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SYNOPSIS 

 
Infertility is a major reproductive health problem affecting a significant proportion of 

couples. The experience of infertility is shaped by the social and cultural context of 

the individual and hence the inability to reproduce causes social, psychological and 

emotional consequences for the couples, particularly women. Individual desire to 

achieve parenthood and also the fear of the social consequences mainly initiates care 

seeking. Even though a majority of couples initiate treatment, a sizeable proportion 

discontinue treatment before achieving the desired results. This discontinuation is due 

to various factors viz., spontaneous conception, emotional distress, financial limitation 

and/or not wanting to continue the suggested treatment. It is reported that the 

premature cessation of treatment can affect the treatment success. 

 
Fertility treatment has different stages in the treatment cycle from diagnostic workup 

to medical and surgical management to undergoing assisted conception. Although 

allopathy or treatment using modern medicine is the first choice for infertility care, 

multiple treatment methods are used by the couples for resolving infertility. 

 
According to DLHS-3 (2007-08), among those who had primary infertility only 65 

percent had used allopathic treatment. This means that 35 percent did not access any 

form of treatment or used other systems including traditional healers. So, when 

treatment seeking patterns for infertility is studied in a clinical setting, a 

comprehensive picture of the care pattern is lost. This is because not everyone will be 

seeking care for infertility and among those who seek care not all will be able to access 

and afford Assisted Reproductive Technology (ART) treatments. From a public health 

perspective, the population level understanding is needed for planning and evolving 

policy changes for infertility care in the country. Moreover, studying it using a medical 

perspective without a theoretical backing may narrow the focus. It also impedes getting 

a comprehensive understanding of the motivation behind the stated reasons for 

discontinuation. 

 
In this context, it is important to identify the actual trajectories of mitigation that exist 

in practice and identify the stage of the infertility journey in which a couple choose a 
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particular method and when they choose to move from a particular stage of care 

seeking to another. This research is an exercise in explicating the practical choices 

exercised by the couples for infertility care in Kerala. 

The fertility rates in Kerala, as measured by the Total Fertility Rate (TFR) is below 

replacement levels. This means other things remaining constant, given the low fertility 

levels, the population size would reduce in the long run. The relatively lower levels of 

fertility in Kerala and the postponement of pregnancy by women, means that women 

in Kerala may be in need for infertility care services. Given the fact that fecundity 

decreases with age, with rising age at first pregnancy the probability of getting 

pregnant declines. The DLHS-3 (2007-08) reported that in Kerala nearly 11 percent of 

ever married women in the ages 15-49 had infertility and out of which 86 percent had 

sought care for infertility. Barring this information, we do not know from where the 

care was sought and whether such care yielded a desired outcome. There has not been 

any systematic effort to understand care seeking for infertility at the population level. 

Considering the fact that infertility care is expensive and mostly concentrated in the 

private sector in Kerala, it is important to understand the extent and nature of care 

seeking for infertility in the state. Currently, treatment for infertility especially ARTs, 

is not a public health priority in the country. In the absence of any centrally sponsored 

or state mandated reimbursement schemes for infertility treatment, couples have to 

meet the costs involved through out of pocket expenditure. In these circumstances, it 

is important to understand whether couples who enter the care seeking pathway are 

able to sustain it or if they were negotiating alternatives to these medical means to 

achieve pregnancy. Therefore, the present study seeks to understand how couples with 

infertility seek care in Kerala. 

 
The objectives of the study were: 

1. to understand the trajectories of care seeking for resolution of infertility among 

couples and to identify reasons for these choices to resolve infertility, 

2. to get the estimates of expected levels of infertility for Kerala and its districts 

and analysing the age pattern of infertility in these districts, 

3. to describe the care seeking pathway for infertility among couples with 

infertility in Kerala, 
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4. to examine the inequalities in the care seeking for infertility by couples with 

infertility in Kerala and 

5. to describe the infertility specific distress, in women undergoing treatment for 

infertility and to understand the possible consequences of infertility for 

women. 

 

This study used a multiphase mixed methods design with three phases for which data 

collection was undertaken between November 2017 and May 2019. The first phase of 

the study used a qualitative design with in-depth interviews of women with infertility. 

This phase enabled an understanding of the trajectories of care seeking for resolving 

infertility by couples and to identify reasons for these choices. The results of this phase 

enabled the development of an interview schedule for phase III of the study. The 

second phase used data from the Census of India 2011 to estimate the expected levels 

of infertility and age patterns of infertility for Kerala and its districts. The districts 

were ranked by the expected levels of infertility to facilitate selection of study sites for 

the third phase of the study. The health care services in Kerala is discussed using 

available data and published materials on the health care institutions and utilisation. 

The third phase used both quantitative and qualitative methods concurrently to 

describe the care seeking pathway for infertility and examined the inequalities in care 

seeking. The qualitative component used in-depth interviews to describe the infertility 

specific distress in women undergoing treatment and to understand the possible 

consequences of infertility for women. In this study I refer to care seeking to include 

all the treatments used by the couples to treat infertility i.e., Allopathy, Ayurveda, 

Homeopathy and alternate methods like traditional or magico-religious remedies. Here 

I use Allopathy to refer to the conventional western medicine, it is also called 

biomedicine, mainstream medicine or western medicine. 

 
All three phases of the study were cleared by the Institutional Ethics Committee of 

Sree Chitra Tirunal Institute for Medical Sciences and Technology. Phase I of the 

study was cleared by the IEC vide SCT/IEC/1112/NOVEMBER-2017 dated 

23.11.2017 and phases II and III were cleared by the IEC vide SCT/IEC/1112/JULY-

2018 dated 03.08.2018. 
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Using data from the Census of India 2011, infertility levels were estimated using both 

direct and indirect measures. The indirect measures were computed using the period 

based TFR which used all women irrespective of their marital status (Estimate 1) and 

the total marital fertility rate (TMFR) which used ever married women (instead of 

currently married women) (Estimate 2) using a method suggested by Pandey and 

Suchindran. The expected level of infertility in Kerala among all women was 168 per 

1000 women, this measure cannot be a true reflection of the actual levels, while the 

expected level for Kerala was nearly six percent for ever married women. The direct 

PeaVXUe XVed WKe µ0¶ SaULW\ aPRQJ eYeU PaUULed ZRPeQ LQ WKe aJe JURXS 45-49 years 

(Estimate 3), and it was found to be 58 per 1000 ever married women in Kerala. The 

TMFR based estimate was higher than the state level for the southern districts 

compared to the northern districts, except Kozhikode. The direct measure (the number 

Rf ZRPeQ ZLWK µ0¶ SaULWy among ever married women aged 45-49) was higher than the 

state levels in the northern districts except Wayanad which had the lowest expected 

level of infertility at 45-49 years compared to the southern districts except 

Thiruvananthapuram. Given the lower age at marriage in the northern districts, the 

higher observed expected levels may be due to male out migration in these districts. 

