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[bookmark: _Toc148912242]ABSTRACT
Infertility is a complex challenge and a medical condition which affects many individuals globally. It affects both males and females in diverse proportions informing a plethora of unpleasant experiences which inflicts pains. In most cultures the world over, especially in Sub-Saharan Africa, women bear the burden of “involuntary childlessness”, which over 48million couples around the globe are faced with. Women living with infertility are constrained to prove their womanhood through motherhood, thus informing their quest for treatment even from a wide range of unqualified medics and unheralded sources. 
The quest to achieve conception through treatment, presents with physical, social, psychological, spiritual and financial challenges. This study explored the perceptions about infertility which the women seeking treatment had, their perceptions of the causes of infertility and adjoining risk factors, the challenges they face as it relates to the cost of treatment and the coping mechanisms (strategies) they employed while undergoing treatment, at two fertility centres in Kampala district. 
In-depth interviews were conducted with 20 women seeking treatment for infertility, selected and recruited using purposive sampling method (in which the participants were randomly picked). Data generated from the study showed that most women seeking treatment for infertility had limited knowledge about infertility and its causes. Also, the cost of treatment of infertility was a burden to most women thus adversely influencing accessibility of treatment and completion of treatment. It was also observed that women employed different mechanisms in their bid to cope with the treatment. Therefore, effective dissemination of information on infertility and its causes, would ameliorate challenges faced. Financial interventions through health insurance schemes are also needed in order to present women seeking treatment with the opportunity of achieving conception. Concerted efforts should also be made by fertility treatment providers and care givers, towards assisting women seeking treatment in coping effectively.
116
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[bookmark: _Toc148912244]INTRODUCTION
Infertility has been with man over the ages and has been viewed from different perspectives by people from various walks of life. The challenge of infertility has also been attended to at the individual, family and societal levels with varying degrees of knowledge, involvement and commitment.
Furthermore, the impact of infertility on those who live with it, has been far-reaching and evident as it relates to the daily existence of those involved (especially women). The dearth of knowledge about infertility, the influence of cultural and religious beliefs and constrains of financial inadequacy, have also hindered the quest towards the provision and utilization of infertility treatment procedures.
In Sub-Saharan Africa, infertility has been an issue that has drawn the ire of family members and the society towards women diagnosed with the inability to conceive. This is clearly due to the singular fact that most of the societies that make up Sub-Saharan Africa, are paternalist in nature. Thus, the advent of infertility in the life of any woman, presents with unpleasant and unwelcomed experiences.
The advent of Assisted Reproductive Technologies in the treatment of female-factor infertility in Uganda is of utmost importance. However, accessibility and affordability of these treatment procedures are instrumental in fulfilling the dream of attaining motherhood by women struggling with the inability to conceive. Therefore, in order to make this dream a reality, these treatment procedures should be brought within reach of those in dire need of it, offered at a cost that is affordable to the “involuntary childless” and facilitated to the end that the women in question, are able to complete the treatment.
On the above premise, this study geared towards exploring the lived experiences of women seeking treatment for infertility is founded.
[bookmark: _Toc126245102][bookmark: _Toc126245984][bookmark: _Toc148912245]1.1 Background of the study 
The continued existence of man (life) on earth is a process significantly symbolized and sustained by the birth of children every day at different times, at different locations and through different means. There is no country, race, tribe, ethnic group or domain of adherents to a religion or cultural beliefs, that do not consciously partake in the sustenance of this process (Tabong & Adongo, 2013). The rate at which children are born may differ from country to country, from one people group to another and from one individual to another. Nevertheless, it is common amongst most if not all people (especially women) to contribute to the facilitation of the continuity of life on earth, because it accords them with the identity they yearn for (Preis, Benyamini, Eberhard-Gran & Garthus-Niegel, 2018). 
In Sub-Saharan Africa, more than being a personal concern, the worldview, beliefs and cultures of most societies (which are predominantly pronatalist in nature), are replete with the importance of child-bearing being passed down from generation to generation, as a path to be religiously walked in by all (both male and female) as it concerns the pursuance of the sustenance of family lineages and especially the conferment of the status of manhood to men and womanhood to the women (Hollos and Whitehouse, 2014). Thus, it is evident that no one who understands and acknowledges the importance of the process and eagerly subscribes to it, will be at ease when he /she is not able to meet the demands nor fulfill the desire. It is on record that one in five British women born in the 60s, don’t have children (Marsh, 2017).  
One of the most important life goals for women is to attain motherhood during their reproductive age (Ridgeway and Correll, 2004). The achievement or realization of the millennium development goal number 5 which aims at improving maternal health, is instrumental in the attainment of this life goal. The provision of universal access to reproductive health, is a key component in the quest to improve maternal health and attain Universal Health Coverage (UHC) (Sadinsky, Guttmacher Institute, 2021). Thus, it is pertinent to note that in order to meet the target of providing this access to reproductive health to women by 2030, the challenge of infertility must be effectively addressed.
Also, it is the fundamental right of every human being to be able to access and enjoy the highest attainable standard of health, without distinction of race, religion, political belief, economic or social condition (WHO, 2017). Thus, men, women and couples the world over, are entitled to the right to choose the number of children to give birth to, the designated times for their births and the frequency of these births. Conversely, the advent of infertility bears negatively on the fulfilment of this desire or the expression of this right. 
It is estimated that between 48 million couples and 186 million individuals are faced with the challenge of infertility globally (Mascarenhas, Flaxman, Boerma, Vanderpoel, Stevens, 2012). Infertility is a health challenge of global concern and its effect on women in their reproductive age is evident. Clinically, infertility in women is a disease of the female reproductive system defined by the failure to achieve pregnancy after 12 months or more of regular unprotected sexual intercourse” (WHO, 2020). Primary infertility is the inability of a woman of reproductive age, to achieve conception for the first time after one year of unprotected sexual intercourse. On the other hand, secondary infertility denotes the inability of a woman (who has achieved conception and / or have also carried a pregnancy to live birth before), to conceive again (WHO,2020).  The World Health Organization corroborates the statistics above which states that between 48 and 186 million couples face the challenge and carry the burden of infertility globally (WHO,2020). This figure represents 15% of couples worldwide who are seeking treatment for infertility or are yet to do so (Sun Hui Sun, Ting-Ting Gong, Yu-Ting Jiang, Shuang Zhang, Yu-Hong Zhao and Qi Jun Wu, 2019). According to Bushnik et al, the number of couples seeking medical help has increased over the decades (Bushnik, Cook, Yuzpe, Tough & Collins, 2012a). 
Also, results from the study of GDB (global disease burden) from 1990-2017, shows that age-standardized prevalence rate of infertility increased by 0.370% per year for females and 0.290% per year for males (Sun et al, 2019). During the same period in review, the age-standardized disability-adjusted life-years (DALYs) of infertility increased by 0.396% for females and 0.293% for males (Sun et al, 2019). 
In Sub-Saharan Africa (SSA), there is a 30-40% burden of infertility among the populace (Inhorn and Patrizio, 2015). This inability to reproduce has negative implications on women especially in Sub-Saharan Africa where high fertility is preferred (Chimbatata & Malimba, 2016). The highest prevalence of infertility has been identified in low resource countries particularly in Sub-Saharan Africa where though infection-related tubal damage are preventable, they still occur (Abebe, Afework & Abaynew, 2020). Also complicated childbirths and unhygienic iatrogenic procedures have contributed to cases of infertility which have been recorded (Sami, Ali, Wasim & Saleem, 2012). Conversely, the belief that evil forces and supernatural powers are potential causes of infertility, is widely held in some quarters in Pakistan (Abolfotouh, Alabdrabalnabi, Albacker, Al-Jughaiman & Hassan, 2013). Adherents to the afore-mentioned cause of infertility, will evidently not include seeking fertility care from qualified fertility treatment providers among their viable options for solution to their challenge rather visits to herbal medicine practitioners or “spiritual healing homes”, will be made their singular source of hope. This usually exacerbates the situation as wrong diagnosis and inappropriate prescriptions and treatments, predisposes the patients to contracting infections due to unhygienic practices which they are introduced to in the course of the “perceived treatment” (Carson & Kallen, 2021).
Also, the delay in seeking treatment from qualified fertility care providers, occasioned in this case by ignorance, aids the contribution of the age-factor in relation to the causes of infertility (Deatsman, Vasilopoulos & Rhoton-Vlasak, 2016).  In Uganda, due to lack of awareness on infertility and its causes, most women living with the challenge of infertility in Kampala, are unarguably not well acquainted with infertility.
In a cross-sectional study of fertile and infertile women in Kampala, only 16.7% of respondents were able to give accurate responses to the question about the causes of infertility (Kudesia, Muyingo, Tran, Shah, Merkatz & Klatsky, 2018). This gap in knowledge presents with delay, reluctance and lack of direction as it relates to effective health seeking behaviour. Perceptions about the causes of infertility which are unfounded or unproven, have also been mentioned as impediments to the attainment of early and appropriate diagnosis which facilitates effective treatment (Sumera, Raafay & Farid-ul-Hasnain, 2011).
It is also pertinent to state that self-definition as “infertile” or coming to terms with the reality of the inability to conceive, is instrumental to seeking treatment.       
For about four decades, assisted reproductive technologies (ART) has been in use leading to the conception and delivery (live birth) of over 5 million children globally (WHO, 2020). Despite this attainment, the use of Assisted Reproductive Technologies (A.R.T.) in the treatment of infertility in Sub-Saharan Africa has recorded low utilization, thus giving rise to just a handful of success stories as it relates to the positive outcomes of the treatment procedures employed (Botha, Shamley & Dyer, 2018). 
The delivery of the first IVF baby in Uganda was recorded on October 2, 2004 (Platteau, Desmet, Odoma, Albano, Devroey & Sali, 2008). Following this, the record of success stories in the use of this fertility treatment procedure, has been impeded partly if not largely by the inability of most women seeking care for infertility to access treatment due to the high cost of a cycle of the different procedures of treatment (Botha et al, 2018, Huyser & Boyd, 2013).  
At present, the cost of fertility treatment in Uganda is still not within the reach of most women seeking treatment for infertility. On the average, the cost of undergoing a cycle of IVF (In Vitro Fertilization), the procedure which is most widely used at fertility centres in Kampala district, is between 10 & 20million Ugandan Shillings ($2660- $5320) (Ampurire P, 2019). 
Very current and verifiable pieces of information as it concerns the cost of treatment of infertility are not available or published. In view of this high cost of treatment and with the prevailing economic realities in Kampala among women, this is unarguably beyond the reach of many women seeking fertility treatment. Also, in the event that more than one cycle of IVF is needed to better the chances of conception, the cost implications are evidently a heavy burden on the women seeking to attain motherhood (Halleran, Chernoff & Gordon, 2022). Thus, the cost of accessing fertility treatment which employs Assisted Reproductive Technologies (A.R.T.) being exorbitant, adversely affects the health seeking behaviours of women seeking treatment for infertility and ultimately hinders the recording of success stories through these designated procedures of treatment (Ombelet & Onofre, 2019). 
The high cost of the procedures is largely attributed to the reality that the drugs and equipment used for the procedures, are not available locally. Also, the infrastructure needed to run the procedures are not also readily available in the country (Platteau et al, 2008). Furthermore, the expertise needed to consult with the women seeking care and also to run the sophisticated equipment used in the processes, are in short supply within the country (Horbst, 2016). 
The duration of treatment using the IVF procedure and other ART procedures, are lengthy when compared to other regimens of treatment which the women are accustomed to in their history of seeking treatment from healthcare providers (The Hewitt Fertility Centre, 2017). On account of this, there is a record of some women dropping out in the course of treatment, due to perceived lengthy duration of the treatment which is also coupled with physical pain (Ghorbani 2020, Gameiro 2012, Verberg, Eijkemans, Heijnen, Broekmans, de Klerk, Hauser & Macklon, 2008). Infertility treatment has thus been described as a process that overwhelms the patient and rules her daily life or routine (Tao et al, 2012, Collins, 2019). 
Therefore, from the afore-mentioned, it is evident that financial constraints, lengthy duration of the process of treatment and the perceived uncertainty of the expected outcome of the treatment, has also impacted negatively on the women seeking treatment for infertility in the domain in focus. (Nattu,2013).  
The Centres for Disease Control and Prevention (CDCP) in the United States emphasizes that infertility is more than a quality-of-life issue, with considerable public health consequences such as economic strain, stigmatization and turbulence in marriage (Gerrits et al, 2017). Also, infertility which is both a medical as well as a social problem in social contexts within Africa, presents with multi-faceted issues because we live in societies where womanhood and manhood are generally associated with childbearing (Ofosu-Budu, 2020).  
In view of the importance attached to parenthood in Africa, it is not surprising that infertility is reported to be a major cause of divorce, marital instability and polygamy (Tabong & Adongo, 2013). Consequently, infertile women commonly fear abandonment, divorce and polygamy.  Sometimes, women married to men who are infertile, “protect” their husbands by claiming the problem of infertility as their own (Inhorn, 2012a). 
Furthermore, in domains where there are high fertility rates among women of reproductive age, seeking care for infertility presents as an arduous task.  Uganda is one of the countries located in what is known as the “African infertility belt” which stretches across Central Africa from the United Republic of Tanzania in the East to Gabon in the West. In this region, a phenomenon described as “barrenness amidst plenty” refers to the fact that infertility is often most prevalent where fertility rates are also high (Sembuya,2010, Lubano, 2016). Obviously the population of those seeking this care is considered insignificant at face value compared to the total population of women who are within the reproductive age group. On account of this, little attention is seen to be directed towards the women who are bearing this burden.
[bookmark: _Toc126245103][bookmark: _Toc126245985][bookmark: _Toc148912246]1.2 Problem statement
About 8-10million couples living with the challenge of infertility dwell in Sub-Saharan Africa.  (WHO,2020). In several countries in Africa, married women are referred to or identified by the name of their eldest child (e.g. Mama George), thus women who have the challenge of infertility, are branded with derogatory names such as “Mama nothing” (Dhont et al, 2011). 
Infertility presents with pain and loss leading to psychological consequences, which can influence every facet of an infertile woman’s life, including behaviour, marital life, relationship with people, economic and cultural challenges (Ismail & Moussa, 2017; Lindsey & Driskill, 2013). Women who live with the challenge of infertility, consider themselves a distinct tribe, separate from others thus depicting loneliness (Marsh, 2017).
In Uganda, the cost of a single cycle of IVF, the most widely used A.R.T. (Assisted Reproductive Technology) procedure in Sub-Saharan Africa, is between 10 & 20million Ugandan Shillings ($2660- $5320) (Ampurire P, 2019). Therefore, with the prevailing socio-economic conditions in the country generally and in Kampala to be precise, the cost of accessing fertility treatment is evidently a big burden to shoulder by women seeking this treatment because quite a number of women seeking treatment for infertility, reel under the pain informed by the exorbitant cost of treatment (Ombelet & Onofre, 2019, Huyser & Boyd, 2013). 
As it concerns the cost of accessing affordable fertility treatment, there has not been studies with verifiable findings focusing singularly on the cost of accessing ART procedures and the financial challenges which women face while seeking treatment for infertility in Kampala district. 
Most women who are seeking treatment for infertility, have not had the experience of going through procedures such as are employed in ART (Assisted Reproductive Technology). Thus, a number of women seeking treatment for infertility who are not accustomed to undergoing such rigorous regimens of treatment, struggle with completing their treatment thus some discontinue with treatment due to physical and psychological pain (Ghorbani, Hosseini & Keramat, 2020). Thus, the quest to attain motherhood by an increasing number of women living with infertility in Kampala district, is adversely affected and their conditions exacerbated.
It is evident that where perceptions about infertility among women are inappropriate, the condition degenerates due to lack of early and appropriate diagnosis (Ali, Raafay, Ayesha, Khan, Ali, Shaikh, Farid-ul-Hasnain, 2011).  
There is a dearth of verifiable pieces of information on the physical, emotional, mental and financial challenges facing women seeking treatment for infertility at fertility centres in Kampala district.
Also, the lack of information on coping mechanisms for women seeking treatment for infertility, affects them adversely by contributing to the drop-out rate.
Therefore, this study seeks to bridge the knowledge gap on the physical, emotional, mental and financial challenges which women seeking treatment for infertility in Kampala district are confronted with. 
[bookmark: _Toc126245104][bookmark: _Toc126245986]Furthermore, the study also gives insight into the coping mechanisms of women seeking treatment for infertility at fertility centres in Kampala district, with a view to availing stakeholders of vital pieces of information as it concerns the plight of women seeking treatment for infertility, thus facilitating the proffering of solutions to these challenges. 
[bookmark: _Toc148912247]1.3 Objectives of the study
[bookmark: _Toc148912248]1.3.1 Main objective
The main objective of this study is to explore the lived experiences of infertility among women seeking treatment for infertility at two fertility centres in Kampala District.
[bookmark: _Toc148912249]1.3.2 Specific Objectives
1. To understand how perceptions about infertility and its causes, affect women seeking treatment for infertility.
2. To explore the challenges women, face as they seek treatment and care for infertility.
3. To understand how women seeking treatment for infertility cope with the demands of treatment.
[bookmark: _Toc126245105][bookmark: _Toc126245987][bookmark: _Toc148912250] 1.4   Research questions
1.  How does the perceptions and attitudes of women about infertility and its causes, affect women seeking treatment of infertility? 
2.  What are the challenges which confront women as they seek treatment for infertility? 
3. How do women seeking treatment for infertility, cope with the treatment?
[bookmark: _Toc126245106][bookmark: _Toc126245988][bookmark: _Toc148912251] 1.5 Justification    
The need to give attention to the challenge of infertility among women in Kampala district, is of utmost importance and urgent. This is because many women in this category are traumatized and heartbroken due to the stigmatization (attached to the inability to conceive), at the household level and in the society at large. Some or many of these women present with very low quality of life due to depression and other related health challenges. If not attended to urgently, the incidences of mental, emotional and psychiatric issues will be on the increase and could ultimately inform loss of lives. 
Also, the abuse perpetrated by quacks that thrive on the desperation of these women, needs to be curbed as a matter of urgency. 
The loss of productive human capital would continue to bear negatively on their families (immediate and extended), communities and the nation at large, if this problem is not addressed quickly and effectively. 
The family setup which was divinely instituted as the bedrock of society will be gradually eroded because children are viewed as providing meaning to life, social support and social integration, as well as being instrumental to social assistance later in life (Dyer et al, 2012, Tabong & Adongo, 2013). 
The stress associated with seeking treatment for infertility has been known to inform lower life satisfaction (Bakhtiyar et al,2019). Such stress levels should be urgently attended to in order to reduce them drastically and accord meaning and satisfaction to life. 
As a woman without a child in some cultures in Sub-Saharan Africa advances in age, she is considered to be “one who has eaten up her children”. On account of this, such women are often abandoned by their relatives and not allowed to interact with or care for children belonging to other people. A FGD (focus group discussion) participant in a study once said, “Such women (infertile women) are dangerous to society in their old age because they become envious of other people’s children and will stop at nothing in causing the death of other people’s children” (Tabong & Adongo, 2013). 
Therefore, it is pertinent that this study be conducted at this time in order to bring to the fore, the experiences women seeking care for infertility face and are encountering as they seek treatment, with a view to ameliorating their plight.
[bookmark: _Toc126245107][bookmark: _Toc126245989][bookmark: _Toc148912252]1.6 Significance
The study will help in revealing the enormity of the burden of infertility among women in Kampala district.  The findings from this study will also serve in effectively creating awareness on the need for adequate health facilities and competent personnel, needed to address this rising challenge. It will also address the issue of gaps in the intervention(s) already made or being implemented as regards containing this problem.  
This study will be of immense help in ascertaining the accessibility and affordability of available services which are relevant to the treatment of this condition, with a view to bringing them to the knowledge of and within reach of these women who are in dire need of them. 
It will also attend to cultural beliefs, religious beliefs and policies which bear negatively on the desired attainment of the goal of providing adequate and beneficial care for these women in order to effect changes that will lead to their beholding positive experiences in the course of seeking treatment for infertility.
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This study focused on women who are living with the challenge of infertility within the district of Kampala and are seeking treatment at two selected fertility centres. Also, in conducting an in-depth study of this phenomenon, health care providers (gate keepers) were engaged as it relates to facilitating the sampling of study participants and data collection. The study was conducted between August & September 2022. 
The study is expected to provide the researcher, women facing the challenge of infertility in Kampala district, their spouses, concerned relatives, health care providers, policy makers and the society at large with current, verifiable and relevant pieces of information about infertility and the experiences of seeking treatment for infertility among women in Kampala district. 
The study is also expected to facilitate the creation of awareness among the stakeholders mentioned above, of the experiences women encounter in seeking treatment for infertility, the expectations of the women of these care givers, the effects of the stakeholders’ response or lack of response to their plight and the possible ways of reducing the burden on the women in this bracket as it relates to the challenges, they go through in seeking to attain the enviable state of motherhood.
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Infertility is a health as well as a social condition in relation to women globally and Sub-Saharan Africa in particular. The World Health Organization (W.H.O.) presents infertility as a disease of the male or female reproductive system defined by the failure to achieve a pregnancy after 12 months or more of regular unprotected sexual intercourse (WHO, 2020). Infertility is a disease characterized by the failure to establish clinical pregnancy after 12months of regular and unprotected sexual intercourse (Borght & Wyns, 2018). It affects both men and women but the weight of the burden of the “inability to reproduce”, rests more on women due to perspectives or views which are informed by different cultures and values (Mumthaz, Shahid & Levay, 2013).  
In the African context, the ability to reproduce is a core determinant that confers the status of motherhood on a woman (Ferland & Caron, 2013). Thus, women who encounter this challenge are deprived of the opportunity of experiencing marital stability and unconditional love from their spouses (Donkor, Naab & Kussiwaah, 2017). Also, acceptance and tolerance from the in-laws eludes women faced with this challenge.  Furthermore, the inability to fully integrate into their immediate societies informed by their predicament, predisposes them to embracing low quality of life (QoL) (Berger, 2013, Tabong 2013, Ofosu-Budu, 2020 & Daibes, 2018). 
In most cases, their spouses who eagerly desire to bear children, explore other options in the bid to achieve the status of fatherhood. These options include but not limited to having extra-marital affairs, practicing polygyny, divorce and ultimately remarriage (Dierickx, Coene, Jariu & Longman, 2019). Some men retain their wives who are unable to reproduce but marry another wife or other wives as the case may be, in order to attain the desired state of fatherhood and also to absolve themselves of blame coupled with the stigma of childlessness.  Thus, women seeking treatment for infertility have to contend with their spouses keeping other partners, marrying another wife or wives in order to proffer a solution to the problem of “involuntary childlessness” that the family is confronted with (Hasanpoor-Azghdy, Simbar & Vedadhir, 2015). 
On the other hand, some of these women are drawn to engaging in extra-marital affairs in the quest to conceive, regain the affection of their spouses and redeem their image in the society (Obi,2022, Ibisomi & Mudege, 2014).
 As these women take their journeys through life bearing this challenge of infertility, life presents with an experience which is unpleasant to them due to encounters they face in relating with members of their immediate family, people in their immediate neighborhood and reactions towards them from members of the larger society as regards their condition (Dierickx, Rahbari, Longman, Jaiteh & Coene, 2018). Many women who live with the challenge of infertility, groan under the pain informed by the loss of identity, loss of self-worth, feelings of being incomplete as a woman should be, rejection, guilt, shame, stigmatization and loneliness (Njogu, Njogu, Mutisya & Luo, 2022).   The lived experiences of women seeking treatment for infertility are extensive and these impact their lives in so many ways.
This study uses or employs the theory of stigma and the Health Belief Model (HBM) in creating the framework for the study.
[bookmark: _Toc148912255] 1.8.1 Theory of stigma
The theory of stigma was developed by the Canadian sociologist Erving Goffman in 1963. Goffman states that stigma is an illuminating excursion into the situation of persons who are unable to conform to standards that society calls normal. Goffman analyzed the feelings of such persons about themselves and their relationship to “normal” people. 
As members of the traditional African society, women are expected to conform to existing values and patterns of life handed down from generation to generation, as it concerns family life. Adherence to or upholding these values confer “normalcy” to women and non-conformity to these values, is equivalent to a detour, transgression, wandering off and an error which must be corrected. Women who are faced with the challenge of infertility are termed “deviants” to the tenets of these values which include childbearing, a prerequisite to the attainment of womanhood. 
Goffman presents stigma as the situation of the individual who is disqualified from full social acceptance (Goffman, 1963). Individuals who fit into the category of those affected by this act of non-inclusion in the society, constantly strive to adjust their identities. Goffman affirms that the exclusion from the society meted out to women living with infertility, stigmatizes them and inflicts them with feelings of worthlessness. Goffman employs stigma as a concept in portraying or showcasing the social implications of this “undesirable differentness”-infertility. Goffman postulates that stigma can be considered in three different forms: physical differences, perceived character deficiencies and tribal stigma of race, nation or religion. Thus in line with these forms, an individual who faces stigmatization evidently presents with a physical difference or trait that attracts repulsive behaviours or rejection from other members of the society (Davis, 2016).
 Infertility is a life challenge that resonates (mostly among women) with loneliness, anxiety, stress and depression. The expectations of society on women in consonance with the values and norms that guides the continuity of life, remains the same, thus the basis or the origin of the stigma is not open to adjustment and this sustains the unpleasant experiences of women seeking treatment for infertility. 
Mathew Clair contributes to the discourse by focusing on how stigma functions at the micro-level by restricting the well-being of stigmatized persons (Mathew Clair, 2018). He explains that those living with infertility suffer from loss of identity and are victimized by being excluded from societal roles that accords with dignity. They are treated in such a way because they are seen to have deviated from the normal, meaning that they haven’t attained to the expectation of society on them as women. 
In Kampala district, Uganda, a society that values and upholds childbirth as a requirement for confirming the state of motherhood on a woman, infertility brings with it, branding and designations (calling of names) inimical to the psychological well-being of women in this category. Several unproven reasons are wrongly adduced for the inability to conceive, thus tarnishing the images of women who are confronted with the crisis of involuntary childlessness. This worsens the problem of the women involved. 
Therefore, this theory is useful in focusing on the concern of women treating infertility as it relates to the feelings of others towards them. This concern informs the desire to seek treatment and also to commit to any means within their ability which will facilitate conception.
