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Quality/Calidad/Qualité, a publication of
the Population Council, highlights exam-
ples of clinical and educational programs
that bring a strong commitment, as well
as innovative and thoughtful approaches,
to the issue of high-quality care in sexual
and reproductive health. The series is
based on the philosophy that people have
a fundamental right to respectful treat-
ment, information, choice, and follow-up
from reproductive health-care providers.

Q/C/Q documents projects that are mak-
ing important strides in one or more of the
following ways: broadening the choice of
methods and technologies available; pro-
viding the information clients need to make
informed choices; enabling clients to be-
come more effective guardians of their sex-
ual and reproductive health; making inno-
vative efforts to increase the management
capacity and broaden the skills of service
providers at all levels; combining health
care, family planning, and related serv-
ices in an innovative ways; and reaching
underserved and disadvantaged groups.

Projects are selected for documenta-
tion by an advisory group made up of
individuals who have a broad range of
experience with promoting quality of care
in sexual and reproductive health. None
of the projects documented is being
offered as a model for replication. Rather,
each is presented as an unusually cre-
ative example of values, objectives, and
implementation. These are learning expe-
riences that demonstrate the self-critical
attitude required to anticipate clients’
needs and find affordable means to meet
them. This reflective posture is exempli-
fied by a willingness to respond to
changes in clients’ needs as well as to the
broader social and economic transforma-
tions affecting societies. Documenting
the critical choices these programs have
made should help to reinforce, in practi-
cal terms, the belief that an individual’s
satisfaction with sexual and reproductive
health services is strongly related to the
achievement of broader health and pop-
ulation goals.

The Population Council is an international, nonprofit, nongovernmental institution that seeks to im-
prove the well-being and reproductive health of current and future generations around the world and
to help achieve a humane, equitable, and sustainable balance between people and resources. The
Council conducts biomedical, social science, and public health research and helps build research
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Infertility is a major reproductive health
problem throughout much of the world.1

Its prevalence in industrialized countries
ranges between 6 and 10 percent of wom-
en of reproductive age; in developing
countries, it may be considerably higher.
Sub-Saharan Africa has the highest infer-
tility rate in the world, with prevalence
exceeding 15 percent in many countries.
An area known as the“infertility belt”
stretches through much of Central Africa;
Gabon and Democratic Republic of the
Congo, for example, have infertility rates
in excess of 25 percent (Farley and Bel-
sey 1988). Furthermore, there is increas-
ing evidence that the prevalence of infer-
tility has been rising in many parts of the
world. This rise is largely attributable to
an increased incidence of infections, es-
pecially sexually transmitted infections
(STIs) that impair female fertility. Data
also exist suggesting a decline in sperm
counts in many parts of the world, al-
though the evidence is not conclusive. 

The cause of infertility varies to some
degree by region. Studies indicate that
infertility in developed countries is due
mostly to such biological causes as fail-
ure of ovulation (which may sometimes
be related to a woman’s age rather than
to endocrine disease) and “unexplained
causes” (Cates et al. 1985; WHO 1987).
By contrast, in developing countries, and
particularly in sub-Saharan Africa, infer-
tility is largely secondary to undiagnosed
or poorly treated STIs (neisseria gonor-
rhea and chlamydia), unsafe abortion,
and substandard obstetric conditions—
all of which are preventable. 

Although involuntary childlessness is
a difficult situation for any couple, its

social consequences are most accentu-
ated in developing countries and are gen-
erally more severe for women than for
men. Male infertility is often not acknow-
ledged, and the female partner is typical-
ly held responsible for a couple’s child-
lessness. Indeed, in much of Africa, infer-
tility leaves women vulnerable to physi-
cal abuse, ostracism, and severe psy-
chological problems, as well as divorce.

Where resources are available, a com-
bination of conventional treatments and
new reproductive technologies has en-
abled providers to resolve infertility in
more than 50 percent of cases. Unfor-
tunately, in the developing world, most
health programs have fewer options. The
new technologies are either unavailable
or too expensive for the majority of
patients. Few clinics serving the poor
have any trained staff or systematic pro-
tocols with which to provide infertility
services. Furthermore, unlike attitudes in
some Western settings, adopting a baby
is still considered taboo in many devel-
oping country cultures. 