The age pattern of infertility was estimated using the cohort based Children Ever Born 

(CEB) and period-based Cumulative Fertility Rate (CFR) measure. The difference 

between the CEB based measure and the CFR based measure indicate the potential 

improvement in fertility over time which gives rise to lower levels of infertility using 

the CFR as opposed to the CEB. The results indicate that up to age 30-34 years, the 

decline in levels of infertility was sharp. This is indicative of the natural decline owing 

to the fact that these are the prime reproductive ages for women. But from ages 30-34 

to higher age groups, the decline in the expected levels of infertility slowed down. To 

understand the potential bridging of the infertility gap through medical intervention 

we computed the index of infertility using the extent of completed fertility up to the 

age 34. The index values were relatively higher in the northern districts of Kasaragod 

(0.40), Kannur (0.45), Kozhikode (0.35) and Malappuram (0.41). Nearly 40 percent 

reduction was observed in northern districts beyond age 34 compared to 20 to 25 

percent in southern districts, which may be due to medical interventions. 
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The examination of the health care services and utilisation in Kerala indicated a 

stagnation in the growth of the public sector compared to the private sector. The better 

extent of use of formal medical care and utilisation of private sector for minor ailments 

was noted in Kerala compared to the rest of India. This is indicative of the privatisation 

and the medicalisation of health care in Kerala. The situation vis-à-vis reproductive 

health is also no different, the near universal institutional delivery in noted in the state 

and a major proportion of it is happening in the private sector. 

 
The context and process of care seeking was explored by interviewing 16 women and 

two men who were husbands of the women. Due to the social construction of 

infertility, there was a social expectation that a married woman has to procreate within 

a certain period after marriage. The need to avert the blame of infertility and also the 

distress caused by this public scrutiny pushed them to initiate care seeking. Women 

reported that factors like knowledge about the condition and its treatment was one of 

the main facilitating factors for continuing treatment. While the presence of contacts 

within the system also eased the treatment processes, access and affordability 

determined the continuation of care seeking. It was reported that the recalcitrance of 

the husbands hindered continuous care seeking. 

 
A total of 604 women were surveyed to elicit the care seeking pathway for infertility. 

At the time of interview, nearly one fourth of the couples had achieved pregnancy. 

Among those who did not have a child at the time of interview, an equal proportion 

were on break from treatment or were continuing treatment for infertility. Among 

those who had a child or were pregnant, half of them achieved it via spontaneous 

conception following ovulation induction or treatment of their partner. 

 
 In this analysis using quantitative data, the unit of analysis is the couple and therefore 

the findings refer to the couple. However, with respect to the qualitative research, the 

person reporting was the woman and all findings relating to the treatment related 

distress, consequences experienced due to infertility and other similar reports relate 

to the women alone. 
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Age at the start of the treatment, socio-economic status, type of infertility and the type 

of centres used by the couples were found to be significantly associated with the 

outcome i.e., achieving pregnancy. The proportion achieving pregnancy was high 

among couples who started the treatment before age 30 (ZRPaQ¶V aJe). The duration 

of the marriage of the couples ranged from 13 months to 348 months (29 years), the 

proportion achieving pregnancy was high among those who initiated treatment within 

10-15 years of marriage. Migrant status of the husbands in the earlier periods of 

marriage could be a possible explanation for this observation. In the sample, male 

infertility as the contributing factor for infertility was higher compared to female 

infertility. Although the proportion of male infertility was higher in the study, the 

proportion of men undergoing treatment was lesser compared to women in the study. 

One possible explanation is that most of the assisted reproductive treatments happen 

LQ WKe ZRPaQ¶V body. Also, many women reported that the husbands do not present 

themselves for treatment. This could also be a reason for lower proportion of men 

undergoing treatment. The proportion of the couples who got pregnant was higher for 

female factor infertility compared to male factor infertility. It was least when both the 

couples had infertility. 

In the study, the couples had used up to 11 centres, with 40 percent using at least four 

centres. The movement from one centre to another was higher earlier on in the care 

seeking pathway. Allopathy was the first point of care seeking for infertility for 

majority of the couples in the study. As the couples moved further along the care 

seeking continuum in terms of the number of centres visited, there was a shift from 

Allopathy to Ayurveda and Homeopathy. Alternate methods were also deliberated by 

the couples in the care seeking pathway alone or along with other systems of medicine. 

 
The event history analysis using the life table approach showed that the medical 

management of women had the highest rate of achieving pregnancy across different 

categories of treatment stage in the time intervals 0-120 months. Treatments such as 

Intra Uterine Insemination (IUI) and In Vitro Fertilization (IVF) had higher rate of 

achieving pregnancy in the later duration in the pathway i.e., IUI after 5 years and IVF 

after 10 years. This means that such methods are being postponed by the couples in 

the earlier years of care seeking. 
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The rate of achieving pregnancy drops to almost one-third of what it is (from 0.0059 

to 0.0020 for the period 0-60 months) when other methods was used alone or in 

combination with allopathy compared to when only allopathy was used. This finding 

does not represent the merit of one system of medicine over other. This means that 

when pregnancy is not achieved by the couples, they shift from one centre to another 

which may be Ayurveda or Homeopathy or alternate methods due to either financial 

limitation or the reluctance to undergo a suggested treatment. Among these, there may 

be couples who need assisted conception methods to achieve pregnancy. This may be 

the reason why they are not yielding the result when using other systems of medicine 

or alternate methods alone or in combination with allopathy. 

 
The continuous cohabitation of the couples is an important factor that helps in early 

care seeking. µAbVeQWee¶ husband was a major impedance to care seeking. Men opted 

to stop care seeking while women persisted in the pathway of care since they were 

afraid of the consequences of the inability to reproduce. When a couple was advised 

IUI or IVF due to male infertility, men tended to either discontinue or decline 

treatment. Along with this, the women also had the responsibility to shield their 

husbands¶ reproductive impairment. Women also reported that the plurality of care 

seeking for infertility was fuelled by the µKRSe¶ perpetuated by others in the 

community or by their own doctors. To avert the blame and burden of the 

consequences, women resort to treatment, and persist in seeking care due to the µKRSe¶ 

that is being communicated to them. This µKRSe¶ is attributed to treatment or other 

alternate methods which they feel can give them positive results. 