The Health Belief Model:  The health belief model (HBM) is a socio-psychological health behaviour change model, developed to explain and predict health-related behaviours, particularly in regard to uptake of health services. It is a tool that scientists use to predict health behaviors. The health belief model was developed in the early 1950s by two social scientists namely Rosenstock and Kegels (Rosenstock, 1974) both of whom, served at the U.S. Public Health Service. The model is applied to or functions by concentrating on the attitudes and beliefs of individuals. The application of the HBM model derives from psychological and behavioural theory, which is founded on two components of health-related behaviour which are:
1. The desire to avoid illness or get well if already ill.
2. The belief that a specific health action will prevent or cure illness.
Thus, a person’s choices or decisions in relation to health-seeking behaviours, hinges on the person’s perceptions of benefits and barriers related to health behaviour. 
There are four original constructs (concepts) developed as the original tenets of the Health Belief Model (HBM) as outlined below:
1. Perceived susceptibility: This refers to a person’s subjective perception of the risk (threat) of contacting a disease.
2. Perceived severity: This refers to a person’s feelings on the seriousness or severity of contracting an illness or disease or leaving the illness untreated. There is a wide variation in the perception of severity by different persons, therefore a person considers the medical (death and disability) and social (social relationships in the family and immediate community) consequences, when evaluating the severity.
3. Perceived benefits: Perceived benefits denotes a person’s perceptions of the effectiveness and functionality of various actions relevant and accessible for the reduction of the threat of illness or towards curing the illness. 
4. Perceived barriers: This points to a person’s feelings on the obstacles to performing a recommended health action.
5. Cues to action: This refers to the stimulus needed to trigger the decision-making process to accept a recommended health action. This can be either internal (e.g. body pains, cold) or external (advice from others, illness of a family member, newspaper article etc.).
6. Self-efficacy: This refers to the level of a person’s confidence in his / her ability to successfully cultivate a behaviour.
This model is appropriate for use in creating the framework because it shows, focuses and highlights the essence of perceptions about infertility and its causes and the awareness of the availability of viable treatment options on the health seeking behaviours of women living with infertility. It is useful in revealing and focusing on the impact of the absence of the perceptions about infertility on women and also the influence the non-affordability of treatment will have on the treatment seeking behaviour of women faced with treatment for infertility. It also highlights the essence of the mechanisms by which women seeking treatment for infertility, cope. 
The HBM postulates that in the absence of these, women who have unmet infertility needs, will not be able to access treatment. In terms of perceived severity of leaving infertility untreated, the model provides for the evaluation of severity of leaving infertility untreated, thus informing proper health seeking behaviour of reaching out to access treatment. Though the model is suitable for use in gathering vital pieces of information which will serve useful purposes in attending to issues relating to the lived experiences of seeking treatment for infertility among women, its assumption that cues of action are widely prevalent in encouraging people to act and that health actions are the main goal in the decision-making process, has been challenged and questioned.
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Globally, between 48 million couples and 186 million people face the challenge and carry the burden of infertility globally (WHO, 2020). Infertility (which encompasses both primary and secondary infertility) is a global reproductive health challenge. The World Health Organization (WHO) defines infertility as the “failure to conceive after 12 months of regular unprotected sexual intercourse in the absence of known reproductive pathology”. Infertility is also viewed from the social and public health perspectives as a health challenge that affects the overall wellbeing of many couples around the globe, because the effects and definitions of infertility are culture-specific (informed by cultural colorations or underpinnings).
Primary infertility is the inability of a woman within the reproductive age, to achieve conception for the first time after one year of regular, unprotected sexual intercourse. On the other hand, secondary infertility denotes the inability of a woman (who has achieved conception and / or have also carried a pregnancy to live birth before), to conceive again (WHO,2020).  
Studies carried out as it relates to infertility among couples attribute 50% of infertility cases worldwide to men (Flannigan & Schlegel, 2017, Agarwal A, Mulgund A, Chyatte MR, & Hamada A, 2015).  Also, Agarwal et al from their study on male infertility, states that about 30 million men worldwide live with the burden of infertility, with Eastern Europe having higher rates than other regions of the world (Agarwal et al, 2015). Few studies conducted in Uganda on infertility among couples, have not presented enough data and evidence on the rate of infertility in men rather treatment for most of the cases of infertility is focused on women. 
Globally, the average rates of infertility among women are 8-12% while in Sub-Saharan Africa, the subfertility rates are as high as 30-40% (Rouchou, 2013, Ogar, Leonard & Bassey, 2019, Kumar & Singh, 2015). 
 Furthermore, access to affordable and effective treatment for infertility has been known to positively influence the treatment of infertility (Torgbor-Anaman et al 2021). 
In many cultures across the globe, womanhood is defined through motherhood and women unable to conceive and bear children are usually blamed for the predicament embracing the family (Ferland & Caron, 2013). In developing countries especially in Sub-Saharan Africa (SSA), the burden of infertility experienced by any couple which in most cases is laid on women, stems from the fact that right from childhood women are culturally raised to embrace or take the responsibility for the failure of a couple to bear children. Thus, the cause of infertility notwithstanding, women bear the social burden (Inhorn and Patrizio, 2015).  
The inability to procreate (give birth to a child or children), is usually considered out of place and is perceived as a failure for any couple, especially the woman thus affecting her disposition and that of the family. Also, their integration and flow with their immediate community is adversely hindered (Dyer,2012). The absence of social security systems makes it imperative that older people depend totally on their children for support.  Thus, women who are unable to bear children face stigmatization, are isolated and discriminated against (Ibisomi et al,2014). This presents with psychological consequences such as depression, elevated stress levels, deep pain, anxiety, hopelessness, feelings of worthlessness, loss of identity and low quality of life (QoL).
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The disparity in the perceptions, understanding, disposition to and responses to issues pertaining to reproductive health among people of different cultures, inform the understanding of infertility and its attendant effects (Rouchou, 2013). For instance, in India, infertility is juxtaposed with bereavement leading to challenges of identity (identity crisis), low self-esteem and loss of power. Infertility as a reproductive health challenge of global concern, is yet to be accorded the attention it needs in terms of creating effective awareness on it, its causes and risk factors, especially in Sub-Saharan Africa. 
Though infertility has been duly recognized as a reproductive health challenge, effective interventions haven’t been targeted at addressing it especially in resource poor countries (Ombelet, 2012). Ombelet argues that infertility is yet to be given priority attention as it is an evident challenge confronting the actualization of the goals inherent in the Sexual Reproductive Health and Rights(SRHR) initiative. In a study on the perceptions of infertility and in Vitro Fertilization among married couples in Anambra State, Nigeria, 17.1% perceived infertility to be caused by destiny /supernatural powers,14.3 % saw it as a threat to men’s procreativity and continuity of lineage and 15.6% considered it a problem for women. The use of IVF treatment also had perceptions such as “it is too costly” as 15.4% had these perceptions and 7% saw the treatment as unnatural (Okafor et al,2017).  
Recent studies focusing on perceptions of infertility in Japan has shown that there is an evident lack of appropriate perceptions about fertility and assisted reproductive technologies (ART) among women seeking treatment for infertility (Lino et al, 2022). The perception of fertility among women seeking to conceive in Japan was found to be low when compared to that of other developed nations. Exposure to materials effective in educating reproductive-aged men and women on fertility, improved their awareness and engendered a rethink towards childbearing and its timing (Wojcieszek & Thompson, 2013; Maeda et al, 2016). Thus, the impact of existing educational websites which are veritable sources of evidence-based medical information on infertility, in eliciting favorable responses, has been documented (Daniluk & Koert, 2012).   
The overestimation of the duration of the reproductive lifespan and the likelihood of conceiving, also deters the desire to seek knowledge on or obtain appropriate perception of fertility as posited in some scholarly works (Peterson et al, 2012; Bunting et al, 2013; Lundsberg et al ,2014; Chan et al 2015, Maeda et al, 2015, Maeda et al, 2016).  As regards this, enlightenment has been embarked upon in many countries (Hammarberg et al, 2013). In a study conducted by Fido and Zahid in Kuwait which centered on women coping with infertility and the perspectives of culture in relation to infertility, findings showed that uneducated women attributed their infertility to evil spirits, witchcraft and God’s retribution (Fido & Zahid, 2004). On the other hand, educated women who participated in the same study linked their inability to conceive, to nutrition, marital and psychosexual factors (Ofosu-Budu, 2021).  Some respondents in a survey conducted in Uganda, disclosed their beliefs by asserting that the activities of spiritual forces or their control over the life of a woman coupled with witchcraft, are the causes of infertility (Namujju, 2013). 
 In Uganda, studies which focus on the perceptions about infertility among many sections of the population, haven’t been widely embarked upon and this facilitates the lack of effective awareness on infertility, thus leading to the existence and adoption of unfounded beliefs about the causes of infertility. Policy formulators, Non-governmental organizations (NGOs) and other practitioners serving the Sexual and Reproductive Health and Rights needs of the populace, have not fared better in disseminating knowledge on infertility (Gerrits et al, 2017).  
With the absence of appropriate perceptions about infertility, women who are faced with this health challenge, tend to experiment with their lives in the course of seeking for solutions without adequate and proven pieces of information about the condition being managed (Mahey R, Gupta M, Malhotra N, Vanamail P, Singh N & Kriplani A, 2018). The desperation with which solutions are sought also lends credence to the patronizing of unqualified fertility treatment providers/ practitioners in the medical community, alternative (herbal) medicine providers and spiritualists (Moyo & Muhwati, 2013). Thus, the lack of right perceptions about infertility as a medical condition, predisposes women and their families to crises through wrong diagnosis and inappropriate treatment (Walker & Tobler, 2022). 
Perceptions of infertility as a health condition enhances the desire of women seeking to conceive, to consult fertility care providers for proper diagnosis and treatment (Benneth, 2012, Abolfotouh, 2013). Therefore, in order to effectively consider the experiences of women seeking treatment for infertility in Kampala district, there is an urgent need for sustained enlightenment campaigns and awareness programs on infertility. 
With a sustained increase in the number of infertile women across the globe over the years, it is pertinent to ascertain and improve upon the perceptions of women in Kampala district on infertility, its causes and risk factors (Roser M, 2014, A-Direkvand-Moghadam, 2014, United Nations Population Fund, 2020). 
[bookmark: _Toc126245114][bookmark: _Toc126245996][bookmark: _Toc148912260]2.3 Challenges of negative perceptions of the causes of infertility 
Infertility as a reproductive health challenge is attributable to different causes and risk factors as it relates to different individuals facing this challenge. Data generated from large multinational studies conducted recently, showed that identifiable causes of female infertility were rated as follows: Ovulatory dysfunction (25%), Endometriosis (15%), Pelvic adhesions (12%), Tubal occlusion (11%), other tubal and uterine disorders (11%) and Hyperprolactinemia (7%) (Walker & Tobler,2021). Also, infertility may be informed by factors such as (but not limited to) age, HIV/AIDS, alcohol consumption, diabetes mellitus, drug abuse, STIs, obesity, being under-weight, having a low body-fat content due to extreme exercise and hormonal issues that prevents, retards or impedes ovulation (Emokpae MA, & Brown SI, 2021). Furthermore, specific bilateral tubal occlusion caused by sexually transmitted diseases and pregnancy-related infections has been recorded as the most common cause of infertility in developing countries (Egbe et al, 2020). Pelvis tuberculosis or STIs (sexually transmitted infections) such as Chlamydia and gonorrhea are notable causes of infertility in Sub-Saharan Africa. 30-70% of these tubal diseases is attributed to Chlamydia, gonorrhea contributes 15-50% and 6-21% of reproductive disease burden is due to genitourinary tuberculosis (Woodall & Kramer, 2018). A study conducted in Ethiopia agrees with the report that blocked fallopian tubes (tubal factor infertility) is a significant cause of infertility (Abebe et al, 2020). Also, in their study on the Etiology and risk factors of infertility, Moridi et al presents the role of sexual factors in facilitating infertility in couples or predisposing women to infertility. They argue that veganism, i.e. strict vegetarianism (the practice of non-consumption of animal products such as meat, fish, milk, eggs and honey) have been proven to contribute to the development of infertility (Moridi et al, 2019). The consumption of fish has been proven to be favourable to or have a positive impact as it concerns the development of quality semen in men (Afeiche et al, 2014). In consonance with this body of knowledge, opposing dietary patterns observed by vegetarians have also been studied. It has been documented that the consumption of Carica papaya seed (by vegetarians), slows human sperm (Ghaffarilaleh et al, 2019). This adversely affects sperm motility and consequent fertilization of eggs thus serving as a contraceptive for men and aiding abortion in women. Moridi et al in their discourse also includes the method and time of sexual intercourse coupled with any sexual problem that prevents pregnancy, thus indicating that the afore-mentioned have also been identified and mentioned as risk factors for infertility (Moridi et al, 2019). Engaging in regular unprotected sexual intercourse has also been shown to increase the chances of conception by 85-90% within 1 year and also there is an attainment of chances of conception greater than 90% (>90) in 2 years (Zhou et al, 2018). Therefore, couples who maintain the pattern of irregular coitus due to psychological challenges are most likely to suffer the challenge of infertility. Benksim et al states by reason of the findings from their study that having multiple (more than one) sexual partners (which is a common practice among young people presently) leads to or predisposes couples to infertility (Benksim et al, 2018). 
Furthermore, the conduct of unsafe abortion on or for women especially in developing countries has been known to negatively affect the fertility status of women (Shahbazi, 2012). Excessive or regular consumption of alcohol which informs decreases in the levels of testosterone, follicle-stimulating hormone (FSH), and Luteinizing hormone (LH) coupled with increases in estrogen level, reduced production of sperm and shrinking of the testes, has also been proven to contribute to infertility in men and women (Guthauser et al, 2014).
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The need for assisted conception has not been met in sub-Saharan Africa courtesy of already published data which shows that access to assisted conception services is attainable only by less than 1.5% of the population (Ombelet & Onofre, 2019). In Belgium, the laboratory costs of six fresh ART cycles are reimbursed for female patients younger than 43 years and with a Belgian insurance number (Peeraer et al, 2014), though a limited number of embryos is allowed to be transferred. This depicts that women seeking fertility treatment in the country do not solely bear the financial burden of accessing ART procedures.  In Japan, the government provides social support during pregnancy and childbirth for women and Japan which has one of the lowest fertility rates in the world, is one of the most developed countries which bears much of the cost of fertility treatment on behalf of her citizens (Japan Institute of Life Insurance,2015, Nonomiya et al, 2020). In France, treatment for women about 45 years is reimbursed for up to four cycles, provided the couple is heterosexual and diagnosed with infertility (Brigham et al, 2013). The policy implemented in Germany affords for the reimbursement of up to 50% of IVF/ICSI costs for up to three cycles. In Europe, Belgium, Denmark, Netherlands and Slovenia operate the most generous reimbursement policies. Monitoring data from ESHRE (European Society of Human Reproduction & Embryology) shows that IVF availability in Belgium is 2200 per million inhabitants, in Denmark is 2100 per million inhabitants and is 1800 per million inhabitants in Slovenia. These are also the countries where complete insurance coverage is borne by the state. In Sub-Saharan Africa, the provision of ART procedures hasn’t been adequately invested in when compared to developed countries (Inhorn and Patrizio 2015). In developing countries where resources are scarce and access to fertility care is very limited, most women seeking care for infertility face the daunting task or challenge of attending to the high cost of treatment (Njagi P, 2020).
The rise in the number of women seeking treatment for infertility in sub-Saharan Africa in the past decades, could be attributed to the formulation of policies aimed at reducing population growth which has led to inadequate investment of resources (human and financial) towards the creation of awareness on infertility and the provision of qualitative, affordable and accessible treatment for infertility (Inhorn & Patrizio, 2015).  Apart from some subsidized treatments recorded in South Africa, no other country in Sub-Saharan Africa provides financial assistance for ART and gaining access to fertility treatment is predicated on the financial capacity of the patient (Moll et al, 2022). At present, the cost of fertility treatment in Uganda is still not within the reach of most women seeking treatment for infertility. On the average, the cost of undergoing a cycle of IVF (In Vitro Fertilization), the procedure which is most widely used at fertility centres in Kampala district, is between 10 & 20million Ugandan Shillings ($2660- $5320) (Ampurire P, 2019).  It is important to note that the cycle or session may be repeated twice, three times or more depending on the level or nature of complication that informed the inability to conceive and the outcome of the previous sessions (Missmer, SA, 2011). This presents a challenge to poor patients whose socio-economic status or purchasing power is not able to support their quest for conception via the use of assisted reproductive technology-based treatments (Dyer & Patel, 2012). The high cost of treatment is predicated on the high cost of investment needed to provide the basic IVF equipment (Ultrasound machine, incubators, customized theatre tables et al.). Due to the fact that most of the generics (consumables) used in the process of treatment are sourced or imported from Europe and coupled with lack of subsidy from the government, the burden of this treatment lies heavily on the women seeking care and their families (Horbst, 2016).
 Also, in Uganda, health authorities focus on primary health care such as the reduction of maternal mortality and the promotion of family planning, to the detriment of making provisions for infertility treatment (UBOS, 2012). Also, this prevailing condition has been implicated in high discontinuation rate from fertility treatment (Gameiro et al, 2012).
Furthermore, the absence of functional health insurance systems (as is the case in the western world) which would have helped to alleviate the sufferings of women living with infertility (by affording them with financial assistance thus presenting them with chances of achieving conception), lends credence to the lamentations of most women to whom the quest to attain motherhood now seems a mirage (Berger et al, 2013). Also, owing to the focus on population reduction programs in developing countries by Western economies or governments, little attention is accorded to supporting schemes which will facilitate the provision of costly medicines, equipment and payment of medical fees for women seeking fertility treatment (Ombelet, 2008). In this context, the belief upheld is that the infertile couple should be encouraged to courageously accept their condition of childlessness rather than be offered intervention though this is unlikely to succeed (Ofosu-Budu, 2020, Ombelet,2020).  In a bid to achieve their aims of attaining conception, women resort to taking loans from banks or other sources. A survey of 213 U.S. women between the ages of 25 and 54, showed that 70% of women who had accessed or were accessing fertility treatments (IVF) at that time, incurred some debts (Bennett et al, 2012, Dyer et al, 2020). This predisposes them to the consequence of forfeiting valuables which emanates from their inability to repay the loans with or without success in the fertility treatment procedure. 
 There is currently no sufficient evidence of studies on the implementation of accessible and effective low-cost assisted reproductive technology (ART) in LMIC for most people in need of the services (Chiware et al, 2021). In Uganda (Kampala district), studies focusing on the effect of the cost of treatment on the attitudes and lives of women seeking treatment for infertility, are not readily available due to the singular reason that this aspect of infertility treatment hasn’t received the needed attention as it relates to research.
 Access to affordable and effective treatment for infertility has been known to positively influence the treatment of infertility (Torgbor-Anaman et al 2021). 
Therefore, the intervention of the government of Uganda in attending to challenges as it relates to the provision of affordable maternal health care services, evident in the construction of the 450-bed Mulago Specialized Women and Neonatal Hospital (MSWNH) is a welcomed development, because this will avail women of quality services pertaining to maternal health at subsidized rates (Ministry of Health, Uganda, 2019). Thus, it is important to note that for low-income women (who dwell in Kampala) seeking fertility treatment, to be able to access care leading to conception and successful delivery, urgent steps need to be taken and sustained. These include making ART procedures affordable and accessible; integrating infertility management into sexual and reproductive health care programs in order to engender the reduction of the cost of fertility treatment (Deroche LN, 2019, Bezad R, Omrani SE, Benbella A & Assarag B, 2022).  If the latter is facilitated, women in this category will be presented with the opportunity of living life to the full and reducing to the barest minimum, the emotional, psychological, financial and social challenges of involuntary childlessness. The goal of providing affordable A.R.T. services to women is yet to be attained due to lack of needed equipment and other constrains. Concerted efforts by the state in collaboration with non-governmental bodies, donor agencies, pharmaceutical companies and fertility treatment providers, will go a long way in curbing this byword “IVF can’t be practiced in Africa as it is done in the western world”. It is important to note that a cost-benefit analysis of ART which is simplified and affordable in low-income countries (though not easily achievable but is possible), can be effectively carried out (Ombelet & Onofre, 2019). This if done, will be of immense benefit in discovering and ascertaining the economic value of a newborn in developing countries. Tabong et al (2013) makes a case for a tailored and adequate investment to be made as it concerns providing treatment to infertile couples by stating the social stigmatization and exclusion from leadership roles which they face or encounter. 
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The response of women seeking treatment for infertility through the different procedures of treatment, varies with individuals, time, cost of treatment, the stage of treatment, quality of service administered to the patients and other variables (Sarkar & Gupta, 2016). The ability to follow through with (complete treatment) the different ART procedures or methods is influenced by the coping mechanisms (treatment behaviours) exhibited by women seeking care for infertility at different times and under the guide of different fertility care providers (Gameiro et al, 2012, Boivin et al, 2012, Pedro et al, 2017). Also, women who seek treatment for infertility at fertility clinics in Kampala district, include those who may be facing the regimens of ART procedures for the first time in their lives. Thus, the need to align with the prescribed schedules of treatment given by the fertility care providers, constrains the patients to drastically adjust the activities of their daily lives in order to conform with what is expected of them (Njogu, A, 2022, Yazdani F, Elyasi F, Peyvandi S, Moosazadeh M, SK Galekolaee, Kalantari F, Rahmani Z & Hamzehgardeshi Z, 2017). On account of this, the allocation of time to activities which they had been accustomed to, prior to the commencement of infertility treatment, are rescheduled. These changes which are sustained or adjusted over time as the treatment progresses, makes a demand on these women as it relates to their being available for relationship with people, their practical involvement in everyday life within their families, cost implications of visits to the clinics and the opportunity of sharing moments of leisure with close acquaintances (Zabihi et al, 2012, Ghorbani et al, 2020). Ghorbani et al, posits that psychological burden is the most common reason why patients discontinue from treatment. When a woman is effectively diagnosed with the challenge of the inability to conceive, she needs the companionship of acquaintances, friends and relatives with whom she can feel free to have meaningful discussions that would help steer her away from grieving over her prevailing condition (Ofosu-Budu D 2020, Njogu, 2022, Kyei JM, Manu A, Kotoh A, Adjei CA & Ankomah A, 2021). 
Regular visits to the clinic for further diagnosis (if there is need), treatment and management, presents with the loss of the privilege of receiving companionship and encouragement from loved ones and friends. Also, these visits are replete with tense moments during which the patient ruminates on the outcome of the diagnosis or treatment, as the case may be (Bakhshayesh et al, 2012). 
Bakhshayesh et al argues that some women discontinue from treatment because in the course of treatment, they present with impulsive behaviours, transfers of aggression, depression, anxiety, feelings of incompetence and negative beliefs about themselves. It is also pertinent to consider that for women of low socio-economic status, the consideration of the financial costs involved, affects their disposition towards commitment to continuing with the procedure of treatment (Boivin et al, 2012).
In a bid to benefit from having precious moments with loved ones, some women reschedule their visits (where applicable) so as to profit from the love and encouragement which being with those who really care for them, would bring. Also, being accompanied by the husbands to the fertility clinics, enabled some women to cope with treatment as this availed them of the opportunity of having someone to share their feelings and burdens with (Donkor ES & Sandall J, 2009). 
Furthermore, the knowledge of factors proven to be effective in hindering the uptake of treatment for infertility, gathered from interactions with women seeking treatment, is useful when applied in the design of interventions in the field of treatment for infertility. The nature of treatment procedures which usually encompasses various factors that includes physical complications informed by the treatment, unsuccessful treatment, the adverse effect of the location of fertility centre, prolonged procedure of treatment, social and cultural factors have been implicated in the discourse on the discontinuation of treatment (Mosalanejad et al, 2014). In this regard, discontinuation from treatment due to various adverse factors, presents as an extreme coping strategy. 
Physical complications which may arise in the course of treatment causes some women to consider discontinuing with the treatment. One of the respondents in a qualitative study declared thus “I had IUI (intra uterine insemination) treatments 3-4months ago, the medications which I was taking had side effects. Due to allergy, nausea, vomiting, headache and vertigo, the treatment was so difficult for me.” (Mosalanejad et al,2013). 
Furthermore, the duration of treatment for the different procedures employed in the treatment of infertility in women, also plays its role in the patterning of the behaviour of these women in that as the treatment prolongs, the tenacity of the patients declines thus leading to lack of follow-up and completion of the treatment (Boivin et al, 2012).
Also, the distance covered by women seeking treatment for infertility in their quest to achieve conception, also impacts on the ability of patients in this category to cope or disembark from the schedule of treatment. Bennett et al (2012), in their survey conducted in some fertility clinics in Indonesia, showed that due to the uneven distribution of fertility treatment services, less than half of the 212 respondents were able to access fertility treatment in their domain without having to travel. Thus, the need to ensure wider access to fertility treatment for women by providing services that are within their reach, cannot be overemphasized. 
Also, in a developing country such as Uganda, limited resources, prolonged treatment and side effects of medication have increased mental turbulence especially in women seeking care for infertility thus exacerbating the challenge of discontinuation of treatment (Mosalanejad L, Parandavar N & Abdollahifard, 2014). Thus, it is not uncommon to find women who turn to God (the Creator and giver of life), for succor in times of deep distress, disillusionment and desolation. Some also seek the help of clerics who they believe could effectively secure answers to their plight through spiritual means (prayers).
The failure to complete treatment and ultimately achieves positive outcomes, influences infertile women negatively and predisposes them to extramarital sexual relationships in their quest to achieve conception (PTN Tabong, 2013, Ofosu-Budu D, 2020). It also predisposes them to the contraction of HIV and other STIs. Majority of the respondents in a cross-sectional study of fertile and infertile women in Kampala district gave the following response or rather asserted thus: “we would rather contract HIV than suffer infertility”.  
“In Uganda, our culture demands that for a woman to be socially acceptable, she must have at least one biological child” (Kudesia et al, 2018). On account of this pressure on women, some women undergoing treatment at fertility clinics, also simultaneously patronize herbal medicine practitioners in their desperation to achieve conception (Kaadaga et al, 2014).
The manifestation of infertility is signaled not just by the presence of pathological symptoms but by the absence of a desired state. Thus, infertility adversely presents with other options which exist rather than pursuing a “cure”. These include self-definition as ‘voluntarily childless”, adoption, fostering or changing partners. These have effects on the mien of women living with the condition of infertility. (Greil, Slauson-Blevins & Mcquillian,2012). Thus many do not willingly nor readily subscribe to the option of adoption or fostering a child without first seeking to conceive via assisted reproductive technology (ART) procedures.
[bookmark: _Toc126245117][bookmark: _Toc126245999]       


