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Abstract 
Nearly 5% of new-borns in the Netherlands are now born following Medically As-
sisted Conception (MAC), a steadily increasing number. Our qualitative study ex-
plored the subjective impact of subfertility and fertility treatment for parents who 
successfully achieve pregnancy following MAC and make health professionals more 
aware of the psychological needs of those clients. The study was based on the con-
structive/interpretative paradigm using a constant comparison/grounded theory de-
sign. Two men and nine women in the Netherlands who conceived as a result of 
MAC were interviewed in 2011. Our findings show that MAC-parents were exposed 
to a range of emotions such as disappointment, hope and uncertainty during the 
subfertile period, and these feelings were even felt after successful fertility treatment. 
The relationship and social support from friends and others in the same position 
were very important. Regarding the relationship with the partner during the subfer-
tile period, the main thing the couple have to do is to keep talking with one another. 
Although they did not always agree on all issues, it was found that maintaining the 
communication strengthened the links between them by the end of the process. We 
concluded that the feelings and emotions during fertility treatment play a big role 
during the subfertile period and remain important during pregnancy and even after 
childbirth. Subfertile clients want maternity care providers to ask those who success-
fully achieve pregnancy following MAC about their experiences during fertility treat- 
ment, check that they still are receiving adequate social support, and involve the 
partner in prenatal checks. 
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1. Introduction 

The current prevalence of subfertility (not being able to get pregnant (conceive) after 
one year of regular, unprotected sex) is estimated to be around 9% worldwide for 
women aged 20 - 44 [1]. Medically assisted conception (MAC) is becoming an increas-
ingly more common treatment option for women and couples who experience subfer-
tility, especially in Europe [1]. At least 4.3% of all births in the Netherlands result from 
MAC [2]. In the Netherlands, pregnancy after MAC is considered “normal” with no in-
dication for increased obstetric risk. Therefore, a MAC-pregnancy can be monitored by 
a primary care midwife [3]. 

Subfertility and subsequent fertility treatments in general can have strong negative 
psychosocial consequences, although Paul et al. [4] did find in a cross-sectional study 
that some of the 121 studied individuals in the USA experiences this part of their life as 
a period of personal growth. The negative consequences found in many studies and re-
views included increased levels of stress, confusion and anxiety [5] [6] [7], decreased 
satisfaction with the couples’ relationship and sexuality [8] [9], decreased satisfaction 
with social life and, in unsuccessful treatments, hampered grieving [10] [11] and lasting 
sadness [12]. These negative consequences are found in both men and women, and 
while some authors suggest these consequences may be somewhat stronger in women 
[8] [13] [14], others did not [12] [15]. A successful fertility treatment does not resolve 
all negativity, as parents who conceived through fertility treatment had higher levels of 
anxiety in early pregnancy [5] [16] and perceived pregnancy as being more risky and 
demanding [17] [18]. 

The pervasiveness of the psychosocial impact of subfertility and fertility treatments, 
has led some authors to concluding that midwives and other maternity care providers 
need to know about their clients’ experience during a possible previous period of sub-
fertility if they are to plan perinatal care effectively [19]. Awareness of subfertility issues 
[20] [21] [22], knowledge on (the impact of) subfertility and subfertility treatments [23] 
and understanding of the needs of clients who successfully conceive after treatment 
[16] [17] [24] [25] [26] may be present for fertility staff in hospitals, this information 
have been found lacking in midwifery care practice in community. Increasing knowl-
edge and awareness of the client’s experiences through research could bring perinatal 
care more in line with the needs of couples who have undergone successful fertility 
treatment. This study used data from a larger qualitative research on the impact of sub-
fertility and MAC-pregnancies on the perspectives of pregnancy and birth [24]. 

The research question addressed in the current paper was: How do parents after a 
MAC-assisted pregnancy describe the psychosocial impact of the subfertile period and 
fertility treatments? The aim is to make health professionals who provide midwifery 
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care for people who have conceived with MAC more aware of any specific psychosocial 
need they might have as a result of the experience of infertility and fertility treatment. 

