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Abstract
 Background: In Ghana, the infertility prevalence rate continues to be high. To avert this phenomenon,
individuals with fertility challenges access assisted reproductive technology (ART). This paper explores
the experiences of women who have undergone ART treatments.

Methods: Using a qualitative research design, the paper explores the self-reported account of 35 women
who have gone through assisted reproductive technology procedures and awaiting to be tested for
pregnancy. A semi-structured interview guide was utilised to explore women’s experiences. The thematic
analysis approach was used to analyse the data.

Results: Findings from the study indicated that some women sought ART treatment to save their
marriages from collapse while others indicated that pressure and demands from in-laws and families, as
well as shame, forced them to utilise ART. Women who went through ART treatment services complained
of the high cost of the treatment. As a result, some borrowed money from friends, family members, banks
and in some instances sold their assets to pay for their treatments. Self-reported health implications such
as anxiety, depression and changes in menstrual �ows were reported by some women who went through
the procedure. Other experiences such as sleeplessness, weight loss, joint pains, whole body pains, breast
tenderness and bleeding were also reported. Women who went through the procedure also reported
disruption in sexual life and daily routines activities.

Conclusion: Undergoing ART treatment for infertility comes with experiences such as hospitalisation,
disruption of work and daily activities, high cost, health and other implications. There is the need for
patients to go through thorough counselling especially about the entire procedure and perceived
implications associated with assisted reproductive technology treatments.

Introduction
Infertility is a major challenge among couples, especially in developing countries. Globally, it is estimated
that about 15% of women in their childbearing age are affected by infertility and the prevalence is
expected to increase to 7.7 million by 2025 despite the available treatments such as Assisted
Reproductive Technologies (ART) (1). Sub-Saharan Africa is one of the regions with the highest infertility
prevalence (1). However, countries differ in the prevalence rate. For example, Gambia has an estimated 9
percent infertility rate, 21.2 percent in North-Western Ethiopia (2) and between 20 percent and 30 percent
in Nigeria (3). In Ghana, the infertility prevalence rate is 11.8 percent among women and 15 percent
among men (4).

Traditionally, the main causes of infertility have been ascribed to witchcraft, co-wives, envious
neighbours, in-laws and past lovers (5). Voodoo, curses by ancestors or deities, evil spirits are recognised
as the other traditional causes of infertility (6). Scienti�cally, infertility may be the results of genetic
abnormalities, infections and sexual behaviour among others. Infertility among women is commonly
caused by lack of ovulation, sexually transmitted infections, �broids, sickle cell disease (7; 8) whiles in
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males, low sperm count and semen quality have been identi�ed as the commonest causes of infertility
(9).

Previous studies have argued that infertile women face social stigmatisation, economic hardships, social
segregation and violence or expelled from marital homes (10; 11). In some Ghanaian societies, infertile
women could be subjected to physical and emotional abuse (12). These practices depict that the
Ghanaian society is against childlessness hence, their adverse treatments and attitudes towards people
with fertility problems.

To avoid the challenges associated with infertility in Traditional African society, women explored various
ways to achieve parenthood in the past. For example, a wife’s engagement in extramarital relations to
have a child due to the infertility situation of the husband was overlooked (13). In the same way, a
cleansing ritual was held to sanction a child born out of wedlock by a wife to an infertile husband (14). A
similar tradition persisted among the Lo Dagaa tribe in Northern Ghana where a man becomes the legal
father to all children born to a woman as long as he has paid the bride wealth (15).

In some other cultures, an infertile couple has the opportunity to bring up children as their own even
though such children may not be related to them biologically. For example, a younger sister or a relative
of an infertile wife may be brought into the marriage to bear children for the infertile couple (16). Another
means adopted by infertile women to solve their infertility challenge in the Traditional African society was
to marry or engage other women and claim ownership of all her offspring (17). This kind of relationship
existed in different forms. For instance, a woman who has given birth to males could marry another
woman to bear female children for her and vice versa.

