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ABSTRACT
The use of Assisted Reproductive Technologies (ART) has emerged as an
alternative option to have children in Ghana. This study aimed at investigating
the use of ART as a treatment option for infertility in Ghana. Specifically, the
study investigated assisted reproductive technology services delivery, assessed
the experiences of infertile individuals/couples undergoing assisted
reproduction processes, explored the experiences of individuals/couples who
have successfully delivered through the use of ART, and the religious
acceptability of the use of assisted reproductive technology services among
Ghanaians. A qualitative approach using in-depth interview was utilised to tap
into the experiences of respondents. The model of help seeking for infertility
was adopted as the conceptual framework for the study. The study revealed
that ART services such as IVF, ICSI, GIFT, ZIFT, TESA, gamete donation,
embryo freezing and surrogacy were employed by service providers. Key
religious figures from the Islamic and Christian religions upheld their
religions’ acceptability of the use of ART to treat infertility but condemned the
use of third-party reproductive resources. The Traditionalist did not support
the use of ART services at all. Infertile women went through challenges such
as stigmatisation, abuses and abdominal pains but these challenges ceased
when women achieved parenthood. Women who were undergoing treatment
reported of health and other implications such as dizziness, nausea, abdominal
pains and other psychological challenges. Cost of treatment was also identified
to be high. Some clients had to seek financial support from banks. Generally,
the use of ART to treat infertility is accepted in Ghana. However, there is the

need for the state to streamline policies to guide the use of this technology.
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CHAPTER ONE
INTRODUCTION
Background to the Study

Procreation in particular is a vital event in the life of every individual,
especially married couple. It is also believed that the extended family grows
when individuals in the family begin to procreate (Pequegnat & Bell, 2012). In
the African context, the purpose of marriage is not complete until couples
procreate (Horbst, 2010). However, for quite a number of couples, procreation
is not easily fulfilled due to infertility (Tabong & Adongo, 2013). As a result,
various channels have been explored as ways of treating infertility. For
example, some women allow co-wives in their marriages just to have children
for their husbands in order to save the marriage from collapse (Tabi, Doster &
Cheney, 2010).

Also, the use of herbal and/or complementary and alternative
medicines (CAM) to treat infertility is widespread, particularly in sub-Saharan
Africa. Studies have shown that quite a significant number of individuals
depend on CAM to enhance fertility or treat infertility (Bardaweel, Shehadeh,
Suaifan & Kilani, 2013; Noumi, Eboule & Nanfa, 2011; Soladoye,
Chukwuma, Sulaiman & Feyisola, 2014; Adewunmi et al., 2012).

In modern times, perception about infertility appears to be gradually
changing especially with the advent of westernisation and education in
particular. For many couples who are faced with fertility problems,
conventional medical therapies such as Assisted Reproductive Technologies
(ART) are explored. Assisted Reproductive Technology is defined as “all

treatments or procedures that include in vitro handling of both human oocytes
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and sperm, or embryos, for the purpose of establishing a pregnancy. These
include, but not limited to, in vitro fertilisation 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 (artificial
insemination) using sperm from either a woman’s partner or a sperm donor”
(International Committee for Monitoring Assisted Reproductive Technology
(ICMART) and the World Health Organization (WHO) (2009). Artificial
insemination is not regarded as ART method because the procedure does not
involve the handling of both the oocytes and sperm at the laboratory. The
sperm is introduced into the woman’s uterus only during her ovulation period.
Since 1978, ART has provided an alternative solution for many
couples who are faced with fertility problems (European Society of Human
Reproduction and Embryology (ESHRE), 2012). By 2010, 55 percent of
countries in the world were offering In-Vitro Fertilisation (IVF) services
(Jones et al., 2010). It was estimated that about 4000-4500 IVF centres existed
worldwide as of 2015. Japan, is estimated to have between 606-618 and India,
about 500 centres and these are the leading countries with the highest number
of established IVF centres globally. In the USA, it is estimated that about 450—
480 fertility treatment clinics exist. Italy has recorded about 360 facilities
while Spain has between 177 and 203. Korea and Germany have 142 and
between 120—121 IVF facilities respectively (Inhorn & Patrizio, 2015).
Globally, it is estimated that ART accounts for 1.7 to 4 percent of all
pregnancies (Talaulikar & Arulkumaran, 2012). According to Wang,

Chambers, Mbathio & Sullivan (2009), ART cycle performance in developed
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countries is estimated to be about 5-10 percent per annum in the past few
years. ESHRE (2012) explains that the collective summation of infants born as
a result of the use of ART is about 5 million globally with some European
countries accounting for nearly 4 percent of the total number of births. For
example, in 2009, an estimated 3.6 percent and 2 percent of women in
Australia and New Zealand respectively gave birth through the use of ART
(Wang, Macaldowie, Hayward, Chambers & Sullivan, 2011; Statistics New
Zealand, 2011). In the United States, ART accounted for more than 1.5
percent of all recorded births every year (Sunderam et al, 2015). This
proportion was relatively high in States where laws permitted insurance
coverage for infertility treatment. The situation is different in most African
countries. A situation attributed to scarcity of health resources (Ombelet,
2009).

In Africa, the use of ART is largely accepted as a means of
overcoming infertility (Ola, 2012). As of 2010, IVF clinics were available in
about 15 African countries, including Ghana (Jones et al., 2010). The presence
of IVF centres in sub-Saharan Africa probably suggests that despite the
physical, social, or financial consequences, the service is desirable because of
the wish of couples to have children due to the premium put on children in the
African societies (Chimbatata & Malimba, 2016).

In Ghana, the evidence of ART usage dates back to the mid-1990s,
even though it was not popular until when public discourses and research
interest began increasing (Gerrits, 2016; Adageba, Maya, Annan & Damalie,
2015; Horbst & Gerrits, 2016; Allen, 2016; Yakass, Woodward, Otoo &

Hiadzi, 2016). As of 2015, the number of fertility clinics and hospitals in the
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country numbered 12, all privately owned and concentrated in Accra, Tema
and Kumasi (Gerrits, 2016). These facilities also carry out ART without any
monetary assistance from the State and other international health organisations
(Gerrits, 2016; Inhorn and Patrizio, 2015). These conditions make it time
consuming and expensive for clients who intend to access ART, and therefore
limit its utilisation to a certain class of people who can afford the treatment.

Again, there are no public or private insurance coverage of the cost for
the use of ART services (Gerrits, 2016). These reasons raise important
questions especially on the acceptability of ART treatments. This study
therefore pursues the social aspect of ART in relation to the kind of services
provided to clients, their acceptability, and the experiences of users.
Problem Statement

Globally, it is estimated that nearly 80 million adults in their
reproductive ages are affected by infertility whiles in all marriages, infertility
accounts for about 15 percent (Tabong & Adongo, 2013). It is also estimated
that primary infertility accounts for nearly 2 percent whiles secondary
infertility is estimated at 10 percent among women in their reproductive ages
between 20-44 years (Mascarenhas, Flaxman, Boerma, Vanderpoel & Stevens,
2012). Primary infertility occurs when a sexually active couple never achieves
pregnancy despite having unprotected sex and desiring to become pregnant for
at least 12 months whiles secondary infertility refers to a couple who is unable
to have pregnancy after a period of 12 months of regular unprotected sexual
intercourse with the same partner despite the achievement of pregnancy in the

past (WHO, 2014).
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Sub-Saharan Africa is one of the regions with the highest infertility
prevalence (Mascarenhas et al., 2012), although there are differences by
country. For example, Gambia has an estimated record of infertility rate of 9
percent (Parrott, 2014), 21.2 percent in North-Western Ethiopia (Hollos
&Whitehouse, 2014) and between 20 percent and 30 percent in Nigeria
(Asemota & Klatsky, 2015).

In Ghana, infertility prevalence rate is 11.8 percent among women and
15 percent among men (National Collaboration Centre for Women and
Children Health, 2012). Primary and secondary infertility rates among women
and men account for 2 percent and 14 percent respectively (Larsen, 2000).
Regional distributions indicate that Northern and Greater Accra regions have
the highest percentage of childless women (12.6 and 12.3 percent respectively)
compared to only 6.6 percent in the Brong-Ahafo Region (GSS, 2011).

It has been argued that the effect of infertility is enormous (Nachtigall,
2006; Nahar 2010, 2012; Cui, 2010; Nahar & Richters, 2011). For example, it
is noted that the consequences of infertility may also affect the health system
and its programmes delivery such as the use of contraceptives (Bharadwaj,
2011). At the individual level, inability to have children can create problems,
particularly for the woman (Greil, McQuillan, Lowry, & Shreffler, 2011). In
some Ghanaian communities, infertile women may face social stigmatisation,
economic hardships, social segregation and sometimes violence (Naab,
Brown, & Heidrich, 2013).

Other studies have argued that infertile women are usually abandoned
or expelled from marital homes either by the husband or his family

(Fledderjohann, 2012; Donkor, 2008). In other areas, mother in-laws maltreat
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their in-laws who are faced with infertility conditions. Such women are often
subjected to physical and emotional abuses by the husband’s family
(Fledderjohann, 2012). Infertile individuals are secluded from certain cultural
practice and even at their death, traditional rituals may be performed
(Gwandure & Mayekiso, 2012). These practices depict that the entire society
is against childlessness hence, their unhappiness and adverse attitudes towards
people with fertility problems.

Despite the various studies on the consequences of infertility (Nahar
2010, 2012; Cui, 2010; Nahar & Richters, 2011; Greil, McQuillan, Lowry, &
Shreffler, 2011; Naab, Brown, & Heidrich, 2013), other several anti-natalists
have argued otherwise. For example, it has been argued from the
environmentalist point that procreation is wrong and the reason can be likened
to overconsumption (Maclver, 2015). It has also been argued that monies
spent on treating infertility and raising children should rather be spent on
improving the lives of existing ones who are less endowed (Rachels, 2014).
Others are of the view that there are several children who are homeless and
this promotes moral reasons to adopt rather than to treat infertility and
procreate (Friedrich, 2013; Rulli, 2014).

In Ghana, a limited number of recent studies have dealt directly with
issues about ART. For example, Adageba, Maya, Annan & Damalie (2015)
assessed the prospects and challenges of setting up and running a successful
IVF program in Ghana and Africa. The findings of the study highlighted
challenges such as power outages and fluctuations, lack of training
programmes for key personnel in the industry, lack of reliable supply of

equipment, quality drugs, consumables and culture media as some of the
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challenges faced in running a successful IVF program in Africa including
Ghana. Transnational connections of health professionals and assisted
reproduction in Ghana and Uganda were examined (Allen, 2016; Horbst &
Gerrits, 2016). These studies utilised a comparative studies method in two
private fertility clinics in Accra (Ghana) and Kampala (Uganda) to explore
how the movement of service providers in ART in these two countries
influence ART treatments. The study established that transnational
collaborative contact was necessary in the setup and running ART in these two
countries.

Gerrits (2016), examined assisted reproductive technologies in Ghana:
Transnational undertakings, local practices and ‘more affordable’ IVF. This
study focused on the history and origin of ART in Ghana with emphasis on
mobility and flows of clients, technology, skills and knowledge in ART
practices. Findings from the study showed that there is scarcity of qualified
embryologists in most of the ART hospitals in Ghana. An audit of the
prevalence of blood borne viruses in donor sperm was also carried out in a
fertility Centre in Ghana (Yakass, Woodward, Otoo & Hiadzi, 2016). A
retrospective cohort study was conducted at a private fertility centre in Accra
to evaluate the prevalence of blood borne viruses in clients with infertility
challenges who were utilising IVF. The study did not find any significant
difference between blood borne virus positive and negative respondents for
sperm count.

Recently, a study was carried out on reproductive travel to Ghana:
Testimonies, transnational relationships, and stratified reproduction in private

facilities in Accra (Gerrits, 2018). The study employed qualitative approach to
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explore the motivations for cross-border reproductive travel to Ghana among
infertile couples. The main findings of the study indicated that clients travel
from Europe and other African countries to Ghana for services due to the
perceived high quality of treatment and good treatment results; regulations in
the country of residence; lower treatment costs; and the availability and
affordability of matching donor material and surrogates.

So far, what is conspicuously missing in literature is a comprehensive
analysis on ART as a treatment option for infertility cases, the kind of ART
services available and experiences of clients who access these services. Also,
no known study has been done on the religious and cultural acceptability of
the use of ART as a means to meet parenthood in Ghana. These reasons raise a
number of research questions
Research Questions

1. What are the various ART services provided by ART hospitals in
Ghana?
2. What are the experiences of women who are undergoing ART
treatment?
3. What are the experiences of women who have given birth through the
use of ART?
4. Are these ART services acceptable per the religious and cultural
perspectives among users?
To address these research questions, main and specific objectives are

formulated.
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Objective
The main aim of the study was to investigate the use of ART as a
treatment option for infertility in Ghana. The specific objectives are to:
1. Investigate assisted reproductive technology services delivery;
2. Assess the experiences of infertile women undergoing assisted
reproduction processes;
3. Explore the experiences of persons who have successfully delivered
through assisted reproduction; and
4. Analyse the religious acceptability of the use of assisted reproductive
technology services in Ghana;
Rationale of the Study

The study was useful as it had the tendency to shape social and cultural
conditions as well as public discussions that may lead to increased access and
utilisation of ART by couples with infertility (Greil, McQuillan, Shreffler,
Johnson, & Slauson-Blevins, 2011). Further, analysis on the utilisation of
ART in Ghana had significant importance for both policy makers and health
professionals. The study has helped policy makers to ensure that ART services
are safe, effective and efficient in the country. It has also helped policy makers
to ensure that service providers adhere to protocols including management
guidelines.

Despite the increased focus on infertility as a public health issue,
majority of couples who meet the medical definition of infertility do not seek
and utilise medical treatment. This is probably due to the fact that infertility
issues are mainly considered as spiritual and witchcraft which may not have

treatments. This study among other things had diffused this perception about
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infertility and brought to light the kind of treatments that are accessible in
terms of where, when, how and cost if possible.

The study among other things had provoked the state in meeting its
obligatory role of assisting its citizens who have fertility challenges as
enshrined in the United Nation’s Human Right conventions (“States Parties
shall take all appropriate measures to eliminate discrimination against women
in the field of health care in order to ensure, on a basis of equality of men and
women, access to health care services, including those related to family
planning”). The Convention on the Elimination of all Forms of Discrimination
Against Women (CEDAW) further declares under same Article 12 that “States
Parties shall ensure to women, appropriate services in connection with
pregnancy, confinement and the post-natal period, granting free services
where necessary, as well as adequate nutrition during pregnancy and
lactation”.

The study had increased our understanding regarding the experiences
of ART clients and thus contributed to health promotion strategies that seek to
address infertility issues. Again, it had provided an empirical insight
concerning infertility and its treatment through the utilisation of ART and its
appropriations of practices in resource limited settings.

Organisation of the Study

The study is organised in ten main chapters. Chapter One is the
introduction to the background of the study which includes the statement of
the problem, objectives, rationale of the study and organisation of the rest of
the study. Chapter Two is dedicated to discussions on the traditional and

current approaches to the treatment of infertility. Among the issues discussed
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under the traditional pursuit of infertility treatment included adoption, divorce
and remarriage, consulting deities and the use of herbal medication among
others. Assisted reproductive technologies and its associated practices to
achieve motherhood are also discussed under the modern approaches to
infertility treatment.

Chapter Three considers empirical studies on ART. Specifically, the
chapter focuses on demographic factors (age, sex and marital status),
economic and socio-cultural factors that impact on the utilisation of ART and
regulatory issues. It shows the extent and nature of knowledge generated in
respect to these factors. Chapter Four discusses the theoretical issues with
emphasis on infertility treatment and concludes with a framework that links
the various thoughts and perspectives emerging from the literature review.

Chapter Five is concerned with the methodological aspect of the study.
The chapter dwells on the research design, target population, sample and
sampling techniques employed, the data collection instruments including the
use of questionnaires, community entry protocol, pilot testing of instrument
and ethical issues.

Assisted reproductive technology services delivery to the wide range
of clients and related issues are the focus of chapter six. The chapter presents
the processes that a typical client goes through when a self-cycled procedure
of ART services is used. Again, the cost of providing the various services,
success rate and the health risks associated with the use of the various services
have been discussed. The section ends with discussions on providers’
perception about the several services and the regulations regarding the

provision of those services.

11
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In Chapter Seven, the characteristics of clients utilising ART are
discussed. Further, analysis is made of socio-demographic characteristics of
such clients especially, the sex, marital status, religion, ages of respondents,
and their duration of marriage. The chapter further analyses the various
motivations behind respondents’ search for treatment underlining the
experiences in going through the various stages of ART treatment procedure.

Chapter Eight considers the experiences of women/couple who have
delivered through the use of ART. Particularly, respondents’ socio-
demographic characteristics and the duration they have searched for babies
have been discussed. The chapter further elaborates on respondents’
relationship with spouses, in-laws, families and the rest of the community
before and after delivery highlighted by the discussions. Method of delivery,
intentions about further deliveries and experiences as mothers have also been
discussed.

Chapter Nine presents how the Ghanaian religious beliefs influence the
acceptability and usage of Western biomedical treatment of infertility
particularly through the use of Assisted Reproductive Technologies.
Specifically, how practices such donor services, cryopreservation, surrogacy
and the general usage of ART have been rationalised and in situations where
the usage of these practices conflict with socio-cultural, religious and personal
values have been discussed.

Chapter Ten, the final chapter is dedicated to the summary,
recommendations and conclusion of the study. It synthesises the key issues
emerging out of the discussion, summarises the research findings for future

policy and draws conclusion.
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Traditional and modern approaches to infertility treatment are the
focus of the next chapter. It further discusses how the utilisations of modern

practices of ART are boarded by regulations, legal and human right issues.
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CHAPTER TWO
TRADITIONAL AND MODERN APPROACHES TO INFERTILITY
TREATMENT

Introduction

In this chapter, critical discussions of literature that compares the
traditional means of infertility treatment to the current practices in the field of
assisted reproduction have been discussed. Traditional approaches to the
treatment of infertility such as the use of herbal medications, wearing of
charms, and adoptions have been compared to modern technologies such as
alternative insemination, fertility enhancing drugs, gamete donation,
cryopreservation, surrogacy, successes and regulatory issues concerning ART
together with relevant differences and conclusions have been presented.
Traditional Approaches to Infertility Treatment

Traditionally, pregnancy was not attributed to only sexual intercourse

between heterosexually married couple. Different tribes and traditions
attributed pregnancy to different objects and deities. For instance, to the
Trobrian Islanders (Papua New Guinea), pregnancy was given by spirits,
Chukchi shamans (Siberia) attributed pregnancy to sacred stones which were
worshipped by couple who needed pregnancy. In Australia, Ingardas believed
that women could become pregnant only when they ate special food. The
Batak (Philippines) envisaged that burying umbilical cords and placentas of a
woman in their houses could make them pregnant. Among the Ancient
Hindus, conception was achieved when the “lingam” (erected penis) and
“yoni” (vagina) were worshipped and a special ritual performed (Walker,

1983). Women from the Ancient African origin ate the eyes of hyena with
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licorice to ensure pregnancy within three days whiles women from Serbia ate
spiders to accelerate conception (Johnston, 1963).

On the other hand, Ancient African men believed that they could have
the strength to have sexual intercourse with their wives to become pregnant
when they applied special powder made from roots to their manhood while
women used pessary (a piece of solid medicine placed inside a woman’s
vagina) to achieve conception (Sha, 1990). To enhance conception, Egyptian
women wore amulets and fertility symbols. In other cultures, fertility fetishes
were consulted for help while others relied on herbal remedies, charms and
traditional rituals for conceptions (Johnston, 1963).

In other societies, issues about infertility and childbirth are dealt with
based on the societal beliefs. For example, among the Kikuyu of Kenya, a
husband assumes the right over a child if the wife engages in extra marital
relations to have that child due to infertility situation of the husband (Kershaw,
1973). In the same way, cleansing ritual is held to sanction a child born out of
wedlock by a wife to an infertile husband in Nigeria (Onah, 1992). Again,
adultery committed by a wife is often overlooked when the husband is faced
with infertility in Sierra Leone (Harrel-Bond, 1975). A similar tradition
persists 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 (Goody, 1956).

In some other cultures, infertile couple have the opportunity to bring
up children as their own even though such children may not be related to them
biologically. For example, in Swaziland, a younger sister or a relative of an

infertile wife may be brought into the marriage to bear children for the
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infertile couple (Astuti, 1998). Among the Akamba of Central Kenya, there is
a culture that allows an infertile couple to adopt a young girl for the purposes
of procreating for them (Ueda, 1973).

Another way infertile women adopted to solve their infertility
challenge in the Traditional African society was to marry or engage other
women and claim ownership of all her offspring (Caldwell & Caldwell, 1990).
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. This form of arrangement also existed among
the Abagusii of Western Kenya (Oboler, 1980). A similar culture was
practiced among the Lovedu of South Africa (Sacks, 1982) and Igbo of
Nigeria (Amaduime, 1987).

Re-marriage and/or divorce are considered as other possible means of
solving infertility challenges (Nahar, Sharma, Sabin, Begum, Ahsan & Baqui,
2000). In some cultures, women engaged in extramarital unions to have
children (Gerrits, 1997). Others also relied on adoption as an alternative way
of coping with infertility although it was less accepted in the developing world
(Bharadwaj, 2003).

The use of herbal and/or complementary and alternative medicines
(CAM) to treat infertility or enhance fertility is also practiced (Bardaweel,
Shehadeh, Suaifan & Kilani, 2013). For example, Noumi, Eboule & Nanfa
(2011) in a study on Traditional health care of male infertility in Bansoa, West
Cameroon established that out of 34 male clients who had fertility challenges,
48 percent got healed with the use of herbal medicines. According to the

findings, the pathogens which cause barrenness like varicocele and mumps are
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easily treated with herbs. A similar study in Nigeria indicated that 75 plant
species belonging to 41 families have been identified to be useful in the
treatment of female infertility (Soladoye, Chukwuma, Sulaiman & Feyisola,
2014).

In Uganda, it was observed that 76 percent of women used herbal
medicines to treat their infertility conditions even before the commencement
of orthodox medical treatment (Adewunmi et al., 2012). About 82 percent of
infertile women in Turkey used herbal and alternative medicines to treat
infertility (Edirne et al., 2010). In Australia, the use of herbal medications to
treat infertility among clients attending fertility hospital is higher than 66
percent (Stankiewicz et al., 2007).

Additionally, waxing and waning of the moon was believed to have
influence on 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 (Burns & Covington, 2006). 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 targeted only females. By the twentieth
century, the notion about reproduction had changed. Scientists ascertained that
reproduction required the male sperm and female oocyte (Foote, 2002).
Infertility was medically addressed as a couple issue rather than blaming it on

the woman (Laborie, 1993).
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Modern Approaches to Infertility Treatment

By 1944, fertilisation of the first human ovum outside the female body
was reported (Marsch & Ronner, 1996) and this gave birth to modern
approaches in dealing with infertility. In modern times, ART and different
techniques have emerged for the treatment of infertility. Assisted
Reproductive Technologies involve the use of different technologies, some
initiate pregnancy and others increase possibility of pregnancy and/or to test
for the existence of certain genetic factor to enhance embryo selection and
implantation after in vitro fertilisation process. Basically, alternative
insemination (Al), prescription of fertility-enhancing drugs, and in vitro
fertilisation (IVF) are the three divergent means of initiating pregnancy in the
use of ART (Galpern, 2007). Practices such as gametes donation,
cryopreservation, surrogacy, success rate and regulatory issues in ART have
also been discussed.
Alternative Insemination

Alternate Insemination (Al) denotes several diverse techniques which
promote the insertion of sperm into a woman’s body for fertilisation and
subsequent procreation. The differences in the various Al methods emanate
from whether the sperm was inserted into the woman’s vagina, uterus, cervix
or fallopian tubes. For example, intrauterine insemination (IUI), one of the
methods, allows the sperm to be exposed to laboratory preparation processes
and inserted through the vagina into a woman’s uterus for fertilisation
purposes. The goal of IUI is to increase the number of sperms that reach the
fallopian tubes and subsequently increase the chance of fertilisation. The main

indication for IUI is that the method is used for the treatment of male
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infertility, hostile cervical mucus, and unexplained infertility, if treatment with
fertility drugs alone is not successful, if a sperm donor is being used and if
sexual pain makes intercourse not possible. On the other hand, IUI is not
recommended for women with conditions such as blocked fallopian tubes,
severe endometriosis and previous pelvic infection. Whiles this process is
perceived as less invasive, it is characterised by minimal success rate and
higher multiple pregnancy rates (Esteves, Miyaoka & Agarwal, 2011).

In vitro fertilisation is a process of fertilisation where an egg is
combined with sperm outside the body, in vitro. The process involves
monitoring and stimulating a woman's ovulatory process, removing an ovum
or ova from the woman's ovaries and letting sperm fertilise them in a liquid in
a laboratory. Originally, IVF was solely used for the treatment of women who
have problems with their fallopian tubes. Presently, IVF could be used to treat
conditions such as endometriosis and male factor, or when a couple’s
infertility is unexplained (Chakravarthi, 2016).

Intracytoplasmic sperm injection (ICSI) is another technique used for
ART services. This method involves the direct injection of spermatozoon into
an oocyte under laboratory conditions to improve fertilisation outcomes. This
method is principally useful when couple have been diagnosed of male-female
factor infertility (Family Health International, 2003). In the case of male
infertility where there was the absence of sperm in the ejaculate, microsurgical
epidermal sperm aspiration (MESA) and testicular sperm extraction (TESE)
served as the means of obtaining sperms from the testicles for the ICSI process
(Chakravarthi, 2016). Alternate Insemination (AI) can also be done with the

combination of hormonal drugs to arouse the production of multiple eggs and
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also intensify the chances of fertilisation. However, sperms used for Al must
go through medical processes to ensure that only potent sperms are used for
fertilisation purposes.

One of the ART procedures of is Gamete intrafallopian transfer
(GIFT). With this method, gametes are directly introduced into the woman’s
fallopian tubes instead of uterus. An essential feature about GIFT is that there
is always a surgical procedure to transfer gametes to the fallopian tubes for
fertilisation hence, a good option for women with normal fallopian tubes.
Gamete Intrafallopian Transfer is preferred by most clients essentially on
religious basis because fertilisation does not take place outside the body
(American Society for Reproductive Medicine, 2011). A similar procedure to
GIFT is Zygote intrafallopian transfer (ZIFT). The variance between GIFT
and ZIFT is that unlike GIFT, fertilisation in ZIFT takes place in the
laboratory. Fertilised egg is then transferred to the fallopian tubes which is
same as GIFT.

Cost of sperm for AI depends on the source. It could be free if a
partner or a friend donates it other than that, sperm bought through a bank
costs between ($200 and $500), intrauterine insemination ($120-$400) or
intrafallopian insemination ($1,000); and if using fertility drugs, ultrasound
and blood work cost up to $6,000 (Galpern, 2007). Success rate of the use of
Al is projected between 5-30 percent. However; this is influenced by the age
of the woman, the use of drugs in conjunction with Al, whether quality sperm

is inseminated vaginally or intra-uterine (Galpern, 2007).
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Fertility Enhancing Drugs

Anovulation (inability to produce and/or release eggs) has been
identified as one of the key problems that faces infertile women. It is estimated
that nearly 25 percent of infertile women all over the world either are unable
to produce fully matured eggs or fail to “ovulate” (release) an egg (American
Society for Reproductive Medicine, 2012). As a result, fertility specialists
employ medications, often known as “fertility enhancing drugs,” as temporal
means to correct ovulatory challenges and subsequently increasing the
likelihood for a woman to have pregnancy. Fertility enhancing drugs are
essentially to correct other fertility problems such as improving the lining of
the uterus (endometrium). They are also used in some circumstances to
stimulate the development of multiple eggs for IVF cycle (Galpern, 2007).

Fertility drugs are mainly oral or injectable. The most frequently used
fertility drug (clomiphene citrate or Clomid), is taken orally to stimulate
ovulation in women who are unable to produce matured eggs regularly. The
injectable (gonadotropins) enhances the ovary to produce more follicles in one
cycle. Success rates of these drugs in achieving pregnancy ranges between 20
and 60 percent. However, it is dependent on maternal age and sperm quality
(American Society for Reproductive Medicine, 2012).

After several years of use of fertility enhancing drugs especially
clomiphene citrate and gonadotropins, risk of birth defects has not been
associated to any of these drugs. Although it has been argued that ovulation
inducing drugs including gonadotropins and clomiphene are susceptible to an

increased risk of ovarian cancer, a recent study and re-analysis of previous
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studies contradict this assertion (American Society of Reproductive Medicine,
2012).
Gamete Donation

Gamete donation can be explained as a situation where an individual
offers him or herself to give out sperms or oocytes (egg) to prospective
individuals or couples whose situation calls for the use of sperms or eggs to
undergo any of the ART. Gamete can be obtained from fertility clinics, either
from known or unknown donor. However; the identity of an unknown donor
may be anonymous or be known to the child at 18 years (Stuart-Smith, Smith
& Scott, 2012). The use of donor sperm commenced in the 1980s whereas
oocyte donation was introduced in the mid-1980s (Murphy, 2009). The
process involved in the collection of sperms is through masturbation which
poses no medical risk to the man while the donation of the egg involves the
use of multiple drugs and extraction of oocyte which to some extent have
medical risks (Murphy, 2009). Donated sperm could be used for Al, IVF,
GIFT, and ZIFT while donated oocyte on the other hand could be used for
IVF, GIFT, and ZIFT but not for Al

According to the European IVF Monitoring (EIM) programme, oocyte
donation is on the increase especially in some European countries. For
example, 11, 475 oocyte donation cycles were completed in 2005, 12,685 in
2006, 15, 731 in 2007, 13, 609 in 2008 and 22, 323 in 2009 (de Mouzon et al.,
2012; Ferraretti et al., 2013). Despite these high numbers of oocyte donations
in Europe, concerns have been raised about the procedure by some other
European countries. In countries such as Germany, Italy and Austria, gamete

donation is completely prohibited. The key concerns include: safety,
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exploitation of donors and the commodification of the human body (Danish
Council of Ethics, 2013).

Due to the controversies surrounding egg donation especially in
countries where the practice is accepted, women are made to go through series
of processes that will alleviate their fears even before the procedure
commences. One of these processes is counselling (Ethics Committee of the
American Society for Reproductive Medicine, 2009). During the counselling
process, the medical risks as well as emotional benefits are made known to the
donor before she consents. Further, it is a principal requirement that oocyte
donation is carried out voluntarily without any form of compulsion or undue
influence (Levens & DeCherney, 2008).

Although gamete donation has been admitted as one of the means of
helping infertile couples and individuals to enjoy parenthood, disconnecting
biological parenthood from marital relationship through the use of practices
such as gamete donation in many cases have been raised as some of the
fundamental concerns surrounding the use of ART all over the world. Again, it
has been debated that financial compensation for egg donors may promote
manipulation of women to accept the offer even if it is against their interest
considering the medical risks involved in the whole process. Additionally,
commodification (buying and selling) of human gamete has been condemned
as being immoral. However, States regulations of gamete donation have
emerged recently as result of the extensive argument about the practices
(Levine, 2011). Cultural characteristics have been identified as the main
factors that influence decision to opt for known or unknown donor (Laruelle,

Place, Demeestere, Englert & Delbaere, 2011).
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In recent years, the argument about the right of offspring in relation to
donor gametes and anonymity has been raised (Sauer, 2009). Activists for
gamete donation and offspring break of anonymity are attributable to the
medical benefits to both the donor and the offspring (Jadva et al, 2011; Riggs
& Russell, 2011). For example, break of donor gamete anonymity could help
one to trace his or medical history to the donor. Others maintain that it will be
right for donors to meet offspring and if possible, develop a relationship. In a
case involving Rose and the British Secretary of State for Health (2002), it
was ruled that donor offspring have the right to information about their genetic
parents although the said parents had opted to be anonymous (Burr, 2010).

In some European countries, strong legislation persists to regulate
gamete donation, especially in the areas of donor identity information,
financial settlement for donors and age at which one could receive gametes
(Stuart-Smith et al, 2012). For example, known donation is banned by law in
France, Denmark and Spain whereas in Italy and Germany, one cannot access
donated oocyte at all (Baetens et al, 2000).

Cryopreservation

Fertility cryopreservation is the conservation of sperm, oocytes, embryos,
and other reproductive tissues to help in reproduction. Cryopreservation of
reproductive cells on the other hand is the practice of retrieving, freezing,
storing, and thawing of gamete (sperm or oocytes) for reproduction purposes.
The preservation of human sperm commenced in 1776, after an Italian
scientist confirmed that human sperm becomes frozen when it comes into
contact with snow. By 1953, Bunge & Sherman had discovered that human

sperm could survive when treated with 10 percent glycerol and frozen with

24

Digitized by Sam Jonah Library



© University of Cape Coast

'dry ice'. The maiden human pregnancy from cryopreserved sperm was in
1969. By 1977, California State in the US had established a number of sperm
banks for commercial purposes. After the birth of the first child through IVF
in 1978, there was a renewed interest in cryopreservation as a means to store
excess embryo to be used in future (Kelly et al., 2003). By 1986, technological
advancement extended from sperm preservation to the cryopreservation of
oocytes and embryo. The first birth from cryopreserved oocyte was recorded
in 1986 (Chen, 1986).

Gamete can be cryopreserved by two distinct methods: conventional
(slow) freezing and “vitrification” or fast freezing (Ciani et al, 2012). Slow
freezing is done by progressively cooling the sperm over a period of 2-4 hours
manually or by employing semi-programmable freezer. To cryopreserve the
sperm manually, the temperature of the sperm is decreased and a
cryoprotectant added. (A cryoprotectant is a compound that increases cell
survival and reduces the quantity of ice that is made at any given sub-zero
temperature) in a stepwise way afterwards sinking the sperm into liquid
nitrogen (Said, Gaglani & Agarwal, 2010). Slow cryopreservation has been
identified to be inconsistent and requires expensive equipment. Based on this,
embryologists are not satisfied with this technique and therefore resort to other
cryopreservation protocols such as vitrification (Balaban et al, 2008).
Vitrification uses high concentrations of cryoprotectant to solidify the cell
without the use of ice. In comparing the success rates of slow freezing and
vetrification, it has been asserted that vitrification results in a better oocyte

survival than slow freezing method (Smith et al, 2010).
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The principal purpose of cryopreservation is to ensure the availability of
gametes for future use by individuals or couples undergoing infertility
treatment. It was noted that the process of egg retrieval was costly, painful and
invasive. As a result, it may not be desirable for couples who have fertility
challenge to always repeat the process (Paulk, 2014). Consequently, couples
who go through the process may opt to freeze (cryopreserve) excess pre-
implantation embryos to be used in future or for use in case the initial
implantation was unsuccessful.

Further, cryopreservation is useful in patients who have moderate or
severe ovarian hyperstimulation syndrome (OHSS) (Ciani et al, 2012).
Cryopreserved cells and tissues can be stored for a very long time without
compromising on their quality and functionalities. For example, there have
been instances where live births have come from embryos cryopreserved for
almost 20 years (American Society for Reproductive Medicine, 2011).

Pregnancies and deliveries that are as a result of cryopreservation have
been reported to be associated with very low or no risk. For example, no
congenital abnormalities were discovered among 900 live births which were
derived from cryopreserve oocyte in the US (Noyes, Porcu & Borini, 2009).
Again, a study involving 200 infants who were delivered through the use of
vitrified oocyte pregnancies showed no difference in birth weight or
congenital abnormalities compared to children born from fresh IVF (Chian, et
al, 2008). From the discussions so far, the use of cryopreserved gamete is very
safe since there have been no reported cases of infectious disease transmission,
birth defects, chromosomal anomalies, or pregnancy complications (Smith et

al, 2010).
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Surrogacy

Surrogacy implies that a woman becomes pregnant and gives birth to a
child with the intention of giving away this child to another person or
couple upon delivery (James, Chilvers, Havemann & Phelps, 2010). The first
successful birth through surrogacy was registered in 1984. Ten years later,
India recorded its first surrogacy birth. In 1997, an Indian woman who needed
money to settle the medical bills of her paralysed husband became the third
woman to give birth through surrogacy. In recent past, the number of births
through surrogacy has increased globally. It is reported that several thousands
of children are born through surrogacy annually but there is limited data
regarding global surrogacy trends (Nelson, 2013).