2. Methods  
2.1. Study Design 

This qualitative study was undertaken using an interpretivist/constructivist paradigm 
and a constant comparison/grounded theory design [27] [28] with semi-structured, in- 
depth open interviews to explore the impact of subfertility and fertility treatment for 
parents who successfully achieve pregnancy following fertility treatment. The COREQ 
checklist [29] was used to ensure that our study complied with the criteria for qualita-
tive research. We intended to interview until we reached saturation of concepts.  

2.2. Data Collection 

The participants—who have conceived and given birth as a result of fertility treatment- 
were recruited via an announcement on an internet forum for people with fertility 
problems and via snow-ball sampling. Nine interviews with eleven participants were 
held. Two couples were interviewed at home in Groningen in the spring of 2011 by fi-
nal year midwifery students (student group A) who had received a five-day training on 
interviewing and qualitative research. After the decision to continue this study, seven 
interviews with participants outside Groningen were held by phone by CW (psycholo-
gist) in November 2011. All interviewees had gone through a period of subfertility and 
finally became pregnant after fertility treatment. The interviewers did not know the in-
terviewees. There were two other persons interested in participating in the study, but 
they dropped out for unknown reasons before the interviews were held. 

Prior to data collection, the topic list and semi-structured interviewing method were 
tested in a pilot interview with a midwife lecturer. The topic list shown in Table 1 was 
used to ensure internal consistency of the interviews. The follow-up questions de-
pended on what the interviewees said. All interviews were recorded on tape, and lasted 
55 minutes on average (range: 28 - 91 minutes). Participants were encouraged to speak 
freely about their experiences before, during and after pregnancy in a single interview. 
The interviewers stressed their neutrality by exploring both positive and negative re-
marks of participants. At the conclusion of each interview the participants were invited 
to provide feedback on the interview and to verify a short oral summary. Directly after  
 
Table 1. Topic list for interviews with parents who have conceived as a result of fertility treat-
ment. 

Fertility history (context of desire to conceive, fertility treatment, gravidity, miscarriages, surrogate 
pregnancies, abortions)  

Gynaecological & obstetric history (parity, details of past pregnancies) 

What was your experience during your period of subfertility? 

What role did feelings and emotions play during the period when you were trying to become pregnant?  

How did the people close to you react to your feelings and emotions during fertility treatment? 
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an interview the interviewers evaluated their findings and formulated areas that called 
for more in-depth exploration in the next interview related with the current study, fol-
lowing the constant comparison/grounded theory design. 

2.3. Data Analysis 

All nine interview recordings were transcribed verbatim. The transcripts were initially 
read separately by JM, NM and CW and text segments were selected on relevance to the 
research question. Data were then categorized into themes by each researcher, using 
content analysis [27]. The interviews were first open coded (labelling), axial coded 
(categorized) and then selectively coded (thematically). The analyses were performed 
by CW (psychologist), JM and NM (student midwives), with consensus reached on the 
findings and with reflections on the research process and the role of the researchers. 
Transcripts were coded by each researcher independently, and the code trees generated 
were in agreement with each other. Examples of the analytical coding process are 
shown in Table 2. All codes, categories and themes found were then arranged in a code 
tree (Figure 1). The analysis indicated data saturation, which means that the inclusion 
of further data would probably not have resulted in the identification of new themes. 
Quotes were translated into English by an accredited translator. To assess the credibility 
of our findings, the final subthemes and main themes were discussed in a group session 
of health care professionals at a conference, with midwifery lecturers and with a mid-
wifery consultant at a fertility centre. 

2.4. Ethical Considerations 

This study was approved for research purposes by the scientific committee of our insti-
tute (WC2011-005) and supported by patient organisation Freya. All interviewees re-
ceived written information by email and verbal information about aim and content of 
the interviews, and the interviewees gave verbal informed consent to audio taped inter-
views. All participants were assured of anonymity and confidentiality and that they 
could freely withdraw from the study at any time. All data were anonymized. Each par-
ticipant was given the opportunity to read their transcript and a draft version of this ar-
ticle. No further comments were returned. 

