision to contact their donor or not, and to assure their parents that their natal families were
most important for them [27, 40].

For decades, sperm donors were invisible stakeholders. The transition from anonymous
to identifiable donation also led to more research on sperm donors. Initially, research focussed
on their motivation, characteristics and attitudes towards knowing the outcome of their
donations, and what they expected when children decided to seek contact. Motivations to
become a sperm donor ranged from financial motives, wishing to know one’s fertility status, to
pure altruism [41, 42, 43, 44, 4]. Donor attitudes regarding anonymous and identifiable donation
also appeared to vary as well [45]. Donors were interested in their donor-conceived offspring and
their commitment did not end once their donations were made [46].

Research rationale, aim and scope of the thesis

Parents of all family types – heterosexual, lesbian and single parent families - intending to opt for
donor sperm treatment face many uncertainties and concerns. Getting pregnant with the help of
someone they do not know, the lack of a genetic tie of the social parent with the child,
uncertainty about disclosing donor conception and fear about the reactions of the future child
and of people around them, are complicated issues to come to terms with [47, 48, 37, 49].

In view of these dilemmas, psychosocial counselling for intended parents by specialist
psychosocial counsellors is advised as an integral part of donor sperm treatment [50, 51, 52, 53,
54]. Institutes in the field of reproductive medicine such as the National Institute for Health and
Care Excellence (NICE) in the UK, the American Society of Reproductive Medicine (ASRM),
and the UK Human Fertilization and Embryology Authority (HFEA), have issued codes of
practice emphasizing the importance of psychosocial counselling for prospective parents to
understand the implications of donor sperm treatment for themselves, their family and their
child, and to offer emotional support to cope with these consequences [55, 56, 57].
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There remain, however, substantial gaps in knowledge about the counselling needs of the
different donor sperm treatment stakeholders. With regard to donor-conceived offspring, the
psychosocial implications of having statutory access to identifying information about their donor
at the age of 16 are presently unknown, as are their needs for counselling in this area. Counselling
guidelines that address the process of counselling for donor-conceived offspring do not exist.

In research on sperm donors, topics like recruitment procedures, altruism versus financial
compensation and anonymity versus open-identity donation have dominated the field for a long
time. It is only recently that issues such as attitudes towards open-identity donation and possible
future contact with donor-offspring have been studied [45, 58, 59]. Experiences of sperm donors
regarding their psychosocial needs and wishes, as well as their wishes for counselling and follow-
up, have so far largely been neglected.

To achieve the goal of providing evidence based counselling in donor sperm treatment, the
perspectives and wishes of all stakeholders should be known and incorporated in psychosocial
and ethical guidelines. This thesis aims to explore the role of counselling in donor sperm
treatment, by examining the feelings of parents, donor-conceived offspring and sperm donors
about psychosocial counselling, and also the current counselling practices of counsellors, as a first
step towards evidence based psychosocial counselling on third party reproduction and specialist
training herein. The research involved four main groups:

 Parents. As the discourse and legislation on the identity of sperm donors uncovered
possible psychosocial implications for parents, we aimed to know if and when parents
would need psychosocial counselling and specific information to have more confidence
in their position as parents of donor-children. We therefore explored their views on
psychosocial counselling in donor sperm treatment.

 Sperm-donors. Since sperm donors are no longer perceived as mere ‘suppliers of sperm’
but as men who contribute to building families of all types, and whose identity can be
known by donor offspring and who can be contacted by them, we wished to assess their
feelings and wishes for counselling.

 Donor-conceived offspring. Since it is now more common that parents disclose donor
conception to their child, and research is possible among donor-conceived offspring, we
aimed to know if and how counselling should be offered to donor-conceived children. To
do so, we explored donor-conceived children’s wishes for parental support, peer support
and counselling.

 Dutch counsellors. We evaluated the counselling practices of Dutch counsellors to
investigate how counsellors currently execute their counselling, which topics they value
addressing in their counselling, and whether current counseling practices fulfill the wishes
of parents before and after donor sperm treatment.
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Outline of the thesis

In CHAPTER 2 we present a systematic overview of studies on counselling intended parents
undergoing treatment with donor sperm or donor oocytes. We performed a search for facts from
the secondary data to identify the wishes for counselling of parents undergoing treatment with
donor gametes and the patterns that emerge from these data.

In CHAPTER 3 we examine the experiences and needs regarding psychosocial
counselling of 24 Dutch parents who conceived through donor sperm treatment. These findings
are based on in-depth interviews. We present the topics which are relevant for psychosocial
counselling of parents in various family types before and after donor sperm treatment.

In CHAPTER 4 we present the experiences and wishes of 25 Dutch identifiable sperm
donors regarding psychosocial counselling. These findings are based on semi-structured
interviews. We examined their experiences of being a sperm donor as well as their wishes for
counselling before and after the period of active donation.

In CHAPTER 5 we analyze donor-conceived children’s wishes for parental support, peer
support and counselling, in several stages of their lives. These findings are based on interviews
with 24 donor-conceived offspring.

In CHAPTER 6 we present Dutch counsellors’ practices regarding the counselling of
intended parents of various family types who opt for donor sperm treatment. We held a focus-
group discussion and individual in-depth interviews with a total of 13 Dutch counsellors. We
examine the ways counsellors practice their counselling, what topics they value discussing with
intended parents, and on which insights and experiences their current practices are based.

In CHAPTER 7 we summarize and discuss the results presented in this thesis, and the
implications for clinical practice and research.

Chapter 1

16

Institutions

- Advies inzake kunstmatige inseminatie, in het bijzonder in vitro fertilisatie, kunstmatige

inseminatie met donorzaad en draagmoederschap [Advice regarding artificial

insemination, specifically in vitro fertilization, artificial insemination with donor sperm

and surrogacy]

- Dijkzicht Ziekenhuis, nu Erasmus Medisch Centrum [Dijkzigt hospital, now the

Erasmus Medical Center]

- Emancipatie Raad (ER) [The Equal Opportunities / Equal Rights Council]

- Inspectie van de Gezondheidszorg [Health Care Inspectorate]

- Koninklijke Nederlandsche Maatschappij tot bevordering der Geneeskunst (KNMG)

[The Royal Dutch Medical Association]

- Ministerie van Veiligheid en Justitie (V&J) [Ministry of Security and Justice]

- Nationale Raad voor de Volksgezondheid (NRV) [National Public Health Council]

- Nederlands-Belgische Vereniging voor Kunstmatige Inseminatie (NBVKI) [Dutch-

Belgian Society for Artificial Insemination]

- Nederlandse Vereniging voor Obstetrie en Gynaecologie (NVOG) [Dutch Society of

Obstetrics and Gynecology]

- Raad voor Jeugdbeleid [Child Policy Council]

- Sophia Kinderziekenhuis, nu Erasmus Medisch Centrum-Sophia [Sophia Child Hospital,

now the Erasmus Medical Center - Sophia]

- Stichting Afstammingsrecht [Foundation Law and Genetic Origins]

- Tweede Kamer der Staten Generaal [Dutch House of Representatives]

- Minster van Volksgezondheid [Minster of Public Health]

- Ministerie van Welzijn, Volksgezondheid en Cultuur (WVC) [Ministry of Welfare, Public

Health and Culture]

- Werkgroep Afstamming en Donorinseminatie [Workgroup genetic Origins and

Donorinsemination]

- Wet Donorgegevens Kunstmatige Inseminatie [Act on Artificial Insemination Donor

Data]
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Abstract 

Background   High quality counseling of potential parents is needed in the process of disclosure to 
donor offspring, which is important for the child and for family relationships. We performed a search 
for facts to identify the role of counseling in couples undergoing gamete donation. 

Methods  We systematically searched Pubmed, EMBASE and Psychinfo. Studies were included if they 
reported on counseling in gamete donation. 

Results  A total of 20 studies were included. Twelve studies stated that counselling was offered. The 
reported studies reflected no consensus about when and how counselling in gamete donation should 
be offered and no theoretical background of the disclosure/ secrecy issue. About 50% of the parents 
expressed the need for guidance and support of a counsellor. Special concerns were the disclosure 
issue and the future contact with the donor. Parents did not receive the guidance and support they 
needed in the disclosure process after treatment. 

Conclusion  Empirical knowledge on counselling is lacking. This review demonstrates the need to 
know more precisely at what moments couples should be counselled, and which specific information 
and guidelines couples need to receive to be more confident in the disclosure process to donor 
offspring. 
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Introduction 

In the treatment of couples with gamete donation assistance of a professional counsellor is essential to 
thoroughly examine the many dilemma’s faced by these couples [1, 2]. Through counselling couples 
can be fully informed about the unique psychosocial aspects of gamete donation and aided in seeing 
donor insemination from the point of view of their child [3]. The Ethics Committee of the ASRM 
states it is essential that couples are counselled and sign an informed consent about disclosure [4]. 
     In addition to counselling to prepare couples for gamete donation, post donation guidance seems 
also to be important, because after birth parents experience disclosure differently from before [5, 6, 7, 
8]. HFEA guidelines (United Kingdom) set out different types of counselling that should be available 
in gamete donation: counselling to under-stand the implications of the treatment for the couples 
themselves, their family and their child, counselling for emotional support and counselling 
to help couples to cope with the consequences of infertility and treatment [9]. 
     Typical for counselling in gamete donation is the issue of disclosure. Several institutes in the field of 
Assisted Reproductive Techniques (ART) like the Human Fertilization and Embryology Authority 
(HFEA), and the American Society of Reproductive Medicine (ASRM), as well as The United Nations 
Convention of the Rights of the Child (UNCRC) offer guidelines that encourage disclosure to donor 
offspring and respect the rights of the child (Human Fertilization and Embryology Authority, 1990; 
Ethics Committee of the American Society for Reproductive Medicine, 2004). The importance of these 
guide-lines is underpinned by legislation in several European countries, New Zealand and some states 
of Australia, giving donor offspring the right to know their donor’s identity at the age of 16 or 18 [10, 
8]. Comparative studies between parents who did and did not disclose gamete donation show that 
parents who disclosed gamete donation for their (non-adolescent) children had a more positive parent-
child relationship, less conflicts between them and their children, and better relationships between 
parents than in families where parents choose for secrecy. Nevertheless, families which kept gamete 
donation secret, were functioning within the range of normal family life [11, 12]. Non-disclosure of 
donor conception creates family tension, because the secret is always present in the mind of the 
keepers and causes a troublesome burden with subsequent detrimental impact on the child [13 8]. The 
biological origin is very important to be acknowledged and accepted, because it gives trust and self-
esteem to donor offspring [13]. 
     However, it is known that without having received the proper information on the disclosure issue, 
many couples tend to do nothing, even though it may be in their own and child’s best interest [14]. 
Studies on gamete donor recipients and donor offspring have shown that parents often want or intend 
to disclose, but are afraid of the con-sequences. Moreover, parents are uncertain about the timing and 
about how to present information of the donation. They especially fear that disclosure could have a 
negative effect on the parent-child relation-ship and therefore tend to postpone disclosure to donor 
offspring [15, 16, 7, 17, 18]. In case parents intend to disclose gamete donation to their child, but do 
not do so, the child seems to have no rights while laws have changed. More specific research is needed 
toknow how to support parents to bridge the discord between parents’ cognition and behaviour and in 
favour of the children’s rights [7]. These data reinforce the need for proper and high quality 
professional counselling in preparing parents for disclosure and other aspects related to family building 
based on donor gametes. 

Counselling on disclosure of gamete donation to donor offspring: a search for facts 
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      In this review we provide an overview of available facts and data about the need for counselling 
and the content of counselling for couples undergoing gamete donation on the one hand, and the role 
of the counsellor with regard to disclosure on the other hand. 
     The quality of the different studies varied a lot. Only two studies used validated scales to analyze the 
questionnaires [19, 3]. Moreover some studies entailed a very small population of women, which makes 
the data hard to interpret [20, 21, 17, 11]. 
     Also, eight studies did not describe if counselling was performed [22, 21, 17,11, 23, 24, 8, 16], which 
makes the quality assessment of these articles difficult in relation to disclosure. 
     In twelve of the 20 studies we found that counselling was offered, but very little on how couples 
were counselled. In one study tools for parents to disclose to donor offspring were described like: in 
the presence of both parents, in an early point in life, for instance when a child asks about conception 
in general and according to the developmental level of the child, though it is not mentioned on which 
evidence these tools are based. The moment when counselling was offered was not clear in 6 of these 
twelve studies. 

Material and methods 

Search strategy and study selection 
We performed a structured literature search using Pubmed, EMBASE and Psychinfo from incipience 
to March 2012. An information specialist (JD) per-formed a systematic search using the following 
search strings: 

Search strings for medline 
(“donor offspring”[tiab] OR donation OR insemina-tion) AND (confidentiality OR secrets OR secrecy 
OR disclosure OR anonimity OR “right to know” OR revelation OR openness) (“donor 
offspring”[tiab] OR donation OR insemination) AND (confidential-ity OR secrets OR secrecy OR 
disclosure OR anonymity OR “right to know” OR revelation OR openness) AND (counselling) 

Search strings for EMBASE: 
((gamete donation OR donor offspring OR donation OR insemination).mp) AND ((exp parental 
attitudes/ OR (confidentially OR secret OR secrecy OR dis-closure OR anonymity OR right to know 
OR revela-tion OR openness).mp) 

Search strings for PsychInfo: 

1. (fertility counselling OR (counselling and fertility)).tw.
2. ((gamete donation OR donor offspring OR donation OR insemination).tw) AND (exp parental
attitudes/ OR (confidentially OR secret OR secrecy OR disclosure OR anonymity OR right to know 
OR revelation OR openness).tw.) 

We followed the Prisma guidelines. 
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Inclusion and exclusion criteria 
Articles were included if they reported on (1) counselling in gamete donation and (2) decision making 
of parents in gamete donation. We only included empirical studies and excluded editorials or articles on 
ethical subjects. Studies on both heterosexual and homosexual couples were included in the search, 
though only studies on heterosexual couples were found. This review focused on couples with one 
genetic parent. Data on embryo donation were excluded, because in these cases neither of the parents 
have a genetic link with the child. 
 
Identification 
The abstracts of all the articles identified through the search were read by two researchers (M.V., P.K.). 
If there were any doubts about eligibility after reading the abstract, they screened the full text to make 
sure no papers were missed. In case of disagreement, the decision of a third reviewer (M.W.) was final. 
 
Methods of review 
From each included article the following data were extracted: study characteristics specified as 
randomized study or not- randomized study, prospective or retrospective cohort study, inclusion and 
exclusion criteria, number of participants, number of families, sampling strategy, percentage of 
disclosure, if counselling was performed and finally which topics and decisions were important for 
parents in the disclosure process. 
 
 

Results 
 
Results of search 
The search retrieved 845 articles from Pubmed, EMBASE and Psychinfo. The process of article 
selection is summarized in Fig. 1. After screening titles and abstracts 53 articles were selected for fur-
ther reading. 33 papers did not meet the inclusion criteria, because they did not report on counselling 
[7, 25, 26, 27, 28, 29, 30, 18, 31, 32, 15, 1, 17, 33, 34, 35, 36, 37, 38, 13, 39, 40, 41, 42, 43, 44, 45, 46, 47, 
48, 49, 50, 51, 52]. 
     A total of 20 articles, reporting on counselling and prospective parents’ decision-making in 
disclosure in gamete donation were included in the review. Two articles reported on the same 
population; both were included as they present different outcomes [24, 8]. Two other articles also 
reported on the same population; both were included, because they also presented different out-comes 
[23, 48]. 
 
Characteristics of included studies 
The included 20 studies were performed in European countries (the UK, Sweden, Belgium, Finland), 
in the USA, New Zealand and Australia. The study characteristics including the key features on 
samples, methodologies and aims of research of the studies are summarized in Table I. No randomized 
studies were found. Of the 20 studies, two were prospective and the other 18 were retrospective 
studies. 
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Characteristics of the study population 
The 20 studies were performed in 2151 couples that were all heterosexual. For 2126 couples both 
female and male partners participated, for 25 couples only the women were invited to participate 21, 
17]. The gamete donation concerned donor insemination (DI) in ten studies, oocyte donation in six 
studies and a combination of oocyte and donor insemination in another four studies. The number of 
participants in these studies varied between 8 and 267 couples, Table I. 

Characteristics of methodology 
Information was retrieved by questionnaires in nine studies [53, 19, 3, 54, 55, 22, 56, 20, 16], in one 
study by telephone interview after a questionnaire [57], in one study by telephone interview [11] and by 
face-to-face interviews in nine studies [5, 58, 8, 24, 17, 59, 23, 21, 48]. In the nine studies wherein 
couples were approached by questionnaire, all couples received separately the questionnaire. In four 
other studies partners were interviewed separately [23, 5, 11, 57]. In two of the other studies both 
partners were interviewed together [58, 59]; in one study partners were interviewed together and 
separately [48]; in two studies couples were interviewed together, but in case of divorce couples were 
inter-viewed separately [8, 24] and in two studies the male partner was not interviewed [17, 21], Table I 
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Characteristics of the counselling process 
Study findings about counselling are provided in Table II. Of the twenty included studies, twelve 
studies explicitly stated that couples received counselling [5, 8, 53, 19, 3, 54, 59, 36, 56, 57, 20, 48]. 
Nine of these twelve studies reported about the actual number of couples that underwent counselling 
before or after gamete donation. In six of these studies all couples received counselling [5, 8, 19, 3, 59, 
20]. In the other three studies respectively 33%, 94% and 56% of the couples received counselling [36, 
57, 48]. In eight studies it seemed that couples had been counselled, but this was not explicitly 
mentioned [58, 24, 17, 11, 22, 23, 21, 16]. The information provided about the counselling practices in 
the different clinics (counselling being voluntary or mandatory, for whom counselling was available and 
what type of counselling was offered) was limited and varied substantially among the various studies. 
Still, the limited information showed considerable differences in counselling practices. In four studies 
counselling was available [5, 8, 19, 3]. In two studies it was explicitly mentioned that counselling was 
available, but not mandatory [56, 48]. In three studies it was mentioned that counselling was mandatory 
for certain cases or on specific moments. In one study with sperm and oocyte donation couples, many 
sperm donor couples did not, but most oocyte donation couples did receive counselling that was 
mandatory or they received voluntary counselling at specific decision points [48]. In one study couples 
received mandatory ‘implication counselling’ before treatment to consider the implications of the 
treatment for themselves, their families and any potential child [20] 
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In another study couples received mandatory counselling which focused on the choice of type of 
donation before oocyte donation and on secrecy or disclosure [59]. 
     Three other studies reported that counselling focused on specific cases and/or moments, but did 
not refer to the mandatory or voluntary character of the counselling. One study reported that couples 
were counselled by a psychosocial worker about specific aspects of donation parenthood before and 
during treatment [54]. One study reported that couples had a counselling session before oocyte 
donation treatment [19]. One study reported that couples received psychological counselling to guide 
the decision-making process regarding donation with an anonymous or a known donor and to pay 
attention to possible psychological consequences of the decision [5]. 

Need for counselling 
In twelve studies it was mentioned that couples were counselled. How many couples actually sought 
counselling was only known for four studies. For these studies respectively 33%, 35%, 35% and 21% 
of the couples told the researcher they had wanted counselling [8. 17, 23, 20]. In one of these four 
studies couples expressed a concern about disclosure and wished supportive or therapeutic counselling 
on this topic both prior to, and during treatment [23]. In thirteen studies, couples had not recognized a 
need for counselling during treatment, but wished for it in retrospect [58, 8, 19, 3, 17, 54, 11, 23, 21, 
57, 20, 48, 16]. In one study wherein couples were counselled mandatory before oocyte donation, very 
few couples had asked for counselling spontaneously, but they brought up disclosure and relational 
issues when they came for treatment for a second child [59]. The reasons given for seeking counselling 
were mentioned in thirteen studies and consisted of need for assistance and advice from professionals 
in the disclosure decision, and information and guidelines on when and how to disclose, Table III. 

The content of counselling of parents (to be) 
The content of the counselling is summarized in Table III. Only two of the studies reported about the 
focus in the counselling session before treatment [5, 59]. In these studies couples are counselled by 
psychologists and the aim of counselling was to guide the decision-making process regarding the kind 
of donation to be used, known or anonymous donation [5] and to compare motivations and attitudes 
in the decisionmaking process of three types of donation, known donation, known- anonymous 
donation or anonymous donation [59]. None of the other studies mentioned how couples actually were 
counselled. Seventeen of the twenty studies mentioned issues that came up in counselling. The 
disclosure and secrecy issue was mentioned in 10 of the 20 studies [5, 24, 19, 3, 59, 36, 22, 56, 57, 20]. 

Chapter 2

32

In seven studies parents expressed uncertainty about when and how to disclose, the effect on the child 
and fear that the child would not understand, and how to handle the lack of a genetic tie. They also 
expressed the wish for more professional support and guidance on this issue [24, 17, 36, 23, 21, 57, 20]. 
In two of these stud-ies some non-disclosing couples expressed that they did not do so, because they 
felt disclosure is a private decision and should be taken independently, while other couples thought 
that in future they themselves would feel what would be the right time to disclose to their child. 
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In four studies specific donor issues came up: the resemblance of the father and the importance of 
screening donors; possible future inter-action between donor and donor offspring; reasons for being a 
donor and the choice for a specific donor and information about the donor [5, 24, 3, 20]. Issues that 
were raised in the study wherein couples received ‘implication counselling’ were: information about the 
medical procedure (95%), information about the donor (80%), and expressing feelings about treatment 
and DI (70%) discussing issues relating to telling their families (35%), discussing of how to tell their 
child about DI (35%), [20]. In one study, parents brought up disclosure and relational issues when they 
came for treatment for a second child [39]. In one study parents wanted the counsellor’s help to solve 
disagreements on disclosure between them, and/or support after de-livery and at the time of disclosure 
[16]. In one of the studies the parents asked the interviewer assistance in how to disclose DI to their 
adult children [8]. 

The role of the counsellor with regard to disclosure 
In 16 studies some details on the role of the counsellor or counselling were mentioned. The counsellor 
was seen as gatekeeper and facilitator in one study (Daniels et al., 1995). In five studies the counsellor 
stimulated disclosure [3, 11, 21, 56, 57], and in one of these, early telling was stimulated by the 
counsellor as well [57]. One of these five studies reported that for clinics it is mandatory to report the 
identity of the donor to a central register and the counsellors should advocate that parents disclose the 
donor’s origin to the child. 41% of the parents mentioned that the counselling had some effect on 
disclosure and 26% reported no impact at all. In this study couples were counselled before and after 
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treatment. The donors that were counselled in this study were more likely to believe donor offspring 
should be informed after the second counselling [3]. In the second of these five studies offering 
counselling had been an integral part of the treatment procedure and 94% of the couples took 
advantage of it. Disclosure at young age was the policy of this fertility clinic [57]. In the third of these 
five studies it is mentioned that more than 50% of the parents received -sometimes contradictory- 
messages about secrecy/ disclosure from the staff. About 65% got the advice: ‘do what you want’ and 
in 25% couples which were separately counselled, received an opposite advice [11]. In the fourth of 
these five studies counselling was available, but not mandatory [56] and in the fifth is not mentioned if 
couples received counselling [21]. In the last two studies nothing is reported about the clinic or health 
care staff’s attitude on the disclosure/ secrecy issue. In nine studies the parents had mentioned that 
counselling is needed for information, guidance and sup-port regarding disclosure [19, 11, 36, 22, 23, 
21, 20, 48, 16]. In two studies, parents had expressed a need for real stories of parents in the same 
situation, and for peer support [19, 48]. 

Discussion 
The present review aimed to provide an overview of all available facts and data on counselling in 
couples undergoing gamete donation. We found no clear pattern in counselling practices, neither in the 
views of the counsellors, or of the fertility clinics on the disclosure/ secrecy issue. In twelve of the 20 
studies we found that counselling was offered, but not how couples were counselled. In one of these 
studies the counselling session before treatment was used for the study [59]. The moment when 
counselling was offered was not clear in 6 of these twelve studies. Only in two studies it was explicitly 
mentioned that counselling was mandatory before treatment [59, 20]. In one study most couples 
undergoing oocyte donation had been counselled as standard part of the protocol and this was not the 
case in couples under-going donor insemination [48]. In one other study on only donor insemination 
counselling was offered as an integral part of the treatment [57]. The difference in counselling donor 
insemination couples in the last two studies maybe has to do with the different national attitudes. New 
Zealand strongly adopted an openness and information sharing approach for the last 20 years, which is 
legal since 2004, and the USA was divided in liberal en more conservative parts, so the politically liberal 
environment and the acceptance of gamete donation could contribute to concerns about stigma [8, 48]. 
In three of the six studies on oocyte donation 100% of the couples received counselling and for the 
other three studies it is uncertain. The studies were done in five different countries, so it seems that 
whether couples received counselling depended on the individual clinics. We hardly found any 
information about whether the counsellor was a medical doc-tor or a nurse, or a trained professional 
counsellor with knowledge of psycho-social aspects related to gamete donation, which seems to be 
important as in about half of the studies couples wished for more professional support and guidance. 
Moreover, none of the studies reported a psychological or family system theory that was used as a basis 
for counselling in gamete donation and, especially on the secrecy-disclosure and relational issue. In the 
studies that mentioned parents were stimulated to disclose, we did not find any theoretical ground for 
this. Three of these 5 studies reported that this was the policy of the clinic [3, 11, 57]. One of these 
three studies reports about the sometimes contradictory attitude of the health care staff of the same 
clinic [11] and in one study is reported that the counselling, that was given before and after treatment, 
had some effect on the parents and more effect on the donors in favour of disclosure [3]. The subject 
matters of the counselling were outlined and the counsellors should advocate disclosure, so it is 
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In four studies specific donor issues came up: the resemblance of the father and the importance of 
screening donors; possible future inter-action between donor and donor offspring; reasons for being a 
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child about DI (35%), [20]. In one study, parents brought up disclosure and relational issues when they 
came for treatment for a second child [39]. In one study parents wanted the counsellor’s help to solve 
disagreements on disclosure between them, and/or support after de-livery and at the time of disclosure 
[16]. In one of the studies the parents asked the interviewer assistance in how to disclose DI to their 
adult children [8]. 

The role of the counsellor with regard to disclosure 
In 16 studies some details on the role of the counsellor or counselling were mentioned. The counsellor 
was seen as gatekeeper and facilitator in one study (Daniels et al., 1995). In five studies the counsellor 
stimulated disclosure [3, 11, 21, 56, 57], and in one of these, early telling was stimulated by the 
counsellor as well [57]. One of these five studies reported that for clinics it is mandatory to report the 
identity of the donor to a central register and the counsellors should advocate that parents disclose the 
donor’s origin to the child. 41% of the parents mentioned that the counselling had some effect on 
disclosure and 26% reported no impact at all. In this study couples were counselled before and after 
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treatment. The donors that were counselled in this study were more likely to believe donor offspring 
should be informed after the second counselling [3]. In the second of these five studies offering 
counselling had been an integral part of the treatment procedure and 94% of the couples took 
advantage of it. Disclosure at young age was the policy of this fertility clinic [57]. In the third of these 
five studies it is mentioned that more than 50% of the parents received -sometimes contradictory- 
messages about secrecy/ disclosure from the staff. About 65% got the advice: ‘do what you want’ and 
in 25% couples which were separately counselled, received an opposite advice [11]. In the fourth of 
these five studies counselling was available, but not mandatory [56] and in the fifth is not mentioned if 
couples received counselling [21]. In the last two studies nothing is reported about the clinic or health 
care staff’s attitude on the disclosure/ secrecy issue. In nine studies the parents had mentioned that 
counselling is needed for information, guidance and sup-port regarding disclosure [19, 11, 36, 22, 23, 
21, 20, 48, 16]. In two studies, parents had expressed a need for real stories of parents in the same 
situation, and for peer support [19, 48]. 