[bookmark: _Toc148912263]CHAPTER THREE
[bookmark: _Toc126245118][bookmark: _Toc126246000][bookmark: _Toc148912264]METHODS
[bookmark: _Toc126245119][bookmark: _Toc126246001][bookmark: _Toc148912265]3.1 Research design 
This study was conducted using a phenomenological study design. 
A phenomenological study explores experiences which people have gone through and focuses on their experience of a phenomena (infertility in this case).
A Phenomenological research design serves the purpose of understanding a phenomenon’s universal nature by exploring the views of those who have experienced it.
The research was done by conducting personal in-depth interviews with women seeking treatment for infertility as this is effective in revealing the lived experiences of these women. Women who are seeking to achieve conception through the application of Assisted Reproductive Technologies (A.R.T.), were engaged in one-on-one, in-depth interviews. This was done in order to know and understand how they fare as it concerns their knowledge of infertility, the causes of infertility, the treatment behaviours they present with and their disposition towards the cost of treatment in relation to their challenge of living with the status of involuntary childlessness. The influence of the treatment on the mental, emotional and psychological aspects of their lives was also discussed.
[bookmark: _Toc126245120][bookmark: _Toc126246002][bookmark: _Toc148912266]3.2 Area of study 
Kampala district is one of the 136 districts of the country, Uganda. It is bounded on the East by Mukono district, on the West by Wakiso district, on the South by Buikwe district and by Luweero district on the north.  The current metro area population of Kampala district in 2022 is 3,652,000. Kampala district is made up of five divisions namely Kampala Central, Kawempe, Makindye, Nakawa and Rubaga divisions. 
This study was conducted at Bugolobi and Mulago, all in Kampala district. Bugolobi is located in Nakawa division while Mulago is located in Kawempe division. The study was conducted specifically at Paragon Fertility Centre, Bugolobi and Mulago Specialized Women and Neonatal Hospital (MSWNH) at Mulago hill.
At Paragon Fertility Centre, artificial insemination, psychological counselling, in vitro fertilization (IVF), advanced ultrasonography, family balancing, egg and sperm donation are services available for uptake by couples.  
The services offered at Mulago Specialized Women and Neonatal Hospital (MSWNH) include fertility treatment, In vitro fertilization (IVF), Intracytoplasmic sperm injection (ICSI), Embryo cryopreservation, Surgical sperm retrieval, Reproductive health counselling, ultrasound services, sperm cryopreservation, gestational carriers and surrogacy.
I selected the sites appropriately to maximize coverage in terms of characteristics important to the study.