3. Results 

We held interviews with participants from different parts of the Netherlands (north, 
central, south). Table 3 presents the participants’ characteristics. The average age of the 
 
Table 2. Example of coding process; emotions during MAC. 

1st level 2nd level 3rd level 4th level 

Fragment Labelling Category Theme 

Bertha p.4.: “Such a range of different feelings. 
Angry one moment, sad the next, and finally 
indifferent-you just say, well that’s how it goes. 
(..) A bit of an emotional rollercoaster.” 

Angry 
Sad 

Indifferent 
Emotional rollercoaster 

Feeling and emotions 
with MAC 

Emotions 
during MAC 
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Figure 1. Schematic representation of the results. 
 

women was 34.1 years (range 32 - 38 years) and the average age of the men was 33.5 
years (range 32 - 35 years). The majority of the participants had waited two years or 
more to get pregnant (range 6 months-5 years). The cause of subfertility was attributed 
to the woman (n = 2), the man (n = 4), both partners (n = 1) or cause unknown (n = 2). 
Different fertility treatments were used, like IntraUterine Insemination (IUI), IVF, ICSI 
and donor insemination (DI).  

The perceptions on psychosocial aspects of subfertility of parents who have con-
ceived and given birth as a result of fertility treatment could be categorised into three 
main themes.  

1) Emotions during MAC, describing the feelings and emotions associated with fer-
tility treatment, motherhood and getting on with life after fertility treatment.  

2) Social environment, describing the interaction with friends and relatives with 
other pregnant women and their children, and with others in the same situation and 
the hospital. 
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Table 3. Characteristics of interviewees. 