Despite the prevalence and serious-
ness of infertility, the population and
reproductive health field has largely
neglected this problem. National poli-
cies and international donor organiza-
tions have been one-sided in their focus
on programs designed to prevent un-
wanted pregnancies. Little emphasis has
been placed on “other kinds” of family
planning, that is, on assisting couples
who are unable to produce children.
Although many countries with a high
rate of infertility also have elevated rates
of unwanted fertility, these two are dis-
tinct issues and each needs specific atten-

Introduction
by Friday Okonofua

1 Infertility may refer to primary infertility (the woman has never conceived despite extended exposure to
the risk of becoming pregnant), secondary infertility (inability to conceive despite previous conception), or
pregnancy wastage (ability to conceive but not to produce live offspring) (WHO 1991). Conditions in the
male and/or female partner may contribute to infertility.



2 • Quality /Calidad /Qualité

tion. Undoubtedly, the principles articu-
lated by the 1994 International Confer-
ence on Population and Development in
Cairo underscore the need to help indi-
viduals achieve their reproductive goals,
and advocate for holistic approaches to
achieving developmental goals.

The time has come to reverse the
neglect of infertility and to press for im-
provement in its prevention and treat-
ment as part of reproductive health care.
This issue of Q/C/Q, with clinic-based
narratives and case reports from India
and Nigeria, illustrates what is involved
in trying to address the problem of infer-
tility in developing countries. In India,
although 10 percent of couples experi-
ence infertility at some time in their lives,
resources for treatment are scarce. In
Bhiwandi (outside Bombay), where in-
fertility care is largely unaffordable in
the private sector and unavailable in the
public sector, the Family Planning Asso-
ciation of India is providing high-quality,
affordable services to infertile couples
under its Bhiwandi-based Comprehen-
sive Reproductive Health for All project.
In Benin City, Nigeria—where the serv-
ice options are similarly limited and the
prevalence of infertility is now rising
above 20 percent—the Women’s Health
and Action Research Centre offers com-
prehensive reproductive health care, in-
cluding management of infertility. 

Both programs combine education,
counseling, careful history taking, labora-
tory testing, minor pharmacological and
surgical therapies, and referral. Although
a number of clinical and economic fac-
tors translate into limited success rates,
the programs featured in the following
pages are enabling some couples to
realize their dreams of parenthood.  The
education and support they provide to
distraught couples is also invaluable. 

Although the expense and technical
expertise of full-scale infertility treat-
ment is beyond the capacity of most
organizations, family planning programs

can do a great deal that generally they
are not currently doing for infertile cou-
ples. Family planning programs need to
reexamine their view of infertility and
consider ways to inform their staff and
assist their clients with information and
provide at least rudimentary services.
Such a reorientation would involve men
in reproductive health care, strengthen
efforts to reduce STI and reproductive
tract infection (RTI) rates, and foster
openness toward sexuality issues. Fur-
thermore, by addressing an issue that is
both sensitive and neglected, family
planning programs can win trust from
communities and enhance program use
in developing countries around the
world. By assisting couples who want to
have children as well as those who want
to avoid pregnancy, family planning
programs will finally become worthy of
their name in the truest sense.

A possible framework for incorporat-
ing limited infertility care into a family
planning or reproductive health pro-
gram is provided in the Afterword, at the
end of this issue. Program leaders would
do well to assess how they might adapt
such a framework to help meet urgently
felt needs in their population. There is
little excuse for doing nothing for the
many infertile couples to whom we can
offer some measure of help and hope.
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Bhiwandi is like many new towns around
the world—an industrial center to which
poor villagers from other parts of the
country migrate. Located about an hour
outside Bombay, the primarily working-
class population of 50,000—together
with residents in 70 neighboring vil-
lages—finds employment in the power
looms, agriculture, and other industries. 

Despite its proximity to Bombay, In-
dia’s most cosmopolitan city, the cultur-
al values in this area are predominantly
rural. Although the settlers have left their
homes behind, they have carried their
traditional attitudes with them; central to
these values is that of the role of a wom-
an as wife, mother, and homemaker in
her husband’s family. A woman who does
not bear a child, preferably a son, with-
in two years of marriage holds little cul-
tural value.1 In addition to the disappoint-
ment she and her husband feel at not
having a wanted child, she often faces
constant jibing from her in-laws, while
her husband may be encouraged to
abandon her and remarry. Although
men are the source of an infertility prob-
lem about as often as women,2 typically,
a husband’s family will not consider that
he may be infertile.