Surrogacy can be of different forms (Pawan, Inder & Sharma, 2013).
For example, the surrogate may provide the ovum for fertilisation. In this case,
the surrogate is called genetic surrogate. On the other hand, the gestational
surrogate offers her womb for the period between IVF and birth. In this
scenario, the surrogate has no genetic tie to the child. Quite recently, another
form of surrogacy has been identified. This form is termed as Co-maternity
also called ovum sharing (Singer, 2011). Co-maternity is predominantly used
by same-sex female couples to consent the participation of both parties in the
genetic procreation process. In co-maternity, one partner’s egg is fertilised
with a donor’s sperm in the laboratory. The fertilised embryo is implanted into
the womb of the other partner who did not produce the ovum for gestation and
delivery. By this method, one partner becomes the genetic mother whiles the

other becomes the birth mother (Singer, 2011).
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Surrogacy can be free or paid for depending on the agreement between
the surrogate and the prospective parents. In a situation where the surrogate
offer services for free, it is termed altruistic surrogacy whiles commercial
surrogate offer services for monetary purpose or other forms of payments
agreed upon by the individuals involved in the process (Agnafors, 2014). For
monetary reasons, commercial surrogacy is prevalent and costly across Europe
and the United States of America (Galpern, 2007). In the US for example,
hiring a surrogate together with the cost of other services (such as cost of
insemination, transport, legal service and other medical services) is estimated
around $50,000 to $250,000. In contrast, hiring a surrogate in developing
countries is quite cheaper. For example, hiring a surrogate in India will cost
between $22,000 and $35,000 (Shetty, 2012). Due to the differences in cost,
developing countries have become the destinations for surrogacy (Humbyrd,
2009).

Despite the recent increases in the number of children born through
surrogacy, concerns have been raised about the process especially the
acceptability of gestational and commercial surrogacy (Parks, 2010; Suzuki et
al, 2011). Studies that have contended surrogacy have linked the process to
physical, social and emotional welfare of both surrogate and child (Ekberg,
2014; Satz, 2010). Although it is established that if the presence of the
pregnancy puts the life of the surrogate mother into danger, the law permits for
abortion to be done, the commercial surrogate loses all or part of the original
payment depending on the agreement between the surrogate mother and the

prospective mother (Horsburgh, 1993).
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Another principal concern that has been raised against the use of
surrogacy is the likelihood that the monetary involvement in the process could
result to exploitation and commodification of the service (Pande, 2011;
Deonandan, Green & Beinum, 2012). Although there have been guidelines
and measures regarding the use of surrogacy among some nations especially in
the developed world, these measures widely vary due to cultural, religious,
financial and legal concerns (James, 2010). Due to these reasons, international
surrogacy has emerged especially in the developing countries where there are
flexible legislations and cheaper access (Humbyrd, 2009). These current
practices have raised a number of unresolved concerns such as individuals’
right, citizenship right of children that are born by international surrogates and
exploitation of women (Deomampo, 2015)

Examples of exploitations and abuses have been reported all over the
world. In Ghana for example, there was a case involving a twenty-three year
old woman who was only contacted by a “baby agent” to be a surrogate
mother for her special client for an amount of Ten thousand Ghana Cedis (Ghc
10,000.00), a monthly stipend of four hundred Ghana Cedis (Ghc 400.00) and
a rented apartment till she gave birth. The said lady fulfilled her part of the
verbal contract and became pregnant with quadruplets. However, four months
into the pregnancy, the promises did not come from the unknown client and
nothing was done as she became traumatised (Diasie, 2015). This situation
arose because there is no legislations as a country to guide surrogacy practices.
To prevent the occurrences of these problems, the sector Minister for Health in
a recent statement, reiterated the need for the country to get legislation to back

surrogacy since there were abuses. Again, the Minister asserted that in the

29

Digitized by Sam Jonah Library



© University of Cape Coast

absence of legislation binding the use of surrogacy in the country, the practice
was illegal and becomes dangerous for women who opt to be part of the
process (Issah, 2016).

Despite these happenings, several other studies have pointed out that
there is no or little complications associated with surrogates and foetus if
financial and other medical obligations were met. It was argued that surrogates
experience minimal psychological complications in pregnancy and after
delivery if all obligations are met (Jadva et al, 2003). Andrews (1995) also
asserts that “[...] the risks posed by surrogacy to women occur rarely and do
not seem significantly different from the risks ordinarily assumed by women
in other areas of their lives [.]” (p. 2354). Further, the harm to surrogate other
children has been described as unwarranted (Jadva & Imrie, 2014). On the
wellbeing of surrogate children, (Golombok, 2011) indicates that they will not
be affected in anyway. Discussions on surrogacy so far can be described as a
win-win situation especially when the intended parents achieve their desire of
having a child or children and in the case of commercial surrogacy, the
surrogates benefit financially depending on the initial agreement with clients.
Regulatory Issues and ART

Human rights are inherent to every individual. This is because these
rights protect humankind from all forms of discriminations no matter the
individual’s nationality, status, age, sex and colour. It therefore behoves on
States under the international laws to protect and respect the rights of citizens
in all spheres of life. In exercising this obligation, States must not interfere in

the enjoyment of individual’s human rights including the right to procreate.
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Recently, individuals who patronise ART as a means of satisfying their desire
to have children have supported their actions by human right issues.

For example, an individual’s right to benefit from scientific progress
and/or technology has been enshrined in the International Human Right
Instruments. Article 12 of the Convention on the Elimination of All Forms of
Discrimination against Women (CEDAW) (United Nations, 1981) indicates
that “States Parties shall take all appropriate measures to eliminate
discrimination against women in the field of health care in order to ensure, on
a basis of equality of men and women, access to health care services,
including those related to family planning”. Again, CEDAW further declares
under same Article 12 that “States Parties shall ensure to women appropriate
services in connection with pregnancy, confinement and the post-natal period,
granting free services where necessary, as well as adequate nutrition during
pregnancy and lactation”.

Furthermore, Article 15, sub-section B of the International Covenant
on Economic, Social and Cultural Rights (ICESCR) (United Nations, 1966)
indicates that “States Parties shall recognise the right of everyone to enjoy the
benefits of scientific progress and its applications”. The scientific progress to
which individuals have the right is not limited to the various ART practices.
This right could be likened to the benefits that could be derived from the use
of technologies such the various methods of ART that could improve upon the
reproductive lives of people who are faced with fertility challenges. “Article
12 of ICESCR also asserts that States Parties shall recognise the right of
everyone to the enjoyment of the highest attainable standard of health”. In

addition, the ICESCR Committee emphasises that the right to health must
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encompass the right to the use of different health facilities, goods, services and
conditions in order to obtain the utmost realistic standard of health.

From the perspective of the radical libertarians, procreation is a claim-right
for an individual to resolve whether or not to reproduce (Mutcherson, 2017).
Per this explanation, the decision to procreate and the technique to use is
exclusively personal without any interference from any other individual, a
group or the state. A critical examination of this ideology also brings to bare
two distinct schools of thought: the liberty to have offspring and the liberty to
avoid procreation.

The liberty or freedom to procreate embraces the freedom for an individual
to apply all the necessary steps at his/her disposal or make informed choices
that may end up in the birth of a biological child (Robertson, 2003). These
choices may include the use of natural means such as having intercourse that
may result in pregnancy or the utilisation of all reproductive technologies (the
use of gametes for assisted reproduction, preservation of excess gamete,
implantation of embryos and other ART methods). The use of these choices
may mean that sterilization or the use of contraception and abortions may be
avoided in order to have access to procreation.

On the contrary, the liberty not to procreate symbolises the liberty to take
an action to circumvent the procreation of genetically connected offspring. By
these acts, one could avoid practices such as having sexual intercourse that
may result in pregnancy and transfer of embryos into the uterus and
encouraging contraceptives use, discarding embryos, terminating pregnancies,

and being sterilised.
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Primarily, under procreative liberty, an actor is not obliged to be a
beneficiary of any specific right. The decision to reproduce naturally or use
genetic or reproductive technologies or not at all is a personal decision.
However, the decision to accept a particular method may be based on a range
of personal motives. These may include moral or ethical dimensions about the
outcome of the use of a particular method on personal values about
procreation (Robertson, 1996).

At the United Nations International Conference on Population and
Development (ICPD) held in Cairo in 1994, all participated nations affirmed
that population and development are mutually linked, and this can be achieved
by empowering women and meeting the educational and health needs of the
people, including reproductive health services. The ICPD document stipulates
that “reproductive rights rest on the recognition of the basic right of all
couples and individuals to decide freely and responsibly the number, spacing
and timing of their children and to have the information and means to do so,
and the right to attain the highest standard of sexual and reproductive health. It
also includes the right of all to make decisions concerning reproduction free of
discrimination, coercion and violence as expressed in human rights
documents”.

Beijing Declaration and Platform for Action recognises that “Human
rights and fundamental freedoms are the birth right of all human beings; their
protection and promotion is the first responsibility of Governments”. By this,
no state has the right to prohibit couples who are faced with fertility

challenges to solicit help through the use of ART services.
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In spite the various declarations, there are legal variances among
nations on issues relating to the use ART especially issues concerning status,
storage, and disposal of embryos; the use of donors and surrogates; embryo
research; and pre-implantation genetic diagnosis (“PGD”) (Chakravarthi,
2016). As some countries have strictly banned certain assisted reproductive
techniques, such as egg donation and research with embryo, others allow wide
range of choices. In some other countries, utilisation of ART services is not
strictly bonded by any legislation. In such cases, the discretion of the
physician and client are ultimate to the supply and utilisation of ART.

For example, in the United Kingdom, there is a ban on reproductive
cloning, the transfer of a non-human embryo to a woman or otherwise,
germline modification, non-medical sex selection, and commercial surrogacy
arrangements (Surrogacy Arrangement Act, 1985). Again, licensing fertility
clinics and regulating the use of donor gametes, assisted fertilisation, pre-
implantation genetic diagnosis, the storage of gametes and reproductive tissue,
and research using human embryos is the sole responsibility of the Human
Fertilisation and Embryology Authority (Human Embryology and Fertilisation
Act, 1990).

In Canada, surrogacy (excluding Quebec), the use of the various
techniques in ART for the treatment of infertility are permitted. Gametes and
embryo donations for pregnancy purposes and use in scientific research is
allowed by law. On the other hand, the sale of gametes, sex selection human
cloning and the use of matured embryo is banned (Assisted Human

Reproduction Act, 2000).
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The use of ART is limited to only stable heterosexual couples of
reproductive age of 18 years and above and have evidence of infertility
condition in Italy. On the other hand, cloning, manipulation of embryos, the
use of donated eggs or sperm, and the cryopreservation of embryos are
prohibited. All forms of surrogacy and genetic testing for non-medical reasons
are also prohibited (Medically Assisted Procreation Law, 2004).

In India, PGD, gametes and embryo donations are allowed. Sex
selection is permissible on condition that the act will prevent the child from
getting X-linked genetic sicknesses. Post mortem gametes when permitted by
the deceased could be used by the surviving wife. In terms of access, all single
women and lesbians are allowed. Every individual and group of persons
qualify to use ART. Women who are aged up to 55 years could employ the
services of a third-party in their procreation processes. (Ministry of Health &
Family Welfare, Government of India, the Assisted Reproductive
Technologies Regulation Bill, 2010).

Religious authorities in Iran have sanctioned surrogacy, gametes and
embryo donations. Children born through a donated egg have the legal right to
inherit from the said donor whiles the recipient mother is regarded as an
adoptive mother. Children born from donated sperm will adopt the name of
the fertility challenged father instead of the sperm donor (Abbasi-Shavazi,
Inhorn, Razeghi-Nasrabad &Toloo, 2008)

Contemporary Halakhic law in Israel permits gametes to be
cryopreserved. On approval before death, a deceased’s preserved sperm could
be used by the wife for procreation. Commercial surrogacy is allowed. The

State subsidises PGD when there is a serious genetic risk of damage to the
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offspring. IVF treatments up to the birth of two children are partly financed by
the State for all Israeli women, including single women and lesbian couple.

United States is one of the countries where regulations on ART are
liberal. There are minimal restrictions with regards to the various practices.
However, activities are monitored by the American Society for Reproductive
Medicine (ASRM) and the Society for Assisted Reproductive Technology
(SART).

In Africa, there are very few countries that have promulgated laws and
regulatory measures with regards to the utilisation of ART. South Africa is
one of such countries in Africa that has advanced in terms of availability;
accessibility, acceptability and quality of ART utilisation. The Children’s Act
38 of 2005 allows cohabitating and married couples to access IVF. Again,
same sex couples, and single women are permitted to access ART to have
children. The Act allows commercial surrogacy to be practiced in South
Africa. Tunisia, by 1997 had not specifically banned embryonic stem cell
research; however, any technologically related human cloning had been
banned.

A search of the literature however indicated that Ghana has no
statutory regulations on the utilisation of ART even though there were fertility
centres established in the country by 2001 (Ola, 2012). Currently, the state has
no regulations on the utilisation of ART services. As a result, both public and
private facilities that offer the service operate in legal and ethical vacuum

(Gerrits, 2016).
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Summary

Infertility treatment has gone through various transitions up to the
modern ART. At a point, it was believed that men did not play any role in
pregnancy. Women could only get pregnant through the worship of idols such
as trees and stones. Traditions such as the burial of placenta under buildings,
wearing of charms and the use of herbal medications were believed to assist
pregnancy. These perceptions have however changed due to education.
Currently, modern practices, some of which initiate pregnancy while others
increase possibility of pregnancy, have been resorted to in the treatment of
infertility. These practices include surrogacy, cryopreservation, gamete
donation and other alternative inseminations.

International conventions and the local health policies defend some of
these ART practices. Nevertheless, countries have different legislations
regarding the use of some of these practices. This is based on the premise that
countries vary by socio-economic, historical, political, religious and cultural
backgrounds. As a result, there are important regulatory and legal
discrepancies among nations in the provision and utilisation of ART service.
Discussions of these socio-economic, cultural factors and empirical literature

on the subject are the focus of the next Chapter.
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CHAPTER THREE
DETERMINANTS OF ASSISTED REPRODUCTIVE TECHNOLOGY
USAGE

Introduction

Fertility rates are dependent on biomedical factors; they are also
shaped by socio-cultural, economic and behavioural factors, particularly the
decision about what procreation method to be used and the number of children
to have and at what age. Against this empirical background, the chapter
specifically presents detailed discussions on the influence of parental age,
marital status and sexual orientation, religion, cost, success rate, health
implications on the use of ART and the impacts of these technologies on
fertility rates.
Age and Assisted Reproduction

Parental age is considered as one of the main factors that influences
fertility in general. Currently, there is a global paradigm shift in the pattern of
reproductive behaviour of both men and women from an early to relative late
childbearing age (Beets, 2011). Among European Union member States, the
mean age of mothers at first birth was between 28 and 30 years in 2010
(Vienna Institute of Demography, Austrian Academy of Sciences, and
International Institute for Applied Systems Analysis, 2012). In Australia, the
median age of women giving birth at first was 29.8 years in 2000 and 30.8
years in 2003. This had increased to 31.8 by the year 2006. France recorded an
increased mean age at first birth of 28.8 years in 1994 to 30.0 years in 2010
(Institut National de la Statistiques et des Etudes Economiques, 2010). Over

the last decade, fertility rate has peaked among women in the 30-34 year age

38

Digitized by Sam Jonah Library



© University of Cape Coast

group (Australian Bureau of Statistics, 2011). The situation is not different in
developing countries. For instance, Ghana has consistently had an increasing
median age at first birth from 19.6 years in 1988 to 21.4 years in 2014 (Ghana
Statistical Service, 1989, 2015).

Several reasons have been attributed to these current trends in
reproductive behaviour which places limit to achieving biological reproductive
aim among prospective parents. For example, it is argued that rise in life
expectancy, the use of contraception, women’s entry into the labour market
and education in particular have contributed to the present delay of parenthood
(Wiener-Megnazi, Auslender & Dirnfeld, 2012). This social phenomenon
(delay in child bearing) has probably motivated the utilisation of ART by older
couples to achieve their parenthood desires at late ages (Human Fertilisation
and Embryology Authority, 2010). For instance, there is an upsurge in the
population of women seeking assisted reproductive technology (ART)
treatment as a result of age-related infertility especially advanced maternal age
(AMA) all over the world (Balasch, 2010; Kocourkova, Burcin, & Kucera,
2014). Studies have further shown that there is the possibility of fertility
decline in women from age 25 even in situations where no birth control is
practised (Mills et al, 2011; Schmidt et al, 2011). This situation has been
attributed to a decline in oocyte quality which is vital for conception (Schmidt
et al, 2011). The incidence of infertility rises from 1 percent at age 25 to 55
percent at age 45. At age 30, women achieve 75 percent conception; 44
percent by age 40 while 20 percent of women who get pregnant aged 35 years

may encounter spontaneous abortion (Schmidt et al, 2011).
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Advanced maternal age has been found to be the likely cause of aging
oocyte which may be the outcome of abnormal fertilisation and development,
such as implantation failure and miscarriage (Schmidt et al, 2011). For
example, a study on the “effect of maternal age on the outcomes of in vitro
fertilisation and embryo transfer” on different age groups resulted in divergent
results. Women who had advanced in age between 36-40 years and 40+
recorded relatively low oocyte (P<0.01) compared to their counterparts in the
lower age groups. Biochemical and pregnancy rates were lower (P<0.01),
whereas miscarriage rate was significantly higher (P<0.01) in women with
advanced maternal age.

A converse relationship between increasing maternal age and IVF
outcome has been documented (Balasch, 2010). Women who are aged may
show poor ovary reaction in controlled ovary hyperstimulation (COH), low
number of retrieved oocytes, oocyte fertilisation, quality embryo, embryo
implantation, pregnancy, high miscarriage, preterm delivery and high birth
defect rates (Griffiths, et al, 2010). It was also noted that conception after age
40 years was likely to be associated with risks of gestational diabetes,
pregnancy-induced hypertensive disorders, instrumental deliveries and
caesarean section s compared to younger counterparts (Ludford, Scheil,
Tucker & Grivell, 2012). In 2010 for example, age 36 was the average of
women who used ART treatment via self-cycle method. Live delivery among
women aged 30-34 constituted 26.8 percent whiles women aged 40 years and
above recorded live birth of less than 1 percent (Macaldowie, et al., 2012).

Similarly, it was reported that women aged 40 years and above can have more
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than 5 percent success in the use of ART but no record of conceptions were
found among women aged 46 years and above (van Loendersloot et al, 2010).
Although successive cycles in older women have been found to be
possible, other studies have found negative or insufficient evidence to
ascertain the relationship between paternal age and ART success (Dain,
Auslander & Dirnfeld, 2011; Sartorius & Nieschlag, 2010). The effects of
paternal age on sperm production and reproductive outcomes have not yielded
common conclusion especially its role in reproduction successes. It was also
not clear the role paternal age played in assisted reproductive technologies
(Begueri'a et al, 2014). A pioneer study on the subject confirmed a strong
correlation between semen quality and age as well as time (Auger, et al, 1995).
Based on the analysis of 1351 fertile men from 1973-1992, it was found that
whiles semen volume remained unchanged, sperm concentration and motility
declined (Auger, et al, 1995). After adjusting for age, it was established that as
men got older, sperm concentration declined by 2.6 percent, 0.3 percent
decrease in motile sperm and 0.7 percent decrease in normal morphology.
Data from three sperm banks in the US (1970-1994) comprising 1238
patients indicated that sperm concentration and motility differed among the
three sperm banks whiles no decline in sperm count was registered when age
and duration of abstinence were controlled (Fisch et al 1996). Other studies
have shown decrease in the volume of sperms as paternal age increases
(Agarwal & Sekhon, 2011; Stone et al, 2013). For example, the median semen
volume in men aged 4548 years was found to be 2.8ml compared to a nearly
50 percent decrease (1.95ml) in men aged 57 to 80 years (Agarwal & Sekhon,

2011). Semen volumes peaked in men who were aged between 30-35 years
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(3.5£1.8ml) compared to 2.2+1.2ml in men aged 50 years and above.
(Levitas et al, 2007).

On the contrary, lower volumes of semen had been discovered earlier
in younger (12-25 years) and older men (46-50 years) as well compared to
those in their middle ages (26-45 years) (Schwartz et al, 1983). Other studies
did not find any significant association between age and the volume of sperms
production (Whitcombet et al, 2011). Besides the variations in the outcome of
the various studies, paternal age was found to have little impact on pregnancy
and birth outcome (Duran et al., 2010). On the other hand, paternal age was
discovered to have no influence on fertility rate, implantation and pregnancy
outcome in IVF (Dain, Auslander & Dirnfeld, 2011).

In recent past however, new means that help women to retrieve and
preserve their own egg to be used in future has been discovered (Lindheim et
al, 2014). The concept is termed “Fertility Insurance” or “Social Egg
Freezing.” By this principle, young women store their “healthy” oocytes as
they pursue their education, job carriers and other interests. In some cases,
women take this decision because they have not met their rightful partners or
be sure they get their own genetic egg when they are old and cannot ovulate. A
lot of benefits are deemed to come from Social egg freezing as Goold and
Savulescu (2009) summarised the essence of fertility insurance as:

“Social egg freezing” or “Fertility Insurance” promotes equal

participation by women in employment; it offers women more time to

choose a partner; it provides better opportunities for the child as it
allows couples more time to become financially stable; it may reduce

the risk of genetic and chromosomal abnormality; it allows women and
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couples to have another child if circumstances change; and it avoids

some of the moral objections associated with freezing embryos. These

views based on equal concern and respect for women suggest that
women should have access to this technology despite the arguments

against “fertility insurance” or “social egg freezing” (p 49).

Although this idea has been accepted as a way to overcome age related
fertility challenges and also to extend women fertility, critics have raised a
number of issues against this practice. For example, critics have contended
that the availability of enough information to authenticate the safety, efficacy,
cost-effectiveness and other related issues regarding the process as a means to
avert age related fertility challenges have not been ascertained (Cobo et al,
2012).

Cost and Assisted Reproduction

Considering the economic aspect of the utilisation of ART is of a
particular significance because the technology is widespread in recent years. It
has become imperative as a means of solving fertility challenges in both the
developed and the developing world. Due to these reasons, the economics of
ART is worth discussing as it has influential effects on availability,
accessibility and affordability of fertility treatment by prospective users
(Connolly et al, 2009).

Costs related to ART treatment are categorised into direct; (cost
incurred during the provision of ART treatment) and indirect; (cost that is
borne after the use of ART treatment) (Connolly, Hoorens & Chambers,
2010). Direct cost are all the payments that are made from the beginning of

ART processes to the end. These payments among other things may comprise
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medical consultations, drugs, laboratory services, medical processes including
retrieval of oocyte, fertilisation and transfer of embryos) and other charges.
Direct cost differs from one country to another with treatment in the USA
being the most expensive compared to treatments in Northern European and
some Asian countries (Connolly et al, 2010).

Assisted Reproduction direct costs have significant correlation with
female age and the use of donor products (Sullivan et al, 2008). For example,
available estimates of the cost of successful pregnancy range from £4,202 to
£90,112 (€6,139 to €131,651). However, this was dependent on the number of
cycles an individual goes through. The estimated cost of live birth was also
high and were comparable to ages 24 (€17000) and 33 years (€18500). The
cost kept on rising up to €54000 for people aged 42 years and above (Sullivan
et al, 2008).

The cost of IVF varies from one country to the other (Chambers,
Sullivan, Ishihara, Chapman & Adamson, 2009). For instance, the cost of [VF
cycle in the Nordic countries ranges from $2,042 to $4,148, $3,950 in Iceland,
$4,326 in Italy, and $2,955 in the United Kingdom. In Europe, IVF cycle
could cost a household about 10 percent of their annual expenditure compared
to USA and Canada where proportions were nearly 25 percent of their
household expenditure. In other countries, the cost of accessing ART service
had been identified as a potential cause to limit women in lower
socioeconomic status (Chambers et al., 2009; Huddleston, et al., 2010). In
developing countries, out-of-pocket cost of infertility treatment was
excessively expensive that couples who patronised infertility treatment

encountered financial difficulties and, in some cases, abandoned the idea of
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having a child through the use of ART method. It was also argued that
treatment cycles in low income countries could cost more than half of an
individual’s yearly income (Dyer & Patel, 2012).

Due to these exorbitant costs, some countries, especially the European
Union Member States have made provision in their national policies to
subsidise for the treatment of infertility for their nationals. For example, nearly
50 percent of countries had reimbursement plans for fertility treatment either
through National Health Services or Private Insurance Policies (ESHRE,
2017). Comparatively, the proportion of countries with subsidisation was
gradually increasing than the earlier survey in 2002 (ESHRE, 2017).
Nevertheless, the extent of support by these states differs significantly. For
example, as countries like France and Spain provided full funds coverage for
its nationals (for fertility treatments in government hospitals), Ireland on the
other hand, provided no funding at all for its nationals for fertility treatments.
In other countries (Germany and Portugal), reimbursement by private
insurance companies had brought partial relief to beneficiaries (ESHRE,
2017).

In countries where the state or private insurance companies were
mandated to either fully or partially fund ART services, stringent
conditionalities were usually attached to prevent abuses in order to ensure
sustainability of the programme. Restrictions usually taken into consideration
include the kind of ART treatment to be used: age, marital status, number of
allowable treatment cycles or embryo transfers, parity, and where treatment is

to be provided (public or private clinic).
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To qualify for state funding of ART services in the UK for example, a
woman should be under 40 years of age, married and has not conceived for the
past three years due to unexplained reason whiles in Spain, the only criteria
was for the couples to be in marriage (Ory et al., 2014).

In Austria, parameters were set for both men and women. A couple
must be in a stable relationship (either married or living in a stable
relationship) for three years or more, women must be under 40 years; men
must be less than 50 years and finally, only infertility condition was treated
(male infertility and female tube dysfunction) (Brigham, Cadier, & Chevreul,
2013). Women in France who wanted to benefit from state funding for fertility
treatment must below 43 years old. Couples must be living together for more
than 2 years. However, no single man or woman was eligible in France
(Brigham, Cadier, & Chevreul, 2013).

In other countries, the ability to support ART was strictly dependent on
the present fertility rate, infant mortality rate, per capita income and
governments’ expenditure on the provision of health services. In most cases,
these stipulated conditionalities may result in deferment of treatment due to
delay. Delay and unreliable nature of States reimbursement of funds for ART
treatment may stimulate out-of-pocket payments by prospective beneficiaries.
Others also sought private treatments at the expense of public funds for
privacy and optimal care (Matorras Weinig, 2011). On the other hand, the
increasing cost of fertility treatment and state restrictions have been argued to
prevent many others from accomplishing their desired parenthood wishes.

This perhaps has contributed to the higher spate of cross border reproductive
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care in some European countries (Bergmann 2011; Inhorn 2011; Markens
2012; Whittaker & Speier 2010).

Conversely, the various restrictions that bonded the utilisation of ART
in the respective countries have been challenged by individuals and groups.
The Ethics Committee of the American Society for Reproductive Medicine
(2013) did not see why there should be restrictions on States provided funds
for ART and even individuals or certain group of people especially single
women, gays and lesbians who wanted to access ART. The committee
contended that there was no justification (medical or ethical) whatsoever to
restrict a particular social group from accessing fertility treatment. Others have
argued that rejecting these social groups the access to fertility treatment was
tantamount to oppression through medical and unlawful means (American
College of Obstetrics & Gynecology, 2010).

Indirect cost on the other hand is about cost incurred after ART
treatment. The biggest indirect cost associated with ART had been the
expenditure on caring for mothers and babies after delivery. The cost had
become compounded with the present high incidence of multiple birth
pregnancies which had become obvious in most assisted reproduction births.
This is possible because of the perceived need to stimulate excess follicles and
transfer excess embryos to achieve reasonable pregnancy rates (Baxi &
Kaushal, 2008). Multiple births result from the transfer of more than one
embryo during the ART procedure.

In most cases, high multiple births are recorded because most IVF
facilities want their names to be part of facilities that record high pregnancy

success rate and couples desire to raise families if they conceive twins and
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successfully give birth (Human Fertility & Embryology Authority (2007). It
was estimated that multiple births still accounted for about 10 percent of all
ART births in the USA, Europe and Australia (Wang et al, 2009). It has been
argued that the cost of care for multiple births could outstrip the total cost on
the entire ART treatment. For example, the average hospital cost incurred for
twin deliveries were found to be four times higher compared to delivering a
singleton whiles triplet and quadruplet deliveries attracted extremely high
charges (Chambers et al, 2014).

The high indirect costs implications of multiple births had resulted in
most European countries promulgating policies to restrict ART treatments to
single embryo transfer (SET) (ASRM Practice Committee, 2009; McLernon,
Harrild, Bergh et al., 2010; Jones, Cooke, Kempers, Brinsden & Saunders,
2011). This idea on the other hand, had been met with a lot of controversies.
For example, critics of this policy argued that the acceptance and the
implementation of the policy could limit pregnancy rates.

On the contrary findings from Finland and Sweden have proven that
the introduction of SET has not resulted in the decline of ongoing pregnancy
rates. Rather, a remarkable reduction in the proportion of multiple pregnancies
has been achieved. Finland and Sweden have achieved a remarkable reduction
in multiple pregnancies and subsequent deliveries. Multiple delivery rates in
these countries dropped by nearly 10 percent against almost 25 percent in the
whole of Europe. About 50 percent of cycles in these two countries were

single embryo transfer (Andersen et al, 2006).
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Success Rate of ART

The success rate of ART varies globally due to factors that are
considered in defining success rate. Despite the differences in the
determination of success rate, it is argued that ART success rates are generally
low and have direct relationships with the ages of the mothers (van
Loendersloot, van Wely, Bossuyt, Repping & van der Veen, 2010). For
example, declining pregnancy rates and greater risk of miscarriages, high costs
of IVF per successful pregnancy have been associated with older women who
are above 40 years compared to women of younger ages (Macaldowie, 2012).
Primary diagnosis, duration of infertility, number of previous attempted ART
cycles and past reproductive history, have been identified as other possible
factors that could affect the success rate of women involved in the use of ART
(Tepper et al, 2012).

The definition of success in ART has been contended. For example, it
has been argued that the condition that is presented for treatment determined
the success rate that is recorded by a particular clinic (van Loendersloot, van
Wely, Limpens, Bossuyt, Repping & van der Veen, 2010). Fertility clinics
that accept patients who have had multiple unsuccessful ART cycles are likely
to achieve lower success rates. On the contrary, clinics that accept clients with
low complications are likely to achieve higher success rates because the
application of any less technologically advanced treatment could result in
pregnancy.

The proportion of unstimulated (or “natural”) cycles also influences
the success rates of ART procedures. In an unstimulated cycle, the woman

experiences natural ovulation instead of the use of drugs and injections to
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stimulate the production of multiple eggs for fertilisation. Although
unstimulated cycles are less costly, clinics that perform comparatively higher
numbers of unstimulated cycles are likely to have lower success rates. In
another instance, a physician may record as a success when he/she is able to
perform retrieval of egg and sperm for fertilisation, implantation or live birth.
In this case what may be reported as a success may not be same for other
facilities.
Marital Status and Assisted Reproduction

Fertility programmes including ART are mostly confronted with
demand from a wide variety of clients. However, in most countries,
heterosexually married couples were the primary targets of ART programmes
(Serour, 2008; Inhorn, 2012). Accordingly, society does not ask questions
about parentage when a child is conceived by married couple; not even
through the use of Al and IVF when their own reproductive materials (egg and
sperm) are used. A child born through the use of any of this procedure is
considered legal and legitimate to the said couple (Saengsook, 2010).

However, there have been repeated requests for fertility treatments and
the desire to have children by unmarried persons, gays and lesbians (Kissil &
Davey, 2012). In response, States and physicians vary in readiness to accept
the concerns of these clients. For example, in some countries, especially
Islamic countries like Iran, Turkey and Lebanon, utilisation of ART by
unmarried persons are strictly prohibited by law (Inhorn, 2012). These
restrictions according to the procreative liberty principle impede the rights of
these social groups of people to use ART to procreate (Robertson, 2004). In

other countries such as USA, Brazil, Canada and Sweden, ART services are
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offered to single women, lesbian and gay couples seeking to procreate
(Mishra, 2014). According to the Ethics Committee of the American Society
for Reproductive Medicine (2013), ART had become a necessity for
procreation by single male and gay couples probably due to human right
issues.

In a survey involving physicians, it was reported that one out of every
five ART providers refused treatment for unmarried women whiles one out of
two providers also denied services for single men or gay couples. Among the
reasons given for their denial included the claim that it was a sin and morally
wrong to help lesbian couples to procreate. Also, some physicians refused
ART services to single women in particular based on their religious belief that
procreation outside of wedlock was a sin (Adamczyk & Cassady, 2009).

Despite the controversy surrounding access to ART services, it had
often been argued that all individuals, irrespective of sexual orientation or
marital status are faced with socio-economic barriers. These barriers include:
age, cost, religion, marital status and sexual orientation (Rank, 2010; Kissil &
Davey, 2012). Aside from the general barriers, provider discrimination and
legal restrictions were additional impediments that were faced by unmarried
individuals, gays and lesbians in the access and utilisation of assisted
reproduction (Daar, 2008).

Religion and Assisted Reproduction

Religious belief is a powerful social factor that depicts meanings for
people who are ill and seeking health care especially during times of crises.
Equally facing these problems are health care professionals who as a result of

religious beliefs are challenged in providing appropriate care and services to
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people of different religious backgrounds. Assisted Reproductive
Technologies is one of the technologies that have dominated in religious
discourse in recent times (Inhorn, 2008; 2012; Winslow, 2006). Nevertheless,
there are divergent views on the acceptability and practices of ART among the
various religions and religious denominations across the world. How Islam
and Christianity address issues surrounding the utilisation of ART is the focus.

According to the Holy Qur’an, 23:5, Islamic laws approve attempts to
cure infertility among Moslems. This assertion has led to the establishment of
fertility clinics in more than 20 Middle East nations where the desire to have
biological children is perceived as paramount (Inhorn, 2008). Inhorn argues
that about 50 fertility clinics are found in Egypt and Turkey had registered
above 100 fertility clinics by 2011. Lebanon, an Islamic State is one of the
countries that had registered the highest concentrations of fertility clinics in
the world. Nonetheless, the two major Islamic groups (Sunnis and Shias) have
registered varied views on the acceptability and use of ART (Inhorn, 2011b,
2011c).

Accordingly, the Sunni Islamic belief on assisted reproduction was
delineated in a seminal “fatwa” (influential religious declaration issued by a
respected religious scholar) in 1980 (Inhorn, Gurtin & Lanman, 2012). Inhorn
(2012) explained that this belief had gained acceptance among the Sunni
Moslems worldwide. The Sunni Islamic arguments on ARTs which are
accepted worldwide are:

e Artificial insemination with spouse’s own sperm was permissible. The
child that comes out of this process is regarded as a legitimate child of

the couple.
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In a situation where medical experts recommend, In vitro fertilisation
of couple’s egg and sperm, and transfer of the fertilised embryo(s) into
the uterus of the same wife was allowed.

An excess fertilised embryo could be frozen to be used by the same
wife only when conjugal ties persist.

Sperm or gonads could be frozen before cancer treatment and could be
utilised by the same person who had survived the treatment of the
condition.

Pregnancy in older women (post-menopausal women) was allowable
provided they used their own frozen embryos, oocytes, or, in the
future, ovaries.

Multi-fetal pregnancy reduction (selective reduction) was permitted if
carrying multiple pregnancies was possible. It was also permitted if the
pregnancy could pose danger to the life or health of the mother.
Selective abortion is also allowed if it is done to save the life of the
other foetus and reduce complications for the mother.

Pre-implantation genetic diagnosis (PGD) was allowed and even
encouraged, where feasible, as a diagnostic option to avoid clinical
pregnancy terminations among couples at high risk of genetic disorders
in their offspring. PGD may also be used in cases of “family
balancing,” when couples have children of only one sex.

With the consent of couples, excess embryos could be used for
scientific research to benefit humanity within fourteen days of the post
fertilisation processes. However, embryos used in the scientific

research should be given back to the uterus of the donor.
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e Gene therapy may be sanctioned to control genetically inherited
diseases and pathological conditions.

e Uterine transplant will be allowable in future as a cure for women who
do not possess capable uterus. Women who are in their
postmenopausal age or in their childbearing age but have completed
delivery could be donors (Serour, 2002; 2008; Inhorn, 2012).