(Fictional) name Age1 Region GPA2 
Cause of 
infertility 

Type of fertility treatment3 
Duration of 
treatment 

Care provider 
during pregnancy 

Anna 33 
Groningen G1P1 

Reduced sperm 
potency 

ICSI 5 attempts in the cycle and 
3 replacements 

2.5 years 
Midwife referred to  

gynaecologist at 
term Abraham 35 

Bertha 31 
Groningen G1P0 Early menopause 

7 IUI 6 ICSI in own cycle 
Hyperstimulation 

4.5 years Midwife 
Bjorn 32 

Catharine 37 Utrecht G2P1 
Cause 

Unknown 

1st: 4 IUI, 2 IVF, 1 cryo 
replacement 

2nd: spontaneous 
4 years 

Midwife referred at 
36 weeks Midwife 

Didi 34 Overijssel G2P0A1 
Reduced sperm 

potency 
4 ICSI in Zwolle and 1 

ICSI in Germany 
4 years Midwife 

Erica 32 
Zuid-Holland 

(Leiden) 
G2P2 

Cause 
unknown 

1st: 5 IVF, 7IUI, 2 ICSI 
2nd: 12 cryos, 1 ICSI 

1st: 4 years 
2nd: 1.5 years 

Midwife 
Midwife 

Fay 38 Utrecht G2P2† Male infertility 
1e: TESA premature labour at 

23 weeks: delivered by midwife 
2nd: finish up Cryo , 2 x ICSI 

1st: 1.5 years, 9 
months on 
waiting list 

2nd 

Midwife 
referred at 23 weeks 

Gynaecologist 

Gwen 36 Utrecht G3P2†A1 
Elevated FSH, 

otherwise 
unknown 

1e: spontaneous IUFD at 24 
weeks due to trisomy 18 

2e: spontaneous 
3e: 7 IUI, 1 ICSI 

2nd: 6 months 
3rd: 5 years 

Midwife referred to 
gynaecologist at 6 

months 

Helen 34 Overijssel G2P1A1 
Sterilization of 

husband 
1st: PESA, 3 ICSI 

2nd: 1 ICSI 
2.5 years Midwife 

Ivonne 32 Noord-Brabant G2P1A1 
PCOS 

Male infertility 

1e: 6 ICSI, 3 cryo, 1 IMSI in 
Germany 1 DI 

(IUFD 10 week) 2e: 1 DI 
4.5 Gynaecologist 

1At time of interview, 2G = gravidity, P = parity A = No. of abortions, 3Cryo = cryopreservation, DI = donor insemination, ICSI = intracytoplasmic sperm injection, 
IMSI intracytoplasmic morphologically selected sperm Injection IUFD = intrauterine Foetal Death, IUI = intrauterine insemination, IVF = in vitro fertilization, 
PCOS = polyCysteus ovarium syndroom. PESA = percutaneous epididymal sperm aspiration, TESA = testicular sperm extraction. 

 
3) The couple’s relationship, describing the importance of communication, the im-

portance of reaching agreement on key issues and the partner’s perception of the whole 
fertility treatment process. 

3.1. Emotions during MAC 
3.1.1. Feelings and emotions with MAC 
Fertility treatment gives rise to a variety of feelings and emotions to the interviewees, 
irrespective of the type or length of fertility treatment involved. The interviewees ex-
perienced MAC as time-consuming and frustrating (Table 4), largely due to the alter-
nation of hope and disappointment in the course of the treatment. The women re-
garded their wish to have children as a very natural one, and that failure to conceive by 
natural means led them to feel disappointed in their own bodies. The interviewees fur-
ther frequently stated that they overcame this feeling of disappointment at a given mo-
ment (Table 4). When the course of treatment was completed, women tended to feel 
very uncertain, while at the same time hoping for a good result. They could hardly wait 
to have the test that would tell them whether the treatment had been successful. How-
ever, a negative test result led to disappointment and loss of all the hope that had been  
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Table 4. Emotions during MAC: feelings and emotions with MAC—quotes of interviewees. 

Anna (p. 2): “You know in advance that it’s not going to be an enjoyable experience, and you take that into account, but still … all that waiting, the whole 
process takes so long, it’s just very frustrating.” 
Anna (p. 13): No, I don’t think I really felt like that. Of course, it’s disappointing but you develop immunity to disappointment.” 
Bertha (p. 4): “Such a range of different feelings. Angry one moment, sad the next, and finally indifferent—you just say, well that’s how it goes.” 

 
built up. In brief, the parents experienced a whole range of conflicting emotions during 
the subfertile period (Table 4). These conflicting emotions could, among other reasons, 
give rise to doubt about continuing treatment.  

3.1.2. Motherhood  
Nevertheless, motherhood seemed to be so important for all women that none actually 
stopped treatment. One of the reasons was that motherhood is such a basic instinct to 
these women that they cannot imagine life without it (Table 5). They could not bear 
the idea of never being able to conceive once they had set their mind on it. This topic 
came up repeatedly in our study, indicating that women regard motherhood as an es-
sential part of their life (Table 5). They felt that having a baby is an integral part of life. 
Some felt that the failure to have a baby would mean the end of their life. 

3.1.3. Planning for the Future 
Sadness was followed by frustration, when interviewees found that they could not plan 
for the future. Participants found in very difficult to make practical decisions, because 
they did not know what their life would be like in the future (Table 6). 

3.2. Social Environment 
3.2.1. Friends and Relatives 
Couples who were prepared to talk openly about their fertility treatment received a lot 
of social support and involvement from the people around them (Table 7). Just having 
someone who was prepared to listen and to whom they could tell their story was re-
garded as important in this respect. Friends who had been through the same kind of 
experience gave a lot of understanding and sympathy.  

3.2.2. Pregnancy and Children 
Interviewees sometimes found it difficult to deal with the pregnancy of their friends 
who had conceived naturally (Table 8). Mothers-to-be and their partners spoke less 
about their pregnancy and showed less interest in details of the fertility treatment when 
they had passed on to the next phase, that of “pregnancy and having children”. This 
shift in focus could lead to tensions on both sides. Nevertheless, it appeared from the 
interviews that no friendships were broken, even though some interviewees found it 
quite painful to see their friends’ new babies.  