 
µHRSe¶ ZaV RQe Rf WKe UecXUUeQW WKePeV LQ WKe QaUUaWLYeV Rf ZRPen as to why they 

continued in the care seeking pathway and do not think of alternate methods like 

adoption to achieve parenthood. Infertility care seeking as understood from the study 

did not happen in a vacuum, the social, economic and other factors were also catering 

WR WKe µKRSe¶. Using the concepts deterritorialization and reterritorialization I have 

e[aPLQed WKe µpolitical economy of hope¶ Rf LQfeUWLOLW\ caUe aQd KRZ WKLV KaV 

permeated the socio-cultural discourse of infertility and has created inequality. The 

advancements in technology together with market forces have deterritorialized 
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reproductive medicine. The infertile couples are also deterritorialized by their feeling 

of not belonging to the fertile world. Reproductive medicine now has a heterogenous 

group of stakeholders, in addition to the professionals from obstetrics and gynaecology 

and the couples with infertility. So, the demand created by the deterritorialized infertile 

couples and deterritorialized reproductive medicine form a new system, which causes 

inequality and creates multiple trajectories of care seeking. 

 
It is established in the study that at least six percent of ever married women in the 

reproductive age groups may be in need of infertility services in the state. This means 

there is demand for infertility services in the Kerala. It is also established that this 

demand is being met by the private sector in the state. We found that majority of the 

participants in the study had used allopathic centres as the first point of care. This can 

be aWWULbXWed WR WKe µdeVSeUaWeQeVV¶ WKaW WKe LQfeUWLOe cRXSOeV KROd WR acKLeYe SUeJQaQc\, 

which is used by the market forces to porWUa\ µKRSe¶. TKLV µKRSe¶ LV WKe PaMRU SXOOLQJ 

factor that the makes the couples use these expensive technology-based solutions and 

not consider adoption. 

 
The care seeking for infertility was characterised by multiple breaks, stopping 

treatment without desired outcome and utilisation of different forms of treatment. The 

care seeking was sustained for longer durations by the women compared to their 

spouses. While men withdraw from care seeking pathway citing the difficulties of 

treatment, the existing gender norms and roles prevented women from exercising such 

choices. It is demonstrated by their persistence in care seeking despite the physical and 

emotional difficulties of the condition and also the treatment. This is also reflected in 

the better probability of achieving pregnancy when only female factor was 

contributing to the infertility in the couples. 

There was multiple care seeking trajectories where up to 11 centres were used by the 

couples. While the use of other systems of medicine like Ayurveda or Homeopathy 

was lower in the first centre, there is three to four times increase in use of it in the 

subsequent centres. The use of Ayurveda and Homeopathy was higher than the use of 

public sector allopathic care later on in the care continuum. Along with the reported 
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financial limitation for abandoning care this also means that public sector provisioning 

is limited. 

 
While women wanted to persist with care seeking, the assisted conception was 

declined by them (by the husband or the couple) due to the fear of use of donor sperm. 

This means that there will be unnecessary extension of care seeking and also there are 

chances of using alternate and unauthorised methods to achieve pregnancy like use of 

magical remedies. It was also noted that there was a higher rate of achieving pregnancy 

with IUI and IVF towards the later duration of the treatment cycle. This could mean 

that those requiring such treatments are postponing it and trying other methods when 

these treatments are suggested. It could also be due to financial limitation to access 

such treatments, since such treatment centres are mainly concentrated in the private 

sector. This creates inequality for those who are unable to afford the infertility care. 

SSRXVeV¶ decLVLRQ ZaV aOVR aQ LPSRUWaQW facWRU LQ SeUVLVWLng care seeking by women.  

 
These findings indicate that there is co-occurrence of socio-economic and gender 

inequality in care seeking for infertility. These factors cause premature cessation of 

treatment or utilisation of alternate methods, thereby prolonging the care seeking 

trajectory of the couples without the desired outcome. There are also misconceptions 

regarding various treatments which can seriously limit the achievement of positive 

outcomes for the couples. 

 
Therefore, it is important to bring in a public discourse on infertility in the 

programmatic component of sexual and reproductive health programs with a focus on 

the potential for success and appropriate care for male and female infertility. Due to 

lack of adequate public provisioning of infertility care, there is inequality in access 

and affordability. There should be mechanisms to provide it at local levels, with 

referral services to higher centres offering comprehensive care. Possibility of some 

form of financial assistance can also reduce inequality in accessibility and affordability 

of the infertility care. The clinical practice can incorporate counselling as a routine 

part of their care and not limit it to a prerequisite in assisted conception. This will 

enable to uphold the morale of the couple who will be confused about the various 

treatments being suggested. 
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Further research is needed to understand the treatment delays and its consequences 

due to the out migration of husbands. It is also important to elicit the reasons for the 

drop out from care pathway by men. Research aimed at understanding this will provide 

evidence to incorporate comprehensive care for couples in the state and mitigate 

against the existing multiple axes of inequity including gender and economic factors 

in infertility care seeking. 
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Chapter 1 

Introduction 

1.1 Introduction 

The International Conference on Population and Development (ICPD), 1994 has 

acknowledged reproductive health as a basic human right. Infertility care which was 

an under represented global health issue was also brought under the reproductive 

health care agenda. The ICPD 1994 mandate included appropriate measures for 

prevention and treatment of infertility. Globally there has been focus on controlling 

fertility, the inability to achieve desired fertility has not received due attention in the 

programs and policies of Sexual and Reproductive Health (SRH).  

 
While infertility has been acknowledged as a public health issue by World Health 

organisation (WHO) and Centre for Disease Control (CDC), a public health approach 

to infertility has not been adopted by many governments (Lemoine & Ravitsky 2013). 

Infertility has always been overlooked in the area of public health, because measures 

to counter overpopulation has been a priority than catering to the needs of those who 

are unable to reproduce. But when reproduction is acknowledged as a basic human 

right, the inability to reproduce should also be the concern of the governments. 