[bookmark: _Toc148034338][bookmark: _Toc148912267][image: map of kampala]Figure 1: Map of Kampala district

Source: Matovu, et al. (2021)
[bookmark: _Toc126245121][bookmark: _Toc126246003][bookmark: _Toc148912268]3.3 Population
Married women seeking care for infertility at Paragon Fertility Center at Bugolobi, and Mulago Specialized Women and Neonatal Hospital (MSWNH), Mulago Hill, all in Kampala district constituted the population from which the samples were drawn. The sites were chosen because they are high volume sites and also sites where I received consent from the directors to conduct the interviews. Heterogeneity was taken into consideration as it concerns (age range, educational status etc.), in recruiting participants. 
The participants were married women of child bearing age (who have been married for some years (at least one year) and have not conceived nor have given birth to any child and who are seeking care for infertility. Women who are seeking treatment for infertility and are without psychological impediments which may interfere with effective interaction were chosen to participate in the interviews. Women who are willing to share the experiences that they’ve encountered in the course of seeking treatment for infertility also were enlisted for interview. Thus, the participants were selected purposefully with variation. Also, the latter were taken into consideration as it concerns the framing of questions and the analytical approach.
[bookmark: _Toc126245122][bookmark: _Toc126246004][bookmark: _Toc148912269]3.4 Sampling Technique:  Sampling (identification and recruiting of participants)
Purposive Sampling (selective sampling- selecting with purpose) was used to recruit participants who can provide in-depth and detailed information about the lived experiences of seeking care for infertility among women at two fertility centers in Kampala district.
[bookmark: _Toc126245123][bookmark: _Toc126246005][bookmark: _Toc148912270]3.4.1 Inclusion criteria 
The qualifying criteria for participants is that they were married women seeking care for infertility at, Paragon Fertility Center, Bugolobi, and Mulago Specialized Women and Neonatal Hospital (MSWNH), Mulago Hill, Kampala. Also, married women without psychological impediment were included in the population from which the sample was generated. Married women seeking care for infertility for some years were given preference over their counterparts who have experienced infertility for a shorter period (for example, less than 12 months). Married women seeking treatment for primary infertility were purposefully selected.
[bookmark: _Toc126245124][bookmark: _Toc126246006][bookmark: _Toc148912271]3.4.2 Exclusion criteria
Women with psychological challenges (which would impede the generation of a rich data set), were not included in the samples. Women not seeking for treatment at the selected sites weren’t included in the study. Married women who had sought treatment for a short period (having just been married for a short period- less than 12months), weren’t included in the study. Women seeking treatment for infertility at the fertility clinics, but were not willing to share their experiences.
[bookmark: _Toc126245125][bookmark: _Toc126246007][bookmark: _Toc148912272]3.5 Sample size
20 women were randomly selected with purpose from, Paragon Fertility Center, BUGOLOBI and Mulago Specialized Women and Neonatal Hospital (MSWNH), Mulago Hill, Kampala.

Sample size determination:  Sample size was determined using Slovin’s formula 
                        n =      N           (with 1/10 of N (total Pop), applied in this case)
                               1+ Ne2
        
Where           n      is the desired sample size 
                     N       is the total population (400 women treating infertility)    
                     e             margin of error = (0.05)

Locating the participants: The participants in this study were reached or accessed at the two designated sites (selected fertility clinics in Kampala district namely, Paragon Fertility Center, Bugolobi and Mulago Specialized Women and Neonatal Hospital (MSWNH), Mulago Hill. I sought and reached out to the participants through the involvement of the directors of the clinic and hospital. I wrote to and met with the directors of the clinic and hospital. Also, I had audience with one of them and with the representatives of the other. I sought consent from the directors of the clinic and hospital as it concerns having access to the participants of the study.
 Selection:  I followed the listing of sites (sites which I have listed) by seeking audience with the directors of the listed sites so as to gain certified and unhindered access to the population. The “gatekeepers” include directors of the fertility clinics, physicians and anchor persons at the clinics designated with interfacing with the public on matters involving the patients.
With the agreement, consent and facilitation of the directors of the clinic and hospital respectively, I met with the women at each site as it concerns the purpose of meeting, date of meeting, time of meeting, venue of meeting and duration of meeting and availed them of the necessary pieces of information. I gave a brief, individualized but detailed outline of the study to the women who are inclusive of my target population. 
(ii)  I distributed forms for selection wherein basic demographic details such as language, age, socio-economic and educational status, number of years in marriage and length of years of seeking treatment for infertility were included, for those who consented to doing so. Their responses enabled me to discover those who met the inclusion criteria. In consonance with the responses in the forms, I purposefully selected those who met the inclusion criteria.
Recruitment of Participants:   From among those who met the inclusion criteria, I sought to ascertain their understanding of the study and its purpose. 
(ii) I sought to clarify the contents of the study to those selected via face-to-face contact sessions. 
(iii) Thereafter, I sought their consent and willingness to participate in the study using the consent form. I administered the consent form to them while at the same time recording characteristics such as age, educational status, occupation and economic status. Also, I considered language in selecting the participants for the in-depth interview. I included participants with consideration of their physical capacity (ability to endure through the duration of the interview and be productive though not discriminating against any on the basis of physical ability). I also considered the psychological state of the participants in the process of selection.
With my sample size taken as 20 (due to constraints), the distribution of the target population across the two fertility clinics was considered.  Also, heterogeneity which enhances or facilitates the generation of a rich data set, was provided for at each site (fertility clinic). Thus, women of different ages, socio-economic class, educational status, with a mixture of experiences as it relates to seeking treatment for infertility, were included in the samples.
[bookmark: _Toc126245126][bookmark: _Toc126246008][bookmark: _Toc148912273]3.6 Methods of data collection
Data was collected by conducting structured (though with flexibility) face-to-face interviews with individual participants during which each participant was presented with open-ended questions. The sessions or discussions were recorded using an audio recording device, with the participant giving consent to the recording of the discourse before the commencement of the discussion. Data was also gathered through note taking and participant’s observation (observing the participant’s moods, gesticulations, emotions and facial expressions etc.).
[bookmark: _Toc148912274]3.6.1   Sources of data
Demographics of participants seeking treatment for infertility. Their experiences with the cost of treatment, lack of appropriate perceptions of infertility and its causes, and the coping mechanisms employed by the women in the course of treatment.
[bookmark: _Toc148912275]3.6.2 Data collection instruments
The instruments used for collecting data were Audio recorder, note books, other writing materials, in-depth interview guide and consent forms. 
[bookmark: _Toc126245127][bookmark: _Toc126246009][bookmark: _Toc148912276]3.7   Quality control
In the conduct of qualitative research, the experiences of participants are captured in verbal expressions, using words that convey emotions, feelings and opinions. Thus, in-depth interviews which is the mode of data collection in this study, is highly prone to be influenced by empathy employed as an observation strategy. Therefore, I worked towards obtaining quality data (data devoid of bias, expressions from participants not made in response to leading questions). 
I prevented my (the researcher’s) influence from bearing on the responses of the participants and on the conduct of the interviews. In the analysis of data, I worked towards non-extrapolation of the meaning of the responses of participants, thereby facilitating the accordance of reliability and validity to the accruing data.
Data collection spanned from 10th August, 2022 to 14th of September 2022.
[bookmark: _Toc126245128][bookmark: _Toc126246010][bookmark: _Toc148912277]3.8 Data processing and analysis
In analyzing the data generated, I applied the Content Analysis (Reflective Thematic analysis) method in this section of the study.
 I also used Open Code data analysis software for analyzing the data gathered.
 The analysis involved the following steps namely:
[bookmark: _Toc126245129][bookmark: _Toc126246011][bookmark: _Toc148912278]3.8.1 Data Validation or cleaning 
I checked the accuracy and quality of data source before using it or proceeding with the analysis of the data. 
[bookmark: _Toc126245130][bookmark: _Toc126246012][bookmark: _Toc148912279]3.8.2 Transcribing data 
I closely observed the data through repeated careful listening to the audio recording of the interview and thereafter transformed (transcribed) the audio content of the interview into written form. 
The transcription of data was followed by:
[bookmark: _Toc126245131][bookmark: _Toc126246013][bookmark: _Toc148912280]3.8.3 Familiarization with the data (Reading the transcript (reviewing and exploring the data)
I read through the transcript to make notes of my first impressions. At this point, I worked at identifying common themes which facilitated the discovery of important insights, observance of biases and aided the final summation of the data. 
[bookmark: _Toc126245132][bookmark: _Toc126246014][bookmark: _Toc148912281]3.8.4 Generating codes (Annotating the transcript)
Annotation is the process of labelling relevant words, phrases, sentences or sections with codes. In other words, the coding of the transcript was done at this point. The codes enabled the identification of important qualitative data types and patterns. The coding process involved the labelling of actions, activities, opinions, differences, concepts, processes and all data components which I saw as relevant.
[bookmark: _Toc126245133][bookmark: _Toc126246015][bookmark: _Toc148912282]3.8.5 Constructing themes (Conceptualization of Data)
The conceptualization of qualitative data is the process of aligning data with critical themes that will be used in the published content. I identified these themes at the initial review of the transcripts. I also created categories by grouping the codes created while annotating the transcribed data (transcript).
[bookmark: _Toc126245134][bookmark: _Toc126246016][bookmark: _Toc148912283]3.8.6 Segmentation of Data
Segmentation is the process of positioning and connection of categories. This affords cohesion in the bulk of the data. I labelled the categories and thereafter described the link between the categories and the generation of themes.
[bookmark: _Toc126245135][bookmark: _Toc126246017][bookmark: _Toc148912284]3.8.7 Reviewing potential themes (Analysis of the Segments)
I also determined the ranking pattern amongst the categories and themes. Thus, I sought to know the levels of importance among the categories. I also concluded the review with selection of themes appropriate in the course of analyzing the data.
[bookmark: _Toc126245136][bookmark: _Toc126246018][bookmark: _Toc148912285]3.8.8 Defining and naming themes
Having reviewed the list of themes and selected some of the themes appropriate for producing the report, I named them and effectively used them in the table generated for report purposes.
[bookmark: _Toc148034357][bookmark: _Toc148912286][image: ]Figure 2: Thematic analysis steps
[bookmark: _Toc126245137][bookmark: _Toc126246019]Source: Braun and Clarke (2012)


