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Abstract 
Background: Many women experience oocyte retrieval during an IVF treatment as 

a stressful and emotionally difficult situation. Women fear the pain as associated 

with oocyte retrieval. Based on the existing literature, a coping intervention for 

oocyte retrieval (CIFOR) was developed to deal with the stress and pain during 

oocyte retrieval. The objective of this study was to explore the experiences of 

women using coping intervention for oocyte retrieval (CIFOR) while undergoing 

oocyte retrieval. 

Methods: For this generic qualitative study, a purposeful sample of fifteen women 

was gathered from a university clinic in the Netherlands and each participant was 

interviewed. Background information about the IVF treatment was collected from 

medical files. Semi-structured interviews were performed approximately 15 min 

after the OR procedure. Data were analyzed using the Qualitative Analysis Guide of 

Leuven and processed using MAXQDA. 

Results: Twenty-five women were approached for this study between January and 

May 2018. This study identified five themes that were important in the experiences 

of women using CIFOR: highly valuing the CIFOR, feasible in daily practice, need 

for information, sense of control and partner’s involvement.  

Conclusion: Women highly valued the tool. They found CIFOR feasible in daily 

practice and it fulfilled their needs for information. In addition, women had a sense 

of control using the intervention. Future research will involve performing a pilot 

study according to the Medical Research Council framework with outcomes based 

on the patient’s sense of control, ability to cope, coping strategies, anxiety and pain. 
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Introduction 
n Europe, it is estimated that one or two 

women out of 100 between the ages of 20 

and 44 cannot become pregnant with their  
 

first child (1). Ten out of 100 women who have 

already a child, have problems to become preg-

nant for a second time (1). The most common 

causes of infertility are ovulation disorders (24%), 

a reduced quality of semen (20%), disorders in 

interaction of semen and cervix mucus (15%) and  
 

 

 

 

 
tuba pathology such as endometriosis (11%). In 

30% of all cases, the cause is unknown (2). One 

treatment for infertility is in vitro fertilization 

(IVF), also called test tube fertilization. IVF is a 

reproduction technique whereby one or more 

oocytes are fertilized with sperm outside the body. 

The resulting embryo or embryos are then placed 

into the uterus. According to estimates of the 
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Embryology (ESHRE), 350,000 babies per year 

are born worldwide through IVF (3). 

The most painful part of IVF treatment is the 

oocyte retrieval (OR). A cohort study of women 

receiving an IVF treatment showed that 6.9% of 

743 women found it to be very or extremely pain-

ful (4). Several psychological factors such as anx-

iety, side effects of hormonal treatment, previous 

negative experiences with gynaecological examin-

ations and perceived lack of control may be re-

lated to the pain experienced during OR (4). Anx-

iety has been described as being associated with a 

lower pain threshold and the feeling of being in 

control has been associated with the ability to 

cope with pain more efficiently (5). 

Several studies have been performed relating to 

different methods of pain relief during OR, such 

as conscious sedation, analgesia, electro acupunc-

ture and paracervical block (6, 7). They concluded 

that no method was superior to the others, and no 

consensus was reached on optimal pain relief 

during OR. It was advised that pain relief should 

be determined on an individual basis because non-

physical factors, such as motivation, the ability to 

cope and the medical team’s support, likely in-

fluence the experience of pain (6). 

Research on coping and psychological interven-

tions before OR is limited. However, a recent 

RCT found that music therapy during oocyte re-

trieval significantly decreased the vaginal pain 

(8). Based on an unpublished mixed method study 

and the existing literature about coping, a coping 

intervention for oocyte retrieval (CIFOR) was de-

veloped by a psychologist (9). This mixed method 

study interviewed 31 women (1st IVF cycle=11, 

2nd=13, 3rd=3, >3rd=4) post OR. The anxiety 

level was higher for women who experienced 

their first IVF cycle (9). The women were given 

information about OR, and they considered IVF a 

helpful approach. The women were anxious for 

several reasons, including worries about the num-

ber of eggs available (40%), level of pain (23%), 

the unknown (10%) and fear of needles (3%). 

Based on this study, Newton concluded that 

giving women pre-IVF information about possible 

outcomes like amount of eggs, level of pain, and 

quality versus quantity of the oocytes may be 

helpful (9). Women reported that they used se-

veral self-generated coping techniques, i.e., relax-

ation (Such as deep breathing, imagery and posi-

tive self-talk) (56%), distraction such as watching 

the monitor (37%) and distraction/affiliation such 

as focusing on husband’s face or hand (23%). Ex-

ternal facilitators included nurse behavior (Small 

talk, reassurance), physician behavior (Encourage-

ment, explanation), lighting (67%), music (47%) 

and feedback about eggs retrieved (25%). 