3.2.3. Other People in the Same Position 
The contact with people in the same position through Internet forums or in their own 
social network, and the recognition and understanding this gave, was particularly wel-
come (Table 9). The feeling that they were not alone in this experience was reassuring,  
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Table 5. Emotions during MAC: motherhood—quotes of interviewees. 

Erica (p. 22): “Yes, it’s a kind of basic instinct, I think, the wish to have a baby whatever happens.” 
Catharine (p. 17): “The possibility that increased with every course of treatment you had—at least, that’s how you feel-that you would never have the baby 
you dreamed of. I really couldn’t imagine a life without motherhood. It was like a huge monster creeping up on me, and it would leave a big black hole 
behind: I couldn’t imagine what would happen if we were in that situation.” 
Erica (p. 21): “It’s such a big part of your life, isn’t it? I just couldn’t be without it.” 
 
Table 6. Emotions during MAC: Planning for the future—quotes of interviewees. 

Catharine (p. 15): “At a given moment I needed to make up my mind about study, work and all those sorts of things. But it’s impossible to make decisions 
if you don’t know what’s going to happen in the years to come.” 
 
Table 7. Social environment: friends and relatives—quotes of interviewees. 

Bertha (p. 3): ‘’ We always spoke very openly about it to everyone—even my boss, or colleagues. You simply need to say, we’ve just got back from the  
hospital. Being perfectly honest with everyone is definitely the best course of action.’’ 
 
Table 8. Social environment: pregnancy and children—quotes of interviewees. 

Didi (p. 4): “But then, suppose your friends manage to get pregnant. That can be really difficult to deal with. Of course, you’re glad for them, but you’re 
longing to be in the same position yourself. And you see a big change in them: they’re going to be parents, they’re going to have a baby, and they’re moving 
on to a whole new phase in their life.” 
Bjorn and Bertha (p. 5): “She said she was pregnant, and the baby was giving her trouble. Well, you wish your friends would shut up about that kind of 
thing. I mean, it’s not very tactful to say ‘Oh, the baby’s giving me such terrible lower back pain’ when you know that I’m thinking I’d give anything to have 
lower back pain if I knew that I would be expecting a baby at the end of it.” 
 
Table 9. Social environment: contact with other people in the same position—quotes of interviewees. 

Ivonne (p. 15): “One thing I particularly appreciated all those years was being on a forum that brought me into contact with all kinds of people in a similar 
situation. I was very glad of the understanding these other people showed. (...) We were all in the same boat. I was always very glad to be able to talk about it.”  
 

and sometimes engendered more trust in the treatment. The others were ‘experts by 
experience’ and could give good advices about treatments, etc. 

3.2.4. Hospital 
One interview underlined the support and understanding offered to the couple by hos-
pital staff. They were ready at all times to do what was needed, not only for the woman 
but also for her partner (Table 10). This interview also stressed the support available 
from a medical psychologist (Table 10). 

3.3 Relationship between Partners  
3.3.1. Sharing Experience 
A recurrent theme in the interviews was that the couple went through the fertility 
treatment together, and shared various feelings and emotions in the process (Table 11). 
It was important to continue the dialogue, to give one another space to express emo-
tions, discuss these emotions and sometimes to distance themselves for a moment. The 
couples really formed a team during the treatment process, got to know one another 
better and felt the strength that comes from unity. Women did not feel alone, because 
their partners always accompanied them to the treatment sessions. 

3.3.2. Need for Agreement between Partners 
It was important for couples to discuss their different views of the treatment and to try  
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Table 10. Social environment: hospital—quotes of interviewees. 

Ivonne (p. 15): “They also always explained everything they were doing in great detail. This emphasis on the procedure gave me a lot of confidence in the 
treatment, and they always asked how I was doing, and they asked my husband too. You don’t get that degree of attention everywhere, so I always  
appreciated the fact that they were like that at the hospital in Breda.” 
Ivonne (p. 5): “I really got a lot out of it. I went to see her every 6 to 8 weeks or so, and she always laid her fingers on the painful points as it were,  
and on the things I was unconsciously concealing a bit.” 
 