Discussion 
The present review aimed to provide an overview of all available facts and data on counselling in 
couples undergoing gamete donation. We found no clear pattern in counselling practices, neither in the 
views of the counsellors, or of the fertility clinics on the disclosure/ secrecy issue. In twelve of the 20 
studies we found that counselling was offered, but not how couples were counselled. In one of these 
studies the counselling session before treatment was used for the study [59]. The moment when 
counselling was offered was not clear in 6 of these twelve studies. Only in two studies it was explicitly 
mentioned that counselling was mandatory before treatment [59, 20]. In one study most couples 
undergoing oocyte donation had been counselled as standard part of the protocol and this was not the 
case in couples under-going donor insemination [48]. In one other study on only donor insemination 
counselling was offered as an integral part of the treatment [57]. The difference in counselling donor 
insemination couples in the last two studies maybe has to do with the different national attitudes. New 
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legal since 2004, and the USA was divided in liberal en more conservative parts, so the politically liberal 
environment and the acceptance of gamete donation could contribute to concerns about stigma [8, 48]. 
In three of the six studies on oocyte donation 100% of the couples received counselling and for the 
other three studies it is uncertain. The studies were done in five different countries, so it seems that 
whether couples received counselling depended on the individual clinics. We hardly found any 
information about whether the counsellor was a medical doc-tor or a nurse, or a trained professional 
counsellor with knowledge of psycho-social aspects related to gamete donation, which seems to be 
important as in about half of the studies couples wished for more professional support and guidance. 
Moreover, none of the studies reported a psychological or family system theory that was used as a basis 
for counselling in gamete donation and, especially on the secrecy-disclosure and relational issue. In the 
studies that mentioned parents were stimulated to disclose, we did not find any theoretical ground for 
this. Three of these 5 studies reported that this was the policy of the clinic [3, 11, 57]. One of these 
three studies reports about the sometimes contradictory attitude of the health care staff of the same 
clinic [11] and in one study is reported that the counselling, that was given before and after treatment, 
had some effect on the parents and more effect on the donors in favour of disclosure [3]. The subject 
matters of the counselling were outlined and the counsellors should advocate disclosure, so it is 
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interesting to know why after counselling donors were more convinced about the importance of 
disclosure to donor offspring than the recipients. No distinction was made between oocyte donation 
en donor insemination. 
     Our findings can be summarized as a lack of evidence based protocols and practices on counselling 
to support disclosure. This is worrisome, because there are indications that disclosure is more 
beneficial for both the parent and the child than non-dis-closure, and that parents often want or intend 
to disclose, but are uncertain about when and how to disclose and are afraid of the consequences [7, 
45, 57, 60]. Besides these indications it would be of interest to know if there are specific ethnic, 
religious, socio-cultural or family situations in which disclosure could be especially beneficial of 
difficult for the parents and children. Only one study reports that parent’s discussions reflected a 
variety of influences and contexts as the opinions of professionals, religious background, socio-political 
environment etc. [48]. 
     Parents have especially concerns about when and how to tell donor offspring, possible future 
contact of donor offspring with the donor and information on the donor. In several studies of this 
review parents mentioned that the counsellor encouraged disclosure, but that they did not receive the 
guidance and support they needed in the disclosure process [5, 3, 11, 21, 56]. In one study parents 
stated disclosure or secrecy to donor offspring is a private matter and not a case for professionals [11]. 
     In some studies parents mentioned the specific moments they needed counselling, i.e. at the time of 
disclosure to donor offspring, in case of treatment for a second child and after birth [5, 8, 59, 16]. 
     In view of the sensitivity and importance of the subject and the needs of parents, we suggest that 
counselling should be available for and offered by professional counsellors with specific knowledge 
about gamete donation, especially on secrecy, disclosure and relational issues, to all prospective parents 
at specific moments as before treatment and at the time of disclosure. 

A drawback of our review is that the studies included in this review were conducted over a long period 
of time, i.e. between 1995 and 2011. During this time, attitudes, legislation and professional guidelines 
regarding disclosure have changed in many countries. In New Zealand and Australia, attitudes and 
legislation regarding anonymity and disclosure have changed towards more openness and transparency 
over the last decades, while in the European countries wherein the studies were conducted legislation 
regarding anonymity and disclosure is divergent. For instance, whereas HFEA guidelines in the UK 
recommend that counsellors should encourage disclosure, there are other coun-tries where donor 
anonymity and secrecy are still obligatory, e.g. in Spain and France. Countries like Belgium and 
Denmark have a system of donor anonymity, but non-anonymous donation via official routes (i.e. with 
identifiable donors) is also possible [61]. 
     Although the data presented in this review describes counselling practices over a period of 16 years, 
10 studies were done in the last five years [8, 24, 3, 17, 54, 11, 59, 23, 48, 16]. 
     In nine of these 10 studies 18% to 90% of the couples had the intention to disclose gamete 
donation. In 6 of the 10 older studies 13% to 100% of the couples intended to disclose. The need for 
professional guidance and support has been reported in six of the 10 recent studies, especially when 
and how to disclose [8, 54, 11, 23, 48, 16]. In the older studies these issues are also reported, but the 
need for guidance and support is mentioned in only four out of the ten studies before 2007 [55, 22, 21, 
20]. In two of these studies from the nineties the counsellor specifically stimulated disclosure to donor 
offspring [56, 57]. 
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     In all studies, only information about counselling on heterosexual couples was available, which is 
remarkable because many lesbian couples and single women are also treated with artificial insemination 
with donor sperm for social indications. 
     Recently several studies about disclosure in lesbian and single- mother families showed that donor 
offspring learnt earlier of their donor origins than offspring of heterosexual couples [62, 45]. In a study 
on single mother families, almost all single mothers wanted their child to have identifying information. 
About two-thirds of them had not disclosed the donor conception to their child, but intended to do so 
in the future. It is suggested that these mothers experienced how difficult it is to find the appropriate 
way of sharing information about gamete donation with their child and professional counselling is 
needed [63]. 
     It is likely that all parents - whether they are in a heterosexual or lesbian relationship or whether 
they are single mothers- experience difficulties sharing information with their children about their 
genetic origin and need professional support in this. 
     In summary, our review shows that empirical knowledge on counselling of couples who ask for 
gamete donation, as well as parents with children after gamete donation is limited. To be able to pro-
vide good care to couples involved in gamete donation related treatments, especially in relation to the 
disclosure process to donor offspring, more research is needed. This research should aim to find out 
more precisely what parents’ needs are, when they require counselling to meet those needs and what 
psycho-logical or family system theories are or can be used as a basis for counselling in gamete 
donation and on secrecy and disclosure in particular. 
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professional guidance and support has been reported in six of the 10 recent studies, especially when 
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Abstract

Introduction How do parents feel about psychosocial counseling during donor sperm
treatment?

Methods We performed a qualitative study based on semi-structured in-depth interviews,
conducted from July 2012 until August 2013, with 24 Dutch parents who had had children
through donor sperm treatment between 2000 and 2012.

Results During counseling, parents sometimes felt screened for their eligibility for parenthood
rather than guided, and therefore felt discouraged about bringing up topics that were important
for them. Parents of all family types would value extended psychological counseling before and
after successful donor sperm treatment, that is in several stages of parenthood. Only after
childbirth topics such as disclosure, fear of rejection of the social parent and future contact of the
child with the sperm donor became more pertinent.

Conclusions Both before and after childbirth, parents of all family types would value expert
advice on when and how to disclose. Psychosocial guidance should be offered separately from
psychosocial screening for treatment eligibility and should be offered in several stages of
parenthood.
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Introduction

Donor Sperm Treatment (DST) is the oldest fertility treatment for couples with involuntary
childlessness due to male infertility [1]. Being diagnosed as infertile has a significant impact on the
psychosocial functioning of heterosexual couples, which mainly concerns issues of identity and
self-image [2]. Psychosocial counseling is recommended to cope with these issues [3-7].
Psychosocial counseling in this context is defined as a method for mentally healthy people to gain
a better understanding of their situation, to develop competencies to address and solve
psychosocial problems, building from their own strengths [8-10].

In 1989, the United Nations implemented the Convention on the Rights of the Child [11].
Based on this declaration, many countries acknowledged a child’s right to know his/her genetic
origin and as a consequence prohibited anonymous sperm donation by law [12,13]. For DST, this
meant that counseling about specific psychosocial and legal aspects, be it mandatory or voluntary,
was introduced into clinical practice for heterosexual couples, as well as for lesbian couples and
single women. This may be considered a welcome development, but evidence-based guidelines
on psychosocial counseling in DST do not yet exist [14].

Knowledge about how parents value psychosocial counseling is scarce. There is only one
small cohort study, confined to heterosexual couples, which explored the value of counseling
through self-developed questionnaires [15]. However, the questionnaires listed only subject
matters routinely covered in clinical practice and excluded single and lesbian women. Since this
study did not address how patients themselves feel about the counseling they received, it is
unknown how parents – of any family type – value psychosocial counseling. In view of this, we
aimed to explore the experiences of Dutch heterosexual, lesbian and single mother families who
were treated with donor sperm with psychosocial counselling, based on their recollections,
memories and a posteriori impressions. By doing so, we wished to assess what they feel about
psychosocial counseling through individual in-depth interviews. In the Netherlands, heterosexual
and lesbian couples and single women can be treated with DST in university hospitals, non-
teaching hospitals, as well as in independent fertility clinics. In almost all hospitals and clinics,
psychosocial counseling is available.

Materials and methods

Ethical approval
The study protocol was evaluated by the Medical Ethics Committee of the Academic Medical
Centre of Amsterdam. Review was required according to the Dutch ‘Medical Research Involving
Human Subjects Act’ (April 2011). Because of the vulnerability of the population under study,
the Medical Ethical Committee gave strict restrictions for the recruitment. We were not allowed
to send reminders by postal mail or to seek contact by telephone. Participating parents gave
informed consent prior to the interview. All procedures followed were in accordance with the
ethical standards of the Helsinki Declaration of 2013.
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Recruitment
Parents of children conceived via DST in any hospital or clinic were eligible for inclusion in the
study. They could be either heterosexual or lesbian couples or women who had chosen for single
motherhood, and they were recruited in two ways. In the light of the vulnerability of the
population other clinics were not willing to ask their ex-patients to participate. First, a tweet
asking for participants for an interview study on psychosocial counseling experiences in DST was
sent to all Twitter followers (n=1100) of the Dutch special interest association for involuntary
childlessness Freya. It is unknown how many of these Twitter followers were parents with donor-
offspring. Parents who showed interest received a patient information letter, approved by the
Medical Ethics Committee. Second, a patient information letter was sent to a random sample of
76 parents who had conceived with DST between 1997 and June 2012 in the Center for
Reproductive Medicine of the Academic Medical Centre in Amsterdam and whose addresses
were available. The addresses of these parents are registered in the center, but not all of them
pass address changes. Those who responded were contacted by telephone to plan the interview.
If parents had conceived in a heterosexual or lesbian relationship, the interviewer asked whether
their (ex-)partner would also be willing to participate in a separate individual interview. In
addition, some parents asked the interviewer whether acquainted parents, who had also
conceived via DST, could participate in the study (i.e. snowball sampling). The sample size was
increased until theoretical saturation was reached and new data did not yield new insights [16].

Data collection
We conducted in-depth interviews between July 2012 and August 2013 after obtaining written
informed consent. The interviews were held by the first author (M.V.), an experienced female
counsellor, and by a female social worker with a special interest in involuntary childlessness. The
social worker was trained in the subject and in in-depth interviewing by MV. We interviewed the
parents in their own homes or at the AMC of Amsterdam, depending on their preference.
Parents were informed about the format and confidentiality of the interview and gave consent for
audio-recording. None of the parents were acquainted with either of the interviewers before the
interview. To explore the experiences of both partners in case of a couple, we interviewed all
parents individually.

The interview started with a questionnaire collecting demographic characteristics. The in-
depth interviews took 60-90 minutes and were guided by a topic list, based on a literature review
and clinical experience in counseling. This topic list was adapted when new topics were identified,
at about every third to fifth interview, until data saturation occurred [15,17] (Supplementary table).
The in-depth interviews consisted of one main theme: what were – in retrospect – parents’
feelings about the psychological counseling they had received.

The interviews were audio-recorded and transcribed verbatim. During the study, MV and the
social worker were aware of their own ideas about parents who conceived through DST. The
coding process and the meaningful text units were discussed on a regular basis throughout the
data analysis process with a senior researcher (T.G.), in order to increase the trustworthiness of
the analysis [18].

Chapter 3

46

Data analysis
The interview transcripts were systematically analyzed by MV and partly, independently by a
second researcher (F.K.), using the Constant Comparative Method (CCM) [16]. CCM is an
iterative process of coding that makes constant comparison of the codes, both within and
between interviews, with the aim of conceptualizing the content of the interviews into structured
categories in order to develop theory grounded in the data [16].

The process of analyzing began after the first four interviews had been conducted. First, the
interviews were analyzed by means of line by line coding, comparing the different segments
within the interviews. Newly gathered data from the following interviews were continually
compared with previously collected data and their coding in order to develop categories. This led
to a ‘coding tree’. This cycle of comparison and reflection was repeated several times until no
new codes were needed to cover the various and relevant themes. After forming the coding tree,
the interviews were read as a whole again in order to check for any meaningful information
[16,17]. To ensure consistency, any discrepancies between codes, categories and/or comparisons
were discussed between both researchers. In case of differences of opinion, a senior researcher
(T.G.) was consulted until consensus was met. We performed all analyses using the software
program for qualitative data analysis MAXQDA [19]. In reporting the data, we used the
consolidated criteria for reporting qualitative research (COREQ), which is comparable to the
Consolidated Standards of Reporting Trials (CONSORT) [20].
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Results

The recruitment and inclusion process of the participating parents is summarized in Figure 1. We
obtained seven replies from the Twitter followers of Freya. Of the 76 former patients of the
Centre for Reproductive Medicine who were approached by mail, eight couples were willing to
participate. Snowball sampling led to the inclusion of two further couples and one single mother.
In total, we interviewed 24 parents from six heterosexual couples, eight lesbian couples and four
single women. From the heterosexual couples, we interviewed six women and three partners, and
from the lesbian couples we interviewed eight women and three partners. Reasons mentioned by
the partners of interviewees for not participating were ‘divorce’, being ‘unwilling’ or ‘not
interested’. Of the four single heterosexual women, one was in a relationship at the time of the
interview.

The baseline characteristics of the included parents are shown in Table I. Parents were on
average 44.6 years of age. The children – 27 in total – were on average 8.1 years of age, the
youngest being one year of age and the oldest 15. All parents had received counseling before
treatment in five different clinics; 19 had been counseled by a professional counsellor and five by
a medical doctor. Twenty-two parents had received psychosocial counseling once and two
parents had had three counseling sessions, which was in accordance with the local protocol.
Nineteen parents who had conceived before the change in the law in 2004 abolishing anonymous
sperm donation had been given the option to choose between an identifiable donor and a non-
identifiable donor. They had all opted for an identifiable donor.

After analysis of the interviews of the 24 parents, five themes on psychosocial counseling
emerged: (1) screening and guidance; (2) secrecy and disclosure; (3) the position of the social
parent; (4) future contact with the donor; and (5) the wish for extended counseling in several
stages of parenthood. The themes with quotes are shown in Table II.
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Screening and guidance
During psychosocial counseling, several parents felt screened for their eligibility for parenthood
rather than guided, and therefore felt discouraged about bringing up topics that were important
for them, such as how to disclose and their fear of being rejected by their child. They were afraid
that the counsellor would perceive them as incompetent to raise a donor child if they shared such
worries. They felt judged by the counsellor and did not feel free to ask questions and hesitated to
show their vulnerability.

Parents would prefer it if psychosocial guidance and support were offered separately from
psychosocial screening for treatment eligibility.

Secrecy and disclosure
Eight of the twenty-four interviewed parents (two single women, four lesbian women and two
heterosexual women) remembered having discussed the decision to disclose sperm donation
during pre-treatment counseling. Four of these parents, who conceived after the legislation
change in 2004, recollected being strongly advised to disclose sperm donation to their child at a
young age. The other four parents were asked in a more open fashion what their intention would
be, and did not receive any advice on whether to disclose or keep it secret, but rather on the
importance of disclosing at a young age if they did intend to do so.

Four of the eight parents who recollected having discussed secrecy and disclosure during
psychosocial counseling had been asked to reflect on their own views about disclosure. When the
counsellor had asked if they were intending to disclose and when and how, they felt disappointed
about having only been asked for their own view. They had actually expected professional advice
and guidance on this issue, as well as on the possible future contact of their child with the sperm
donor. They felt that the counsellor, with his or her experience and expertise, should inform and
advise them, instead of simply exploring their own thoughts. Several parents recollected that
before treatment, they had mainly focused on becoming pregnant and did not think extensively
about disclosure.

All 24 parents had already intended before the counseling to disclose donor conception to
their child. There were no differences between the heterosexual couples, lesbian couples or single
women. All said that they had the intention to disclose when their child was old enough to
understand the idea of donor conception. Counseling had neither affected nor influenced their
actual decision to disclose sperm donation to their child. At the time of the interview all parents
of families with children older than five years of age (19 children) had disclosed donor
conception to their child. Some of them said that they had struggled with the question of when
and how to disclose, and indicated that they had missed professional advice. All parents with
children between one and five years of age (eight children) had not yet disclosed. Most of these
parents could not give a concrete indication of the age at which they would tell their child about
donor conception, but some mentioned that their child should be at least five or six years old.

The position of the social parent
Several of the 24 parents said that they had felt uncertain about the consequences of DST for the
parent-child relationship. Some of the heterosexual men and women said that it had been very
helpful that the counsellor had discussed the difference between ‘nature’ and ‘nurture’, and the
difference between referring to the donor as ‘father’ or ‘donor’. By explaining these differences,
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the worries they had – that they might not feel like the real parent or that they would be rejected
by the child – were diminished. These parents learned that the sperm donor could be seen as a
source of characteristics for their child, representing the ‘nature’ part, and the social father could
be seen as the nurturing parent, engaged in the special parent-child bond based on giving love
and care. One single woman was in doubt about whether she would speak about the ‘donor’ or
‘donor-father’ to her child (of 4.5 years). She had hesitated about bringing up the topic (of how to
talk about the donor) during counseling before treatment, having been afraid of being judged as
an incompetent single mother.

Future contact with the donor
Some parents said that they had talked about the possibility that their child would like to have
contact with the donor in the future. These parents of all family types thought that this was
important for their child, but at the same time it worried them. During counseling, parents had
also asked how to talk about the donor to their child. Several parents reported that the counsellor
had given advice on talking about the ‘donor’ and not about the ‘donor-father’ or ‘father’. Yet
despite this advice, several lesbian mothers and one single mother had spoken to their child about
the ‘father’ instead of ‘donor’. They felt that the word ‘donor’ created a distance between the
child and his/her genetic father, while the word ‘father’ rather represents the tie between the two,
something that they considered important for their child and which therefore needed to be
acknowledged. They reported that their children felt comfortable with the word ‘father’, without
having specific or high expectations, since they – according to the mothers – knew the truth
about donor conception. Several lesbian and single mothers worried about their children not
having a father in their lives, but had not discussed this during counseling for fear of being
rejected for treatment.

The wish for extended counseling in several stages of parenthood
The last interview question was about how parents had valued the psychosocial counseling. Many
parents who already told their child about donor conception responded that they had struggled
about when and how to disclose. This issue had become more pertinent once they had a child
and they had missed practical professional advice when they actually needed it. Several parents
also stressed that, in addition to their need for professional counseling, trustworthy experiences
from meaningful others, e.g. about the consequences of secrecy and disclosure or when and how
to disclose, were important to them. For this purpose, many parents tried to contact other donor-
parents to exchange experiences, both before and after DST. All single women, some women
from heterosexual couples, as well as some lesbian women had been looking for clinical
experience to feel reassured about the consequences of sperm donation for their child before and
after DST. In particular, a few single women said that they had discussed the topic of disclosure
profoundly with friends who had also been treated with sperm donation, because secrecy was not
an option for single mothers.
Some lesbian parents mentioned that they had missed information on practical and legal matters,
for instance in terms of regulations regarding parenthood for lesbian couples.
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Discussion

To gain more insight into how parents feel about psychosocial counseling, we explored the
experiences of Dutch parents with children conceived through DST. We found that parents of all
family types would value the availability of experienced professional counseling and guidance
after successful DST. Parents sometimes felt screened for their eligibility for parenthood rather
than guided, and therefore felt discouraged about bringing up topics that were important for
them. In line with this, parents would prefer psychosocial guidance and support to be offered
separately from psychosocial screening for treatment eligibility. Only after childbirth did topics
such as disclosure, fear of rejection of the social parent and future contact with the sperm donor
become more pertinent, and it was then that parents would value expert advice from a
professional counsellor. In addition, they felt the need to exchange their experiences with other
parents whom they could trust, and lesbian couples wanted to be counseled about the legal
aspects of DST. We also found that parents of all family types had already decided to disclose
donor conception to their child before undergoing DST, and said that psychosocial counseling
had not influenced their decision.

The strength of this study is that we interviewed parents of children conceived through DST,
who had actually been confronted with questions and concerns in raising their child. As intended
parents, their main worry was to pass the psychosocial screening, and they had therefore left
some issues undiscussed, because they felt too vulnerable to raise them in the counseling. As
actual parents, they were – in these in-depth interviews – more able to indicate their needs for
counseling and the topics that they would value being addressed.

Another strength of this study is the diversity of the interviewed parents, i.e. heterosexual
couples, lesbian couples and single mothers. Parents belonging to these different family types
valued partly the same, but also partly different aspects of psychosocial counseling. For parents
of all family types, it was important to discuss when and how to disclose sperm donation to their
child. For heterosexual and lesbian parents it was important to discuss the difference between
‘nature’ and ‘nurture’ with regard to the position of the social parent. For lesbian couples and
single mothers, it was important to know how to talk about the position of the donor, in terms of
‘father’ or ‘donor-father’ or simply ‘donor’. These findings show that it should not simply be
assumed that only heterosexual parents experience difficulties regarding ‘when and how to
disclose’, because lesbian women also experience difficulties in terms of talking with their
children about the donor. These findings support a rejection of the hypothesis suggested in
previous studies that lesbian parents have less need to talk about when and how to disclose their
child’s origin in terms of conception as part of psychosocial counseling, because there is no
father present in the household [21,22].

There are several limitations of this study to be discussed. First, only a small number of
parents responded to one Twitter call and only a few ex patients from one fertility centre were
included, which leads to a severe selection bias. The low response rate probably reflects the
sensitive nature of the topic and therefore the findings of our study only shed light on the view
these particular parents have on psychosocial counselling. Since we continued interviewing until
data saturation was achieved, we feel that the impact of the low response rate on the set of
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identified topics may be limited and that the results can be of value for further research on
psychosocial counselling in this population.

Second, all parents participating in this study had chosen for an identifiable donor, regardless of
whether they had been treated before or after the change in Dutch law in 2004 that prohibited
anonymous gamete donation and gave donor offspring the right to know their genetic origin.
Third, all parents had disclosed or intended to disclose sperm donation to their child when
he/she became older. Parents who had chosen for an anonymous sperm donor and who might
have had different needs in counseling were lacking in this study, just as were non-disclosing
parents. Finally, research findings have shown that the influence of age, professional background
and gender aspects can affect reply behavior. Gender aspects specifically affect reply behavior
when the subject of the questions refers directly to gender-specific roles or behavior [23]. To
minimize bias, the parents have been interviewed by persons of the same sex, except the three
men of the heterosexual couples. Another limitation is the generalizability of the results. In
countries where anonymous donation is common or mandatory, the issues raised in psychosocial
counseling as well as parents’ expectations with counseling may be different.

Our results are in line with a review on counseling parents on disclosure in gamete donation,
which found that half of all parents expressed the need for guidance and support of a counsellor.
Once children had been born, special concerns were the disclosure issue and the future contact
with the donor [14]. Our results are also in line with a Swedish prospective longitudinal study on
sperm and oocyte donation, which found that the majority of the involved Swedish parents were
also unsure about when and how to disclose and needed more information and tools. Of note is
that the design of the Swedish study differs from ours, since participants completed
questionnaires before, during and a few years after successful treatment and were not interviewed
to detect what topics are important to them [24].

The only guideline addressing psychosocial counseling comes from the Infertility Counseling
Network Germany. These guidelines are based on German counsellors’ experiences of clinical
practice with parents who have used anonymous sperm donors, and do not mention which topics
couples themselves would wish to discuss during counseling, both before treatment and after
birth [25]. Evidence-based psychosocial counseling in DST thus needs to be further developed,
taking into account the specific needs of the various family types and the societal context.

In summary, parents of all family types in the specific group of this study appreciated the
availability of experienced professional counseling and guidance, before and also after childbirth,
in several stages of parenthood. Psychosocial guidance should probably be offered separately
from psychosocial screening for treatment eligibility. Guidelines on psychosocial counseling in
DST are urgently awaited.

Exploring parents’ feelings about counseling in Donor Sperm Treatment
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Abstract  

Study question  What do identifiable sperm donors feel about psychosocial counselling?  

Summary answer  Identifiable sperm donors found it important that psychosocial counselling 
focused on emotional consequences and on rules and regulations and they expected to have 
access to psychosocial counselling at the time that donor-offspring actually sought contact. 

What is known already  Most studies on sperm donors are on anonymous donors and focus on 
recruitment, financial compensation, anonymity and motivations. There is limited knowledge on 
the value that identifiable sperm donors place on psychosocial counselling and what their needs 
are in this respect.  

Study design, size and duration  We performed a qualitative study from March until June 2014 
with 25 identifiable sperm donors, who were or had been a donor at the Centre for Reproductive 
Medicine of the Academic Medical Centre in Amsterdam any time between 1989 and 2014.   

Participants/materials, setting and methods  We held semi-structured in-depth interviews 
with identifiable sperm donors with an average age of 44 years. The interviews were fully 
transcribed and analysed using the constant comparative method of grounded theory. 
 
Main results and the role of change  Twelve out of 15 donors (former donors n=8, active 
donors n=7) who had received a counselling session during their intake procedure found it 
important that they had been able to talk about issues such as the emotional consequences of 
donation, disclosure to their own children, family and friends, future contact with donor-
offspring, and rules and regulations. Of the ten former donors who had received no counselling 
session, eight had regretted the lack of intensive counselling. In the years following their 
donation, most donors simply wanted to know how many offspring had been born using their 
sperm and had no need for further counselling. Nevertheless, they frequently mentioned that 
they were concerned about the wellbeing of ‘their’ offspring. In addition, they would value the 
availability of psychosocial counselling in the event that donor-offspring actually sought contact.  

Limitations, reasons for caution  Limitation of our study is its generalizability, since only a 
small number of identifiable donors at a single centre were studied. Variation in how donors are 
counselled upon intake may affect how donors value psychosocial counselling. 

Wider implications of the findings  This study reports on the issues that identifiable donors 
value being addressed during their intake procedure, as well as during counselling in the event 
that donor-offspring actually seek contact. These findings can be used to achieve a higher quality 
of care for identifiable sperm donors and may be the starting point for developing guidelines on 
psychosocial counselling for sperm donors. 
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Introduction 

In the Netherlands, identifiable gamete donation has been optional since 1989 and mandatory by 
law since 2004, which gives donor-offspring the right to know their genetic origin from the age 
of 16 onwards. This law was passed after a lengthy public debate [1]. Since 2004, sperm donors 
are registered with the Stichting Donorgegevens Kunstmatige Bevruchting (Foundation Donor 
data Artificial Insemination). The law also prohibits sperm trading and gaining financial profit 
from gamete donation. Over the last decade, many studies have reported on the psychosocial 
aspects of donor sperm treatment (DST) for parents and donor-offspring. For parents, 
anonymity, genetic- and family relationships, disclosure and the parent-child relationship have 
been extensively studied [2-6], while for donor-offspring, issues like the experience of being 
donor-offspring, the importance of genetic origin, the impact of disclosure and the search for the 
donor have been addressed [2, 7-16). For sperm donors, it is only recently that issues such as 
privacy rights and attitudes towards open- identity donation and possible future contact with 
donor-offspring have been studied [8, 17-21). These studies have led to a universal 
acknowledgement that professional counselling of intended donors is important in view of the 
psychosocial, emotional and ethical complexities of DST.  