CIFOR is based on the framework of stress and 

coping developed by Lazarus and Folkman (10). 

They define coping as a constant shift in cognitive 

and behavioral efforts to manage specific burden-

some situations. Patients have limited control dur-

ing OR because of restrictions on movement, the 

unknown length of the procedure and uncertain 

procedural outcomes. It was expected that if pa-

tients were given control over minor but seeming-

ly important aspects of the OR, they would cope 

better with the procedure (10). 

In the Netherlands, CIFOR has never been used; 

therefore, it is important to gain an understanding 

of the experience of Dutch women who have un-

dergone an OR using this coping intervention. 

This is a complex process, and the elements de-

tailed by Medical Research Council, such as the 

development and feasibility of the coping inter-

vention must be carefully taken into consideration 

(11). This coping intervention requires further 

modeling and development before it can be im-

plemented in the future and before determining 

whether such intervention is feasible and useable 

for Dutch women who undergo oocyte retrieval. 

The aim of this study was to explore the experi-

ences of women using CIFOR while undergoing 

oocyte retrieval. A qualitative study was conduct-

ed to investigate these experiences.   
 

Methods 
Design: A generic qualitative study was perform-

ed (12, 13) to focus on how people interpret their 

experiences and what meaning they attribute to 

their experiences (14, 15). This study was con-

ducted between February and June 2018. 
 

Sample: To gain insight into different perspec-

tives while choosing informative cases (16), a 

purposeful sample of women with maximum vari-

ation was selected by the researchers from the 

medical files of a fertility clinic at the University 

Medical Centre Utrecht. Inclusion criteria were 

women who were undergoing their first, second, 

third or fourth IVF treatment. The women differed 

in age, and had varying quantities of follicles and 

children. Women were excluded if they did not 

speak Dutch, or if they underwent an OR for 

social and medical freezing or donation, because 

participation in this study could be viewed as a 

burden by these women.  
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Oocyte retrieval: In total, the oocyte retrieval 

procedure lasted 30 min and the suction to get the 

oocytes out of the ovaries lasted 5-10 min. The 

women undergoing the oocyte retrieval received 

paracetamol and diclofenac suppository one hour 

before the procedure. A transvaginal ultrasound 

guided oocyte retrieval was used to collect the 

oocytes from the ovary. The vaginal wall was 

numbed by a local anesthesia. A physician insert-

ed a needle through the vaginal wall into an ova-

rian follicle. The needle was attached to a suction 

device.   
 

Intervention: The CIFOR consists of a booklet in 

three parts. The first part gives pictures and de-

tailed information about the procedure, pain re-

lated information (Description of physical sense-

tion and pain intensity ratings) and outcome in-

formation (Average number of eggs retrieved, 

quality versus quantity of oocytes). The second 

part gives information about different coping 

strategies to be used during the OR (Muscle re-

laxation, deep breathing, distraction techniques 

and positive reappraisal). The third part is a per-

sonal coping plan which consists of four main 

categories of sense of control, distractions, self-

talk and environment. 

Women received verbal and written information 

about the intervention at the beginning of the 

treatment from a nurse. During the treatment, it 

was always possible to contact a nurse in case of 

questions about the CIFOR. Women had to com-

plete a personal coping plan before the egg re-

trieval. On the day of the OR, the plan was 

handed over and discussed with the physician and 

the nurses who were present during the retrieval. 
 

Data collection: An independent member of the 

treatment team contacted the selected women by 

telephone. Women who wanted to participate re-

ceived verbal and written information concerning 

the coping intervention from the researcher. In the 

subsequent days leading up to the OR, the women 

could read the information and fill out the per-

sonal coping plan. On the day of the OR, the plan 

was handed to the attending physician and nurse, 

who ensured that the coping plan was executed 

correctly during the procedure. Data collection 

continued until data saturation was achieved. Fif-

teen interviews were conducted, and saturation 

was reached after 12 interviews. Three additional 

interviews were performed to confirm saturation. 

This meant that data saturation was reached when 

there was sufficient information to replicate the 

study, no new information was obtained and cod-

ing was no longer feasible (17). Interviews were 

conducted by a female student researcher. The 

student researcher followed a training course on 

interview techniques and conducted two test inter-

views. Semi-structured interviews were performed 

15 min after the OR procedure, before the women 

received information about the number of oocytes 

collected and semen quality. Therefore, the inter-

views were not influenced by the patients’ posi-

tive or negative reactions to this information. In-

terviews were digitally recorded, and a full trans-

cription was made. A pre-prepared interview 

guide was created, consisting of three main topics: 

how did you experience the oocyte retrieval?, how 

did you experience CIFOR and how did you ex-

perience the support of the physician or nurse?. 