[bookmark: _Toc148912287]3.8.9 Ethical considerations  
The consent of participants was sought orally, prior to the commencement of the research. Verbal consent was sought from participants who declined to write and those who opted to give verbal consent for other reasons. 
Participants received study information from the principal investigator (with the consent of their physicians) and were later approached.
The purpose of the research and what it entails for the participants were made known to them individually prior to conducting the interview.
The participants were informed of the benefits or the usefulness of the research to their well-being or the attainment of their pursuit. 
The participants were assured of the confidentiality of pieces of personal information which they willfully availed the researcher of. This was done prior to conducting the interview and also reiterated upon in the course of the interview.
The dignity of the participants was prioritized by allowing them the exclusive preserve of giving the pieces of information which they were willing to divulge and not coercing them to release information against their will.
The participants were assured of the protection of their integrity and this protection was evident during the interview by the researcher accessing only relevant components. 
Also, the reflection of anonymity in the dissemination of the research findings was emphasized upon and would be adhered to. The anonymity of the participant’s demographics was taken into consideration through the use of codes.
[bookmark: _Toc126245138][bookmark: _Toc126246020][bookmark: _Toc148912288]3.9 Anticipated methodological constraints
The composure of the participant throughout the duration of the interview as they relate heart–touching experiences of their quest in seeking treatment for infertility may be a source of concern. Emotional challenges or impediments to the interview may arise. 
There may be the constraint of participants not practically committing to go through to the end of the interview, due to some unforeseen circumstances. Shortcomings as it concerns the inability to overcome physical challenges (inability to endure through the interview session), is also envisaged. 
There could be a situation whereby participants are not willing to give out detailed pieces of information that would enrich the data being collected.
[bookmark: _Toc126245139][bookmark: _Toc126246021][bookmark: _Toc148912289]3.9.1 Mitigating methodological constraints 
1. During the interview session, it is important that the participants are composed and are able to focus during the interview so that the goal of the session would be achieved. In order to attain this, I sought to find out before the interview commenced, the possible causes of distraction to the interviewee and I did what was needful to effectively reduce them or totally eliminate them. I chose a location (venue) of the interview such that distractions were eliminated because an appropriate location would help the participants to concentrate. Also, I paused and halted interview sessions that affected participants emotionally by administering counselling and comforting them through the involvement of counsellors (trauma healing).
2. In order to facilitate the participants’ ability to follow through the session, the duration of the session was designed in such a way as to align with the capacity of the participants, thus enabling them to willingly be involved in the session till the end. The participants were given prior knowledge of the duration of the session and consensus was reached between the participants and I (interviewer/researcher) before the commencement of the interviews.
3. Thorough and effective emphasis on respecting the participants’ privacy and          keeping the experiences shared confidential, was duly embarked upon in order to gain their confidence. This enabled them to be relaxed and freely share their experiences.  Also, questions which are heavily prone to eliciting deep emotions were carefully avoided or called off in the course of the interview. 

[bookmark: _Toc126245140][bookmark: _Toc126246022][bookmark: _Toc148912290]CHAPTER FOUR
[bookmark: _Toc148912291][bookmark: _Toc126245141][bookmark: _Toc126246023]RESULTS, DATA PRESENTATIONS, ANALYSIS, AND INTERPRETATIONS
The participants who were interviewed (20 in number) were between 23 and 42 years. The age bracket recorded wasn’t intentional but was dependent on the ages of the participants available. Also, inability of getting consent from most of the fertility clinics to conduct interviews with women seeking care for infertility, influenced the size of the population from which the sample was collected.
10% of the participants were 23-27 years, 5% were 28-32 years, 35% were 33-37 years and 50% of the participants were 38-42 years. 12 of them (60%) were employed while 8 (40%) were housewives. 6 participants (30%) were gainfully self-employed (entrepreneurs), while the other 6 (30%) who were also employed, were employees of different organizations and institutions. Among the participants, 2 (10%) had primary education or completed primary school, 10 (50%) had secondary education while 8 (40%) attained Bachelors and post graduate levels of education. 18 women (90%) were Christians while 2 women (10%) were Muslims.   
[bookmark: _Toc126245142][bookmark: _Toc126246024]Among the participants, the duration of infertility spans between 2years and 24 years. One participant had two living children while another had one living child. The remaining 18 participants didn’t have any child of their own as at the time the interview was conducted. Furthermore, the time spent in undergoing treatment for infertility treatment ranged between 1year and 24 years. 15 out of the 20 participants (75%) indicated female factor infertility while for 5 women (25%) among them, various forms of medical and surgical procedures were still being conducted. As it relates to the type of treatment received by the participants, 5 women (25%) were undergoing treatments which employed A.R.T. namely I.V.F. (In vitro fertilization), 8 participants (40%) were undergoing surgical treatments and 7 (35%) were undergoing medical treatment (hormonal treatment)
[bookmark: _Toc148034363][bookmark: _Toc148912292]Table 1: Participants socio-demographic characteristics
	Participant’s identification
(PSEUDO NAMES) 
	Age
	
Occupation
	Education 
	Marital Status
	Duration of 
infertility
	Time spent under treatment
	Cause of infertility
	Current treatment

	P1

Nancy
	41
	Professional
	Post Graduate
	Living with a partner
	10 years
	5 years
	Female
Factor
Infertility
	IVF

	P2
Judith
	39
	House wife
	Post Graduate
	Married
	5years
	3years
	F
	IVF

	P3
Joan
	39
	Entrepreneur
	Secondary
	Married
	6 years
	3 years
	F
	Laparoscopy

	P4
Patricia
	36
	Entrepreneur
	Secondary 
	Married
	6 years
	4years
	F
	IVF

	P5
Cynthia
	40
	Lecturer
	Post Graduate
	Having a partner
	7 years
	5 years
	F
	IVF

	P6
Rita
	41
	Employee
	Secondary
	Married
	2years
	2 years
	F
	Laparoscopy

	P7
Mercy
	38
	Housewife
	Secondary
	Married
	8years
	8years
	F
	Hormonal treatment

	P8

Tina

	35
	Entrepreneur
	Secondary
	Married
	5years
	3years
	F
	Hormonal Treatment

	P9
Juliet
	26
	Teacher
	Bachelor
	Married
	6years
	2years
	F
	Laparoscopy

	P10
Florence
	34
	House wife
	Secondary
	Married
	12years
	7years
	F
	Laparoscopy

	P11 Peace
	33
	Teacher
	Bachelor
	Married
	5years
	5years
	F
	

	P12
Ann
	42
	House wife
	Bachelor
	Married
	12 years
	6years
	F
	Hormonal treatment

	P13
Ruth
	37
	House wife
	Secondary
	Married
	6 years
	4 years
	F
	Laparoscopy/Hormonal Treatment

	P14
Jane
	38
	House wife
	Primary
	Married
	7years
	6years
	F
	Laparoscopy

	P15
Betty
	38
	House wife
	Secondary
	Married
	10 years
	6 years
	F
	Laparoscopy

	P16 Mary
	36
	Entrepreneur
	Bachelor
	Married
	8years
	6years
	F
	Laparoscopy

	P17
Claire
	37 
	Employee
	Post Graduate
	Married
	2years
	1 year
	F
	Hormonal treatment

	P18

Pearl
	40
	House wife
	Primary
	Married
	24 years
	22years
	F
	Laparoscopy/ Surgery

	P19
Marion

	23

	House wife

	Secondary

	Married

	2years

	2years

	F

	Laparoscopy


	P20
Clara
	33
	Entrepreneur
	Bachelor
	Having a partner
	13 years
	5 years
	F
		Hormonal
 treatment





Source: Field data, 2022
[bookmark: _Toc148034364][bookmark: _Toc148912293]Table 2:  Content analysis: from codes to themes
	Theme
	Sub-theme
	Category
	Code 1
	Quotes

	Challenges of women seeking treatment for infertility
	Emotional discomfort



	Bullied, pressurized, rejected, abused, attacked, rejected, pained, anxious, loses identity and is isolated.
	Emotional discomfort

	Infertility is an experience in which people keep bullying the person in society. They abuse you and use words that make you sad. They don’t mind what they say to you. “THEY TAKE AWAY YOUR NAME AND DO NOT GIVE YOU A VOICE”. This is painful to me and makes me anxious as I seek treatment.

	
	
	Lonely, depressed, miss a happy life, demeaned and felt rejection.
	Emotional discomfort
	I felt so lonely, depressed, developed a lot of stress and I missed a happy life. There is hatred, lack of trust from people, people change you, they tell you what you are not.

	
	
	Stress and low self-esteem.
	Emotional discomfort
	Life is at times…, is stressful, when you see a pregnant mother, you feel like you are the one.

	
	
	Living under Pressure, constrained to bear stress.
	Emotional discomfort
	My husband’s grandmother who is 80 years old always asks me, “where is the baby?”. She would say to me, “I want to see the baby before I die”. So, I have come to the clinic to look for the baby

	
	
	Discouraged crushed in spirit and losing hope.
	Emotional discomfort
	Some doctors are very discouraging as it relates to the kind of words they throw at us. Words such as "you are old, age is leaving you", breaks my heart and crushes my spirit.

	Financial burden of infertility treatment
	Burdened by cost.
	
	Financial stress
	I'm a housewife and my husband is a civil servant. The cost of treatment has been a heavy burden on our income. The doctor told me that I needed to undergo another test. If I tell my husband that there is another test to be conducted, I don't know what he will say, I don't know how he would take it”. The tests are too many and he has spent a lot. I'm afraid to tell him, I'm thinking of hiding it from him”.

	
	Financial constrain
	
	
	

	
	
	
	Financial distress
	Women should be working to save money because they will need it at a certain time. If you don’t have money, you will remain with your problem.

	Significance of knowledge of infertility.
	Ignorance and lack of awareness.
	
	
	

	
	
	
	Ignorance and lack of awareness
	I didn't have any knowledge about infertility before visiting the fertility clinic because I thought and believed that the moment I live with a man and relate sexually, I will easily conceive.

	Perceptions on the causes of infertility
	Supernatural causes of infertility

	
	
	

	
	
	Belief borne out of challenge and desperation.
	Perception about infertility
	I'm from a polygamous family. My father married five wives. I’m the first child, and first daughter. The two females after me all have children. So at times, I think I may be suffering from being be-witched.

	Coping strategies during fertility treatment
	Determination to live with hope

	
	Determined.
	

	
	
	
	Self-encouraged.
	Whether my husband cares or not, whether my marriage is challenged or not, I would go on, I must live a life of hope and make myself happy.

	Faith and dependence on God.
	
	
	
	

	
	
	Reverence and submission to God.
	Submission to God
	I've learned that I should tell God, "You remain God. God, I can't fight with You and there is no way I can say I am running away from You.