Table 11. Relationship between partners—quotes of interviewees. 

Abraham (p. 4): “I always had the feeling that we experienced everything as a unit. Of course, the physical aspects really only concerned her, but we had 
agreed to do everything together as much as possible, so even when she was being treated I was always there.” 
Didi (p. 4): “As long as you have the same targets in your sights, as long as you say we’ll do everything together, everything possible, that unity gives you 
strength.” 
 
Table 12. Relationship: need for agreement between partners—quotes of interviewees. 

Bertha and Bjorn (p. 5.): “I have noticed that you experience the whole process differently from me and I experience it differently from you; and then the 
assumptions we make, you know … you have a great tendency to say she’s sad, I’m sad so she must be too, these processes don’t run in parallel.(..) And 
then again, the same emotion can be expressed in different ways.”  
Didi (p. 4): “If one partner sets a limit and says I’m going to stop after five treatments for example, then you’ve got a problem in my opinion. I really had to 
work hard to get my husband to come to Germany with me. For the fifth treatment session, because he’d really had enough by that time.”  
Catherina (p. 15): “Well, you know, these treatments are often more of a woman thing than a man thing.” 

 
to reach agreement on this point. In many cases, the two partners expressed the same 
emotion in a different way, and then it was important to reach a common expression of 
these emotions (Table 12). In some cases, differences in views of the treatment could 
lead to conflicts between the partners. Two women pointed out that their views on the 
treatment were quite different from those of their partners (Table 12). 

3.3.3. Partner Powerless 
A majority of partners always accompanied the woman to a consultation. Feelings of 
powerlessness during the treatment were often expressed. The partners did their best to 
understand what was going on during the treatment (Table 13). The partner was often 
the one who wanted to stop the treatment first, because he couldn’t stand the emotional 
strain and had lost hope in a good result. One woman stated that her partner found it 
terrible to see her suffer so.  

4. Discussion 

The present study was aimed at exploring the perceptions of the psychosocial aspects of 
subfertility in retrospect by Dutch parents who achieved a successful medically assisted 
conception. There is a psychological legacy of the experience of infertility and infertility 
treatment which can make people psychologically vulnerable during pregnancy and af-
ter birth so heightened awareness of this among maternity care providers would be 
welcome.  

4.1. Comparison with the Existing Literature 

Fertility treatment for our participants was associated with a range of negative emo-
tions, which is consistent with earlier literature [6] [23] [30] [31] [32]. In addition our  
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Table 13. Relationship with partner—quotes of interviewees. 

Bjorn (p. 6): “Well, I was nearly always there too, I went with her. You can’t do much, but at least you’re there. But it’s not my body. That’s even  
more the case than in a pregnancy. There too, you’re just standing around with nothing to do. (..) You can try to understand what’s going on, to  
follow the procedure, but sometimes you simply can’t. Especially when they inject those hormones, I sometimes have absolutely no idea what’s  
going on. Then you may have to say, I don’t understand why, but they’re giving her hormones.” 
Erica (p. 20): “He hated to see me suffer like that. (..) You could see him thinking, I just want it to stop. For your sake as well, but simply because … It’s 
just so terrible.”  

 
participants described positive emotions that could occur, especially hope. It seems that 
particularly the alternation of hope with disappointment and stress is what makes the 
fertility treatments so emotionally taxing. The women involved also lose much of their 
self-confidence, and feel that they can no longer trust their own body. Couples and 
women were exposed to a whole range of emotions during the subfertile period, and 
these feelings were even felt after successful fertility treatment. The feelings and emo-
tions which played a role during the subfertile period and fertility treatment might be 
only incompletely resolved and thus persist for many years, even after pregnancy. 