Re-marriage and/or divorce are considered as other possible means of solving infertility challenges (18).
Others also relied on adoption as an alternative way of coping with infertility although it was less
accepted in the developing world (19). The use of herbal and/or complementary and alternative
medicines (CAM) to treat infertility or enhance fertility was also practised (20)

Additionally, waxing and waning of the moon were believed to in�uence a woman’s fertility. Based on this
notion, traditional astrologists were consulted for the provision of the rightful days in the month for
sexual intercourse that would result in pregnancy (21). From the discussions, it appears that equal
reproductive roles of both men and women in achieving pregnancy were not recognised in the past.
Reproduction was thought to be the sole role and responsibility of the woman. Due to this reason, fertility
rituals and traditions mostly targeted females.

However, in present times, the notion of reproduction has changed. Scientists have ascertained that
reproduction required the male sperm and female oocyte. As a result, infertility is medically addressed as
a couple’s issue rather than blaming it on the woman.

For many couples who are faced with infertility, conventional medical therapies, including various
Assisted Reproductive Technologies (ART) are explored. Assisted Reproductive Technology is de�ned as
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“all treatments or procedures that include in vitro handling of both human oocytes and sperm, or
embryos, to establish a pregnancy. These include, but not limited to, in vitro fertilization and embryo
transfer, gamete intra-fallopian transfer, zygote intra-fallopian transfer, tubal embryo transfer, gamete and
embryo cryopreservation, oocyte and embryo donation, and gestational surrogacy. ART does not include
assisted insemination (arti�cial insemination) using sperm from either a woman’s partner or a sperm
donor” (22). Since 1978, ART has provided an alternative solution for many couples that are faced with
fertility problems (23). By 2010, 55 percent of countries in the world were offering In-Vitro Fertilisation
(IVF) services (24).

In Ghana, the �rst fertility hospital was established in 1995 and by 2017, the total number of fertility
hospitals has increased to 12 (25). The recent upsurge in the number of fertility hospitals in Ghana
probably suggests that despite the physical, social and �nancial challenges of accessing ART, the
services are desirable due to the premium put on children in the country (26). However, scienti�c studies
about this topical area in Ghana is limited. As a result, this study seeks to explore the self-reported
experiences of undergoing ART treatment in Ghana. Assessing the experiences of women who seek ART
treatment is useful since it tends to inform service providers to better understand clients' needs,
expectations and challenges. It may also provide �rm grounds for improvement in the areas of provision
and utilisation of ART in Ghana.

Theoretical underpinnings
The behavioural model of health services utilisation (27), which was revised by (28) underpins this study.
The import of the framework is that an individual’s decision to seek infertility treatment depended on
three interrelated factors: (a) predisposing factors (i.e. age, gender, socioeconomic status, health beliefs);
(b) enabling factors (insurance, income status, access to medical care, and other individuals, family, and
community resources) and (c) perceived and evaluated need (such as perception of a problem or an
existing health condition). The model opines that an individual’s ability to utilise fertility treatment is
based on a personal decision that is in�uenced by his/her role in society as well as the existence of the
needed services at a particular time.

The predisposing factors are grounded on the fact that the tendency for an individual or a family to use
health services can emanate from a set of personal characteristics. Individual predisposing
characteristics are grouped into three distinct collections. These are demographic characteristics (age,
marital status, religion and sex), social conditions and perceptual in�uence in terms of belief (27). These
sets of variables come together to determine the social status of the individual in the society, lifestyle,
physical and social environments and the use of health services. In the utilisation of ART, an individual’s
predisposing factors may play a signi�cant role to utilise service but there must be enabling
characteristics such as �nancial resources to enhance utilisation. The �nancial resource includes an
individual’s income, wealth and health insurance status.
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On the other hand, institutional factors which consider service availability, organisation and delivery of
services, workforces and accessibility also come to play in the treatment of infertility. In most cases,
when these factors are favourable, individuals with infertility tend to utilise ART services more and vice
versa.

The �nal factor which was considered by the model was the need factors. At the individual level, (29)
distinguished between the perceived need for health services (i.e., how people perceive and experience
their general health, functional state and the symptoms the condition presents) and evaluated need (i.e.,
professional assessments and objective measurements of patients’ health status and need for medical
care). All things being equal, after self and medical assessments have proven the need for ART treatment,
infertile women are likely to seek treatment.