Although the inability to reproduce does not jeopardize the physical health of an 

individual it poses grave consequences to those who suffer from it. This makes it an 

issue that calls for attention from state (Lemoine & Ravitsky 2013).  

 
A public health approach is lacking due to the fact that it is seen as a problem 

concerning an individual and not as a problem of the collective. This makes its 

management also of low priority and it is reflected in the limited number of centres in 

the public sector to treat infertility (Benagiano & Farris 2003). The limited public 

provisioning thus gives way to the private sector to flourish, thereby exacerbating the 

inequalities and restricting the accessibility and affordability to infertility care.  

 
The rights-based perspective on SRH cannot overlook the inability to achieve desired 

fertility, especially when it is involuntary. Individual choice to attain fertility has to be 

a focus in SRH care provisioning, and such provisioning has to factor in the problems 

of those who are not able to beget a child for reasons that could be corrected.  
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Infertility, defined as the inability to achieve clinical pregnancy after 12 months or 

more of regular unprotected intercourse (Zegers-Hochschild et al. 2009), affects 

nearly nine percent of the couples in the reproductive age group (Boivin et al. 2007). 

In 2010, 48.5 million couples were infertile, of which 19.2 million couples suffered 

from primary infertility (Mascarenhas et al. 2012a).  

 
Given the magnitude of the problem of infertility, a public health understanding is 

much needed for programmatic planning and policy changes to address involuntary 

childlessness. The preventable causes of infertility, the inability to achieve the social 

expectation and hence consequences of it including stigma and the role of socio-

economic inequalities in accessibility and affordability of the treatment make it an 

important public health issue that calls for attention (Benagiano & Farris 2003; 

Lemoine & Ravitsky 2013). 

 
1.2 Focusing on infertility using a public health approach: Why is it important? 

Infertility has been receiving less attention in the public health realm largely due to the 

paradigm from which it is studied and explained. The dominant paradigm that 

discusses infertility is the biomedical paradigm. This has been fuelled by the 

bio(medicalisation) process that is being advanced in the area of reproduction. The 

(bio)medicalisation of infertility has widened its scope through the developments 

happening in the assisted reproduction. Infertility is a condition that has been 

documented to be using a wide variety of options as remedy by those suffering from 

it. The biomedical option is the dominant one that is the first option chosen by couples 

after due deliberation (van Balen et al. 1997). Various other methods are also 

considered by the couples to mitigate infertility. Within the biomedical paradigm, the 

medical management of infertility ranges from counselling regarding the timing and 

technique of the intercourse to sophisticated forms of treatment like the Assisted 

Reproductive Technology (ART).  

 
The other options used by the couples to treat infertility can be categorised as 

traditional methods such as reflexology, acupuncture, traditional Chinese medicine, 

herbalism, hypnosis, spiritual healing (Coulson & Jenkins 2005), or consult 
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naturopaths, chiropractors, and/or acupuncturists (Stankiewicz et al. 2007). Hypnosis 

(Gravitz 1995; Levitas et al. 2006) and homeopathy (Gerhard & Wallis 2002) are also 

used by couples for treatment of infertility. In addition to these, there are religious 

practices being used by the couples to find solutions for their infertility through 

consulting traditional healers or religious healers and visiting mausoleums. They also 

use traditional drugs, tie amulets, and sacrifice animals as part of the religious practices 

to achieve pregnancy (Günay et al. 2005).  

The reasons for choosing traditional methods were that the couples felt that unlike 

biomedical practitioners, the traditional healers were more attentive to their worries 

(Coulson & Jenkins 2005). The repeated failure with biomedical treatment modalities 

also leads couples to consider other options. Adoption is also a choice considered by 

some couples to resolve their state of childlessness. This choice is exercised with or 

without trying the biomedical methods of treating infertility. 

 
A bio-medical approach to infertility will be more favourable to medicalisation. 

Medicalisation creates inequality, where preventive aspects receive less attention 

when compared to a public health approach. This means that equally vulnerable 

couples from specific strata may not receive the benefit they need. In addition, the 

process of medicalisation makes it an individual responsibility and  shifts the blame to 

the individual (with respect to preventable causes) (Lemoine & Ravitsky 2013). 

Medicalisation of infertility has brought in technology-based solutions into the social 

and cultural discourse on infertility. This means couples who are unable to reproduce 

are provided with one additional option to consider. But this specific technology has 

its own drawbacks ranging from no guaranteed success to being expensive and 

extremely exhausting for the users due to the physical and emotional toll it takes 

(Franklin 1990). The presence of technological solution is a boon for infertile couples 

but when this technology is positively represented in the media, it automatically 

becomes popular in the socio-cultural narrative of infertility. There are consequences 

for couples, who are unable to afford or access it, because they can be now blamed for 

inaction by others. It also keeps the possible alternatives like adoption to achieve 

parenthood at bay (Bharadwaj 2003). 
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Accessibility and affordability are also at stake. According to Boivin et al., in 2007, 

among about 72.4 million women who were infertile, only 56 percent sought any 

medical care. 

 
 It is observed that the entry to medical treatment is not sustained by majority of the 

couples, they discontinue the treatment sooner or later depending on various factors. 

Financial limitations, psychological and physical burden were some of the reasons for 

treatment discontinuation (Van den Broeck et al. 2009). 

 
While there are many countries which have reimbursement and coverage for Assisted 

Reproductive Technology (ART) treatments, this insurance coverage varies across 

countries. Though the reimbursement or coverage of treatment is carried out with 

restrictions from country to country, including the number of cycles that can be 

reimbursed, the age of the women, sexual orientation and usage of donor gametes, its 

use is on the increase as reported by the International Committee for Monitoring 

Assisted Reproductive Technologies (ICMART). ICMART reported a 6.4 percent 

increase in the number of oocyte aspirations and 27.6 percent increase in the Frozen 

Embryo Transfer (FET) between 2008 and 2010. While it is reported the ART 

utilisation has been constant between 2008 to 2010 globally (Dyer et al. 2016). Almost 

all European Union states except Greece have some form of state funding or 

reimbursement for ART. Countries from the Southeast Asian regions and South Asian 

regions viz., Bangladesh, India, Taiwan, the Philippines, Bangladesh, Sri Lanka, 

Thailand and some from Central and Latin American regions like Mexico, Columbia, 

Venezuela are not financially supporting any ART treatments (IFFS 2019). But even 

after the cycles are covered for there is a significant number of couples who 

discontinue treatment at different stages in their treatment cycle (Van den Broeck et 

al. 2009).  