The aim of counselling for sperm donors has been defined as the assessment of mental stability, 
personality traits and motivation [22-24). Psychosocial counselling in this context is defined as a 
method whereby mentally healthy people can gain better understanding of their situation, to help 
them develop competencies to address psychosocial problems and to solve them, building on 
their own strengths [25-27]. 

Only one small study has previously been conducted exploring the issues that are important in 
psychosocial counselling for sperm donors [28]. As this study was only performed among three 
identifiable sperm donors after they had received psychosocial counselling, and the self-
developed questionnaires only listed subject matters routinely covered in clinical practice, 
empirical knowledge on the content of counselling in DST programs is still limited and hardly 
any insights exist regarding the experiences of psychosocial counselling and the guidance of 
sperm donors. With regard to the experiences being a sperm donor, we found two studies that 
reported on the interests of sperm donors in donor-offspring [29, 30]. The caveat is that these 
data only concern anonymous sperm donors and are therefore not generalizable to identifiable 
donors.  

In view of this, we aimed to explore the experiences of psychosocial counselling of Dutch 
identifiable sperm donors based on their recollections, memories and a posteriori impressions to 
assess how they value counselling and which elements are important to them. In the Netherlands, 
the provision of psychosocial counselling for sperm donors is not specified in any guidelines, and 
it depends on the policy of each fertility centre whether professional counselling is offered at 
intake. The protocol for psychosocial counselling of the Centre for Reproductive Medicine of the 
Academic Medical Centre in Amsterdam includes the screening of potential donors’ mental 
health, their attitude towards friends and family, intended parents and future donor-offspring, 
and their motivations and expectations. In addition, the centre provides information on 
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procedures regarding the treatment of intended parents and legal matters, and donors are given 
the opportunity to be informed about the birth of donor-offspring. 

 

Methods 

Ethical approval 
The study protocol was evaluated by the Medical Ethics Committee of the Academic Medical 
Centre of Amsterdam (January 2014). They affirmed that sperm donors participating in this study 
would not be subjected to any risks, but we were not allowed to contact donors who did not 
react to the initial invitation to ask why they were unwilling to participate. No further review was 
required according to the Dutch ‘Medical Research Involving Human Subjects Act’. Participating 
donors gave informed consent prior to the interviews.  
 
Recruitment  
Sperm donors who donated at the Centre for Reproductive Medicine of the Academic Medical 
Centre, which provides a public service, between 1989 and 2014 were eligible for inclusion in the 
study and were recruited between March and June 2014. We chose 1989 as a starting point for 
sampling as open-identity donation was possible at the centre starting that year, alongside 
anonymous sperm donation. Since 2004, all donors receive a counselling session with a 
professional counsellor as part of their intake procedure, so our sample therefore included both 
donors who had received counselling as well as donors who had not.  
Donors were recruited in two ways. Those who had ended their active donation period before 
January 2014 –the so-called former donors– received a letter by post or email informing them 
about the aim and confidential nature of the study. If they were willing to participate, they could 
contact the researcher, whose telephone number and email address were provided. When donors 
did not react, they did not receive any other mail or phone call, as stipulated by the Medical 
Ethics Committee. All sperm donors who were actively donating at the time of recruitment for 
the study –the so-called active donors– were approached at the time of their visit to the centre 
for donation and received a patient information letter. Recruitment and inclusion of the donors is 
summarized in Figure 1.  
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Figure 1: Flowchart Respondents

Identifiable Spermdonors on file
n=140

Inactive sperm donors
n=117

Active in donating during the interview
period and invited to participate

n=7

Willingto participate
n=18

Willingto participate
n=7

Active sperm donors
n=23

Addresses information available
n=48

Invited to participate in random
batches of 15

Invalid addresses n= 15

Letters were refused and
sent back n= 2

Did not react at all n= 11

Declined because they
donated too long agoo n= 2

 

There were 140 files available for identifiable sperm donors who had donated since 1989 at the 
Centre for Reproductive Medicine. Of these 140 donors, 117 were former donors and 23 were 
active donors. Of the 117 former donors, addresses or telephone numbers of 48 donors were 
available in the files; these were the donors initially contacted. Of these donors, 16 could not be 
reached: 13 letters and emails were undeliverable, three did not react, while two donors refused to 
participate. Of twelve donors who could only be contacted by telephone, 10 phone numbers 
were incorrect and two donors did not want to participate. Ultimately, 18 former donors were 
willing to participate. Ten of them had been registered before and eight after the change in Dutch 
law in 2004. Two donors were donor-offspring themselves and another two had experienced IVF 
treatment with their partner. Of the 23 active donors, seven donors came to the centre to donate 
in the period March to June 2014 and were willing to participate. Eight of the eighteen former 
donors (44%) and all seven active donors had received counselling during the intake procedure.  
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The baseline characteristics of the included donors are summarized in Table I. Ten of the former 
donors had a partner and eight of these donors had children at the time of registration. Of the 
active donors, three had a partner and children at the time of registration. The partners of active 
and former donors knew about their registration as a sperm donor. Six former donors and three 
active donors had also told others during registration. Altruism was given as the main reason for 
donation. The sample size was determined by reaching theoretical saturation and new data did 
not yield new insights [31]. Theory construction took place after the collection of the data, after 
data saturation and when no new relevant information emerged with respect to the constructed 
theory [32]. 

 
Data collection 
After obtaining written informed consent, individual in-depth interviews on recollections, 
memories and a posteriori impressions were conducted at the Centre for Reproductive Medicine 
by the first author (MV) –a counsellor and experienced interviewer– and two pairs of female 
undergraduate students of social work at the University of Utrecht. Prior to the interviews, the 
students were trained by MV. For all sperm donors, the Centre for Reproductive Medicine was 
their preferred location for the interview. The first two sperm donors were interviewed by one 
pair of interviewers and observed by the other pair and the first author from behind a one-way 
screen. The interviews were discussed in detail afterwards. The sperm donors were told that they 
would be interviewed by students, and were given the chance to agree with this or to request to 
be interviewed by the first author. Two donors declined with being interviewed by the students 
due to feelings of vulnerability and were interviewed by the first author, who conducted four 
more interviews.  
None of the donors were acquainted with any of the interviewers before the interviews. Before 
commencing the interview, the donors received verbal information about the confidentiality and 
anonymity of the interview, and data on demographics, i.e. age, educational level, marital status 
and whether they had children, were collected. The in-depth interviews lasted 45-65 minutes and 
were guided by open-ended questions from a self-constructed topic list, based on a literature 
review and MV’s clinical experience in counselling practice (Supplementary table). During the 
study, MV and the students were open about their own beliefs about sperm donors and discussed 
them on a regularly basis with a senior researcher (TG) and other members of the research team 
throughout the data analysis process, to increase the trustworthiness of the analysis [33]. To 
explore the experiences of the donors extensively, the topic list was adapted when new topics 
were identified –at about every third to fifth interview– until data saturation occurred. The 
interviews were digitally audio-recorded and transcribed verbatim. 
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Table I  Donors’ baseline characteristics 

 
 

 

 

 

 

 

 

 

 

 

 

Unless stated otherwise data are n 

* Others: friend(s) or family member(s) 

 

 

Data analysis 
The interviews were systematically analysed by the interviewers and MV using an iterative process 
of comparison, which is called the constant comparative method (CCM), a process of gathering 
and analysing data to develop theory grounded in the data [31]. CCM involves the constant 
comparison of coding and categories, both within and between interviews. From the first 
interview, the comparison of different segments/excerpts within each single interview began with 
open coding and the development of categories. After the first four interviews, comparison 
between the interviews began, which led to new codes and categories. This formed the basis of 
the ‘coding tree’. This cycle of comparison and reflection was repeated several times until no new 
codes and categories were discovered. To ensure consistency, any discrepancies between codes, 
categories and/or comparisons were discussed between the interviewers and MV. After forming 
the coding tree, the interviews were read again to check for any meaningful information [31]. In 
case of differences of opinion, a senior researcher (TG) was consulted until consensus was met. 
We performed all analyses with the software program for qualitative data analysis MAXQDA 
[34]. The COREQ checklist was followed in reporting the findings of this study [35]. 
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fertility status 
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The baseline characteristics of the included donors are summarized in Table I. Ten of the former 
donors had a partner and eight of these donors had children at the time of registration. Of the 
active donors, three had a partner and children at the time of registration. The partners of active 
and former donors knew about their registration as a sperm donor. Six former donors and three 
active donors had also told others during registration. Altruism was given as the main reason for 
donation. The sample size was determined by reaching theoretical saturation and new data did 
not yield new insights [31]. Theory construction took place after the collection of the data, after 
data saturation and when no new relevant information emerged with respect to the constructed 
theory [32]. 

 
Data collection 
After obtaining written informed consent, individual in-depth interviews on recollections, 
memories and a posteriori impressions were conducted at the Centre for Reproductive Medicine 
by the first author (MV) –a counsellor and experienced interviewer– and two pairs of female 
undergraduate students of social work at the University of Utrecht. Prior to the interviews, the 
students were trained by MV. For all sperm donors, the Centre for Reproductive Medicine was 
their preferred location for the interview. The first two sperm donors were interviewed by one 
pair of interviewers and observed by the other pair and the first author from behind a one-way 
screen. The interviews were discussed in detail afterwards. The sperm donors were told that they 
would be interviewed by students, and were given the chance to agree with this or to request to 
be interviewed by the first author. Two donors declined with being interviewed by the students 
due to feelings of vulnerability and were interviewed by the first author, who conducted four 
more interviews.  
None of the donors were acquainted with any of the interviewers before the interviews. Before 
commencing the interview, the donors received verbal information about the confidentiality and 
anonymity of the interview, and data on demographics, i.e. age, educational level, marital status 
and whether they had children, were collected. The in-depth interviews lasted 45-65 minutes and 
were guided by open-ended questions from a self-constructed topic list, based on a literature 
review and MV’s clinical experience in counselling practice (Supplementary table). During the 
study, MV and the students were open about their own beliefs about sperm donors and discussed 
them on a regularly basis with a senior researcher (TG) and other members of the research team 
throughout the data analysis process, to increase the trustworthiness of the analysis [33]. To 
explore the experiences of the donors extensively, the topic list was adapted when new topics 
were identified –at about every third to fifth interview– until data saturation occurred. The 
interviews were digitally audio-recorded and transcribed verbatim. 
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Results 
 
Following the analysis of the interviews of the 25 donors, six themes emerged, the first four of 
which were regarding a posteriori impressions of the donor: the number of donor-offspring; the 
wellbeing of donor-offspring; the donor’s position in relation to donor-offspring; future contact 
with donor-offspring; recollections of psychosocial counselling during the intake procedure and 
extended psychosocial counselling. These six themes, including the codes that described the 
meaning of these themes, are depicted in Table II. Theoretical saturation was achieved after 14 
interviews with inactive donors and after six interviews with active donors, and this was 
confirmed by the last five interviews. In the next sections, the six themes will be summarized. 
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Number of donor-offspring  
Nearly all sperm donors wanted to know how many donor-offspring had been born (n=23) using 
their sperm, with the exception of two, who wanted to protect themselves from worries about 
the wellbeing of donor-offspring and from disappointments in case they would not seek contact 
with them.  

When others ask me if I have children, I say: ‘Yes, 13’. When they don’t believe it, I tell them I was 
a sperm donor. The children can already know things about me [children can ask for a donor 
passport at 12 years of age], but I know nothing about them. A few years ago I told my sister about 
my children, because when I die someone in my family should know. (No partner, no children) 

I don’t want to know how many children have been born. Max. 25 is what I know. When I know 
how many, I will think ‘What will he do now?’ and I will make stories in my head. Maybe no one will 
come and see me. I am afraid I can’t handle those feelings. (No partner, no children) 

Donors wished that the centre would actively inform them or give them an account on a private 
page of the centre’s website where they could find out whether donor-offspring had been born as 
a result of their donation (n=5).  
 
Wellbeing of donor-offspring 
Sperm donors reported that they thought about the life and well-being of ‘their’ offspring: their 
health, what sort of parents they had, if their parents would stimulate them to use their capacities 
and if they had friends (n=23). Several donors thought of the donor-offspring as if they were 
their own children, even when they did not know them and were not raising them (n=8). 

I would like to know who their parents are, if they are doing well, how they are growing up, what 
talents they have and what friends they have. It’s a nice idea that their parents want a second child 
of mine! [He knew that in certain families, more than one child had been born using his donated 
sperm.] My children are asking questions about them. (No partner, but children) 

Donors said that they thought about the donor-offspring on a regular basis (n=22). They would 
like to have the opportunity to receive more detailed information about them, and wanted to 
know if ‘their children’ would feel comfortable about it (n=9). Donors became more aware of the 
emotional consequences of their donation once they knew that donor-offspring had been born 
(n=18); some said they felt a certain sense of responsibility that they had not felt before (n=5).  
 
Position in relation to donor-offspring 
All sperm donors found it important to be an identifiable donor, because they thought that 
anonymous donation is egoistic, as they considered it important for donor-offspring to have the 
choice to meet their donor (n=25). Donors referred to their own position as ‘biological father’, 
‘real father’, ‘their father’, ‘the other father’, ‘donor-father’ or a kind of ‘step-father’ (n=17): ‘The 
child will like to see it’s real father and learn who he is’ (partner and children). Five donors 
explicitly said that donor-offspring have a ‘father they know’ (the social father), but they also felt 
like a kind of father themselves.  

I hope parents tell them at a young age that there is another father, but I think it is important that a 
child can grow up and love its [social] father, even though it is not the biological one. But I can 
imagine a child will see its [biological] father one time, though I know there are children who don’t 
want to, because they feel vulnerable. (Partner and children) 
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Donors thought that donor-offspring who grow up without a father in lesbian or single mother 
families might think differently about them than donor-offspring with a father (n=3): ‘Single 
motherhood can be detrimental to the children. They are saddled with not having a father’ 
(partner and children). 
 
Future contact with donor-offspring 
Sperm donors had thoughts, hopes and desires about how possible future contact with donor-
offspring would be in terms of content and frequency (n=23). 

I think about it [contact with the donor-child] every day, I even dream of it. I hope they will all come. 
and we will meet several times a year after the first meeting. (No partner, no children) 

I, as well as my partner, am curious, also about the parents of the children. I think recognizing things 
We will meet, can take a walk and tell each other about our lives. I hope the contact will be positive  
of themselves in me can be important for them. Family ties are important. We miss the growing up 
of these children, so for us we would have liked such contact earlier. (Partner and children) 

Donors expected that the child would first send them a letter or an email, or give them a 
telephone call, and then they would meet each other at a place that the child had chosen (n=13).  

The first time I will see them alone, and later also with my wife, when the child agrees. I think they 
will also want to know who their brothers and sisters are, they are the siblings of our children. 
(Partner and children) 

These donors said that they would appreciate receiving proper information during counselling 
about the proceedings in the event that donor-offspring would seek contact. Both donors with 
and without a partner or children said that they would like to have frequent contact, up to several 
times a year (n=7). A few donors did not expect to develop a very close bond with the child 
(n=4).  

I think not all children will seek contact. Probably they only want to have a picture of me to know the 
resemblance. I hope their ideal picture of their ‘father’ will not be disturbed. For me, it is important to 
know if they are healthy. (No partner, but children) 

When a child is born with a single mother or with lesbian parents, it will have other questions. Such a 
child never had a father. I would like to know into what kind of family the child has been born before 
we meet, to be prepared and to talk about it. (Partner and children) 

 

Donors assumed that other donors would experience the same curiosity about their offspring and 
they would therefore like to interact with them to share views and experiences (n=12). They 
suggested that the centre could organize a ‘get together’ once every few years and create a 
separate chat-page on the centre’s website for them to exchange experiences. In the period 
between their active donation and possible contact with donor-offspring, inactive donors thought 
that it was of more importance for them to be in contact with the centre on a regular basis, every 
one to two years, rather than having contact with a counsellor (n=10).  
 
Recollections of psychosocial counselling during the intake procedure  
Twelve of the 15 sperm donors who had received counselling before registering as a sperm donor 
said that they appreciated the opportunity to discuss a number of topics, including their own 
motivation as well as the implications of being a donor, how to inform their family, children and 
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friends, their thoughts regarding future contact with the donor-offspring, their own mental 
health, the legislation and rules regarding sperm donation, and about what kind of people would 
use their sperm. These donors said that they had appreciated the counselling session before 
registration, because sperm donation has had considerable emotional consequences for them and 
therefore proper psychosocial counselling was felt to be crucial: ‘When choosing a clinic to 
donate sperm, I wanted it to be a clinic that had a clear screening procedure of parents and a 
proper intake for sperm donors’ (partner, no children). Some of them said that they felt they were 
taken seriously by the clinic, which gave them a feeling of protection.  
All donors with a partner thought it was important that their partner was invited to participate in 
the counselling session (n=13), and six appreciated that attention was also paid to the fact that 
they had children and addressed how to talk to them about being a sperm donor. Three of these 
six donors even thought it was crucial that this issue was brought up by the counsellor, since they 
had hesitated to bring the question up themselves due to a certain feeling of vulnerability. 

I appreciated that they asked me to come with my wife for the psychosocial intake. For both of 
us, it was important [to know] how to talk with our children about me being a donor and we felt 
uncertain about when and how we should share this with our children. My wife worried about the 
future contact with donor-children and if and how our children can be involved. (Partner and 
children) 

Of the 10 donors who did not receive psychosocial counselling during the intake procedure, eight 
had missed it. Most of them had regretted the lack of counselling and the opportunity to discuss 
future contact with donor-offspring, but also the emotional impact of being a sperm donor, the 
selection of intended parents by the centre, and how to allude to this in their contacts with 
friends and family. They said that a centre offering DST treatment should know that sperm 
donation can have considerable emotional consequences for sperm donors and therefore proper 
psychosocial counselling is very important. 

For me it was important to get proper [practical] information and that I felt free to ask my 
questions. I think they can inform you a bit more about the [psychosocial] consequences of being 
a donor, because you don’t really realize what it means to be a donor when you apply for it. But 
honestly, I am not someone who is asking so much by himself. In retrospect, I would have liked 
to talk more about the consequences. (No partner, but children) 

 
Extended psychosocial counselling  
During or immediately after the period of active donation, donors did not express a need for 
psychosocial counselling (n=18). The donors did, however, express various concerns that came 
up only at a later stage, once they had learned that donor-offspring had been born.  

At this moment, I am not looking for counselling [6 years since last donation], but I would not be 
surprised if I ask for it in the future. Because sometimes I wonder if I will recognize myself in a child 
and, if a child will seek contact with me, I am afraid for the child and for myself [laughs]. It can be a 
bad experience when you are not well prepared for such a meeting. (No partner, no children) 

 

When they started thinking about future contact with donor-offspring, donors indicated that 
their need for psychosocial counselling would increase (n=7). When donor-offspring actually 
sought contact, they said that psychosocial counselling could be of help in preparing them to 
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handle any possible contact with the child and its family, especially to regulate expectations and 
emotional consequences, and they thought it would be important for counselling to be available 
at that time (n=18). Some said that they expected that they would certainly ask for professional 
counselling at that time (n=5).  

When a child is asking for contact I will certainly apply for counselling. To get suggestions on 
how to give the child what it needs, without giving too much. Or when a child has a problem, you 
don’t know. Maybe it’s addicted to drugs or so. Next to counselling for myself, I would appreciate 
that the child has the opportunity for counselling, to be prepared for the contact with me, because 
they [donor-children] are so vulnerable. (Partner and children) 

Some donors thought that counselling could be important for the donor-children too, in order 
for them to be prepared when they wanted contact with their donor, because of the psychological 
impact of such an encounter (n=7). In addition, inactive donors said that they expected a 
proactive attitude of the centre in providing them with updates about changes in legislation and 
regulation in the field of sperm donation and the rights of donor-offspring and donor families 
(n=5). 

I appreciate that the clinic will keep contact with me and let me know how many children are born 
and if they are boys or girls. For me it is important to know if legal things have changed or will be 
changed in the future. And I want to have the opportunity to let them know if something has 
changed in my expectations, circumstances or motivation. That we can talk about that; a kind of 
relations management, as in business. (No partner, no children) 

	

Discussion  
 
This study explored the expectations of psychosocial counselling of Dutch identifiable sperm 
donors based on their recollections, memories and a posteriori impressions. In retrospect, sperm 
donors who had received psychosocial counselling before registration had appreciated the 
opportunity to talk about the possible emotional consequences and implications of future contact 
with donor-offspring. The donors who had not received counselling had regretted the lack of 
intensive counselling for the same reasons; they also would have valued talking about the 
emotional consequences and future contact with donor-offspring. Almost all of the donors 
would appreciate the availability of extended psychosocial counselling in the event that donor-
offspring would contact them. Most donors were highly interested in and engaged with ‘their’ 
offspring. Almost all of them wanted to be updated on the number of children that had been 
born from their donated sperm. From the moment they knew that donor-offspring had been 
born, many of them started to feel some sort of responsibility for ‘their’ offspring, and many 
thought regularly about the children’s wellbeing and possible future contact with them. Many 
inactive donors had a general wish to maintain contact with the centre, in particular in case of 
changes in legislation. 
All identifiable donors in our study were willing to share information with ‘their’ offspring and to 
have face to face contact with them, which is in contrast to studies on anonymous sperm donors 
that found that donors were only willing to share information with donor-offspring after their 
period of active donating on an anonymous basis and not in the form of face-to-face contact [29, 
36-37]. The identifiable donors in our study had no mixed feelings about desiring contact with 
‘their’ offspring, but they did think that the donor-offspring themselves might have feelings of 
insecurity about meeting them. This is in contrast with anonymous donors in other studies, who  
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friends, their thoughts regarding future contact with the donor-offspring, their own mental 
health, the legislation and rules regarding sperm donation, and about what kind of people would 
use their sperm. These donors said that they had appreciated the counselling session before 
registration, because sperm donation has had considerable emotional consequences for them and 
therefore proper psychosocial counselling was felt to be crucial: ‘When choosing a clinic to 
donate sperm, I wanted it to be a clinic that had a clear screening procedure of parents and a 
proper intake for sperm donors’ (partner, no children). Some of them said that they felt they were 
taken seriously by the clinic, which gave them a feeling of protection.  
All donors with a partner thought it was important that their partner was invited to participate in 
the counselling session (n=13), and six appreciated that attention was also paid to the fact that 
they had children and addressed how to talk to them about being a sperm donor. Three of these 
six donors even thought it was crucial that this issue was brought up by the counsellor, since they 
had hesitated to bring the question up themselves due to a certain feeling of vulnerability. 

I appreciated that they asked me to come with my wife for the psychosocial intake. For both of 
us, it was important [to know] how to talk with our children about me being a donor and we felt 
uncertain about when and how we should share this with our children. My wife worried about the 
future contact with donor-children and if and how our children can be involved. (Partner and 
children) 

Of the 10 donors who did not receive psychosocial counselling during the intake procedure, eight 
had missed it. Most of them had regretted the lack of counselling and the opportunity to discuss 
future contact with donor-offspring, but also the emotional impact of being a sperm donor, the 
selection of intended parents by the centre, and how to allude to this in their contacts with 
friends and family. They said that a centre offering DST treatment should know that sperm 
donation can have considerable emotional consequences for sperm donors and therefore proper 
psychosocial counselling is very important. 

For me it was important to get proper [practical] information and that I felt free to ask my 
questions. I think they can inform you a bit more about the [psychosocial] consequences of being 
a donor, because you don’t really realize what it means to be a donor when you apply for it. But 
honestly, I am not someone who is asking so much by himself. In retrospect, I would have liked 
to talk more about the consequences. (No partner, but children) 

 
Extended psychosocial counselling  
During or immediately after the period of active donation, donors did not express a need for 
psychosocial counselling (n=18). The donors did, however, express various concerns that came 
up only at a later stage, once they had learned that donor-offspring had been born.  

At this moment, I am not looking for counselling [6 years since last donation], but I would not be 
surprised if I ask for it in the future. Because sometimes I wonder if I will recognize myself in a child 
and, if a child will seek contact with me, I am afraid for the child and for myself [laughs]. It can be a 
bad experience when you are not well prepared for such a meeting. (No partner, no children) 

 

When they started thinking about future contact with donor-offspring, donors indicated that 
their need for psychosocial counselling would increase (n=7). When donor-offspring actually 
sought contact, they said that psychosocial counselling could be of help in preparing them to 
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handle any possible contact with the child and its family, especially to regulate expectations and 
emotional consequences, and they thought it would be important for counselling to be available 
at that time (n=18). Some said that they expected that they would certainly ask for professional 
counselling at that time (n=5).  

When a child is asking for contact I will certainly apply for counselling. To get suggestions on 
how to give the child what it needs, without giving too much. Or when a child has a problem, you 
don’t know. Maybe it’s addicted to drugs or so. Next to counselling for myself, I would appreciate 
that the child has the opportunity for counselling, to be prepared for the contact with me, because 
they [donor-children] are so vulnerable. (Partner and children) 

Some donors thought that counselling could be important for the donor-children too, in order 
for them to be prepared when they wanted contact with their donor, because of the psychological 
impact of such an encounter (n=7). In addition, inactive donors said that they expected a 
proactive attitude of the centre in providing them with updates about changes in legislation and 
regulation in the field of sperm donation and the rights of donor-offspring and donor families 
(n=5). 