This means that the Sunni Moslems’ doctrine bans the use of third-
party in the reproduction process. In Sharia countries, the donation of sperm
for fertilisation processes is prohibited. Any individual who donates sperm or
oocyte for Artificial Insemination purposes donor is regarded to have
committed adultery and cleansing is of key importance to this person in Islam
(Inhorn, Patrizio, & Serour, 2010; Chamsi-Pasha, Albar, 2015). In most Sunni
dominated countries, the ban on the use of donated gamete has been enacted as
a law or as a code of ethics for medical practitioners. Couples who demand
this service are refused (Inhorn, Patrizio & Serour, (2010).

Although the Shias agree with majority of the declarations by the
Sunnis, Clerics from the Shia group of Moslems have openly disagreed with
the Sunnis especially on issues regarding third-party involvement in
reproduction processes of couples who deem it necessary (Inhorn et al, 2012).
A fatwa was issued in 1999 allowing donor technologies to be used by the
Shias (Inhorn & Tremayne, 2012). Based on this pronouncement, all forms of
ART services involving third-party donations including sperm, egg, embryo
donations and gestational surrogacy are accessed by infertile couples in Shia
dominant countries like Iran, some parts of Iraq, Lebanon, Bahrain, Syria,

Saudi Arabia, Afghanistan, Pakistan, and India (Inhorn & Tremayne, 2012).
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In recent years, Shia Muslim clerics have had divergent thoughts about
third-party reproductive assistance. For example, a group of clerics call for the
total prohibition of the utilisation of ART as a means to solve infertility
challenges among couples. Others are flexible on the laws and have resorted to
religious practices called ijtihad and mutca. Ijtihad (believe about whether
something is good or bad). This means that couples who believe in this faith
were left to decide for themselves whether to accept ART or not. Among the
Shia Islam, mutca connects an unmarried Muslim woman to a married or
unmarried Muslim man for a fixed period of time in return for agreed amount
of money. In the perspectives of ijtihad and mutca, Shia religious authorities
allow sperm and egg donations, but have come out clearly on the
circumstances under which gamete donation could be practiced. The following
conditions were outlined as the principles underlining reproductive donation
among the Shia Moslems:

e In a situation where a couple’s condition demands the use of a donor
gamete, the couple should visit a Shi’ite religious court, for a decision
to be taken on a case-by-case basis;

e The couple should clearly indicate the exact religious “reference” (i.e.,
source of spiritual emulation) the couple adhere to

e The decision to use a donor gamete by couple should be made in the
company of witnesses, the IVF specialist, and with the consent of both
couple and the donor;

e The husband of an infertile woman could do a mutca marriage with
the egg donor from the egg retrieval to embryo transfer period. This

practice will help the man to avoid consequences of zina, (adultery).
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e A Shi’ite Muslim woman cannot do a mufca marriage with a sperm
donor because polyandry is not accepted in Islam. If this is done, the
child born of a sperm donor would be regarded as a lagit (out-of-
wedlock child).

This means that only widowed or single women can accept donor
sperm, in order to avoid the consequences of zina. Nevertheless, single
motherhood of a donor child in Islamic countries is likely to be accepted
(Fauster, 2014).

Despite the debate on the utilisation of ART, fertility clinics operating
in Iran and Lebanon where ART is accepted serve as the sources of donated
gametes to infertile couples from both Shia and Sunni groups. Infertile couples
from the Sunni background secretly travel internationally to seek infertility
treatment (Inhorn, 2011). Accordingly, Muslim couples who utilise third-party
reproduction prefer egg donation as more suitable to sperm donation though
both processes are generally considered as “last resorts” (Inhorn, Patrizo &
Serour, 2010).

From the Christian perspective, Christians all over the world accept the
authority of the Holy Bible, but the various denominations differ, in the
interpretation of the Scripture for ethics. Similarly, the utilisation of assisted
reproduction has been met with a lot of controversies as a result of religious
beliefs about marriage and sacredness of life especially among Christians.
Some Christian authorities have expressed apprehensions about the moral
adequacy in imitating God in human creation in relation to the use of assisted
reproduction technologies (ARTs). Based on this, some Christian

denominations do not accept the use of ARTs as a remedy to fertility
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challenges in marriage, while others have questioned its appropriateness.
Christian denominations such as Baptist, Presbyterian, Anglican and Jehovah
Witness have liberal approach towards the use of ART (Schenker, 2005). On
the other hand, the Vatican, for example, acknowledges that the use of ART as
immoral and totally unlawful. In the view of the Vatican, utilisation of ART
such as IVF separates the human procreation from what God has ordained as
means of having children; that is through natural sexual intercourse between
heterosexually married couple (Schenker, 2005).

Two major reasons have been raised by the Roman Catholic moral
tradition for the total objection to all forms of ARTs (Winslow, 2006). First,
the belief that human embryo is a soul that needs to be protected. Based on
this assertion, all forms of ART services will expose human embryos to threats
and dangers and are therefore morally unacceptable. From the discussions, the
Catholic Church believes that if human embryo is produced, it must result in
the birth of a baby. Any other practices such as sex selection and the
destruction of extra embryos constitute murder which is a sin against God. A
practice such as cryopreservation (freezing of embryos for future use) is
forbidden since the process may expose the embryo to threats that may result
in death.

The second reason for opposition to the use of ART by the Roman
Catholic tradition is the belief that procreation must only occur in the confines
of sexual intercourse within marriage between a male and a female. This
means among other things that, no third-party reproductive services/practices
including surrogacy and gamete donation should be sanctioned. To the Roman

Catholic Church, all forms of ART are forbidden because they do not promote
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fertilisation from sexual intercourse. Arguably, the Catholic belief about the
use of ART constitutes the dominance of technology over the origin and
destiny of the human person created by God (Winslow, 2006).

Nevertheless, the assertion of the Roman Catholic teachings that every
child has a “right” to be conceived as “the fruit of the specific act of conjugal
love of his/her parents” (Pellegrino, et al, 1990) had been contended by
present-day Catholic moral theologians. Lisa Sowle Cahill, a Catholic ethicist
in the United States, has stressed the significance of all reproductions
happening within the context of loving relationships in marriages (Pellegrino,
et al, 1990). Cahill advocates that IVF which uses the gametes of spouses
should be assessed in the realms of the complete relationship of the marriage.
Cahill claims that “An each and-every-act analysis of the ‘inseparability’ of
sex, love and procreation distorts the valid unity among them by tying that
unity to specific sexual acts rather than to the marital relationship” (Pellegrino,
pp. 137-148.).

Similarly, another Roman Catholic moral theologian has expressed
opposition to the traditional Catholic ideology that places premium on specific
sexual acts without emphasis on the completeness of marital relationships
(Shannon, 2004). Shannon is of the view that couples who access ART as a
remedy to their infertility show marital faithfulness. Shannon questioned
“Why the physical integrity of the [sexual] act should take moral priority over
the intention of the husband and wife to become mother and father through the
use of their own genetic material is both unexplained and unclear.” In his
view, Christian principles permit married couples who are faced with

infertility to utilise ART services to overcome their challenges. “The couple
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using IVF is essentially doing what another couple is doing without IVF:
cooperating in the creation of a new being from their love and their bodies”
(Shannon, 2004).

Apart from the Roman Catholic Church, a study on “Third-Party
Gametes and the Christian” has also rejected the use of ART by a section of
Christians for three major reasons (Valji, 2010). First, utilisation of ARTs
violates the sanctity of marriage. The use of Assisted Reproductive
Technologies involving a third-party is morally regarded as adultery since the
Holy Bible indicates that procreation is only intended in marriage (Genesis
1:28) and Christians who violate this declaration by God suffer the displeasure
of God (Genesis 16 and 30). These biblical declarations according to Kharb
(2007) prohibit third-party’s involvement in couples’ procreation decisions.
Kharb again, posits that “Most religions do not accept the impregnation of
one's wife by the sperm of a third-party, as it does not make the child one's
own and it is regarded as “illegitimate even in man-made laws . . . it is
redefining the concept of family and turning traditional notions of
reproduction upside down” (2007, p. 4).

Further, the rejection of third-part gamete in the reproduction processes
by Christians is based on the view that the act leads to exploitation of human
beings, who are created in the image of God (Gen. 1:26-27). These
exploitations come in the form of medical, psychological and socio-
economical risks. Shanner and Nisker (2001) explained the medical risks
associated with the retrieval of donor ova for ART purposes as “Ovarian hyper
stimulation syndrome may pose serious and even life-threatening

complications for women undergoing ovarian stimulation . . . a [potential]
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increased risk of ovarian cancer has been reported . . . Small risks of punctured
bladder, damaged blood vessels and pelvic inflammatory disease accompany
ovum retrieval” (p.1593). Psychologically, gamete donors who are influenced
by monitory factors instead of informed assurance may later suffer from
creation of an unknown offspring. These regrets may be pronounced when
donor later experiences infertility and any deformity after the process.
Socioeconomically, people who accept to offer reproductive donations tend to
be people of poorer socioeconomic background compared to recipients who
may have higher economic status (Shanner & Nisker, 2001). Considering the
financial coercion that may lure people to donate gamete and the possible
harm such people may suffer from, Cooper & Glazer (1998) concluded that
these are not “acceptable behaviour for Christians™ (p.32).

The final reason cited for the rejection of third-party gamete donation
was the belief that the use of ART does not respect the rights of children born
through the act (Shanner & Nisker, 2001). This is based on the argument that,
children resulting from the use of ART may not come into contact with their
true parents. Confidentiality and concealment of the donor undermines the
interest of the beneficiary to even care about the medical and ancestral
background (Shanner & Nisker, 2001).

On the contrary, the Christian Dental Medical Associations (CDMA)
(2010) in their Ethics Statements argued that aside from natural conception
and birth, married couples who are faced with fertility challenges can adopt or
pursue assisted reproductive technology as a remedy to their fertility
challenges. The Christian Dental Medical Associations cited the following

reasons as their support for the use of ARTs. First, adoption signifies the
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reflection of God’s adoption of humankind as spiritual children. As a result,
there was nothing wrong if couples who were without biological children
adopted and took care of other children as their own. Secondly, the successful
application of the various ART was a direct expression of God-given
creativity and stewardship in man. Christian Dental Medical Association
found consistent with God's design for reproduction, the use of medical
assistance in reproduction, the use of artificial insemination by husband (AIH),
adoption, freezing of sperm or eggs for future use by couple, IVF, ZIFT and
GIFT.

Despite the declaration of support by the CDMA, it had its reservation
against certain ART procedures which were considered inconsistent with
God's design for families. These included the destruction of excess embryos,
transfer of excessive numbers of embryos which may result in high birth
order, selective abortion, the use of embryos for experimentation, surrogacy
which involves the provision of eggs and gestation, routine use of PGD and
pre-implantation Genetic Diagnosis which causes the destruction of embryos
(CDMA, 2010).

Cross-Border Reproductive Care and Assisted Reproduction

Infertility is a global health problem confronting many countries both
developed and developing. However, existing policies, laws, socio-cultural
factors and costs of treatment within an individual's country of residence
prevent some infertile individuals from their parenthood desires. These formal
and informal country-based restrictions on access to assisted reproductive
technologies (ART) have resulted in relatively new dimensions to fertility

treatments (Bergmann, 2011). Presently, prospective parents who are
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restricted by policies and laws in their respective home countries have to travel
across national borders to access ART treatments. This practice is termed as
cross-border reproductive care (CBRC).

Cross-Border Reproductive Care (CBRC) describes the transnational
transfer of reproductive products, ART tools, and fertile and/or infertile bodies
around to achieve pregnancy and the subsequent procreation (Collins & Cook,
2010). Evidence pertaining to this phenomenon alludes that infertile persons
or couples travel internationally under the pursuit of tourist activities while
seeking infertility treatment (Bergmann, 2011). The total number of patients
who seek CBRC globally had been difficult to estimate due to paucity of
information. However, it was estimated that approximately 10 percent of ART
cycles were performed in CBRC clients worldwide with Europe recording the
highest number of CBRC patients (Nygren et al, 2010).

A survey of 46 clinics in Europe between 2008 and 2009 established
that about 24,000 to 30,000 cycles involving between 11,000 and 14,000
foreign patients took place annually (Shenfield et al. 2010). Again, a survey of
53 clients from UK indicated that over 62 percent were seeking infertility
treatment (egg donation treatment) overseas. Thirty-four percent cited access
difficulties, another 37 percent indicated that their decision to embark on
CBRC was due to previous treatment failure. A total of 28 percent linked their
decision to accessing quality care whiles 26 percent of patients in UK
mentioned that they needed anonymous donors as reasons for opting for
CBRC (Shenfield et al. 2010). In Italy, a large number of Italians who had
travelled out to seek infertility treatment elsewhere for similar reasons have

been recognised (Bertolucci, 2008). Belgian ART clinics data also showed a
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gradual increase in the number of patients (over 2000 patients) who travelled
from Germany, France, Italy and the Netherlands to pursue assisted
reproduction services (Pennings et al, 2009). Survey data from the United
States showed that 4 percent of all fertility treatments were provided to non-
American clients (Hudson et al, 2011). The incidence of clients who travelled
to the US to seek fertility treatment was far higher than their counterparts from
US who travelled outside for the same purpose although very little was known
about CBRC outside Europe and America (Blyth, 2010; Hughes & Dejean,
2010).

Among the general reasons cited for this current CBRC included the
fact that treatment in home countries may be costly or low quality and long
waiting times. It may also exclude certain category of people. For example,
same-sex, single individuals, or aged people may not be allowed due to age
restrictions in their home countries. Legal restrictions on certain ART
technologies such as surrogacy, third-party assisted conception may also
promote CBRC. Other reasons included the desire for donor anonymity,
culture and the seeming higher success rates among others (Bergmann 2011;
Inhorn & Giirtin 2011; Pfeffer, 2011; Whittaker & Speier 2010, Shenfield et
al. 2010).

Utilisation of CBRC was also restricted in countries where the practice
was permissible even in Europe where majority of ART services were
available (Storrow, 2010). For example, while France and Germany allowed
assisted reproduction treatment for heterosexual couples, countries like Spain,
Belgium, UK and Greece made ART available to category of people including

lesbian and gay couples. Law evasion according to Shenfield et al., (2010)
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constitutes 55 percent of the reasons for CBRC among patients in Europe (9
percent in UK patients, 65 percent among the French, Italians constituted 71
percent whiles Germans recorded 80 percent).

Despite the large numbers of people who patronised CBRC services,
concerns have been raised about the practice. For example, commodification
of reproductive products and body parts (human sperm, ova, embryos and
commercial surrogacy) to the ARTs industry had been anticipated (Inhorn
2011). Others have associated CBRC to ‘stratified reproduction’ (Bergmann
2011; Markens 2012; Whittaker & Speier 2010). This explains the situation
where “power” enables certain group of people to produce (have children)
while others are disabled. For example, Markens (2012) argued that stratified
reproduction empowers the affluent in the society to travel outside the home
country for fertility treatment while others who were with low economic status
were disempowered (Abbasi-Shavazi et al. 2008)

Concerns have also come from the players in the ART industry policy
formulators’, clinicians and other support groups about the issue of quality,
safety requirements and standards of treatments as well as issues on children
who were conceived with the support of anonymous donors. In the UK, the
media have expressed their displeasure about how CBRC puts stress on
National Health Scheme. They explained that women who embarked on
CBRC were old women who returned home pregnant with triplets and this
causes undue pressure on the state to meet the demands of such people (Blyth

& Farrand 2005; Leather, 2006).
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Health Impact of Assisted Reproduction

Assisted Reproductive Technologies have been employed as one of
the means that has resulted in the successful treatment of million cases of
infertility all over the world (Brezina & Zhao, 2012). Nevertheless, this
relatively new technology has been perceived to have brought about numerous
challenges in the form of social, ethical and medical risks especially to
prospective mothers and children born from the use of ART. Assisted
Reproductive Technologies are considered “anti-women” due to the numerous
health risks the technology poses to women. Risks associated with IVF usage
can be classified into the side effects due to the use of drugs; complications
due to pregnancy and multiple foetus problems associated with high failure
rates (Lo Russo, 2013).

It was further argued that women who opt for the use of ART in most
cases are relatively old (mean age of 33 years) and as a result, there is the
likelihood of genetic problems in offspring as well as pregnancy complications
which may result in abnormalities and in some cases mortalities. Again, it was
argued that the pre-existing medical and genetic conditions of parents may be
inherited by the offspring. Also, women who undergo ART take a
combination of drugs before and after the process and this may have a
detrimental effect on the embryo.

Two main fertility enhancing drugs (clomid and gonadotropin) have
been identified as posing serious health risk to women (Lo Russo, 2013). It is
explained that clomid contains anti-estrogen that is administered to women to
prevent miscarriage. However, it was later discovered that this same estrogen

causes infertility among male offspring and abnormalities in the uterus of
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women which can subsequently result in inability to carry pregnancy to a
successful term. Women who use clomid may also experience stomach upset,
breast tenderness, blurred vision and dizziness as the side effects (American
Society of Reproductive Medicine, 2012). Similarly, gonadotropin presents
same side effects in addition to a higher risk (about 5 percent) of hyper-
stimulation syndrome. Further, women who used human gonadotropin drugs
may be susceptible of acquiring breast cancer than their counterparts who had
never used any fertility drug. Additionally, infertile women may have higher
risk of ectopic pregnancies if any of these drugs was used frequently
(Courbiere, 2011).

Multiple pregnancies and births have been reported as one of the
complications of ART due to drugs that are administered to stimulate ovaries
(American Society for Reproductive Medicine, 2012). Multiple pregnancies
are sometimes linked to complications such as caesareans, gestational
diabetes, anaemia, pre-eclampsia, and postpartum haemorrhaging (American
Society for Reproductive Medicine, 2012). Multiple pregnancies are likely to
be associated with hospitalisation of clients. The possibility of women
undergoing multiple pregnancies to be admitted in the hospital was at times
higher than other women who go in for single embryo transfer. Caesarean and
mortality rates among women who opt for multiple pregnancies were also
higher than other women who resorted to single pregnancies (Valji, 2010).
Due to the high risk associated with multiple pregnancies, some mothers resort
to selective reduction of foetus. However, this was dependent on the number
of foetus the woman was carrying as well as her health condition. Others have

argued that multiple births can be controlled only when physicians reduce the
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number of transferred embryos at a particular time. Others have also suggested
that the embryo was regarded as human therefore reducing it could mean a
murder (Valji, 2010).

In a broader perspective, States involvement in the regulation of the
incidence of multiple gestations has been acknowledged. In recent years,
countries like the United Kingdom, Germany and Italy have enacted laws that
specify the acceptable practices in ART services. Current efforts to reduce the
risk associated with multiple pregnancies include restrictions on multiple
embryo transfers to prospective mothers, cryopreserved or fertilised per IVF
cycle. Further, social cost and health risk accompanying the process have been
assigned as some of the possible causes of the restrictions (McLernon et al,
2010; Setti et al., 2011). Estimated cost of healthcare system as a result of
singleton birth was £3313 whiles twin births cost £9122 and £32,354 resulting
from triplet birth in addition to increased health risk to both infants and their
mothers in the United Kingdom (Ledger et al, 2006).

Other forms of abuses have been reported against women who sought
medical care through ART to avert their infertility. For example, there was a
case that indicated that a medical doctor had stolen his clients’ embryos for
other people without the consent of the former. In 1992, a physician was
accused of using his own sperm to fertilise 75 eggs from clients who were to
receive anonymous sperm donors. Labelling mistakes have also been
documented. For example, there have been instances where specific embryos
have been inadvertently placed in the wombs of unrelated women (Anderson

& Brruchalski, 2004).
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Apprehensions have been expressed about the medical risks involved
in the donation of eggs by women either for monetary gains or on
humanitarian grounds for use in ART. It was argued that egg donation
involved a medical procedure that may impede the health of the donor. Ovum
donation was a medical procedure with major risks and effects (President’s
Council of Bioethics, 2003). The effects have been summarised as:

“...And that’s because I believe in two things ... Number one, that there

should be no purchase and sell[ing] of eggs; ...the commercialisation of

eggs is a problem, and it’s a subterfuge to call this just giving money
for inconvenience. And, number two, that any physician who is worthy
of the name would not subject his patient to a risky procedure just for
the sake of being paid for their inconvenience. It can’t be done. It can’t
be justified. ... The role of physicians is problematic, and if you’re
going to be a physician and deal with things like egg alternatives that
don’t put healthy women at risk for “money” donation, you have to, it
seems to me, put the best interest of your patient first, do no harm first,
and there are some things that you just have to say we can’t do”
(President’s Council of Bioethics, 2003)
Studies suggest that women who go through ART procedures suffer
psychologically whether they were successful or not. However, those who go
through unsuccessful cycles suffer the most due to the invasive and expensive
treatments they go through. Since the unset of this relatively new technology,
the failure rate has outstripped the success rate (Moragianni & Penzias, 2010).
Based on this, women who had received negative pregnancy test results have

always been depressed (Volgsten et al, 2010).
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The stress accompanying infertility and its subsequent treatment may
also have debilitating effects on parenting and parenting style. Parents who
longed to have children may naturally overprotect and emotionally overinvest
in their children. Financial stresses are common, especially in the case of
having multiple births. Multiple births which bring about additional costs of
feeding, clothing, housing, and caring for other siblings and the entire family
have also been reported as some of the negative impacts of assisted
reproduction on women (McLernon et al, 2010; Setti et al., 2011).

Other issues that have emerged as a result of the use of ART have been
questions on the possible health risks on the development of embryo and the
psycho-social development of children born from ART (Odom & Segars,
2010). It was further put forward that human manipulations of egg, sperm,
cryopreservation, embryo transfer and other processes may result in alteration
of natural processes and this may influence natural developmental outcomes in
infants (Squires & Kaplan, 2007).

So far, earlier studies did not identify clinically significant relationship
between IVF and contradictory maternal or fetal effects (Wennerholm et al.,
2009). However, literature from other epidemiological studies suggests that
infants born of IVF may experience minimal risk for rare epigenetic and other
defects (Odom & Segars, 2010). The prevalence of birth defects in infants
born of IVF can be analysed by taking into consideration two critical factors
by way of comparison. These factors are the method of conception
(spontaneous versus assisted reproduction) and plurality (singletons versus
twins or multiple births) at one hand, and the combination of both factors at

the other hand (Ooki, 2012).
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By these methods, studies have indicated that children born through
the use of ART experience higher risk of birth defect compared to children
conceived spontaneously (Williams &Sutcliffe, 2009; Williams, Sutcliffe &
Sebire, 2010). Data from meta-analyses indicated that birth defects in infants
born after ART were 30 percent higher than their counterparts who were
spontaneously conceived (Hansen, Kurinczuk, Milne de Klerk, & Bower,
2013). A national survey in Sweden also depicted increased birth defects in
infants after assisted reproduction (IVF) even after maternal age and parity
had been adjusted (Kéllén et al., 2010). No significant difference of birth
defect was found in infants born after IVF/ICSI (intracytoplasmic sperm
injection) in a study that used 15,405 offsprings conceived by ART (Yan et al,
2011).

Birth defects by plurality perspective has largely been linked to
multiple pregnancies and birth compared to singleton. Between 1995 and
1997, a study in the USA that involved 304,466 twins and 17,696 higher order
births found a higher risk of early death in each extra foetus (Zhang, Qiu &
Huang, 2011). The tendency of multiple pregnancies resulting in a risk of low
birth weight and mortality in infants had also been documented (Sunderam et
al, 2010). It was identified that infants conceived with ART may experience
low birth weight such as (<2500g), very low birth weight (<1500g), preterm
birth (<37 weeks) and very preterm birth (<32 weeks) (Sunderam et al, 2010).
Additionally, ART and multi-fetal pregnancies may result in higher rates of
caesarean delivery, preeclampsia, abnormal placentation, cardiac morbidity,
thromboembolism, postpartum haemorrhage, and pregnancy-related death

(Practice Committee of American Society for Reproductive Medicine, 2012).
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Outlined are a number of factors that are likely to impact on the health
of children born through the use of the various assisted reproductive
technologies (Miller et al, 2010). Further, girls who are born from mothers
who use this particular drug (clomid) may be highly susceptible to vagina
cancer.

Several other studies have discussed the birth defects and ART. For
example, a survey on the long-term health of children conceived through IVF
found that children conceived by IVF procedure may experience higher blood
pressure, glucose levels and generalised vascular dysfunction compared to
children conceived spontaneously (US Centre for Disease Control &
Prevention, 2013). Children born through the use of IVF procedure reported a
2 to 3 times higher risk of suffering from some types of muscle and liver
cancers than infants born spontaneously (Williams et al., 2013).

It was also found that children conceived through IVF are likely to
have premature cardiovascular disease and generalised vascular dysfunction
(Scherrer et al., 2012). It has also been confirmed that children born through
IVF are 10 times likely to have genetic disorders including Angelman
syndrome, which may result in severe mental retardation, speech impairment,
and Beckwith-Wiedemann syndrome (Blackwell, 2010). The Center for
Disease Control and Prevention also reported that babies conceived with IVF,
or any other method which involves the direct injection of sperm into eggs
may exhibit birth defects such as cleft lip, malformed rectum, improper
development of the esophagus and other heart related problems (American
Society of Reproductive Medicine, 2012). It has also been asserted that

children conceived through IVF were often admitted and they spent
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significantly more days in the hospital for treatment than their peers who were
conceived spontaneously (Koivurova et al, 2007).

Despite these controversies, there is the assertion that IVF poses a
measurable increased risk in congenital abnormalities among children born
through IVF compared to the general population. However, this is secondary
to the population of infertile patients (Fortunato & Tosti, 2011). These risks
may not be influential enough to discourage couples who are faced with
infertility from pursuing parenthood agenda through ART methods.

Summary

The chapter discussed empirical studies on demographic and
socioeconomic factors that influence the use of assisted reproduction. It was
discovered that parental age has demographic significances on the health of
the mother, child and the society on the whole. From the religious perspective,
none of the three religions in Ghana (Islam, Christianity and Traditionalists)
seems to abhor the treatment of infertility. However, they vary in their beliefs
about the causes and treatments of infertility. The chapter also identified that
cost played a major role in the use of assisted reproduction. Cost had been
classified into two: direct and indirect (Connolly et al, 2009). Direct cost
involves all the expenses that is incurred throughout the treatment process
whiles the indirect cost covers expenses after the treatment including the cost
of caring for the mother and the babies. Cost of assisted reproduction was
identified to be very high and varied widely among countries especially where
there are no state and insurance supports.

The health implications of the utilisation of ART are one of the areas

that received extensive discussions. This was probably based on the assertion
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that the procedure was not natural and, in most situations, it was based on
human handling of egg and sperm for fertilisation which could pose potential
threats to both the prospective mother and the foetus. However, the risks found
to be associated with spontaneous deliveries were not significantly different
from ART births whiles birth defects after ART was found to be high with
multiple births.

To better understand and conceptualise the varied factors that influence
the use of ART and the general healthcare utilisation, several frameworks and
theories have been discussed. These stem from both social and medical
perspectives. The next chapter has been devoted to a detailed discussion of
these theories and models and how they influence infertility treatment. It

further discusses the conceptual framework adopted for the study.
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CHAPTER FOUR
THEORETICAL AND CONCEPTUAL FRAMEWORK FOR
STUDYING INFERTILITY TREATMENT

Introduction

Provision and the use of healthcare services are considered as complex
behaviour and social phenomena. Empirical studies affirm that seeking
preventive and curative services are directly dependent on numerous factors
such as service accessibility in terms of cost and quality, social support and
user characteristics (Anderson, 1995). Based on these factors, a number of
theories and models from the medical, sociological and psychological
perspectives come to play in the study of seeking infertility treatment. This
chapter specifically reviews theories and models which have been developed
to better understand infertility treatment from both the social (Andersen, 1968;
Pescosolido, 1992) and medical sciences viewpoints. Specifically, the
Behavioural Model (Andersen, 1968), Choice-making model (Young, 1981),
Network-Episode Model (Pescosolido, 1991), Sick role theory (Parson, 1951),
Help seeking theory (Mechanic, 1978), Stages of Illness and Medical Care
(Suchman, 1965), Health Belief Model (Rosenstock, 1966), God-centric
healing model (Padela, Gunter, Killawi & Heisler, (2012), Ill-health causation
theory (Murdock, 1980) and the theory of stigma (Goffman, 1963) have been
reviewed. Further, the chapter discusses the conceptual framework that
underpins the study.
Behavioural Model

One of the most extensively applied health care utilisation and access

frameworks is the behavioural model of health services by medical sociologist
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Andersen (1968), which was revised by Andersen & Newman (1973).
Originally, the model was used to test hypotheses about inequalities to access
health services in USA. The model established that ethnic minority groups,
who lived in inner cities and rural areas, did not receive the best health care
delivery compared to the rest of the population. The import of the framework
according to Andersen & Newman (1973) was that individual’s decision to
seek treatment depended on three interrelated factors: (a) predisposing factors
(i.e. age, gender, socioeconomic status, health beliefs); (b) enabling factors
(insurance, poverty status, access to medical care, and other individual, 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 health services may be based on his/her
decisions which are influenced by their role in society as well as the existence
of the needed services at that 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 even before the start of the condition. Individual
predisposing characteristics are grouped into three distinct collections. These
are demographic characteristics (age and sex), social conditions and perceptual
influences in terms of belief (Andersen, 1968). These sets of variables come
together to determine the social status of the individual or family in the
society, lifestyle, physical and social environments and the use of health
services.

Andersen (1968) argues that a family may have predisposing factors to

utilise health services but there must be enabling characteristics such as
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financial and institutional resources to enhance utilisation. Financial resource
includes individual’s income, wealth and health insurance status. Institutional
factors on the other hand take into consideration services availability, site,
organisation and delivery of services, workforces and accessibility. In most
cases when these factors are favourable, individuals tend to utilise health
services the more and vice versa.

The final factor which was considered by the model was the need
factors. At the individual level, Andersen and Davidson (2001) distinguished
between perceived need for health services (i.e., how people perceive and
experience their own 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 health care service, individuals who are ill are likely to seek health
services.

Anderson’s model has gone through a number of modifications to suit
health services use by individuals. For instance, in the 70s the model was
modified to include three mutually related characteristics: health care system,
use of health services and consumer satisfaction (Anderson, 1995).

The health care system comprised three sets of features: health policy,
resources, and organisation. Health resources included the availability and
distribution of labour and capital. It also catered for the educational level of
health staff and availability of tools to be used for the provision of health care.
Organisation on the other hand referred to how the health care system

managed resources in order to promote access. At this level, the policy
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regarding how resources are distributed and the availability of quality and
adequate labour were believed to influence an individual’s decision to use
health services.

Secondly, the revised model considered the fact that there were several
health services available. As a result, utilisation of service was directly related
to the availability of desired services and the nature of the healthcare service
(primary or secondary).

Further, the updated model also predicted that consumer satisfaction
comes to play and this particular factor had the potential in motivating health
care users in making a choice whenever they were confronted with a health
problem. In summary, the revised model established that the characteristics of
users and that of health service providers have correlation with seeking health
care and these factors also influence the frequency of times such services will
be utilised by consumers (Andersen, 1995; Andersen & Newman, 2005).

During the 1980’s -1990’s, Andersen’s model was once again revised
into a three-component linear model: primary determinants; health behaviours;
and health outcomes. Primary determinants connoted the direct characteristic
that formed the basis of health behaviours. Primary determinants included
characteristics of the population (demographics). Health care system on the
other hand was the policies, resources and organizations that guided the health
care system whilst the external environment represented the political, physical,
and economic influences of utilisation. The model predicted that primary
determinants such as population characteristics, the health care system and the
external environment determined an individual’s heath behaviour (personal

health characteristics) and the ability to utilise health services. In effect, an
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individual’s health behaviour had a direct impact on his/her health outcome
(Anderson, 1995).

Critics of this particular model assert that Andersen did not consider
the influence of genetic or psychological components as well as the social
environments (such as the community and social networks) where medical
attention was sought by the individual (Pescosolido, 1992; Wolinsky, 1978).
To this group, genetic factors and social ties could also influence an
individual’s decision to seek treatment for a particular illness. Again, to utilise
health service depends on a number of factors which includes choice. An
individual’s choice to use a particular service is also influenced by several
internal and external factors. These factors are discussed in the choice-making
model.

Choice-Making Model

Young (1981) proposed a choice-making model in ethnographic studies of
health services utilisation in Mexico. According to the Choice-Making Model,
there are basically four main elements that essentially impact on an
individual’s health service choice. First, perception about the gravity of the
illness. This perception included both the individual’s and that of their social
network’s consideration of the seriousness of the illness. In most situations,
individuals seek treatments of their conditions when they perceive that their
condition is serious. Gravity assumed that culture classifies illnesses by level
of severity; second, the knowledge of a home treatment. If a person knows of a
home remedy that was efficacious and readily available, there was that
likelihood for the individual to seek home treatment before utilising a

professional health care system if the ailment was still persistent; third, the

78

Digitized by Sam Jonah Library



© University of Cape Coast

faith in the remedy. This component incorporated the individual’s belief of
efficacy of treatment for the present illness. Individuals will not utilise the
treatment if they do not believe in its effectiveness. The final factor that was
considered by the choice-making model was accessibility of treatment.
Accessibility incorporates the individuals’ evaluation of the cost of health
services, affordability and the availability of those services. According to
Young, access may be the most important factor that may influence
individuals’ decision to seek health assistance for a condition (Wolinsky,
1988b).

Interactions between individuals who are suffering from infertility and
their social relations have also been identified as a major factor that could
promote the treatment of infertility. The benefits of social network in the
treatment of health conditions including the treatment of infertility has been
elaborated in the Network-Episode Model.

Network-Episode Model

Network-Episode Model (NEM) of health care services utilisation was
developed by Pescosolido (1991; 1992). The strength of the NEM was the
significant influence of the interaction between an individual and the social
networks (size, density, proximity, associations, interactions and decisions) on
how, when, and the need for individuals to seek health care.

According to Pescosolido (1991; 1992) the NEM was underpinned by
four main assumptions. Key among them is the assumption that an individual
who was affected by a condition discusses with many individuals in his/her
social group (social ties) for a remedy when confronted with any form of

illness. These social ties could be the source of information about the cause of
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the sickness and may also provide emotional as well as financial support when
the need arises for treatment. Second, the model acknowledges that the actor
depends on more than economic rationality (i.e. cost-benefit) when making
decisions about seeking treatment. This meant that one’s ability to seek
treatment may not be based on only a personal decision or any voluntary
actions or cost and benefit analysis of seeking treatment for a particular
condition. Instead, utilisation of medical care could be influenced by the
decision of an individual’s social relations which could be internal (family) or
external influences (friends and other social groups) that an individual belongs
to. Third, the Network Episode Model perceived decision-making-process to
be dynamic; as a result, individuals take variety of decisions as events unfold.
Fourth, the NEM considered the interaction within social networks as the key
factor which influences all other decision-making processes. The decision of
an actor becomes meaningful only when members of the social network have
been involved in the decision-making processes and have given their approval
(Pescosolido, 1991).

As an individual experience’s signs and symptoms of particular
sickness or infection, the perception about the condition interacts with one’s
social network to ascertain whether to seek medical treatment or otherwise.
Typical of these social factors include emotional support from family and
friends, encouragement from other people who have had a similar condition
and have sought medical help. Beliefs and perceptions of the society as well as
an individual’s social network about the efficiency of medical professionals
and particularly the institutions where care/treatment would be sought also

influences one’s decision to seek treatment.
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The Network-Episode Model has been criticised against the back drop
that genetic, socio-economic and other personal factors were not taken into
consideration although these very factors come to play to influence one’s
decision to seek health care. As a result, the sick role theory that considers
socio-economic and individual factors have been considered to influence an
individual’s decision to utilise medical services.