The researcher used a visual analogue scale 

(VAS) to determine pain and anxiety rates (18). 

Information about characteristics including age, 

diagnosis, number of children, quantity of fol-

licles and education was collected from medical 

files and from semi-structured interviews. 
 

Data analysis: The interviews were transcribed 

verbatim and analyzed using the Qualitative Ana-

lysis Guide of Leuven (QUAGOL) (19). This 

guide consists of 10 stages covering the prepar-

ation of the coding process and the actual coding 

process (Figure 1), for which a qualitative sof-

tware programme (MAXQDA 10) was used. The 

transcriptions were read and coded by IO and HO. 

Data collection and analysis is an iterative pro-

cess, in which there is constant forward and back-

ward movement between collection and analysis. 

As interviews progressed, more themes were iden-

tified. Our focus was on gaining in-depth inform-

ation from women regarding their experience of 

the OR while using CIFOR. To attain further in-

sight into this data, when there was no agreement 

between IO and HO, essential and common 

themes were discussed by the research group. To 

guarantee validity and trustworthiness, two resear-

chers were involved in the process of coding and 

the discussion of themes and conclusions. Further-

more, short reports and observational memos were 

written regarding the interviewees and the context 

of each interview so that the researcher could 

understand the interviews in their particular con-

texts. Credibility was taken into account by mak-

ing the findings compatible with participant per-

ceptions (20).  
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Ethical consideration: The Medical Research 

Ethical Committee of the University Medical 

Centre of Utrecht approved the research proposal. 

A consent form was signed by all research 

participants. Confidentiality of data and records 

was maintained by using numbers and fictional 

names.  
 

Results 
Recruitment and socio-demographic characteristics: 

Twenty-five women were approached for this 

study between January and May 2018, and 15 

wanted to participate, gave their consent and were 

interviewed. The interviews lasted between 26 

and 39 min. All partners were present during the 

interviews. Women chose not to participate due to 

the following reasons: they did not speak Dutch, 

they were experiencing emotional or relationship 

problems, they were not motivated to participate 

in research, the intervention had no added value or 

did not fit with their own coping strategies or the 

treatment was postponed due to a lack of follicles. 

The socio-demographic characteristics of the 

women who participated showed that maximum 

variation was achieved in age, number of treat-

ments, diagnosis, number of children and educa-

tional level (Table 1). This diversity is relevant to 

understanding the experiences of different women.  
 

Themes: Five themes emerged from the inter-

views: highly valuing the CIFOR, feasible in daily 

practice, need for information, sense of control 

and partner’s involvement. Each of these themes 

will be described and substantiated by quotes 

from the participants. 
 

Highly valuing the CIFOR: This study found that 

all women were positive about using CIFOR. 

Most of the women who were undergoing an OR 

for the second, third or fourth time already had 

found a way to cope with the procedure and sug-

gested that CIFOR was more valuable when pre-

paring for the first OR. The women’s experiences 

of pain and stress varied.  

Overall, 12 of the 15 women who underwent an 

OR got through the procedure well. Women who 

already had received an OR said that they ex-

perienced less pain and were less anxious than in 

earlier treatments. Three women who were under-

going their first OR had underestimated how pain-

ful it would be. 

Figure 1. Qualitative analysis guide of leuven 

Preparation of Coding Proces (paper and pencil work) 

1. Thorough (re) reading of the interviews       A holistic understanding of the respondent’s experience 

2. Narrative interview report  A brief abstract of the key storylines of the interview 

3. From narrative interview report to conceptual interview scheme                  Concrete experiences replaced by concepts 

4. Fitting-test of the conceptual interview scheme  Testing the appropriateness of schematic cord in dialogue 

5. Constant comparison process Forward-backwards movement between within-case and across-case analysis 

Actual Coding Process (using qualitative software) 

6. Draw up a list of concepts   A common list of concepts as preliminary codes 

7. Coding process-back to the "ground"  Linking all relevant fragments to the appropriate codes 

8. Analysis of concepts                   Description of concepts, their meaning, dimensions & characteristics 

9. Extraction of the essential structure   Conceptual framework or story-line 

10. Description of the results   Description of the essential findings 
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"I have to say, I did not prepare myself very well 

… . I thought those breathing exercises were 

unnecessary for me, because so far the examin-

ations for the IVF treatment were quite easy to 

handle, but the OR was pretty painful" (Benthe, 

27, 1st IVF).  