I appreciate that the clinic will keep contact with me and let me know how many children are born 
and if they are boys or girls. For me it is important to know if legal things have changed or will be 
changed in the future. And I want to have the opportunity to let them know if something has 
changed in my expectations, circumstances or motivation. That we can talk about that; a kind of 
relations management, as in business. (No partner, no children) 

	

Discussion  
 
This study explored the expectations of psychosocial counselling of Dutch identifiable sperm 
donors based on their recollections, memories and a posteriori impressions. In retrospect, sperm 
donors who had received psychosocial counselling before registration had appreciated the 
opportunity to talk about the possible emotional consequences and implications of future contact 
with donor-offspring. The donors who had not received counselling had regretted the lack of 
intensive counselling for the same reasons; they also would have valued talking about the 
emotional consequences and future contact with donor-offspring. Almost all of the donors 
would appreciate the availability of extended psychosocial counselling in the event that donor-
offspring would contact them. Most donors were highly interested in and engaged with ‘their’ 
offspring. Almost all of them wanted to be updated on the number of children that had been 
born from their donated sperm. From the moment they knew that donor-offspring had been 
born, many of them started to feel some sort of responsibility for ‘their’ offspring, and many 
thought regularly about the children’s wellbeing and possible future contact with them. Many 
inactive donors had a general wish to maintain contact with the centre, in particular in case of 
changes in legislation. 
All identifiable donors in our study were willing to share information with ‘their’ offspring and to 
have face to face contact with them, which is in contrast to studies on anonymous sperm donors 
that found that donors were only willing to share information with donor-offspring after their 
period of active donating on an anonymous basis and not in the form of face-to-face contact [29, 
36-37]. The identifiable donors in our study had no mixed feelings about desiring contact with 
‘their’ offspring, but they did think that the donor-offspring themselves might have feelings of 
insecurity about meeting them. This is in contrast with anonymous donors in other studies, who  
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often expressed only their own insecurities about the possibility of having contact with their 
offspring [20, 29]. From the moment that the donors in our study knew that donor-offspring had 
been born, they had feelings and thoughts about the well-being of these children and about 
possible future contact; this is –remarkably– in line with a study on anonymous sperm donors in 
the UK, who also saw contact with and knowledge about the outcome of their donation as 
potentially satisfying [38]. 
A few specific themes evolved from the interviews (see Table II). The first issue is that some 
donors had not realized that being a sperm donor is a long term commitment. Donors wanted 
this to be discussed during counselling before registration. In line with this, most donors asked to 
be informed about how many offspring had been born as a consequence of their donation, and 
asked to stay connected with the centre after their period of active donation had come to an end, 
to bridge the period until possible contact with their offspring might occur. The second issue 
raised was the suggestion that it may be important to discuss the issue of infertile friends or 
acquaintances, since a few donors were worried about being confronted with this or that these 
friends or acquaintances might be treated with their sperm.  
The strength of this study lies in the fact that we analysed identifiable sperm donors’ experiences 
of psychosocial counselling through in-depth interviews. Until now, (anonymous) sperm donors 
have been mainly studied using questionnaires asking about their motivations, financial 
compensation and their expectations of the outcome of their donation [39]. We interviewed 
donors who had quite some years of experience of what it meant to them to be a sperm donor. 
They had been confronted with issues and questions that they had not foreseen before registering 
as a sperm donor, and therefore they could evaluate the psychosocial counselling from their 
personal thoughts and feelings being a sperm donor.  
One other study exists on counselling for gamete/embryo donors [28], which studied 50 gamete 
donors before psychosocial counselling (5 of which were sperm donors) and 26 gamete donors 
after they had received counselling (3 of which were sperm donors). However, in the analysis, all 
of the results were pooled together. As the outcome of the sperm donors’ questionnaires were 
not analysed separately, valuable information on what really matters in psychosocial counselling 
for sperm donors in particular is unavailable. 
Since we used in-depth interviews, we were able to ascertain that counselling had increased the 
donors’ insight into the implications of being a sperm donor and that the accessibility of 
counselling and support in general was seen as important, as it allowed donors to reflect on the 
impact donation would have, both for themselves and for donor-offspring. 
Although at first glance it may seem somewhat incongruous that the sperm donors in this study 
were drawn from a 20 year period, during which time significant legislative changes occurred 
affecting sperm donation, in the Netherlands the societal discussion on views and attitudes 
regarding sperm donation had already begun in 1989, following the publication of the United 
Nations Convention on the Rights of the Child and the commencement of open-identity 
donation in DST [40]. This is reflected in the identical experiences and value of counselling 
among both active and inactive donors, and by the finding that sperm donors who had not 
received counselling during the intake procedure expressed that they had regretted not receiving 
this opportunity to discuss the same issues that were also highlighted by donors who had 
received counselling.  
Despite these strengths, it is also necessary to highlight several limitations of the study. A 
limitation is that identifiable sperm donors from only one centre were included, and thus their 
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experiences may not be generalizable to other clinics. In addition, all donors were Caucasian men 
and thus our results might not translate to men from other ethnicities and backgrounds. On the 
other hand, donating sperm is such an existential deed that there may well be more similarities 
than differences. The final sample was rather thin, given our initial access to 140 donors. We 
started with the recruitment of 48 of the 117 inactive donors, of which 18 were willing to 
participate. We decided to stop the recruitment process of active donors after interviewing seven 
donors, based on data saturation reached after four interviews, though we acknowledge that data 
saturation based on such small numbers is debatable from an epistemological and methodological 
point of view. To overcome this to some extent, we structured our interview questions to ask all 
donors the same questions. Moreover, it was a purposive sample, and therefore the donors could 
give a lot of information because of their strong personal involvement. Thus, the data we 
obtained were many layered and nuanced. The active donors proved to be a more homogenous 
group than the inactive donors, so data saturation occurred after even fewer interviews than 
among the inactive donors. Data saturation is, however, not about numbers per se. Our sample 
sizes for both the active and the inactive donors was constituted by reaching the point of no new 
data, no new themes, no further coding and the ability to replicate the study; therefore, we can 
say that the study had reached data saturation [41]. 
In summary, we found that professional counselling of sperm donors –when it addresses their 
needs– is considered by donors to be of value, both during the intake procedure as well as at the 
time when donor-offspring might seek contact. The outcome of this study offers insight for 
clinical practice into how to counsel identifiable sperm donors. In particular, it underlines the 
importance of paying attention to the possible emotional consequences of being an identifiable 
sperm donor and donors’ considerations about their donor-offspring, including their wish for 
future contact with them. Once donors become a parent themselves or know about having 
donor-offspring, professional counselling and guidance should be available to meet their needs. 
The outcomes of this study may also contribute to the development of guidelines for 
psychosocial counselling and guidance for sperm donors.  
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often expressed only their own insecurities about the possibility of having contact with their 
offspring [20, 29]. From the moment that the donors in our study knew that donor-offspring had 
been born, they had feelings and thoughts about the well-being of these children and about 
possible future contact; this is –remarkably– in line with a study on anonymous sperm donors in 
the UK, who also saw contact with and knowledge about the outcome of their donation as 
potentially satisfying [38]. 
A few specific themes evolved from the interviews (see Table II). The first issue is that some 
donors had not realized that being a sperm donor is a long term commitment. Donors wanted 
this to be discussed during counselling before registration. In line with this, most donors asked to 
be informed about how many offspring had been born as a consequence of their donation, and 
asked to stay connected with the centre after their period of active donation had come to an end, 
to bridge the period until possible contact with their offspring might occur. The second issue 
raised was the suggestion that it may be important to discuss the issue of infertile friends or 
acquaintances, since a few donors were worried about being confronted with this or that these 
friends or acquaintances might be treated with their sperm.  
The strength of this study lies in the fact that we analysed identifiable sperm donors’ experiences 
of psychosocial counselling through in-depth interviews. Until now, (anonymous) sperm donors 
have been mainly studied using questionnaires asking about their motivations, financial 
compensation and their expectations of the outcome of their donation [39]. We interviewed 
donors who had quite some years of experience of what it meant to them to be a sperm donor. 
They had been confronted with issues and questions that they had not foreseen before registering 
as a sperm donor, and therefore they could evaluate the psychosocial counselling from their 
personal thoughts and feelings being a sperm donor.  
One other study exists on counselling for gamete/embryo donors [28], which studied 50 gamete 
donors before psychosocial counselling (5 of which were sperm donors) and 26 gamete donors 
after they had received counselling (3 of which were sperm donors). However, in the analysis, all 
of the results were pooled together. As the outcome of the sperm donors’ questionnaires were 
not analysed separately, valuable information on what really matters in psychosocial counselling 
for sperm donors in particular is unavailable. 
Since we used in-depth interviews, we were able to ascertain that counselling had increased the 
donors’ insight into the implications of being a sperm donor and that the accessibility of 
counselling and support in general was seen as important, as it allowed donors to reflect on the 
impact donation would have, both for themselves and for donor-offspring. 
Although at first glance it may seem somewhat incongruous that the sperm donors in this study 
were drawn from a 20 year period, during which time significant legislative changes occurred 
affecting sperm donation, in the Netherlands the societal discussion on views and attitudes 
regarding sperm donation had already begun in 1989, following the publication of the United 
Nations Convention on the Rights of the Child and the commencement of open-identity 
donation in DST [40]. This is reflected in the identical experiences and value of counselling 
among both active and inactive donors, and by the finding that sperm donors who had not 
received counselling during the intake procedure expressed that they had regretted not receiving 
this opportunity to discuss the same issues that were also highlighted by donors who had 
received counselling.  
Despite these strengths, it is also necessary to highlight several limitations of the study. A 
limitation is that identifiable sperm donors from only one centre were included, and thus their 
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experiences may not be generalizable to other clinics. In addition, all donors were Caucasian men 
and thus our results might not translate to men from other ethnicities and backgrounds. On the 
other hand, donating sperm is such an existential deed that there may well be more similarities 
than differences. The final sample was rather thin, given our initial access to 140 donors. We 
started with the recruitment of 48 of the 117 inactive donors, of which 18 were willing to 
participate. We decided to stop the recruitment process of active donors after interviewing seven 
donors, based on data saturation reached after four interviews, though we acknowledge that data 
saturation based on such small numbers is debatable from an epistemological and methodological 
point of view. To overcome this to some extent, we structured our interview questions to ask all 
donors the same questions. Moreover, it was a purposive sample, and therefore the donors could 
give a lot of information because of their strong personal involvement. Thus, the data we 
obtained were many layered and nuanced. The active donors proved to be a more homogenous 
group than the inactive donors, so data saturation occurred after even fewer interviews than 
among the inactive donors. Data saturation is, however, not about numbers per se. Our sample 
sizes for both the active and the inactive donors was constituted by reaching the point of no new 
data, no new themes, no further coding and the ability to replicate the study; therefore, we can 
say that the study had reached data saturation [41]. 
In summary, we found that professional counselling of sperm donors –when it addresses their 
needs– is considered by donors to be of value, both during the intake procedure as well as at the 
time when donor-offspring might seek contact. The outcome of this study offers insight for 
clinical practice into how to counsel identifiable sperm donors. In particular, it underlines the 
importance of paying attention to the possible emotional consequences of being an identifiable 
sperm donor and donors’ considerations about their donor-offspring, including their wish for 
future contact with them. Once donors become a parent themselves or know about having 
donor-offspring, professional counselling and guidance should be available to meet their needs. 
The outcomes of this study may also contribute to the development of guidelines for 
psychosocial counselling and guidance for sperm donors.  
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Supplementary Table  

Category Subject Question 

A. Baseline questions Family situation 1 Did you have a partner or children at the time of the 
registration? 

2 Did you discuss your wish to register as a sperm donor with 
your partner? 

3 Did he/she agree? 
4 Do you currently have a partner(f/m)? 
5 Do you have children yourself? 

     6     If yes, did you inform your partner/children 
             about you being a sperm donor or do you  
             have the intention to tell them? 

 Motivation 7) Do you know when you decided to register as a sperm donor? 
8) What were your considerations before you became a sperm 

donor for the sperm bank? 
9) What motives did you have for your considerations? 
10) Did you know where to go to become a sperm donor? 
11) What was important to you before choosing 

a spermbank? (Distance, trust, financial reasons etc) 
12) Do you think it is important for spermdonors to receive  

some sort of compensation? What is reasonable? 
     13)  Would you like to be able to decide which groups can 

 make use of your sperm? 
B Questions 
concerning 
psychosocial 
counselling before 
registration 

Experience with 
counselling 

1) Do you remember how the counselling went? 
2) With who did you speak (person, profession)? 
3) What subjects did you talk about?  
4) Do you remember if there were subjects you did not discuss, 

but that were important to you? 
       4a)  If yes, which subjects? 
       4b)  Are these subjects still important to you? 

 Talking with others  
before counselling 

       5   Did you talk with others, such as your partner/family/   
            friends,  about your idea to become a sperm donor? 

5a) Which considerations did you talk about? 
5b) If you spoke about your considerations, did you  
      experience support/resistance etc.?         

C: Questions 
concerning counselling 
on future contact with 
donor -offspring 

Thoughts and worries 1) Are you aware of the possibility to meet your donor-
offspring one day? 

1a)   If yes; can you explain your thoughts and feelings?  
2) Would you like to talk about this subject with a professional 

counsellor?  
2a)   If yes;  at what moment would it be of value for you 
2b)  Which issues would you like to talk about 
       in such counselling conversations? 
2c)  If you don’t need such counselling, can you explain?   

D: Questions 
considering 
counselling after the 
period of active 
donation 

Talking with others 
after counselling  

1) Did you talk with others about being a sperm donor after 
your period of active donation? 

1a)  If yes, with who? 1b) If no, what is your reason not to? 

 Professional 
counselling 

1) Would you appreciate the availability of contact with a 
professional after the period of active donation? 

2) If yes, which issues are of value for you to talk about? 
3) If yes, in what way would you like the communication 

to be? (by telephone, mail etc.) 
 Experiences with 

being a sperm donor 
      5)  What does it mean that you have been/are a spermdonor  
      6)  What was pleasant/unpleasant for to you?  
      7)   Would you advice other men to become a spermdonor   
     would you advice others not to become a spermdonor. Why?  
      8)   Did you ever consider to stop donating? If yes, why? 
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ABSTRACT

ObjectivesWe aimed to explore the wishes of Dutch donor-conceived offspring for parental

support, peer support and counseling and sought to contribute to the improvement of health care

for all parties involved with assisted reproductive technologies.

MethodsWe held semi-structured in-depth interviews with 24 donor-conceived offspring (Mage

= 26.9, range 17-41) born within father-mother, two-mother and single mother families. The

majority of the donor offspring was conceived with semen of anonymous donors. All offspring

were recruited by network organisations and snowball sampling. The interviews were fully

transcribed and analysed using the constant comparative method.

Results Donor-conceived offspring wished that their parents had talked openly about donor

conception and had missed parental support. They wished that their parents would have received

counseling before donor sperm treatment on how to talk with their children about donor

conception in several stages of life. They valued the availability of peer contact to exchange

stories with other donor-conceived offspring and would have liked assistance in getting access to

trustworthy information about characteristics and identifying information of their donor.

Donor-conceived offspring wished to know where to find specialist counseling when needed.

Conclusions Peer support and counseling by professionals for donor-conceived offspring

should be available for those who need it. The findings also support professional counseling for

intended parents before treatment to improve parental support for donor-children.
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Introduction

Donor sperm treatment (DST) enables infertile heterosexual couples to become parents, but also

supports lesbian couples and single women to build a family. In the past, semen donors were

anonymous and DST was surrounded by secrecy towards family, friends and in particular towards

donor-children. This has gradually, over recent decades, been replaced by identifiable semen

donation and a paradigm of openness towards donor-conceived offspring [1-4]. Since the 1980s,

several countries including the Netherlands have stated that every child has the right to know

his/her genetic origin and prohibited anonymous semen donation by law, which gave children

the possibility to learn more about their donor upon reaching adulthood [5]. To date, DST with

semen of identifiable donors is increasingly approved as donor-children struggle with not

knowing identifiable characteristics of the donor and there is a strong tendency to encourage

disclosure in families regardless of the status of the donor [2, 6-11].

Disclosure to the child -from birth on- is recommended, since it is known that donor-children

who were told about their genetic origins during childhood experience more positive feelings

towards their parents than those who were told during adolescence or adulthood [2, 9, 12-14].

Also, donor-conceived offspring who found out during or after adolescence that they are a

donor-child, frequently have feelings of mistrust and wished that parents had told them earlier

about being donor-conceived [10].

So far, it is known that children value openness of their parents about their genetic origin but also

value peer support by someone in the same situation which reduces feelings of loneliness and

stigma-related feelings of being donor-conceived [10, 15]. In addition, it has been suggested that

counseling might help donor-conceived offspring cope with any negative feelings they may have

of being donor-conceived. Counseling in this respect is defined as a method for healthy people to

gain a better understanding of their situation, to develop competencies and to address and solve

psychosocial problems, building from their own strength and can be offered by social workers

and by psychologists [16, 17].

As earlier research only studied the experiences of donor-conceived offspring of being

donor-conceived, empirical knowledge on their wishes for support is scarce [2, 9-10]. The current

societal debate on donor-conceived offspring who are searching for their donor shows that

donor offspring have a wish for clear information about their origins and discovering later in life

about their genetic origins causes psychological harm [18, 19]. More knowledge on the wishes of

donor-conceived offspring for support can help counselors and psychologist to adjust their
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stories with other donor-conceived offspring and would have liked assistance in getting access to
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Donor-conceived offspring wished to know where to find specialist counseling when needed.
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should be available for those who need it. The findings also support professional counseling for

intended parents before treatment to improve parental support for donor-children.
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supports lesbian couples and single women to build a family. In the past, semen donors were

anonymous and DST was surrounded by secrecy towards family, friends and in particular towards

donor-children. This has gradually, over recent decades, been replaced by identifiable semen

donation and a paradigm of openness towards donor-conceived offspring [1-4]. Since the 1980s,

several countries including the Netherlands have stated that every child has the right to know

his/her genetic origin and prohibited anonymous semen donation by law, which gave children

the possibility to learn more about their donor upon reaching adulthood [5]. To date, DST with

semen of identifiable donors is increasingly approved as donor-children struggle with not

knowing identifiable characteristics of the donor and there is a strong tendency to encourage

disclosure in families regardless of the status of the donor [2, 6-11].

Disclosure to the child -from birth on- is recommended, since it is known that donor-children

who were told about their genetic origins during childhood experience more positive feelings

towards their parents than those who were told during adolescence or adulthood [2, 9, 12-14].

Also, donor-conceived offspring who found out during or after adolescence that they are a

donor-child, frequently have feelings of mistrust and wished that parents had told them earlier

about being donor-conceived [10].

So far, it is known that children value openness of their parents about their genetic origin but also

value peer support by someone in the same situation which reduces feelings of loneliness and

stigma-related feelings of being donor-conceived [10, 15]. In addition, it has been suggested that

counseling might help donor-conceived offspring cope with any negative feelings they may have

of being donor-conceived. Counseling in this respect is defined as a method for healthy people to

gain a better understanding of their situation, to develop competencies and to address and solve

psychosocial problems, building from their own strength and can be offered by social workers
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As earlier research only studied the experiences of donor-conceived offspring of being

donor-conceived, empirical knowledge on their wishes for support is scarce [2, 9-10]. The current

societal debate on donor-conceived offspring who are searching for their donor shows that
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about their genetic origins causes psychological harm [18, 19]. More knowledge on the wishes of
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support to the needs of donor offspring. Therefore, we aimed to explore the wishes of Dutch

donor-conceived offspring for parental support, peer support and counseling and sought to

contribute to the improvement of health care for all parties involved with assisted reproductive

technologies.

Methods

Ethical approval
All procedures were in accordance with the ethical standards of the Helsinki Declaration of 2013.

Informed consent was obtained from all donor-conceived offspring before their inclusion in the

study. The Medical Ethics Committee of the Academic Medical Centre of Amsterdam had

requested that donor-conceived offspring should be at least 16 years of age and that the parents

of donor-conceived offspring of 16 and 17 years of age gave informed consent as well. The trial

is registered at the Dutch Trial Register. Code number NTR5340.

Recruitment
We recruited Dutch donor-conceived offspring aged 16 years or older. In the Netherlands, the

Supreme Court acknowledged the right of donor-children to know their genetic origin from the

age of 16 and prohibited anonymous semen donation in 2004. Since most Dutch clinics offered

open-identity donation next to anonymous donation about ten years before legislation, our

sample included both donor-conceived offspring who had access to identifiable information

about the donor as well as donor-children who had not.

The recruitment of donor-conceived offspring for this study was part of a broader research

project on the wishes for support and counseling of donor-conceived offspring. We recruited

donor-conceived offspring for the broader project from September 2015 until February 2016 in

three ways. First, the Federatie van Instellingen voor de Ongehuwde Moeder [Federation of

Organizations of Unmarried Mothers] (FIOM) posted a message in their newsletter directed to

donor-conceived offspring with an announcement asking for participation in this study. FIOM is

a foundation for questions about genetic origins and initiator of the KID DNA-Databank [Sperm

Donation DNA-Databank] where donor-conceived offspring can be matched with the donor and

half siblings. Second, Stichting Donorkind [Foundation Donor-child], a special interest group for

donor-conceived offspring and semen donors, posted an announcement on their open and closed

Facebook pages with an invitation to participate in this study. Third, we asked participating

donor-conceived offspring if they were willing to ask their sibling(s) to participate and we
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included donor-conceived offspring acquainted to participating offspring and who volunteered to

participate at his/her request (snowball sampling).

All donor-conceived offspring who were willing to participate in the broader project contacted

one of the researchers, whose email address and telephone number was provided in the

announcements. We used a non-probability sampling method, to select a subsample that would

represent the total Dutch population of donor-conceived offspring. Every participant was, based

on family type and age, compared to the already participating donor-conceived offspring and

invited to participate in this interview study. The first author (A.M.S.) sent a patient information

letter and an informed consent form to these potential participants and - when they were 16 or 17

years of age - also to their parents. When they agreed to participate after reading our information

letter, we contacted them by telephone to arrange the interview. The sample size was increased

until theoretical saturation was reached and new data did not yield new insights [20]. All other

donor-conceived offspring were included in another ongoing questionnaire study.

Data collection
A junior researcher and counselor (A.M.S.) and a senior researcher and experienced counselor

(M.V.) working at the Centre for Reproductive Medicine conducted the in-depth interviews.

A.M.S. was trained in the subject of DST by M.V. They interviewed donor-conceived offspring in

their home or at the University of Amsterdam, depending on their preference. None of the

donor-conceived offspring was acquainted with either of the interviewers before the interview.

The participants were informed about the format and confidentiality of the interview. The

in-depth interviews started with a questionnaire collecting demographic information, were guided

by open ended questions of a self-constructed topic list, based on a literature review and took

45-75 minutes. During the study, the interviewers were aware of their own ideas about

donor-conceived offspring and discussed these on regularly basis with two senior researchers

(M.H.M.) and (H.M.W.B.) and other members of the research team throughout the data

collecting process, to increase trustworthiness [21]. The topic list was adapted when new topics

were identified, until data saturation occurred [20]. The interviews were digital audio-recorded

and transcribed verbatim.

Data analyses
The interview transcripts were systematically analyzed by A.M.S. and M.V. and independently by

a senior researcher (F.B.v.R.), using the Constant Comparative Method (CCM) [20]. CCM is an
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Facebook pages with an invitation to participate in this study. Third, we asked participating
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announcements. We used a non-probability sampling method, to select a subsample that would
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until theoretical saturation was reached and new data did not yield new insights [20]. All other
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Data collection
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collecting process, to increase trustworthiness [21]. The topic list was adapted when new topics
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Data analyses
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iterative process of coding that makes constant comparison of the codes, both within and

between interviews, with the aim of conceptualizing the content of the interviews into structured

categories [20].

The process of analyzing began after the first three interviews. First, the interviews were

analyzed by means of line-by-line coding, comparing the different segments within the interviews.

Codes from the following interviews were continually compared with previous codes in order to

develop categories. This cycle of comparison and reflection was repeated several times until no

new codes were needed to cover the various and relevant themes. The coders discussed the

coding into categories and discussed after forming the coding tree, the interviews were read as a

whole again to check for any meaningful information [20]. To ensure consistency, any

discrepancies between codes, categories and/or comparisons were discussed with other members

of the research team, until consensus was met. We performed all analyses with the software

program for qualitative data analysis MaxQDA [22]. To generate meaning from the qualitative

data and to document and verify this, we made our data countable by using numbers [23]. To

display the data, we defined the numbers as follows: all donor-conceived offspring (n = 24),

almost all donor-conceived offspring (n = 20-23), most donor-conceived offspring (n = 14-19),

several donor-conceived offspring (n = 13-8), some donor-conceived offspring (n = 4-7), a few

donor-conceived offspring (n = 3-1) and none of the donor-conceived offspring (n = 0). The

Consolidated Criteria for Reporting Qualitative Research (COREQ) checklist was followed in

reporting the findings of this study [24].

Results
Recruitment and inclusion of donor-conceived offspring are summarized in Figure I. We

obtained 56 positive replies from 541 followers of the newsletter of FIOM and 31 positive replies

out of 160 registered open and closed Facebook members of Stichting Donorkind. In addition,

snowball sampling led to recruitment of 21 donor-children. Of these 108 donor-conceived

offspring who confirmed to participate, we selected 24 donor-conceived offspring for interviews

of whom 11 were born in a father-mother family, seven were born in a two-mother family and six

were born in a single mother family. Theoretical saturation was achieved after 22 interviews and

was confirmed by the last two interviews. Baseline characteristics of the included

donor-conceived offspring are shown in Table I.
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Almost all donor-conceived offspring had been told about donor conception by their parents,

one had been told by a neighbor at the age of 9 and one had been told by a niece at the age of 26.

Of the donor-children who were told about donor conception by their parents, several knew

since early childhood that they were donor-conceived, a few knew since pre-school age, a few

since puberty and some since adulthood, of which two were told by their mother after the death

of their father.

Most donor-conceived offspring with two-mothers and single mothers could not remember

the moment of disclosure, as they had been told at a very young age. Almost all donor-conceived

offspring with two mothers and single mothers, learned earlier in life about being a donor-child
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than donor-conceived offspring who were born in a father-mother family. An exception was a

woman with two mothers who had never been told about her donor conception. She sometimes

had felt that she was a donor-child, but she had not asked her mothers who her biological father

was until she was 29 years of age.

In the analysis of the interviews of the 24 donor-conceived offspring, four themes

emerged: disclosure by parents, peer support, independent and trustworthy information and

counseling by counselors. These four themes and the frequencies and percentages of the

comments are listed in Table II.

Table I Baseline characteristics of the included donor- conceived offspring

Characteristic n
Age (mean, range) 26,9 years (17-41 years)
Gender:

Women 18
Men 6

Education:
University 10
Higher professional education 9
Middle professional education 5

Family type:
Heterosexual parents 11
Parents divorced

Parents died

4

2 (father)
Lesbian parents 7
Parents divorced 4
Single mother 6

Sperm donor:
Anonymous 20
Identifiable donor 4

Living area:
Urban area 10
Village 14

Disclosure:
By parents 22
By a neighbor 1
By a niece 1

Moment of disclosure:
Early childhood 15
Pre-school age 2
Puberty 2
Adulthood 5

Chapter 5
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Disclosure by parents
All donor-conceived offspring had tried to talk about donor conception with their parents. They

asked their parents why they had chosen for DST and for an anonymous or identifiable semen

donor. Most donor-conceived offspring experienced no difficulties talking with their parents,

which they had strongly appreciated.

“In our family, we talk a lot with each other. Now I’m not that kind of person who continually wants to

talk about this issue, but my parents were always willing to discuss. That is very helpful.” (woman, 21 years

of age with lesbian parents)

Several donor-children felt that their parents had not been able to talk openly with them about

donor conception, as their parents felt guilty and uncomfortable. Some of these donor-children

thought that their fathers felt ashamed about being infertile, as they had experienced
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which they had strongly appreciated.

“In our family, we talk a lot with each other. Now I’m not that kind of person who continually wants to

talk about this issue, but my parents were always willing to discuss. That is very helpful.” (woman, 21 years
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embarrassment and anxiety when talking about this with them. They also had believed that their

parents wanted to keep donor conception a secret for them, but this secret was often broken

after divorce or by death of the father.

“For my father it is difficult to talk about this issue [donor conception], so we don’t talk about it so often.

I remember a moment when he told me that he was disappointed with himself. I saw him getting smaller

and smaller during that conversation. I think he felt ashamed for being infertile as that is the reason why

they kept it a secret for so long.” (woman, 37 years of age with heterosexual parents)

Several donor-conceived offspring in father-mother families said that their parents had been

advised by the doctor to keep donor conception a secret for their child, as disclosure might

increase the risk of family issues and attachment problems between the child and the

non-biological father. Some of them said that, before disclosure, they always had felt that their

parents were hiding something from them, but they had never expected that their parents were

hiding such important information. They preferred that their parents had told them earlier in life.

Almost all these donor-children mentioned the advice of the doctor and lack of proper guidance

on how to talk with children about donor conception as the main reason why their parents had

tried to keep donor conception a secret or disclosed after so many years. They wished that their

parents would have received good counseling about when and how to share donor conception

with children and how to guide their children in being donor-conceived.

“I think that it would have been important that the doctors had mentioned that it [DST] is not so special.

That you are not weird and that more people became parents after DST. If the doctor had had this

attitude, it probably had been more easy for my parents to talk with me about this.” (man, 35 years of age

with heterosexual parents)

Almost all donor-conceived offspring said that clinics should encourage intended parents to talk

openly with their child about being donor-conceived as soon as possible.

“I think that they [doctors] have to talk with intended parents about if they want to keep the donor

conception a secret for their child. Do they know the consequences of raising a donor-child? They must

discuss this before the child is born, because otherwise it is too late and there is nothing they can discuss

anymore.” (women, 22 years of age with a single mom)

Peer-support
Most donor-children had told family and friends about being a donor-child, as it was important

for them that others would understand what this meant. They had preferred to talk openly about

being donor-conceived, but said that this was not a topic they had discussed daily with family and

friends. Some donor-children said that they only had told their closest friends, as their parents

had asked them to keep it a secret for the family.