Sick Role Theory

One of the theories that have been used to explain the utilisation of
health care by individuals who were sick is the sick role theory by Parsons
(1951). According to this theory, an individual portrays a role of being ill
whenever he/she falls sick. This sick role is made up of four main constituents:
first, the individual believes that he/she is not responsible for the present state
of illness and is not expected to be well without seeking assistance. Second,
the individual is discharged from performing usual roles and tasks as a result
of the sickness. Thirdly, there is a general perception that the state of sickness
is undesirable. Finally, the theory assumes that to enhance recovery from the
sickness, the individual must pursue medical assistance and ensure compliance
to treatment. Parsons’ theory demonstrates a true behaviour found in
individuals who are ill. Critics of the theory argue that the sick role did not
recognise the unpredictability in behaviour of the sick and therefore assumed
that different sicknesses make individuals behave the same way. As a result,
scholars have proposed multifaceted models and theories which identify
factors influencing health care seeking (Wolinsky, 1988a). A typical of these

multifaceted models is the help seeking theory which considers the utilisation
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of health services to be influenced by social, psychological, economic and
other related factors.
Help Seeking Theory

Mechanic’s (1978) general theory of help seeking uses psychological
approach to health care utilisation. The theory is made up ten decision points
which predict illness behaviour: 1) the salience of deviant signs and
symptoms; 2) the individual’s perception of symptom severity; 3) the
interruption of the individual’s daily life as a result of the illness; 4) the
frequency of symptoms and their persistence; 5) the individual’s tolerance of
symptoms; 6) the individual’s knowledge and cultural beliefs about the illness;
7) denial of illness as a result of basic needs; 8) whether or not response to the
illness disrupts needs; 9) alternative interpretations of symptom expression;
and 10) treatment availability via location, economic cost, psychological cost
(stigma, humility, etc.), and treatment resources. Apart from these ten points,
Mechanic posits that response to illness is influenced by one’s self and/or
others who impact on the decisions of the individual who is sick (Wolinsky,
1988Db).
Stages of Illness and Medical Care

A stage of illness and medical care theory was propounded by
Suchman in 1965. According to Suchman, individual’s decision to utilise
health care is a process that moves through five distinct stages. The first stage
is individual’s symptom experience; including pain, emotion, and recognition
of experience as symptomatic of illness; 2) the individual’s assumption of a
sick role. At this stage, the individual considers his/her lay referral system

(non-professional individuals, such as family members or friends, who assist
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the ill person to understand the symptoms and find treatment) (Cockerham,
1982) for validation of the sick role and for exploration of treatment options;
3) Medical care contact. During this stage the individual seeks a professional
health care system. However, the decision to enter into this stage is influenced
by their membership to the parochial (those with a close and traditional
relationship who are hesitant to accept new information and have the
likelihood to rely on lay referral) (Wolinsky, 1988) and cosmopolitan (social
relationship where individuals are opened to new information and have the
tendency use scientific approach to medical care) (Wolinsky, 1988) social
networks.

If the individual has a parochial social network, medical care contact
is delayed while he/she continues with the first two stages for a very long
period compared to an individual who belongs to a cosmopolitan social
network; 4) the assumption of a dependent-patient role through approval of
professional health care treatment. This particular stage is likely to be
interrupted if the sick individual and the professional health care provider have
divergent ideas about the illness; 5) the individual’s recovery from illness.
The role as a patient is abandoned as soon as the individual recovers. On the
other hand, an individual may assume a chronically ill role if it is realised that
the illness cannot be treated (Wolinsky, 1988). In other situations, if an
individual becomes aware of the consequences of a particular illness, steps are
taken to prevent that particular condition. This action point is particularised by

the health belief model.
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Health Belief Model

The health belief model (HBM), originally developed by Rosenstock
in1966 presents how individuals take actions to treat and prevent diseases.
Fundamentally, the original HBM concept is that an individual’s health
behaviour is determined by personal beliefs and perception about a disease
and the strategies available to minimise the occurrence. Theoretically, four
main perceptions serve as the main import of the HBM: First, is an
individual’s perceived susceptibility to disease. All things being equal, an
individual will seek preventive health services if it is believed that the
individual is susceptible to a particular disease. Second, is the individual’s
perception about the severity of the illness. If individuals do not perceive the
illness as serious, they will not seek treatment or prevention. Thirdly,
individual’s rational perception of benefits versus costs. An individual will not
act unless the treatment or prevention is perceived as having greater benefits
than costs.

Finally, individual’s cue to action. This explains the influence of the
media, friends, family, or well-known citizens who provide motivation for
prevention. The absence of cues to action may reduce the likelihood of
prevention. There are other individuals who may not take any of these actions
explained by the health belief model because they perceive that some
sicknesses including infertility could only be treated by God. The God-centric
healing model gives further explanation to this perception.

God-centric Healing Model
This model emerged when a qualitative exploration studies on the key

agents of healing among the major ethnic groups within the American Muslim
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community was conducted. In the study, God-centric healing narration
emerged as the means of granting good health or the plight of illness. The
God-centric healing model describes the exploration of agents and their roles
in healing (Padela, Gunter, Killawi, & Heisler, 2012).

The model postulates that for an individual to gain good health there is
the need for such an individual to seek help directly from God. According to
Padela et al (2012), this could be done directly through prayer, supplication,
and recitation of the Qur’an, or indirectly through human agents, and in some
cases, the use of both. The indirect means of gaining health are perceived to
dwell in the dominion of agents of God such as the Imams (the individual who
is a prayer leader, chief sermon giver, and spiritual advisor to the congregation
of a mosque), family members, health care providers, friends and the
community. Each agent is considered as a vessel of God and therefore
possesses the power and has a role in the healing process.

The model has been criticised on the grounds that it emphasises the
spiritual causes of illness. This may prevent certain conditions that may
require medical treatment to be addressed as spiritual problems. Spiritual and
natural causes of illness and how they are treated have further been expatiated
in the ill-health causation theory.

Theory for Ill-health Causation

The theory for ill-health causation was propounded by Murdock in
1980. According to Murdock, disease causations can be ascribed to theories of
natural and supernatural causations. For the natural causes of infirmities, the
theory linked health challenges to physiological concerns that conform to

modern medical science causes of sicknesses. With regards to this, Murdock
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(1980) considered five divergent types of illness causations. These included
infection, stress, organic deterioration, accident, and overt human aggression
(1980:9-10).

The other key component of the theory is what is classified as
supernatural causes of illness (Murdock, 1980). With this, the theory groups
ill-health causation into three main categories with each having its own sub-
categories: theories of mystical causation (fate, ominous sensation, contagion,
and mystical retribution); theories of animistic causation (soul loss, and spirit
aggression); and theories of magical causation (sorcery and witchcraft).

Critical analysis of the natural and supernatural causes of illness may
vary culturally. While in some cultures illness may be strictly associated with
either the natural or supernatural causes, others may consider illness to be
associated with both. For example, modern societies associate sicknesses and
other health challenges including infertility to infections, lifestyle and organic
deterioration whilst others may strictly attribute health problems including
infertility to mystical vengeance, spirit anger or any other causes of disease or
illness.

Similarly, couples in Ghana who suffer from infertility in most cases
attribute causal explanations to their conditions which may either fall directly
or indirectly to Murdock’s theory of ill-health causation. There are others who
may not accept any of these two positions due to their sociocultural
background. It is also possible that some individuals may link their health
challenges to combination of the two causal explanations. No matter the

attribution of the causes of infertility, individuals who suffer the condition are
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stigmatised. Theory of stigma highlights how individuals who suffer infertility
are stigmatised differently.
Theory of Stigma

Goffman explains stigma as attributes that are deeply discrediting to an
individual (Goffman 1963: 3). He claims that a stigma “constitutes a special
discrepancy between virtual and actual social identity” (Goffman 1963: 3). For
Goffman, the process of stigmatization occurs in situations of mixed social
contact, which force the stigmatized individual to confront the causes and
effects of stigma (Goffman 1963: 12-13). In fact, one can be stigmatized by
many different means. Specifically, Goffman identified three preliminary
types of stigmatisation: abominations of the body, blemishes of individual
character, and tribal stigma (Goffman 1963:4-5). Abominations of the body
are physical deformities that are visible to others (Goffman 1963: 4).
Blemishes of individual character are all the characteristics of an individual’s
life that discredit them. Examples of these characteristics include alcoholism,
homosexuality, or radical political behaviour (Goffman 1963: 4). The third
type of stigmatisation identified by Goffman was tribal stigma. This implies
stigma as a result of an individual’s affiliation to a particular heritage. This
type of stigma can be transferred from a generation to another (Goffman 1963:
4). The three types of stigma may overlap and reinforce each other

Other Psychologists and Sociologists have built on Goffman’s
classifications of stigma to include the concepts of felt and enacted stigma
(Jacoby, 1994; Scambler, 2004). Felt stigma is internalised perception about
an individual’s self as being devalued or the feeling that ‘an individual is not

as good as’. Individuals with this kind of stigma perceive themselves as being
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treated differently or labelled by others, however, the attributes of the
stigmatisation may not be physically known (Scambler, 2004).

Enacted stigma on the other hand describes the perception of other
people towards an individual who is perceived differently. It is a situational
response of others to a visible stigmatising attribute of another (Jacoby, 1994;
Scambler, 2004). One of the criticisms levelled against Goffman’s theory of
stigma came from studies from mental illness. Studies on mental illness
refuted the view that stigma could lead to severity and chronicity of mental
illness. Instead it was argued that stigma could lead to labelling which is a
resultant from negative social beliefs about behaviour which leads to
discrimination and devaluation and other related social consequences (Link et
al, 1997)

Conceptual Framework

The model of help seeking for infertility was adopted as the conceptual
framework for the study (White, McQuillan, Griel & Johnson, 2006). The
model which draws inferences from the Behavioural Model (Andersen, 1968);
Network-Episode Model (Pescosolido, 1991) and the Help seeking theory
(Mechanic, 1978) posits that once infertility was perceived as a challenge, the
individual who is considered to have the challenge may think of a solution
including seeking medical treatment. White et al (2006) argued that the
perception to seek medical treatment is directly influenced by a number of key
factors. In the model, symptom salience, life course variables, individual and
social cues, and predisposing and enabling factors were assumed to affect

perception of infertility medical help seeking either directly or indirectly.
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The model considered problem and severity of symptoms as a key
factor that influences the pursuance of medical treatment. Symptoms
recognition in infertility may be difficult as compared to other forms of
sicknesses but it is assumed that women who have fertility challenges may
experience emotional and psychological challenges which are mostly not
physical. However, the impact may be felt as some women may break down
and, in most cases, become depressed (White, McQuillan, Griel & Johnson,
2006). It is also believed that how a particular disease impacts on the quality
of an individual’s life, emotions or symptoms severity may influence the
decision to seek treatment (Sheppard, Kumar, Buckley, Shaw & Raza, 2008).

Secondly, the influence of life course cues was highlighted by the
model as one of the factors that may have effect on seeking treatment for
infertility. For example, a young unmarried woman may not envisage fertility
challenge even though she may be indulging in unprotected sexual intercourse.
If there is no pregnancy, the tendency of seeking treatment may be low
compared to a middle-aged married woman who may be having unprotected
sex without getting conception (White, McQuillan, Griel & Johnson, 2006).
Parity was also considered under life course cues. This explains that the
number of children one has is likely to influence the decision to seek medical
treatment for delay in pregnancy and childbirth. For example, women who
experience primary infertility are likely to seek early help compared to others
who have ever given birth or are having at least a child because an additional
birth decreases the perception of infertility (White et al, 2006).

An individual’s social network plays a key role in deciding for a social

member who is experiencing symptoms to seek help (Vogel, et al. 2007).
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Network ties promote various resources including emotional, informational,
and instrumental support. Emotional support explains the provision of
comfort, sympathy, and/or understanding, whiles informational support is
about advice or knowledge useful for effective decision making in relation to
infertility treatment. Instrumental support on the other hand, is the provision of
financial, physical and other material goods, as well as supportive services that
promote the utilisation of medical treatment for infertility condition. In the
case of infertility, it is likely that the partner’s desires may be paramount to
influence the decision to seek help. Friends and family may also give advice to
either cope with symptoms and/or encourage medical help seeking (Sheppard,
et al. 2008). For example, it was found that women who had discussions with
friends, husbands and relatives were more likely to seek help than those who
did not (Bunting & Boivin, 2007).

Predisposing conditions, such as education, health locus of control,
general health, and attitudes toward treatment are likely to influence the
decision to seek treatment. An individual’s level of education may have a
direct influence on information search on the causes of infertility and where to
seek treatment (Slauson-Blevins, 2011). Medical locus of control which
signifies the likelihood for individuals to either perceive their health to be
either controlled by their own influence (internal locus) or external forces such
as medical practitioners is likely to impact on help seeking behaviour.
Knowledge, awareness and acceptability of treatment for a given condition
including infertility is key (Sheppard et al, 2008). Shaw, Brittain, Tansey &
Williams (2008) identified that when people are aware of treatment

availability, cost and the possible implications, they are likely to seek
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treatment for their conditions. Acceptability of treatment which relates to
individual’s willingness to seek for health conditions is another factor that
influences decision making. This is mainly influenced by cultural and social
distance. In most instances, acceptability is low when patients perceive
services to be ineffective or when social and cultural factors such as language
or the age, sex, ethnicity or religion of the health provider is in conflict with
individuals who seek services.

Enabling conditions, such as income, health insurance, and location
influence the decision to seek healthcare either directly or indirectly. To a
greater extent, income and wealth promote better health because richer people
could afford resources that could prevent sickness and also seek treatment
anytime, they are affected. Another key determinant of access to health care
utilisation is health insurance. In most cases, conditions that are fully or
partially covered by health insurance are likely to be reported at health
facilities for care. In the case of Ghana, issues of infertility treatment are not
covered by the National Health Insurance Scheme (NHIS). As a result,
infertility treatment in Ghana is paid by individuals who are affected. The
implication of out-of-pocket payment of medical bills is that, clients either
delay or completely refuse treatment because they may not be able to pay.

The adoption of the model for the study is based on its
comprehensiveness and integration of other reviewed theories and models
(theoretical triangulation) such as the Behavioural Model (Andersen, 1968),
Health Belief Model (Rosenstock, 1960), Choice-making model (Young,
1981); Network-Episode Model (Pescosolido, 1991); Help seeking theory

(Mechanic, 1978); Stages of Illness and Medical Care (Suchman, 1965).
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Again, the objectives of the study which are to explore the experiences

infertile women who have successfully delivered and others who are

undergoing assisted reproductive technologies treatment make the use of this

framework feasible. This is because the key variables used in the framework

are the very variables that influenced infertile women’ decision to seek ART

treatments.
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Figure 1: Conceptual framework for seeking health for infertility
Source: White, McQuillan, Griel & Johnson, (2006)
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Summary

This chapter draws on several bodies of theories/models, including
studies in the area of behavioural, choice making and social networks, medical
sociology, help-seeking, sick role, God-centric healing model and theory for
ill-health causation. Reviewed literature on these theories and models so far
suggest that treatment seeking behaviour is not dependent on a single factor
but multidimensional issues which include integration of both individual
characteristics (age, sex, acceptability, economic resources and social status),
social network and the healthcare system (e.g. resources, quantity, location of
facilities, costs and the availability medical professionals).

The role of social network in the decision to utilise healthcare services
was another factor that was emphasised by a number of models that were
reviewed (see Pescosolido, 1992; Anderson et al, 1983; Mechanic, 1978 &
Suchman, 1965). The social networks within which an individual finds
him/herself may have both direct and indirect impacts on beliefs, behaviours,
and decisions over a period of time (Borgatti et al, 2009).

From the review of theories so far, it is difficult to identify which
determinants are most influential in the decision making to utilise healthcare.
However, existing knowledge suggests that culture, economics, access,
perceptions, health knowledge and literacy, belief in efficacy, age, gender,
social roles and even the health system are among other factors that determine
whether or not to seek health care which the conceptual framework puts into
perspective. The next chapter discusses the methodological issues and the

characteristics of the study respondents and how they were selected for study.
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CHAPTER FIVE
RESEARCH METHODS

Introduction

The chapter is structured in distinct sections that portray a framework
that describes the methodological plan of the study. Specifically, the chapter
outlines and describes into detail the research philosophy, research design and
source of data collection. The instruments used for data collection, sampling
and sampling procedure, sample size and technique of data analyses,
pretesting of instruments and challenges during the fieldwork are also
presented in this chapter. The chapter ends with a summary to illustrate the
relationships among the main sections presented as the methodology for this
study.
Study Area

Twelve (12) fertility clinics and hospitals were identified in the country
and all the facilities were privately owned and concentrated in Accra, Tema
and Kumasi (Gerrits, 2016). Although an attempt was made to include all the
12 identified facilities in the study, only five (5) accepted to be part in the
study. These hospitals and clinics involved in the study were Lister Hospital
and Finney Fertility Centre located in Accra. Tema Women’s Hospital found
in Tema whiles Ruma Fertility Centre and Trustcare Specialist Hospital and
Fertility Centre are found in Kumasi. These health facilities are well known
fertility centres currently using the various assisted reproductive technologies
as treatment for infertility and have also practiced more than four years in
Ghana. Again, these were the only facilities that accepted to be part of the

study. The rest of the fertility centres were contacted personally and through
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letters obtained from the Department of Population and Health, University of
Cape Coast about the intention to conduct fieldwork in their hospitals. These
facilities refused to grant permission outrightly after the receipt of the letters.
In some other facilities, the person to give final approval was never met. In a
particular facility, it was indicated there were renovation works going on and
due to undisclosed ethical issues, the hospital could not be a good research site
for the study. Two facilities indicated that they would not allow their staff and
clients to be involved in any form study. As a result, three facilities in Greater
Accra and two in the Ashanti Regions that accepted for their facilities to be
used as the research sites for the study were the main focus.
Lister Hospital and Fertility Centre

Lister Hospital and Fertility Centre started operations in July, 2004.
The facility has accreditation from the Ministry of Health and also regulated
by the Ghana Medical and Dental Council. It is also a member of the Private
Clinics and Maternity Hospitals in Ghana. The assisted reproductive unit
(ARU) is headed by a consultant Obstetrician Gynaecologist and fertility
specialist with other team members made up of 3 embryologists, including one
consultant embryologist, other doctors, nurses and scientists all of whom
specialise in various forms of assisted reproduction techniques. The fertility
centre at the hospital offers modern and advanced medical facilities to clients.
Services provided include donor sperm, sperm freezing, embryo freezing,
embryo donation (donor eggs), surgical sperm collection, intra-uterine
insemination, in-vitro fertilisation (IVF), intra-cytoplasmic sperm injection

(ICSI) and natural cycle IVF.
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An average of nine (9) transfers is done every month. Clients who
access services from the fertility centre come from all parts of the sub region
notably Nigeria, Sierra Leone, Liberia, and the world at large. A good number
of the Ghanaians who patronise the centre live outside the country mostly in
the United Kingdom and the USA.

Finney Hospital and Fertility Centre

Finney Hospital and Fertility Centre is located at New Bortianor, near
Accra. The centre was established in 2008 but was officially opened in
September, 2009. The Assisted Conception Unit (ACU) was opened purposely
to cater for the increasing demand for fertility services in the country. The
facility has accreditation from the Ministry of Health and is also regulated by
the Ghana Medical and Dental Council. It is also a member of the Private
Clinics and Maternity Hospitals in Ghana. The facility has a team of
consultant Obstetrician Gynaecologists, consultant embryologist, other
resident doctors, nurses and scientists all of whom have specialised in the
provision assisted reproduction technology services. The hospital has a
modern sperm bank, offers specialised services such as sperm and egg
freezing for oncology patients, embryo freezing, surgical sperm retrieval,
sperm donation and surrogacy, among others, to help couples who have
difficulty in having babies.

Services provided by the ARU include assisted hatching, blastocyst
embryo transfer, donor insemination, egg donation, frozen embryo transfer,
gamete intra-fallopian transfer (GIFT), in-vitro fertilisation (IVF), IVF with

egg donation, Intra cytoplasmic sperm injection (ICSI), intrauterine
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insemination (IUI) stimulated and unstimulated, surrogacy and zygote
intrafallopian transfer (ZIFT)
Tema Women’s Hospital

Tema Women’s Hospital was established in April 1996 as the second
fertility centre to be opened in the country. The hospital provides services in
obstetrics and gynaecology as well as general clinic for both in-patients and
out-patients. In 1999, the fertility unit was established. The facility is
accredited by the Ministry of Health and is also regulated by the Ghana
Medical and Dental Council. It is also a member of the Private Clinics and
Maternity Hospitals in Ghana. The facility has a team of consultant
obstetrician gynaecologists, consultant embryologist, other doctors, nurses and
other scientists who are specialised in the provision assisted reproduction
technology services. The hospital has a modern sperm bank and offers
specialised services such as sperm and egg freezing for oncology patients,
embryo freezing, surgical sperm retrieval, sperm donation and surrogacy,
among others, to help couples who have difficulty in having babies. It also has
theatre, wards, laboratory and delivery rooms.

ART services offered include ovulation induction, intra uterine
insemination (IUI), in vitro fertilisation (IVF), intra cytoplasmic sperm
injection (ICSI), gamete intra fallopain transfer (GIFT), zygote intra fallopian
transfer (ZIFT), PESA, TESE, assisted hatching, cryopreservation egg/embryo
donation. The facility recorded its first ART pregnancy in February 2000 and

delivery in October 2000. First twin delivery was recorded in 2002.
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Ruma Fertility and Specialist Hospital

Ruma Fertility and Specialist Hospital is located in Kumasi. Ruma
Fertility and Specialist Hospital focuses on the provision of infertility
treatment services as well as other specialist services such as antenatal care
and delivery, treatment of gynaecological conditions, advanced
urogynaecological and urological services. Assisted conception treatment
started in 2012. The facility has accreditation from the Ministry of Health and
is also regulated by the Ghana Medical and Dental Council. It is also a
member of the Private Clinics and Maternity Hospitals in Ghana. The facility
has a team of consultant Obstetrician Gynaecologists, consultant
embryologists, other doctors, nurses and scientists all of whom specialise in
the provision assisted reproduction technology services.

The hospital has a modern sperm bank, offers specialised services such
as sperm and egg freezing for oncology patients, embryo freezing, surgical
sperm retrieval, sperm donation and surrogacy, among others, to help couples
who have difficulty in having babies. It also has theatre, wards laboratory and
delivery rooms.

The assisted conception services include in vitro fertilisation with
embryo transfer IVF-ET, intra-cytoplasmic sperm injection (ICSI),
intrauterine insemination IUI, egg donation, sperm donation, surrogacy, pre-
implantation genetic diagnosis and screening (PGD &PGS), IUI, Surrogacy,
Ante-natal and delivery services. Success rates have always been in the range

of 50-60percent.
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Trustcare Specialist Hospital and Fertility Centre

Trustcare Specialist and Fertility Centre is a 30-bed medical facility
located in Kumasi. The facility was established in November 2012. The
facility offers full range of general and specialist services in four major
clinical disciplines. These include internal medicines, general paediatric
surgery, paediatric/child health and obstetrics/gynaecology. Trustcare
Specialist and Fertility Centre has accreditation from the Ministry of Health
and is also regulated by the Ghana Medical and Dental Council. It is also a
member of the Private Clinics and Maternity Hospitals in Ghana.

Assisted conception services include in vitro fertilisation with embryo
transfer IVF-ET, intra-cytoplasmic sperm injection (ICSI), intrauterine
insemination IUI, egg donation, sperm donation, surrogacy, pre-implantation
genetic diagnosis and screening (PGD &PGS), IUI, Surrogacy, Ante-natal and
delivery services. It has a team of consultant gynaecologist and fertility
specialist, three visiting consultant gynaecologists and fertility specialist, three
fertility nurses and embryologists. Pregnancy rate for the facility ranges from
50-70 percent.

Research Philosophy/Paradigm

Research philosophy or paradigm expresses the belief about the means
through which data about a phenomenon should be gathered, analysed and
used. Creswell (2003) noted four major paradigms in social inquiry:
positivism, post-positivism, critical theory and constructivism. Neuman (2003)
also acknowledged three paradigms: positivism, interpretative social science

and critical social science but cited that positivist and interpretive paradigms
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are typically employed in the study of social science. The distinction between
these two sets of philosophy stems from how each perceives reality.

For instance, the positivists assume that there is an objective reality
and this can be ascertained when the right methods and research designs are
used. To the Positivists, reality is stable and can be seen and described from an
objective viewpoint. Positivism therefore focuses on facts obtained through
direct observation and experiences which have been empirically ascertained
through the use of theories, surveys, statistical analysis and other scientific
methods (Eriksson & Kovalainen, 2008).

The interpretive school of thought on the other hand, believes that
reality is not standard among individuals and social groups which can be
explained, described, or translated. Knowledge and reality are constructed
through experience which may result in divergent interpretation and are only
exhibited through communication, interaction, and practice (Tracy, 2013).
According to Rubin & Babbie (2010), interpretive methods of research start
from the position that knowledge of reality, including the domain of human
action, is socially constructed by human actors based on experiences and
values people attach to a phenomenon under study. Thus, there is no objective
reality which can be discovered by researchers and replicated by others, in
contrast to the assumptions of positivist science.

The interpretive philosophical approach has been utilised for the
purpose of this study. The choice is influenced by the fact that the interpretive
philosophy offers an ideal opportunity to explore multiple interpretations from
individuals’ experiences and perceptions about reality. The interpretative

paradigm, also perceives reality as a human construct and naturalistic in terms
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of understanding real-world situations in the way they seem without any
manipulations and these principles underpinned the study (Woods & Trexler,
2001). Although the interpretative research paradigm has been perceived as
being time consuming and subjective since biases may occur in the
interpretation of lived experiences (Creswell, 2003), by the application of the
interpretive philosophy, objectivity is likely to be achieved since reality is
based on respondents’ experiences and interpretations of reality. This was
crucial during the data collection, analysis and in identifying the emergent
findings in the study.
Research Approach

The study utilised qualitative research approach in an attempt to gain
insight into the Acceptability and Experiences with Assisted Reproduction in
Ghana. The choice was based on the premise that the study was designed to
achieve depth and meaning based on the real-life information about persons’
lives, lived experiences, behaviours, emotions, feelings and acceptability of
the phenomenon under study. Qualitative research helped in the identification
and interpretation of important characteristics of human experiences that are
put up in the study.
Research Design

Exploratory design was adopted for the study. The research design for
the study is based on the premise that there were limited studies in the area of
infertility treatment through the use of ART in the country. As a result, an
exploratory study utilising a phenomenological approach was used.

Exploratory studies examine phenomena, attitudes, perceptions, and ideas of
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specific group of individuals that have not been consistently examined
(Creswell, 2013).

In this study, the opinions and experiences of infertile women, key
religious figures and service providers regarding the utilisation of ART were
explored using in-depth interviews. It is concerned with the lived experiences
of the people who are directly involved in the phenomenon under study. In a
phenomenological research, respondents are asked to describe their
experiences as they perceive them. It is therefore applicable when there is the
need for deeper understanding of experiences that are common to individuals
or a group of individuals (Creswell, 2013).

Data Source

Data for the study was mainly obtained from the primary source.
Primary data was obtained directly from respondents through the use of
interviews which comprised open-ended questions.

Target Population

The target population considered a group of individuals who have
experience in the area of study. These included self-cycled women and/or
couple (a woman or couple who used her or their own reproductive resources
for ART treatment) who had gone through treatment processes and were yet to
be tested for pregnancy, women who had delivered through the use of ART,
embryologists, representative of the National Chief Imam, General Secretary
of the Church of Pentecost and a Traditionalist. Women who had gone through
the procedure and had failed to achieve pregnancy were not involved in the
study because it was difficult to locate them. The few (3) who were located

declined to be part of the study because they thought they did not have a fair
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deal with the medical teams they visited. One woman indicated that she does
not want to remember the kind of pain and disappointment she went through
when she could not achieve pregnancy after the entire procedure. The Catholic
Church does not accept the use of ART whiles other churches including the
orthodox and Charismatic are not explicit on the use of ART

The Church of Pentecost was purposively selected because it was the
only church in the country that had a policy on the use of ART. It has also
established a fertility hospital that treats infertile individuals according to the
Church’s belief and principles. Embryologists were purposively selected for
the study because they dealt directly with clients. Key religious leaders were
also targeted for the study because couples who are faced with fertility
challenges might consult their religious leaders for guidance. Furthermore,
religious views could shape the perception of health-related behaviours such
as the use of ART.
Sample and Sampling Procedure

The sampling technique adopted for the study was purposive. The
logic behind this decision was to gain an in-depth understanding of the
perceptions and the experiences of assisted reproduction service from
providers and respondents who are known to have gone through the ART
processes and are yet to be tested for pregnancy. Considering the very
personal nature of the topic and the specific population under study, purposive
sampling was used to reach out to the participants. This was achieved by
making personal contacts to the heads of health facilities, clients seeking
treatment and offices of the religious leader and other opinion leaders. This

was followed up with an introductory letter from the Department of

103

Digitized by Sam Jonah Library



© University of Cape Coast

Population and Health of the University of Cape Coast which explained the
purpose of the study, respondents to be involved in the study and also sought
permission for the study to be carried out in the respective facilities and
offices.

Sampling Size

Creswell (2013) asserted that between 5 and 25 interviews with
research participants for a phenomenological study was enough for saturation.
After a review of doctoral theses which utilised interview-based qualitative
research in Britain and Ireland, Mason (2010) posits that 10-40 respondents
may be enough to get to the saturation point.

Based on the various assumptions of sample size determination in
qualitative studies, sample size for the study was 43. This was made up of 5
service providers (embryologists), one from each facility. Twenty-five (25)
clients (couple or single mothers) who are undergoing ART treatment and 10
women who have given birth through ART were also selected for the study. In
addition, a key religious figure each from the Church of Pentecost, Islamic and
Traditional faith (3) was purposively selected for the study.

A check of the Out Patients Register at the facilities indicated that an
average of about 5 clients is treated within every month. Based on this, clients
who were present in the study facilities at the time of data collection were all
targeted. It was also ascertained that at least two clients will always come back
to the facilities after delivery for review or Child Welfare Clinic (CWC), as a
result, two clients who had delivered through the use of ART were targeted in
each of the five treatment clinics and hospitals Table 1 presents details of the

sample size for the study.
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Table 1: Names of hospitals and the number of respondents selected for

the study

Name of No. of Service No. of women No. of women who

Hospital providers seeking ART delivered through
treatment ART

Lister Fertility 1 5 2

Finney Fertility 1 5 2

Tema women’s 1 5 2

Ruma Fertility 1 5 2

Trustcare Fertility 1 5 2

Total 5 25 10

Source: Fieldwork, (2017)
Tools for Data Collection

In-depth interview guide with open ended questions was employed to
solicit thoughts and experiences from respondents. The open-ended nature of
questions offered the opportunity for in-depth discussions of the topic at stake.
It also allowed the use of cues to help the participants to further deal with a
posed question.

In-depth interview guide for service providers was structured into
twelve main themes. These themes included providers’ profile; clinic set
up/infrastructure, practice, information and counselling, egg retrieval and
embryo transfer, donor services, surrogacy, cost, health risks, success rate and
regulations regarding the use of ART in Ghana. All respondents were asked
the same questions in the same sequence, but key responses were probed for
detail and further information.

In-depth interview guides for women who were undergoing ART
treatment contained sixteen open-ended main questions. Probes were made as
follow ups based on the responses of the participants, the interview protocol,

and research objectives especially when answers do not bring out critical
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topics or areas of interest. The interview guide was categorised into themes of
inquiry which included socio-demographic profile, treatment trajectory,
decision, cost, information and counselling, informed consent, donor services,
health risks, socio-cultural influences, perception and other.

The in-depth interview guide for women who had delivered through
the use of ART was categorised into themes of inquiry which included socio-
demographic profile, treatment trajectory, and decision to have another child
through the use of ART. Respondents were also asked about their major form
of assistance they received from the society.

Key religious figures’ in-depth interview guide included themes such
as the religions perception about children born through the use of ART and
specific practices such as gamete donation, surrogacy, and cryopreservation,
utilisation by individuals who are single, lesbian and gay partners. Same
questions in the same sequence were answered by the key religious figures.
However, peculiar issues regarding their religion’s stance and the use of ART
were further probed.

Training of Research Assistants

Five Research Assistants, (one from each of the selected health
facilities) were recruited and trained for data collection. In each facility, the
hospital’s counsellor was identified, recruited and trained to assist in data
collection processes. The key reason for the recruitment of these health staff as
research assistants was based on their experiences and constant contacts with
clients.

The recruited research assistants were trained to develop practical

understanding of the research problem and the rationale of the study, along
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with an understanding of the timeframe of scheduled activities. Again, the
team was trained on informed consent procedures and skills in conducting in-
depth interviews, using interview schedules and conformity to ethical issues
involved in data collection. Further, the research team was trained to
strengthen their interviewing skills while interacting with respondents from
different religious and socio-economic backgrounds as well as dealing with or
referring clients to the appropriate person for counselling in case of any
emotional breakdown that may arise in the course of the interview. The
training also provided guidelines and strengthened the skills of research
assistants for the documentation of interactions and maintaining daily account
of events in the field. Finally, the training hinged on how to audio-tape
interviews and the importance of revisiting and completing interviews
whenever there was a break to address gaps during the transcription processes.
Pre-testing of Interview Guides

The interview guides for service providers and clients were pre-tested
at DEL International Fertility Hospital in Accra whiles that of key informants
was done in Takoradi in the Western Region. Through the pre-testing, some
portions of the instruments were refined. For example, during the pre-testing,
issues about the health risks associated with ART came under discussion.
Service providers indicated that health risks may connote fear to clients. It was
therefore suggested that side effects as a result of going through ART would
be appropriate.
Ethical Considerations

First, ethical approval was obtained from the University of Cape Coast

Institutional Review Board with approval number UCC/IRB/A/2016/54.
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Secondly, approval was also sought from the Ghana Health Service Ethics
Review Committee (approval number GHS-ERC:02/10/2016). See appendices
K and L for copies of ethical approval letters. These permitted the research
work to be carried out in the specified health facilities, institutions and bodies
involved in the study.

Despite obtaining permission for the fieldwork from the above bodies,
other ethical principles were followed in order to protect research participants.
One of these ethical principles was to obtain informed consent from
participants. This particular principle was adhered to by explaining to
participants about the nature and purpose of study, type of questions to be
asked, the sensitivity of questions and the consequences thereof before they
took part in the study. Participants were also informed about the audio tape
recording of the interviews with them. Upon agreement, respondents and the
Principal Investigator or the assistant signed inform consent form and copies
of the forms were given to the respondents for keep. This principle made
participation in the study voluntary without any form of compulsion

Participants were assured that information offered was solely going to
be used for research purposes and not for any other purpose. Participants’ right
to privacy and confidentiality was achieved by ensuring that recorded
materials (recordings of interviews and transcripts) and personal conversations
were protected with access only to the principal investigator.

Again, all forms of information that could explicitly identify the
respondents, such as names, telephone numbers, house numbers, personal

addresses and other clues were eschewed in the presentation and analysis of
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the data. Instead, pseudonyms were used in the presentation of the research
findings.

Participants were assured that there were no anticipated risks involved
in the study. Nevertheless, there may be discomfort giving the nature of
questions that are bordered on personal experiences. As a result, arrangements
were made with counsellors from the various health facilities to counsel
respondents who may be affected.

Participants in this study were informed that their participation may not
benefit them directly. Findings from the study may influence policy
perspectives on ART in the country. Findings may also influence the State,
MoH, GHS and other institutions to quicken recommendations and approaches
to the use of ART which may have overall effect on making the process safe
and efficient for the at-risk population who intend to utilise ART.

Participation in this study was voluntary. Participants had the right to
withdraw from the study at any point in time and this decision did not affect
clients’ treatment at any point in time. Participants were informed that if they
wish to withdraw, they must inform the interviewer and their request would be
granted. Nonetheless, participants were encouraged to participate in the study.