Despite pain medication, various pain scores 

were reported during the interview. On the pain 

VAS ranging from zero to ten, scores for local 

anaesthesia of the vagina were between one and 

seven, ovary puncture between one and nine and 

suction of follicles between zero and seven. Most 

of the women found the follicle suction more 

painful than the local anaesthesia. Local medic-

ation, as well as a systemic anaesthetic injection 

with morphine, was given to 12 women.  

"I especially liked CIFOR because actually it is 

the most important part in your life ... That is how 

we experience it … and you actually give up on 

the fact that you cannot get pregnant without help 

of the hospital and doctors or whatever you need 

and that is a big downer. By using this you can 

make it just a bit more personal" (Wendy, 27, 1st 

IVF). 
 

Feasible in daily practice: All women were posi-

tive about CIFOR’s feasibility. A majority were 

able to use CIFOR while preparing for and during 

the OR. Nurses discussed the coping plan with the 

women before the OR. 

"To fill in the coping plan was not that difficult or 

special. I became more aware of the possible 

coping strategies. I liked that. So I thought what 

can I do and what do I like and how can I get 

through this procedure …" (Suzan, 41, 4th IVF). 

Three women suggested that it might be better to 

link the information from the brochure to the 

coping plan more clearly. 

"I have to fill out the coping plan, and it should 

match more with the information brochure. Here 

(Indicates the coping plan) it says breathing and 

relaxation exercise and in the brochure, it is 

written another way. Sometimes I wanted to know 

more about a strategy, and then I had to search for 

it in the brochure. I think it should be easier when 

you have got titles in the coping plan and bro-

chure which are comparable with each other. Then 

it makes it easier to look back and fill everything 

out" (Meral, 20, 3rd IVF). 

The interval between when the women were 

given detailed verbal information and their OR 

process ranged from two to nine days. This was 

enough time for the women to read and fill out the 

coping plan. The coping plan was filled out by 13 

women at home. Twelve of these women brought 

it with them to the hospital and discussed it with 

the nurse present for the puncture.  

"Yes, we went through it before start of the OR. 

Then we also discussed this and what I will 

Table 1. Socio demographic characteristics of participating women 
 

Name Age (years) Children (n) Diagnosis IVF treatments (n) Follicles (n) Anaesthesia Education 

Marieke 35 1 PGD 1 11 SUP, LA Unknown 

Christa 40 1 Tuba anomaly 2 6 SUP, LA, SA University 

Lynn 36 0 Azoospermia 3 11 SUP, LA, SA University 

Wendy 27 0 Endometriosis 1 13 SUP, LA, SA Lower secondary general 

Benthe 27 0 Azoospermia 1 9 SUP, LA Higher vocational education 

Julia 33 0 Azoospermia 1 12 SUP, LA, SA University 

Meral 20 0 Azoospermia 3 13 SUP, LA, SA Higher vocational education 

Haife 30 0 PGD 3 17 SUP, LA, SA 
Intermediate vocational  

education 

Valerie 32 0 PGD 2 11 SUP, LA, SA Higher vocational education 

Xandra 28 0 PGD 2 11 SUP, LA Higher vocational education 

Anne 38 1 
Unknown 

fertility problem 
2 13 SUP, LA, SA Higher vocational education 

Patricia 34 1 PGD 3 6 SUP, LA, SA Higher secondary general 

Janet 41 0 PGD 3 3 SUP, LA, SA University 

Sofie 34 1 Male factor 3 15 SUP, LA, SA 
Intermediate vocational  

education 

Suzan 41 1 PGD 4 9 SUP, LA, SA University 
 

PGD=Pre Implanted Genetic Diagnostic, SUP=Suppository, LA=Local Anaesthesia, SA=Systemic Anaesthesia 
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arrange and that it will be all right. They [The 

nurse and doctor] both told me what they were 

doing and why, and it was what I expected" (Ben-

the, 27, 1st IVF). 

One woman forgot to bring her coping plan, but 

told the nurse how she wanted to proceed. Ano-

ther participant filled out the plan after the punc-

ture, but had discussed her preferences with the 

nurse. One woman and her partner reported that 

filling out this coping plan had caused them stress 

due to the number of choices. 

"You’ve got a lot of choices and suddenly you’ve 

got to think about that. Some things we already 

do, but maybe you just think about it a little bit 

more and that’s good too…" (Patricia, 34, 3rd 

IVF). 

Others, especially women who were having their 

first OR, reported that filling out the coping plan 

before the procedure was difficult because it is 

hard to determine which coping strategies one 

wants to use and which are feasible. 

"I found it difficult to fill out the plan because it 

is … well, I can say right now I do like to use that 

strategy and I suppose I will, but I might respond 

differently and say "just leave me alone" (Wendy, 

27, 1st IVF). 
 