Source: Field data, 2022

Trustworthiness of the findings was ensured using Guba and Lincoln’s criteria of credibility, transferability, dependability and confirmability. 
Dependability was attained through accurate translations and transcription of the responses from the interviews and also coupling this with the reviewing of the transcripts, notable remarks and quotes by another experienced qualitative researcher. Credibility of the research was attained by the continual assessment of the work by the author and reviewer, the conscious and effective participation of the author in the data analysis process, the credibility of the author and reviewer, reflexivity of both and in-depth handling or engagement with the data. 
Transferability was improved upon through the use of purposive sampling (laced with a random disposition) with maximum variation. Also, providing in-depth representation of the participants and the study coupled with a thorough review of data, accords transferability to the results of the study. 
Confirmability was attained by the author maintaining a reflective journal while the study lasted, while also documenting the reflexivity and essential high points of the research process.
Themes   
Analysis of the transcribed data, gave rise to five themes and also 12 sub-themes were evolved. The themes are arranged in Table 2 above with the adjoining sub-themes, codes and corresponding quotes from the respondents. 
Theme 1:  Challenges of women seeking treatment for infertility
The impact of infertility on women seeking treatment was very evident as the contents of the data are viewed. The responses of the participants laid strong emphasis on specific areas of concern in the treatment process. The treatment of infertility among women in Kampala district, presents with encounters of varied sorts and degrees. Notable among the challenges that reveals or highlights the impact of infertility on women treating infertility are financial impediments to treatment, the emotional and psychological stress of treatment, the physical pain of treatment, the dearth of knowledge about infertility and the stigma of childlessness which presents with rejection from society.
Emotional discomfort
The participants in the study declared that they were worried, anxious, felt lonely, experienced sadness, were depressed, felt worthless (without value in life), were heart-broken, felt abandoned, experienced rejection, were considered as a failure, were perceived as emblems of financial wastage and were called “good for nothing”. One woman explained that when she was diagnosed with infertility, she developed a sudden pain and her life was disorganized from that moment. Thus, in the course of treatment, she presented with apprehensions and fear of a negative outcome.
 “At first, I couldn’t believe it that I had a challenge conceiving even after the diagnosis, but as the years passed by, I started feeling the pain and I became disorganized” (P3 Joan, 39 years old and without a child).
“From my point of view, it is troubling. I say so because I am a realist. I wouldn't say that I'm depressed but it is very troubling. I will do whatever it takes to do this medically. I would like to have a child as a person. I would like to do so because I'm older than I should be” (P1, Nancy ,41years old, without a child). 
“Having done the embryo transfer, the result will be available in the next two weeks. So, in being careful with my body, I get worried if the vehicle enters a pothole as my sister gives me a ride from the hospital back home”. (P5, Cynthia, 40 years old, without a child). 
Quite a number of women expressed their displeasure at being abused, castigated, and attacked with offensive words by their in-laws, relatives and other members of the society. This they said depressed them and made them feel worthless.
“Infertility is an experience in which people keep bullying the person in society. For instance, if a woman gets married, before she gives birth to a child, the in-laws keep pressurizing her. They abuse you and use words that make you sad. They don’t mind what they say to you. “THEY TAKE AWAY YOUR NAME AND DO NOT GIVE YOU A VOICE”. This is painful to me and makes me anxious as I seek treatment. People get mad at you as if having a child is the license to having a name and a voice in the society” (P17, Claire, 36 years old, without a child).
“Some women point at you and say whatever they want to say. This makes me feel valueless, but I would try to make myself happy and try not to cry every day (P12, Ann, 42 years old, without a child)”. 
“I felt so lonely, depressed, developed a lot of stress and I missed a happy life. There is hatred, lack of trust from people, people change you, they tell you what you are not.” (P6, Rita, 41 years old, without a child). 
“Life is at times…, is stressful, when you see a pregnant mother, you feel like you are the one” (P7, Mercy, 38 years old and without a child). 
Some women reported experiencing pressure from their in-laws, relatives and even family members who take it that their inability to give birth to children while married to their husbands, casts a slur on the family which the woman hails from. Also, family members of the male partners, through unguarded words, inadvertently urge them to marry second wives in order to bear children and continue their lineage.
 “My husband’s grandmother who is 80 years old always asks me, “where is the baby?”. She would say to me, “I want to see the baby before I die”. So, I have come to the clinic to look for the baby” (P16, Mary, 36 years old, without a child).
“I struggled and got some money with which I bought land and built a house. My husband recently bought land near the house I built for the family because he wants to build a house for his second wife who has borne children for him” (P3, Joan, 39 years old, without a child).
Some women also expressed their pain at the utterance of some care givers (physicians) which were discouraging in the usage of words. They bemoaned the fact that care givers who should be empathetic to their plight, compound their challenges due to insensitivity.
“Some doctors are very discouraging as it relates to the kind of words they throw at us. Words such as "you are old, age is leaving you", breaks my heart and crushes my spirit. (P6, Rita, 41 years, without a child). 
“Your egg reserves are depleted; you are advanced in age” (P12, Ann, 42 years old, without a child).
“My nephew is bearing the cost of my treatment as my husband already has six children (both male and female) from his second wife and would not consider investing in finding solution to my challenge” (P18, Pearl,40 years old and without a child).
Some women also shared about their ingrained fear of pain during some procedures of treatment.
“The pain which I go through during surgery, I don't want to discuss it nor get afraid of it. All I am saying is, I'm here to undergo any appropriate procedure of treatment. It is an experience which I'm willing to go through, in order to have a child”. (P16, Mary,36 years old, without a child).
The emotional distress that ensues with the diagnosis and treatment of infertility, were experienced by women who in consonance reported the same. Grief emanates from some close family members and also from some care givers. Thus, it was important to conduct the study at this time. 
Physical pain (distress, torment, anguish)
Most of the women expressed their displeasure with the adjoining pain that comes with the treatment being administered to them as they seek to treat infertility. The many doses of injections administered to them, came with excruciating pains. Most of the women undergoing treatment usually would take ample time to rest and recover from the pain and discomfort of procedures ranging from egg retrieval to insertion of fertilized egg, before leaving the hospital after consultation. 
One of the women expressed her pain this way:
“I live in Arua and I’m going through treatment at Kampala. The challenges I face because of treatment, are evident. I had to take two injections in the first week, one in the morning and one in the evening. Being that there is no facility for admission in the clinic, I had to rent a place to stay. I have no one to take me to where I stay after taking these painful injections. This is stressful but because I need a child, I have no other option” (P3, Joan, 39 years old, without a child).
 “The physical burden that comes with the treatment can also prevent me from completing the treatment. Maybe one can get to a certain stage of the treatment and feel that she cannot go further because of the pain and trauma involved” (P13, Ruth, 37 years old, without a child).
The regimen of treatment brought untold physical pain and distress to most women as is evident in their responses. The stress of the regimen of treatment is evident, with most of the women seeking treatment reporting that the stress of seeking treatment affected them adversely.
Due to the fact that I'm working, to get time to come for consultation with a doctor is difficult. I work in Mubende about 151 km from Kampala. There we don't have fertility specialists like there are in Kampala. Also, I live in SOROTI WHICH IS ABOUT 290 KM from here. The specialist doctors attending to us, I mean to women with this challenge here, are few, and because of this we spend a lot of time waiting for doctors to attend to us. For example, I am waiting for the doctor now because he is in the theater conducting surgery. If there were more doctors, I would have received quick attention but because time has been lost, I can't return back to my place again today, so I have to rent a place to stay till I'm able to consult with the doctor”.  (P16, Mary, 36 years old, without a child).
“Having done the embryo transfer, the result will be available in the next two weeks. So, in being careful with my body, I get worried if the vehicle enters a pothole as my sister gives me a ride from the hospital back home”. (P5, Cynthia, 40 years old, without a child). 
“Conserving strength is important. Undergoing this type of treatment, you need strength, power and a cool environment where there is no stress. In the recent past, I had a function and I had started my treatment three days earlier and I had medicines to take with me. The medicine was to be taken around 5pm but I got home around 9-10pm. In the middle of the treatment, I can't travel even if I have an opportunity to travel especially abroad. Now, today I had a transfer and after a transfer, one has to be careful as regards movement on the road. My sister is coming to drive me home. I am such a person that prefers doing things for myself, but as it is, I have to depend on her to drive me. Wherever there is a pothole, I need to be so careful and my home is 30km from the clinic.  Also, the injections are another challenge for me. For instance, I took injections today and it pains. So, there are various experiences women face in seeking treatment for infertility. As for me, I can send a boda (cyclist) to pick medicine for me but today I am needed here and I have to come in person.”. (P5, Cynthia, 40 years old, without a child).
In the quest to conceive and be relieved of the burden of involuntary childlessness, women go to lengths (in pain and distress) to seek treatment and find solution to their challenge. Many are wearied with moving from one care provider to another and vacillating from one prescription to another.
I have been to Mbale Regional Referral Hospital, Bombo military Hospital and even to Somalia. I've also been taking herbs that aunties and friends prescribe, they put some in tea and they cook the others, but after taking all, it's been in vain because there's no positive result.  (P16, Mary, 36 years old, without a child).


Theme 2: Financial burden of infertility treatment
Participants in the study duly emphasized on the challenges they experienced in seeking treatment due to financial constraints. All the women interviewed stated that treatment for infertility are capital intensive. 
“I'm a housewife and my husband is a civil servant. The cost of treatment has been a heavy burden on our income. During my consultation with the doctor, I was told that I needed to conduct or undergo another test” (P15, Betty, 38 years and without a child).
She spreads series of papers on the table, which were results of tests which had already been conducted and says " if I tell my husband that there is another test to be conducted, I don't know what he will say, I don't know how he would take it”. The tests are too many and he has spent a lot. I'm afraid to tell him, I'm thinking of hiding it from him”. (P15, Betty, 38years old- without a child).
One of the participants was overwhelmed with the accumulation of costs of treatment that she expressed her concern thus:
“Concerning the cost of running the tests, we've spent over 700,000 shillings and for the surgery we spent over 3 million Ugandan shillings and that’s for a start” (P18, Claire, 40 years- without a child for 24years). 
A woman from the pool of participants bared her mind as it relates to the exorbitant cost of infertility treatment and the adjoining lack of government intervention, lack of subsidies and insurance schemes and the visible absence of NGO in the community of care givers.
“The cost of treatment has been expensive. I have also visited other fertility clinics and conducted so many tests such as the HSG test. The treatment is very expensive because there's little or no involvement of government and NGOs in matters concerning infertility. I am not aware of any NGO in this country, which is involved with matters of infertility. There are no government interventions, no health insurance schemes and no subsidies relating to infertility treatment. Even the government does not know us, but there are many women who have this challenge. If you go to fertility clinics, you will see quite a number of women who can afford IVF, ICSI. Those who cannot afford it are left on their own. IVF cost about 18million Ugandan shillings and above and at times, one does not succeed in conceiving after the first cycle. A woman told me, that she has done IVF for five times and I said to her "woman, you are rich". 
She said to me, "despite these five cycles, I have failed to conceive". Therefore, after spending such a huge amount of money and there is no positive result, how would she feel? There are also other fertility clinics whose procedures of treatment (ART) costs about 20 to 30 million Ugandan Shillings. There are also women who don't know about IVF or similar procedures of treatment. There are those who know about IVF but because they are frightened by the costs, they are deterred from visiting fertility clinics for treatment. Some women take loans from financial houses and Banks to attempt a cycle of IVF and for those who weren't successful, this leads them to indebtedness and poverty” (P12, Ann, 42years- without a child).
A woman who considered the cost of treatment a burden when compared to investing it into meeting other needs in the family, expressed her pain.
 “The costs may not be too much but the number of tests and the regularity of conducting the tests, aggregates the cost. It accumulates a lot. These are sums of money that one can put to use as it concerns other things but every two weeks or every month you spend it on seeking treatment”.
One woman who had lived with her first husband for two years before the marriage ended in divorce, had to bear the burden of taking loans from banks in order to continue treatment in her bid to do all she could to save her second marriage which is four years old, still without a child from her. She bemoaned the loss of money evident in the negative outcome which she received as it relates to the first cycle of IVF which she had gone through.
“I had to take a loan to pay for the first cycle of IVF at a different fertility clinic. The first cycle wasn't successful so I had to take another loan while repaying the former one I took, so that I could continue with treatment at this fertility clinic where I am now” (Participant 3, Joan, 39years-without child and whose husband has married a second wife who has given birth to six children).
A woman who comes from Arua to Kampala for treatment, lamented on the extent to which seeking treatment for infertility has affected their ability to plan their lives. 
“IVF is very expensive. I'm short of words to explain it. Though my husband and I are into business, but this procedure of treatment, drains our finances. The fertility clinic where I am being attended to now, unarguably offers the most affordable rate in Kampala. At first, we paid 14 million Ugandan shillings for a cycle of IVF, but unfortunately the outcome was not positive. So, I have to come back for a second cycle”.  She continues thus, “also, the main challenge to completing my treatment, is the cost of treatment. Sometimes, the fertility care provider will require that the patient pays 100% of the bills before treatment is completed”.  (P4, Patricia, 36years-without a child).
Another woman who is a teacher and comes from the Eastern part of the country to Kampala for treatment, expressed her fears of losing her job in the course of seeking treatment.
“As a teacher, the regimen of treatment is affecting me because the management of my school, the school where I teach, wouldn’t always grant me the opportunity to be out of school each time I have an appointment with the doctor here in Kampala. I'm afraid of losing my job at the school where I teach. Also, the stress of movements from my place to Kampala, takes its toll on me, physically and emotionally (not always being with my husband). Financially it’s costly being that my salary is meager and it makes me anxious and burdened”. (P9, Juliet, 26 years old and without a child).
One of the respondents who had undergone the procedure of IVF previously at a fertility clinic but without success, committed to undergoing the second cycle under the care of another fertility care provider, emphasized on the importance of being financially prepared as it is one of the main issues as it concerns seeking treatment.
“Women should be working to save money because they will need it at a certain time. If you don’t have money, you will remain with your problem”. (P4, Patricia, 36 years old, without child, divorced by first husband due to lack of a child).
 Another woman corroborated the point above with the assertion below:
 “When you don't have money, they will not work on you”.  You are expected to pay all the money before the final treatment, this is a challenge to me”. (P6, Rita, 41years old, without a child). 
The burning desire to achieve a positive outcome (to have a child), spurs some women to enlist for treatment despite the inability to pay the bills. The quest to change their condition, to save themselves from the feelings of worthlessness and live life to the full, informs the decision of women to commence treatment even without availability of finances to cater for treatment.
 “The cost is on the high side, coupled with transportation, accommodation and feeding. Our income as a couple cannot offset the bills” (P9, Juliet, 26 years old, without a child).
In conclusion, women through their responses agreed that treatment for infertility is costly and takes a toll on those subscribing to it. Thus, many expressed their concern while seeking treatment due to the financial burden they bore themselves or were borne by their partners or through loans they collected from lenders, as observed during the conduct of the study. Therefore, it was very important to explore how the cost of treatment for infertility influenced the experiences of women seeking this treatment.
Theme 3:   Significance of knowledge on infertility
Most women didn’t have the knowledge of infertility prior to seeking treatment from fertility care givers. They didn’t bother with learning about infertility because they hadn’t ascertained their fertility status, they didn’t envisage the challenge would arise. There unarguably exists a lack of effective and consistent awareness on infertility in Kampala district. One woman reported that she seldom considered the possibility of living with infertility or of being diagnosed with the challenge to conceive because it was settled in her heart that whenever she lives with and copulates regularly with a man without protection, she will easily conceive. 
“I didn't have any knowledge about infertility before visiting the fertility clinic because I thought and believed that the moment I live with a man and relate sexually, I will easily conceive”. (P6, Rita, 41 years old, without a child).
A woman in her early forties and a professional in her field of endeavor, “left it late”, in her own words, due to lack of knowledge about infertility. She bemoaned her indifference to seeking knowledge about infertility. She grieves the loss of time which she allowed due to ignorance.
“Not a lot (I didn’t know a lot about infertility) because I wasn't interested in it, not knowing that I had a challenge. I started learning about infertility when I came to the fertility clinic. 
As a person, I didn't put enough effort to conceiving early enough thinking that at any time I attempt, I will be successful. My inability to conceive wasn't an issue till it became an issue”. (P1, Nancy, 41 years old, without a child).
Another participant considered it strange to embark on seeking knowledge about infertility since she precluded herself from the pool of women who would ever experience such a difficulty.
“I didn't know much because I didn't think I needed to know. I didn't know I had the challenge of not being able to conceive” (P9, Juliet, 26 years and without a child).
“I just saw it and took it that those who were not able to conceive are called Infertile. I really didn't know much about it”. (P17, Claire, 37 years and without a child).
In conclusion, it is pertinent to engage in raising effective awareness on infertility in Kampala district, seeing that there is a lack of knowledge of infertility among the populace especially women. The need to embark on this is urgent as it will facilitate an improvement in the health seeking behaviours of women within the district especially those who are prone to infertility. Also, it will engender the early adoption of preventive measures which will reduce the incidences of infertility among women in the district.
Theme 4: Perceptions of women on the causes of infertility
Women expressed their knowledge as it pertains to the causes of infertility. The perceptions of these women as it relates to the precursors of this unenviable condition varied from natural causes, medical reasons, patterns of life, Supernatural causes (divine will of God)-time-dependent and even witchcraft. Some women held the view that obeying moral values of being chaste until a woman is married, predisposes one to the challenge of infertility. Thus, the latter advocates that norms and morals shouldn’t be upheld, in order to prevent the burden of involuntary childlessness.
Supernatural causes of infertility
The existence of the operation of powers in the spiritual realm is widely believed in Uganda just as it is also accorded acceptance in other parts of Africa. It is believed that evil spirits, creatures that aren’t human have supernatural powers and could influence the occurrence of events and the outcome of people’s lives. Thus, they are believed to express their supernatural powers through witchcraft- influencing events. Also, the proponents of the existence of the Supreme being- the Almighty God, also considers occurrences beyond their understanding, as acts of God’s will. 
One of the women wondered why as the first daughter and first child of her family (a polygamous family of one man marrying five wives), she hasn’t been able to conceive but all her step sisters have children. When asked if she believes that infertility can be caused by witchcraft, she responded thus: 
“Yes, it could be, because in a family you don't know who is good or bad. I'm from a polygamous family with my father marrying five wives. I am the first child, and first daughter. The two females after me all have children. So at times, I give it a thought that I have been bewitched”. (P3, Joan, 39 years old and without a child).
Another woman gave account of the belief which members of her community subscribes to, stating the modes of operations of the adherents to the belief in witchcraft as it relates to preventing a woman from conceiving.
“In my community it is believed that this (witchcraft being a cause of infertility) is possible. This is because some people do steal a woman's underwear and take them to the shrine and after some rituals are done with the underwear, the person who owns them may fail to conceive. Also, in some cases, some amulets as they are called, are tied at some places coupled with incantations made to prevent a woman from conceiving” (P16, Mary, 36 years old, without a child).
One of the women wasn’t resolute in her conviction but asserted that witchcraft could only work in hindering a woman from conceiving, if she believes that it could.
“Well, I don't know, it's an African society and coupled with what we've been through while growing up, I don't know. “If you believe it, it works” and this can hinder one from seeking medical advice or the services of fertility care providers”. (P17, Claire, 37 years old, without a child).
The uncertainty about the belief that infertility could be caused by witchcraft was corroborated by another woman as follows:
“Yes, it can cause infertility, 50/50”. (P18, Pearl, 40 years old and without a child).
Conversely, some of the women expressed their belief that the outcome of any event in life is controlled by the Supreme being- the Almighty God. It was evident that their belief was linked to the upbringing which they had been given.
“Maybe because I do see people who have been said to have been bewitched and they can't produce children but for me I believe in God, what God has said will happen, it will happen. Someone with evil intentions may do things to delay conception but with God, all things are possible”. (P6, Rita,41 years old, without a child).
“Even IVF is God, if God doesn't approve of it, it will not succeed” (P12, Ann, 42 years old, without a child).
Patterns of Life 
The mode or conduct of one’s life, greatly influences outcomes of that life in different ways which are evident and visible. Some participants in the study attributed infertility in women to different patterns of life. Notable among the patterns of life implicated in the cause of infertility are: having multiple sexual partners which predisposes a woman to contacting STIs, engaging in committing abortions which may lead to the damaging of vital female reproductive organs, self-medication (unregulated consumption of both modern medicine and herbal mixtures), nutrition and indifference to knowing one’s health status regularly even with the financial capacity to do so. 
For e.g. one of the participants in the study acknowledged that she had arbitrarily taken herbs prescribed by aunties, relatives, friends and well-wishers, all to no avail.
“I have been married for 24 years and I have struggled with the challenge of infertility for about 22 years. I have invested a lot of my time and resources on seeking treatment for infertility through consulting herbal healers and consuming herbal mixtures, without positive outcomes. My husband remarried and the second wife now has six children for him. Some years ago, I decided to visit different fertility clinics and the diagnosis revealed that my fallopian tube is blocked. Also, I underwent surgery to remove fibroids. Since then, my periods which used to last for one week now lasts for 3-4 days, which is normal. I think something has been corrected” (P18, Pearl, 40 years and without a child). 
Another woman corroborated the statement thus:
 “I've been taking herbs that aunties and friends prescribe, they put some in tea and they cook the others, but after taking all, it's been in vain because there's no positive result. So, I have learned that the right and the best thing to do is to continue with medical checkup and diagnosis so that the right treatment will be administered” (P16, Mary, 36 years and without a child).
Also, a participant from the study advocated that younger women should desist from living in promiscuity. She sums up her advice in these words:
“Lifestyle patterns should be watched out for, younger women should stop using men when they are still very young. Young females should stop getting unwanted pregnancies and committing abortions” (P4, Patricia, 36 years, without a child).
Having multiple sex partners which makes a woman susceptible to STDs and STIs, can lead to infertility (P5, Cynthia, 40 years old and without a child).
One woman from one of the fertility clinics eagerly made a case against indifference to routine medical checkups by stating that her negative attitude to proper health seeking behaviours, contributed to her current health status - living with the challenge of infertility.
 “I would advise younger ones especially females, to consult doctors at health facilities immediately the person observes a sign that is not normal. I have been having painful menstruation since I was a teenager but I didn't seek medical advice until now that the case of infertility has become my challenge”. (P4, Patricia, 36 years, without a child).
“Every infection should be treated quickly and the girl child should be carried like an egg” (P3, Joan, 39 years old, without a child).
Medical causes of infertility
The study is replete with women who disclosed their agreement with the outcome of their physician’s diagnosis. Women noted some causative factors that informed their challenge of infertility. These factors ranged from hormonal imbalance, incomplete or non-treatment of STIs and or STDs, tubal blockage and the use of different family planning methods.
Incomplete or non-treatment of STIs and /or STDs
“Infertility can be caused by infections of the reproductive system namely PID (Pelvic Inflammatory Disease), infections caused by Chlamydia, Syphilis etc. If they are not well treated, these can lead to infertility. There may be other causes which I do not know” (P3, Joan, 39 years old and without a child).
Two women among those who were interviewed mentioned that hormonal imbalance which they were not privy of, contributed largely to their inability to conceive.
“I believe in coming for diagnosis by the doctor and going for scans etc.  If I haven't visited the doctor, maybe I'll still be in the dark not knowing the problem. I was informed by the physician that the major factor contributing to my inability to conceive, is the high levels of estrogen that I present with”. (P12, Ann, 42 years old, without a child).
“Sometimes ago, I had irregular periods, bleeding for 2 weeks but with medication from the gynaecologist that attended to me, I got better but later I had high Prolactin levels. In the course of treatment, I'm learning that the imbalance of hormones can cause infertility. My challenge now is the imbalance of hormones” (P7, Mercy, 38 years old and without a child).  