Feedback about the study will be provided through dissemination in
public presentations including but not limited to audio, slide-tape
presentations, plays, or exhibits. Information gathered may be used for
publications including but not limited to articles, books, or newsletters. Key

findings will be shared with Ghana Health Service and the Ministry of Health
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Fieldwork

Consultative meetings with managers of the various fertility treatment
hospitals were held about the feasibility of including their staff and clients as
participants of the study began in November, 2016. Key religious figures were
also contacted within the same period. This was followed up with copies of
proposal of the study and introductory letters from the University of Cape
Coast. Facility heads consented to the proposal and accordingly supported the
carrying out of the study in their respective facilities by writing to the
principal investigator. See copies of letters at appendix J. Other facility heads
also called and consented to be part of the study. Before interviews started,
introductory letters, approval letters from the facility managers, ethical
clearance letters from the Institutional Review Board of the University of
Cape Coast and Ethical Review Committee of Ghana Health Service were
shown to staff and clients to confirm the authenticity of the study.
Data Collection

Data collection for the study commenced in February, 2017 and ended
in April, 2017. In each of the treatment facilities, the principal investigator
conducted face-to-face in-depth interviews with clients who were going
through ART procedures and women who had given birth through ART and
had come for review or Child Welfare Clinic (CWC). In all the meeting
sessions with clients, the principal investigator administered the questionnaire
either in English language or in Twi (a local dialect among the Akans).
Service providers and key religious figures interviews were also conducted by

the Principal Investigator. Throughout the data collection period, the research
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assistants recorded the proceedings and also took field notes to back up the
data being collected.
Data Collection Procedure

The face-to face interview technique was used to obtain information
from participants. English language was used as the medium for data
collection because majority of the respondents understood and spoke English.
However, the interview guide was also translated into Twi by the principal
investigator where necessary to allow some respondents who could speak Twi
to participate and express themselves freely. Before the start of each interview
session, information about the study, the use of the data being collected, and
an estimated time frame of the interview were made known to participants.
Confidentiality 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 also
sought from participants for audio documentation of the interview. Upon
agreement, participants and the Principal Investigator and/or the assistants
signed the inform consent form and a copy of the form was given to
participants for keep. In a situation where the participants were not able to
read and write, an interpreter was employed to do that on their behalf.

Anonymity was ensured by maintaining codes during data entry
instead of names, contact numbers and other cues that could lead to the
identification of participants. The essence of these measures was to ensure that
respondents participated in the study willingly without any form of coercion

and also ensure that information obtained was kept safe.
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Data Management

Data obtained from the research participants including audio
recordings, transcription of interviews were stored electronically on a hard
drive with password known only to the Principal Investigator. The hard drive
with data was kept under lock by the principal investigator. Data will be
destroyed after three years of completion of the study.

Experience from Field

Largely, targeted participants accepted to be part of the interviews.
There were some challenges and opportunities that were experienced. First,
some targeted health facilities refused the application to be part of the study.
They cited lack of some basic equipment; close down of the IVF unit for
renovations and the fact that the facilities do not accept proposals for their
facilities and clients to be participants of research as some of the reasons for
their refusal. However, some other facilities were convinced and later accepted
for their facilities to be used for the study when they were shown ethical
clearance from the University of Cape Coast Institutional Review Board and
Ghana Health Service Ethical Review Committee.

Secondly, some of the participants especially clients who came to the
hospitals felt uncomfortable and doubtful about the purpose of the study.
Some of the participants indicated that their conditions were not known to
their families and doubted whether information about them could be kept
secret. There was a situation where a participant was going to refuse to be
tape-recorded for the fear that her voice could be identified by the husband.

This challenge was overcome when inform consent that bonded the study was
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vividly explained to respondents and copies signed by both the respondent and
the principal investigator and a copy given to the respondent for keep.

Another issue that emerged was postponements and cancellations of
interview appointments. There was an instance where some respondents who
were booked for interviews refused because their schedules were cancelled or
were feeling uncomfortable just after going through the treatment procedure.
Appointments had to be rescheduled with other clients on different dates.
Finally, the interview was conducted but it affected planned activities for the
study.

Data Quality Concerns

Issues of data quality concerns have been expressed especially in the
field of qualitative research (Smith & Noble, 2014). In most instances, four
concepts have been broadly discussed to work together to achieve
trustworthiness in qualitative studies. These thoughts have been indicated as:
credibility (precise account of participants’ views and thoughts),
transferability (suitability of findings to theory and future studies), auditability
(clearly defined research procedure to allow critique by others) and
conformability (ability of other researchers to confirm findings) (Lietz &
Zayas, 2010). Practically, prolonged and varied field experience, time
sampling, reflexivity (field journal), triangulation, member checking, peer
examination, interview technique, establishing authority of researcher and
structural coherence have been outlined as strategies to ensure quality
qualitative data (Anney, 2014). Among these, peer debriefing or examination,
member checks and stepwise replication were employed to improve the

credibility of the study.
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By utilising the peer debriefing approach, findings from the field were
presented to colleagues, supervisors and the academic staff of the Faculty of
Social Sciences, University of Cape Coast for their feedback on the study
processes. Pertinent issues presented during the meetings included background
information, data collection methods and process, data management,
transcripts, data analysis procedure and research findings. Feedbacks from
these meetings built on the quality of findings.

With reference to member checks, five participants, (a client from each
of the five health facilities and one embryologist) were arbitrary selected to
read through the information they provided after transcription and comment on
the depth and appropriateness of the information they provided during the
interview sessions with them. In all cases, respondents made just minor
modifications to the transcribed responses which were incorporated into the
study.

Finally, the stepwise replication was another strategy that was used to
ensure data credibility. This approach employed the services of two other
colleagues who were conversant with qualitative data analysis to analyse the
data separately. Results from these analyses were compared to identify
similarities and differences. In this event, insignificant differences emerged
due to poor sound. This challenge was however resolved after playing the
recorded data repeatedly and comparing with the field notes.

Data Processing

To accomplish this task, interviews conducted in the local dialects

were accurately translated and transcribed into English language. Gaps

identified during this process were filled by making references to field
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notebooks and interview tapes whenever there was the need. Phrases and
words which did not have English equivalents were quoted and explained as
they were. NVIVO version 11 was employed to run the categorisation of
themes and sub-themes that emerged from respondents’ interview for analysis.
Data Analysis

Data was analysed based on the framework for conducting thematic
analysis as outlined by Braun & Clarke (2006). First, the transcripts were read
several times and compared to field notes and the recorded interactions with
respondents. The essence of this exercise was to ensure accuracy,
comprehensive understanding and familiarisation of the content of the
transcribed data. Initial codes were then generated from those sections of the
data which were relevant to the objectives of the study with the help of the
NVIVO software. Based on the collated codes, data located under them were
put together into potential themes and reviewed to ensure that they were
coherent and reflected the content of the data set. Data was finally analysed
and interpreted using examples from previous studies that are related to the
formulated themes, objectives and reviewed literature supported with
empirical evidence.
Summary

This chapter has outlined detailed theoretical and practical
methodological principles that underpinned the diverse processes in carrying
out the study. The study’s philosophical ideology emanated from the
interpretivist/phenomenology. To achieve the main aim and objectives of the
study, a qualitative approach was adopted as it has the tendency to provide a

richer understanding of the phenomenon being investigated. Using semi-
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structured interviews and direct observation methods, experiences of service
providers and individuals who employ ART to meet their desire of parenthood
have been explored. Again, the religious perceptions about the use of ART
practices have been ascertained. The chapter also defined the specific
approaches employed to ensure data quality issues which included peer
debriefing, member checks and stepwise replication. Finally, the chapter ends
with ethical considerations that underpinned the study.

The next chapter presents the ART service provision and other related
issues in Ghana. An attempt was made to describe the typical procedure a
client who uses self-cycled procedure goes through. Cost and health

implications of using ART to achieve maternity will also be discussed.
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CHAPTER SIX
ASSISTED REPRODUCTIVE TECHNOLOGY SERVICE PROVISION
AND RELATED ISSUES
Introduction

This chapter describes the types of ART procedures provided by the
fertility hospitals in Ghana. The cost of providing the various services and
other related issues such as success rate and the perceived health risks
associated with the use of the various services have been discussed. The
section ends with discussions on providers’ perception about the regulation of
ART services in the country.

Table 2 describes the themes and categories obtained from service
providers on ART service provision and related issues. These themes and
categories were obtained by assigning special numbers to each of the
transcribed participant narratives. Example, SP1 represented Service Provider
1 whiles R1 represented Respondent 1 etc. The essence of this was to ensure
that distinct data were obtained when themes were described and reinforced by
quotes in the study. The next stage was to read the transcripts repeatedly in
order to derive patterns and how they could be put together for coding
purposes. This involved the identification and naming of the various classes of
expression, critically examining and comparing them to identify how they
were reflected in the themes of inquiry. Similar phenomena were given the
same identity names. These names were rationally assigned to each theme to
reflect the central idea the data represented. For example, the various services
provided were named under the theme ‘Types of services provided’. After this

process, similar and related themes from the respondents were identified and
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put together into clusters. Examples of themes obtained from Assisted
reproductive services provided in Ghana and other related issues included the
types of ART services provided in the country., nationality of users of the
services, sources of information about the services, the kind of staff involved
in the provision of ART services, sources of gametes and surrogates, cost for
the various services, health implications for mothers, health implication for
children born through ART, success rate of the various ART services and
regulations on the provision of ART services in Ghana (See Table 2 for
details). These procedures were repeated to obtain themes, sub themes and
categories for the other objectives for analysis.

Table 2: Themes and categories obtained from the interview with ART
service providers

Themes Categories

Types of ART services provided

IVF

ICSI

IUI

GIFT

TESE
MESE

Egg freezing
Egg sharing
Donor services
Surrogacy

Nationality of user of ART in Ghana

Ghanaians

e Foreigners from all over the
world

Source of information about facility

Internet

Satisfied clients

Referrals from other facilities
Friends and other relatives
Special programmes

ART Staff
e (Gynaecologist
e Embryologist
e Fertility nurses/midwife
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Table 2 continued

e Counsellor
e Laboratory technician
e Pharmacist
Sources of gametes and surrogates
e Commercial source
e Fertility agencies
e Fertility hospital
e Family and friends
Cost of ART
e IVF for women less than 40
years costs GHC 15,000
e IVF for women more than 40
years costs GHC 18,000
e Self-Cycle service costs GHC
16,000
e Recipient cycle costs GHC
20,000
e There is no fixed amount for
any of the services
Health implication for women
e Ovarian Hyperstimulation
Syndrome
Swollen belly
Nausea/vomiting
Dizziness
Weight gain
Weight loss
Drowsiness
Multiple pregnancy

Health implication for children
e No health implication for
Children
Success rate
e 45-65percent for pregnancy rate
e 45-75percent for take home
babies
e 45-62percent for overall
success rate
Regulation of ART services
e Services are not regulated in
Ghana
e Bonded by regulations in
countries where trainings were
received

Source: Fieldwork, 2017
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Types of Assisted Reproductive Technology Procedures Provided
Over the years, the nature and the kind of services provided in the field
of treatment of infertility have changed tremendously. However, public
information about the various types of procedures offered by fertility hospitals
in Ghana is limited. It is therefore necessary to explore the types of ART
procedures available as this will have an influential effect on the decision of
users. Service providers reported that a wide range of ART procedures were
offered and these procedures were common to all the facilities. For example, a
service provider had this to say on the kind of services the facility provides:
‘ART methods used in this facility are: IVF, where eggs are taken and
fertilised outside, we also do intracytoplasmic sperm injection (ICSI)
used for those with very poor low sperm count, GIFT, TESE are also
used’.
(Service Provider 2)
Another service provider explained:
‘...in this facility, we do Artificial insemination or Intra Uterine
Insemination, In-Vitro fertilisation, TESE for men with ozoospermia,
ICSI, we do semen analysis, cryopreservation ie freezing of sperm, egg
and embryos all in our centre’.

(Service Provider 5)
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Table 3: Assisted Reproductive Technology Services

ART services available

AIH/ IVF GIFT/ Gamete Egg Embryo TESA ICSI

Provider DI ZIFT  donation sharing freezing

Provider I Yes Yes Yes Yes Yes Yes Yes Yes
Provider2 Yes Yes Yes Yes Yes Yes Yes Yes
Provider3 Yes Yes Yes Yes Yes Yes Yes Yes
Provider4 Yes Yes Yes Yes Yes Yes Yes Yes
Provider 5 Yes Yes Yes Yes Yes Yes Yes Yes

Source: Fieldwork (2017)
Country of Origin of Clients for Assisted Reproductive Technology
Services in Ghana

Infertility is a global challenge that confronts many people all over the
world. However, policies, laws, socio-cultural factors and costs of treatment in
some countries prevent their citizens from accessing treatments in their home
countries. To meet their parenthood desires, these categories of people have to
travel to other countries where restrictions are relatively low or are non-
existent. Narrations from service providers indicated that apart from clients
who came from in country (Ghana) to access ART services, relatively higher
number of clients came from all over the world. A service provider who
receives client mainly from African countries, Europe and the USA said:

‘We receive clients from Ghana and non-Ghanaians from all over the

world. Some come from Ivory Coast, Burkina Faso, Senegal, Mali,

Nigeria (Africa) and even European nationals. Others are from USA

and Lebanon...’

(Service Provider 1)
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Another service provider reported that:
“...We have also had European women who for the love of the black
complexion come to use donor sperm in order to have black children.
Others access our services because donor services and surrogacy cost
cheaper in Ghana...
(Service Provider 5)
Assisted Reproduction Technology Provision
The provision of treatment to infertile individuals through the use of
ART requires the services of many players. Each member of the team plays an
array of functions to complement each other in order to complete the treatment
procedure. Typically, the medical team comprise the gynaecologist,
embryologist, fertility nurse, pharmacist and a counsellor. Service Provider (4)
disclosed that:
‘The fertility team is made up of the gynaecologist; he initially
examines couples to find out why they are not getting pregnant. The
second team member is the fertility nurses. They work directly and
hand in hand with the gynaecologist. The Embryologists, are key in the
team. They do the main back room jobs. Lab technicians run all the lab
tests. We also have a resident counsellor who works on the psyche of
clients...’
(Service Provider 5)
Other service providers indicated that there were other equally
important players such as gamete donors, surrogates in the provision of ART
services especially when couples for medical reasons cannot give birth

naturally. A service provider explained that:
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‘...There are other players who are outside the medical team who

come to play when a client’s egg/womb or sperm cannot be used for

the process. This includes surrogates, surrogacy agents. The surrogate

agents help in the recruitment of the surrogates and also take care of

them until they deliver and hand over the babies to their intended

mothers’.

(Service Provider 1)

Information and Counselling

The need for counselling and information to clients on the use of ART
have been demonstrated by a number of studies (Karatas et al., 2011;
Wischmann et al., 2012; Gameiro et al., 2014). In particular, it has been
argued that clients experience emotional grief during treatment (Knoll et al.,
2009; Karatas et al., 2011). It has also been opined that in all cases, about 23
percent of clients abandon infertility treatment due to the perceived
cumbersome nature of the processes involved in the treatment such as daily
injections, semen analyses, multiple ultrasounds, and invasive procedures
involved in the treatment (Brandes et al., 2009) whilst one-third of clients
complete treatment without achieving their parenthood aspirations therefore
making it extremely difficult for such clients to comprehend their unmet
desires (Gameiro et al., 2014; Wischmann et al., 2012; Johansson et al., 2010).
In a situation where pregnancy was achieved, anxiety about carrying the
pregnancy to term and the health of the foetus becomes a concern to clients
(Hammarberg et al., 2008). As a result, service providers narrated the typical

work of a fertility counsellor:
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‘Counselling is very key in the provision of ART. The counsellor takes
clients through the processes and medications. All lab results are given
to the counsellor to disclose to patients. When the process is successful
or not, it is the same counsellor who will disclose it to the client’.
(Service Provider 1)
Another service provider who is not a professional counsellor but does
counselling had this to say about why he does the counselling:
‘Ideally, counselling should have been mandatory for every client who
intends to start the process but we don’t have a professional counsellor
here but because I did some courses in guidance and counselling at the
University, I try to do it myself ...~
(Service Provider 2)
Donor Services Arrangements
Donation services can be explained as a situation where an individual
offers him or herself to give out sperms or oocytes (egg) to prospective
individuals or couples whose situation calls for the use of sperms or eggs to
undergo any of the ART procedures. All service providers mentioned that they
either arrange donor services for clients for a fee or allow clients to arrange
donor services for themselves. There are other clients who come in voluntarily
to offer gamete for a fee. A service provider had this to say about donors who
come to the facility to offer themselves for donor programs for a fee:
‘There are a lot of young males and females who come to the facility
themselves to donate gametes to us at a fee. Sometimes they come at
the time you don’t even need them...’

(Service Provider 3)
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Other service providers indicated that they usually go into the tertiary
institutions all over the country to look for gamete donors because they are
perceived to have higher intellect, which is preferred by majority of the
clients. A service provider had this to say about the donors who came from
tertiary institutions:

‘We mostly go into the tertiary institutions to talk to students about
gamete donation and some come to donate at a fee. We also get a lot of
people who offer themselves voluntarily’.

(Service Provider 1)
Nature of Gamete Donor Programme

Gamete can be obtained from fertility clinics, either from known or
unknown donor. However, the identity of an unknown donor may be
anonymous or be known to the child at 18 years (Stuart-Smith, Smith & Scott,
2012). However, in Ghana, ART facilities ran anonymous programme in
gamete donation. By this means, donors do not meet their recipients
physically. A service provider narrated how his facility runs anonymous donor
programme:

‘The facility runs complete anonymous programme and so recipients

do not get the chance to meet their donors physically. We have a
catalogue of donors, which specifies their height, weight, blood type,
complexion, educational level etc but we do not show their pictures.
Clients who come in are made to select the specifications of their
donors’.

(Service Provider 4)
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Other facilities only allow beneficiaries see the pictures of their donors. For
instance, a service provider who allows clients to select their donors after they
had seen their pictures had this to say:
‘Beneficiaries are offered the opportunity to see and select the pictures
of their donors but they do not meet personally...".
(Service Provider 1)
In some instances, recipients arrange for their own preferred donors. Another
service provider explained how recipients are made to select their own donors
‘Recipients are allowed to look out for their own gamete donors and
we run the necessary test to ensure that they are compatible for the
particular service needed...’
(Service Provider 3)
Financial Compensation for Gamete Donor
Gametes could either be donated freely or sold to the recipient
depending on the kind of arrangement that exists between the donor and the
recipient. In Ghana, most people donate gametes for monitory purposes
instead on humanitarian grounds. Services providers outlined how much is
charged for gamete donation:
‘Recipient of the egg will pay GHC 3600.00 (3800) to the facility and
the donor will receive GHC 2,250.00 (8 500) out of the charge. In the
case of the males, the facility will charge the recipient GHC 562.00 (3
125) and the donor will receive GHC 338.00 (875) out of the total
charge. The rest of the money goes to the facility’.

(Service Provider 5)
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Another service provider indicated that donors are not paid, instead they are
compensated. The service provider had this to say:

‘Most of the time such people who donate sperms are not paid they are
rather compensated with an amount of GHC 300.00 or 400 ($ 70 or $90) .

(Service Provider 2)

Surrogacy Services and Cost

Surrogacy is an arrangement between two women of which one agrees
to conceive and carry a baby to term on behalf of the other, who for medical
reasons or unwilling to become pregnant and give birth herself. Surrogacy can
be free or paid for depending on the kind of arrangement that exists between
the surrogate and the recipient. In a situation where the surrogate offers
services for free, it is termed altruistic surrogacy whiles a commercial
surrogate offers services for monetary purpose or other forms of payments
agreed upon by the individuals involved in the process (Agnafors, 2014).
Results from the study indicated that all facilities offered surrogacy services.
However, respondents were not willing to disclose the amount of money
involved in hiring the services of surrogates. A service provider only guessed
about the cost of hiring a surrogate in his facility:

‘Surrogacy services (from the start of the procedure to the time of

delivery) cost about § 7500 (GHC 33,750.00) and this whole money

goes to the surrogate mothers.

(Service Provider 5)

Other facilities provide services for clients who need surrogates but the

facilities have no hand in the arrangement for surrogates. Arrangements are

wholly done by agencies without the involvement of the hospitals. Based on
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this reason, respondents could not tell how arrangements were done with
surrogates and had no idea on the monetary aspect of the whole process. A
service provider had this to say:
‘Surrogacy services are carried out by an agency. We normally refer
clients who may need surrogate assistance to this agency. I do not
know much about their agreements and the cost...’
(Service Provider 3)
Another service provider who directs his client to the surrogacy agencies
pointed out that:
‘... We direct clients who need the services of a surrogate to the
agencies we work with but I can’t tell you the names of those agencies.
I also don't know the kind of arrangements they have with surrogates
and the prospective parents. In fact, I don't know how much is charged
for being a surrogate...’
(Service Provider 4)
Total Cost of ART
Cost for the provision of ART services is a significant factor that
influences the decision of access and use. Direct cost which talks about all the
expenses incurred during treatment together with the cost of drugs differed
from one hospital to the other. Again, cost also depended on the kind of
treatment a client opts for, the age and the involvement of other players such
as gamete donors and surrogates in the reproduction processes. A service

provider who stated the cost of infertility treatment was not fixed had this to

say:
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‘Cost for infertility treatment is not fixed. It depends on your age, and
mostly the type of procedure you want to do. Artificial Insemination is
about GHC 3,015.00 ($670). IVF for less than 40 years is about GHC
15,000.00 ($3,334) with IVF stimulating drugs. Those beyond 40 years
mostly employ donors and they pay about GHC 18, 000 ($4000) ..."
(Service Provider 5)
Another service provider who explained how much is paid for the various
services in his facility said:
‘Self-cycled patients will pay about GHC 16, 000. 00 ($3,556) ... For
those who are given donor eggs (recipients), they pay an average of
GHC 20,000.00 (84,445). But if you are coming for the donor egg
service, then you will pay GHC 3,500.00 ($778) in addition to either
$4000 or 34500.°
(Service Provider 1)
A service provider whose facility charged separately drugs and service had
this to offer:
“...The facility takes $3500 (GHC 15,750.00) excluding drugs. But the
total cost including services and everything may be about 37000 (GHC
31,500). However, cost may not be the same for every client. For
example, women who fall within the ages 24-26 years will need about
GHC 3,280 ($729) worth of drugs for the entire process, 27-29 years
will require about GHC 4,300 ($956). Somebody who is over 40 years
will spend about GHC 7, 360 (3 1,636) on drugs together with the
service cost of $3500°.

(Service Provider 2)
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Health Risk Associated with ART
Health risks associated with ART can be considered from the
perspective of women and children who are born through the use of the
technology. According to Lo Russo (2013), risks associated with ART usage
can be classified into the side effects due to the use of drugs, complications
due to pregnancy and multiple foetus problems associated with high failure
rates. A service provider who explained that ovarian hyperstimulation
syndrome has been identified as the side effect of hormonal drugs had this to
say
‘The use of the technology for procreation is very safe. The only
health risk associated with ART services has got to do with the
hormonal we give. Overdose may lead to ovarian hyperstimulation
syndrome which is a reaction to the hormone stimulating drugs and
when this is not controlled very well, the patient may die’
(Service Provider 4)
Contributing to the discussion on the health implications of the use of ART
service providers noted that:
‘Dizziness, weight gain, drossiness, nausea and sleepiness which are
normal with ART and any other normal pregnancy may be recorded’.
(Service Provider 1)
Another service provider also identified that:

‘...multiple pregnancies have been identified as challenges associated
with ART..."

(Service Provider 3)
The study also sought to find out the health implication of ART on

children born through the procedure. On the whole, all service providers
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indicated that children born through the use of ART procedure have no health
defect. For instance, a service provider had this to say:
‘Children born through the use of ART do not have any defects; they
are very strong, normal and intelligent...’
(Service Provider 4)
Success Rate
Globally, there have been uncertainties in the determination of success
rate in ART outcome. The parameters for defining success rates differ from
one facility to the other. In this study, varied success rates were reported by
the various service providers. For example, a service provider had this to say
about success rates in his facility:
‘Over the years our success rate has been 60-65 percent (for
pregnancy). Take home baby rate is between 50-55 percent’.
(Service Provider 1)
Another service provider who gave a different dimension of how success rate
is determined explained that:
‘...the chemical success rate (14 days after transferring the embryo) is
about 55- 60percent, the clinical, where the heart beat is seen is about
45-50 percent and the take home baby rate is about 45 percent’.
(Service Provider 2)
A service provider who further categorised the success rate by age and the
overall success rate for the facility said:
‘...in our facility, 37 years and younger who are using their own eggs
record 64 percent success rate in IVF or Sperm Injection is about 64

percent, 38 years and more who use their own eggs have about 25
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percent chance of getting pregnant. Success rate for women who use

donor egg is about 78 percent. Take home baby rate is about 65-70

percent. Success rate for all clients irrespective of age, source of egg

and other processes will be about 45percent for the facility .

(Service Provider 4)

Regulation of ART in Ghana

With the current advances in the field of medicine and the increasing
awareness of human right issues, it has become necessary that there is the
establishment of ethical and legal framework that will guide both medical
practitioners and patients. Ethical and legal considerations have become
integral aspect of our everyday lives especially in the provision of medical
care as this helps to address concerns that may arise from the use of medical
technologies such as ART. Medical regulations are principally enacted as
means of assuring quality care; preventing medical malpractice and
negligence; improving performance and efficiency; and as a way of even
achieving set objectives. With regards to how the medical activities in the
form of provision of ART are regulated in Ghana, a services provider said:

‘As at now, ART activities in the country are not regulated. We are

trying very hard to form an association called the Fertility Society of

Ghana’.

(Service Provider 1)

A service provider who also said ART service provision is not regulated in

Ghana had this to say on how the facility regulated its own activities.
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‘Presently, Ghana has no regulatory body to regulate the activities of

fertility hospitals. This notwithstanding, we try to regulate our own

activities’.

(Service Provider 4)

Another service provider who indicated that the facility belongs to an
international organisation had this to say on how their activities were
regulated:

‘We are members of the European Society and other international

organisations and so we are bonded by their rules and regulations.’

(Service Provider 5)

Discussion

Findings from the study indicate that apart from practices such as sex
determination, sex selection, cloning and the use of post-mortem gametes, all
other forms of ART techniques which promote the insertion of sperm into a
woman’s body for fertilisation and subsequent procreation are offered by the
various hospitals in Ghana. The ART techniques used by the facilities include
intracytoplasmic sperm injection (ICSI), which helps in the treatment of male-
factor infertility, microsurgical epididymal sperm aspiration (MESA), and
testicle, testicular sperm extraction (TESE) techniques which are used to
retrieve sperm from the epididymis for fertilisation purposes (Burns &
Covington, 2006). Other techniques that are employed by the fertility hospital
are GIFT, IUI, semen analysis, gametes donation and preservation. The
implication is that all ART procedures are offered by fertility hospitals in
Ghana as they are done in the Western world and this has attracted other

foreign nationals. This has resulted inexploitation and commodification of the
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service (Pande, 2011; Deonandan, Green & Beinum, 2012). In Ghana for
example, issues about abuses and exploitations have been reported (see Diasie,
2015).

The results further showed that clients who could not use their own
reproductive resources required that of donors. However, donors may not be
required to play any significant role in the up-bringing of children who may
come out of the use of their reproductive resources probably because the said
resources were either sold completely or donated freely to beneficiaries. It is
therefore obvious that the use of donor gamete will result in interference in the
traditional means of reproduction. For example, other players who are outside
the marital circles who may donate their reproduction resources such as the
sperm or egg must be involved in partner’s decision to procreate indirectly.
The implication is that a donor’s religious or socio-cultural barrier could
render a couple permanently childless or otherwise. Again, in countries where
donor gamete and surrogacy are banned by law, procreation may either be
delayed or illegal for couples who are faced with fertility challenges and need
these services. In this situation, the only remedy could be the use of cross
boarder reproduction means which is deemed as very expensive in nature
(Bergmann 2011; Inhorn 2011; Markens 2012; Whittaker & Speier 2010).

The study findings also revealed that surrogacy was widespread in
Ghana and most fertility hospitals run this service. However, surrogacy
arrangements were mostly carried out by surrogate agencies who are affiliated
to fertility hospitals. In a situation where fertility agencies were consulted for
surrogacy arrangements, the fertility hospitals only carried out the medical

screening of surrogates without getting involved in the contractual agreement.
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Commercial surrogacy was found to be common in Ghana because of
monetary compensations surrogates receive. However, hiring a surrogate in
Ghana was far cheaper than in the Western countries

Evidence from the result show that cost of treatment is high and differs
from one facility to the other. In Ghana, self-cycled patients could pay up to $
4000 whiles clients whose condition demanded donor services could pay up to
$7000 excluding drugs. There are no standard charges for ART treatments
among the various health facilities in Ghana. This is probably due to the fact
that there is no law in the country that regulates the activities of these hospitals
and for that matter, their charges. This finding is contrary to policies in some
European countries such as France and Spain where the state supports citizens
who used ART services (Brigham, Cadier, & Chevreul, 2013). In Ghana
where total fertility is already high (4.2 percent), and where there is a national
policy on fertility and population control coupled with strong religious and
cultural stance on fertility treatment, committing state resources into financing
infertility treatment through the use of ART will need some careful national
consultations.

The main risk found to be associated with ART treatment was reported
as ovarian hyperstimulation syndrome which comes as a result of the drugs
that are used to stimulate follicles. American Society of Reproductive
Medicine (2012), found that women who use clomid during ART treatment
may experience stomach upset, breast tenderness, blurred vision and dizziness
as the side effect. Epidemiological studies have suggested that infants born of
ART may experience minimal risk for rare epigenetic and other defects

(Odom & Segars, 2010). Among the risks found in children born through the
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use of ART included infections like Syphilis that could affect the babies, pre-
term babies, low birth weight and other genetic problems (Centre for Disease
Control & Prevention, 2013; Williams et al., 2013; Scherrer et al., 2012).
However, these findings were not confirmed by the present study in Ghana.

Success rate was recorded and interpreted differently by the various
hospitals and clinics in Ghana. To some facilities, pregnancy was a success,
others considered the combination of the entire ART processes and determined
success rate. Other facilities determined their success rate based on age
categories while others were not specific with figures. Again, all facilities
mentioned their success rate without mentioning the total number of clients
who were admitted for specific procedures (denominator) and even the time
frame within which those procedures were performed. Other studies have
reported similar findings about the inconsistencies in calculating the success
rate of ART processes due to factors such as age of women, type of diagnoses
and ART technique used (Macaldowie, 2012; Tepper et al, 2012).

Findings from the results further revealed that all fertility hospitals and
clinics in Ghana operated without any state regulations, even though service
providers ascertained that they followed treatment protocols of countries
where they had their trainings. One cannot be sure of the strict adherence of
treatment protocols. Apart from this, there are significant differences in the
cultural, religious, social and political beliefs between Ghana and the Western
world which may or may not make some of these foreign protocols and
regulations applicable and acceptable. The absence of these rules and
regulations in the country presently is serious since it has the tendency to

compromise on quality of services provided. It may also infringe on the basic
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human right of users especially women and other players of the ART industry.
It may also have debilitating effect on the formulation of policy and
monitoring that will prevent misuse and malpractices. There is therefore the
need for an extensive regulatory framework which could be developed in
consultation with all the stakeholders in the ART industry including the MoH
and GHS to ensure national guidelines for accreditation, standard treatment
protocols, systematic and credible data and monitoring system of all ART
clinics and hospitals in Ghana.

The next chapter presents the experiences of women seeking assisted
reproductive technology services as a treatment to their infertility conditions.
In this chapter, focus is on cost and the implications of going through ART

treatment procedure.
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CHAPTER SEVEN
EXPERIENCES OF WOMEN SEEKING SELF-CYCLED ASSISTED
REPRODUCTIVE TECHNOLOGY PROCEDURE

Introduction

This chapter presents the experiences of clients who were undergoing
ART procedures. It specifically draws experiences from clients who had gone
through self-cycled ART procedure and were awaiting pregnancy tests. Socio-
demographic characteristics such as age, education, religion, occupation,
income, marital status, duration of marriage and number of years spent on
alternative medications have been examined. Socioeconomic characteristics of
clients have been presented in Table 4.
Socio-demographic Characteristics of Clients Undergoing ART
Treatment

Table 4, shows the summary of socio-demographic characteristics such
as age, education, religion, occupation, income, marital status, duration of
marriage and number of years spent on alternative medications.
Age of Clients
From Table 4, the ages of ART clients who were interviewed for the study cut
across the reproductive ages. The youngest who patronised ART services was
26 years while the oldest was 49 years. Ten (10) clients fell within the age
bracket of 35-39 years whiles 6 were identified to be in the ages of 40-44
years and 4 falling into the age bracket of 45-49 years. All the ART users were
in their reproductive ages. However, more than half of clients were in their

third decade of life without children.
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Educational Level of Users

Education is considered as one of the key factors that is likely to have
influence on users in terms of access to information about ART procedures
and practices. From Table 4, half of ART users (N=13) had attained tertiary
education followed by nearly a quarter (N= 6) that had attained secondary
education. Five clients had completed basic education (Primary and Junior
High/Middle Schools) whiles one client had no formal education. Critical
analysis of the sample indicates that ART is accessed by all manner of clients
with different educational levels. This could be explained that infertility
affects every individual no matter the educational level. The higher number of
clients with tertiary education could mean that they have access to information
on infertility and treatment options and could also afford the treatment cost
because they might be gainfully employed. The pursuit of higher education
might have also taken women beyond the critical periods
Marital Status of Users

Twenty (N=20) clients during the period of interview indicated that
they were married except two. The clients who were not married indicated that
they were in stable relationships and their ability to conceive could result in
marriages. This probably explains how important children are in marriages.
Years Spent on Alternative Medications before the Use of ART

Ten women who utilised ART services had spent between 5-9 years on
alternative treatment for infertility from different sources which included
herbalists and spiritual leaders before attempting treatment with ART. Another
8 women had spent 1-4 years compared to 5 women who had spent between

10-14 years. Only 2 women had spent 15 years and above on alternative
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treatment from the same sources without success. The data shows that quite a
significant number of women try to give birth in their first 10 years of
marriage probably because it is an expectation by the society. However, the
desire declines as they advance in age perhaps due to age related
complications and menopause. It could also mean that women give up the
hope to have children when they try unsuccessfully.
Religion of Users

Religion is one of the factors that influences the utilisation of ART
among the infertile population. It has the tendency to determine access and the
kind of technology or practice to be used by clients. Out of the 25 users who
were involved in the study, 9 belonged to the Protestant fellowship followed
by the Charismatic group (8). Roman Catholics constituted 5 and Moslems, 3.
No client belonged to the Traditionalist group.
Occupation and Income of Users

Occupation was considered as a factor that could influence clients’
decision to use ART because it has a direct relationship with income. The type
of work could also indicate whether users would have enough time or give up
their work temporarily or permanently to go through the ART procedure since
it required time. Half of the clients (13) were engaged in Business/Trading
Activities followed by 10 users who were Civil/Public Servants. One client
was unemployed.
Income of Clients

Majority of the respondents (21) failed to disclose their monthly and/or
annual income levels. Thirteen of the respondents indicated that they did not

know how much they earn from their business activities at the end of the
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month or year. They mentioned that they always reinvest the money they
accrue into their businesses. Seven respondents expressed their unwillingness
to disclose information about their income. One of the respondents was
unemployed. The few who disclosed their annual income received between
GHC 21,600 and GHC 30,000 annually.

Table 4: Socio-Demographic Characteristics of Users

Socio-demographic Character Frequency
Age

20-29 years 2

30-34 years 3

35-39 years 10

40-44 years 6

45-49 years 4

Educational Level
No Formal Education
Primary

JSS/Middle
Secondary

Tertiary

Marital Status
Married 23
Unmarried 2
Years spent on alternative medications before the use of ART

1-10 years 20
11+ years 5
Religion

Roman Catholic
Protestant
Charismatic

Moslem

Occupation & Income
Manufacturing
Civil/Public Servant 10
Business/ Trading 13
Unemployed 1

—_ O\ A==

W o0 \O W

Source: Fieldwork, 2017

The chapter further examines themes and categories based on clients’
decision to seek medical treatment through the use of ART, information about
the treatment procedure and informed consent, cost of accessing ART, self-

reported health risks associated with the treatment and other experiences.
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Themes obtained from the interviews are presented in Table 5. Themes
developed from experiences of women who were seeking ART treatment
included reasons for seeking ART intervention, source of information on
ART, cost of ART, source of funds for ART procedure, content of
counselling, consent, self-reported health and other implications of ART on
users were the main themes obtained. See Table 5 for detailed description of
themes and categories which have been used for analysis.