 
Even though financial limitation plays a major role, couples are drawn to trying 

everything before abandoning the treatment. This arises from the need to resolve the 

regret of not having tried enough for a child, hence ART which is the most advanced 

treatment is utilised by the couples in their treatment pathway (Van den Broeck et al. 

2009). Other reasons like lack of success and psychological distress have been also 
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reported as the major reasons for treatment discontinuation (Rajkhowa et al. 2006). 

The longer the duration of the infertility, physical burden was reported as the major 

reason for discontinuation by the women. This is a practical possibility but such a 

reason may be a way of externalising the cause for discontinuation when the inability 

to achieve pregnancy becomes more evident for them (Van den Broeck et al. 2009). 

While some of the reasons for discontinuation of treatment by couples with infertility 

are known, there is limited understanding of the other causes for discontinuation of 

treatment and the interlinkages across them. When such studies get done they fail to 

provide a theoretical framework to explain it (Gameiro et al. 2012). It is known that 

not all the couples with infertility would be able to access and afford infertility care. 

So, when subjects are selected from clinics to understand care seeking for infertility a 

major proportion of infertile couples are not included and their experiences are 

excluded from the knowledge base. 

 
1.3 Infertility levels and treatment patterns in India 

In India, according to DLHS 2007-08, 8.2 percent of ever married women in the age 

group 15-49 years reported having infertility, which includes both primary and 

secondary infertility. Within India, the highest level of infertility reported was in West 

Bengal with 14.1 percent, and the lowest was 2.3 percent in Meghalaya. Those who 

had infertility (both primary and secondary), 80 percent had sought treatment for 

infertility. Among those who had primary infertility, 82 percent reported having sought 

treatment, and among those who sought treatment, 65 percent had used allopathic 

treatments. There was an economic gradient to care seeking with 73 percent having 

taken treatment for primary infertility from the poorest wealth quintile, while 91 

percent had done so in the highest wealth quintile. The use of allopathic treatment by 

those in the poorest quintile was nearly half of those who took it in the highest wealth 

quintile (IIPS 2010). This means that a significant proportion of those in need are either 

not accessing any form of treatment or are using other systems of medicines or 

traditional or religious methods to treat infertility in the country.  

 
In India a majority of ART services are provided by private sector providers, and the 

facilities if at all available in the public sector are only offered in the tertiary centre 
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like the medical colleges (Widge & Cleland 2009). There were 1500 ART centres in 

the country in 2019, which is the highest among all the reporting countries (IFFS 

2019). There was a 33 percent increase in the number of centres from 2016 in India. 

A majority of these are private physician clinics (350) and sole practitioner-based 

clinics (1000), while there were only 10 ART clinics in the public hospital (IFFS 

2019). Due to the limited availability of infertility treatment in the public sector, 

significant sections of the society may not able to undergo infertility treatments. The 

long waiting time and lack of infrastructure for diagnosis and treatment also forces 

people to give up on treatment at public sector institutions and those who are unable 

to afford treatments at the private sector may choose alternate pathways like consulting 

traditional healers and other unauthorised centres/people (Widge & Cleland 2009).  

 
Although the exact number of the private providers in not known, the Indian Council 

of Medical Research (ICMR) is in the process of registering the ART clinics and banks 

in India. There are up to 532 centres registered under the National Registry of ART 

Clinics and Banks in India in October 2020, while the actual number of centres will 

be more than this (ICMR 2020). There are no centrally sponsored schemes offering 

financial assistance to the couples for infertility treatment.  Some states have tailored 

programs to assist the infertile couples, the State Government of Assam has launched 

a Vcheme called µMaWXUWYa Yojana¶ Wo giYe financial aVViVWance of Xp Wo fiYe lakhV foU 

couples who are not able to achieve pregnancy after three years of marriage in the 

tribal category. Similarly, in Goa couples in the tribal category who are married for 

more than three years without a child, will also get a financial assistance of up to five 

lakhs rupees for infertility treatment (Questions Lok Sabha 2017; Scheme India, n.d). 

The MiniVWU\ of MinoUiW\ AffaiUV iV alVo fXnding Whe µJiyo Parsi Scheme¶, foU loZ and 

middle income Parsis to undergo IVF treatments (Parzor Foundation 2020). 

 
1.4 Rationale for the study 

Public health priority setting is largely utilitarian, focusing on maximising benefit or 

alleviation of suffering. While a majority of couples do not suffer from infertility 

related problems, it causes an inordinate amount of suffering to those who do. This is 

why a public health focus needs to be brought to the problem of infertility instead of 
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treating it as a problem of individuals. While public health uses surveillance and 

monitoring to collate information and identify changing priorities, there is hardly any 

representative data on infertility and this restricts the opportunities to call attention to 

it or bring this as an issue that deserves to be on the public health agenda of the country.  

 
Currently much of the focus on infertility is understanding the experiences and 

consequences of infertility, and also the ethical concerns of assisted reproduction. A 

significant volume of this literature on infertility comes from the bio-medical paradigm 

where the treatment success and discontinuation among the clinic subjects are 

discussed. When we gauge infertility from the bio-medical paradigm, we tend to miss 

out on the socio-cultural contexts that shape the experience and the understanding of 

infertility. Because the socio-cultural context plays an important role in how infertility 

is experienced by the couples/ individuals and also shapes the way in which it is 

perceived. The measures adopted by couples to mitigate it are also influenced by the 

socio-cultural contexts of individual couples.  

 
Even though studies on infertility in India have reported on the treatment pathways 

and predictors of treatment discontinuation at different stages, a majority of these 

studies have been based on infertility clinics or hospitals. Moreover, many of these 

exercises have limited infertility treatments to ART treatments. There have also been 

arguments that couples who are unable to afford the ART treatment may not enter into 

this treatment option at all (Van den Broeck et al. 2009). Infertility care encompass 

treatments from simple counselling to medications to the ART treatments. Even the 

diagnostic work up for infertility is exhaustive and expensive and couples can drop out 

without completing it and move on to alternate methods. As most of the studies that 

look into the treatment discontinuation are clinic-based studies, a comprehensive 

understanding of the care seeking trajectory with drop outs at multiple levels before 

reaching the clinic are absent.  