Blockage of fallopian tube
Also, the challenge of infertility which was traced to blocked fallopian tubes, were reported by three women.
 “I've been married for 24 years and all through these years, I have lived with one husband and we've been having sexual relationship but I've never conceived. It was at one of the fertility clinics in Kampala that I was diagnosed of blocked fallopian tubes and fibroid” (P18, Pearl, 40 years and without a child).
“Blockage of tubes can come from or be caused by different factors especially fibroids, personally I faced one. I was treated of fibroids but I didn't want to go back to the theater for the issue of blockage of tubes for fear of pain” (P5, Cynthia, 40 years old and without a child). 
Use of family planning
It is interesting to note that some of the participants listed the use of family planning methods by women who haven’t conceived before or who have just a child, as a possible cause of infertility. 
“We should do away with contraceptives. It's not good for young females who are not married to move around with young men, having sexual relationships and thereafter using contraceptives to prevent pregnancy. In the long run, this can lead to infertility”. (P16, Mary, 36 years old and without a child).
“I will advise against the use of family planning methods at the onset of marriage before bearing children because I have observed that many women who have done so, have had challenges conceiving” (P6, Rita, 41 years old and without a child). 
Nutrition 
One of the interviewees opined that nutrition can be instrumental to the advent of infertility in a woman. Specific mention was made of GMO (Genetically Modified Organism) –based food items as a principal actor in this regard. The consumption of GMO-based food items was said to play a role in predisposing women to developing infertility.
“GMO is another probable cause of infertility. I mean the consumption of GMO, that is genetically modified organism food” (P16, Mary, 36 years old and without a child).
Lifestyle patterns, the way we eat and what we eat contributes to the development of infertility (P5, Cynthia, 40 years and without a child).
Theme 5: Coping strategies during fertility treatment
The pieces of information given by the women who took part in the study, revealed that the period of treatment was a period laced with diverse difficulties, pain, discomfort, displeasure and heartache. Thus, women who are the ones feeling the pain and bearing the burden of the process, have devised strategies of relieving stress, engendering hope and sustaining their lives in order to find reason to continue living.

Faith and trust in God
Some of the women who are undergoing treatment even in the midst of psychological and physical pain, have turned to seeking comfort, strength and hope through reposing their trust in the Lord, their maker. Some have come to acknowledge truly the frailty of mortal man, through the experiences which they’ve had in the course of treatment.
One of the participants summed up her experience in this way:
  “I've learned that I should tell God, "You remain God. God, I can't fight with You and there is no way I can say I am running away from You”. (P12, Ann, 42 years old and without a child).
Determined to live with hope
Another woman who had battled with despair, resolved to live with hope and to seek to keep herself from trauma. 
“Whether my husband cares or not, whether my marriage is challenged or not, I would go on, I must live a life of hope and make myself happy”. I've also learnt to ignore what people say, some say you are good for nothing, some women point at you and say whatever they want to say. This makes me feel valueless, but I would try to make myself happy and try not to cry every day. (P12, Ann, 42 years old and without a child).
Letting out the pain
The burden or weight of living with infertility and seeking treatment for the same, is evidently heavy on women in this category. Some who have no encouragement or comfort from any close acquaintance, let out the pain by crying and expressing their pain.
 Infertility is wrought with various challenges. It makes me sulk in. People in society use words carelessly at you or towards you as if you are the producer of children. I break down but I try to hold back from sobbing, but tears flow from my eyes and I let it flow. (P12, Ann, 42 years old and without a child).
Receiving comfort from loved ones
Some of the participants reported that they were encouraged by the comfort and varied forms of assistance which they received from their partners and relatives while treatment was ongoing.
 “My nephew has been so good to me. He has borne the cost of treatment though it has been much. I am very grateful to God for giving me such a relative”. (P18, Pearl, 40 years and without a child).
“Though as a family (the family I come from) we don't have many children. My family is encouraging in the process”. (P1, Nancy, 41 years old and without a child).
Even my own relatives also put pressure on me but I thank God for my parents who are always encouraging me to trust in God. (P4, Patricia, 36 years and without a child).
“In the village, some people may say that they didn't pay your mother's ABC (presumably dowry or marriage rites or dues), that is why you can’t conceive. Others may say the problem is from your husband, but my husband consoles me and tells me that this challenge of ours, is not about witchcraft or about what people are saying but we need to learn and understand what the challenge is all about” (P4, Patricia, 36 years and without a child).
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The conduct of this study explored the experiences of women seeking treatment for infertility and the treatment behaviours of women seeking care for infertility. The study aimed at understanding how perceptions about infertility and its causes, affect women seeking treatment for infertility. It also explored the challenges women face as they seek treatment and care for infertility and it also delved into understanding how women seeking treatment for infertility, cope with the treatment.
In this study, the paucity of knowledge about infertility and its causes which is closely knit with and informs a rise in the number of women with this burden, was observed (Ahmed HM, Khan M, Yasmin F, Jawaid H, Khalid H, Shigri A, Nawaz F & Hasan C, 2020). Ahmed et al, observed a significant lack of knowledge of infertility amongst the sample population. They found out that only an insignificant proportion of their sample population correctly identified causes and risk factors of infertility. The effect of knowledge of infertility on the health seeking behaviours of women showed a relationship that was directly proportional. Thus, women who did not have access to information on infertility or its risk factors, were more susceptible to it. This study also unfolded or unveiled the dearth of correct perceptions about infertility or the reality of its occurrence among women in the district. Inappropriate perceptions about the possibility of developing the condition, predisposed them to this challenge which they are contending with.
 It was evident from the study that women and their families were financially distressed due to the cost incurred in the course of treatment. The study also established that the financial capability of women seeking treatment for infertility enhanced access to A.R.T. procedures which are explicitly costly in Kampala district, going by the capabilities of the women involved. 
Furthermore, exploring the challenges of women seeking treatment for infertility, revealed that many women were eager to complete their treatment but for want of resources and fortitude to bear the pain emanating from the procedures of treatment (Ndegwa, 2016, Njagi et al, 2011, Mosalanejad et al,2014). 
Mosalanejad et al focused on the barriers to completing treatment citing lack of resources as a potent contributor to discontinuation of treatment. This finding was corroborated by the findings of Njagi et al who states that despite the availability of treatment for infertility, it is largely inaccessible in LMIC (low and middle-income countries) due to its prohibitive costs aided by the absence of insurance schemes. 
The findings from the study as it relates to the financial burden of infertility treatment, is congruent with the systematic review of literature on this topic (Dyer SJ & Patel M, 2012). Dyer & Patel argues that it is the responsibility of care givers to protect patients from incurring debts due to exorbitant cost of treatment. They stated that in developing countries patients bear the cost of accessing treatment for infertility. A systematic MEDLINE search conducted with original data from developing countries on out-of-pocket payment (OoPP) for infertility treatment and on other economic consequences of involuntary childlessness, found out that infertility treatment is associated with a significant risk of catastrophic expenditure, even for basic or ineffective interventions. The cost of treatment informed the taking of loans by some women in order to access A.R.T. procedures which are expensive.  Also, it is evident from the study (Dyer SJ & Patel M, 2012) that data on the cost implications of infertility treatment in developing countries is limited. Also, the findings of this study is supported by a systematic landscape analysis (Chiware et al, 2021) which explored the availability and accessibility of IVF and other ART procedures in low and middle-income countries. Chiware et al, asserts that the implementation of low-cost, effective, accessible and affordable ART, was non-existent. Both studies agree on the evidence that ART services are not accessible to majority of those living with infertility due to the high cost of treatment. B. Bourrion et al in a self-controlled pre-post study, analyzed the economic burden of infertility treatment and distribution of expenditures over time in France (compare with developing countries) (B. Bourrion et al,2022). The study revealed that infertility related expenditures increased from 235 Euros before treatment to 1,509 Euros. In Kampala district and unarguably in Uganda, there is a dearth of studies conducted to explore how the cost of treatment of infertility, influences the lives of women seeking treatment for infertility. Thus, this study bridges the gap in this regard.
Dube et al, evidently pointed to the struggles with anxiety and depressive moods, which women seeking treatment for infertility, had to grapple or contend with. They provided vital information into fractured couple and interpersonal relationships, emanating from the advent of infertility. Also, women who participated in the study revealed that the course of treatment informed a plethora of psychological challenges which they were facing (Dube L, Nkosi-Mafutha N, Balsom A & Gordon JL, 2021).
The findings of this current study also highlighted and explained the impact of the treatment on women physically as they continued their quest to conceive. (Bakhtiyar et al, 2019). Bakhtiyar et al, discovered from their study that an infertile woman presents with a relatively lower scores in QoL (quality of Life) subscales of mental, physical and environmental health. 
 There was a mixture of convictions and standpoints upheld by women seeking treatment for infertility because while some were drawn to depending on God for supernatural interventions, others were of the view that living morally (abstaining from sex till marriage) should be abolished as they believe that it exposes them to the constraint of age-induced/ age-factor infertility.
The findings of this study also arms policy makers with viable pieces of information essential to the formulation of policies geared towards affording women seeking treatment for infertility with rich and rewarding experiences as they contend with the cost of treatment. Despite the fact that findings of the study by Mosalanejad et al, 2014 lends credence to this discourse, it is also pertinent to note that though many reviews and analysis of data have been conducted in this regard, there is no report or published findings of qualitative studies which has been conducted as it concerns the influence of the cost of treatment on women seeking treatment for infertility. 
 Women who participated in the study also recounted their ordeal with physical pain in the course of seeking treatment. Particular mention was made of the pain sustained during surgical procedures namely Laparoscopy, retrieval of eggs (A.R.T. procedure) and the experience of having many injections administered to them. Women being treated for hormonal imbalance also faced the challenge of weight gain and other attendant effects of this procedure of treatment. The findings of this study are consistent with [Gameiro et al, 2012) which highlighted the pain factor as one of the reasons for the discontinuation of treatment by some women seeking treatment for infertility.
This finding is important in guiding fertility care providers in the effective application of treatment procedures in order to engender continuity of treatment and positive treatment outcomes.
A cross section of participants in the study experienced stigma, rejection and isolation from some members of their families, some individuals in their immediate communities and some members of the larger society. This resonates with the findings of a previous study by Ibisomi et al. (Ibisomi, L & Mudege, N.N., 2014). 
The implications and consequences of living with infertility evident in the lives of women in this category, reveals the importance of examining infertility from the perspective of relationships within the society. The study reported cases of loss of identity, low self-esteem, guilt and feelings of worthlessness, marital instability (divorce), depression, anxiety, stressful relationships with relatives and low quality of life as experienced by the women who participated in the study. Most women had strained relationships with in-laws and relatives due to the pressure that the latter were exerting on them. Some women avoided anyone whom they know would exacerbate their pain by asking intrusive questions. These findings are supported by previous studies (Lindsey B & Driskill C, 2013, Tiu et al, 2018, Torgbor-Anaman et al, 2021, Tabong PTN & Adongo PB, 2013). 
Torgbor-Anaman et al by their findings state that childlessness is highly engendered and stigmatized with manifold social consequences. Also Tiu et al records that there is a non-escapable culture burden which infertility attracts or informs. It also affirms that infertility informs psychological distress (isolation) which stems from envy.
Conversely, a few of the women interviewed reported receiving comfort, consolation and assistance (physical, material and financial) from their spouses and relatives. This finding is supported by another study (Torgbor-Anaman et al, 2021). 
A rich rapporteur or deposit of knowledge about factors affecting infertility, is instrumental in reducing the incidence of infertility through equipping women towards taking effective measures which would enhance the prevention of this undesirable condition. Avoidance of risk factors which predisposes women to infertility is also key to facilitating the attainment of an enviable status as it concerns reproductive health. Women in this study reported that they lacked knowledge about infertility prior to being diagnosed of the condition. This lack of knowledge informed the delay in seeking treatment thus bringing about complications of the challenge which would have been easily attended to, had the women been equipped with the knowledge of infertility.
[bookmark: _Toc126245145][bookmark: _Toc126246027]