Table 5: Themes and categories obtained from women seeking ART

Themes Categories

Reasons for seeking ART intervention
e Embarrassment/stigma for
not having a child after years
of marriage
Failure
Pains
shame
Pressure from spouses, family
and in-laws
Depression
Aging

Source of information on ART

Internet

Family and friends

Pastor

Television

Magazines and news papers
School

Cost of ART
e $3500-$9000
Affordability of cost
e Very expensive
e Normal cost
e Don’t care about cost
provided the procedure is
successful
Source of funds for ART procedure
e Personal savings

e Spouse
e Parents and other family
members

e Sold personal asset
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Table 5 continued

e Borrowed from bank
Content of counselling
e Information about the entire
ART procedure
e Information about cost
e Information about side
Effect
Consent
e Just signed without reading
e My spouse signed on my
behalf
e  Was given
Self-reported Health and other implications of ART on users
e Weight loss
Weight gain
Joint pains
Anxiety
Abdominal pains
Changes in menstrual flow
Weak and always sleeping
Normal had no side effect
Interfered with daily course
of work
e Interfered sexual life

Source: Fieldwork, (2017
Reasons for Seeking ART Intervention

Individuals’ decision to seek medical intervention for infertility
condition is influenced by a number of factors. From the interview,
respondents cited a number of reasons for seeking ART treatment. Mainly, it
emerged from Table 5 that delays in getting children after long years of
marriage was a major driving force. Again, while the fear of entering into
one’s menopausal age would prompt them to seek for a medical support,
demands from spouses and/or family members, as well as quarrels, shame and
pain were also realised to be influential in respondents’ decision to seeking for
ART treatment. For instance, a respondent who took the decision to utilise
ART services due to the embarrassment she was going through as a result of

delay in having children said:
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‘It is very embarrassing when you marry for years and you are not
able to give birth. My husband picks up quarrels with me on the
slightest issues at home. He sometimes abuses me and tells me that he
has regretted marrying a fellow ‘man’ especially when he drinks. 1
have cried a lot and I think enough is enough. I have prayed, consulted
Malams, Traditionalists and the situation is still the same. I am very
sure that going through ART treatment will help me to get a baby else,
I will kill myself one day to end all these embarrassments’.
(A 48year old client)
A respondent who went through pains and shame and at a point decided to
take her life narrated her experience:
Pains and shame from my friends, family and neighbours forced me to
utilise ART. Let me tell you one of several incidences that nearly
caused me to hang myself. One day, I bought food and did not buy fish
because I thought I was okay. This food vendor told me that I don’t buy
paracetamol syrup, I do not pay schools fees for any child and yet 1
cannot buy common fish for my food. In fact, I could not eat the whole
day... I cried and asked God a lot of questions. From that day, |
decided to use whatever means possible to have a baby’.
(A 43year old woman)
Another respondent who did not have children after 22 years of marriage had
this to say:
‘After 22 years of marriage we have not seen anything... I am getting
old.. We need to have at least a child who will inherit our property.

Because my husband and I have worked hard to acquire some wealth, 1
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have been accused of using my children for money ritual. I think about
it a lot and have realised that seeking ART services may help us’.
(45year old client)
Sources of Information on ART Availability and Preferred Facility
Access to, and source of information help users to decide whether to
seek ART treatment and which facility to seek treatment from. Similarly, it
helps clients know the kind of treatment to use and whether or not, a client
would move from one service provider to the other. Data gathered from this
study from Table 5 revealed that respondents got to know about ART from
family and friends, 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 on the use of ART... It was after the
discussion that we got to know that his twins were born through the
use of ART. In fact, we became encouraged and quickly went to the
facility he had his children for enquiries’
(45year old client)
Another 33year old respondent who had information on the internet had this to
say:
‘My husband and I read about ART on the internet. After sometime,
reading and discussion on ART became a hobby we performed every
evening. He accompanied me here [to the facility] to ask a lot of
questions that we did not understand when we read on the internet. 1
became convinced that I will get a child’.

(33year old client)
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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 the television... I did know [ will ever use this

technology’

(A 36year old client)

Cost and Affordability of ART Services

Cost and affordability of ART procedure is considered as one of the
key variables that affect individual’s or couple’s utilisation (Connolly et al,
2009). Costs related to ART treatment is categorised into direct; (cost incurred
during the provision ART treatment) and indirect; (cost that is borne after the
use of ART treatment) (Connolly, Hoorens & Chambers, 2010). For the
purpose of the study, direct cost was considered. Direct cost is all the
payments that are made from the beginning of ART processes to the end of the
procedure. These payments among other things may comprise medical
consultations, medicine, laboratory services, the medical procedure including
retrieval of oocyte, fertilisation and transfer of embryo and other charges.
Affordability on the other hand, refers to how much users could spend on the
provision of ART services. Cost of going through ART varied from one
facility to the other. From Table 5, majority of the women (20) complained
about the high cost of going through ART treatment. For example, a 34year

old respondent recounted how much she paid for the ART procedure:
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I paid $3,550 (Ghc 15,750.00) for my treatment... In fact, I never
expected that the cost could be so high but when I could not rescind my
decision for the treatment, I had to find money and pay because it was
the only way that could save my marriage.
(34year old client)
Another respondent had this to say about how much she paid for the ART
treatment:
‘The cost for 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...’
(37year old client)
A respondent who had no problem about the cost of treatment provided the
procedure was successful had this to say:
I have spent about 89000 (Ghc 40,500) so far. Although it is very high,
I don't care about cost. I am ready to invest all my money and wealth
to have a baby; I don't care about money at all provided I will be
successful...’
(A 49year old client)
Sources of Securing Funds for ART Treatment
The cost of accessing ART has been a challenge to many seeking the
service; especially couples in developing countries including Ghana (Dyer &
Patel, 2012). For example, it was found that the cost of going through ART
treatment was more than half of an average individual’s annual income in
developing countries (Collins, 2002). Similarly, Donkor and Sandall (2007)

also estimate the cost of one IVF procedure in Ghana to be equal to one and a
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half year’s salary of a nurse. Due to this reason, respondents sourced money
from different avenues to pay for their infertility treatment with ART.
Particularly, respondents sourced money from parents, friends and loans from
the bank or sold their property in order to pay for their ART treatments (see
Table 5). A respondent who sourced money from parents, friend and through
her personal savings before she was able to access the treatment narrated that:
I sourced money from my parents, friends and through my personal
savings. My husband told me he has no fertility challenge and so he
did not pay a pesewa...’
(A 36year old client)
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...’
(A 40year old client)
A respondent who took a bank loan in order to have the ART treatment done
had this to say:
‘[ took a loan from the bank in order 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. My only prayer is that God grants me my request
because the cost is too much’
(48years old client)
Counselling
Counselling is integral part of the ART services and processes. The

study identified that counselling was offered to clients before, during and after
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the procedure. Generally, counselling is centred on the entire ART procedure,
cost of the procedure and success rate of ART. The counselling session also
offers clients the opportunity to ask questions concerning the entire procedure.
Women shared aspect of the entire counselling procedure and how satisfied
they were with it. For example, a client who received counselling and was
satisfied had this to say:
‘I was counselled that the treatment procedure was not 100percent and
some of the possible implications. On the whole, I was satisfied with
the counselling process because I was able to get answers to questions
that bothered me’.
(33year old client)
A respondent who was taken through the counselling processes was also
satisfied and recounted how she got to know more about the treatment
procedure:
‘I was taken through counselling on the whole ART procedure... It
included the drugs, retrieval of gamete and preservation of excess
gametes and embryo. The counselling session was okay. It took my
fears away’.
(A 37year old client)
A 34year old client who could only remember the counselling on cost and
payment mentioned that:
‘I was satisfied with the counselling. 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 once it’s paid to the facility... I became
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scared and so I did not listen to the rest of the counselling even though
I was in the counselling room’.
(34year old woman)

Consent

After clients had gone through the counselling processes, it was
mandatory for them to sign the consent form to affirm their willingness to
comply with the rules to go through the procedure. Service providers were
keen on ensuring that clients signed the consent form because it was perceived
as a legal document that detached service providers from any legal
complications that may occur during and after the procedure. Evidence from
Table 5 indicated that, majority of respondents perceived the consent form as a
mere paper that required their signatures before the whole procedure starts.
Others could not read and write and so the consent was signed on their behalf
by their spouse. A client who out of frustration did not want to see the consent
form in her home had this to say:

‘... I just signed a copy of the consent form for the hospital that is all. I

don’t need the consent for anything... It will always hunt me whether [

become successful or not’

(A 30year old woman)

Another respondent who was not interested in the content of the consent form
but just appended her signature because of the frustrations she was going
through explained that:

‘I was given consent form to sign but I did not read at all. All that 1

looked for was where to sign. I signed and returned it to the doctor...1
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was very mush frustrated and wanted the process done. That is all 1
needed’.
(36year old client)
A 40year old client who could not read and write but was handed a consent
form said:
‘We were given some form to sign after the counselling processes. |
cannot read and so my husband signed the form. I do not remember the
exact things the document contained’.
(40year old client)
There were other respondents who did not sign any consent form because they
were not given by service providers or they were not aware of such forms. For
instance, at Tema Women’s Hospital, a respondent who did not sign any
consent form before going through the processes said:
‘[ was not given any consent form to sign and I was also not aware
about it... I think they might have forgotten about it’
(40year old client)
Another respondent who thought her infertility condition did not demand the
signing of a consent form had this to say:
‘The counsellor promised giving me a consent form to sign but I have
not been given up to now... maybe my condition does not demand the
signing of the consent form’.
(36year old client)
Self-reported Health and other Implications of ART on Users
The use of Assisted Reproductive Technologies has resulted in the

treatment of millions of infertility cases. Nevertheless, the use of the
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technology has been perceived to have resulted in varied health challenges
especially to women. For example, Anderson & Brruchalski, (2004) have
described the use of ART as “anti-women” due to the numerous health risks
associated with medications used in the process, complications due to
pregnancy and multiple foetus problems associated with high failure rates the
technology poses to women. From Table 5, two major categories of
implications of ART treatment were reported by respondents. The first
category was physical implications which included anxiety, weight loss, body
pains and changes in menstrual flow. Some of these health-related
implications are shown in the expressions below:

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

medications...

(34year old client)
Another client who felt dizzy and sleepy anytime she took the prescribed
medications had this observation:

The only thing I observed was that anytime [ took the injection, I felt

dizzy and sleepy. This affected my work’.

(28year old client)

Apart from the medical implications of going through ART, there were
also some socio-economic implications for using ART treatment. The
treatment required clients to stay in the facility for a period of time not less
than five days after the transfer of the embryo. For this reason, clients who
were unable to go to work indicated that the treatment had effect on their job.
For instance, for fear of losing their jobs, some of these respondents would

work with their laptops while receiving treatment at the facility. These
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responses confirmed this assertion during an interview in a facility in Accra. A
respondent who was working even when she was at the hospital because the
period of treatment coincided with payment period of her workers said:
‘Do you see my laptop? I am busily working because this is a busy
season at work. I shouldn't have been off during this period but here I
am undergoing this procedure. I either sleep or sit on the bed with my
laptop. I may lose my job if I don’t do this.
(33year old client)
Another client who had to prepare the time sheet 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 time sheets and
salaries of the staff. This period is my busiest time at work and so as |
am here, I don’t know what will happen. I sometimes think about it but
getting my baby is more important to me’.
(37year old client)
Other respondents who took their annual leave and permission from their work
places 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 confirmed that:
‘I took my annual leave before I started the procedure...The treatment
has not affected me in anyway because I have handed over properly to
my next in command’

(36year old client)
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A 37year client who took an excuse duty note from the hospital to her boss
had this to say:
‘The treatment would have surely affected my work but as I have
moved to Ghana, I took one-month vacation leave so there is no
problem. I have also taken another one-month excuse duty note from
the Doctor to my Boss...’
(37year old client)
Other respondents reported that they were psychologically disturbed. This was
because they were thinking about the success of the procedure especially when
they were waiting for pregnancy test after the transfer of the embryo. 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 is too much for
me. It gives me sleepless night and this has affected me
psychologically. I wish the pregnancy test could be done as soon as the
embryo is transferred’.
(35year old client)
Other respondents who went through the entire treatment procedure did not
feel any side effect as a result of going through ART treatment. A 40year old
respondent who went through the treatment procedure without any
complication shared her experience:

1 did not encounter any problem going through the ART treatment. Life
was so normal for me as if I had gone through any treatment
procedure. Sometimes I become surprised when others in the recovery
room complain about dizziness, abdominal and bodily pains

(40year old client)
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Discussion

In the Ghanaian society, parenthood is considered as an important life
event. Due to this, infertility is often not expected. The experience of infertility
is therefore considered as crisis by the society (Donkor & Sandall, 2007). The
implication is that individuals who experience infertility must seek treatment
for various reasons. For example, some women indicated that they were
embarrassed by their infertile condition after long period of being in marital
relationships. The source of embarrassment could be attributed to the extended
family system that perceives that the family grows when individuals in the
family begin to procreate (Pequegnat & Bell, 2012). To such an individual,
parenthood is a lifetime goal that must be fulfilled. Again, the belief that the
purpose of marriage was not complete until couples procreate could also serve
as a source of embarrassment especially to the women who are without
children (Horbst, 2010). Pressure and abuses from spouses, friends and in-
laws were also observed to have influenced the decision to seek ART
treatment. These findings corroborate the ten decision points in the Help
Seeking Theory by Mechanic (1978). These decision points predict how
individuals affected by conditions such as infertility will take treatment
decision. First, the individual affected by any condition considers the salience
of deviant signs and symptoms; second, the individual’s perception of
symptom severity; third, the interruption of the individual’s daily life as a
result of the illness; fourth, the frequency of symptoms and their persistence;
fifth, the individual’s tolerance of symptoms; sixth, the individual’s
knowledge and cultural beliefs about the condition; seventh, denial of the

condition as a result of basic needs; eighth, whether or not response to the
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conditions disrupts needs; ninth, alternative interpretations of symptom
expression; and finally, treatment availability (location, economic cost,
psychological cost) and treatment resources.

Furthermore, the behavioural model by Andersen & Newman (1973)
supports the decisions why women sought ART treatment. The import of the
model is that individual’s decision to seek treatment including infertility
depends on three interrelated factors: (a) predisposing factors (i.e. age, gender,
socioeconomic status, health beliefs); (b) enabling factors (insurance, poverty
status, access to medical care, and other individual, family, and community
resources) and (c) perceived and evaluated need (such as 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 influenced by their role in society as well as the
existence of the needed services at that particular time.

Sources of information about the availability of ART to clients varied
considerably. 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 satisfied clients, friends and members of
social networks. This finding supports the Network-Episode Model (NEM) of
health care utilisation which was developed by Pescosolido (1991; 1992). The
model describes the influence of the interaction between an individual and his
social networks in seeking health care. These social groups could be the
source of information about the treatment of the condition and may also
provide emotional as well as financial support when the need arises. Also,

utilisation of ART could be influenced by the decision of an individual’s
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social relations which could be internal (family) or external influences (friends
and other social groups).

Cost of using ART services in Ghana was observed to be high and
varied among the various facilities. A similar observation made by Chambers,
Sullivan, Ishihara, Chapman & Adamson (2009), indicated that the high cost
of utilising ART could serve as impediment to a lot of couples who are faced
with fertility conditions. Again, Huddleston, et al., (2010) identified that the
cost of accessing ART service had been acknowledged as a potential cause to
limit couples who had lower socioeconomic status. It was also found that the
cost of infertility treatment was excessively expensive that couples who
patronised infertility treatment encounter financial difficulty and, in some
cases, abandoned the idea. Other studies have also identified that the treatment
cost in low income countries including Ghana could cost more than half of an
individual’s yearly income (Dyer & Patel, 2012; Donkor & Sandall, 2007).

Despite the high cost of accessing ART treatment and services in
Ghana, couples who needed babies had to save, borrow and even sell their
asset in order to get money to go through the procedure. The implication of
this is that individuals who go through such ordeals will be very disappointed
when the result is not positive. Again, other people who are faced with
infertility challenges and have limited financial resources cannot utilise ART
to meet their parental desire. This is related to previous studies that identified
that the cost of accessing ART service has a potential cause to limit usage by
women with lower socio-economic status (Chambers, Sullivan, Ishihara,

Chapman & Adamson, 2009; Huddleston, et al., 2010).
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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 may result
in increased physical and psychological effects on couples. Studies have
confirmed that women who go through unsuccessful cycles suffer the most
due to the invasive and expensive treatments they go through. (Moragianni &
Penzias, 2010; Volgsten et al, 2010). Other studies have also established that
stress accompanying infertility and its subsequent treatment may also have
effects on prospective couples even when they become successful with the
treatment procedures (McLernon et al, 2010; Setti et al., 2011).

Despite this condition, infertile couples did not report anxiety and
depressive symptoms to the medical teams of these hospitals. It appears that
clients considered these symptoms as normal which accompany the use of
ART treatments. Others may not disclose these symptoms because complaints
about the symptoms could probably lead to the postponement or cancellation
of the procedure.

Self-reported implications of going through ART treatment were also
identified by the study. Adversely, 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 leave 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 the demands from work conflicted
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with the psychology and time needed for people who went through ART
treatment. Support from workplace and job flexibility 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
infertility condition due to the societal perception about infertility

Some women who went through ART treatment complained of
experiences such as having lost weight, others gained weight, had sleepless
nights, joint pains, whole body pains, breast tenderness while others bled.
These conditions may be linked to the medication aspect of the treatment. The
general medications and other hormonal drugs used to treat infertility may
cause a variety of psychological side effects in women. These may include
sleeplessness or interruptions, mood swings, depression, mania, irritability,
and thinking problems (Courbiere, 2011).

Conclusion

The chapter explored the experiences of clients who had gone through
self-cycled treatment and were waiting to be tested for pregnancy. It became
apparent from the discussions that couples go through various experiences
before they finally decide to use ART services. The decision to use ART is
influenced by both physical and psychological consequences such as anxiety,
depression and low self-esteem.

In most cases, couples anticipate ART treatments to be successful, safe
and free from any physical or emotional effects. Others become anxious about
the medical procedure and this requires counselling from professional
counsellors who are attached to the hospital. The counselling processes were

carried out before, during and after the treatment procedure and it highlighted
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the entire procedure of treatment and their implications, cost, success rate and
how treatment may influence daily course life. Counselling was also a medium
for information gathering and critical exploration of the procedure which may
influence couples’ decision making. Clients who went through the counselling
were satisfied because they got to know more about the treatment procedure
while others alleviated fears associated with going through the treatment.

Self-reported health effects of going through ART treatment were also
evident in the discussion. Conditions such as lost and weight gain, sleepless
nights, whole body pains, breast tenderness and bleeding were reported. Daily
course of work was also affected. However, most women did not consider
these factors as impediments to achieving the gender and social roles of being
mothers.

The next chapter focuses on the experiences of women who have
achieved motherhood status through the use of assisted reproductive
technologies. An attempt was made to establish relationships between women
who have achieved motherhood through the use of ART and the rest of the

society.
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CHAPTER EIGHT
EXPERIENCES OF WOMEN AFTER DELIVERY WITH ASSISTED
REPRODUCTIVE TECHNOLOGY

Introduction

The chapter explores the experiences of women who have successfully
delivered through the use of ART. Precisely, relationship with the husband, in-
laws, own family and the rest of the community before and after child birth
were explored. Furthermore, the kind of support women received in their
pursuit to have babies, how their babies were born, how it feels to be a mother
and the intention to give birth to other children through ART were also
investigated. Lastly, the change women have experienced ever since they
delivered and how they intend to help other women who are faced with
infertility were also investigated. Results have been presented in Table 6.
Socio-demographic Characteristics

Socio-demographic characteristics discussed under this section
include, age, education, religious affiliation, marital status, and the number of
years spent on other alternative treatments before the use of ART. These
characteristics were considered to determine their relationships with the use of
ART.
Ages of mothers

From Table 2, the youngest who delivered through the use of ART was
38 years whiles the oldest was 53 years. Three women who had delivered
through the use of ART were 45 years each. One person each represented the
rest of the age categories. This result supports the finding of Kocourkova,

Burcin, & Kucera (2014), who identified that most women who seek assisted
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reproductive technology (ART) treatment is as a result of age-related
infertility (Balasch, 2010).
Education Level of Mothers

Education is considered as one of the key factors that is likely to have
influenced users in terms of access to information about ART procedures and
practices. All respondents had some form of education ranging from Junior
High/Middle schools to tertiary education. From Table 4, half (5) of the
women who had delivered through the use of ART had completed Junior
High/Middle Schools. Four clients had completed tertiary education while one
person had secondary education. The high number of clients with education
could mean that they have access to information on infertility and treatment
options and could also afford the treatment cost because they might be
gainfully employed.
Marital Status of Mothers

During the period of interview, all respondents were married except
one who had lost the husband before the child was delivered. The trend may
mean that childbearing in marital relationship is very key among Ghanaians.
As a result, infertile couples may go through pressure from the society and so
they try to avert their infertile situation through the use of ART.
Years Spent on Alternative Medications before Giving Birth

Infertility is explained as absence of pregnancy after a year of being in
a stable relationship and having unprotected sexual intercourse with a
particular partner. Despite this definition, women spent longer periods before
seeking treatment through the use of ART to have children. The least years

spent by a woman to have the first born through the use of ART was 4 years
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whilst another woman spent up to 22 years. Three respondents had spent 10
years each before they had their first born through the use of ART.
Religion of Mothers

Religion influences the choice of a particular ART technique by
clients. Table 4 shows that 5 women who delivered through the use of ART
belonged to the Protestant group followed by the Charismatic group (3).
Roman Catholics and Moslem constituted 1 each. No client belonged to the
Traditionalist group.

Table 6: Socio-demographic Characteristics of women who delivered
through ART

Socio-demographic Characteristics Frequency

Age

38

39

40

45

46

47

49

53

Educational Level

JSS/Middle
Secondary
Tertiary 4
Marital Status

Married

Widowed

Years spent on alternative medications before giving birth

e e L VS R N Y

n =

— O

4 years

10 years
11 years
12 years
13 years
16 years
20 years
22 years

e T e T e T e L 'S Y
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Table 6 continued

Religion

Roman Catholic
Protestant

Charismatic

Moslem

Source: Fieldwork, 2017

—_— W W =

In Table 7, themes and categories obtained from women who delivered
through the use of ART have been presented. The main themes obtained
included women’s relationship with spouse and family before and after giving
birth through the use of ART, method of delivery, motherhood experiences,
intention to deliver again and integration into the bigger society.

Table 7: Themes and categories obtained from the interview with women
who delivered through the use of ART

Themes Categories

Relationship with spouse and family before delivery

Stigmatised
Hostile attitude
Names calling
Quarrels

Pains

Shame

Total confusion
Blames and insults

Relationship with spouse and family after delivery

Happiness
e Husband supports in
household chores
e Husband has
stopped seeing other
women
e Have gained respect
from spouses’
family
Support received from family, friends and neighbour
e No support came

anywhere
e Received prayer
support
e Received
encouragement
e Received advice
Method of delivery and reason Caesarean section
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Table 7 continued

Motherhood experience

e Motherhood is a
great feeling

e Motherhood is the
sweetest

e Motherhood
makes a complete
woman

e Motherhood is an
interesting
moment in life

e [t simply feels
good to be a
mother

Intention to give birth again
e  One child is lonely

e [ have a boy, I
want to have a girl

e [ want two or
more so that they
can care for me
when [ am old

e Because of the
privileges I
enjoyed when [
was pregnant

e No because [ am

old
e No because my
husband is dead

Integration into family and society

e Counted among
mothers

e Able to attend
community
functions

e My voice is heard

e QGained respect from
in-laws

e Respected in the
society

e Hostile because of
the death of my
husband

e Accused of killing
people for birth
rituals

Source: Fieldwork (2017)
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Relationship with Husband before Childbirth
Due to the premium put on children in the Ghanaian society, marriages
without childbirth are regarded as a serious challenge that affects the couple,
their families and the society at large. For example, a woman had this to say
about her relationship with her husband before she gave birth:
‘My husband was very supportive. He took me to wherever we heard
we could be assisted to get a baby even till we heard about IVF...’
(49year old woman)
A 40 year old respondent whose husband regarded her inability to conceive as
a punishment from God because she refused to be a Catholic sister shared her
experience:
‘My husband told me that my situation was a punishment from God
because I stopped from the seminary to get married to him.... I totally
regretted my action but it was too late for me to go back... The man
who persuaded me to leave the seminary now turned against me and
tells me that I will never give birth... I knew my end had come and so 1
prayed to God for forgiveness’
(40year old woman)
Another respondent whose husband always picked up quarrels with her
because she was not able to conceive had this to say:
‘[ always quarrelled with my husband because we had married for 7
years without a child. He had already told me that he did not have a
child in his previous marriage so I knew the problem came from
him..."

(38year old woman- IDI)
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Relationship with In-Laws before Childbirth
A respondent who received support from the mother in-law till she conceived
and gave birth had this to say:
‘My mother in-law was the best woman I have ever met in my life.
After 7 years of marriage without a child, she realised there was a
problem. She took me to wherever she heard I could be helped till we
got to know of ART treatment’
(A 45year old woman)
Another respondent whose in-laws pressurised her and threatened to marry
another woman for their son in order to have a child shared her experience:
1 did not have it easy with my in-laws at all. My husband is a chief and
so custom demanded that he gets a child preferably a son to succeed
him in future. My in-laws always pressurised and insulted me to give
birth. They married another woman for my husband to give birth to
family in order to preserve their lineage.
(A 45year old woman)
Couples who delayed in having children were perceived to witches/wizards
and sometimes are labelled as such by their families and neighbours. Some
women recounted the challenges they had with their neighbours and
communities when they had no children. For example, a 49year old
respondent who was called names shared her experience:
‘I have suffered a lot from the hands of my neighbours. Sometimes they
called me names and insulted me with my infertility condition...’

(49year old mother)
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Another respondent who was accused of being a witch who had killed the
husband had this to say:
‘People referred to me as a witch who had eaten all her children in the
womb and killed the husband too...’
(45year old mother)
Child Delivery
Many of the respondents who gave birth had advanced in age. The
youngest among them was 38 years while the oldest was 51 years. To this
group, spontaneous delivery was mostly difficult. All respondents interviewed
mentioned that they delivered their children through caesarean section s (CS).
From Table 7, various reasons have been cited as the possibilities why
women who give birth through ART go through caesarean section s. For
example, a 45year old mother narrated that:
‘After going through all the treatments, the pregnancy is so precious to
me that I do not want to take any risk going through the spontaneous
delivery and related complications.’
(A 45year old woman)
‘I am old, and I am afraid that I may find it very difficult to deliver
spontaneously’
(A 53year old woman)
‘For medical reasons the doctor advised me to deliver through
caesarean section so that I can deliver safely without encountering any
complications.’

(A 49year old woman)
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Motherhood

In the Ghanaian society, motherhood is celebrated. As a result, women
employ various means to achieve motherhood because of the importance
attached to children. Mothers expressed their feelings about motherhood. A
47year old mother had this to say:

‘Being a mother is the ‘sweetest’. Recently, I felt sick and surprisingly
my little girl pulled the rosary and said Mummy let’s pray and you will
be okay. It was this period that I felt that being a mother was the best
thing to ever happen to me...’

(47year old woman)
A 45year old mother narrated the joy she had when her child first called her:

“...The very first day my child called me 'mama’, I felt so happy and
tears of joy flowed just like that. I said 'God thank you I have been
called mama at last’. I knew my name had changed from that moment
and I will be called mama for the rest of my life...’

(45year old mother)

Other women mentioned that motherhood has helped them to improve upon

their relationships with people in their neighbourhood. For example, a 40year

old mother stated that:
‘When people see and greet me, I feel so good and reply them with
ease and with all truthfulness. I always felt very bad when people
greeted and asked about my health and that of my husband and
children... There were situations where [ intentionally avoided greeting
people because they might ask of the health of my children which I did
not have by then...’

(40year old mother)
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Relationship with Husband after Delivery
After delivery, all women (10) confirmed that the attitudes of their husbands
changed. Husbands were caring, provided their needs and supported them in
caring for their children. A 40year old mother confirmed that:

‘The clock has turned; he is always with me. He spends most weekend

at home. He took his annual leave and helped me with household

chores. In fact, I never knew childbirth could change everything’.

(40year old woman)

Another mother whose husband started playing the role of a father had this to
say:

..My husband is now playing the role of a father. He has stopped

seeing other women and the care is great...’

(45year old woman)

Integration into the Family after Delivery

Motherhood is celebrated traditionally in Ghana especially when a
child is one week old. This marks the outdooring ceremony for the new child
and the mother. At this ceremony, the entire community and family members
come together to celebrate with the couple for going through pregnancy and
successful delivery. This is mostly done because motherhood is often seen as a
life-fulfilling goal and this brings joy and self-fulfilling satisfaction to women.
A mother had this to say about how she has been integrated into the

community after delivery:
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I feel very good in my neighbourhood and community. I am counted
among mothers...What is better than this? I now attend community
functions such as Parent Teacher Association meetings. My voice is
now heard among parents’.
(49year mother)
A respondent whose relationship with her in-law has become better shared her
experience:
‘My in-laws who were against me have now been closer to me. Some
have apologised to me that it was a way to force me to get a child for
their son...’
(38year old mother)
Other women had challenges with their families after a successful delivery
through ART. Neighbours who heard that the women had their children
through ART perceived that the couple had gone to either buy or adopted
babies. A respondent narrated how her relationship with her families and the
people in her communities had worsened after delivery:
‘My relationship with my family and neighbour has worsened after
delivery. They accused me of going to buy babies. This has forced me
to move from where I was staying...’
(45year old mother)
A respondent who lost her husband before she delivered shared her experience

on how she was accused of killing her husband for rituals:
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‘... Society is very wonderful; could you believe that when I delivered

after the death of my husband, my own family members and in-laws

accused me of using my husband for birth ritual? I never felt good and

I had to relocate to another part of the city just to avoid

stigmatisation...’

(45year old woman)

Intention to Give Birth Again

Women who gave birth for the first time indicated that they would like
to give birth again no matter their age. Evidence from Table 7 indicated that
women claimed that their neighbours and other people in the society have
perceived them to be infertile and the only way they could attest that they were
not was to give birth again. To others, they would like their neighbours to
know that they had voluntarily decided not to give birth and so a second child
will prove that. Others claimed that just a child was not enough because such a
child will be lonely at home. A mother narrated that:

‘... a second child is very much needed, it will prove to people that I
am not barren and I did not buy my baby...’

(46year old mother)
Another mother who did not want the child to be lonely in the house had this
to say:

‘I will be more than grateful to God to have another child... I don't
want my child to be lonely. Loneliness is not good and so I want him to
have other siblings so that they can think together and care for me
when I am old...’

(51year old mother)
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Other women who had multiple births did not have the intention to give birth
again due to their ages or had got their hearts’ desires. For example, a 50year
old mother indicated that:

‘I am now 50 years, I am not as strong as before and so I have to end

it. I am okay with twins’

(A 50year old woman)

Another woman who had delivered triplets had this to say about the intention
to give birth again:

‘I don’t have any intention to have another child. Triplets are okay for

me. Instead, God should give it to other women who are struggling to

have children’.

(45year old mother)

Discussion

The Ghanaian culture attaches great importance to the family,
community, and kinship groups at the expense of personal goals. As a result,
the family has a hand in who a family member marries and in some cases the
number of children to give birth to. Again, in the Ghanaian culture, children
are often believed to be the source of fulfilment of personal joy, marital
satisfaction and a way a wife becomes accepted into the husband’s family.
Due to these reasons, families and even the entire society have always been
hostile and stigmatise women who are faced with infertility. Family members
and husbands blame women and quarrel with them for not giving birth.
Several studies have reported these treatments that are meted out to women
when they face infertility in marriages (Nahar 2010, 2012; Nahar & Richters,

2011; Cui, 2010; Nachtigall, 2006). The consequences of these treatments on
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women include depression, isolation and stigma. However, it is not every
individual who attaches stigma to his/her health challenges such as infertility.
Most of the time, people adopt coping strategies to deal with their infertility
situation.

Coping strategies are the specific efforts, thoughts and behaviours used
to manage the internal and external demands of situations that are appraised as
stressful (Taylor & Stanton, 2007; Folkman & Moskowitz, 2004) However,
this unreceptive relationship changed immediately women gave birth. The
results showed that women gained social acceptance and became integrated
into the bigger society.

Women during their infertility periods may receive support that will
help them to cope with their situation. For example, some women received
instrumental and/or emotional support from families and friends which
influenced their decision to seek treatment. For the fear of being stigmatised,
other women either concealed their infertility conditions or treatment from
friends. This may motivate users to resettle in other locations in order to
maintain privacy and confidentiality of their ART usage. Given such
situations, it is common to identify that users may not even inform close
family members about the usage of ART procedure. This is probably due to
the societal perception about ART produced babies. Concealing infertility at
family gatherings was reported among women in Iran (Morshed-Behbahani,
Mossalanejad, Shahsavari & Dastpak, 2012). Similarly, Slade, O’Neill,
Simpson & Lashen (2007) in their study of the experiences of infertile women

established that revealing the process of treatment was negatively correlated
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with social support and was predictive of distress because of the stigma
attached to infertility.

All women who delivered through the use ART went through
caesarean sections. Several factors could influence this decision. First, all
respondents were advanced in age. It was also noted that conception after age
38 years was likely to be associated with instrumental deliveries and caesarean
sections compared to younger counterparts (Ludford, Scheil, Tucker &
Grivell, 2012). Other women perceived their pregnancy to be precious to them
considering the cost and the treatment procedures they had gone through and
would therefore not risk to go through spontaneous deliveries and its
associated complications. These women personally opted for caesarean
sections during delivery. Caesarean sections were also recommended for
women by the medical team because it was thought to be safer. This finding is
contrary to the findings of the American Society for Reproductive Medicine
(2012); Valji, (2010) that identified that caesarean sections were
recommended to women who had complications with multiple pregnancies.

The results of the study revealed that women who gave birth through
the use of ART had the intention to give birth again probably to fulfil the
fertility replacement principle. One other major reason for this intention might
be that women wanted to prove to the society that they were not barren and so
a second or third child will exonerate them from being perceived as barren.
For other women, it was necessary to give birth to two or more children so that
their homes will become lively while others maintained that two or more

children could better cater for them when they are old. However, other women
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who had delivered multiple children did not have any intention to give birth
again because they had got what their hearts desired.
Conclusion

From the discussion, most women faced hostile treatments from their
spouses, families and the entire society because infertility is frowned upon by
the Ghanaian society. However, these hostile treatments ceased as soon as
women achieved motherhood status. Again, most women who gave birth
through the use of ART went through caesarean section s to have their babies
mainly due to their age and in some cases based on the recommendation of
ART service providers.

Women who gave birth with the use of ART had the intention to give
birth again as long as their ages could permit them. Such women viewed
children as their ‘social security’ at old age. Others who gave birth to boys
wanted to have girls probably to fulfil fertility replacement principle.

The next chapter presents and discusses the religious acceptability of
assisted reproduction in Ghana. Specifically, how the various religious
ideologies have influenced the acceptability and usage of Western biomedical
treatment of infertility particularly through the use of Assisted Reproductive
Technologies. Practices such as donor services, cryopreservation, surrogacy

and the general usage of ART have been investigated.
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CHAPTER NINE
RELIGIOUS ACCEPTABILITY OF ASSISTED REPRODUCTION IN
GHANA
Introduction
The use of ART has generally become an accepted means which
couples that are faced with fertility challenges could employ to meet their
parental desires. Despite the improved usage and successes in western
countries, the extent to which the provision of assisted reproductive services is
accepted in Ghana has not been examined. This chapter explores questions
regarding acceptability and beliefs about ART in Ghana from Islamic,
Christian and Traditional faith perspectives and discusses the findings.
Themes and categories obtained from the religious acceptability of assisted
reproduction have been presented in Table 8.