 
Studies that cite the reason for discontinuation of treatment are based on retrospective 

surveys. While such studies often produce general responses from the couples viz., 

emotional or psychological or financial burden (Brandes et al. 2009), it is important to 

look beyond those responses. Since, treatment compliance is an important aspect of 
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success in such treatments it is important that couples who envisage treatment continue 

till completion of at least a certain type of treatment. The decision to continue or 

discontinue the treatment is solely the discretion of individual undergoing the 

treatment. But a clarity on where and what exactly the problems are in the treatment 

seeking pathway will be helpful in minimizing drop-outs.  

 
Treatment discontinuation does not mean that the couples will stop treatment 

altogether, multiple pathways of care seeking have been demonstrated in infertility 

care (Gerrits 1997; Koster-Oyekan 1999; Dhont et al. 2010). It indicates that they may 

discontinue one treatment or clinic and pursue it from another. The various options 

available and being utilised by the couples with infertility depends upon individual 

choices, the ability to afford an option, and the cultural setting. Multiple trajectories 

are possible due to the diversity of treatment options and the constraints of these 

treatments. Such patterns of care-seeking are likely to be associated with different 

success rates but these trajectories and their consequences remain largely unexplored. 

In this context, it is important to identify the actual trajectories of mitigation that exist 

in practice and identify the stage of the infertility journey that couples choose a 

particular method and when they choose to move from a particular stage of care 

seeking to another. This research is an exercise in explicating the practical choices 

exercised.  

 
With the declining fertility rates and the higher private sector participation in health, 

Kerala is a good site to study infertility care from a public health perspective. The 

fertility rate in Kerala, as measured by the Total Fertility Rate (TFR) is below 

replacement level. This means other things remaining constant, given the low fertility 

levels, the population size would reduce in the long run. The relatively lower levels of 

fertility in Kerala and the postponement of pregnancy by women, means that women 

in Kerala may be in need for infertility care services. As fecundity decreases with age, 

with rising age at first pregnancy the probability of getting pregnant declines. The 

DLHS-3 (2007-08) reported that in Kerala nearly 11 percent of ever married women 

in the ages 15-49 had infertility and out of this group, 86 percent had sought care for 

infertility (IIPS 2010). This means that according to Census 2011 data, there were 
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72,85,725 ever married women in the age group 15-49 years. If 11 percent of them 

were to be infertile, it means 8,01,429 ever married women were having infertility, out 

of which around 6,89,228 women would have sought care. Barring this information, 

we do not know from where the care was sought and whether such care yielded a 

desired outcome. There has not been any systematic effort to understand care seeking 

for infertility at the population level. Considering the fact that infertility care is 

expensive and mostly concentrated in the private sector in Kerala, it is important to 

understand the extent and nature of care seeking for infertility in the state. Currently, 

treatment for infertility especially ARTs, is not a public health priority in the country. 

In the absence of any centrally sponsored or state mandated reimbursement schemes 

for infertility treatment, couples have to meet the costs involved through out of pocket 

expenditure. By looking into the census figures of the ever-married women in the 

reproductive age group in 2011, we can have a rough approximation that about 0.7 

million women may be accessing treatment for infertility. Even if half of them, that is 

about 0.35 million were to access modern medicine, the public health infrastructure 

currently available is not adequate to cater to their needs. That this group will seek 

care for infertility is inevitable because the sizable presence of private sector 

provisioning for reproductive health in general and infertility care in particular in 

Kerala will prompt them to do so. In these circumstances, it is important to understand 

whether couples who enter the care seeking pathway are able to sustain it or if they 

were negotiating alternatives to these medical means to achieve pregnancy. Therefore, 

the present study seeks to understand how couples with infertility seek care in Kerala.  

 
The study attempted to answer the following research questions; 

1. How do couples with infertility seek care for infertility in Kerala? 

2. What are the inequalities in the care seeking for infertility in Kerala? 

3. What are the consequences of infertility for women in Kerala? 
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The objectives of the study were; 

1. to understand the trajectories of care seeking for resolution of infertility among 

couples and to identify reasons for these choices to resolve infertility, 

2. to get the estimates of expected levels of infertility for Kerala and its districts 

and analysing the age pattern of infertility in these districts, 

3. to describe the care seeking pathway for infertility among couples with 

infertility in Kerala, 

4. to examine the inequalities in the care seeking for infertility by couples with 

infertility in Kerala and 

5. to describe the infertility specific distress, in women undergoing treatment for 

infertility and to understand the possible consequences of infertility for women. 

 
1.5 Organisation of the thesis 

Including this introductory chapter there are a total of ten chapters in this thesis. In the 

second chapter i.e., the review of literature, I will discuss literature that helped in 

conceptualising the study and helped frame the specific research question and 

objectives. The chapter is divided into four sections, the first section will discuss the 

definition of infertility, its global and national prevalence, and the types of infertility, 

its diagnosis and treatment. The second section will focus on the correlates of infertility 

and its treatment and the social construction of infertility. The third section will be on 

legislations and the insurance coverage or reimbursement for infertility. The last 

section, will discuss the conceptualisation of (bio)medicalisation and the µpoliWical 

econom\ of hope¶. 

 
The third chapter explains the methodology used for the three different phases of the 

study and the study design used specifically for phase III. It will also include the 

conceptual framework and the ethical considerations of the study. In this chapter I 

explain in detail the sampling strategies, sample selection processes, methods of data 

collection and analysis, for the three different phases of the study. 

 
Chapters four to nine describe the results of the study. The fourth chapter addresses 

the objective of estimating the expected levels of infertility and its age patterns for 

Kerala and its districts. It includes a discussion on the available facilities in the state 
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for reproductive health care. The first section describes the demand for infertility 

services in the state by providing the estimates of the expected level of infertility and 

the second section discusses the health care context of Kerala and supply side for 

reproductive health care in the state. This chapter serves to establish the potential 

demand for infertility services and the infertility care availability in the state to meet 

this demand.  

 
The fifth and sixth chapters describe the findings from the exploratory qualitative 

phase of the study. The fifth chapter addresses the research question on why couples 

seek care for infertility. The context and process of care seeking for infertility is the 

major focus of this chapter. It describes the reasons why care seeking for infertility 

happens and what are the factors that make couples pursue care. This chapter also 

explains the response to the diagnosis and treatment by the individual couples. Lastly 

this chapter elucidates the coping mechanisms if the desired outcome is not achieved.  