The model was modi�ed to include three mutually related characteristics: health care system, use of
health services and consumer satisfaction (30). Further, the updated model also predicted that consumer
satisfaction comes to play and this particular factor had the potential to motivate health care users in
making a choice whenever they are confronted with a health problem. In summary, the model established
that the characteristics of users and that of health service providers have a direct correlation with the
utilisation of ART treatment.

Data And Methods

Study setting
This study was conducted in �ve Fertility Hospitals in Ghana. Three of these hospitals are located in
Greater Accra, the capital city of Ghana and the other two facilities are located in Kumasi, the second-
largest city in Ghana. Accra has an urban population of 2.27 million while Kumasi the second largest city
has about 1,468,609 inhabitants. These facilities were purposively selected for the study mainly because
they are among the �rst fertility clinics and hospitals to be established in the country. A qualitative
research design using semi-structured interviews was adopted to explore the self-reported experiences of
women undergoing ART procedures in Ghana. The interview was structured into thematic areas including

Study population and sampling
The population of 35 self-cycled women (women who used their own oocyte/egg for the ART treatment
procedure) who had gone through ART treatment processes and are waiting to be tested for pregnancy
was purposively for the study. Respondents were recruited for the study after personal had been made to
ascertain their participation in the study

Data collection
An interview guide was used to solicit information about women’s experiences after going through the
treatment. The interview guide was categorised into themes of inquiry which included the socio-
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demographic pro�le, treatment trajectory, decision, cost, information and counselling, health risks, socio-
cultural in�uences and perception about the use of ART. Respondents were interviewed in the English
language and Twi (a Ghanaian dialect). The back-translation method was used to translate the interviews
conducted in Twi into the English language for analysis.

Before the start of the interviews, information about the study, the use of the data being collected, and an
estimated time frame of the interview were made known to the participants. Con�dentiality of
respondents and their information were maintained throughout the study by conducting the interviews at
the convenience of respondents and also keeping data out of the public. Prior consent was sought from
participants for audio documentation of the interview. Upon agreement, participants signed informed
consent.

Data analysis
Interviews conducted in the local dialects were accurately translated and transcribed into the English
language. Gaps identi�ed during this process were �lled by referring to �eld notebooks and interview
tapes whenever there was a need. Data from the interviews were analysed thematically.

Ethical considerations
Ethical approval was obtained from the University of Cape Coast Institutional Review Board with approval
number UCC/IRB/A/2016/54. Approval was also sought from the Ghana Health Service Ethics Review
Committee (approval number GHS-ERC:02/10/2016).

Results

Socio-demographic characteristics of respondents
The background characteristics of respondents indicate that half (18) out of the total respondents (35)
were aged 30–39 years, while 10 of the respondents were between ages 40–49 years. Respondents who
had completed tertiary education constituted the majority (20) compared to only 2 respondents each of
whom had no formal education and primary education. Most of the respondents (30) were in marital
relationships whiles 5 were not married. Also, the majority (28) of respondents were Christians and 7 were
Moslems.

Reasons for seeking ART intervention
Individuals' decision to seek medical intervention for infertility condition is in�uenced by several factors.
From the interviews, it emerged that pain, shame, pressure from spouse and delays in getting children
after long years of marriage were a major driving force.

A respondent who went through pains and shame and at a point decided to take her life narrated her
experience:
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‘Insults, pain and shame from my friends, family, and neighbours forced me to utilise ART '.

(43-year-old woman)

Another respondent who did not have a child after 22 years of marriage had this to say:

‘After 22 years of marriage, we have not seen anything. I have been accused of using my children for
money rituals. I think seeking ART services may help'.

(45-year-old woman).

Source of information on ART availability and preferred
facility
Access to, and source of information help users to know the kinds of services available, decide whether to
seek ART treatment and which facility to seek treatment from. Data gathered from this study revealed
that respondents got to know about ART from family and friends, the internet, electronic media (TV and
radio), and from school. A 45year old respondent who had information on ART treatment from a family
friend said:

'My husband's friend spoke to us about the use of ART. It was after the discussion that we got to know
that his twins were born through the use of ART. We became encouraged and quickly went to the facility
he had his children for inquiries'

(45-year-old woman)

Another 33-year old respondent who had information on the internet had this to say:

'My husband and I read about ART on the internet and later went to the hospital to ask further questions’.