Need for information: This study found that the 

majority of the women were positive about the 

informative brochure and coping plan. They found 

the brochure to be comprehensive and clear. De-

tailed information about the procedure was very 

helpful to read before the first OR.  

"The general hospital brochure describes what 

you can expect, but this one was more detailed. It 

gave more information as to exactly what to ex-

pect. You are more prepared when the OR starts" 

(Sofie, 34, 3rd IVF). 

Three out of four women who underwent their 

first IVF treatment found that using CIFOR was 

helpful in preparation. Some women read the bro-

chure once or twice, and one read it more fre-

quently, up to 20 times.  

"I like the information brochure just because it 

gives detailed information about what you can ex-

pect during the puncture. It says what the phys-

ician and nurse are going to do, and I can say 

what I prefer" (Sofie, 34, 3rd IVF). 

One woman had not realized what the puncture 

involved, and even with the provided information, 

she was not prepared and found it to be more 

painful than expected. A few women were upset 

by the detailed information and thought the 

images were too alarming which increased their 

anxiety.  

"The information brochure was too threatening for 

me and too detailed. I knew about it, but I did not 

want to see it. I wanted a bit more superficial in-

formation. The pictures gave me a negative ex-

perience. I did not like them" (Haife, 30, 3rd IVF). 

Most of the women said that the brochure re-

duced their stress because they knew what to ex-

pect. 

"Well, I think it is pleasant, because women can 

prepare themselves better. They can be mentally 

prepared and go through the steps of the puncture 

in their mind, and so they can be more relaxed 

during the puncture and start it with more control. 

They know what to expect" (Janet, 41, 3rd IVF). 
 

Sense of control: The use of CIFOR gave women 

a sense of control, not only over the OR, but also 

over which coping strategies suited them and 

should be used. There was some variation in the 

chosen coping strategies (Table 2).  

The most used coping strategies were: "I want to 

be told when to expect discomfort (87%), watch 

the monitor (80%), breathing exercise (73%)". 

The majority of the women reported that they 

chose coping strategies similar to what they used 

in daily life. Women did not choose new strat-

egies. 

"Yes, it is now a more reflective process, because 

otherwise it is only a physical experience. But 

now with all information it can be a conscious ex-

perience. I read the steps on paper and felt a kind 

of sense of control about the process. I suggest 

that especially women undergoing their first OR 

should read this information brochure, because the 

first was the most nerve-racking for me. I didn’t 

know how the procedure would go" (Janet, 41, 

3rd IVF).  

The women were aware of what they themselves 

could do when preparing for an OR. All the des-

cribed coping strategies gave women the realiza-

tion that they had a choice of whether or not to 

use them, and this choice provided the women 

with a sense of control over the situation.  

"I have to say, using this coping plan calmed me. 

It was a very nice experience. It made the proced-

ure more personal, and it was positive to have 

control in knowing, I could say what I preferred" 

(Wendy, 27, 1st IVF). 

In total, 12 women indicated that they wanted to 

know when there might be pain during the punct-

ure. They also wanted to use the distraction strat-
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egy "looking at the monitor" to see what the 

physician was doing, including the suction of the 

follicles.  

"I really liked seeing when the needle went inside 

and seeing what was happening. I watched not 

only the monitor but everything around me, what 

the nurses were doing. At the moment the punct-

ure became uncomfortable, I focused on the moni-

tor and not on my pelvic floor" (Xandra, 28, 2nd 

IVF). 

In this study, it was found that seven of the 

women discussed whether they or the doctor 

should decide when to start the procedure. They 

found it difficult to choose when to start and 

thought the doctor should be in charge. 

"Since I know that I am going to postpone it, there 

must be someone who asks "Are you ready?" 

"Yes or no?". Then, the choice is still mine’ 

(Wendy, 27, 1st IVF). 
 

Partner’s involvement: All women participating in 

the study had a partner. Partners took a passive 

role in using CIFOR; it was important for them to 

"be there" to support their wives during the 

procedure. The brochure went unread by 13 part-

ners either due to a lack of time or a lack of in-

terest.  

"No, I didn’t read the information brochure. I 

thought it was more for her" (Xandra’s partner, 

28, 2nd IVF). 

"I joked a bit, provided a bit of distraction and I 

said a couple of times "You are doing well" and 

that kind of thing. The best thing you can do is be 

there for her!" (Julia’s partner, 33, 1st IVF). 

However, all the partners had discussed the cop-

ing plan and strategies with their wives to varying 

degrees and were prepared to do what suited the 

women.  

"I am here to give her support and give her 

positive energy and compliments" (Meral’s part-

ner, 20, 3rd IVF). 