Table 8: Themes and categories obtained from key religious figures on the
acceptability of ART

Themes Categories

Perception about the causes of infertility

Moslems God determines who is infertile
Christians God determines who is infertile
Traditionalists God determines who is infertile
Abortion
Curses

Punishment from God/gods
Treatment of infertility
Islam Seeking the face of Allah
Use of talisman
Washing the affected part

of the body
Church of Pentecost Seeking the face of God
Traditionalist Use of traditional/herbal
medicines

Acceptance of ART as treatment for infertility

Islam Accept treatment with
spouses own reproductive
resources (sperm and egg)
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Table 8 continued

Church of Pentecost

Traditionalist

Acceptance of donor gamete
Islam

Church of Pentecost

Traditionalist

Acceptance of surrogacy
Islam

Church of Pentecost
Traditionalist

Acceptance of cryopreservation
Islam

Church of Pentecost
Traditionalist
Use of ART by guys, lesbians and single women

Islam

Church of Pentecost

Traditionalist
Perception of children born through ART

Islam

Church of Pentecost
Traditionalist

Accept treatment with
spouses own reproductive
resources (sperm and egg)
Do not believe in ART
treatment

Do not accept donor
gametes because of
genetic and spiritual
implication

Disapprove because it has
ethical, social and
spiritual consequences
Disapprove because it is
against the will of God

Disallow because of
ethical reasons
Disapprove because it is
not biblical

Disapprove because it is
not natural

Accept cryopreservation
of spouses own gametes
Accept cryopreservation
of spouses own gametes
Disapprove

It is against the natural
way of giving birth
Disapprove because it
defeats the purpose of
marriage

Disapprove because it
against the wish of God

Legitimate child if born
with donor reproductive
resources,

Legitimate child
Illegitimate

Children may not be
normal

Children may grow and
have health challenges

Source: Fieldwork (2017)
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Perceptions about the Causes of Infertility

The belief of the various key personnel from the three main religions is
that infertility is a natural phenomenon. From Table 8, all the three major
religions in Ghana held the view that being fertile or infertile is determined by
the sovereignty of God as evidenced in the responses from the in-depth
interviews. However, the Traditionalists further indicated that infertility was a
curse or punishment for not being truthful in life. The Traditionalists also hold
the view that infertility could be the result of abortion at younger ages. For
example, a Traditionalist had this to say about the causes of infertility:

‘Abortion is one of the key causes of infertility in women. Gods punish

everyone who does an abortion. Let me use myself as an example.

When I was a young girl in the primary school, I became pregnant and

gave birth. In the middle school, I became pregnant again but this time

I aborted the pregnancy. Since then, I have never conceived again. |

have tried different medications but I have not been pregnant as at the

age of 57 years. Do I say it is God who made me barren? No! It’s
myself and probably gods of the land’.
(A Traditionalist, IDI)

A contradictory perception was held by the Christian and the Islamic
individuals on the teachings about causes of infertility. The Holy Bible and
Quran did not come out clearly on the causes of infertility. Though there were
characters in these Holy Books who had fertility challenges. The Chief Imam

explained:

179

Digitized by Sam Jonah Library



© University of Cape Coast

‘Islamic teachings mention that God did not create any individual to
be infertile but in marriage if childbearing becomes a challenge, the
couple must accept it as the will of God’
(Imam, IDI)
Similarly, a leader from the Church of Pentecost mentioned that:
‘It takes the Sovereignty of God to determine who gives birth and who
does not...’
(Church of Pentecost (COP), IDI)
Treatment of Infertility
Treatment of infertility is mostly influenced by one’s belief about the
causes and access to treatment options available. In most cases, people who
have fertility challenges seek various treatment options including the use of
traditional medications and religious assistance. Treatment in hospitals are
mostly the last resort probably due to the perceived cost, non-availability and
the perceived fear associated with the use of ART. From Table 8, different
opinions were expressed by the key religious figures. The Christian leader had
this to say about how Christian couples with infertility condition could be
treated:
‘We seriously believe that God gives children and so we always pray
and counsel our members who have fertility challenges to seek the face
of the Lord for their fertility challenges to be solved...During prayer
sessions, special prayers are said for such people’
(COP, IDD).
The Islamic leader had this to say about how infertility could be treated

according to the Islamic faith:
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‘The use of prayers which ‘blows off” ailment of any particular part of
the body that is affected is a means of treating conditions including
infertility. One can also use talisman or the wash of slate which is
referred to us 'Rubutu' in Hausa to heal all sicknesses including
infertility...’
(Imam, IDI).
Traditionalists presented different opinion:
‘Infertility can be treated with the use of traditional herbal
medications. I know a lot of women who have used traditional and
herbal medicine to treat their infertility...The children they give birth
are strong and healthy’
(A Traditionalist, IDI)
Perception about the use of ART as a Treatment Option
None of the religions abhor the treatment of infertility especially
among married couples. However, there were divergent views on the
acceptability of specific practices such as gamete donation, cryopreservation,
surrogacy and the use of ART by single or same sex couples among the key
religious figures. This might be due to the differences in the interpretations by
the various religions on addressing issues surrounding the utilisation of ART.
The Chief Imam remarked:
‘According to the Holy Qur’an, 23:5, Islamic laws approve attempts to
cure infertility among Moslems. In a situation where a man's sperm is
put together with the wife's egg by a doctor to assist them to have
children, Islam allows that...’

(Imam, IDI).
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The perception of the Traditionalists about the use of ART for infertility
treatments was doubtfulness:

‘I have heard that sperms and eggs could be collected and a child
created in a bottle for couples. To me, I doubt it if that is possible
...How can a human being be created by a fellow man?’

(A Traditionalist, IDI).
The Church of Pentecost upon seeing the need for the use of ART by its
members with fertility problems formulated a policy that could guide its
members:

‘...the church recommends the use of ART to needy couples provided
the egg and sperm come from the couple themselves. This is because
the Church believes that physical intimacy between a husband and wife
remains Biblical means of producing children...’

(COP, ID])

Gametes Donation

Gamete donation has been accepted by the players of ART industry as
one of the means of helping infertile couples especially those who have
problems in the production of viable oocyte and sperm to enjoy parenthood.
However, concerns have been raised that accepting donor gametes implies the
involvement of a third-party in the process of reproduction which may have
spiritual consequences because it is regarded as adultery (Kharb, 2007).
Excerpts from the interactions with key religious figures on gamete donation
are captured below. For example, the Church of Pentecost believes that
accepting donor gamete has spiritual influence on both the donor and the

recipient. The view of the Church is presented as:
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‘The Church does not encourage its male members to donate or sell
their sperms to needy couples. In the same way, women are not
allowed to either donate or accept oocyte from a fellow woman for
pregnancy purposes. Often times there are serious social, ethical,
psychological and even spiritual consequences that emanate from
using these services’
(COP, IDI)
The belief about the use of donor gamete has been captured as:
‘Islam does not allow gamete donation. We believe that there is
something genetic and spiritual about donated gametes and therefore
it is not allowed’
(Imam, IDI)
Surrogacy
It has been reported that surrogacy practices are on the increase all
over the world especially in developing countries including Ghana due to the
benefits derived from their engagement (Inhorn & Patrizio, 2012; Hudson et
al. 2011, Council for Reproductive Genetics & Gugucheva, 2010). However,
concerns have been raised about the acceptability of the practice in Ghana
probably because it lacks legal backing and creates the opportunities for the
exploitation of prospective surrogate mothers. The religious figure from the
Church of Pentecost had this to say about surrogacy services:
‘The Church’s position on surrogacy is that it discourages its members
from accessing surrogacy services or third-party methods in the ART
treatment. The Church does not encourage its female members to

donate or sell their eggs to needy couples. Female members of the
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Church are also discouraged from offering themselves as surrogate
mothers...~
(COP, IDI)

The Muslim leader added that:

‘Islam does not accept surrogacy. Instead, Islam allows adoption but

the adopted child must be identified to his/her biological parents.

Islam says the identity of an adopted child with respect to his/her

genealogy must be preserved’.

(Imam, IDI)

Cryopreservation

It has been noted that the process of egg retrieval especially is costly,
painful and invasive. Due to this reason, it may not be desirable for couples
who have fertility challenge to always repeat the process (Paulk, 2014). Again,
donor gametes may not be readily available at the time of need. It is therefore
prudent to store excess or surplus gametes for future use by individuals or
couples undergoing infertility treatment. From Table 8, this notion has not
been wholly accepted by the religious groups (Islamic, Pentecost Church,
Traditionalist) in Ghana. For example, the religious figure from the Church of
Pentecost believes that:

‘Cryopreservation is not accepted however;, whenever freezing

becomes necessary, the wife’s eggs and the husband’s sperms should

be frozen separately...and be used by the same couple at the time the

couple is alive’

(COP, IDI)
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The Chief Imam supported the Christian view on cryopreservation and further
explained that:
‘Because there is the possibility of death and divorce, cryopreservation
is not allowed. In Islamic laws, once there is a divorce or a spouse
dies, cryopreserved sperm or egg cannot be used by the surviving
spouse’
(Imam, IDI)
Utilisation of ART by Gays, Lesbians and other Single Individuals
Legislations in some countries have assented to the utilisation of ART
by gays, lesbians and single individuals. For example, Ethics Committee of the
American Society for Reproductive Medicine (2013), has promulgated an Act
for ART to be used by single males, gay and lesbian couples in the USA
probably due to human right issues. On the other hand, in Islamic countries
like Iran, Turkey and Lebanon, the utilisation of ART by unmarried persons,
gays and lesbians are strictly prohibited by law (Inhorn, 2012). In Ghana,
same sex marriages are also prohibited. According to the Church of Pentecost
Policy Guidelines on Assisted Reproductive Services:
‘The church does not accept these groups of people to access ART
services at all. The reason is that in God's own wisdom, He blessed a
man and a woman to come together as a husband and wife to
procreate. When same sex marriage is encouraged, it defeats God's
purpose of blessing marriage’.
(COP, IDI)
The Islamic leader had this to say about the use of ART by gays, lesbians and

single individuals:
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‘In Islam, there is nothing like a single mother or father. Islam is
radically against lesbianism and gay. This is against God's natural
way of giving birth...’
(Imam, IDI)
‘This act is an abomination. It is not part of our culture as a country.
How can two males or females give birth? God is against this and so if
we allow this as a country, God will punish all of us in this country’.
(A Traditionalist, IDI)
Acceptability of Assisted Reproductive Technology
Social acceptance of the practices and the procedure involved in ART
is a key factor that influences utilisation. It ensures that ART is recognised and
accepted as a credible procedure to help fertility challenged individuals to
avert their situations. It also guarantees that social supports are available to
individuals who have used ART and their offspring. On this issue, the Chief
Imam explained that:
‘I will recommend to couples who are faced with fertility challenges
the type of ART procedure that is accepted by Islam. I mean the
procedures that do not involve the use of third-party reproductive
resources. It is important to note that if a couple after exhausting all
means possible and there is still infertility, the couple must accept that
it is not a curse. Probably God knows why’.
(Imam, IDI)
The Church of Pentecost shared their stance on the acceptability of ART:
‘Church members who are faced with fertility challenge should seek

the face of God. The Church does not approve of surrogacy or third-
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party methods in the ART. However, it is recommended that, once a

baby is born out of surrogacy, that child should not be discriminated

against by the Church...’

(COP, IDI).

On the contrary, a Traditional herbal practitioner had this comment on the
acceptability of ART in Ghana:

‘I will not entreat people to use ART as a means of getting children.

The procedure is not from God. You may end up giving birth to a

strange thing that you cannot call a child...’

(A Traditional Herbal Practitioner, IDI).

Perceptions about Children Born through the Use of ART

Despite the increased usage of ART and the total number of children
born through the technology, many still have the perception that children who
are born through the use of the method may not be healthy due to human
handling the gametes and the use of drugs. The Traditionalist shared her
perception about ART born children:

‘I have not seen any child born through the use of ART but I doubt

whether they will be normal... I am sure the children we see around

who are handicapped may be as a result of the use of this new

procedure’

(A Traditionalist-IDI)

On how the leadership of the Church of Pentecost perceive children born
through the use of ART, it was clarified that:

‘Children born through ART services are recognised by the Church.

We dedicate them as long as it came from the sperm and egg of a
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couple. We pray with them and the children are accepted. We do not
show any form of discrimination to such children...’
(COP-IDI)

Contrary to the view of the Pentecost Church, the Islamic leader had this to
say about how the religion perceives children born through the use of ART:

‘Children born through ART services are legitimate provided couples

used their own gametes. On the other hand, if the child is born with

donor reproductive resources, he or she will be accepted but that child

will not inherit the property of the adopted father ...’

(Imam-IDI)

Discussion

According to the Church of Pentecost Policy Guidelines on Assisted
Reproductive Services, the Islamic teachings, and the belief of the
Traditionalist, infertility is determined by the sovereignty of God. Thus,
children are considered as gifts from God. Therefore, to have a child or not
depends on God’s will. However, the Traditionalist further perceived that
inability to have children could be as a result of one’s sins. It is perceived that
abortions, curses and evil spirits could cause infertility. This perception is in
line with Murdock’s (1980) supernatural ill-health causations. According to
Murdock, (1980), the causes of ill-health could be grouped into three main
categories with each having its own sub-categories. These are theories of
mystical causation (fate, ominous sensation and mystical retribution); theories
of animistic causation (soul loss, and spirit aggression); and theories of
magical causation (sorcery and witchcraft). The Traditionalist belief about the

causes of infertility is consistent with the animistic and the magical causations
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of sickness. Similarly, witchcraft, co-wives, envious neighbours, past lovers,
Voodoo, curses by ancestors or deities and evil spirits have been ascribed as
the traditional causes of infertility among Africans (Mabasa, 2002; Upton,
2001; Washija, 2001). The implication of this position is that individuals who
believe in the traditional causes of infertility may seek traditional and/or
spiritual interventions as treatment whiles others of orthodox medical
interventions such as ART. This means that religion and spirituality play a
very critical role in determining the meaning, causes and seeking treatment for
infertility.

Subjective stance was expressed by key religious figures about how
infertility could be treated. The use of herbal medication was mentioned as the
Traditionalist’s stance on the treatment of infertility. This claim has been
confirmed by Bardaweel et al (2013); Soladoye et al (2014) who asserted that
the use of herbal and/or complementary and alternative medicines (CAM)
could help significantly in enhancing fertility or in the treatment of infertility
conditions among couples. A similar observation was made by Adewunmi et
al (2012) in Uganda as women used herbal medications even before they
commenced orthodox medical treatment for their infertility conditions.

The key religious figure from the Church of Pentecost and the leader of
Islamic faith on the other hand believe that infertility could be treated by
seeking the face of the Lord. This position confirms the God-centric healing
model by Padela, Gunter, Killawi & Heisler (2012). The model postulates that
for an individual to gain good health there is the need for such an individual to
seek help directly from God. According to Padela et al (2012), this could be

done directly through prayer, supplication, and reading of the Qur’an/ Bible,
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or indirectly through God’s agents such as Imams or pastors and in some
cases, the use of both direct and indirect means. Moslems further indicated
that prayers could be used to ‘blow off” the particular part of the body that is
affected as a means of treating conditions including infertility. Again, the use
of talisman and the washing of slate which contains written portions of the
Quran could be drunk or used to wipe the affected part of the body for healing.

These practices have been described by some orthodox practitioners
such as ART service providers as a delay in seeking medical treatment to
infertility and partially the reason why most women who seek ART treatment
are aged (Kocourkova, Burcin & Kucera, 2014). Although successive cycles
in older women have been found to be possible, it is also ascertained that
advanced maternal age is associated with complications which may result in
abnormal fertilisation and development, such as implantation failure and
miscarriage (Schmidt et al, 2011).

Policy Guidelines on Assisted Reproductive Services of the Church of
Pentecost and Islamic teachings on the treatment of infertility accept the use of
ART to treat infertility among their members. However, there are conditions
attached to the use of ART for treatment. For example, Islam allows a
situation where a man's sperm is put together with the wife's egg by a doctor to
assist them to have children. This position is consistent to the Sunni Islamic
belief on assisted reproduction, which was delineated in a seminal “fatwa” in
1980 (Inhorn, Gurtin & Lanman, 2012). It indicated that artificial insemination
with spouse’s own sperm was permissible. The child that comes out of this
process is regarded as a legitimate child of the couple (Inhorn, Gurtin &

Lanman, 2012). A similar perception is held by the Pentecostal group. This
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group believes that the use of ART to treat infertility is allowed provided the
reproduction resources came from the couple who have fertility challenges and
used by the same couple.

Contrary to this view, the Vatican, for example, acknowledges the use
of ART as immoral and totally unlawful. In the view of the Vatican, utilisation
of ART such as IVF separates the human procreation from what God has
ordained as a means of having children; that is through natural sexual
intercourse between heterosexually married couple (Schenker, 2005). The
implication is that Catholics who are faced with infertility conditions could not
make use of ART but wait upon the Lord. Conversely, some Catholic moral
theologians have opposed this belief by the Vatican. For example, it has been
argued that couples who access ART as a remedy to their infertility situations
show marital faithfulness (Shannon, 2004). Again, couples who utilise ART
are doing what other couples are doing without ART, thus cooperating in the
creation of a new being from their love and their bodies (Shannon, 2004).
Similarly, the Christian Dental Medical Associations (CDMA) (2010) in their
Ethics Statements argued that aside natural conception and birth, married
couples who are faced with infertility challenges could pursue assisted
reproductive technology as a remedy to their fertility challenges. The Christian
Dental Medical Association argued that the successful application of the
various ART was a direct expression of God-given creativity and stewardship
in man. Christian Dental Medical Association found the use of medical
assistance in reproduction, especially the use of artificial insemination by
husband (AIH), adoption, freezing of sperm or eggs for future use by couple,

IVF, ZIFT and GIFT consistent with God's design for reproduction.
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The Traditionalist was doubtful about the use of ART. The
Traditionalist although had heard about the use of ART to treat infertility, did
not believe that was possible. The Traditionalist assumes that pregnancy
should be natural between a man and a woman without the involvement of a
third person or the use of technology. The Traditionalist pointed out that if
technologies are used to create human beings instead of the natural way, then
babies could be manufactured and their sex, complexion, height of such
children determined by man. In this way, man may be likened to God.

The use of donor gametes was strictly prohibited among the
Traditionalist, Moslems and the Christian denominations including the
Catholic and the Church of Pentecost. This assumes that the use of donor
gamete portrays a third-party’s interference in sanctified marriages. A similar
finding came up in a study, which purported that countries with Islamic sharia
laws prohibit the use of donor sperm for fertilisation processes (Albar, 2002;
Inhorn, 2003). Previous studies further indicated that any individual who
donates sperm or oocyte for Artificial Insemination purposes is regarded to
have committed adultery and cleansing is of key importance to such an
individual in Islam (Albar, 2002; Inhorn, 2003). Other studies also confirmed
that in most Sunni dominated countries, a ban on the use of donor gamete has
been enacted as a law and it is also against the code of ethics for medical
practitioners. Based on this reason, couple who demand this service are
refused (Hussain, 2003; Inhorn, 2003).

Similarly, three reasons have been cited why Christians must reject the
use of third-party gametes (Valji, 2010). First, according to Valji (2010), the

utilisation of ART violates the sanctity of marriage. The use of Assisted
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Reproductive Technologies involving a third-party gamete is morally regarded
as adultery since the Holy Bible indicates that procreation is only intended in
marriage (Genesis 1:28) and Christians who violate this declaration by God
suffer the displeasure of God (Genesis 16 and 30).

Further, the rejection of third-part gamete in the reproduction processes
by Christians emerged from the view that the act leads to exploitation of
human beings, who are created in the image of God (Gen. 1:26-27). These
exploitations come in the form of medical, psychological and socio-
economical risks. The final reason cited for the rejection of third-party gamete
donation by Christians is based on the belief that the use of ART does not
command respect for the rights of children born through the act.

It has also been argued that, there is the possibility that children who
are born through the use of donor gametes may not come into contact with
their true biological parents. This situation has been described as violation of
human rights (Burr, 2010; Sauer, 2009). Furthermore, Kharb (2007), posits
that “Most religions do not accept the impregnation of one's wife by the sperm
of a third-party, as it does not make the child one's own and it is regarded as
“illegitimate even in man-made laws . . . it is redefining the concept of family
and turning traditional notions of reproduction upside down” (2007, p. 4).
Based on these reasons, the use of donor gametes and other reproductive
practices that involve third-party resources should be abolished.

The Roman Catholic Church in particular has also cited two major
reasons why its members should shun away from the use of third-party
reproductive resources and ART in general. First, the belief that human

embryo is a soul that needs to be protected. The Church believes that all forms
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of ART services will expose human embryos to threats and dangers and are
therefore morally unacceptable. The Catholic Church believes that if human
embryo is produced, it must result in the birth of a baby. The second reason
for opposition to the use of ART by the Roman Catholic tradition is the belief
that procreation must only occur in the confines of sexual intercourse within
marriage between a male and a female. This means among other things, that
no third-party reproductive services/practices including surrogacy and gamete
donation should be sanctioned because they do not promote fertilisation from
sexual intercourse between couples (Winslow, 2006).

Despite this position, it is likely that individuals may defy these orders
to seek infertility treatment from various sources especially when results
delay. Again, the expectations to meet societal roles as parents may make
others defy religious and cultural beliefs and resort to other treatment options
that are deemed potent. Also, other denominations such as the Protestants,
Anglican churches and Judaism accept the use of ART because they are
perceived as promoting parenthood (Hynie & Burns, 2006). Therefore, it
cannot be generalised that all Christians must reject the use of third-party
resources in the procreation processes.

States involvement in the control of assisted reproductive practices
involving third parties has emerged recently probably due to the perceived risk
and other related factors such as exploitation and human right abuses (Danish
Council of Ethics, 2013). These reproductive practices include gamete
donation and surrogacy. For example, some European countries like Germany,

Italy and Austria have enacted laws that ban gamete donation completely. The
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key concerns include: safety, exploitation of donors and the commodification
of the human body (Danish Council of Ethics, 2013).

Despites these claims of prohibitions, there are other studies which
have disagreed to this position on the basis of infringement on human rights.
Article 12 of the Convention on the Elimination of All Forms of
Discrimination against Women (CEDAW) (United Nations, 1981) indicates
that “States Parties shall take all appropriate measures to eliminate
discrimination against women in the field of health care in order to ensure, on
a basis of equality of men and women, access to health care services,
including those related to family planning”. Again, CEDAW further declares
under same Article 12 that “States Parties shall ensure to women appropriate
services in connection with pregnancy, confinement and the post-natal period,
granting free services where necessary, as well as adequate nutrition during
pregnancy and lactation”.

Furthermore, Article 15, sub-section B of the International Covenant
on Economic, Social and Cultural Rights (ICESCR) (United Nations, 1966)
indicates that “States Parties shall recognise the right of everyone to enjoy the
benefits of scientific progress and its applications”. These scientific
applications may not exclude the use of ART which has emerged as a result of
scientific advancement.

From the perspective of the radical libertarians, procreation is a
claimed-right for an individual to resolve whether or not to reproduce
(Mutcherson, 2017). Per this explanation, the decision to procreate and the
technique to use is exclusively human right which should not be decided by

any other individual, a group or the state. The liberty or freedom to procreate
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embraces the freedom for an individual to apply all the necessary steps at
his/her disposal or make informed choices that may end up in the birth of a
child (Robertson, 2003).

Furthermore, some Islamic clerics especially from the Shia group have
openly agreed to the third-party involvement in the child bearing process. As a
result, ART services involving third-party donations such as sperm, embryo
donations and gestational surrogacy are accessed by infertile couples in Shia
dominant countries like Iran, some parts of Iraq, Lebanon, Bahrain, Syria,
Saudi Arabia, Afghanistan, Pakistan, and India (Inhorn & Tremayne ,2012).

Perception about children born through the use of ART varied among
the various religions. The Traditionalist believes that children born through the
use of ART may have birth defects and exhibit certain abnormalities. This
perception is similar to the findings of Williams &Sutcliffe (2009) and
Williams, Sutcliffe & Sebire (2010) who observed that children born through
the use of ART may experience higher risk of birth defect compared to
children conceived spontaneously. Again, data from meta-analyses indicated
that birth defects in infants born after ART was higher than their counterparts
who were spontaneously conceived (Hansen, Kurinczuk, Milne de Klerk, &
Bower, 2013). A national survey in Sweden also depicted increased birth
defects in infants after assisted reproduction (IVF) even after maternal age and
parity had been adjusted (Killén et al., 2010).

The American College of Obstetrics and Gynaecology (2004) has also
outlined a number of factors that are likely to impact on the health of children
born through the use of the various assisted reproductive technologies. First, it

argues that the pre-existing medical and genetic conditions of parents may be
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inherited by the offspring. Second, women who undergo ART take a
combination of drugs before and after the process and this may have a
detrimental effect on the embryo. Third, it is put forward that human
manipulations of egg, sperm, cryopreservation, embryo transfer and other
processes may result in alteration of natural processes and this may influence
natural developmental outcomes in infants (Squires & Kaplan, 2007).

Several other studies have discussed the birth defects and ART. For
example, a survey on the long-term health of children conceived through IVF
found that children conceived by IVF procedure may experience higher blood
pressure, glucose levels and generalised vascular dysfunction compared to
children conceived spontaneously (US Centre for Disease Control &
Prevention, 2013). Children born through the use of IVF procedure reported 2
to 3 times higher risk of suffering from some types of muscle and liver cancers
than infants born spontaneously (Williams et al., 2013).

It was also found that children conceived through IVF are likely to
have premature cardiovascular disease and generalised vascular dysfunction
(Scherrer et al., 2012). It is confirmed that children born through IVF are 10
times likely to have genetic disorders including Angelman syndrome, which
may result in severe mental retardation, speech impairment, and Beckwith-
Wiedemann syndrome (Blackwell, 2010).

Despite the position of the Traditionalist, children born alive from any
form of ART procedure have full protection of the law and this law imposes
enforceable duties, including the provision of children's health needs and other
physical and material needs by the parents (The Children Act. London:

HMSO, 1989).
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Conclusion

On the whole, ART was viewed as an acceptable procedure by key
religious figures from the Islam and the Church of Pentecost as a means by
which married couples who are faced with infertility could use to meet their
desire of biological parenthood. Donor gametes, surrogacy and other
procedures that involved third parties in the procreation processes among
married couples were prohibited. The Traditionalist on the other hand, did not
believe in the possibility of using ART to meet parenthood desire. Despite
these varied positions, children born through the involvement of third-party
reproductive products are legitimately recognised and dedicated to God by the
Church of Pentecost whiles Islamic laws recognise such a child as illegitimate
and does not have the right to any property of the ‘adopted father’. The
Traditionalist believes that such children may not be normal human beings.
From the discussions, it appears that strict belief system influences followers
of the various religious groups however; it must be acknowledged that
personal interpretation of faith tends to vary from one person to another in
times of health challenges including infertility and utilisation of ART.

The next chapter which concludes the thesis covers summary of the
main findings, conclusions, policy implications, evaluation of conceptual

framework and recommendations for further research.
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CHAPTER TEN
SUMMARY OF MAIN FINDINGS, CONCLUSION AND
RECOMMENDATIONS
Introduction

In recent years, the use of ART has made it possible for millions of
couples to conceive and give birth in situations which would have been
difficult in some years past. This has generated public interest especially after
the first IVF child was born in 1978. The use of ART has expanded to include
many different options which include the use of third-party reproductive
resources, surrogacy and other techniques. The present study was undertaken
to explore the experiences of individuals/couples who have successfully
delivered through the use of assisted reproduction, assess the experiences of
infertile individuals/couples undergoing assisted reproduction processes,
investigate assisted reproductive technology services provided to infertile
persons and explore religious acceptability of the use of assisted reproductive
technology services among Ghanaians.

Literature review on the study was based on models and theories on
seeking treatment to infertility and other related empirical issues on ART.
Consequently, qualitative approach and interpretive philosophy underpinned
the study with the use of in-depth interviews to gather data. The data was
thematically analysed. This chapter highlights the key findings, conclusions,

contributions to knowledge and recommendations.
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Summary of Main Findings
Assisted Reproductive Technology service provision and related issues

Fertility hospitals in Ghana offer nearly all the ART services and
programmes. These include IVF, ICSI, GIFT, ZIFT, TESA, gamete donation,
embryo freezing and surrogacy. In spite of the number of ART centres in
Ghana, there is no standardisation of protocols and reporting on service
providers’ activities.

Results from the study showed that the provision of ART services was
not limited to only the medical practitioners. The process of ART may
comprise of other stakeholders outside the medical arena whose services are
equally crucial to the birth decisions of ART users. For instance, in addition to
the prospective parents, other key players who were involved in the
reproduction process included the sperm donor, ova/egg donor, a surrogate
mother and reproduction agencies.

The health implications of going through ART procedure were also
highlighted by the findings of the study. Basically, risks likely to be related to
women who used the technology if not managed well included ovarian
hyperstimulation syndrome which comes as a result of the drugs that are used
to stimulate follicles. This condition was not common since precautionary
measures were always taken to avoid its occurrence. Other conditions that
were identified as risks accompanying the use of ART by women included
swollen belly, dizziness, weight gain, drowsiness and nausea. However, the
rates at which these conditions were recorded were very minimal and were

managed to prevent dangers. Multiple pregnancies and its related risks such as
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caesarean section s and other abnormalities in children were also identified to
be possible outcomes.

The study also identified variations in the understanding and reporting
of successes between service providers and clients. To service providers,
success was achieved when clients became pregnant whiles to clients; success
was achieved when they delivered live babies. While some service providers
quoted the successes achieved with specific treatment techniques and specific
ages, others indicated success rate represented the entire ART activities
offered in their facilities. The findings also showed that almost all women who
delivered through ART went through caesarean sections. This was
recommended to women by the medical team in order to prevent pregnancy
losses and, in the end, increase the facility’s success record.

Assisted reproductive practices in Ghana are not regulated by any
national policy and/or regulations. Although service providers claim they use
international guidelines and standards, these may not be applicable in the
Ghanaian setting due to the differences in political, economic and socio-
cultural practices. The implication is that service providers virtually use their
own discretion in providing services to clients. This situation may put the
health of users especially women at risk.

Experiences of Infertile Persons Undergoing self-cycled Assisted
Reproduction Treatment

The study results revealed that women sought ART treatment for
various reasons. For example, some women indicated that they were
embarrassed by their infertile condition after long period of being in marital

relationships. Other women who sought treatment for their infertility through
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the use of ART services believed that they were getting older and their
condition could only be treated by seeking orthodox treatment through ART.
Pains, shame and pressure from spouses, friend and in-laws were also
observed to have influenced the decision to seek ART treatment.

Sources of information about the availability of ART to clients
included the electronic media (internet, TV and radio), print media (magazines
and newspapers) and most importantly, satisfied clients, friends and members
of social networks.

It was also found that the cost of infertility treatment was excessively
expensive such that some couples who patronised infertility treatment
encountered financial difficulty in settling their bills. Again, cost of treatment
was not standard among the various hospitals. Despite the complaints about
the high cost of accessing ART services in Ghana, couples who needed babies
had to save, borrow and even sell their assets in order to get money to go
through the procedure.

Relatively, longer period of time was needed for investigations,
diagnoses and the recommended treatment for a particular infertility situation.
In some cases, hospitals arrange treatment plans and schedules to suit clients
but others may not especially when treatment is done in batches. Adversely,
jobs of women were affected due to the treatment schedules. Public and civil
servants who were involved in the treatment either took their annual leave or
took some days off to go through the treatment procedure. Others who were
not able to take their leaves were found working even when they were on their

hospital beds.
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Self-reported health effects of going through ART treatment were also
evident. Conditions such as weight loss and/or gain, sleeplessness, whole body
pains, breast tenderness and bleeding were reported. Daily course of work was
also affected. Some women believed that their sexual lives were significantly
affected. However, most women did not consider these factors as impediments
to achieving the gender and social roles of being mothers.

Experiences of Persons who have Successfully Delivered through Assisted
Reproduction

Infertile women faced hostile and stigmatised treatments from their
spouses, families and the entire society. In some cases, infertile women were
called names and abused because infertility is frowned upon by the Ghanaian
society. However, this hostile treatment ceased as soon as women achieved
motherhood status.

Again, most women who gave birth through the use of ART went
through caesarean section s to have their babies mainly due to their age and in
some cases, based on the recommendation of ART service providers.

Women who gave birth with the use of ART had the intention to give
birth again as long as their ages could permit them. Furthermore, women who
successfully gave birth through ART indicated their intentions to give birth
again to prove to the entire society that they were not barren and so a second
or third child would exonerate them from being perceived as barren. For other
women, it was necessary to give birth to two or more children so that their
homes would become lively while others maintained that two or more children

could better cater for them when they were old. On the other hand, women
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who had delivered multiple children did not have any intention to give birth
again because they had got what their hearts desired.

Women during their infertility periods received instrumental and/or
emotional supports from families and friends which influenced their decision
to seek treatment. However, this depended on the kind of interaction between
the individual, the social network and the rest of the society. For the fear of
being stigmatised, other women either concealed their infertility conditions or
treatment from family and friends. Others resettled in other communities in
order to maintain privacy and confidentiality about their ART usage and
children born.

Further, the findings established that children born through ART did
not encounter any adverse health implications as a result of the use of the
technology. Children were strong and healthy as their counterparts who were
conceived and delivered spontaneously.

Religious Acceptability of ART

The teachings of Islam, the Church of Pentecost and Traditional
religion revealed that fertility and infertility are determined by the sovereignty
of God. Thus, children are considered as gifts from God. Therefore, to have a
child or not depends on the will of God. Traditionalist further perceived that
inability to have children could be attributed to one’s sins and evil spirits as
well as one’s deed.

The results further revealed that key religious figures from the Church
of Pentecost and Islam admonished their members to seek the face of God as
the means of treating infertility. In addition, Moslems believe that the use of

talisman and drinking or washing the affected parts of the body with
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inscriptions from the Quran heals people from all forms of afflictions
including infertility. The use of herbal medication was mentioned as the
Traditionalist’s position on the treatment of infertility.

Generally, ART was regarded as an acceptable procedure by key
religious figures from the Islamic and the Church of Pentecost as a means by
which married couples who are faced with infertility could use to meet their
desire of biological parenthood provided the reproduction resources came
from the same couple who have fertility challenges. It was however,
emphasised that the use of ART should be promoted after couples did not get
pregnancy/child after several years of prayers. On the other hand, the
Traditionalist did not accept the use of ART to treat infertility. It was indicated
that if technologies are used in the creation of human beings, such children
may not be normal.

The use of donor gametes, surrogacy and other procedures that
involved third parties in the procreation processes among married couples
were prohibited by the Traditionalist, Islam and the Church of Pentecost. This
assumed that the use of donor gametes portrays a third-party’s interference in
sanctified marriages. Despite these perceptions, infertile individuals across the
three main religions defy religious and cultural beliefs to seek infertility
treatment through the use of ART to meet societal roles and expectations as
parents.

Perception about children born through the use of ART varied among
the various religions. The Traditionalist believes that children born through the
use of ART are not legitimate children and may have birth defects and also

exhibit certain abnormalities. Islam does not recognise children born through
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the use of third-party reproductive resources as legitimate. Such children do
not have the right to inherit the property of supposed father and must bear the
name of the donor father. However; when children are born through the use of
gametes from married couple, such children are legitimately recognised. Once
children are born through the use of ART, the Church of Pentecost recognises
such children as legitimate and normal even if third-party reproductive
resources were used. Furthermore, the three religions do not accept the
utilisation of ART by individuals who are not in marital relationships, gays
and lesbians.

Conclusion

The desire for maternity among couples who are faced with fertility
challenges especially in the Ghanaian societies has stimulated the search for
treatments through the use of ART. Modern methods and techniques such as
IVF, ICSI, GIFT, ZIFT, TESA, gamete donation, embryo freezing and
surrogacy are operational in the country.

The Church of Pentecost and Islam accept the use of ART provided
gametes came from a couple but Traditionalist did not accept the use ART at
all. The use of third-party reproductive resources either for commercial or
altruistic purposes were not accepted by the key figures of the three main
religions in Ghana. This was based on the belief that third-party involvement
in the reproduction processes disrupts the natural reproduction decision which
is reserved for married couples.

The use of ART to treat infertility is associated with some challenge at
the individual, community and policy levels. At the individual level, cost of

treatment was identified to be very expensive. Users sold their assets,
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borrowed or took bank loans to pay for the treatment due to the importance
attached to childbearing in the Ghanaian society. Self-reported health and
other implications of going through ART treatment were identified as
dizziness, sleeplessness, nausea, body pains and bleeding. At the community
level, socio-cultural expectations of parenthood stigmatised infertile couples.
The policy level constraints encompass lack of national treatment protocol and
regulations for infertility treatment with ART, perception about the use of
ART treatment, perception about children born through the use of ART and
unavailability of fertility centres across the country.

The use of different facilities and respondents (key religious figures,
service providers and clients) in the study enriched the data and the key
findings. The use of in-depth interviews also made it possible to capture the
various dimensions on the phenomenon under study.