Chapter 5
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Almost all donor-conceived offspring who were recruited by FIOM and snowball sampling were

familiar with Stichting Donorkind and the possibility to meet other donor-children. Most were

interested in stories of others such as since when they had known they were a donor-child, how

they had talked about this with their parents and how family and friends had reacted. Several

donor-conceived offspring had visited meetings organized by Stichting Donorkind, which they

had experienced as an adequate way to exchange feelings with donor-conceived peers.

“I registered at the Facebook page of Foundation Donor-child and went to a day where I met other

donor-children. It was nice to meet other donor-children with the same questions and issues. This day

resulted into a good friendship with another man. It is nice to have a friend with whom I can have an

open conversation about being a donor-child.” (man, 35 years of age with heterosexual parents)

While all donor-conceived offspring had appreciated the exchange of stories by the

Facebook page of Stichting Donorkind, several of them did not had a wish to actually seek

contact with this Foundation. Some of them had felt that this Facebook page included to many

stories of children who struggle with being a donor-child and they did not have a need to discuss

donor conception with others than family and friends.

“I know about the existence of Foundation Donor-child and the meetings they organize. But is that not

only for the ones who struggle with being donor conceived? I think it is good that they offer this platform

for anyone who wishes to meet other donor-children or has specific questions about being donor

conceived. I don’t have a need to go there. I can go to my mother or friends if I want to talk about this.”

(man, 41 years of age with heterosexual parents)

Independent and trustworthy information
Most donor-conceived offspring were curious about the personality and genetic characteristics of

the donor, especially once reaching puberty. They had wondered whether they had the same

appearance as the donor and had hoped to receive information about his motivation to donate

semen. Most donor-conceived offspring had expressed the wish to meet the donor one day

and/or were actively seeking contact with him by registering at FIOM’s KID DNA-Databank.

Not all interviewed donor-children were registered at the KID DNA-Databank. Some of them

said that the databank was not accessible for them, as registration costs were too high [€ 250].

Besides the wish for information about the donor, some donor-children had wished to receive

information about the clinic where their parents had been treated, what had happened with their

files and if there were other possibilities than the KID DNA-Databank to find their donor and

half-siblings. Most of them had sought contact with the clinic their parents had been treated, but

were told that the clinic could not provide them with information about the donor. They had
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and smaller during that conversation. I think he felt ashamed for being infertile as that is the reason why
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Almost all these donor-children mentioned the advice of the doctor and lack of proper guidance

on how to talk with children about donor conception as the main reason why their parents had

tried to keep donor conception a secret or disclosed after so many years. They wished that their

parents would have received good counseling about when and how to share donor conception

with children and how to guide their children in being donor-conceived.

“I think that it would have been important that the doctors had mentioned that it [DST] is not so special.

That you are not weird and that more people became parents after DST. If the doctor had had this

attitude, it probably had been more easy for my parents to talk with me about this.” (man, 35 years of age

with heterosexual parents)

Almost all donor-conceived offspring said that clinics should encourage intended parents to talk

openly with their child about being donor-conceived as soon as possible.

“I think that they [doctors] have to talk with intended parents about if they want to keep the donor

conception a secret for their child. Do they know the consequences of raising a donor-child? They must

discuss this before the child is born, because otherwise it is too late and there is nothing they can discuss

anymore.” (women, 22 years of age with a single mom)

Peer-support
Most donor-children had told family and friends about being a donor-child, as it was important

for them that others would understand what this meant. They had preferred to talk openly about

being donor-conceived, but said that this was not a topic they had discussed daily with family and

friends. Some donor-children said that they only had told their closest friends, as their parents

had asked them to keep it a secret for the family.
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resulted into a good friendship with another man. It is nice to have a friend with whom I can have an
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Facebook page of Stichting Donorkind, several of them did not had a wish to actually seek

contact with this Foundation. Some of them had felt that this Facebook page included to many

stories of children who struggle with being a donor-child and they did not have a need to discuss

donor conception with others than family and friends.
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said that the databank was not accessible for them, as registration costs were too high [€ 250].
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wished to receive support of someone who could help on how to find information to get in

contact with the donor and half-siblings.

“I am looking for a place where people can guide me with finding all these pieces about the donor and the

clinic. Maybe there are people who know more, but how do I get in contact with them? My guide, so far,

is Google, but there is not enough specific information on the internet.” (women, 25 years of age with

heterosexual parents)

Counseling
In some donor-conceived offspring, not knowing who the donor is led to questions about their

identity and to symptoms of depression. Some donor-children had one or more conversations

with a psychologist or social worker about identity related problems or difficulties in the relation

with their parent(s). Some felt that these problems were not related to being a donor-child, while

others said that these problems occurred after they had been told about their genetic origins.

“Me, my brother and my sister had issues with being a donor-child. I even went to a psychologist for

suffering from depression. That was not only because we are donor conceived, but it has definitely

something to do with that. For me being donor conceived felt as grief and my psychologist guided me

dealing with that.” (woman, 32 years of age with lesbian parents)

A few donor-conceived adults said they had consulted a therapist in the school-age period

because of study related problems, which they felt had nothing to do with being donor-child.

Some donor-children who had contact with a psychologist or a social worker, were

satisfied with the counseling they had received, as these counselors had helped them to cope with

their identity questions and, in some cases, behavioral problems. Others mentioned that, as they

had felt that their problems were related to not knowing who their biological father is, their

problems had not been solved by counseling of a general psychologist.

A few donor-conceived offspring preferred counseling of a counselor specialized in

donor conception and donor-conceived families, but they did not know where they could find

such a counselor.

“Expertise of the professional is important in guidance. I can go to an all-round psychologist but that is

not specific enough. I went to an all-round psychologist in the past, and she could help me with a lot of

other stuff, but when it came to things like my donor-dad, she was not experienced, so I prefer to go to a

specialist.” (woman, 39 years of age with heterosexual parents)

Some thought that counseling was needed for their donor-conceived siblings, as they had

felt that they struggled more with being a donor-child than they did. Almost all donor-conceived

offspring said that counseling should be accessible for all donor-conceived offspring when they

had needed this.
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Discussion
In exploring the wishes of donor-conceived offspring with regards to parental support, peer

support and counseling, we found that the donor-children who know about the DST wished

open conversations about donor conception and being a donor-child. They talked more easily

with their parents about their feelings and thoughts on being donor-conceived when they had

open conversations with their parents from birth on. Children who did not experience openness

from their parents wished that their parents would have received counseling by specialist

counselors before starting DST to prepare them to talk openly about donor conception. Not all

donor-children wished peer contact. Most donor-children who sought contact with peers

appreciated contact with them to exchange experiences and to find a sense of recognition. Others

did not seek contact with peers, as they were content to talk with their family and friends about

being a donor-child. Donor-conceived offspring wished to know where to find specialist

counseling when needed. Furthermore, in retrospect, they all wished that they had received

trustworthy information of someone who would have told them how to find information about

the donor, about the clinic their parents had been treated and how to search for their donor and

half-siblings.

Our finding that children appreciated open communication with their parents, is in line with

other qualitative and quantitative studies that found that talking with a child about being a

donor-child is a process which must be repeated during child development [8, 25-27]. Several

donor-conceived offspring in our study experienced that their parents were uncertain how to talk

to them about being a donor-child. They emphasized the importance of counseling before DST

to prepare parents for sharing donor conception at several moments during child-raising. This

mirrors earlier studies that revealed that also parents have a wish for counseling before and after

childbirth, especially on when and how to disclose donor conception to their child [28-30].

Parents experience a lack of clear scripts about how and what to tell to their children and they

have a need for information about experiences of other parents on this [31]. The Donor

Conception Network in the UK provides parents and intended parents with information on how

to frame the story of donor insemination from birth on, these findings are now underpinned by

our findings on the donor-conceived offspring [31]. What is really needed to satisfy the wishes

children is that counseling intended parents focuses on teaching them to talk openly with their

children about donor conception during child-raising and provide them with clear scripts and

information about the experiences of parents, as demonstrated in our study.

A recent opinion paper on disclosure and well-being of donor-children stated that

disclosure, and directive counseling towards disclosure, cannot be justified because there is no
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wished to receive support of someone who could help on how to find information to get in

contact with the donor and half-siblings.

“I am looking for a place where people can guide me with finding all these pieces about the donor and the

clinic. Maybe there are people who know more, but how do I get in contact with them? My guide, so far,

is Google, but there is not enough specific information on the internet.” (women, 25 years of age with

heterosexual parents)

Counseling
In some donor-conceived offspring, not knowing who the donor is led to questions about their

identity and to symptoms of depression. Some donor-children had one or more conversations

with a psychologist or social worker about identity related problems or difficulties in the relation

with their parent(s). Some felt that these problems were not related to being a donor-child, while

others said that these problems occurred after they had been told about their genetic origins.

“Me, my brother and my sister had issues with being a donor-child. I even went to a psychologist for

suffering from depression. That was not only because we are donor conceived, but it has definitely

something to do with that. For me being donor conceived felt as grief and my psychologist guided me

dealing with that.” (woman, 32 years of age with lesbian parents)

A few donor-conceived adults said they had consulted a therapist in the school-age period

because of study related problems, which they felt had nothing to do with being donor-child.

Some donor-children who had contact with a psychologist or a social worker, were

satisfied with the counseling they had received, as these counselors had helped them to cope with

their identity questions and, in some cases, behavioral problems. Others mentioned that, as they

had felt that their problems were related to not knowing who their biological father is, their

problems had not been solved by counseling of a general psychologist.

A few donor-conceived offspring preferred counseling of a counselor specialized in

donor conception and donor-conceived families, but they did not know where they could find

such a counselor.

“Expertise of the professional is important in guidance. I can go to an all-round psychologist but that is

not specific enough. I went to an all-round psychologist in the past, and she could help me with a lot of

other stuff, but when it came to things like my donor-dad, she was not experienced, so I prefer to go to a

specialist.” (woman, 39 years of age with heterosexual parents)

Some thought that counseling was needed for their donor-conceived siblings, as they had

felt that they struggled more with being a donor-child than they did. Almost all donor-conceived

offspring said that counseling should be accessible for all donor-conceived offspring when they

had needed this.
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Discussion
In exploring the wishes of donor-conceived offspring with regards to parental support, peer

support and counseling, we found that the donor-children who know about the DST wished

open conversations about donor conception and being a donor-child. They talked more easily

with their parents about their feelings and thoughts on being donor-conceived when they had

open conversations with their parents from birth on. Children who did not experience openness

from their parents wished that their parents would have received counseling by specialist

counselors before starting DST to prepare them to talk openly about donor conception. Not all

donor-children wished peer contact. Most donor-children who sought contact with peers

appreciated contact with them to exchange experiences and to find a sense of recognition. Others

did not seek contact with peers, as they were content to talk with their family and friends about

being a donor-child. Donor-conceived offspring wished to know where to find specialist

counseling when needed. Furthermore, in retrospect, they all wished that they had received

trustworthy information of someone who would have told them how to find information about

the donor, about the clinic their parents had been treated and how to search for their donor and

half-siblings.

Our finding that children appreciated open communication with their parents, is in line with

other qualitative and quantitative studies that found that talking with a child about being a

donor-child is a process which must be repeated during child development [8, 25-27]. Several

donor-conceived offspring in our study experienced that their parents were uncertain how to talk

to them about being a donor-child. They emphasized the importance of counseling before DST

to prepare parents for sharing donor conception at several moments during child-raising. This

mirrors earlier studies that revealed that also parents have a wish for counseling before and after

childbirth, especially on when and how to disclose donor conception to their child [28-30].

Parents experience a lack of clear scripts about how and what to tell to their children and they

have a need for information about experiences of other parents on this [31]. The Donor

Conception Network in the UK provides parents and intended parents with information on how

to frame the story of donor insemination from birth on, these findings are now underpinned by

our findings on the donor-conceived offspring [31]. What is really needed to satisfy the wishes

children is that counseling intended parents focuses on teaching them to talk openly with their

children about donor conception during child-raising and provide them with clear scripts and

information about the experiences of parents, as demonstrated in our study.

A recent opinion paper on disclosure and well-being of donor-children stated that

disclosure, and directive counseling towards disclosure, cannot be justified because there is no
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empirical evidence of differences in psychological well-being of donor offspring in disclosing and

non-disclosing families [32]. It was recommended that if parents decide not to disclose donor

conception, they should be supported by counselors how to keep donor conception a secret [32].

Our study provides evidence on this issue, although - for obvious reasons - donor children of

non- disclosing families cannot be studied. The evidence points out that parents should talk

openly about donor conception with their child and that specialist counselors should prepare

intended parents how to do this. The fact that some studies found that in disclosing families

children were negatively influenced by the stress of their parents, only underpins the importance

of greater psychological support for parents throughout the process of talking about donor

conception with their child and give them support in being a donor-child [13, 30, 33].

The strength of this study is that we interviewed a diverse group of donor-conceived offspring,

i.e. adolescent and adult donor-conceived offspring from all family types i.e. children of

father-mother families, two-mother families and single mother families, enhancing the

generalisability. Donor-conceived offspring from all family types reported almost similar

experiences on peer-contact, wish for independent and trustworthy information and counseling.

This means that findings of earlier research that suggested that two-women couples need less

information about how and when to talk with their children about donor conception, is not

underpinned by the children themselves [34, 35]. The only differences we found is that

donor-conceived offspring in father-mother families learned later in life about their genetic

origins than children in two-mother families and single mother families.

A limitation of this study is that almost all donor-conceived offspring were registered at

the KID-DNA Databank or were recruited through networks organizations. This may lead to

selection bias, because these children wished to receive information and get into contact with

their peers and/or their donor. On the other hand, donor-conceived offspring who had peer

contact are the only ones who can indicate their wishes for peer contact.

In view of our data, we recommend easy access to counseling for all donor-conceived

offspring who know about their genetic origin. We also recommend that counseling should be

available for all intended parents and specifically for parents who decide to disclose to their child

to help them to talk about donor conception more easily with their future child and with family

and friends. These data may contribute to increased awareness of health care professionals in the

field of unconventional parenthood and lead to improvement of health care for all parties

involved. Furthermore, guidelines for psychosocial counseling should be developed with taking

into account the experiences and wishes of donor-children who know about their genetic origins.
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ABSTRACT

When intended parents choose to have donor sperm treatment, this may entail wide-ranging,

long-lasting psychosocial implications related to the social parent not having a genetic tie with the

child, how to disclose donor-conception and future donor contact. Counselling by qualified

professionals is recommended to help intended parents cope with these implications. The

objective of this study is to present findings and insights about how counsellors execute their

counselling practices. We performed a qualitative study that included 13 counsellors working in

the 11 clinics offering donor sperm treatment in the Netherlands. We held a focus group

discussion and individual face-to-face semi-structured interviews, which were fully transcribed

and analyzed using thematic analysis. The counsellors combined screening for eligibility and

guidance within one session. They acted according to their individual knowledge and clinical

experience and had different opinions on the issues they discussed with intended parents, which

resulted in large practice variations. The counsellors were dependent on the admission policies of

the clinics, which were mainly limited to regulating access to psychosocial counselling, which also

lead to a variety of counselling practices. This means that evidence-based guidelines on

counselling in donor sperm treatment need to be developed to provide consistent counselling

with less practice variation.
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Introduction

When men and women wish to embark on donor sperm treatment (DST) for procreation and do

not organize this with a donor known to them, they look for medical assistance in a fertility clinic

(ESHRE task force, 2002). The decision of intended parents to apply for donor- conception may

entail wide-ranging and long-lasting psychosocial implications for themselves and their future

children; the social parent and the child do not have a genetic tie, there is a third party in the

family and parents and children need to cope with reactions from their wider family and social

environment (Grace et al., 2008; Jadva et al., 2010; Blyth, 2012; Culley et al., 2013). Families with

children after DST have to deal with anxiety about the lack of genetic ties and with non-

disclosure or disclosing the genetic origins of their child (Indekeu et al., 2014, Golombok et al.,

2014, Haimes, 1998; McWhinnie, 2000; Kirkman, 2003). In several Western countries donor-

anonymity is forbidden and practices on disclosure have shifted from secrecy to openness

(Söderström-Antilla et al., 2010; Readings et a.l, 2011; Isaksson et al., 2012; Freeman et al., 2016).

As parents are often uncertain about when and how to share donor-conception with their child,

family and friends, how to consider the position of the donor, and what to expect from possible

future contact between their child and the donor, counselling on disclosure and possible future

contact with the donor are of great value.

Counselling is now advised as an integral part of DST (Cousineau and Domar, 2007; Daniels et

al., 2009; ESHRE task force, 2007; Freeman et al., 2016; Greenfeld, 2008, Hammarberg et al.,

2008; Indekeu et al., 2013; Indekeu et al., 2014; Isaksson et al., 2012; McWhinnie, 2001). The

Ethics Committee of the American Society of Reproductive Medicine (ASRM) have

recommended that men and women applying for DST are not to be treated before being given

the opportunity to receive specialist psychosocial counselling (Ethics Committee ASRM, 2013).

In the UK it is a statutory requirement that anyone contemplating DST is offered proper

psychosocial counselling, which is outlined in the Code of Practice of the Human Fertility and

Embryology Authority (HFEA) (HFEA Code of Practice, 2017).

The European Society for Human Reproduction and Embryology (ESHRE) recently developed

evidence-based guidelines on ‘Routine psychosocial care in infertility and medically assisted

reproduction’. These guidelines help fertility staff to recognize when patients with fertility

problems need specialized psychosocial care, but they do not offer any specific recommendations

on psychosocial care for men and women opting for donor- conception (ESHRE Psychology and

Counseling Guide Development Group, 2015). The paradoxical situation has therefore arisen

whereby psychosocial counselling is recommended for men and women applying for DST, but
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the 11 clinics offering donor sperm treatment in the Netherlands. We held a focus group

discussion and individual face-to-face semi-structured interviews, which were fully transcribed

and analyzed using thematic analysis. The counsellors combined screening for eligibility and

guidance within one session. They acted according to their individual knowledge and clinical

experience and had different opinions on the issues they discussed with intended parents, which

resulted in large practice variations. The counsellors were dependent on the admission policies of

the clinics, which were mainly limited to regulating access to psychosocial counselling, which also

lead to a variety of counselling practices. This means that evidence-based guidelines on

counselling in donor sperm treatment need to be developed to provide consistent counselling

with less practice variation.
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Introduction

When men and women wish to embark on donor sperm treatment (DST) for procreation and do

not organize this with a donor known to them, they look for medical assistance in a fertility clinic

(ESHRE task force, 2002). The decision of intended parents to apply for donor- conception may

entail wide-ranging and long-lasting psychosocial implications for themselves and their future

children; the social parent and the child do not have a genetic tie, there is a third party in the

family and parents and children need to cope with reactions from their wider family and social

environment (Grace et al., 2008; Jadva et al., 2010; Blyth, 2012; Culley et al., 2013). Families with

children after DST have to deal with anxiety about the lack of genetic ties and with non-

disclosure or disclosing the genetic origins of their child (Indekeu et al., 2014, Golombok et al.,

2014, Haimes, 1998; McWhinnie, 2000; Kirkman, 2003). In several Western countries donor-

anonymity is forbidden and practices on disclosure have shifted from secrecy to openness

(Söderström-Antilla et al., 2010; Readings et a.l, 2011; Isaksson et al., 2012; Freeman et al., 2016).

As parents are often uncertain about when and how to share donor-conception with their child,

family and friends, how to consider the position of the donor, and what to expect from possible

future contact between their child and the donor, counselling on disclosure and possible future

contact with the donor are of great value.

Counselling is now advised as an integral part of DST (Cousineau and Domar, 2007; Daniels et

al., 2009; ESHRE task force, 2007; Freeman et al., 2016; Greenfeld, 2008, Hammarberg et al.,

2008; Indekeu et al., 2013; Indekeu et al., 2014; Isaksson et al., 2012; McWhinnie, 2001). The

Ethics Committee of the American Society of Reproductive Medicine (ASRM) have

recommended that men and women applying for DST are not to be treated before being given

the opportunity to receive specialist psychosocial counselling (Ethics Committee ASRM, 2013).

In the UK it is a statutory requirement that anyone contemplating DST is offered proper

psychosocial counselling, which is outlined in the Code of Practice of the Human Fertility and

Embryology Authority (HFEA) (HFEA Code of Practice, 2017).

The European Society for Human Reproduction and Embryology (ESHRE) recently developed

evidence-based guidelines on ‘Routine psychosocial care in infertility and medically assisted

reproduction’. These guidelines help fertility staff to recognize when patients with fertility

problems need specialized psychosocial care, but they do not offer any specific recommendations

on psychosocial care for men and women opting for donor- conception (ESHRE Psychology and

Counseling Guide Development Group, 2015). The paradoxical situation has therefore arisen

whereby psychosocial counselling is recommended for men and women applying for DST, but
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evidence-based guidelines for counselling in DST are lacking. It is therefore not clear how

counsellors should execute their practice. The aim of this study was therefore to gain insight into

the actual counselling practices of psychosocial counsellors as a first step towards development of

evidence-based guidelines in DST counselling for intended parents.

Methods

Context
In The Netherlands, DST is offered in 11 clinics: five university hospitals, three non-university

hospitals and three independent clinics. Nine of those clinics offer DST using sperm from their

donor sperm bank. Intended parents cannot access sperm donors directly, but they can bring

their own sperm donor; two of the university hospitals exclusively offer treatment when intended

parents have a self-known sperm donor. All clinics treat heterosexual and lesbian couples and

single women, but two clinics only do so when couples come with a self-known donor and one

clinic does not offer DST to single women. All donors are identifiable, according to Dutch law

since 2004, giving children the right of access to identifying information about their donor on

reaching the age of 16 (Dutch Law: Wet donorgegevens kunstmatige bevruchting, 2002).

Psychosocial counselling for intended parents by professional counsellors has been gradually

introduced in Dutch clinics from 1989 onwards, but the Dutch law does not prescribe mandatory

psychosocial counselling. In all clinics, the national protocol on moral contra-indications for

infertility counselling has to be followed, which states that screening intended parents is necessary

in view of the welfare of the future child, but this protocol does not provide guidelines for

counselling (NVOG, 2010).

We performed a qualitative study, involving a focus group discussion and individual semi-

structured interviews conducted from January to September 2014, with all Dutch professional

counsellors who counsel intended parents requesting DST in these clinics. All procedures were in

accordance with the ethical standards of the Helsinki Declaration of 2013 and were allowed

without approval of the consulted medical ethical committee, as none of the participants had to

undergo any adverse intervention.

Chapter 6

98

Recruitment
This study was performed by one of the 11 fertility clinics in the Netherlands and we recruited

counsellors from the 10 other fertility clinics DST. We sent all counsellors from the 10 clinics an

information letter by email or surface mail with the request to participate in the study.

Two clinics did not employ counsellors for DST as they did not offer professional psychosocial

counselling in DST. All counsellors of the other eight clinics were willing to participate. First, we

intended to organize a focus group discussion to explore how the counsellors execute their

counselling. Second, based upon the findings of the focus group discussion we intended to

explore more in depth their individual views and experiences by holding face-to-face interviews.

We invited all 14 counsellors of these clinics for a focus group discussion at a given date by post

or email. Depending on the counsellors’ choice to participate in the focus group discussion, we

invited the non-participants for individual interviews. Six of the counsellors were willing and able

to participate in the focus group discussion. Seven of the eight counsellors who did not

participate were willing to be interviewed individually at a date of their convenience. One

counsellor did not want to participate as she had only been employed for a short period and felt

that her experience was too limited.

Data collection
Three of the four authors were based in the Academic Medical Centre (AMC) of the University

of Amsterdam and one at the Anthropology Department in the Faculty of Social and Behavioral

Sciences of the University of Amsterdam. Prior to the start of the focus group discussion,

confidentiality was assured and the first author (MV) explained the aim of the meeting. MV, a

counselor at the Centre for Reproductive Medicine at the AMC, did not take part in the

discussion but participated as an observer. Before the start of the focus group discussion, the

counsellors completed a questionnaire on their age, education and specific education in DST

counselling, years of practice in DST, and years of employment in DST counselling.

A moderator – a human resources director who had recently been involved in a study on DST as

an interviewer – led the focus group discussion guided by a topic list based on the clinical

experiences of the first author and the results of a previous study on psychosocial counselling of

parents who conceived through DST (Visser et al., 2016). The focus group discussion lasted

about 2.5 hours. The discussion was audio-recorded and transcribed verbatim.

The seven individual face-to-face interviews were conducted by MV between March and

September 2014. MV informed the counsellors about the confidentiality of the interviews and
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asked them to fill out the same questionnaire on background data as the counsellors in the focus

group discussion. The interviews were guided by the same topic list used for the focus group

discussion, supplemented with topics that arose after analyzing the focus group discussion. The

interviews took 50-75 minutes and were audio-recorded and transcribed verbatim.

MV had never met three of the counsellors who participated in the focus group discussion and

three of the counsellors who were individually interviewed. She had met the other seven

counsellors once or several times before. Before and after the focus group discussion and also

before and after the individual interviews, the fact that MV was a colleague, though not known to

everyone, had been discussed. The participants of the focus group had valued the possibility to

discuss the topics with colleagues in a safe atmosphere, as it gave them the chance to reflect on

their own experiences.

Throughout the study, MV was aware of her own views and practices with regard to counselling

intended parents, and had discussed these with two senior researchers from the research team

(TG and MM) to minimize the extent to which her personal opinions affected the content of the

data collection and the outcome of the analysis. In addition, MV shared the coding process and

the meaningful text units in the transcripts on a regular basis with a senior researcher (TG) to

increase the trustworthiness of the analysis (Giorgi, 2000).

Data analysis
MV analyzed the transcriptions of the focus group discussion and the individual interviews using

Thematic Analysis (Braun & Clark, 2006). Thematic Analysis is an established technique in

qualitative research, which uses an iterative process of coding with the aim to identify themes

within the data. First, the lead author (MV) analyzed the transcript of the focus group discussion

by means of line by line coding to generate themes related to the counselling practices of the

counsellors. Based on this initial coding we constituted a coding list and a thematic scheme.

Subsequently, MV once more read the transcript to search for repeating ideas expressed by

different participants and additional themes. Next, MV used a coding tree and thematic scheme

to analyze the individual interviews and we compared codes and themes to refine the thematic

scheme. MV read the transcripts again to ensure the scheme was comprehensive and appropriate

(Braun & Clark, 2006; Then et al., 2014; Lucassen & Olde Hartman, 2007). To prevent bias

caused by any preconceived ideas she might have, MV discussed the coding and development of

the thematic scheme with TG, who also read parts of the interviews during this coding process.
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To ensure consistency, any discrepancies were also discussed with MM and FV until consensus

was met (Braun & Clark, 2006).

To generate meanings related to numbers from the qualitative data, when describing the results,

we expressed numbers as follows (Sandelowski, 2001): all counsellors (n=13), most counsellors

(n=10-12), several counsellors (n=7-9), some counsellors (n=4-6), a few counsellors (n=1-3) and

none of the counsellors (n=0). We performed all analyses with the MaxQDA software program

for qualitative data analysis (MaxQDA, 2011). MaxQDA is software to organize, analyze and

visualize data of qualitative and mixed-method research. All forms of data can be collected

electronically and it has functionalities ranging from transcription to statistically analysis. In

reporting the data, we used the COREQ checklist for reporting qualitative research (Tong et al.,

2007). COREQ is a 32-item checklist to help researchers to report important aspects of the

research team, study methods, context of the study, findings, analysis and interpretations.

Results
The data on the counselling practices of 13 counsellors working in eight clinics are summarized in

Figure 1. The counselling policies of the clinics included procedural aspects like setting the

criteria for access to psychosocial counselling in DST and establishing the process of decision-

making after the actual counselling sessions. Three clinics had a policy of mandatory counselling

for men and women of all family types. In all clinics, counselling was mandatory for DST

requests with a self-known sperm donor, regardless of family type, and in six clinics counselling

was mandatory for all single women. Several counsellors were content with the policy of the

clinic, but about half of the counsellors wished to have a better say in the counselling policy and

felt that access to psychosocial counselling should be obvious for all intended parents, though

they were also loyal to the policy of their clinics.