 

Discussion 
This study focused on women’s experiences 

during CIFOR. Five themes were identified: high-

Table 2. Results of the completed coping plan by the participating women 
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Sense of Controle 
                 

I say when I am ready to start 
 

1 1 
   

1 1 
  

1 1 1 
  

7 47 

I ask for breaks during the puncture 
 

1 
    

1 
    

1 1 
  

4 27 

I want to be told when to expect 

discomfort  
1 1 1 1 1 1 1 1 1 1 1 1 1 

 
13 87 

I want to watch the monitor: the nurse 
explains what’s there 

 1 1 1 1 1 
 

1 1 1 1 1 
 

1 1 12 80 

Distraction 
                 

Activities are practised at home 1 1 
        

1 1 1 
  

5 33 

Breathing exercise 1 1 1 1 
 

1 1 1 
  

1 1 1 1 
 

11 73 

Relaxation exercise 
       

1 
  

1 1 1 
  

4 27 

White knuckling 
   

1 
 

1 1 
    

1 1 1 
 

6 40 

Focus on picture or object in the room 
      

1 
  

1 
  

1 1 
 

4 27 

Talk about something positive 
      

1 1 1 1 
 

1 1 1 1 8 53 

Visualize a relaxing place 
  

1 
         

1 
  

2 13 

Self-Talk 
                 

Positive reminders about 
  

1 
   

1 1 1 1 
 

1 
   

6 40 

Procedure 
 

1 
     

1 1 1 
 

1 
   

5 33 

Outcome 
 

1 1 1 
   

1 1 1 
 

1 
   

7 47 

Enviroment 
                 

Temperature (Blanket) 
 

1 1 1 1 
    

1 
 

1 1 
  

7 47 

Lighting 
  

1 
         

1 1 
 

3 20 

Music 
   

1 
 

1 
   

1 
  

1 
  

4 27 

Total 2 9 9 7 3 5 8 9 6 9 6 13 13 7 2 
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ly valuing the CIFOR, feasible in daily practice, 

need for information, sense of control and part-

ner’s involvement.   

Women highly valuated the CIFOR. In general, 

the experienced pain during ORs was less than 

anticipated or experienced in previous ORs.  

This study showed that women find CIFOR 

feasible. The feasibility of an intervention is based 

on whether it is appropriate for further testing; it 

enables investigators to assess whether an inter-

vention is relevant and workable (21). According 

to the results, in general, CIFOR is practical and 

easy to use and overall the participants experi-

enced a positive effect. Women were interested in 

it and intended to use CIFOR when preparing for 

OR experiences. It was not considered a burden to 

complete the coping plan and use the coping strat-

egies. Furthermore, CIFOR is in line with the 

procedures of nurses and physicians, who seek to 

prepare and support women. A point of interest is 

that women needed time to read the brochure, and 

they suggested linking the information from the 

brochure to the coping plan in a better way. 

This study also showed that different patients 

require different amounts of information. Most 

women wanted information, but some found the 

information too detailed and became stressed. 

This could be explained by the fact that both 

"monitors" and "blunters" are part of the study 

population. Two psychological coping styles can 

be identified for dealing with threats, monitoring 

and blunting (22). Monitors are concerned about 

risks with regard to a health threat and attend to 

threatening information, while blunters avoid 

threatening information. A randomized control 

study about the effects of an information brochure 

on patients’ experience of  gastrointestinal endo-

scopy for the first time showed reduced anxiety 

by those who were high monitors (23).  

Another theme that has emerged involves con-

trol. This study revealed that women have dif-

ferent preferences when it comes to control. Cop-

ing with a situation involves attempting to control 

it by modifying the environment, changing the 

situation or managing behavior and emotions (9). 

CIFOR is based on the stress and coping strategy 

of Lazarus and Folkman (24). These experiences 

of control can be divided into objective and sub-

jective types. Objective control refers to the actual 

controllability of outcomes. Subjective control re-

fers to the perceived control or the estimation of 

available control (24). Women have limited con-

trol during the OR. By using CIFOR, women 

were more aware of their opportunities and possi-

ble choices for different coping strategies, which 

allowed them to gain a sense of control during the 

process. In most cases, the women chose coping 

strategies that were familiar to their daily lives. In 

the future, professionals could encourage and 

teach women to use new coping strategies as well. 

Partner involvement is the last important theme. 