Our analysis showed that the women we interviewed regarded motherhood as a kind 
of basic instinct and they could not imagine life without children. This may be one of 
the reasons why none of our interviewees decided to stop their treatments. This influ-
ence of the idea of motherhood on the perception of subfertility concur with the review 
by Greil et al. [33]. On the other hand, if they had stopped treatment, they could not 
have been in our study anyway.  

Like ESHRE [23], Wilkes et al. [34] and Martins et al. [35], our study shows that un-
derstanding, support and the willingness to listen can have an important impact on the 
mental well-being of subfertile people. We found in our study that participants have 
difficulty dealing with the spontaneous pregnancy of their friends; friends who then 
advance into a new phase of life associated with pregnancy and childbirth. In fact, both 
the subfertile woman and her pregnant friend may find it difficult to respond positively 
to this situation. Unlike Wilkes et al. [34], however, we did not find that this seriously 
impaired the friendships.  

One woman from our study consulted a medical psychologist and found this very 
helpful. Boivin, et al. [30] and Péloquin [8] confirmed that talks with a psychologist 
help to reduce stress. The role of peer-support through internet forums is fairly new to 
the literature and can reflect the emerging role of internet in health-related behaviours. 
Particularly the contact with peers who are further in the treatment process may be very 
helpful and health professionals can provide information about online psychosocial 
care options, such as contact details of online support groups, or infertility counselling, 
or psychotherapy [23]. Our interviewees stated that they got a lot of recognition and 
understanding from people in the same situation on internet forums, and that they ap-
preciated this. However, the cultural context where the study was conducted and the 
infertility history of the participants need to be taken into account, when interpreting 
their openness in sharing the infertility experience with peers and relatives. 

Similar to the findings of Wirtberg et al. [6] and Wilkes et al. [34], our study under-
lined the importance of a good relationship with the partner. Our findings stress the 
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powerlessness of the man as a source of tension. Maintaining communication and giv-
ing one another leeway to express the same emotions in different ways were recurrent 
topics in the interviews. Wilkes et al. [34] and Klock [36] also found that couples were 
stronger and could cope with stressful situations better if they were united. We found 
that the partners did their best to be there at every treatment session, and to understand 
what was going on. Like Schmidt, et al. [9], our study revealed that joint attendance at 
treatment sessions sometimes improved the relationship between the members of a 
couple because they got to know one another better and built up a real team spirit.  

4.2. Strengths and Limitations 

One of the strengths of this study is its originality. To the best of our knowledge, this 
study is the first to explore the clients’ perception of subfertility following successful as-
sisted conception in the Netherlands, where a MAC pregnancy can be monitored by 
midwives in primary care. We believe that the interpretative/constructivist paradigm as 
frame of reference is appropriate to our research question. Our study explored the sub-
jective perception of subfertility following assisted conception. We let the parents who 
have conceived and give birth as a result of fertility treatment speak about delicate is-
sues. To increase the credibility of our findings, we used diverse researchers (investiga-
tor-triangulation), a varied group of participants (negative case analysis) and we con-
ducted both individual interviews and interviews with couples letting these two meth-
ods complement each other. Particularly delicate topics might be more readily dis-
cussed in individual interviews covering maximum depth, whereas for other topics this 
might be the case in an interview with couples, where there is a more dynamic interac-
tion between the couple and this can generate new ideas or evoke new insights that 
might not have come up in a one on one interview (data-triangulation). We maintained 
an audit trail in which we indicate with whom we had a conversation and about what or 
whether there were any special circumstances. The final subthemes and main themes 
were discussed in a group session of health care professionals at a conference, and with 
a midwifery consultant at a fertility centre and with midwifery lecturers (peer debrief-
ing). Participants checked intermittent results of the study (member-checking). Trans-
ferability was established through “thick description” [27], in which detailed descrip-
tion of data with a rich mix of participants’ quotations were considered. To round off 
the study, we used the COREQ checklist [29] to ensure that it complied with the criteria 
for qualitative research. 