The decision-making regarding eligibility for DST after counselling varied. In three clinics, this

was undertaken by medical ethical committees in cases of all single women, and when a medical

doctor and/or counsellor had any concerns about the eligibility of the intended parents in cases

of heterosexual and lesbian couples. These committees usually consisted of medical staff,

including gynecologists, geneticists, urologists, obstetricians, counsellors(s), nurses and

representatives of the ethics department of the clinic. In three other clinics, the findings of the

counselor were discussed by a team of medical doctors, nurses and the counselor only in cases

where the counselor and/or medical doctor had any concerns about the intended parents,
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regardless of family type. In two clinics, the counsellors discussed the counselling findings with a

colleague counsellor and with the whole team in case of disquieting findings. In all clinics patients

had been informed about these procedures in accordance with the Code of Ethics of the Dutch

Institute for Psychologists, which is based on the Law for Protection of Personal Information

(NIP, 2015).

Figure 1: Flowchart of Respondents

The characteristics of the counsellors are summarized in Table I. The average age of the 13

counsellors - all women - was 49.1 years, ranging from 31 to 64 years. Nine of them had a

university degree in psychology and four a higher professional education as a social worker. None

Counsellors of 6 clinics
willing to participate in

focus-group
n=6

Counselor shortly employed
n=1

Counsellors of 5 clinics
invited for individual

interviews
n=7

Counselors invited for focus-group
discussion n=14

No counseling available
for DST n=2

Participating fertility clinics
n=8

Recruitment of fertility clinics
n=10
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of the counsellors had received specific education on DST counselling. All counsellors had

shaped their own counselling practice individually by participating in conferences, reading

literature and consulting with colleagues. The counsellors did not mention specific literature they

relied on. Five counsellors of three clinics followed the local guidelines of their clinic for

counselling in DST, based on clinical practice and literature on implications of DST, since they

were aware of the lack of evidence-based guidelines. One counsellor mentioned the Handbook

for Fertility Counseling on which she relied (Covington & Burns, 2006). None of the counsellors

relied on psychological measuring scales. Five counsellors held consultations with colleagues on a

regular basis to exchange knowledge and experiences, and to reflect on their own feelings and

values.

Table I Baseline characteristics counselors

Age 49,1 years (range 31-64 years)

Education:

 University 9

 Higher professional education 4

Experience with counseling 8.3 years (range 1,5-33 years)

Setting

 University hospital 6

 General hospital 1

 Independent clinic 5

 Independent counselor 1

The counsellors had an average of 8.3 years of DST counselling experience, ranging from 1.5 to

33 years; six of them in a university hospital, one in a general hospital, five in an independent

clinic, and one as an independent counsellor in connection to a general hospital. After analyzing

the focus group discussion and individual interviews, seven themes emerged: eligibility screening;

guidance; secrecy and disclosure; the position of the social parent; the absence of the father; the

position of the donor; and guidance after DST.

Eligibility screening
Most counsellors combined screening and guidance for intended parents in a one hour

counselling session, which was in line with the policy of their clinic. Nevertheless, they felt
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uncomfortable about combining these two tasks, as they felt that it prevented intended parents

from speaking freely about their concerns and uncertainties out of fear for judgement and

possibly being denied access to DST. Overall, the counsellors discussed the choice for DST and

they assessed mental stability, stability of the relationship, stability of the network of friends and

family, disclosure to the child and their views on the future donor. With single women they

assessed these issues more extensively and in case of a known donor they discussed more

specifically the expectations of all parties involved regarding the position of the donor, his partner

and future disclosure to the child and to children of the donor.

In case of disquieting findings such as mental-health problems, socio-economic deprivation, poor

social networks, poor relationships with parents or a combination of these issues, a multi-

disciplinary deliberation about how to proceed was the next step in all clinics, regardless of family

type or whether the donor was known to the intended parents or not.

Guidance

In general, the main focus of guidance was to support intended parents who felt uncertain about

choosing DST, to assist them in their choice between a known donor or a sperm bank donor, to

help them reflect on the possible implications of disclosure, to reflect on future donor contact

and to advise them on how to deal with DST in relation to their child and to significant people

around them. Some counsellors routinely offered such guidance for all family types, regardless of

the origin of the donor, due to the recognition that DST has psychosocial impacts on all intended

parents and offering easy access to guidance can help them to share their questions and feelings.

The other counsellors did not routinely offer guidance, stemming from the view that couples

themselves could ask for guidance when needed. Most counsellors felt that routinely offering

guidance for single women and for intended parents with a known donor was always important,

as they are in a more vulnerable position.

Secrecy and disclosure
Based on their individual knowledge and clinical experience, all counsellors felt that secrecy about

the genetic origins of the future child could cause difficulties in families, both for the parents who

would then have to live with this secret, and for the children because they might sense that

something is wrong or discover donor conception by accident. Most counsellors explored

whether and how intended heterosexual parents thought they would disclose and whether the

man and the woman agreed or disagreed with one another. When intended parents asked for
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advice, all counsellors told them that disclosure should be seen as a process during the child’s

entire upbringing from a young age.

Almost all counsellors had the opinion that discussing disclosure with lesbian and single women

was not necessary as they felt it was obvious that children would ask their mothers about their

father. A few counsellors always discussed disclosure with lesbian and single women, because in

their experience those women had also had questions about when and how to talk with their

child about their genetic origins, and they feared rejection by their future child.

Most counsellors explored whether the intended parents had told or had the intention to tell their

family and/or friends about DST. Several counsellors suggested that intended parents should do

so as this could be supportive.

If intended parents said that they wanted to keep donor conception a secret out of fear of

rejection by their family and/or strong feelings of shame, most counsellors paid attention to their

feelings of loss and grief and discussed disclosure of donor conception in relation to their

anxieties more extensively. Still, most counsellors felt that in the end the decision of the intended

parents should be respected.

The position of the social parent
Several counsellors discussed the position of the social parent, i.e. the parent who is not

genetically related to the future child, when the intended social parent showed worry about being

rejected by their future child or when he or she felt uncomfortable talking about the donor.

For heterosexual couples, social parenthood was placed in the context of male infertility and

these counsellors explored how the couples had so far coped with male infertility, as they had

experienced that infertile men often fear rejection by their wife or their future donor-conceived

child. For lesbian couples, only a few counsellors discussed the position of the social parent

because they had experienced that social mothers might have feelings of jealousy, though these

feelings were often not openly expressed by all lesbian women themselves. Most counsellors

however felt that lesbian women who choose DST are autonomous, well-educated and able to

handle these feelings.

The absence of a father
With lesbian couples several counsellors, and with single women most counsellors, discussed the

possible implications of their future child not having a father in his/her life, as they felt that not
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uncomfortable about combining these two tasks, as they felt that it prevented intended parents
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specifically the expectations of all parties involved regarding the position of the donor, his partner

and future disclosure to the child and to children of the donor.

In case of disquieting findings such as mental-health problems, socio-economic deprivation, poor

social networks, poor relationships with parents or a combination of these issues, a multi-

disciplinary deliberation about how to proceed was the next step in all clinics, regardless of family

type or whether the donor was known to the intended parents or not.

Guidance

In general, the main focus of guidance was to support intended parents who felt uncertain about

choosing DST, to assist them in their choice between a known donor or a sperm bank donor, to

help them reflect on the possible implications of disclosure, to reflect on future donor contact

and to advise them on how to deal with DST in relation to their child and to significant people

around them. Some counsellors routinely offered such guidance for all family types, regardless of

the origin of the donor, due to the recognition that DST has psychosocial impacts on all intended

parents and offering easy access to guidance can help them to share their questions and feelings.

The other counsellors did not routinely offer guidance, stemming from the view that couples

themselves could ask for guidance when needed. Most counsellors felt that routinely offering

guidance for single women and for intended parents with a known donor was always important,

as they are in a more vulnerable position.

Secrecy and disclosure
Based on their individual knowledge and clinical experience, all counsellors felt that secrecy about

the genetic origins of the future child could cause difficulties in families, both for the parents who

would then have to live with this secret, and for the children because they might sense that

something is wrong or discover donor conception by accident. Most counsellors explored

whether and how intended heterosexual parents thought they would disclose and whether the

man and the woman agreed or disagreed with one another. When intended parents asked for
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advice, all counsellors told them that disclosure should be seen as a process during the child’s

entire upbringing from a young age.

Almost all counsellors had the opinion that discussing disclosure with lesbian and single women

was not necessary as they felt it was obvious that children would ask their mothers about their

father. A few counsellors always discussed disclosure with lesbian and single women, because in

their experience those women had also had questions about when and how to talk with their

child about their genetic origins, and they feared rejection by their future child.

Most counsellors explored whether the intended parents had told or had the intention to tell their

family and/or friends about DST. Several counsellors suggested that intended parents should do

so as this could be supportive.

If intended parents said that they wanted to keep donor conception a secret out of fear of

rejection by their family and/or strong feelings of shame, most counsellors paid attention to their

feelings of loss and grief and discussed disclosure of donor conception in relation to their

anxieties more extensively. Still, most counsellors felt that in the end the decision of the intended

parents should be respected.

The position of the social parent
Several counsellors discussed the position of the social parent, i.e. the parent who is not

genetically related to the future child, when the intended social parent showed worry about being

rejected by their future child or when he or she felt uncomfortable talking about the donor.

For heterosexual couples, social parenthood was placed in the context of male infertility and

these counsellors explored how the couples had so far coped with male infertility, as they had

experienced that infertile men often fear rejection by their wife or their future donor-conceived

child. For lesbian couples, only a few counsellors discussed the position of the social parent

because they had experienced that social mothers might have feelings of jealousy, though these

feelings were often not openly expressed by all lesbian women themselves. Most counsellors

however felt that lesbian women who choose DST are autonomous, well-educated and able to

handle these feelings.

The absence of a father
With lesbian couples several counsellors, and with single women most counsellors, discussed the

possible implications of their future child not having a father in his/her life, as they felt that not
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having a father could be difficult for the child. These counsellors thought that it was of value for

the identity of children to be able to build a close relationship with both a male and a female adult

person and that these children needed a male role model in their lives. They did not address this

issue if a known donor would play a role in the life of a child. The other counsellors did not share

this point of view with regard to lesbian couples, as they felt that having two parents would

compensate for not having a father.

The position of the donor
With intended parents of all family types, most counsellors discussed the position of the donor to

provide them with an understanding of what this could mean for them and to support them in

talking freely with their child about the donor.

Most counsellors advised intended parents that they could best refer to the donor as ‘donor’. A

few counsellors felt that any term could be used to refer to the donor, depending on what parents

themselves felt was the best for their child and/or for themselves. The counsellors had

conflicting opinions on what to recommend to lesbian couples and single women if their child

asked about their father. Some counsellors advised them to answer ‘you don’t have a father’ in

order not to confuse the child, while other counsellors felt that telling the child that he/she has

no father might confuse the child and advised to answer ‘you have a donor-father’.

When intended parents had chosen for a known donor, all counsellors discussed the position of

the donor in the family and how to talk about him, regardless of family type. In these cases, the

counsellors discussed the expectations of all parties involved regarding the position of the donor.

Guidance after DST
All counsellors except one offered intended parents of all family types counselling once they had

become pregnant after DST or after a child had been born, but parents seldom returned to the

clinic for counselling. When parents did come, some counsellors had experienced that they were

mainly heterosexual couples and that they generally had questions about when and how to

disclose donor conception to their child and sometimes about the position of the social father.

According to these counsellors, most parents appreciated talking about these subjects at that

stage.
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Discussion
In this study, we explored the practices of Dutch counsellors in DST. Our findings show that counselling

practices were shaped by the individual counsellors, based on their individual knowledge and clinical

experience, their participation in conferences, their reading of existing literature, and their

consultation with colleagues. Some counsellors used local counselling protocols, based on clinical

practice and knowledge on implications of DST. In a larger context, they were dependent on the

counselling policies of the clinics, which were mainly limited to regulating access to psychosocial

counselling. All counsellors offered intended parents counselling after DST and childbirth, but

recognized that when intended parents actually became parents, they seldom returned for

counselling.

The strength of this study is that it examines the counselling practices, or lack thereof, of all

psychosocial counsellors in all Dutch clinics that offer DST and that it uses a sequence of two

valid techniques in qualitative research which enhances internal validity; first, a focus group

discussion to explore the breadth of counselling practices followed by individual interviews to

deepen understanding of the experiences and opinions which arose in the focus group discussion.

A limitation is that the study was conducted with a group of colleagues who were partly known to

one another, so they could have been less likely to share information that might reflect on them

negatively. A consequence may have been that actual inconsistencies in counselling practices were

underrepresented. The topic of the study did contribute to their interest in the topic and made

them motivated to exchange their ideas about their counselling practices, and this motivation also

stemmed from their wishes to contribute to more uniform counselling guidelines.

It remains unknown whether the practices of counsellors in other countries differ from those in

the Netherlands, and also whether they better fulfill the wishes of parents. This manuscript could

provide tools and a sense of direction for how to look into this further.

The value that counsellors attached to reflecting on male infertility, discussing secrecy and

disclosure, and reflecting on the donor and his position in the family are in line with the practice-

based guidelines on psychosocial counselling on DST as developed by the British Infertility

Counselling Association (BICA), the Infertility Counseling Network Germany (CNG) and the

Australian and New Zealand Infertility Counsellors Association (ANZICA) (Crawshaw et al.,

2013; Thorn & Wischmann, 2009; ANZICA, 2012].
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having a father could be difficult for the child. These counsellors thought that it was of value for

the identity of children to be able to build a close relationship with both a male and a female adult

person and that these children needed a male role model in their lives. They did not address this

issue if a known donor would play a role in the life of a child. The other counsellors did not share

this point of view with regard to lesbian couples, as they felt that having two parents would

compensate for not having a father.

The position of the donor
With intended parents of all family types, most counsellors discussed the position of the donor to

provide them with an understanding of what this could mean for them and to support them in

talking freely with their child about the donor.

Most counsellors advised intended parents that they could best refer to the donor as ‘donor’. A

few counsellors felt that any term could be used to refer to the donor, depending on what parents

themselves felt was the best for their child and/or for themselves. The counsellors had

conflicting opinions on what to recommend to lesbian couples and single women if their child

asked about their father. Some counsellors advised them to answer ‘you don’t have a father’ in

order not to confuse the child, while other counsellors felt that telling the child that he/she has

no father might confuse the child and advised to answer ‘you have a donor-father’.

When intended parents had chosen for a known donor, all counsellors discussed the position of

the donor in the family and how to talk about him, regardless of family type. In these cases, the

counsellors discussed the expectations of all parties involved regarding the position of the donor.

Guidance after DST
All counsellors except one offered intended parents of all family types counselling once they had

become pregnant after DST or after a child had been born, but parents seldom returned to the

clinic for counselling. When parents did come, some counsellors had experienced that they were

mainly heterosexual couples and that they generally had questions about when and how to

disclose donor conception to their child and sometimes about the position of the social father.

According to these counsellors, most parents appreciated talking about these subjects at that

stage.
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recognized that when intended parents actually became parents, they seldom returned for
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The strength of this study is that it examines the counselling practices, or lack thereof, of all

psychosocial counsellors in all Dutch clinics that offer DST and that it uses a sequence of two

valid techniques in qualitative research which enhances internal validity; first, a focus group

discussion to explore the breadth of counselling practices followed by individual interviews to

deepen understanding of the experiences and opinions which arose in the focus group discussion.

A limitation is that the study was conducted with a group of colleagues who were partly known to

one another, so they could have been less likely to share information that might reflect on them

negatively. A consequence may have been that actual inconsistencies in counselling practices were

underrepresented. The topic of the study did contribute to their interest in the topic and made

them motivated to exchange their ideas about their counselling practices, and this motivation also

stemmed from their wishes to contribute to more uniform counselling guidelines.

It remains unknown whether the practices of counsellors in other countries differ from those in

the Netherlands, and also whether they better fulfill the wishes of parents. This manuscript could

provide tools and a sense of direction for how to look into this further.

The value that counsellors attached to reflecting on male infertility, discussing secrecy and

disclosure, and reflecting on the donor and his position in the family are in line with the practice-

based guidelines on psychosocial counselling on DST as developed by the British Infertility
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Many intended parents with identifiable donors appreciate counselling before DST, but feel it is

crucial that they are able to speak freely about topics that are important to them without having

the feeling that they are being judged with possible consequences for entering the donor sperm

treatment program (Visser et al., 2016). In this respect, the actual counselling practice is not in

line with the wishes of intended parents. The same applies to the discussion of disclosure: most

counsellors did not discuss disclosure with lesbian and single women, while parents of all family

types feel this is important (Visser et al., 2016). Also, discussing the position of the social

parent – which only a few counsellors in this study said they did, and then restricted this only to

heterosexual couples – was valued by lesbian as well as heterosexual parents (Visser et al., 2016).

Disclosure, the lack of a genetic tie, the position of the donor and possible future interaction

between the donor and child were issues that the counsellors found most important to discuss,

which mirrors a previous study on counselling in gamete donation in general (Dutch Law: Wet

donorgegevens kunstmatige bevruchting, 2002). For the practice of counselling it also seems

valuable to discuss the experiences of parents that feelings about the position and role of the

donor in the family can change over time (Daniels et al., 2009; Dutch law, Wet donorgegevens

kunstmatige bevruchting, 2002; Gartrell et al., 2015; Hammarberg et al., 2008; Indekeu et al.,

2013; Indekeu et al., 2014; Laruelle et al., 2011; Salter Ling et al., 2001; Scheib et al., 2003; Visser

et al., 2016; Zadeh et al., 2016).

Of note is that all counsellors offered extended counselling once parents became pregnant or

gave birth to a child, in order to give further guidance on coping with possible implications of

having a donor-conceived child, the disclosure process and/or feelings about the position of the

donor. In practice, hardly any parents returned to the clinic to take up this offer. One reason

might be that the guidance before treatment is not offered separately from screening and that

they do not feel safe. In cases where parents would appreciate being offered extended counselling

on those issues, this is regrettable. Another reason might be that the clinics remind them of their

treatment which belongs to a different phase of their lives.

In a few studies, parents expressed their wish for professional support when raising their

children – for example to cope with the disclosure process – but did not know where to go for

such guidance (Visser et al., 2015; Lalos et al., 2007; Söderström et al., 2010). Over the last two

decades, studies have been conducted on parents’ (non)-disclosure to their donor-offspring,

which reveal that keeping DST a secret creates pressure and strain in their families; that parents

do not regret telling their children about their genetic origins. Compared to non-disclosing
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families, mothers who have disclosed donor conception have less frequent and less severe

arguments with their children; disclosure at a young age gives more positive family relationships;

and that there is more positive family functioning when parents share donor-conception with

their child (Daniels et al., 1995; Daniels et al., 2009; Daniels et al., 2011; Illoi et al, 2017; Isaksson

et al., 2016; Landau, 1998; Leiblum et al., 1997; Lycett et al., 2004; Scheib et al., 2003; Paul &

Berger, 2007; Rumball & Adair, 1999).

Sharing donor-conception is not easy, since we know that parents are uncertain how to deal with

disclosure, that disagreement and uncertainty prevents them from telling, and that the way

parents share donor-conception with their child depends on their mindset before DST (Blake et

al., 2010; Blyth et al., 1998; Crawshaw et al., 2008; Daniels et al., 2011; Indekeu et al., 2013;

Leiblum et al., 1992; Nordqvist, 2011; Salevaara et al., 2013). Most of these studies call for

professional assistance for parents to share donor- conception with their child. Parents choosing

an identifiable donor show neutral to positive feelings regarding their decision (Gartrell et al.,

2015; Scheib et al., 2003). Most children with an identifiable donor wish to receive information

from him to learn about the donor and themselves. They wish to receive information about his

motivation, his ancestry and his family relationships to have a better understanding of themselves

and their identity (Beeson et al., 2011; Hertz et al., 2013; Jadva et al., 2009; Mahlstedt et al., 2010;

Rodino et al., 2011Scheib et al., 2005; Turner & Coyle, 2000).

A recent opinion paper stated that disclosure, and directive counselling on disclosure, cannot be

justified because of a lack of empirical evidence on the well-being of children when parents share

donor-conception (Pennings, 2017). This point of view has been challenged by others providing

evidence that donor-offspring and their families benefit from openness, although, for obvious

reasons, donor-children of non-disclosing families cannot be studied (Crawshaw et al., 2017;

Golombok, 2017).

When eligibility screening is separated from guidance, intended parents can be encouraged to

come for counselling on coping with the challenges of subsequent parenthood, but the clinics

and counsellors need to be clear about their conflicting roles as gatekeepers and providers of

guidance (Indekeu et al., 2013; Norré & Wischmann, 2011; Freeman et al., 2014; Benward, 2015;

Braverman, 2015; Crawshaw & Montuchi, 2014). Since we know that parents may appreciate the

availability of counselling after childbirth on issues like how to talk openly with their children

about genetic and social relatedness, and about the donor and possible future contact, not-clinic

based counselling by independent specialist counsellors might be helpful because the parents do
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Many intended parents with identifiable donors appreciate counselling before DST, but feel it is

crucial that they are able to speak freely about topics that are important to them without having

the feeling that they are being judged with possible consequences for entering the donor sperm

treatment program (Visser et al., 2016). In this respect, the actual counselling practice is not in

line with the wishes of intended parents. The same applies to the discussion of disclosure: most

counsellors did not discuss disclosure with lesbian and single women, while parents of all family

types feel this is important (Visser et al., 2016). Also, discussing the position of the social

parent – which only a few counsellors in this study said they did, and then restricted this only to

heterosexual couples – was valued by lesbian as well as heterosexual parents (Visser et al., 2016).

Disclosure, the lack of a genetic tie, the position of the donor and possible future interaction

between the donor and child were issues that the counsellors found most important to discuss,

which mirrors a previous study on counselling in gamete donation in general (Dutch Law: Wet

donorgegevens kunstmatige bevruchting, 2002). For the practice of counselling it also seems

valuable to discuss the experiences of parents that feelings about the position and role of the

donor in the family can change over time (Daniels et al., 2009; Dutch law, Wet donorgegevens

kunstmatige bevruchting, 2002; Gartrell et al., 2015; Hammarberg et al., 2008; Indekeu et al.,

2013; Indekeu et al., 2014; Laruelle et al., 2011; Salter Ling et al., 2001; Scheib et al., 2003; Visser

et al., 2016; Zadeh et al., 2016).

Of note is that all counsellors offered extended counselling once parents became pregnant or

gave birth to a child, in order to give further guidance on coping with possible implications of

having a donor-conceived child, the disclosure process and/or feelings about the position of the

donor. In practice, hardly any parents returned to the clinic to take up this offer. One reason

might be that the guidance before treatment is not offered separately from screening and that

they do not feel safe. In cases where parents would appreciate being offered extended counselling

on those issues, this is regrettable. Another reason might be that the clinics remind them of their

treatment which belongs to a different phase of their lives.

In a few studies, parents expressed their wish for professional support when raising their

children – for example to cope with the disclosure process – but did not know where to go for

such guidance (Visser et al., 2015; Lalos et al., 2007; Söderström et al., 2010). Over the last two

decades, studies have been conducted on parents’ (non)-disclosure to their donor-offspring,

which reveal that keeping DST a secret creates pressure and strain in their families; that parents

do not regret telling their children about their genetic origins. Compared to non-disclosing
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families, mothers who have disclosed donor conception have less frequent and less severe

arguments with their children; disclosure at a young age gives more positive family relationships;

and that there is more positive family functioning when parents share donor-conception with

their child (Daniels et al., 1995; Daniels et al., 2009; Daniels et al., 2011; Illoi et al, 2017; Isaksson

et al., 2016; Landau, 1998; Leiblum et al., 1997; Lycett et al., 2004; Scheib et al., 2003; Paul &

Berger, 2007; Rumball & Adair, 1999).

Sharing donor-conception is not easy, since we know that parents are uncertain how to deal with

disclosure, that disagreement and uncertainty prevents them from telling, and that the way

parents share donor-conception with their child depends on their mindset before DST (Blake et

al., 2010; Blyth et al., 1998; Crawshaw et al., 2008; Daniels et al., 2011; Indekeu et al., 2013;

Leiblum et al., 1992; Nordqvist, 2011; Salevaara et al., 2013). Most of these studies call for

professional assistance for parents to share donor- conception with their child. Parents choosing

an identifiable donor show neutral to positive feelings regarding their decision (Gartrell et al.,

2015; Scheib et al., 2003). Most children with an identifiable donor wish to receive information

from him to learn about the donor and themselves. They wish to receive information about his

motivation, his ancestry and his family relationships to have a better understanding of themselves

and their identity (Beeson et al., 2011; Hertz et al., 2013; Jadva et al., 2009; Mahlstedt et al., 2010;

Rodino et al., 2011Scheib et al., 2005; Turner & Coyle, 2000).

A recent opinion paper stated that disclosure, and directive counselling on disclosure, cannot be

justified because of a lack of empirical evidence on the well-being of children when parents share

donor-conception (Pennings, 2017). This point of view has been challenged by others providing

evidence that donor-offspring and their families benefit from openness, although, for obvious

reasons, donor-children of non-disclosing families cannot be studied (Crawshaw et al., 2017;

Golombok, 2017).

When eligibility screening is separated from guidance, intended parents can be encouraged to

come for counselling on coping with the challenges of subsequent parenthood, but the clinics

and counsellors need to be clear about their conflicting roles as gatekeepers and providers of

guidance (Indekeu et al., 2013; Norré & Wischmann, 2011; Freeman et al., 2014; Benward, 2015;

Braverman, 2015; Crawshaw & Montuchi, 2014). Since we know that parents may appreciate the

availability of counselling after childbirth on issues like how to talk openly with their children

about genetic and social relatedness, and about the donor and possible future contact, not-clinic

based counselling by independent specialist counsellors might be helpful because the parents do
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not return to the clinics. Organizing outreach platforms for peer support, networks for parents

and their families and specialist guidance, as in the UK and Australia, may be an important step

forward in this respect.

Implications for clinical practice and future research

Counselors base their counselling on their individual knowledge and clinical experience and are

dependent on the counselling policy of clinics, which is worrisome. More awareness and

reflection are needed on how to prevent large practice variation regarding the content of

counselling, to separate screening from guidance and to develop specialist counselling after DST

for parents of all family types. In this respect, empirical knowledge about the wishes of (intended)

parents and of donor-conceived offspring is a key to improving counselling practices in DST, to

meet the varying needs of the (intended) parents.

This might ultimately lead to evidence-based guidelines specifically designed for DST, which is

the way forward, as counselling in DST requires specific knowledge, such as knowledge about the

implications of one parent being a social but not a genetic parent, the disclosure process and the

process on the evolving position of the donor for the child and the family. Despite current

literature and acknowledgement of the importance of psychosocial counselling in DST by

institutions such as ASRM and HFEA, evidence-based guidelines have not been developed so far,

resulting in large variations in counselling practices as demonstrated by our results. Although the

recent ESHRE guidelines on ‘Routine psychosocial care in infertility and medical assisted

reproduction’ do offer clear information for clinicians treating infertile patients and help them to

recognize when patients need specialized psychosocial care, they do not offer any

recommendation for psychosocial care for men and women opting for DST (ESHRE, 2015).
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Summary

Donor sperm treatment is the oldest fertility treatment for couples with male infertility and has

been available in the Netherlands since 1948 [1, 2]. From the very beginning, donor sperm

treatment was controversial [3]. There were concerns about harming parents and children

through undetected donor illnesses, and about physical dissimilarity between the donor and the

infertile man. In addition to those concerns, the doctors felt responsible to check the intellectual

capacity and emotional stability of the couple, as they felt that donor sperm treatment was quite

an intrusion of a third party into marital relationships.