[bookmark: _Toc148912296]CHAPTER SIX
[bookmark: _Toc126245146][bookmark: _Toc126246028][bookmark: _Toc148912297]CONCLUSION
The study focused on the lived experiences of infertility among women seeking treatment for infertility in Kampala district. The study explored the influence of the knowledge of infertility on the health seeking behaviours of women. It also delved into the perceptions of women as it concerns the causes of infertility. The influence of the cost of treatment on the lives of women seeking treatment for infertility was also examined. The effect of the treatment regimen on the lives of women seeking treatment was explored in the course of the study. The coping strategies of women seeking care for infertility, was also attended to as part of the study.
The lack of appropriate perceptions of infertility and its causes were evident among the women as the study went on. This lack of information made them hesitant in adopting good health seeking behaviours. Also, the exacerbation of the condition of some of the women was traceable and can be attributed to the dearth of appropriate perceptions (knowledge of infertility) and its causes. This agrees with findings from previous studies conducted by various scholars. 
 It was reported that women seeking treatment for infertility were stigmatized, abused, castigated, maligned and made of no repute in the society. The study also revealed that women seeking care for infertility endured so much pressure from relatives and mothers-in-law who considered them unfit for the positions which they were occupying as wives. Also, women reported experiencing physical pain in the course of seeking treatment for infertility. These are consistent and in consonance with previous studies conducted which revealed the stigmatization of women seeking treatment for infertility. 
Fear, loneliness, anxiety and depression characterized their moods as they sought to attain the status of motherhood. One of the women who comes to Kampala for treatment from the Eastern region feared that she may lose her job due the treatment regimen which takes much of her time. One of the women who had been seeking treatment for infertility for over 23 years, was despondent seeing that the second wife whom the husband later married, now has six children. This finding concurs with the findings of studies conducted as regards this subject.
 The cost of treatment weighed heavily on the women seeking treatment to the extent that some of them had to take loans in order to be able to access treatment. It was noted that even after going this far, some didn’t succeed in conceiving, thus they had to bear the pain and sorrow of a negative outcome coupled with financial loss. Some women who were dependent on their spouses as regards paying the bills of treatment, became apprehensive of informing their spouses of new investigations which needed to be carried out in the course of treatment, due to the burden their partners were already carrying. Also, others were afraid of not being able to complete the treatment due to the challenge of lack of finances. This finding is congruent with the findings of other studies in this particular area.
Some of the women who were undergoing treatment even in the midst of financial distress, psychological and physical pain, turned to seeking comfort, strength and hope through reposing their trust in the Lord, their maker. Some have come to acknowledge the frailty of mortal man, through the experiences which they’ve had in the course of treatment. Also, others sought and received help from their close relatives as a means of coping with treatment.
Thus, the findings of this study offer much insights on the challenges (experiences) of women seeking treatment for infertility in Kampala district. It also provides ample and vital pieces of information on the perceptions about infertility and its causes among women in the domain under study. The findings of the study also afford one of the knowledge of the coping strategies of women seeking treatment for infertility.
 Therefore, there is an urgent need for the formulation of policies that would create an enabling environment for effective dissemination of information on infertility. This is important as it will aid in the prevention of infertility and the reduction of its incidence as much as possible. 
The study and attendant findings, also provides policy makers, government, civil society organizations, non-governmental organizations and the society at large, with the knowledge of the challenges women who seek treatment for infertility face as it relates to the cost of treatment. The burden of the cost of treatment should be given attention to, by way of investing in policies that would facilitate the provision of insurance schemes for women seeking treatment for infertility.
The psychological burdens of infertility treatment should be attended to urgently through the implementation of mental health programs towards healing the trauma of these women seeking to conceive. Counsellors should be integrated into the functional systems of fertility clinics and hospitals.  This will enhance their quality of life and forestall the incidences of depression and related mental health concerns.
[bookmark: _Toc126245147][bookmark: _Toc126246029][bookmark: _Toc148912298]6.1 Strengths and Limitations of the study
This study presents with a unique strength in that it is the first study in Kampala district which explores the lived experiences of women seeking care for infertility as it concerns their perceptions about infertility, the causes of infertility, the influence of treatment cost on women and their coping strategies. It is also significant in that it was conducted at the facility level thus giving the researcher an opportunity of meeting with the women as they sought treatment. The immense contributions of the fertility care givers also accord importance to the study. The study afforded the women the opportunity of speaking out and receiving relief from the pain informed by their current status.
Being male and a non-native, initially posed a challenge in terms of women indicating their willingness to be enlisted for the study but as they were made aware of what the study entails and assured that their privacy and welfare will be taken care of, they expressed willingness to participate.  In the course of the interviews, I presumed that there would have been pieces of information which the women were not comfortable to divulge due to the researcher being a male.
At the fertility clinics, the women who participated in the interviews were either anxiously waiting to be attended to by the physician or just alighting from consultation with the fertility care provider. Thus, a few were not so relaxed to attend to the discussion while those who were just concluding consultation and had received “unfavorable reports”, weren’t in the right frame of mind, thus the latter weren’t included in the study.
Inability of obtaining approval from fertility clinics for the study, hindered the opportunity of having a larger population to select and recruit participants from.
[bookmark: _Toc148912299]6.2   Recommendations
The lack of right perceptions about infertility and its causes was evident among the women in the course of the study. Therefore, there is an urgent need for the formulation of policies that would create an enabling environment for effective dissemination of information on infertility in Kampala district. At the different levels of government, concerted efforts should be made to regularly and effectively inform the entire populace (especially women) on infertility and its causes. The use of effective modes of communication should be applied to reach women at all levels with vital pieces of information on infertility.  
The cost of treatment of infertility in Kampala district has been proven to be expensive through the findings of the study. Therefore, the burden of the cost of treatment should be given attention to, by way of investing in policies that would facilitate the introduction of insurance schemes for women seeking treatment for infertility. Also, government would do well to design and implement an intervention strategy which will involve granting of subsidies to women seeking treatment for infertility. Developmental partners should be encouraged to invest in providing subsidies to women seeking treatment for infertility.
Fertility clinics and hospitals as a matter of need and urgency should incorporate effective mental health counselling services as part of their treatment package at no extra cost in order to improve the mental, emotional and psychological wellbeing of women seeking care for infertility.
Fertility care services should also be brought within reach of women seeking treatment for infertility who reside in the districts outside Kampala in order to reduce the burden on the care providers within Kampala and also to ameliorate the sufferings of the women who are seeking care.
The number of competent practitioners compared to the population of women seeking care for infertility in the sector, should be attended to by creating an enabling environment and encouraging expertise among physicians in this field.
Also, government through the Ministry of Health and other relevant agencies, should include subsidizing the cost of the importation of generic products and equipment used in different A.R.T. procedures in their annual budget in order to facilitate the reduction of the cost of treatment which women and their families bear. 
[bookmark: _Toc148912300]6.2.1 Recommendations for the family
At the family level, mothers-in-law believed to be the major stakeholders in issues concerning women living with infertility, would be engaged in productive sessions of dialogue in order to advocate for the cessation of hostilities against their daughters-in-law who are yet to conceive and deliver children. They (the mothers-in-law) should be guided unto reflecting on their own experiences in child bearing and how any negative memories which they had, impacted them adversely.
Family members will be sensitized and equipped to be effective care givers to women seeking treatment for infertility by encouraging them to be steadfast, reliving them of their duties in order to facilitate their availability for treatment.  The male partners would be sensitized on the need to accompany their wives to fertility treatment centres and to faithfully commit to defraying the cost of treatment.
[bookmark: _Toc148912301]6.2.2 Areas of collaboration and raising awareness on IVF with the communities in the domain 
Infertility has implications in the social aspect of the lives of women who live with this challenge. The negative impact of living with infertility among women (especially in African societies), is traceable to beliefs and cultures of people such as those found in Kampala district. In quite a number of cases, women are considered the cause of infertility among couples though this is not proven in many cases.
 With documented cases of male-factor infertility, conscious effort will and should be made to reach the men in the community. This is aimed at availing them of facts and useful pieces of information about infertility. This dissemination of information is geared towards effectively counselling them on how to attend to and positively manage the condition of involuntary childlessness confronting their families.
Effective sessions of information dissemination and dialogue with the male partners, is expected to breed in them, patience and understanding towards their wives. This will also facilitate the exploration of other options such as IVF and other A.R.T. procedures.
Oppositions to assisted conception from cultural and religious leaders, will be       tackled through sensitizations workshops and meetings with stakeholders. This will serve in allaying the fears of the male partners and also arm them with the knowledge of what assisted conception truly entails.
Also, the gatherings will be harnessed unto seeking financial assistance for families who having adopted the use ART procedure, do not have the means to access the treatment.
Societal exclusion of women living with infertility, will be evidently discouraged and advocated against, restating the truth that women living with infertility are mere mortals who are faced with a predicament which is beyond their control.
Religious bodies in the community will be approached with a view to demystifying ART procedures. This will be done through regular sensitization meetings of the different arms of the congregations.
[bookmark: _Toc126245148][bookmark: _Toc126246030][bookmark: _Toc126266217][bookmark: _Toc148912302]6.3 Suggestions for further research
1. I suggest that studies be conducted on the influence of fertility care provider’s services on women seeking care for infertility. 
2. Also, studies should be conducted to explore the involvement of spouses and relatives in giving care and assisting women seeking treatment for infertility. 
3. It is also important to conduct further studies on the barriers that hinders the provision of affordable ART procedures of treatment.      
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Investigator: Jude Chukwuemeka Onwueme
IN-DEPTH INTERVIEW WITH WOMEN SEEKING CARE FOR INFERTILITY AT SELECTED HEALTH FACILITIES IN KAMPALA DISTRICT.
Introduction:  You are being asked to take part in a study whose main goal is to conduct a research/study on the lived experiences of infertility among women seeking care for infertility. The study will take place in two fertility centres in Kampala district and has been approved by the Research and Ethics Committee (REC) of Uganda Christian University. The study will be conducted according to the ethical guidelines set for it.
The objectives of the study:
1.     To understand how perceptions about infertility and its causes, affect women seeking treatment for infertility.
2.    To explore the challenges women face as they seek treatment and care for infertility.
3.      To understand how women seeking treatment for infertility cope with the demands of treatment.



Your Part in the Study: 
If you agree to participate in the study, the interview will last between 40minutes and one hour. Your participation in the study is voluntary and there is no penalty for refusing to take part. If you do not wish to continue participating in the study, you may stop at any time. There will be no cost to you as a result of not participating in this study. Your name will not be recorded and no one will penalize you for your opinions while participating in the study.
Confidentiality: The information you provide will be completely confidential. The pieces of information that will be collected from you are entirely for the purpose of this study. All responses will be coded to hide your identity. All the pieces of information generated, will be kept confidential and all identifiable information including this consent that you have signed will be kept away from public access until its use expires and then the original data can be destroyed.
Dissemination of Results: 
It is possible that the information you will provide is likely to be published and disseminated for other research use without your consent. However, pieces of information that could identify you will be removed. Your name or any identifiable information will not be part of the disseminated or published data. In such cases, also your responses will be completely anonymous, your name will not appear anywhere in the final write up.
Compensation: 
Participation in this study is purely voluntary. We are grateful that you are willing to take part. There are no compensation plans nor packages for your participation. As a voluntary participant, you have absolute freedom and rights to withdraw from participation at any time.

Benefits:
There will be no direct benefits but your views will help us understand the issues related to lived experiences of infertility among women seeking care for infertility in Kampala district. You will benefit indirectly as findings may be incorporated into policy formulation. People vary in the way that they respond to questions and you may feel uncomfortable with some questions that we will ask. If you experience any personal discomfort during the discussion, you may as I have stated above, discontinue with the discussion and withdraw from the study at any time or decline to answer any questions. 

Contact Person for Questions 
If you have any questions about the study or any challenges with the study, you may contact: 
Name of Person Seeking Consent:      Jude Chukwuemeka Onwueme
Signature:
Phone number:    0758960727;   0783510919
Email:   mjbwuiss@gmail.com
Date:

Name of Participant:
Signature of Participant:
Thumb Print:
Date:

Name of Witness:
Signature of Witness:
Date:
Thank you again for your time.
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UGANDA CHRISTIAN UNIVERSITY
SCHOOL OF RESEARCH & POSTGRADUATE STUDIES
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 I have read the information above / the information above has been read to me / has been interpreted to me and I fully understand the purpose, procedures and what the study entails. I have the understanding that as a voluntary participant, I can discontinue with or withdraw from the study at any time without any consequence to me. I have been given the privilege of seeking clarity by asking questions on all the issues I lack understanding of, as it relates to the study.  I am satisfied with the answers to my questions.

I consent voluntarily to participate in this study:  
Lived experiences of seeking treatment for infertility among women seeking treatment for infertility.

 Name of participant: ------------------------------------------------------------------------- Signature --------- /thumbprint: ----------------------------------------------Date---------
       


PRINCIPAL INVESTIGATOR 
I have explained the purpose, procedures, benefits and cost of this research as well as the voluntary nature of the participation of the participant to her. I have also explained and confirmed the pledge to maintain confidentiality of participants’ information to her. 


Name -----------------------------Signature of Interviewer----------------------------------       Date: ------------------            
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INTERVIEW GUIDE FOR IN-DEPTH INTERVIEW
            Questions: 
1. Please, could you share with me on what you understand by the word “infertility”
2. Do you consider infertility to be, a medical, social, spiritual or psychological challenge? 
 Could you explain more on this?
3. What did you know about infertility before deciding to consult a fertility care provider?
4.  What would you consider as the cause or causes of infertility which you can share with me on?
5. How do you consider infertility as it concerns prevention?
Please, could you explain more on this?
6. What procedure of treatment (ART) are you undergoing now? Is this your first experience with ART procedures?
Could you share with me more on the procedure of treatment? 
7. What are your experiences as it concerns this procedure of treatment?
Are there specific or unique experiences or challenges that you have faced since you started this treatment in relation to physical burden, duration of treatment and psychological challenges? 
8. How do you see the treatment administered to you as it concerns the type of treatment or its procedure?
What are your considerations of the treatment in line with your quest to achieve conception?
9.  Please, could you share with me as it concerns the cost of the treatment and your capacity to go through with payment?
10. How is the schedule or regimen (appointments with the clinic) for your treatment?
Could you share with me on your management of time and resources in line with the treatment? 
11. What would you consider as challenges to your completing the treatment?
Please, could you elaborate on this?
12. Are you aware of success stories about women who have achieved conception after treatment? 
13. What are the most valuable learning experiences which you have acquired in    your quest to conceive?

[bookmark: _GoBack]Thank you very much for your time and for participating in this exercise and in this study.
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