Despite these strengths, limitations need to be taken into account. The main limita-
tion involves the small sample in which particularly men’s perceptions could not be in-
vestigated fully. The small number of the joint couple interviews might restrict the im-
pact of the study for the research field. Nevertheless, usable results were obtained that 
were in agreement with the findings of other authors. Another limitation might be that 
participants had undergone a wide range of fertility treatments, with no acknowledge-
ments that more invasive forms of treatment or the number of treatment cycles, may 
have affected the perception of the psychosocial aspect of subfertility. In addition, there 
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are disadvantages related to the use of telephone interviews. However, given the wide 
variety of perceptions captured, we believe that this had no significant influence on the 
results of this study. Memory biases may have affected the research findings, due to the 
retrospective nature of the study and the positive pregnancy outcome reached by the 
participants. The recruitment strategies (through internet forums and snowball sam-
pling) may have also influenced the findings, reaching participants who may be more 
motivated/comfort Table to share their subfertility experiences. Our study may not add 
many new insights to what is already known, since there is a considerable body of evi-
dence relating to the psychosocial aspect of childbearing after MAC [23]. Nevertheless, 
we can focus on how this combined evidence can be translated into tangible messages 
for midwives and other maternity care providers in community, who might consider 
pregnancy after MAC as a “normal” pregnancy with no indication for increased risk or 
extra attention. 

Like Gameiro, et al. [37] our study describes psychosocial needs clients experience 
across their fertility treatment pathway, such as emotional needs (well-being, e.g. anxi-
ety, depression, quality of life) and relational needs (relationship with partner if there is 
one, family friends and larger network). We did not ask for or found specific behav-
ioural needs (lifestyle, exercise, nutrition and compliance) or cognitive needs (treat-
ment concerns and knowledge).  

4.3. Implications 

Subfertility and fertility treatment are intensive life events that are associated with 
many different feelings and emotions. It is advisable to take this into account during 
the antenatal and postnatal care of women who have undergone fertility treatment, and 
to devote extra time to their emotional well-being during pregnancy and the immediate 
postnatal period. the theme Emotions during MAC highlight that participants experi-
enced negative emotions but also strong emotional shifts (with positive emotions) at 
different stages of the subfertility period and a sense of uncontrollability toward the fu-
ture. As such, primary care midwives may need to provide psycho-education to clients 
during preconception counselling, about the emotional experience at different stages of 
the subfertility period, promote realistic expectations toward subfertility treatments and 
discuss strategies that can help clients to deal with the sense of uncontrollability toward 
the future. The specificities of each client (namely, the meanings attributed to parent-
hood) need to be taken into account in clinical practice, because it could influence the 
subjective experience of subfertility. 

Given the importance of social support to our participants, we recommend that 
midwives and other maternity care providers should check thoroughly whether their 
clients received sufficient social support during fertility treatment, and whether they are 
still receiving such support during and after pregnancy. If necessary, the maternity care 
provider could suggest that clients visit relevant internet forums. Fertility treatment can 
have various effects on the woman’s relationship with her partner and our participants 
emphasized the involvement of the partner in the treatment. It is therefore advisable for 
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the midwife or maternity care provider to also involve the partner in prenatal checks. 
Couple communication, emotion sharing and shared decision-making can facilitate the 
psychosocial adjustment of the couples to subfertility period and may be enhanced by 
healthcare providers. Further prospective research could be aimed at investigating the 
male experience of subfertility or conducting other joint couple interviews in order to 
provide an in-depth analysis of couple dynamics/processes and gender issues related to 
the subfertility period. 

5. Conclusion 

Our study confirms that the feelings and emotions that play such a big role during the 
subfertile period remain important during pregnancy and even after childbirth. They 
do not disappear when the woman has achieved her heartfelt ambition of having a 
baby. It may thus be concluded that fertility treatment has a big impact on people’s life. 
Participants want midwives or other maternity care providers to ask those who suc-
cessfully achieve pregnancy following fertility treatment about their experiences during 
fertility treatment, and also want them to check that they still are receiving adequate 
social support. 
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