Doctors were convinced that complete donor anonymity was crucial and they strongly

advised secrecy about the treatment to the future child to protect the child and the family from

stigmatization and harm. Those beliefs contributed to the notion that the least known or said

about donor conception, the better. Doctors felt responsible to arrange for the husband to be

documented as the legal father in the hospital records and on the birth certificate [3]. There were

no legal regulations until around 1984.

In 1982 the Warnock Committee, chaired by the philosopher Mary Warnock, was

established by the English government and the UK Human Fertility and Embryology Authority

(HFEA) to examine the social, ethical and legal implications of donor sperm treatment. The

Committee’s report which was published in 1984, led to a shift in thinking about donor

anonymity and secrecy. The Warnock Committee stressed that family secrets could ‘undermine

the whole network of family relationships’ and were of the opinion that it could no longer be

justified to not disclose donor conception to the children. They also felt that deceiving children

about their genetic origins was wrong and should stop; legislation should ensure that a child

reaching the age of 18 had access to basic information about the donor's ethnic origin and genetic

health [4].

In the Netherlands, the Gezondheidsraad on behalf of the Minister of Welzijn, Volksgezondheid

en Cultuur, advised in 1986 that the donor should continue to donate anonymously, and to

register identifying data, but make these data inaccessible for parents and children. The genetic

characteristics of the donor should be encrypted, but made accessible for parents and children.

Parents should be encouraged to disclose donor conception to their child [5].

In 1989, the United Nations General Assembly adopted the Convention on the Rights of

the Child which set out the civil, political, economic, social, health and cultural rights of children.

Article 8 of these Children’s Rights states that records about the identity of the child should be
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preserved, including nationality, name and family relations, and that States Parties of the United

Nations provide appropriate assistance if a child is deprived of some or all of the elements of

his/her identity [6]. Governments in several countries interpreted this article as the right of a

child to know his/her genetic origins, as genetic origins should be seen as part of one’s identity,

and therefore concluded that treatment with sperm from anonymous donors could no longer be

justified.

Meanwhile, in the Netherlands, the advice of the Gezondheidsraad did not lead to more

unanimity on the policy and daily practice of donor sperm treatment due to conflicting opinions

of politicians, special interest organizations and medical staff of fertility clinics. Extensive debate

on donor anonymity and secrecy followed [7, 8, 9, 10]. For years, politicians, special interest

organizations and medical staff of fertility clinics could not come to a consensus. There was a

lack of empirical evidence about the interests of donor children, fear for the possible negative

consequences of disclosure of donor conception to children, and fear of a potential shortage of

sperm donors in case of abolition of anonymity. Medical staff of fertility clinics hesitated to

terminate anonymity as they were afraid that, when donor anonymity came to an end, problems

would arise with donor recruitment [7, 11]. Ethicists pleaded to separate the problem of potential

shortage of sperm donors from the rights of the children, their parents and sperm donors. Most

of them highlighted the moral right of children to make autonomous choices to know the identity

of their donor [12, 13].

In 1992 the Minister of Veiligheid en Justitie and the State Secretary of the Ministry of

Welzijn, Volksgezondheid en Cultuur sent a concept-law to Parliament to regulate the provision

of data on genetic origins and in 1993 the Dutch Government instituted a so-called ‘two-track’

policy allowing both anonymous and identifiable donors. This policy was based on

recommendations from the Nederlands-Belgische Vereniging voor Kunstmatige Inseminatie

(NBVKI), the Nederlandse Vereniging voor Obstetrie en Gynaecologie (NVOG), and special

interest organizations in the field of law and genetic origins and children’s health, such as

Stichting Afstammingsrecht and the Raad voor Jeugdbeleid. This meant that treatment was

possible with sperm of either anonymous or identifiable sperm donors [14].

This uncomfortable hybrid decision was the result of ongoing conflicting opinions

between politicians, gynecologists and special interest organizations. Opinions had prevailed over

evidence, and the opportunity to initiate research about the well-being of children and on the

needs for counselling and support was missed. This ‘two-track’ policy lasted for 9 years until 2004,

when, after 15 years of debate, legislation was introduced abolishing donor anonymity and giving
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his/her identity [6]. Governments in several countries interpreted this article as the right of a

child to know his/her genetic origins, as genetic origins should be seen as part of one’s identity,

and therefore concluded that treatment with sperm from anonymous donors could no longer be
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Meanwhile, in the Netherlands, the advice of the Gezondheidsraad did not lead to more

unanimity on the policy and daily practice of donor sperm treatment due to conflicting opinions
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on donor anonymity and secrecy followed [7, 8, 9, 10]. For years, politicians, special interest

organizations and medical staff of fertility clinics could not come to a consensus. There was a

lack of empirical evidence about the interests of donor children, fear for the possible negative

consequences of disclosure of donor conception to children, and fear of a potential shortage of

sperm donors in case of abolition of anonymity. Medical staff of fertility clinics hesitated to

terminate anonymity as they were afraid that, when donor anonymity came to an end, problems

would arise with donor recruitment [7, 11]. Ethicists pleaded to separate the problem of potential

shortage of sperm donors from the rights of the children, their parents and sperm donors. Most

of them highlighted the moral right of children to make autonomous choices to know the identity

of their donor [12, 13].

In 1992 the Minister of Veiligheid en Justitie and the State Secretary of the Ministry of

Welzijn, Volksgezondheid en Cultuur sent a concept-law to Parliament to regulate the provision

of data on genetic origins and in 1993 the Dutch Government instituted a so-called ‘two-track’

policy allowing both anonymous and identifiable donors. This policy was based on
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interest organizations in the field of law and genetic origins and children’s health, such as

Stichting Afstammingsrecht and the Raad voor Jeugdbeleid. This meant that treatment was

possible with sperm of either anonymous or identifiable sperm donors [14].

This uncomfortable hybrid decision was the result of ongoing conflicting opinions

between politicians, gynecologists and special interest organizations. Opinions had prevailed over
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grown-up children conceived with donor sperm or donor oocytes the right to access identifying

information about their donor on reaching the age of 16 [15].

Given the complete secrecy in the early years of donor sperm treatment, follow-up

studies on these treatments were not viable and non-existent until the shift in thinking on donor

anonymity and secrecy in the 1980s. Since then, studies have explored parents’ wellbeing and

their parent-child relationship. The first study on psychosocial implications in 67 heterosexual

parents with children after donor sperm treatment, and 10 donor-conceived offspring, was

published as recently as 1983 [16]. Parental satisfaction was high, due to a sense of belonging

after a period of feeling different because of being childless. Nevertheless, since they were still

afraid to be stigmatized as infertile parents with a donor-child and wished to protect their child

against feelings of rejection by family, friends and other people around them, most parents did

not tell their child about their genetic origins [17, 18]. Even in the beginning of this century, only

few heterosexual parents planned to tell their children about their origins [19, 20].

Initially, the only way to study the psychological adjustment of donor children and their

parent-child relationship was by interviewing their parents as the donor children could not be

asked themselves. Children, who learned about their genetic origins later in life or by accident,

experienced severe psychosocial and identity problems [17, 20]. Many of them were angry, had a

poor self-perception and/or felt that they did not belong to their family. What they wished for

was not to be deceived about their genetic origins and to be properly informed by their parents

about their genetic connections, and about the identity and the role of their donor.

After legal changes about donor anonymity in many countries, more knowledge has been gained

about the influence of anonymity and secrecy on parents and donor-conceived offspring. It has

become clear that parents increasingly intend to disclose donor conception to their child, but that

they feel uncertain about when and how to do so and about possible consequences [21, 19].

When parents disclose donor conception at a young age, the family members experience a more

positive quality of family relationships and psychological wellbeing at adolescence, although

fathers experience lower levels of well-being when children grow older [22, 23].

There remains limited knowledge about parents’ experiences of psychosocial counselling,

and their wishes or preferences about counselling and guidance on secrecy and disclosure.

The wellbeing of sperm donors has also hardly been studied. Until the nineteen-eighties,

there were only studies on their physical and genetic health and on technical issues like sperm

cryo-banking and genetic screening [24, 25]. From about 1980 onwards, the attitude and
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characteristics of sperm donors became the subject of study, followed by studies on their

motivations and attitude towards identifiability.

Since the last decade more studies have been performed about their attitude towards

knowing the outcome of their donations and their expectations of the children when these seek

contact [26, 27, 28, 29, 30, 31, 32, 21, 33]. These studies have given more insight into the

personality of the donors, the willingness of donors to release identifying information and/or to

be known, and the uncertainties and worries of donors [21] We now also know that the support

or guidance that sperm donors need does not end once the period of active donating stops.

In 2018, donor sperm treatment is an option for many men and women to build a family.

International organisations in the field of Reproductive Medicine have stated for years that

counselling and guidance for intended parents is needed. Until now, we have known little about

the existing needs for counselling and guidance of parents, of the donor-conceived children or of

sperm donors. Therefore, we investigated the counselling and guidance experiences and needs of

parents, sperm donors and donor-offspring. We also explored how counsellors at fertility clinics

execute their counselling practices on donor sperm treatment.

In Chapter 1 we give an outline and describe the objectives of this thesis.

In Chapter 2 we provide an overview of available facts and data on counselling among couples

undergoing treatment with donor sperm or oocytes and the role of counsellors with regard to

disclosure. We reviewed literature on counselling and found no clear pattern in counselling

practices, in terms of the views of the fertility clinics and the counsellors on the

secrecy/disclosure issue, and how couples were counselled. Based on these data we concluded

that to provide good care to (intended) parents involved in treatment with donor sperm we

should know more precisely what their needs are and if and when they require counselling to

meet those needs.

In Chapter 3 we present the findings of a qualitative study among donor sperm recipients. The

study explored the feelings about counselling and guidance of 24 Dutch heterosexual, lesbian and

single mother families who conceived after donor sperm treatment, and the topics they value in

psychosocial counselling. We found that during pre-treatment counselling parents sometimes felt

like they were being screened for their eligibility for parenthood rather than guided, and therefore

felt discouraged about bringing up topics that were important for them. Parents of all family

types valued psychological counselling before treatment and in several subsequent stages of
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that to provide good care to (intended) parents involved in treatment with donor sperm we

should know more precisely what their needs are and if and when they require counselling to

meet those needs.

In Chapter 3 we present the findings of a qualitative study among donor sperm recipients. The

study explored the feelings about counselling and guidance of 24 Dutch heterosexual, lesbian and

single mother families who conceived after donor sperm treatment, and the topics they value in

psychosocial counselling. We found that during pre-treatment counselling parents sometimes felt

like they were being screened for their eligibility for parenthood rather than guided, and therefore

felt discouraged about bringing up topics that were important for them. Parents of all family

types valued psychological counselling before treatment and in several subsequent stages of
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parenthood, especially on disclosure to their children and on feelings of possible rejection of the

social parent by their child. Topics such as disclosure, and future contact of the child with the

sperm donor, became more pertinent after childbirth. It was then, that parents valued the

availability of expert advice and guidance from a professional counsellor. In addition, they felt the

need to exchange their experiences with other parents with children after donor sperm treatment,

whom they could trust. We conclude that psychosocial guidance is better to be offered separately

from psychosocial screening for treatment eligibility. Also, expert counselling and guidance

should be available for parents in several stages of parenthood.

In Chapter 4 we present the findings of a qualitative study on the feelings about counselling of

25 Dutch identifiable sperm donors. In retrospect, donors who had received psychosocial

counselling before registration had appreciated the opportunity to talk about the possible

emotional consequences and implications of future contact with donor-offspring. The donors

who had not received psychosocial counselling regretted not having it for the same reasons: they

would have valued talking about the emotional consequences and future contact with donor-

offspring. Most donors were highly interested in and engaged with ‘their’ offspring. Almost all

donors would appreciate the availability of extended psychosocial counselling in the event that

donor-offspring would contact them and wished that counselling would be available for the

offspring anyway, as they felt for them it could be stressful to meet their donor. The outcomes of

this study underline the importance of paying attention to the implications of being an

identifiable sperm donor, to donors’ considerations about their donor-offspring and their wish

for future contact with them. Once donors know about having donor-offspring, professional

counselling and guidance should be available to meet their needs.

Chapter 5 presents the findings of a qualitative study among Dutch donor-conceived offspring.

We describe their wishes for parental support, peer support and psychosocial counselling, and

their actual access to such counselling. We interviewed 25 adolescent and adult donor-conceived

offspring of which four had an identifiable donor and 21 had an anonymous donor. Our main

findings show that donor children who know about donor sperm treatment wished to have open

conversations about donor conception and being a donor child. When they had open

conversations with their parents from birth on, they talked more easily about their feelings and

thoughts on being donor-conceived. When their parents had felt uncomfortable to talk freely

with them about their genetic origins, they had felt lonely. Despite these feelings, all of them

tended to stay loyal to their parents. Donor-conceived offspring found it important that intended

parents should receive adequate psychosocial counselling before donor sperm treatment to
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prepare them for talking with their child about donor conception. In retrospect, almost all donor-

conceived offspring wished to know where to find trustworthy information about personal and

genetic characteristics of their donor and some of them wished to meet him. They also wished to

receive information about the clinic where their parents had been treated. Donor-conceived

offspring preferred to have access when needed to guidance from an experienced counsellor in

donor conception.

Our study shows that donor-conceived children and their families would benefit from

access to specialist counsellors, from easy access to information about donor sperm treatment,

and that mechanisms to enable contact with donor-conceived peers should be available. In

addition, guidelines for psychosocial counselling should be further developed, taking into account

the experiences and wishes of donor children who know about their genetic origins.

Chapter 6 presents qualitative findings about how counsellors in Dutch fertility clinics execute

their counselling services on donor sperm treatment. We held one focus group discussion with

six counsellors and 7 individual interviews with the other counsellors of clinics offering donor

sperm treatment at that time. This study demonstrates that there are many discrepancies in the

practices of counsellors, due to individual knowledge and experiences. Counsellors have

conflicting roles as gatekeepers and providers of guidance because screening is not separated

from guidance. In a larger context, they were dependent on the counselling policies of the clinics,

which were mainly limited to regulating access to psychosocial counselling and if and how

requests for treatment were discussed. About half the counsellors wished to have more say on

this counselling policy and felt that the availability of psychosocial counselling should be made

obvious to all intended parents, though they were loyal to the policy of their clinics.

All counsellors offered intended parents counselling after treatment and childbirth, but

recognized that when intended parents actually became parents, they seldom returned for

counselling. This study shows the importance of developing evidence-based guidelines on

psychosocial counselling in donor sperm treatment for parents of all family types to prevent large

variations in the content and practice of counselling. It also recommends access to psychosocial

counselling for all intended parents, to separate screening and guidance, and to organize

evidence-based specialist training programs for counsellors in this field.

Recommendations for further research and implications for clinical practice
Overall, the main results of this thesis can be summarized as follows: psychosocial counselling

and guidance in donor sperm treatment is not available for all parties involved, does not meet
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their needs sufficiently when offered, and is not evidence based. Counselling and guidance are of

value for intended parents and for parents when they have questions about disclosure and at the

time contact with the donor is possible; for sperm donors before registering as a sperm donor,

after children have been born, and at the time the donor-conceived offspring can seek or do seek

contact; and for children when they need information and guidance and when they consider

contact with their donor.

We found that donor-conceived offspring are an important source of information about

what parents and sperm donors need to know and also what counsellors should know and bring

up during counselling.

Implications for further research

Additional research is needed to increase our knowledge in the following areas.

First, on the psychosocial effects of disclosure of donor conception on children and parents of all

kind of family types - heterosexual, lesbian, homosexual, transgender and single parent families.

Second, further research is required into the experiences of contact between donor-conceived

offspring and sperm donors, and about non-genetic parenthood. Such research on these subjects

can be done through longitudinal studies on parents, donor-conceived offspring and sperm

donors.

Third, we should also learn more about the needs for psychosocial counselling and

professional support of intended parents, parents, donor-conceived offspring and sperm donors,

to bring about less practice variation in the psychosocial counselling policy of fertility clinics.

Fourth, we need to study what kind of peer-support is needed for parents, children and sperm

donors to be able to develop structured programs.

Ultimately, we should strive to develop evidence-based guidelines for psychosocial

counselling in donor sperm treatment for all parties involved.

Implications for Clinical practice

The studies of this thesis show that there is a lack of specialist psychosocial counselling and

guidance for parents, donor-conceived offspring and sperm donors. The most difficult issues for

parents and donor-conceived offspring of all family types are the disclosure process and future

contact with the donor, followed by the implications and experiences of non-genetic parenthood

for the parents, their children and their families. Fertility counsellors do not have a single voice

regarding the content of counselling and fertility clinics do not have standardized provision of

counselling.
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The right to know is the guiding principle in donor sperm treatment and this thesis

makes clear that evidence-based guidelines need to be developed and specialist counselling needs

to be improved, to offer parents the best counselling to reduce shame and fear to talk openly

about donor conception with their children.

After decennia of unstructured specialist guidance for parents and donor conception

families, of depersonalizing sperm donors and of too little or no rights for donor-children, it is a

matter of urgency to professionalize psychosocial counselling and guidance on donor sperm

treatment.
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Samenvatting

De oudste vruchtbaarheidsbehandeling voor paren die te maken hebben met mannelijke

onvruchtbaarheid is behandeling met donorsperma [1]. Deze behandeling is in Nederland

gangbaar sinds 1948 en controversieel vanaf het allereerste begin [2, 3]. De grootste zorgen die er

waren betroffen onopgemerkte ziektes bij de donor en lichamelijke verschillende tussen de donor

en de onvruchtbare man, waarvan ouders en kinderen de dupe zouden kunnen worden.

Daarnaast voelden artsen zich verantwoordelijk om de intellectuele capaciteit en emotionele

stabiliteit van het paar te checken, omdat zij vonden dat behandeling met donorsperma een flinke

inbreuk was op de echtelijke verhoudingen door een derde partij.

Omdat artsen ervan overtuigd waren dat volledige anonimiteit van de donor cruciaal was,

adviseerden zij dringend de behandeling voor het toekomstige kind geheim te houden en zo het

kind en de familie te beschermen voor stigmatisering en leed. Deze overtuigingen waren gestoeld

op de aanname dat, hoe minder er bekend was, of gezegd werd over de donor conceptie, des te

beter dat was. De artsen voelden zich ook verantwoordelijk om de mannelijke partner als de

wettelijke vader in de ziekenhuisverslagen en in de geboorteacte te laten vermelden [3]. Tot rond

1984 bestonden op dit gebied geen wettelijke voorschriften.

In 1982 werd door de Engelse overheid vanuit de Human Fertility and Embryology

Authority (HFEA) het Warnock Committee ingesteld onder voorzitterschap van de filosoof Mary

Warnock. Deze Commissie had de opdracht om de sociale, ethische en wettelijke implicaties van

behandeling met donorsperma onderzoeken. Het rapport van deze Commissie, dat in 1984 werd

gepubliceerd, bracht verandering teweeg in het denken over donor anonimiteit en geheimhouding

naar kinderen. Het Warnock Committee benadrukte dat familiegeheimen ‘het gehele netwerk van

familierelaties konden ondermijnen’, en was van mening dat het niet langer te rechtvaardigen was

om donor conceptie niet bekend te maken aan de kinderen. De Commissie was ook van mening

dat het misleiden van kinderen over hun genetische herkomst onjuist was en moest stoppen.

Wetgeving moest een kind dat de leeftijd van 18 jaar bereikte, ervan verzekeren dat hij/zij

toegang kreeg tot elementaire informatie over de etnische herkomst en de genetische gezondheid

van de donor [4].

In Nederland adviseerde de Gezondheidsraad, namens de Minister van Welzijn,

Volksgezondheid en Cultuur, in 1986 dat een donor anoniem zou moeten blijven doneren, maar

dat identificerende data geregistreerd moesten worden. Deze data moesten echter ontoegankelijk

zijn voor ouders en kinderen. Verder zouden de genetische karakteristieken van de donor
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gecodeerd moeten worden, en wèl toegankelijk moeten zijn voor ouders en kinderen. Ouders

zouden aangemoedigd moeten worden om hun kind te vertellen over de donorconceptie [5].

In 1989 nam de Algemene Vergadering van de Verenigde Naties het Verdrag inzake de

Rechten van het Kind aan. In dit verdrag waren de civiele, politieke, economische, sociale

gezondheid- en culturele rechten van kinderen opgenomen. Artikel 8 van dit Verdrag stelt, dat de

gegevens over de identiteit van het kind bewaard moeten worden, inclusief nationaliteit, naam en

familierelaties. Staten die zijn aangesloten bij de Verenigde Naties voor geschikte begeleiding

moeten zorgen als een kind enkele of alle elementen van zijn/haar identiteit ontbeert [6].

Regeringen van verschillende landen interpreteerden dit artikel als het recht van een kind om

zijn/haar genetische herkomst te kennen, omdat genetische herkomst gezien dient te worden als

een deel van iemands identiteit. Vanuit dit gezichtspunt concludeerden zij dat behandeling met

het sperma van een anonieme donor niet langer gerechtvaardigd was.

Inmiddels leidde het advies van de Gezondheidsraad in Nederland niet tot een grotere

mate van overeenstemming waar het de politiek en de dagelijkse praktijk van behandeling met

donorsperma betrof. Dit was toe te schrijven aan tegengestelde meningen van politici,

belangenorganisaties en medische staven van vruchtbaarheidsklinieken.

Een omvangrijk debat over donoranonimiteit en geheimhouding volgde [7, 8, 9, 10]. Desondanks

lukte het politici, belangenorganisaties en medische staven van vruchtbaarheidsklinieken jarenlang

niet om tot consensus te komen. Er was te weinig empirisch bewijs over de belangen van de

kinderen, angst voor mogelijk negatieve gevolgen als kinderen geïnformeerd zouden worden over

de donorconceptie, en angst voor een eventueel tekort aan spermadonoren.

De medische staven van vruchtbaarheidsklinieken aarzelden om de anonimiteit te beëindigen,

omdat zij bang waren dat problemen zouden ontstaan met het werven van donoren als

donoranonimiteit zou stoppen [7, 11]. Ethici pleitten voor het scheiden van het probleem van een

mogelijk tekort aan spermadonoren van de rechten van kinderen, ouders en donoren. De meeste

ethici vroegen aandacht voor het morele recht van kinderen om zelfstandig te kunnen kiezen de

identiteit van hun donor te kennen [12, 13].

In 1992 stuurde de minister van Veiligheid en Justitie en de staatssecretaris van het

ministerie van Welzijn, Volksgezondheidszorg en Cultuur een concept-wet naar het parlement

om de toestroom van data betreffende het kennen van de genetische herkomst te reguleren.
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In 1993 stelde de Nederlandse regering een twee-sporen beleid vast, waardoor zowel

anonieme als identificeerbare donoren werden toegelaten. Dit beleid was gebaseerd op

aanbevelingen van de Nederlands-Belgische Vereniging voor Kunstmatige Inseminatie (NBVKI),

de Nederlandse Vereniging voor Obstetrie en Gynaecologie (NVOG), en belangenorganisaties

op het gebied van wetgeving en genetische herkomst en gezondheid van kinderen, zoals de

Stichting Afstammingsrecht en de Raad voor Jeugdbeleid. Dit beleid betekende, dat behandeling

met donorsperma mogelijk werd met sperma van een anonieme of van een identificeerbare

spermadonor [14].

Deze ongemakkelijke hybride beslissing was het resultaat van een voortdurend conflict

tussen politici, gynaecologen en belangenorganisaties. Meningen prevaleerden boven

bewijsvoering, en de kans om onderzoek te doen naar de noodzaak van counseling en begeleiding

werd gemist. Dit tweesporenbeleid duurde 9 jaar, tot 2004.

Na een in totaal 15 jaar durend debat werd in 2004 wetgeving geïmplementeerd, die de

anonimiteit afschaft en het recht geeft aan kinderen die verwekt zijn met donorsperma of donor

oocyten, en die de leeftijd van 16 jaar hebben bereikt, om toegang te hebben tot informatie over

de identiteit van hun donor [15].

Gezien de volledige geheimhouding in de eerste jaren dat paren met donorsperma werden

behandeld, waren opvolgingsonderzoeken over deze behandelingen niet uitvoerbaar. Dergelijke

onderzoeken kwamen er dan ook niet voordat er een omslag kwam in het denken over

anonimiteit en geheimhouding.

Vanaf ongeveer 1980 is onderzoek gedaan naar het welzijn van de ouders en de ouder-

kind relatie na behandeling met donorsperma. Het eerste onderzoek naar psychosociale

implicaties werd gedaan bij 67 heteroseksuele ouders met kinderen en werd in 1983 gepubliceerd

[16]. De ouders waren heel tevreden, met name omdat zij nu een gevoel hadden van ‘erbij horen’,

na een periode waarin zij zich vanwege hun kinderloosheid afwijkend hadden gevoeld. Niettemin

vertelden de meeste ouders hun kinderen niets over hun genetische herkomst, omdat zij bang

waren gestigmatiseerd te worden als onvruchtbare ouders met een donorkind. Zij wilden hun

kind beschermen voor mogelijke afwijzing door familie, vrienden en andere mensen om hen heen

[19, 20]. Zelfs aan het begin van deze eeuw waren nog slechts weinig heteroseksuele ouders

bereid hun kinderen over hun herkomst te vertellen [19, 20].

Aanvankelijk was de enige manier om het psychologische welzijn van donorkinderen en

de ouder-kind relatie te onderzoeken het interviewen van de ouders, omdat donorkinderen zelf

niet ondervraagd konden worden. Kinderen die later in hun leven, soms per ongeluk achter hun

genetische herkomst kwamen, kregen met ernstige psychosociale en identiteitsproblemen te

Chapter 8

136

maken [17, 20]. Veel van deze kinderen waren boos, hadden een laag zelfbeeld of het gevoel dat

zij er niet bij hoorden in hun familie. Zij wilden niet bedrogen worden over hun genetische

herkomst, maar door hun ouders eerlijk geïnformeerd worden over hun genetische herkomst en

over de identiteit en rol van hun donor.

Nadat in veel landen wetgevingswijzigingen hadden plaatsvonden over donoranonimiteit, kwam

er meer kennis beschikbaar over de invloed van anonimiteit en geheimhouding op ouders en

kinderen. In toenemende mate wilden ouders hun kind vertellen over de donorconceptie, maar zij

voelden zich onzeker over het moment en de wijze waarop zij dit het beste konden doen, en over

mogelijke consequenties daarvan [19, 21]. Als ouders hun kind op jonge leeftijd over de

donorconceptie vertellen, ervaren de gezinsleden een positievere kwaliteit van hun onderlinge

relaties. Zij ervaren een groter psychisch welzijn in de adolescentieperiode, alhoewel vaders een

lager welzijnsniveau ervaren als hun kinderen ouder worden [22, 23].

We hebben echter nog steeds beperkte kennis over de ervaringen van ouders met

psychosociale counseling en begeleiding inzake geheimhouding, en evenmin over hoe ouders met

hun kind praten over de behandeling met donorsperma.

Daarnaast is het welzijn van spermadonoren nauwelijks bestudeerd. Tot ongeveer 1980

was alleen onderzoek gedaan naar hun lichamelijke en genetische gezondheid en naar technische

vraagstukken, zoals het opslaan van ingevroren sperma en genetische screening [24, 25]. Na 1980

werden ook houding en karakteristieken van spermadonoren bestudeerd. Daarna volgde

onderzoek over hun motivatie en houding ten opzichte van identificeerbaarheid. De laatste tien

jaar zijn verschillende studies gedaan naar de houding van donoren die weten dat met behulp van

hun donaties kinderen geboren zijn, alsmede naar hun verwachtingen met betrekking tot de

kinderen die contact zoeken [26, 27, 28, 29, 30, 31, 32, 21, 33]. Deze studies hebben meer inzicht

gegeven in de persoonlijkheid van donoren, hun bereidheid om identificerende informatie ter

beschikking te stellen en/of de kinderen te ontmoeten, en hun onzekerheden en zorgen [21]. We

weten nu ook, dat de ondersteuning of begeleiding die donoren nodig hebben, niet stopt als de

periode van actieve donatie eindigt.