(33-year-old woman)

A health worker who heard about ART in school said:

I heard about ART through my education at the nursing school but I did not believe it was done in Ghana
until I watched a health programme on a television

(36-year-old woman)

Cost of ART services
Cost and affordability of ART procedure are considered the key variables that affect an individual's or
couple's utilisation. The majority of the woman (20) complained about the high cost of going through
ART treatment. For example, a 34year old respondent recounted how much she paid for the procedure:
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I paid $3,550 (Ghc 15,750.00) for my treatment. I never expected that the cost would be so high but I had
to �nd money and pay because I wanted to save my marriage.

(34-year-old woman)

Another respondent had this to say about how much she paid for the ART treatment:

'The cost of my treatment was $4500 (GHC 20,250.00). The cost is on the higher side but if you think of
what you need; that may be more valuable than the money.’

(37-year-old woman).

A respondent who did not border about the cost of treatment provided the procedure was successful had
this to say:

I spent about $9000 (Ghc 40,500) so far. Although it is very high, I don't care about the cost. I am ready to
invest all my money and wealth to have a baby’

(49-year-old woman)

Sources of securing funds for ART treatment
The cost of accessing ART was a challenge to many seeking the service. Particularly, respondents
sourced money from parents, friends and loans from the bank or sold their property to pay for their ART
treatments. A respondent who sourced money from parents, friend and through her savings before she
was able to access the treatment narrated that:

I sourced money from my parents, friends and through my savings. My husband told me he has no
fertility challenge and so he did not pay a pesewa

(36-year-old woman)

Another respondent who was supported by her mother in addition to the money she raised from the
selling of their property narrated that:

My mother supported me with half of the cost and the rest was paid by my husband and I after we sold
our property

(40-year-old woman).

A respondent who took a bank loan to have the ART treatment done had this to say:

'I took a loan from the bank for me to go through this treatment. I am a civil servant and it is going to take
me years to pay back this loan’.

(48-year-old woman).
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Counselling
Counselling is an integral part of the ART services and processes. The counselling session offers clients
the opportunity to ask questions about the procedure. Women shared aspects of the counselling
procedure and how satis�ed they were. A client who received counselling and was satis�ed had this to
say:

A respondent who was taken through the counselling processes and was also satis�ed recounted how
the counselling took away her fears:

‘I was taken through counselling on the whole ART procedure. It included the drugs, retrieval of gamete
and preservation of excess gametes and embryo. This took away my fears’.

(37-year-old woman).

A 34year old client who could only remember the counselling on cost and payment mentioned that:

‘I only remember that I was counselled on the amount of money I will pay for the process and the fact
that it was not refundable. I did not listen to the rest of the counselling even though I was in the
counselling room’.

(34-year-old woman).

Consent
After clients had gone through the counselling processes, they needed to sign the consent form to a�rm
their willingness to comply with the conditions to go through the procedure. A respondent who was not
interested in the content of the consent form but just appended her signature explained that:

‘I was given a consent form to sign but I did not read at all. All that I looked for was where to sign. I was
very much frustrated and wanted the process done’.

(36-year-old woman)

A 40-year-old woman who could not read and write but was handed a consent form said:

‘We were given some form to sign after the counselling processes. I cannot read and so my husband
signed the form. I do not remember the exact things the document contained’.

(40-year-old woman)

Other respondents did not sign any consent form because they were not given by service providers. A
respondent who did not sign any consent form before going through the processes said:
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I was not given any consent form to sign and I was also not aware of it… I think they might have forgotten
about it

(36-year-old woman)

Self-reported health and other implications of ART on users
The use of ART has resulted in the treatment of millions of infertility cases. Nevertheless; the use of the
technology has been perceived to have resulted in varied health challenges especially to women. A
respondent who experienced abdominal and joint pains any time she took prescribed medication narrated
her experience:

I started experiencing abdominal and joint pains anytime I took my medications

(34-year-old woman).

Apart from the medical implications, there were also some socio-economic implications for using ART
treatment. A respondent who was found working even on the hospital bed said:

‘Do you see my laptop? I am busily working because this is a busy season at work. I may lose my job if I
don’t do this’.