The models, theories and the conceptual framework directed the
achievement of the study objectives. The ill-health causation theory and God-
Centred healing model were instrumental for the religious acceptability of
ART while the Help seeking theory, behavioural and Network Episode models
aided the lived experiences of women who used ART. Despite the religious
prohibition of the use of third-party reproductive resources, the use of ART
has become operational in the country. It is therefore important that the state
formulates policies that will rationalise the use of ART since childbirth is a
right to be enjoyed by all.

Reflections on the Conceptual Framework
The model for seeking health for infertility was adopted as the

conceptual framework for the study. The elements of the conceptual
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framework that applied to the study were symptoms salience, life course
factors, individual and social cues, enabling and predisposing factors.
Generally, the conceptual framework fits with the objectives that guided the
study. The symptoms salience component of the conceptual framework was
clarified through the reasons why respondents sought ART treatment for their
infertility situations. Analysis of the reasons for seeking ART treatment
suggested that clients who faced infertility situations were rejected, divorced
and in most cases were depressed coupled with other related health conditions.
These conditions influenced clients’ decision to seek treatment especially
when these factors were considered severe.

Life course factors which portray the sequence of events, roles and age
categories that an individual goes through from birth until death also affect
individual’s decision. Discussions on the life course factors such as age,
marital status and parity revealed that a couple’s decision to seek ART
treatment for infertility was influenced by these very factors. For example,
women experience declines in fertility as they age towards menopause. This
condition is characterised by anxiety, depression, mood swings and less
interest in sexual intercourse which may affect childbearing. One’s marital
status also influenced the decision to seek fertility treatment. The analysis
showed that couples who sought fertility treatment were all married. However,
those whose marriage had lasted beyond two years without children sought
treatment for infertility.

Individual and societal experiences significantly affect individuals in
seeking health care especially fertility treatment. Personality attributes of

individual family members and other social groups could also influence an

208

Digitized by Sam Jonah Library



© University of Cape Coast

individual’s coping styles, functioning, and well-being. Enquiries on
individual and social cues revealed that infertile couples who made their
infertile conditions known to friends, religious leaders and other social groups
received various resources including emotional, informational, and
instrumental supports. This supports the Akan adage: ‘wo ton wo yare] a, wo
nya ano aduro’. This adage literally means that if you make sickness condition
known, you are likely to receive help. On the other hand, women who for the
fear of being stigmatised kept their infertility conditions secret did not receive
any kind of support from any one.

Genetic, life style, attitude, personality, and other enabling factors are
associated with health, or lack of it. Analysis on the enabling and predisposing
conditions, such as education, health locus of control, general health, and
attitudes toward treatment influenced the decision to use ART as the preferred
treatment method for their infertility conditions. An individual’s level of
education has a direct influence on occupation, income and information search
on the availability of treatment options for infertility. Further, findings on the
enabling and the predisposing constituent of the conceptual framework
showed that clients utilised the various fertility clinics and hospitals because
of the successes chalked by these fertility hospitals and acceptability of the
techniques that were used.

In all, the model delivered a useful support for the study of infertility
treatment given the combination of other health seeking models and multiple
factors such as the symptoms salience, life course variables, individual and
social cues, predisposing and enabling factors that influenced the decision to

treat infertility.
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Contribution to Knowledge

This study has provided information, knowledge and the understanding
of the use of ART in Ghana. It has also provided knowledge and information
on the perceived misconceptions and health related challenges about going
through ART procedure to achieve parenthood. This is critical since
knowledge about assisted ART is an essential parameter to the use of
infertility treatment by couple.

Again, existing studies on assisted reproduction generally focused on
issues related to infertility treatment and stigmatisation, stress, depression and
other mental health issues (Donkor & Sandall, 2007; Donkor, 2008; Donkor &
Sandall, 2009; Fledderjohann, 2012; Naab, Brown & Heidrich, 2013;
Alhassan, Ziblim, & Muntaka, 2014). Others dealt with setting up and running
a successful IVF programme (Adageba, Maya, Annan & Damalie, 2015).
Horbst and Gerrits (2016), Allen (2016) examined the transnational analysis of
health professionals and assisted reproduction in Ghana and Uganda while
other studies concentrated on the clinical aspect of the use of IVF in Ghana
(Yakass, Woodward, Otoo & Hiadzi, 2016). In this study, an attempt has been
made to shift the focus on general infertility to issues on individual
experiences and other religious discourse in using assisted reproduction to
meet parenthood. The implication is that individuals who could not use ART
to meet their fertility desires on religious grounds would be informed about
their religion’s position on the use of ART. It would also help the society to

re-evaluate and reconsider its reaction to this new technology.

210

Digitized by Sam Jonah Library



© University of Cape Coast

Theoretically, the study has contributed to knowledge by expanding
the variables in the conceptual framework for seeking health for infertility and
making it applicable to the present study.

Implications of Findings for Policy

There is the need for state involvement in the provision of ART
treatments for its citizens. This will ensure equitable distribution of the health
resources across the country for efficient use by individuals who are faced
with fertility challenges. State involvement in the provision of ART services
may also break the monopoly of private providers and result in competition,
efficiency and probable cost reduction.

Assisted reproductive practices in Ghana are not regulated by any
national policy and/or regulations. There is therefore the need for national
guidelines for the provision and utilisation of ART services to guarantee the
safety of users. First of all, the Ministry of Health and Ghana Health Services
should ensure that standards and guidelines for treatments are developed and
strictly adhered to by service providers.

There is also the need for the state to enforce policies and regulations
that will define citizenship issues that may arise due to services such as
gamete donation, surrogacy and cross border reproductive services that are
currently offered in the country.

Moreover, there is the need for a national policy on who can access
ART services in the country. For example, some service providers indicated
that they will not offer services to single, guy and lesbian individuals who

desire to have children. This may infringe on their human rights.
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Furthermore, the cost of ART treatment for infertility was very high. In
this vein, the state should intervene to ensure a standardised cost and if
possible, subsidise the cost of the importation of drugs and equipment meant
for the treatment of infertility to Ghanaian nationals.

Finally, information and counselling were identified as crucial to ART
treatment processes. There is therefore the need for standardised information
and counselling protocols to be offered by qualified counsellors to clients at
every stage of the treatment processes. In providing counselling to clients,
health care providers should talk about stigma in addition to the medical
aspect of the treatment as a way of boosting the confidence of the infertile
women. In a comprehensive infertility treatment, emotional and psychosocial
aspects of treatment should not be ignored as they are important factors for
increasing the quality of care.

Recommendations

Based on the main findings of the study, a number of recommendations
are made. First, the study recommends that, given the value and the premium
put on children by the Ghanaian society, the National Health Insurance
Scheme (NHIS) should be expanded to cover ART treatments if not fully,
certain aspects of infertility treatment. For example, simple treatment
procedures and medications could be absorbed by the NHIS. This could offer
opportunity to infertile couples who are unable to patronise the services of
ART facilities in the country due to financial challenges to do so at a lesser
cost. However, this should be done by taking into cognisance the current total

fertility rate and population growth. Again, care must be taken in order not to
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compromise on the country’s population policy which seeks to reduce the
population growth rate.

Religion was also identified to play a major role in people’s attitudes
towards the use of assisted reproduction. Nevertheless, varying levels of
acceptance were observed. As a result, the choice to use ART should be
opened along with how one chooses to interpret or follow his/her beliefs about
the use of ART. Again, the Council of Churches must inform their members
on the advancement in reproductive technologies and how they affect families
especially women, and counsel members facing infertility and choose, or are
pressurised into, utilising the various reproductive techniques appropriately.

Second, misconceptions still persist among Ghanaians about the
causes, effects and treatment of infertility. It is therefore recommended that
health education, especially reproductive health education, is embarked upon
by the Ghana Health Service, Ministries and Departments to demystify these
parochial misconceptions about infertility and its treatment. Again, social and
behaviour change communication materials should target the promotion of
scientific means of infertility treatment.

Again, couples who are contemplating to use ART must be sufficiently
informed of both the risks and the benefits to themselves and future children
so that they may make informed decision and choices. Children born as a
result of the use of ART also have the right that their parents receive
appropriate information about risks and the actions that might be taken to

prevent or reduce their dignities as human beings.
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Strengths and Limitations of the Study

Assessing clients’ experiences especially on infertility treatment has
helped services providers to better understand clients’ challenges, needs and
expectations. This will result in improvement in the delivery of quality of
care and services to clients.

Analysing ART services provision on the other hand, may allow
individuals who are faced with infertility situations to obtain comprehensive
and accurate information about what goes into treatment and the possible
outcomes. This information will help clients to make informed decisions
about where to seek treatment due to the numerous uncertainties/challenges
associated with the use of ART.

Furthermore, a number of studies have found relationship between
religiosity and health seeking behaviour (Kretchy, Owusu-Daaku &Danquabh,
2013; Koenig et al. 2015) however, studies specifically directed to ART
treatment adherence and religiosity in Ghana have been limited. As a result,
discourse on religious acceptability and the use of ART to avert fertility
challenges in Ghana is worth discussing. The study has also, contributed to
literature in the area of experiences of users, service providers in Ghana have
been achieved. The present study has also made use of in-depth interview to
obtain data from a sample size of 45 for a qualitative study. Again, data
obtained was analysed thematically. This makes the study outstanding in this
topical area in Ghana.

Despite the strengths, limitations were also identified. First, data
collection was confined to only five fertility clinics and hospitals out of about

12 in the country. Although an attempt was made to include all facilities, the
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very few facilities who accepted to be part of the study were used. The
inclusion of all other fertility clinics and hospitals in the study would have
generated an improved generalisability of the findings.

Finally, the study utilised only qualitative data collection methodology
due to the nature of the study and the kind of research participants involved.

Paucity of data on clients who used ART in Ghana served as a
limitation to the study. Data on the total number of clients over the years, total
number of deliveries by sex and order of delivery (singleton or multiple)
conditions presented, country of origin of clients and failures recorded among
clients were not readily available.

Areas for Further Research

The study sought to investigate the acceptability and the experiences
with assisted reproduction in Ghana. As part of the study, previous studies
related to the topic were reviewed; theories and conceptual models related to
the study were also examined. However, there are gaps that could be filled
through further research on this topical area.

First of all, the study was conducted in only five out of about twelve
ART facilities in Ghana. It is suggested that a similar study is conducted in the
rest of the facilities in the country to establish similarities and differences with
the present findings.

Secondly, future studies should explore the experiences of clients who
failed to achieve pregnancy. Such a study will highlight the challenges women
go through after they fail to achieve pregnancy after going through ART
treatment and the coping strategies, they adopt to manage their situations. This

particular area was not explored in the present study because it was difficult to
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locate persons who had failed to achieve pregnancy after going through the
ART processes. Some few ones who were identified were not willing to be
part of the study because of the anger, pain and disappointment they were
going through

Thirdly, there are other aspects of ART discourse such as the
experiences of donor cycled clients. These categories of clients do not use
their own reproductive resources either for medical or personal reasons. It will
therefore be worth studying such experiences.

The contribution of policy making on the utilisation of ART in Ghana
is also worth exploring in the future. Such a study will explore the legalities
surrounding the establishment of fertility clinics, the type of services facilities
will offer and who should benefit from what kind of services in terms of
sexual and marital orientations of users in accordance with the country’s stand

on the delivery of ART services.
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APPENDICES
Appendix A: In-depth interview guide for service providers
UNIVERSITY OF CAPE COAST
FACULTY OF SOCIAL SCIENCES
DEPARTMENT OF POPULATION AND HEALTH

Topic: Acceptability and Experiences with Assisted Reproduction in

Ghana

In-depth interview guide for service providers

Section 1
Background information

1. What are the different Assisted Reproductive Technologies used by
you in this clinic? Probe more on the commencement, average
number of clients seen in a day/month? How many of these are
accessing your clinic for the first time? How do users find out about
your clinic/hospital?
2. Profile of users who access ART services in your facility

(Age, Religion, Income, Educational background and Marital Status)
Are there Non-Resident Ghanaian couples accessing ARTs and
Surrogacy at your clinic?
What country do they generally come from? Why and how did they
find about your facility?

Section 2
ART Team
What is the composition of your team for ART service at this clinic?

What is the function of each team member?
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Section 3
Practice
What is the appropriate reference period (number of years) for couples
before seeking medical intervention for infertility?
When do you decide to discontinue the procedure for a couple?
Section 4
Egg retrieval and embryo transfer
Describe the processes of egg retrieval and embryo transfer? What
happens to the spare eggs?
Section 5
Donor services
What is the source of donor sperms, oocytes, embryos? Probe to find
out:
How donors are selected and the average cost for the use of a donor
Section 7
Surrogacy
Does your facility accept surrogacy arrangement, how much is
charged?
How do you get women to act as surrogates? What is their general
background (age, income, marital status, religion, etc.)
Section 8
Information and counselling
Is counselling optional or mandatory? Who provides counselling?
What is the content of the counselling provided? (Procedures, Costs,

Side effects, success and failure)
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Section 9
Cost
What is the total cost of going through the procedure? Probe further to
find out the cost of each specific process. Find out whether there is any
payment package (insurance, discount etc.) for clients.

Section 10
Health risks
What are the health risks involved with the use of ART with regards to
mothers and children? Probe to find out if chances of risks higher with
any particular procedure or method.

Section 11
Success rate
What is the success rate per cycle with the various technologies used
here? (Pregnancy rate, implantation rate and take-home baby rate)
How many babies have been born at the clinic through the use of
ART? How many of these were: Through normal deliveries/Caesarean
section s, Single children, twins, triplets, other multiple births.

Section 12
Perception
What is your opinion on the provision of ART services to people who
are faced with infertility?
Do providers’ characteristics (religion, tradition, sex orientation,
marriage etc) influence the provision of services to client? Probe to
find out how specific socio-cultural characteristic influence the

delivery of services
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Section 12
Regulations
Are your activities regulated by any state institution in Ghana? Probe
for specific regulatory measures that underpin their work.
Section 13
Others

Is there anything else you want to share about your work?
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Appendix B: In-depth interview guide for clients seeking ART services
UNIVERSITY OF CAPE COAST
FACULTY OF SOCIAL SCIENCES
DEPARTMENT OF POPULATION AND HEALTH
Topic: Acceptability and Experiences with Assisted Reproduction in
Ghana
In-depth interview schedule for clients seeking ART services
SECTION A
Socio-demographic profile
Age
Sex
Education
Marital status
Duration of marriage
Religion
SECTION B
Treatment trajectory
How long have you been childless before seeking ART services
How did you get to know about ART as a procedure to have a child?
Why did you decide to use ART to address your situation?
SECTION C
Decision
How did you arrive at the decision to use ART? Probe to find out if the
consent of the partner, friends, relatives or in-laws were sought. How

has your socio-cultural background influenced you in your decision to
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use ART as a treatment option for your current situation? Probe on the
influence of age, marital status, religion etc.
SECTION D
Cost
How much does it cost to have this procedure done?
How would you describe the cost of ART?
What is the source of funds for your treatment cost?
SECTION E
Information and counselling
Were you given prior information/education on the processes involved
in the procedure before you started the treatment?
What specifically were you educated on? Probe on the following:
e Procedure (drug use, gamete retrieval, gamete donation,
cryopreservation etc).
e Side-effect
e Success rate
e Cost
e Any other
Did you understand the entire process before the initiation?
SECTION F
Informed consent
Were you or your spouse given informed consent form (s) to fill before

the procedure?
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Tell me what was explained in the form (s) and whether or not you
understood it. Probe to enquire how clients who could not read and
write were dealt with.

SECTION H
Health Risks
Are you experiencing/have you experienced any health risks/side
effects of the ART procedures you have gone through so far? Probe on
the following risks/side effects:

e Weight gain

Depression/Anxiety/Mood swings
e Severe abdominal pain
e Irregular periods
e Sleeplessness
e Any other
SECTION I
Perception
What is your general perception about the use ART treatment for
infertility? (Could you share with me your experience throughout this
process?)
Would you recommend this treatment (ART) to other women/ couple
who are faced with fertility challenges? What is your perception about

fertility clinics and their providers?
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SECTION J

Other Implications/Experiences
Is the treatment affecting your general routine of activities? Probe to
find out how treatment is affecting the following:

e Daily course of work

e Sexual life

e Relationship with your partner/family (negative and positive).
What is your general view about the use of ART as a treatment option
for infertility?

Is there any other experience you want to share?
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Appendix C: In-depth interview guide for key religious figures
UNIVERSITY OF CAPE COAST
FACULTY OF SOCIAL SCIENCES
DEPARTMENT OF POPULATION AND HEALTH
Topic: Acceptability and Experiences with Assisted Reproduction in
Ghana
In-depth interview schedule for key religious figures

1. How does your religion perceive infertility? Probe further to ascertain
the belief about the causes, effects.

2. What does the religion say about the treatment of infertility among
your religious members?

3. How does the religion perceive the utilisation of Assisted Reproductive
Technology services as treatment option for infertility? Probe for
views on specific practices such as gamete donation, surrogacy,
cryopreservation, utilisation by individuals who are single, lesbian and
gay partners etc).

4. In your view, should infertile couples who belong to your religion
pursue ART as the treatment option for their situation? Why?

5. How does the religion perceive children who are born through the use
of Assisted Reproductive Technologies?

6. Is there anything about ART and your religious belief you would like

to share?
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Appendix D: In-depth interview guide for women who have delivered
through the use of ART
UNIVERSITY OF CAPE COAST
FACULTY OF SOCIAL SCIENCES
DEPARTMENT OF POPULATION AND HEALTH
Topic: Acceptability and Experiences with Assisted Reproduction in
Ghana
In-depth interview schedule for women who have delivered through the
use of Assisted Reproductive Technologies
1. Socio-demographic profile
Age
Sex
Education
Marital status
Duration of marriage before delivery
Religion
2. How long they had tried to have a child without success before the
decision to go for ART
3. What was your relationship with your husband, friends and family
when you had no child? Probe further on the answer/answers given
4. What has changed with your husband, family and friends since you
had a child?
5. What about your relationship with other members of your

community then and now?
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What kind of support did you receive from being a member of a
group (if any) when you had no child? Probe to find out the
benefits she received from

a. Religious groups

b. Other social groups

How does it feel to be a mother?

. How was your baby born? Probe to find out whether the child was

delivered normally or through caesarean section.

I will want to know if you have had a child or you intend to have a
child/children after your first child.

What will be your reasons for intending to/not to have more
children?

How have you integrated in your community especially with your
new status? (probe for specific family members and other people)
What will be your major form of assistance to people who do not
have children in your community?

Please share with me any other issues on your status that I have not

covered that you want me to know.
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Appendix E: Consent form for ART service users
Title of Study: Acceptability of and Experiences with Assisted Reproduction
in Ghana
Introduction
My name is Kwadwo Asante-Afari (principal investigator) a student of the
College of Humanities and Legal Studies, Department of Population and
Health, University of Cape Coast, Ghana. Contact: 0200267796/0244843981.
E-mail: akwadwo02003@yahoo.com
General information
Infertility continues to pose a major challenge to individuals and couples in
both developed and developing countries. As a result, it has been argued that
exploring and utilising scientific therapies such as Assisted Reproductive
Technologies (ART) will offer an alternative solution to individuals who are
challenged with infertility. Although the use ART is very common in the
Western world, its efficiency and acceptability is yet to be ascertained in the
Ghanaian setting. This study among other things will contribute to the
discourse on the analysis of the general acceptability of Assisted Reproduction
in Ghana and also inform policy decision on the subject. The study is purely
an academic work (Ph.D programme) at the University of Cape Coast, Ghana.
Your confidentiality is therefore assured as the information you provide will
not be disclosed to any third-party.
Procedure and duration
To find answers that will meet the study objectives; I invite you to take part in
this research. If you accept, you will be required to participate in an interview

with the principal investigator (Kwadwo Asante-Afari) or a representative.
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Your selection into this interview is purposive given your experience in going
through fertility treatment. You are assured that any information you provide
will be kept strictly confidential and anonymous and will used for the purpose
of this study.

Benefits

Your involvement in this study will not directly benefit you but indirectly your
response may influence decision making as to how to make the service
efficient to the benefit of the at risk population in the Ghana.

Cost

The study is purely academic work and so there is no financial incentives
attached to it. Your involvement will also not cost you in any form.
Compensation/Payment

There will be no compensation either in cash or kind for your involvement in
this study.

Confidentiality

Information provided will be protected to the best of my ability. You will not
be named and any information that could lead to your identification will not be
presented in the study. Where there is the need to quote statements verbatim,
anonymity will be ensured.

Voluntary participation/Withdrawal

Your participation in this study is voluntary. You therefore have the right to
withdraw from the study at any point in time and this will not affect your
treatment. If you wish to withdraw, you may have to inform the interviewer
and your request would be granted. Nonetheless, your full participation is

highly encouraged.
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Outcome and feedback

Feedback about the study will be provided through dissemination in public
presentations including but not limited to audio, slide-tape presentations,
plays, or exhibits. Information gathered may be used for publications
including but not limited to articles, books, or newsletters. Key finding will be
shared with Ghana Health Service and the Ministry of Health

Funding

This study is fully funded by the principal investigator without any financial
support from any organisation or institution.

Contact for Clarification

If you have any question, you can ask me now. For further clarification on this
study whiles I am no longer here, you can contact Kwadwo Asante-Afari
(Principal investigator) Department of Population and Health, University of

Cape Coast. Telephone: 0244843981/0200267796.
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Appendix F: Consent form for Key Religious Leaders
Title of Study: Acceptability of and Experiences with Assisted Reproduction
in Ghana
Introduction
My name is Kwadwo Asante-Afari (principal investigator) a student of the
College of Humanities and Legal Studies, Department of Population and
Health, University of Cape Coast, Ghana. Contact: 0200267796/0244843981.
E-mail: akwadwo02003@yahoo.com
General information
Infertility continues to pose a major challenge to individuals and couples in
both developed and developing countries. As a result, it has been argued that
exploring and utilising scientific therapies such as Assisted Reproductive
Technologies (ART) will offer an alternative solution to individuals who are
challenged with infertility. Although the use ART is very common in the
Western world, its efficiency and acceptability is yet to be ascertained in the
Ghanaian setting. This study among other things will contribute to the
discourse on the analysis of the general acceptability of Assisted Reproduction
in Ghana and also inform policy decision on the subject. The study is purely
an academic work (Ph.D programme) at the University of Cape Coast, Ghana.
Your confidentiality is therefore assured as the information you provide will
not be disclosed to any third-party.
Procedure and duration
To find answers that will meet the study objectives, I invite you to take part in
this research. If you accept, you will be required to participate in an interview

with the principal investigator (Kwadwo Asante-Afari) or a representative.
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Your selection into this interview is purposive and as a key religious leader
who have knowledge on the religious perspective of fertility treatment. You
are assured that any information you provide will be kept strictly confidential
and anonymous and will used for the purpose of this study.

Benefits

Your involvement in this study will not directly benefit you but indirectly your
response may influence decision making as to how to make the service
efficient to the benefit of the at risk population in the Ghana.

Cost

The study is purely academic work and so there is no financial incentives
attached to it. Your involvement will also not cost you in any form.
Compensation/Payment

There will be no compensation either in cash or kind for your involvement in
this study.

Confidentiality

Information provided will be protected to the best of my ability. You will not
be named and any information that could lead to your identification will not be
presented in the study. Where there is the need to quote statements verbatim,
anonymity will be ensured.

Voluntary participation/Withdrawal

Your participation in this study is voluntary. You therefore have the right to
withdraw from the study at any point in time. If you wish to withdraw, you
may have to inform the interviewer and your request would be granted.

Nonetheless, your full participation is highly encouraged.
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Outcome and feedback

Feedback about the study will be provided through dissemination in public
presentations including but not limited to audio, slide-tape presentations,
plays, or exhibits. Information gathered may be used for publications
including but not limited to articles, books, or newsletters. Key finding will be
shared with Ghana Health Service and the Ministry of Health.

Funding

This study is fully funded by the principal investigator without any financial
support from any organisation or institution.

Contact for Clarification

If you have any question, you can ask me now. For further clarification on this
study whiles I am no longer here, you can contact Kwadwo Asante-Afari
(Principal investigator) Department of Population and Health, University of

Cape Coast. Telephone: 0244843981/0200267796.
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Appendix G: Consent form for ART Service Providers
Title of Study: Acceptability of and Experiences with Assisted Reproduction
in Ghana
Introduction
My name is Kwadwo Asante-Afari (principal investigator) a student of the
College of Humanities and Legal Studies, Department of Population and
Health, University of Cape Coast, Ghana. Contact: 0200267796/0244843981.
E-mail: akwadwo02003@yahoo.com
General information
Infertility continues to pose a major challenge to individuals and couples in
both developed and developing countries. As a result, it has been argued that
exploring and utilising scientific therapies such as Assisted Reproductive
Technologies (ART) will offer an alternative solution to individuals who are
challenged with infertility. Although the use ART is very common in the
Western world, its efficiency and acceptability is yet to be ascertained in the
Ghanaian setting. This study among other things will contribute to the
discourse on the analysis of the general acceptability of Assisted Reproduction
in Ghana and also inform policy decision on the subject. The study is purely
an academic work (Ph.D programme) at the University of Cape Coast, Ghana.
Your confidentiality is therefore assured as the information you provide will
not be disclosed to any third-party.
Procedure and duration
To find answers that will meet the study objectives, I invite you to take part in
this research. If you accept, you will be required to participate in an interview

with the principal investigator (Kwadwo Asante-Afari) or a representative.
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Your selection into this interview is purposive given your experience in the
treatment of clients with fertility challenges. You are assured that any
information you provide will be kept strictly confidential and anonymous and
will used for the purpose of this study.

Benefits

Your involvement in this study will not directly benefit you but indirectly your
response may influence decision making as to how to make the service
efficient to the benefit of the at risk population in the Ghana.

Cost

The study is purely an academic work and so there is no financial incentives
attached to it. Your involvement will also not cost you in any form.
Compensation/Payment

There will be no compensation either in cash or kind for your involvement in
this study.

Confidentiality

Information provided will be protected to the best of my ability. You will not
be named and any information that could lead to your identification will not be
presented in the study. Where there is the need to quote statements verbatim,
anonymity will be ensured.

Voluntary participation/Withdrawal

Your participation in this study is voluntary. You therefore have the right to
withdraw from the study at any point in time. If you wish to withdraw, you
may have to inform the interviewer and your request would be granted.

Nonetheless, your full participation is highly encouraged.
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Outcome and feedback

Feedback about the study will be provided through dissemination in public
presentations including but not limited to audio, slide-tape presentations,
plays, or exhibits. Information gathered may be used for publications
including but not limited to articles, books, or newsletters. Key finding will be
shared with Ghana Health Service and the Ministry of Health

Funding

This study is fully funded by the principal investigator without any financial
support from any organisation or institution.

Contact for Clarification

If you have any question, you can ask me now. For further clarification on this
study whiles I am no longer here, you can contact Kwadwo Asante-Afari
(Principal investigator) Department of Population and Health, University of

Cape Coast. Telephone: 0244843981/0200267796.
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Appendix H: Agreement Form
The above document describing the procedure, benefits and risks of the
research titled “Acceptability of and Experiences with Assisted Reproduction
in Ghana” has been read and fully explained to me. I have been given the
opportunity to ask all questions that boarders on the research procedure and I
am satisfied with answers provided. I therefore agree to participate as a

respondent (co-researcher).

Date Name and signature or thumbprint of respondent

If a respondent cannot read this information, an interpreter must be employed
and sign below:

I was present whiles the research procedure, benefits and risks were read to the
respondent. All questions asked were answered and the respondent has agreed

to take part in this research.

Date Name and signature of witness

I certify that the nature and purpose, potential benefits and risks associated
with the participation in this research have been duly explained to the

respondent whose name and signature appear above.

Date Name and signature of principal investigator
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Appendix J: Letters received from ART facilities

LISTER HOSPITAL

AND FERTILITY CENTRE

1 Finali Drive, Airport Hills (Off Spintex Road)
P. O. Box CT 966, Cantonments, Accra-Ghana
Tel.:[233-302] 8123256, [233-303] 409030, Fax:[233-302) 812397

14" November, 2016

PROF. AUGUSTINE TANLE

HEAD, DEPARTMENT OF POPULATION AND HEALTH
FACULTY OF SOCIAL SCIENCES

COLLEGE OF HUMANITIES AND LEGAL STUDIES
UNIVERSITY OF CAPE COAST

P.M.B, UNIVERSITY POST OFFICE

CAPE COAST

Dear Prof,

AUTHORIZATION FOR DATA COLLECTION AT LISTER HOSPITAL
RE: MR. NTE-AFARI (PhD Student

| wish to acknowledge receipt of your letter requesting authorization for data collection by the
above named student of your institution.

Permission is hereby granted for counseled and consented patients under clinical management
in Lister Hospital to voluntarily participate in research of the “Acceptability of and experiences
with Assisted Reproduction in Ghana” following the acquisition of ethical approval.

We expect the Mr Asante-Afari would at all times conduct himself in a manner consistent with
the high standards of the hospital and would request that the research findings be shared with
the hospital when the study is completed.

He would be supervised on-site by the Senior Embryologist of the Assisted Conception Unit of
Lister Hospital and Fertility Centre.

We wish Mr. Asante-Afari all the best in his studies.

Dr. Edem K. Hia(}:i (FRCOG FWACS)
i tive Officer

E:;lle:r%:::;ita'l and I?emhq:i Centre

Airport Hills, off Spintex Rd.

CHEE PAECHTIVE ORISR Accra, Ghana

Directors: Dr. E. K. Hiadzi (C.E.0.) * K.Buckman = 5. Tettey-Tamaklo = Dr.S.Y. Annor
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TRUSTCARE SPECIALIST HOSPITAL LTD.

(Fueot Ged For Your Care)
g;\o N é(;isl.:rd P.0. BOX KS 14214,
SSNIT House, Adum Kumasi - Ashanti
TEL: 03220-34421/020-8181056/0578 - 118333
Email:trustcarehospital@yahoo.com
Web: www.trufert.com

Our Ref:

Your Ref: . Dale/é/‘o?/w‘/é

PERMISSION TO CARRY OUT RESEARCH AT THE TRUSTCARE SPECIALIST
HOSPITAL AND FERTILITY CENTRE, KUMASI

Permission has been granted to Mr. Kwadwo Asante-Af"m(i, a PhD student of the
Department of Population and Health, Faculty of Social Sciences, University of Cape
Coast, to carry out a research at the Trustcare Specialist Hospital and Fertility
Centre, Kumasi.

The title of the research is “Acceptability of and Experiences with Assisted
Reproduction in Ghana”.

The permission to carry out the research in this hospital is conditional to having
obtained the requisite ethical clearance from University of Cape Coast.

The Trustcare Specialist Hospital must have a copy of the thesis after successful
completion and defense.

Ad/{w);#‘{d-’\—

Professor A. T. Odoi
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P.C. Box AN | 1894
Accra

Tel: (+233] (0302 851702, 851703
\ I\ = () i Fax: (+233) (0302] 851704

AND FERTILITY CENTRE “ ersiing’
www.finneyhospital.com

Your Ref.: DPH/LS/70

9™ August 2016

The Head

Department of Population and Health
University of Cape Coast

Dear Sir

RE: LETTER OF INTRODUCTION — MR. KWADW NTE-AFARI

We write in connection with the above subject. The Management of the Hospital has given
approval to enable the above named student undertake his research work in our hospital.

We will not hesitate to give him all necessary assistance he might need to make his research
work a success.

Thank you.
Yours farl:hfully
7 ’-’ ¥ u
/i OSPITA
*Ellis Fleischer-Dj TILITY o NIT:;::
(Clinical Dlrecto
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TEMA WOMEN’S HOSPITAL

P. 0. BOX CO 1632, TEMA, GHANA TEL: 0303304332, 0303304227 FAX: 0303306355

17™ AUGUST, 2016

UNIVERSITY OF CAPE COAST
COLLEGE OF HUMANITIES AND LEGAL STUDIES
FACULTY OF SOCIAL SCIENCES
DEPARTMENT OF POPULATION AND HEALTH
Dear Sir,
RE: MR KWADWO ASANTE-AFARI

This is to confirm that the above named presented an introductory letter to our facility to
conduct a research.

The hospital is ready to allow him and also give him the necessary assistance.,
Thank you.

Yours faithfully

Lud o /Loe

UR PAUL OWUSU-BAAH
MB ChB; FACOG. FGCS: FWACS

VNEDICAL DIREC TR

Health Care with Dignity
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This is to confirm that the above named stu
our facility to conduct a research.

This request has been approved by the management of 1
assistance to make his work a success

on that shall be collected should be strictly
ductory letter. Failure \

However, all informati
ke a legal action agal

intended purpose stated in the intro
your students and where necessary ta

the hospital to disrepute.

Thank You.

Yours faithfully,

Dr. Rudolp{ant}m‘fa&daﬁeba

(CEO)
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Appendix K: Ethical Clearance letter received from Ghana Health

Service

GHANA HEALTH SERVICE ETHICS REVIEW COMMITTEE

In case of reply the WEALTH o Research & Development Division
nmumber and date of this ;‘r k & "E - Ghana Health Service
Letter showld be quoted z{ G) R P. 0. Box MB 190

L s, Accra

~aiF Tel: +233-302-681109
Ty e Fax + 233-302-685424
My Ref. GHSRDDVERC Admin Appe| T/208 Email: ghserciagmail com
Your Ref. No.

Kwadwo Asante-Afari

Department of Population and Health
University of Cape Coast

Cape Coast.

Central Region.

The Ghana Health Service Ethics Review Committee has reviewed and given approval for the implementation of
your Study Protocol.

(GHS-ERC Number GHS-ERC: 02/10/16
Project Title “Acceptability of and Experiences with Assisted Reproduction in Ghana”
Approval Date 2" February, 2017
Expiry Date 1" February, 2018
| GHS-ERC Decision Approved

This approval requires the following from the Principal Investigator
*  Submission of yearly progress report of the study to the Ethics Review Committee (ERC)
¢ Renewal of ethical approval if the study lasts for more than 12 months,

¢ Reporting of all serious adverse events related to this study to the ERC within three days verbally and
seven days in writing.

* Submission of a final report after completion of the study

e Informing ERC if study cannot be implemented or is discontinued and reasons why

* Informing the ERC and your sponsor (where applicable} before any publication of the research findings.
Please note that any modification of the study without ERC approval of the amendment is invalid.

The ERC may observe or cause to be observed procedures and records of the study during and after
implementation,

Kindly quote the protocol identification number in all future correspondence in relation to this approved protocol

SIGNED.. (&

DR. CYNTH!A BANNERMA\
(GHS-ERC CHAIRPERSON)

Ce: The Director, Research & Development Division, Ghana Health Service, Acera
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Appendix L: Ethical Clearance letter received from University of Cape

Coast

UNIVERSITY OF CAPE COAST
INSTITUTIONAL REVIEW BOARD SECRETARIAT

TEL: 03321-33172/3 / 207355653/ 0244207814 C/O Directorate of Research, Innovation and Consultancy
E-MAIL: irb@uce.edu.gh [ Sty

OUR REF: UCC/IRB/A/2016/54
YOUR REF:

OMB NO: (990-0279

10RG #: Igﬂs‘ﬂng_gﬁ 318 JANUARY. 2017
Mr. Kwadwo Asante-Afari

Department of Population and Health
University of Cape Coast

Dear Mr Asante-A fari,
ETHICAL CLEARANCE 1D :( UCCIRB/CHLS/2016/20)

The University of Cape Coast Institutional Review Board (UCCIRB) has granted Provisional
Approval for the implementation of your research protocol titled ‘Acceptability of and
experiences with assisted reproduction in Ghana.’

This approval requires that you submit periodic review of the protocol to the Board and a final full
review to the UCCIRB on completion of the research. The UCCIRB may observe or cause to be
observed procedures and records of the research during and after implementation.

Please note that any modification of the project must be submitted to the UCCIRB for review and
approval before its implementation.

You are also required to report all serious adverse events related to this study to the UCCIRB
within seven days verbally and fourteen days in writing,

Always quote the protocol identification number in all future correspondence with us in relation
to this protocol.

Yours faithfully, o 0T
{4 ADMINISTRATOR ™"
: . SITY OF CAPE Coagr
Samuel Asiedu Owusu "-""0
Administrator )
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