Anno 2018 geeft behandeling met donorsperma veel mannen en vrouwen de mogelijkheid om

een gezin te stichten. Internationale organisaties op het gebied van de voortplantingsgeneeskunde

hebben jarenlang verklaard, dat counseling en begeleiding nodig is voor ouders die zich dit

voornemen. Tot op heden weten we echter weinig over de behoeften aan counseling en

begeleiding van ouders, spermadonoren en kinderen die met hulp van een donorsperma verwekt
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kinderen. In toenemende mate wilden ouders hun kind vertellen over de donorconceptie, maar zij

voelden zich onzeker over het moment en de wijze waarop zij dit het beste konden doen, en over

mogelijke consequenties daarvan [19, 21]. Als ouders hun kind op jonge leeftijd over de

donorconceptie vertellen, ervaren de gezinsleden een positievere kwaliteit van hun onderlinge

relaties. Zij ervaren een groter psychisch welzijn in de adolescentieperiode, alhoewel vaders een

lager welzijnsniveau ervaren als hun kinderen ouder worden [22, 23].

We hebben echter nog steeds beperkte kennis over de ervaringen van ouders met

psychosociale counseling en begeleiding inzake geheimhouding, en evenmin over hoe ouders met

hun kind praten over de behandeling met donorsperma.

Daarnaast is het welzijn van spermadonoren nauwelijks bestudeerd. Tot ongeveer 1980

was alleen onderzoek gedaan naar hun lichamelijke en genetische gezondheid en naar technische

vraagstukken, zoals het opslaan van ingevroren sperma en genetische screening [24, 25]. Na 1980

werden ook houding en karakteristieken van spermadonoren bestudeerd. Daarna volgde

onderzoek over hun motivatie en houding ten opzichte van identificeerbaarheid. De laatste tien

jaar zijn verschillende studies gedaan naar de houding van donoren die weten dat met behulp van

hun donaties kinderen geboren zijn, alsmede naar hun verwachtingen met betrekking tot de

kinderen die contact zoeken [26, 27, 28, 29, 30, 31, 32, 21, 33]. Deze studies hebben meer inzicht

gegeven in de persoonlijkheid van donoren, hun bereidheid om identificerende informatie ter

beschikking te stellen en/of de kinderen te ontmoeten, en hun onzekerheden en zorgen [21]. We

weten nu ook, dat de ondersteuning of begeleiding die donoren nodig hebben, niet stopt als de

periode van actieve donatie eindigt.

Anno 2018 geeft behandeling met donorsperma veel mannen en vrouwen de mogelijkheid om

een gezin te stichten. Internationale organisaties op het gebied van de voortplantingsgeneeskunde

hebben jarenlang verklaard, dat counseling en begeleiding nodig is voor ouders die zich dit

voornemen. Tot op heden weten we echter weinig over de behoeften aan counseling en

begeleiding van ouders, spermadonoren en kinderen die met hulp van een donorsperma verwekt
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zijn. Daarom hebben wij de ervaringen en behoeften van ouders, spermadonoren en

donorkinderen onderzocht. Daarnaast hebben we de counselingspraktijken onderzocht van

counselors die in vruchtbaarheidsklinieken bij de behandeling met donorsperma betrokken zijn.

In hoofdstuk 1 geven wij een overzicht en een beschrijving van de doelstellingen van dit

proefschrift.

In hoofdstuk 2 bieden we een overzicht van beschikbare feiten en data inzake de counseling van

paren die een behandeling met donorsperma of oocyten ondergaan en de rol van counselors met

betrekking tot het vertelproces aan de kinderen. We hebben de literatuur over counseling

bestudeerd en geen duidelijke patronen gevonden in de visie op counseling bij counselors en

vruchtbaarheidsklinieken. Dit geldt ook voor thema’s als geheimhouding en openheid naar

kinderen, en voor de manier waarop wensouders werden gecounseld. Op basis van deze gegevens

kwamen wij, met oog op het belang van goede zorg, tot de conclusie dat we nauwkeuriger zouden

moeten weten wat de behoeften zijn van (wens)ouders aan begeleiding en het welk belang zij

hechten aan psychosociale counseling.

In hoofdstuk 3 presenteren we de resultaten van een kwalitatieve studie onder ouders die

kinderen hebben gekregen na behandeling met donorsperma. In deze studie hebben we de

gevoelens geëxploreerd over counseling en begeleiding van 24 Nederlandse heteroseksuele,

lesbische en alleenstaande moeder-families die kinderen hebben gekregen na behandeling met

donorsperma, alsmede welke onderwerpen zij bij de psychosociale counseling van belang achten.

We vonden dat ouders gedurende de counseling vóór de behandeling soms de indruk kregen dat

ze meer gescreend werden op kwalificatie voor ouderschap dan dat sprake was van begeleiding.

Zij voelden zich daardoor ontmoedigd om onderwerpen ter sprake te brengen die voor hen

belangrijk waren. Ouders van diverse gezinssamenstellingen waardeerden psychosociale

counseling vóór de behandeling, met name als het ging over hoe aan hun kinderen over

donorconceptie te vertellen en over mogelijke afwijzing van de sociale ouder door het kind.

Onderwerpen zoals het vertellen aan het kind en mogelijk toekomstig contact van het kind met

de spermadonor, bleken na de geboorte van het kind een explicietere rol te gaan spelen. Tegen

die tijd waardeerden ouders het om hierover advies en begeleiding te kunnen krijgen van een

gespecialiseerde professionele counselor. Bovendien bleken ouders er behoefte aan te hebben om

hun ervaringen te delen met andere ouders die ook kinderen hebben gekregen met hulp van

donorconceptie. Wij komen tot de conclusie, dat psychosociale begeleiding beter gescheiden van

psychologische screening voor behandelingsgeschiktheid aangeboden kan worden. Tevens dient
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na behandeling, in diverse stadia van ouderschap, deskundige counseling en begeleiding voor

ouders beschikbaar te zijn.

In hoofdstuk 4 presenteren we de resultaten van een kwalitatieve studie over de ervaringen van

25 Nederlandse spermadonoren met betrekking tot counseling. Terugkijkend waardeerden de

donoren, die vóór de registratie psychosociale counseling hadden gekregen, de kans om te

kunnen praten over mogelijke emotionele consequenties en implicaties van toekomstig contact

met hun donorkinderen. Donoren die geen psychosociale counseling hadden gekregen,

betreurden dit om dezelfde redenen. Zij hadden graag willen praten over emotionele

consequenties en toekomstig contact met hun donorkinderen. De meeste donoren waren erg

geïnteresseerd in en betrokken bij ‘hun’ kinderen. Bijna alle donoren zouden het waarderen als

psychosociale counseling beschikbaar zou zijn als donorkinderen contact met hen opnemen. Zij

wensten dat counseling hoe dan ook voor de kinderen beschikbaar zou zijn, aangezien zij

vermoedden dat het voor hen stressvol zou zijn hun donor te ontmoeten. De uitkomsten van dit

onderzoek onderbouwen het belang van aandacht besteden aan de implicaties van

identificeerbaar spermadonorschap, zoals gedachten die donoren hebben over hun nakomelingen

en hun wens om in de toekomst contact met de kinderen te hebben. Als donoren eenmaal weten

dat zij nakomelingen hebben, dient professionele counseling en begeleiding beschikbaar te zijn

voor hen die hier behoefte aan hebben.

In hoofdstuk 5 presenteren we de resultaten van een kwalitatieve studie onder Nederlandse

donorkinderen. We beschrijven hun wensen met betrekking tot steun van hun ouders, contact

met lotgenoten, psychosociale counseling en hun huidige toegang hiertoe. We interviewden 25

adolescenten en volwassenen die verwekt zijn met hulp van een donor. Vier van hen hadden een

identificeerbare donor en 21 een anonieme donor. Onze voornaamste bevindingen zijn dat

donorkinderen die van de behandeling afweten graag openlijk willen kunnen praten over de

donorconceptie en over donorkind zijn. Diegenen die hierover vanaf hun geboorte openlijk met

hun ouders hadden kunnen praten, spraken gemakkelijker over hun gevoelens en gedachten over

donorconceptie. Als hun ouders zich ongemakkelijk voelden om openlijk met hen over hun

genetische oorsprong te praten, voelden zij zich eenzaam. Desondanks hadden zij allemaal de

neiging loyaal te blijven aan hun ouders. Donorkinderen bleken het belangrijk te vinden dat

wensouders vóór de behandeling met donorsperma adequate psychosociale counseling

aangeboden krijgen, opdat zij voorbereid zijn om openlijk met hun kind over donorconceptie te

praten. Terugblikkend wensten bijna alle donorkinderen dat zij weten waar zij betrouwbare
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zijn. Daarom hebben wij de ervaringen en behoeften van ouders, spermadonoren en

donorkinderen onderzocht. Daarnaast hebben we de counselingspraktijken onderzocht van

counselors die in vruchtbaarheidsklinieken bij de behandeling met donorsperma betrokken zijn.

In hoofdstuk 1 geven wij een overzicht en een beschrijving van de doelstellingen van dit

proefschrift.

In hoofdstuk 2 bieden we een overzicht van beschikbare feiten en data inzake de counseling van

paren die een behandeling met donorsperma of oocyten ondergaan en de rol van counselors met

betrekking tot het vertelproces aan de kinderen. We hebben de literatuur over counseling

bestudeerd en geen duidelijke patronen gevonden in de visie op counseling bij counselors en

vruchtbaarheidsklinieken. Dit geldt ook voor thema’s als geheimhouding en openheid naar

kinderen, en voor de manier waarop wensouders werden gecounseld. Op basis van deze gegevens

kwamen wij, met oog op het belang van goede zorg, tot de conclusie dat we nauwkeuriger zouden

moeten weten wat de behoeften zijn van (wens)ouders aan begeleiding en het welk belang zij

hechten aan psychosociale counseling.

In hoofdstuk 3 presenteren we de resultaten van een kwalitatieve studie onder ouders die

kinderen hebben gekregen na behandeling met donorsperma. In deze studie hebben we de

gevoelens geëxploreerd over counseling en begeleiding van 24 Nederlandse heteroseksuele,

lesbische en alleenstaande moeder-families die kinderen hebben gekregen na behandeling met

donorsperma, alsmede welke onderwerpen zij bij de psychosociale counseling van belang achten.

We vonden dat ouders gedurende de counseling vóór de behandeling soms de indruk kregen dat

ze meer gescreend werden op kwalificatie voor ouderschap dan dat sprake was van begeleiding.

Zij voelden zich daardoor ontmoedigd om onderwerpen ter sprake te brengen die voor hen

belangrijk waren. Ouders van diverse gezinssamenstellingen waardeerden psychosociale

counseling vóór de behandeling, met name als het ging over hoe aan hun kinderen over

donorconceptie te vertellen en over mogelijke afwijzing van de sociale ouder door het kind.

Onderwerpen zoals het vertellen aan het kind en mogelijk toekomstig contact van het kind met

de spermadonor, bleken na de geboorte van het kind een explicietere rol te gaan spelen. Tegen

die tijd waardeerden ouders het om hierover advies en begeleiding te kunnen krijgen van een

gespecialiseerde professionele counselor. Bovendien bleken ouders er behoefte aan te hebben om

hun ervaringen te delen met andere ouders die ook kinderen hebben gekregen met hulp van

donorconceptie. Wij komen tot de conclusie, dat psychosociale begeleiding beter gescheiden van

psychologische screening voor behandelingsgeschiktheid aangeboden kan worden. Tevens dient
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na behandeling, in diverse stadia van ouderschap, deskundige counseling en begeleiding voor

ouders beschikbaar te zijn.

In hoofdstuk 4 presenteren we de resultaten van een kwalitatieve studie over de ervaringen van

25 Nederlandse spermadonoren met betrekking tot counseling. Terugkijkend waardeerden de

donoren, die vóór de registratie psychosociale counseling hadden gekregen, de kans om te

kunnen praten over mogelijke emotionele consequenties en implicaties van toekomstig contact

met hun donorkinderen. Donoren die geen psychosociale counseling hadden gekregen,

betreurden dit om dezelfde redenen. Zij hadden graag willen praten over emotionele

consequenties en toekomstig contact met hun donorkinderen. De meeste donoren waren erg

geïnteresseerd in en betrokken bij ‘hun’ kinderen. Bijna alle donoren zouden het waarderen als

psychosociale counseling beschikbaar zou zijn als donorkinderen contact met hen opnemen. Zij

wensten dat counseling hoe dan ook voor de kinderen beschikbaar zou zijn, aangezien zij

vermoedden dat het voor hen stressvol zou zijn hun donor te ontmoeten. De uitkomsten van dit

onderzoek onderbouwen het belang van aandacht besteden aan de implicaties van

identificeerbaar spermadonorschap, zoals gedachten die donoren hebben over hun nakomelingen

en hun wens om in de toekomst contact met de kinderen te hebben. Als donoren eenmaal weten

dat zij nakomelingen hebben, dient professionele counseling en begeleiding beschikbaar te zijn

voor hen die hier behoefte aan hebben.

In hoofdstuk 5 presenteren we de resultaten van een kwalitatieve studie onder Nederlandse

donorkinderen. We beschrijven hun wensen met betrekking tot steun van hun ouders, contact

met lotgenoten, psychosociale counseling en hun huidige toegang hiertoe. We interviewden 25

adolescenten en volwassenen die verwekt zijn met hulp van een donor. Vier van hen hadden een

identificeerbare donor en 21 een anonieme donor. Onze voornaamste bevindingen zijn dat

donorkinderen die van de behandeling afweten graag openlijk willen kunnen praten over de

donorconceptie en over donorkind zijn. Diegenen die hierover vanaf hun geboorte openlijk met

hun ouders hadden kunnen praten, spraken gemakkelijker over hun gevoelens en gedachten over

donorconceptie. Als hun ouders zich ongemakkelijk voelden om openlijk met hen over hun

genetische oorsprong te praten, voelden zij zich eenzaam. Desondanks hadden zij allemaal de

neiging loyaal te blijven aan hun ouders. Donorkinderen bleken het belangrijk te vinden dat

wensouders vóór de behandeling met donorsperma adequate psychosociale counseling

aangeboden krijgen, opdat zij voorbereid zijn om openlijk met hun kind over donorconceptie te

praten. Terugblikkend wensten bijna alle donorkinderen dat zij weten waar zij betrouwbare
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informatie kunnen vinden over de persoonlijke en genetische karakteristieken van hun donor.

Sommigen van hen zouden hem ook willen ontmoeten. Daarnaast wilden zij informatie over de

kliniek waar hun ouders behandeld zijn. Donorkinderen wilden, als zij dit nodig hadden, graag

toegang hebben tot begeleiding door een gespecialiseerde counselor die ervaring heeft met

donorconceptie.

Onze studie laat zien, dat donorkinderen en hun gezinnen baat hebben bij toegang tot

gespecialiseerde counselors en gemakkelijke toegang tot informatie over behandeling met

donorsperma. Zij willen ook informatie over manieren waarop zij contact kunnen maken met

andere donorkinderen. Onze studie laat ook zien dat richtlijnen voor psychosociale counseling

verder ontwikkeld dienen te worden, waarbij rekening wordt gehouden met de ervaringen en

wensen van donorkinderen die van hun genetische herkomst op de hoogte zijn.

In hoofdstuk 6 presenteren we kwalitatieve bevindingen over hoe de counselors in Nederlandse

vruchtbaarheidsklinieken hun counselingpraktijk bij behandeling met donorsperma uitvoeren. We

hebben een focus-groep discussie gehouden met 6 counselors en 7 individuele interviews met de

andere counselors van klinieken die in die periode behandeling met donorsperma aanboden. Dit

onderzoek laat zien dat er veel verschillen in de counselingspraktijken zijn en dat deze zijn toe te

schrijven aan verschillen in persoonlijke kennis en ervaringen. Counselors hadden conflicterende

rollen, als poortwachter en aanbieder van begeleiding, omdat screening voor

behandelingsgeschiktheid niet gescheiden was van begeleiding. In een groter verband waren zij

afhankelijk van het counselingsbeleid van de klinieken. Dit betrof hoofdzakelijk het reguleren van

de toegang tot psychosociale counseling en het bepalen van de wijze waarop besprekingen over

behandelverzoeken gevoerd werden. Ongeveer de helft van de counselors wilden meer

zeggenschap over het counselingsbeleid en vond dat beschikbaarheid van psychosociale

counseling voor alle wensouders vanzelfsprekend zou moeten zijn, hoewel zij wel loyaal waren

aan het beleid van hun kliniek.

Alle counselors boden de wensouders counseling aan na behandeling en geboorte van het

kind. Zij realiseerden zich dat deze ouders, nadat zij daadwerkelijk ouders waren geworden,

zelden terugkwamen voor counseling. Deze studie laat zien dat het ontwikkelen van evidence-

based richtlijnen voor psychosociale counseling bij behandeling met donorsperma voor ouders

van alle soorten gezinnen van belang is, om grote variatie in inhoud en praktijk van psychosociale

counseling te voorkomen. Daarnaast bevelen wij aan om alle wensouders toegang te geven tot

psychosociale counseling, screening en begeleiding te scheiden en evidence-based

trainingsprogramma’s voor counselors op dit gebied te organiseren.
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Aanbevelingen voor toekomstig onderzoek en implicaties voor de

klinische praktijk
De belangrijkste resultaten van deze thesis kunnen als volgt worden samengevat: psychosociale

counseling en begeleiding bij behandeling met donorsperma is niet voor alle betrokken partijen

beschikbaar, beantwoordt onvoldoende aan hun behoeften als het wel beschikbaar is, en is niet

evidence-based. Counseling en begeleiding zijn van belang voor wensouders, voor ouders als zij

vragen hebben over het vertelproces, voor de positie van de sociale ouder en tegen de tijd dat

contact met de donor mogelijk is. Counseling voor spermadonoren is van belang voordat zij zich

registreren als spermadonor, nadat de kinderen geboren zijn, en tegen de tijd dat donorkinderen

contact kunnen of willen zoeken. Counseling voor donorkinderen is van belang als zij behoefte

hebben aan informatie en begeleiding en als zij contact met hun donor overwegen.

We constateren dat donorkinderen een belangrijke informatiebron zijn, over wat ouders

en spermadonoren dienen te weten, wat counselors moeten weten en wat tijdens de counseling

aan de orde moet worden gesteld.

Implicaties voor toekomstig onderzoek

Aanvullend onderzoek is nodig om onze kennis te vergroten op de volgende gebieden.

Ten eerste, is verder onderzoek nodig met betrekking tot de psychologische effecten van

openheid over donorconceptie op kinderen en ouders van alle soorten gezinnen – heteroseksueel,

lesbisch, homoseksueel, transgender en eenoudergezinnen. Ten tweede, is verder onderzoek

nodig naar ervaringen van contact tussen donorkinderen en spermadonoren, alsmede ervaringen

met niet-genetisch ouderschap. Voor deze onderwerpen zouden longitudinale studies opgezet

kunnen worden met ouders, donorkinderen en spermadonoren.

Ten derde, zouden we meer moeten weten over de behoefte aan psychosociale counseling

en professionele begeleiding van wensouders, ouders, donorkinderen en spermadonoren.

Hierdoor zouden de verschillen kunnen worden verkleind in het psychosociale counselingsbeleid

van vruchtbaarheidsklinieken.

Ten vierde, dienen we te onderzoeken welke ondersteuning van lotgenoten wenselijk is voor

ouders, kinderen en spermadonoren zodat hiervoor gestructureerde programma’s ontwikkeld

kunnen worden.

Tenslotte, willen we pleiten voor het ontwikkelen van evidence-based richtlijnen voor

psychosociale counseling bij donorconceptie voor alle betrokken partijen.
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informatie kunnen vinden over de persoonlijke en genetische karakteristieken van hun donor.

Sommigen van hen zouden hem ook willen ontmoeten. Daarnaast wilden zij informatie over de

kliniek waar hun ouders behandeld zijn. Donorkinderen wilden, als zij dit nodig hadden, graag

toegang hebben tot begeleiding door een gespecialiseerde counselor die ervaring heeft met

donorconceptie.

Onze studie laat zien, dat donorkinderen en hun gezinnen baat hebben bij toegang tot

gespecialiseerde counselors en gemakkelijke toegang tot informatie over behandeling met

donorsperma. Zij willen ook informatie over manieren waarop zij contact kunnen maken met

andere donorkinderen. Onze studie laat ook zien dat richtlijnen voor psychosociale counseling

verder ontwikkeld dienen te worden, waarbij rekening wordt gehouden met de ervaringen en

wensen van donorkinderen die van hun genetische herkomst op de hoogte zijn.

In hoofdstuk 6 presenteren we kwalitatieve bevindingen over hoe de counselors in Nederlandse

vruchtbaarheidsklinieken hun counselingpraktijk bij behandeling met donorsperma uitvoeren. We

hebben een focus-groep discussie gehouden met 6 counselors en 7 individuele interviews met de

andere counselors van klinieken die in die periode behandeling met donorsperma aanboden. Dit

onderzoek laat zien dat er veel verschillen in de counselingspraktijken zijn en dat deze zijn toe te

schrijven aan verschillen in persoonlijke kennis en ervaringen. Counselors hadden conflicterende

rollen, als poortwachter en aanbieder van begeleiding, omdat screening voor

behandelingsgeschiktheid niet gescheiden was van begeleiding. In een groter verband waren zij

afhankelijk van het counselingsbeleid van de klinieken. Dit betrof hoofdzakelijk het reguleren van

de toegang tot psychosociale counseling en het bepalen van de wijze waarop besprekingen over

behandelverzoeken gevoerd werden. Ongeveer de helft van de counselors wilden meer

zeggenschap over het counselingsbeleid en vond dat beschikbaarheid van psychosociale

counseling voor alle wensouders vanzelfsprekend zou moeten zijn, hoewel zij wel loyaal waren

aan het beleid van hun kliniek.

Alle counselors boden de wensouders counseling aan na behandeling en geboorte van het

kind. Zij realiseerden zich dat deze ouders, nadat zij daadwerkelijk ouders waren geworden,

zelden terugkwamen voor counseling. Deze studie laat zien dat het ontwikkelen van evidence-

based richtlijnen voor psychosociale counseling bij behandeling met donorsperma voor ouders

van alle soorten gezinnen van belang is, om grote variatie in inhoud en praktijk van psychosociale

counseling te voorkomen. Daarnaast bevelen wij aan om alle wensouders toegang te geven tot

psychosociale counseling, screening en begeleiding te scheiden en evidence-based

trainingsprogramma’s voor counselors op dit gebied te organiseren.
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Ten derde, zouden we meer moeten weten over de behoefte aan psychosociale counseling

en professionele begeleiding van wensouders, ouders, donorkinderen en spermadonoren.

Hierdoor zouden de verschillen kunnen worden verkleind in het psychosociale counselingsbeleid

van vruchtbaarheidsklinieken.

Ten vierde, dienen we te onderzoeken welke ondersteuning van lotgenoten wenselijk is voor
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Implicaties voor de klinische praktijk

De studies van deze thesis laten zien dat er lacunes zijn op het gebied van specialistische

psychosociale counseling en begeleiding van ouders, spermadonoren en donorkinderen. De

moeilijkste thema’s voor ouders en donorkinderen van alle soorten gezinnen zijn het vertelproces,

toekomstig contact met de donor en implicaties van niet-genetisch ouderschap voor ouders, hun

kinderen en hun gezinnen. Counselors die werkzaam zijn op gebied van

vruchtbaarheidsbehandelingen zijn niet eensgezind wat betreft de inhoud van de counseling en

vruchtbaarheidsklinieken hebben geen gestandaardiseerd counselingsaanbod.

Op basis van de beschikbare kennis en nieuwe inzichten die voortkomen uit deze thesis,

adviseren wij meer eenheid te brengen in het beleid van psychosociale counseling bij behandeling

met donorsperma in vruchtbaarheidsklinieken. Anno 2017 is het niet langer aanvaardbaar om

behandelingen met donorsperma aan te bieden zonder psychosociale counseling en begeleiding

voor wensouders van alle soorten gezinnen.

Ten tweede adviseren wij evidence-based trainingsprogramma’s te ontwikkelen over

psychosociale implicaties van donorconceptie voor psychologen, pedagogen en maatschappelijk

werkers. Daarnaast adviseren wij om masterclasses te ontwikkelen voor onder meer artsen,

verpleegkundigen, verloskundigen en kraamverzorgenden, opdat zij op z’n minst basale kennis

hebben van psychosociale implicaties van donorconceptie in verschillende levensstadia van alle

betrokkenen.

Ten derde, adviseren we dat voor alle ouders, donorkinderen en spermadonoren

informatie ter beschikking wordt gesteld, bij voorkeur via één centraal informatiepunt voor

donorconceptie, zoals een website. Dit informatiepunt zou kunnen voorzien in informatie over

recente onderzoeksresultaten, betrouwbare informatie over de dagelijkse praktijk van

donorconceptie, juridische aspecten, klinieken die behandeling met donorsperma aanbieden, en

de beschikbaarheid van gekwalificeerde counselors. We hebben aangetoond dat ouders het

moeilijk vinden om met hun kinderen, familie en vrienden te spreken over behandeling met

donorsperma, en dat zij het moeilijk vinden om openlijk met hun kind te praten over de donor en

toekomstig contact met de donor. Daarom is het van belang dat informatie beschikbaar is, zoals

over ervaringen van ouders die met hun kinderen praten over donorconceptie en over ervaringen

van ouders van wie hun kind contact heeft (gehad) met de donor.
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142

Huidige ontwikkelingen
De laatste tien jaar is in veel Europese landen, waaronder Nederland, de belangstelling voor

behandeling met donorsperma opnieuw in de belangstelling gekomen. Alle belanghebbenden zijn

geconfronteerd met nieuwe wettelijke regelingen op gebied van afschaffen van anonimiteit, over

implementatie van het (tot nu toe abstracte) begrip van openheid naar donorkinderen over de

donorconceptie, en over lange wachtlijsten bij spermabanken. Gevolgen van de regulering zijn,

dat vrouwen naar het buitenland uitwijken, sperma bestellen bij internationale spermabanken, of

een spermadonor zoeken via internet. Velen willen niet wachten en anderen willen liever een

anonieme donor. Deze ontwikkelingen veroorzaken dat toekomstige donorkinderen niet altijd

informatie kunnen krijgen over de identiteit van hun donor, zoals dit in de wet is vastgelegd.

Gezien de huidige stand van zaken lijkt het erop dat door internet de wettelijke regelingen binnen

Nederland worden voorbijgestreefd, met als gevolg onduidelijke consequenties voor alle

betrokkenen.

Dit rechtvaardigt een bredere discussie tussen alle betrokkenen, om te voorkomen dat een haastig

lapjeswerk van maatregelen genomen wordt, zoals in de zomer van 2017, toen de Minister van

Volksgezondheid naar aanleiding van een dringend verzoek van donorkinderen, via de media een

appel deed op spermadonoren om zich bekend te maken.

Het recht om te weten is het hoofdbeginsel bij behandeling met donorsperma. Deze

thesis maakt duidelijk dat evidence-based richtlijnen ontwikkeld dienen te worden en dat

specialistische counseling op gebied van behandeling met donorsperma verbeterd dient te worden

om ouders de best mogelijke counseling en begeleiding te bieden, zodat schaamte en angst

verminderen om openlijk met hun kind over donorconceptie te praten.

Na decennia van ongestructureerde specialistische begeleiding van ouders en gezinnen

met donorkinderen, van het depersonaliseren van spermadonoren en van te weinig of geen

rechten van donorkinderen, is het wenselijk en noodzakelijk om psychosociale counseling en

begeleiding bij behandeling met donorsperma te professionaliseren.
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