(33-year-old woman)

Another client who had to prepare the timesheet for her employees had this to say:

'The treatment has affected my work. I am an accountant and as the month is getting to an end, I have to
prepare the timesheets and salaries of the staff '.

(37-year-old woman).

Other respondents who took their annual leave or permission from work did not have to force themselves
to work when they were at the hospital. For instance, a respondent who purposely took her annual leave
for her to go through the treatment con�rmed that:

I took my annual leave before I started the procedure. The treatment has not affected me in any way
because I have handed over properly to my next in command

(36-year-old woman)

Other respondents reported that they were psychologically disturbed. For example, a client who was
psychologically disturbed as she was thinking about her pregnancy test result shared her anxiety:

'The anxiety to know the result of the whole procedure was too much for me. I wished the pregnancy test
was done as soon as possible'.
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(35-year-old woman)

Further, respondents complained that their sexual life has changed as a result of going through ART
treatment. A 40-year-old respondent whose sexual life changed as a result of the treatment share her
experience:

‘My sexual life has changed ever since I started this treatment. I have been asked to do away with sex
until the pregnancy test is done’.

(40-year-old woman)

Discussion
Results from the study indicated several reasons for the usage of ART to ful�l parenthood desires. For
example, some women indicated that they were embarrassed by their inability to have children after a
long period of being in marital relationships. Others attributed their usage of ART to grief as a result of
their inability to have children whilst other did so to avoid insults, pain and shame from my friends,
family, and neighbours. This suggests that parenthood is a lifetime goal that must be ful�lled in
Ghanaian society. It also appears that the extended family system that perceives that the family grows
when individuals in the family begin to procreate force women to seek treatment for their infertility.
Further, the belief that the purpose of marriage was not complete until couples procreate could also serve
as a source of motivation for married women who have fertility challenges to seek treatment (31).
Pressure and abuses from spouses, friends and in-laws were also observed to have in�uenced the
decision to seek ART treatment. These �ndings corroborate the ten decision points in the Help-Seeking
Theory by (32). These decision points predict how individuals who are affected by conditions such as
infertility could be in�uenced to make treatment decisions.

Furthermore, the behavioural model by (28) supports the decisions on why women sought ART treatment.
The import of the model to this study is that an individual's decision to seek treatment including infertility
depends on three interrelated factors: (a) predisposing factors (i.e. age, gender, marital status,
socioeconomic status, health beliefs); (b) enabling factors (insurance, income level, access to medical
care, individual, family, and community resources) and (c) perceived and evaluated need (such as the
perception of a problem or an existing health condition). The implication of this model to the study is that
an individual’s ability to utilise ART services may be based on couples’ decisions which are in�uenced by
their role in society as well as the existence of expertise and other needed services at a particular point in
time. It must also be noted that all things being equal, couples who are faced with fertility challenges may
consider the availability, accessibility, accommodation, affordability and acceptability of the procedure
before utilisation.

The Source of information about the availability of ART to clients played a very important role in the
decision to use ART services. In Ghana, sources of information about the availability of ART services
include the electronic (internet, TV, and radio), print (magazines and newspapers) and, most importantly
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satis�ed clients, friends and members of social networks. Most women based their decisions to use a
particular ART procedure and even a health facility on the testimonies of satis�ed clients. This �nding
supports the Network-Episode Model (NEM) of health care utilisation which was developed by (33). The
model describes the in�uence of the interaction between an individual who is faced with a health
challenge and his social networks in seeking health care. These social groups could be the source of
information about the treatment and may also provide emotional as well as �nancial support when the
need arises. Also, utilisation of ART could be in�uenced by the decision of an individual’s social relations
which could be internal (family) or external in�uences (friends and other social groups).

Considering the economic aspect of the utilisation of ART in Ghana is worth discussing as it has
in�uential effects on accessibility and utilisation of fertility treatment by prospective users. The study
revealed that the cost of ART services in Ghana was high ($3500 - $9000) and varied among the various
fertility hospitals. Cost among other things comprised of medical consultations, drugs, laboratory
services, medical processes including retrieval of oocyte, fertilisation and transfer of embryos and other
charges. The high cost may prevent couples who are faced with fertility challenges and have �nancial
di�culty to abandon the desire to use the ART services. This is because they may not be able to afford
the expenses of the procedure. (34) observed that the high cost of utilising ART services was the main
impediment to a lot of couples who are faced with fertility conditions. Similarly, (35) acknowledged that
the cost of accessing ART service potential to cause a limit to couples who have lower socioeconomic
status. Other studies have also identi�ed that the treatment cost in low-income countries including Ghana
could cost more than half of an individual's yearly income (36;37). In Ghana where public �nancing and
insurance support for ART services have not been part of health policies and legislative procedures,
clients who utilise ART services do so from out-of-pocket.