The partners were largely concerned with "being 

there". Most did not play an active role in using 

CIFOR. They thought it would be more applicable 

to the women undergoing the procedure. Some of 

the partners were not present during the introduc-

tion of the study. This could have influenced their 

involvement. Men experienced the IVF procedure 

in a different way. Qualitative studies showed that 

many men characterize their own approach to IVF 

as scientific; although the men in this study indi-

cated a strong interest in technology, they were 

only passively or not actively involved in the pro-

cess (25-27). The researchers in these studies con-

firmed that partners were largely interested in 

being present, doing what the women wanted and 

providing emotional support. Similarly, in this re-

search project, most partners did not feel the need 

to read the provided information, but they did 

want to be there for their partners and support 

them in their preferred ways. To increase partner 

involvement, more information about CIFOR 

should be supplied. Partners’ passive roles in 

CIFOR did not shed light on how each pair ex-

perienced the process of IVF treatment together. 

Studies have shown that infertile couples endure 

the difficulties of infertility by sharing their 

thoughts and feelings and supporting each other  

(28).  

The strength of this study is in its use of max-

imum variation. Due to the diversity in the partici-

pating women, CIFOR is shown to be widely ap-

plicable, and this study has provided different 

perspectives on its usefulness. Interviews allowed 

for a deeper understanding of participants’ experi-

ences. Holding an interview directly after the OR 

was an advantage because the quantity of the 

oocytes and quality of sperm were unknown; 

therefore, the interview was not influenced by 

emotions related to the success of the procedure.  

Some limitations need to be taken into account. 

One limitation is that although women were will-

ing to participate, IVF treatment is an emotional 

procedure, and therefore in some cases partici-

pating in the study was viewed as an added bur-

den. Some women experienced pain during the 
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interviews. Moreover, some felt anxious about the 

results of the retrieved oocytes and the quality of 

the sperm. This could have influenced the inter-

view, because the couples were distracted and 

tense. CIFOR was not always optimally under- 

stood by partners. To maintain participation of 

partners, more attention should be paid to explain-

ing to them how to use CIFOR.  

This study has showed that women had positive 

experiences using CIFOR and felt it was valuable 

during a first OR but less useful during a second, 

third or fourth retrieval. This type of coping inter-

vention is feasible in daily practice, but practical 

adjustments must be made based on the experi-

ences of the women. 

 

Conclusion 

In conclusion, CIFOR can be used by women 

who undergo an OR. Women highly valued the 

tool.  

They found it feasible in daily practice and it 

fulfilled their needs for information. In addition, 

women had a sense of control using the inter-

vention. It is unclear if CIFOR reduces pain and 

anxiety; therefore, future research into the effect 

of CIFOR on pain and anxiety is recommended. 

Future research will involve performing a pilot 

study according to the Medical Research Council 

framework with outcomes based on the patient’s 

sense of control, ability to cope and coping strat-

egies. 

 

Acknowledgement 
The authors thank Jacky Boivin and Christopher 

Newton for providing information about the de-

velopment and unpublished studies about the 

CIFOR. 

 

Conflict of Interest 
No conflict of interest has been declared by the 

authors.  

 

References  
1. World Health Organization. Sexual and reproductive 

health. Geneva: World Health Organization. 2012. 

Global prevalence of infertility, infecundity and child-

lessness. [cited 2020]; [about 1 screen]. Available 

from: http://www.who.int/reproductivehealth/topics/ 

infertility/burden/en. 
 

2. Van Asselt KM, Hinloopen RJ, Silvius AM, Van der 

Linden PJQ, Van Oppen CCAN, Van Balen JAM. 

NHG-Standaard Subfertiliteit [Internet]. Nederland: 

Nederland huisartsen genootschap. 2010 [cited 2020]; 

[about 3 screen]. Available from: https://richtlijnen. 

nhg.org/standaarden/subfertiliteit#volledige-tekst 
 

3. European society of human reproduction and embry-

ology. Workshops, symposia and training courses. 

Grimbergen, Belgium: ESHRE publication. Avail-

able from: https://www.eshre.eu/Publications/Text-

books-and-lecture-handouts.aspx.  
 

4. Frederiksen Y, Mehlsen MY, Matthiesen SMS, Za-

chariae R, Ingerslev HJ. Predictors of pain during 

oocyte retrieval. J Psychosom Obstet Gynaecol. 

2017;38(1):21-9. 
 

5. Gejervall AL, Stener-Victorin E, Cerne A, Borg K, 

Bergh C. Pain aspects in oocyte aspiration for IVF. 

Reprod Biomed Online. 2007;14(2):184-90. 
 

6. Stener-Victorin E. The pain-relieving effect of elec-

tro-acupuncture and conventional medical analgesic 

methods during oocyte retrieval: a systematic review 

of randomized controlled trials. Hum Reprod. 2005; 

20(2):339-49. 
 

7. Kwan I, Wang R, Pearce E, Bhattacharya S. Pain 

relief for women undergoing oocyte retrieval for as-

sisted reproduction. Cochrane Database Syst Rev. 