 
The sixth chapter concentrates on the objective of understanding the trajectories of 

care seeking for resolution of infertility among couples. It explains how the couples 

seek care for infertility and what are the practical choices exercised by the couples. It 

provides an in-depth understanding of the choices used by the couples with infertility 

in Kerala. The different stages of care seeking in infertility and the multiple trajectories 

of the care are described. These understandings helped in framing the interview 

schedule for the community base survey in phase III of the study.  

 
The seventh and eight chapters describe the findings of the community-based survey. 

The seventh chapter includes the socio-demographic profile of the couples with 

infertility in the three selected districts of Kerala and the various factors that are 

associated with achieving pregnancy. Here, the outcome of achievement of pregnancy 

by couples is described across their socio-demographic characteristics.  

 
The eighth chapter addresses the objective to describe the treatment seeking pathway 

for infertility among couples with infertility in Kerala. It describes the care seeking 

pathway among those couples who actively seek/sought care across the three selected 

districts of Kerala. These two chapters describe the different choices actually exercised 
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by the couples to mitigate infertility. This includes the number and type of centres 

visited, and the reasons for discontinuation in each centre. It also describes the 

inequalities in care seeking for infertility.  

The ninth chapter describes the infertility specific distress among women undergoing 

treatment for infertility and the possible consequences of infertility for women. The 

findings are based on qualitative in-depth interviews among selected women. This 

chapter helps in highlighting the gendered contexts with respect to the consequences 

of infertility for women thereby highlighting the inequality in the experience of the 

consequences.  

 
In the tenth chapter which is the discussion and conclusions chapter, the findings of 

this thesis and their implications are discussed. Since the study used a multiphase 

design the findings of each phase fed into the other, to get a comprehensive picture of 

the care seeking for infertility in Kerala, it was important to synthesise the findings 

and its implication across the three phases of the study. This chapter aims to synthesise 

the findings by utilising the theoretical concepts to explain how care seeking for 

infertility happens in Kerala.  

 
The findings are integrated into a cohesive explanatory framework, Whe µhope 

fUameZoUk¶ that was identified through this research process. I will also discuss the 

strengths and limitations of the study and the policy recommendations in this chapter.  
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Chapter 2 

Review of Literature 

 
In this chapter I will discuss the literature framing the conceptual framework, context 

and the rationale of the study. This chapter is divided into four sections; section I 

discusses the definition of infertility, its global and national prevalence, and the types 

of infertility, its diagnosis and treatment. Section II of this chapter includes the 

correlates of infertility and its treatment and the social construction of infertility. 

Section III describes the legislations to regulate ART services and the insurance 

coverage or reimbursement for infertility. The last section, i.e., section IV will discuss 

the conceptualisation of (bio)medicalisation and the µpoliWical econom\ of hope¶. 

 
Section I: Definitions of infertility, its types and causes and its measurement 

This section will provide the different definitions used for estimation of infertility and 

the lack of consensus on the definition, which is a hindrance in getting global estimates 

for infertility. The biological aspects of infertility including the type of treatments are 

also discussed under this section. It will give an understanding of the various diagnosis 

and the biomedical treatments that are prescribed for the couples with infertility. 

  
2.1 Definition of infertility and its components 

Studies and surveys are done globally to elicit the burden of the condition but a global 

picture of infertility is lacking partly due the absence of a standard and consistent 

definition. The terms like childlessness, sterility, infecundity, and subfertility are used 

synonymously to define the condition in the literature. A systematic review of the 

literature reporting on the prevalence of infertility has highlighted the inconsistency in 

the definitions used in the studies (Gurunath et al. 2011). 

 
The three main components in the definition of infertility are exposure time, exposure 

type (includes couple status, contraceptive use and desire for a child) and outcome, 

while the review points out the incomplete and inconsistent usage of these components 

in different studies (Mascarenhas et al. 2012b). 
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There are three major disciplines that define infertility viz., clinical, demographic and 

epidemiological. These three disciplines use varied definitions thus making 

comparison across studies difficult. To capture the problem of infertility at an 

individual level and to form a treatment regime a clinical definition helps. To 

understand the problem at a population level viz., its distribution in the population or 

to understand the extent of the problem a demographic or epidemiological definition 

will be helpful (Mascarenhas et al. 2012b). 

 
According to the International Committee for Monitoring Assisted Reproductive 

Technology (ICMART) and the World Health Organization (WHO), clinically 

infertility is defined as  

³a disease of the reproductive system defined by the failure to achieve a clinical 

pregnancy after 12 months or more of regular unprotected sexual intercourse.´ 

(Zegers-Hochschild et al. 2009)  

 
The demographic definition of infertility is  

³an inability to become pregnant with a live birth, within five years of exposure 

based upon a consistent union status, lack of contraceptive use, non-lactating 

and maintaining a desire for a child.´ (Mascarenhas et al. 2012b) 

 
The epidemiological definition of infertility is  

³women of reproductive age (15–49 years) at risk of becoming pregnant (not 

pregnant, sexually active, not using contraception and not lactating) who 

report trying unsuccessfully for a pregnancy for two years or more.´ (World 

Health Organization 2006) 

 
Examining the definitions from the three disciplines vis-à-vis the three components of 

the definitions we can draw the major differences in the definitions. 

 
2.1.1 Exposure time 

Exposure time refers to µthe minimum time necessary to assess whether a union is 

infertile.¶ There is a tendency for misclassification based on the exposure time. A 
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longer exposure time is less likely to misclassify women as infertile when compared to 

a shorter exposure time (Mascarenhas et al. 2012b). 

 
In the clinical definition one year is taken as the exposure time while the demographic 

definition mainly uses five to seven years and epidemiological definition usually uses 

24 months exposure time to the risk of getting pregnant. 

 
2.1.2 Exposure type 

Exposure time includes the couple status, contraceptive use and intent/desire to have a 

child (Mascarenhas et al. 2012b). Couple status is measured from the time of the first 

union (marriage or cohabitation). When there are multiple unions and only the first 

union is considered, there can be overestimation or underestimation of exposure time, 

therefore the prevalence of infertility respectively (Mascarenhas et al. 2012b). 

 
Unprotected intercourse serves as a proxy for exposure but in household surveys, 

information regarding current use of contraceptives rather than continuous use is 

available (Mascarenhas et al. 2012b). 

 
The desire to have children is also used as a proxy for unprotected intercourse and thus 

measure the exposure in women (Mascarenhas et al. 2012b). 