Often, a childless woman is stigma-
tized beyond her immediate household.
She may not be allowed to hold a new-
born relative or even participate in the

child’s naming ceremony. “She is called
waanj (barren)” says Pravina Palaye, field
organizer at Family Planning Association
of India in Bhiwandi. “There is a super-
stition that if she touches a baby, the
baby will die.” One community survey
in Andhra Pradesh state found that actual
and anticipated rude comments at social
functions forced many infertile married

women into becoming social recluses,
isolated and ashamed (Unisa 1999).

Such a predicament is not rare. About
10 percent of couples in India face infer-
tility at some time in their lives, a figure
consistent with the worldwide incidence

“What About Us?” 
Bringing Inferti l ity into
Reproductive Health Care
by Bishakha Datta

1 Indeed, women’s health advocate Manisha Gupte has commented that “Having only daughters is . . . seen
as a form of childlessness. It’s unbelievable, the layers of childlessness you can see in society.”

2 Roughly one-third of infertility is related to a condition suffered by the female, about one-third is the
result of a male condition, and one-third is of mixed origin.

Many Bhiwandi residents are recent immigrants from the countryside and
traditional values still shape family life. For example, a man whose wife
does not bear a child may be encouraged to abandon her and remarry.
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of infertility (Jeejeebhoy 1998). Yet there
are few resources available to help infer-
tile couples. Basic information (for exam-
ple, about proper timing of intercourse
or avoiding excessive heat to the scro-
tum) would help some couples, but there
are few ways to acquire such informa-
tion. For working-class people, clinical
services for diagnosing and treating infer-
tility are even more difficult to come by.3

In Bhiwandi, the public sector does
not provide infertility care. Services in
the private sector are not only of widely
varying quality but also are well beyond
the financial reach of most couples;
nonetheless, where one’s worth is mea-
sured by the birth of a child, women will
go to extraordinary lengths in the effort
to become parents. In desperation to
conceive, some women resort to tradi-
tional approaches, including such pain-
ful ones as placing a heated brick on
their bellies. Other women have fallen
prey to unethical providers, as reported
in a recent article in a Delhi newspaper:

In December 2000, the police arrested
three doctors in southern India for
cheating childless women, charging
them exorbitant fees and making false
claims about their pregnancy. The ar-
rests took place after a woman, Sita-
mahalakshmi, lodged a police com-
plaint about a doctor who had cheat-
ed her of $5,000 by falsely claiming to
have helped her conceive through an
embryo transfer technique. Another
woman, B Ratnakumari, filed a similar
complaint against the same trio. Soon
it became evident that this was a mas-
sive racket in which the three doctors
had connived to dupe as many as 30
gullible women in the last three
months alone. (The Pioneer 2000)

Neither have family planning pro-
grams responded to the needs of infertile
couples. Reproductive health programs
may seem like a logical “home” for
addressing infertility, given the clear
link between infertility, STIs, and basic
reproductive health counseling. Despite
this link and the enormous social con-
sequences of involuntary childlessness,
family planning programs have found it
difficult to make the philosophical leap
to devoting a measure of their limited
resources to helping people reproduce.

The Family Planning Association of In-
dia (FPAI), an affiliate of the International
Planned Parenthood Federation, has be-
gun addressing the problem of infertility
within a broad sexual and reproductive
health mission. The town of Bhiwandi
lies in the region covered by the Bom-
bay branch of FPAI, and in 1996, FPAI
launched one of its most important efforts
there to provide services to infertile cou-
ples: the Comprehensive Reproductive
Health for All project, or, in the Marathi
language, Bahu Vyapak Prajanan Arogya
Seva Sarvansathi Prakalp.

The Family Planning
Association of  India
FPAI, like many family planning organi-
zations around the world, has made
strides toward a comprehensive repro-
ductive health framework since the
1994 International Conference on Popu-
lation and Development held in Cairo.
Yet the Comprehensive Reproductive
Health for All project did not spring fully
formed out of the Cairo agenda. Its seeds
were sown in 1983 when FPAI started a
women’s development program in 70
villages in Bhiwandi District. Develop-

3 The community survey of infertile women reported by Unisa (1999) found that one-fourth of the respon-
dents never sought help, for the most part because such help was too expensive (43 percent) or because
they felt that it was unnecessary (41 percent). More than half of those who sought care had been through
more than one course of treatment. The first choice of treatment was modern medical care (73 percent),
although many women cut their treatment short because of cost; 63 percent also visited at least one holy
place or spiritual healer.