2018;5(5):CD004829. 
 

8. Cheung CWC, Yee AWW, Chan PS, Saravelos SH, 

Chung JPW, Cheung LP, et al. The impact of music 

therapy on pain and stress reduction during oocyte 

retrieval-a randomized controlled trial. Reprod Bio-

med Online. 2018;37(2):145-52. 
 

9. Newton, CR. Assisting patients to manage oocyte 

retrieval: American Society for reproductive Medi-

cine. Presentation Post graduate Program Denver; 

2010. 
 

10. Lazarus RS, Folkman S. Stress, appraisal, and cop-

ing. 1st ed. New York: Springer; 2006. 376 p. 
 

11. Craig P, Dieppe P, Macintyre S, Michie S, Na-

zareth I, Petticrew M, et al. Developing and evalu-

ating complex interventions: the new medical re-

search council guidance. BMJ. 2008;29;337:a1655. 
 

12. Craig P, Dieppe P, Macintyre S, Michie S, Na-

zareth I, Petticrew M. Developing and evaluating 

complex interventions: the new medical research 

council guidance. Int J Nurs Stud. 2013;50(5):587-

92. 
 

13. Bleijenberg N, de Man-van Ginkel JM, Trappen-

burg JCA, Ettema RGA, Sino CG, Heim N, et al. 

Increasing value and reducing waste by optimizing 

the development of complex interventions: enrich-

ing the development phase of the medical research 

council (MRC) framework. Int J Nurs Stud. 2018; 

79:86-93. 
 

14. Kahlke RM. Generic qualitative approaches: Pit-

falls and benefits of methodological mixology. Int 

J Qual Methods. 2014;13(1):37-52.  
 



 

 

216 J Reprod Infertil, Vol 21, No 3, Jul-Sept 2020 

Coping Intervention for Oocyte Retrieval 

 

JRI 

15. Merriam SB. Qualitative research, a guide to de-

sign and implementation. 2nd ed. USA: Jossey-

Bass publisher; 2009. 237 p. 
 

16. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, 

Duan N, Hoagwood K. Purposeful sampling for 

qualitative data collection and analysis in mixed 

method implementation research. Adm Policy 

Ment Health Ment Health. 2015;42(5):533-44. 
 

17. Fusch PI, Ness LR. Are we there yet? data satur-

ation in qualitative research. Qual Rep. 2015;20(9): 

1408-16. 
 

18. de C Williams AC, Craig KD. Updating the defin-

ition of pain. Pain. 2016;157(11):2420-3. 
 

19. Dierckx de Casterle B, Gastmans C, Bryon E, Den-

ier Y. QUAGOL: a guide for qualitative data ana-

lysis. Int J Nurs Stud. 2012;49(3):360-71. 
 

20. Holloway I, Wheeler S. Qualitative research in 

nursing and healthcare. 3rd ed. 2010. UK: John 

wiley & sons; 2010. 351 p. 
 

21. Eldridge S, Bond C, Campbell M, Lancaster G, 

Thabane L, Hopwell S. Definition and reporting of 

pilot and feasibility studies. Trials. 2013;14(Suppl 

1):O18.  
 

22. Miller SM. Monitoring versus blunting styles of 

coping with cancer influence the information pa- 

tients want and need about their disease. Implica- 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

tions for cancer screening and management. Can-

cer. 1995;76(2):167-77. 
 

23. van Zuuren FJ, Grypdonck M, Crevits E, Vande 

Walle C, Defloor T. The effect of an information 

brochure on patients undergoing gastrointestinal 

endoscopy: a randomized controlled study. Patient 

Educ Couns. 2006;64(1-3):173-82. 
 

24. Folkman S. The Oxford handbook of stress, health, 

and coping. 1st ed. Oxford; New York: Oxford 

University Press; 2011. 451 p. 
 

25. Throsby K, Gill R. It’s different for men: Mascu-

linity and IVF. Men Masc. 2004;6(4):330-48.  
 

26. Herrera F. Men always adopt: Infertility and repro-

duction from a male perspective. J Fam Issues. 

2013;34(8):1059-80. 
 

27. Schick M, Rösner S, Toth B, Strowitzki T, Wisch-

mann T. Exploring involuntary childlessness in 

men–a qualitative study assessing quality of life, 

role aspects and control beliefs in men’s perception 

of the fertility treatment process. Hum Fertil 

(Camb). 2016;19(1):32-42. 
 

28. Ying LY, Wu LH, Loke AY. The experience of 

chinese couples undergoing in vitro fertilization 

treatment: Perception of the treatment process and 

partner support. PLoS One. 2015;10(10):e0139691.  

 

 