As a result of the high cost of accessing ART treatment and services in Ghana, women who needed to go
through ART treatment at all course borrowed money from friends, relatives, and banks or sold their
assets to raise money to go through the procedure. The implication of this is that individuals who go
through such ordeals may be very disappointed when they are not able to achieve pregnancy and
delivery. Further, it also means that couples who are faced with infertility challenges and have limited
�nancial resources may not be able to meet their parental desire.

Couples who start with ART treatment procedures in most situations have higher expectations of
accomplishing positive results thereby meeting their parenthood desires. However, the uncertainty about
treatment resulted in increased physical and psychological effects on couples. Studies have con�rmed
that women who go through unsuccessful cycles suffer the most due to the invasive and expensive
treatments they go through (38; 39). It has also been opined that stress accompanying infertility and its
subsequent treatment may also have effects on prospective couples even when they become successful
with the treatment procedures (40).

Results of the study established a correlation between couples who accessed ART procedure and
reported anxiety and depressive symptoms. It appears that clients considered these symptoms as normal
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which accompanied the use of ART treatments because they could not disclose these to the service
providers. Others could not disclose these symptoms because complaints about the symptoms could
probably lead to the postponement or cancellation of the procedure at a particular time.

Self-reported health and other implications of going through ART treatment were also identi�ed by the
study. Adversely, the jobs of women were affected due to the treatment schedules. Almost all civil and
public servants who were involved in the study either took their annual leaves or took some days off to go
through the treatment procedure. Others who were not able to take their leave periods were found working
even when they were on their hospital beds. However, the hospital environment was not conducive as
clients were not able to work to their satisfaction probably because they were thinking about the
treatment procedure. This discussion clearly shows that the demands from work con�icted with the
psychology and time needed for people who went through ART treatment. Support from the workplace
and job �exibility would have been key to clients who went through ART treatment but these were absent
probably because employees had concerns to inform their employers about their fertility conditions due
to the societal perception about infertility and the use of ART.

Some women who went through ART treatment complained of experiences such as having lost weight,
others gained weight, sleeplessness, joint pains, whole body pains, breast tenderness while others bled.
Other women complained about disruptions in their sexual lives because they were restraint from having
sexual intercourse until they are con�rmed pregnant by a laboratory test. (41), observed that general
medications and other hormone drugs used to treat infertility may result in psychological including
sleeplessness or interruptions, mood swings, depression, mania, irritability, and other related challenges.

Assessing clients’ experiences especially on infertility treatment has helped to better understand clients’
challenges, needs and expectations. This will result in improvement in the delivery of quality care and
services to clients. Despite the strength, data collection was con�ned to only �ve fertility clinics and
hospitals out of about 12 in the country. Although an attempt was made to include all facilities, the very
few facilities that accepted to be part of the study were used. The inclusion of all other fertility clinics and
hospitals in the study would have probably generated an improved generalisability of the �ndings.

Conclusion
The study among other things identi�ed that women’s decision to use ART was in�uenced by physical,
economic and psychological factors. Whiles in most cases, couples anticipate ART treatments to be
successful, safe and free from any physical or emotional challenges, some women experienced
disruption of work, daily routines, and medical complications, �nancial burden and in some cases
geographical relocation for varying reasons. These adverse implications sometimes become
impediments to achieving the gender and social roles of being parents.

Based on these reasons, patrons of ART require counselling on the procedure from professional
counsellors who may be attached to the hospitals. The counselling processes must highlight the entire
procedure of treatment and their implications, cost, success rate and how treatment may in�uence daily
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course life. Further, there is the need for the state to enact regulations on the use of ART as this helps to
address concerns that may arise from the use of this relatively new medical technology in the country.
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