 
2.1.3 Outcome 

Live birth is mostly used as the outcome indicator for infertility in household surveys 

since couples desire children, and not just pregnancies. Moreover, in household 

surveys, eliciting pregnancy is difficult due to underreporting of spontaneous and 

planned abortions (Mascarenhas et al. 2012b). 

 
A review, done to understand the prevalence of infertility, used different definitions 

and hence the comparison between studies seemed difficult. In studies which used at 

least 12 months or more and less than 24 months exposure time, and regular intercourse 

or not using contraceptives and outcome as no conception, the prevalence of primary 

infertility ranged from 2.0 percent (Badr et al. 2006) to 38.4 percent (Gokler et al. 

2014). A twelve-month exposure time was used in most of the studies reviewed and 
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thus there is a higher probability of misclassification of women as infertile and thus an 

overestimation of the prevalence. 

 
2.2 Limitations in use of these definitions 

None of the studies reviewed have used all the three components of the definition 

completely; some used 12 months while some used 24 months to five years as the 

exposure time. The exposure status also differed between the studies. Exposure status 

is determined by unprotected sexual activity which involves both sexual activity and 

that such activity be without contraceptive use. Most studies determined exposure 

status by the couple status and contraceptive use or details of intercourse. An 

alternative to asking about contraceptive use is the desire to have a child, but this was 

less likely to be used in these studies. The outcome measure in majority of the studies 

was absence of pregnancy or conception. The demographic definition used the 

outcome as absence of child (Larsen 2003; Badr et al. 2006; Boivin et al. 2007; 

Safarinejad 2008; Wilkes et al. 2009; Kazem & Ali 2009; Bhattacharya et al. 2009; 

Ganguly & Unisa 2010; Adamson et al. 2011; Akhondi et al. 2012; Kumar 2012; 

Bushnik et al. 2012; Mascarenhas et al. 2012a; Thoma et al. 2013; Chandra & Stephen 

2014; Gokler et al. 2014; Zhang et al. 2014; Kazemijaliseh et al. 2015) 

 
Six different definitions were used to assess the prevalence of infertility. These 

definitions were self-reported infertility, unprotected intercourse for at least two years, 

tried to conceive for at least two years, subsequently infertile, subsequently infertile 

and wanting a child and childlessness. It was estimated that primary infertility was 2.5 

peUcenW fUom Whe definiWion µXnpUoWecWed inWeUcoXUVe foU aW leaVW WZo \eaUV¶ and 1.8 

peUcenW fUom µWUied Wo conceiYe foU aW leaVW WZo \eaUV¶, 3.5 peUcenW ZeUe childleVV afWeU 

at least five years of their first marriage or union compared with 1.9 percent after seven 

years. This could mean that women are delaying pregnancy even though they are not 

using contraception, thus this highlights the importance of eliciting the desire for child 

in surveys (Larsen 2005). 

  
2.3 Global and national prevalence of infertility 

The desire to have a child and the inability to have it is a universal problem. In 2010, 

at a global level, infertility was estimated to be 48.5 million based on 277 survey data 
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sets, of which 19.2 million couples suffered from primary infertility and 29.3 million 

had secondary infertility. Among these 14.4 million were from South Asia and 10.0 

million in Sub-Saharan Africa. Regional differences in the prevalence of primary 

infertility were reported by the authors with the lowest estimate of 1.5 per cent in the 

Latin America/Caribbean region to 2.6 percent in the North Africa/Middle East region. 

In 2010, middle income countries viz., Peru, Bolivia, Eucador and El Salvador in Latin 

America, Poland, Kenya and the Republic of Korea had the lowest levels of primary 

infertility (Mascarenhas et al. 2012a). Based on the population in 2007, around 72.4 

million people were infertile i.e., the global prevalence of infertility was estimated to 

be 9.0 percent (Boivin et al. 2007). The Demographic and Health Survey (DHS) report 

which had data from 47 demographic and health surveys from the developing countries 

estimated that in 2002, more than 186 million ever married women in the age group 

15-49 years were infertile due to either primary or secondary infertility (Rutstein & 

Shah 2004).  

 
In India, the prevalence of infertility was estimated to be 2.5 percent among women 

aged 25-49 years (Rutstein & Shah 2004). Estimates of childlessness using Census 

2001 data vary widely among the Indian states from a low of three percent in Haryana 

to a high of 11 percent in Tamil Nadu. The levels were five percent in Maharashtra 

and Gujarat, while Kerala and Karnataka had 6 percent childlessness for ever married 

women in the ages 35-39 years (Ram 2010). Allowing for a five year marital duration, 

the estimates of infertility levels put it at 1.9 percent in NFHS-3 for the period 2005-

06 (Ganguly & Unisa 2010). Using the same data (NFHS-3) in 2005-06, the estimate 

of infertility was highest in the southern region followed by the west. In south, Goa 

ranked highest with 4.5 percent, Andhra Pradesh with 3.6 percent and Kerala with 2.6 

percent (Syamala 2012). The prevalence of infertility was 8.9 percent among 570 

urban women in the age group 15-49 years in Central India (Katole & Saoji 2019). An 

epidemiological study done in Kashmir among 10,063 couples in the age group 15-44 

years who were married for one year or more it was reported that 15.1 percent had 

primary infertility (Zargar et al. 1997). Another study in South India reported the 

prevalence of infertility as 12.6 percent among women aged 15-30 years (Adamson et 

al. 2011). 
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2.4 Infertility- types, diagnosis and treatment 

Infertility is mainly categorized as primary and secondary infertility;  

pUimaU\ infeUWiliW\ iV ³when a woman is unable to ever bear a child, either due to the 

inability to become pregnant or the inability to carry a pregnancy to a live birth she 

would be classified as having primary infertility. Thus women whose pregnancy 

spontaneously miscarries, or whose pregnancy results in a still born child, without 

ever having had a live birth would present with primarily infertility.´ (Mascarenhas et 

al. 2012b), and  

 
VecondaU\ infeUWiliW\ iV ³when a woman is unable to bear a child, either due to the 

inability to become pregnant or the inability to carry a pregnancy to a live birth 

following either a previous pregnancy or a previous ability to carry a pregnancy to a 

live birth, she would be classified as having secondary infertility. Thus those who 

repeatedly spontaneously miscarry or whose pregnancy results in a stillbirth, or 

following a previous pregnancy or a previous ability to do so, are then not unable to 

carry a pregnancy to a live birth would present with secondarily infertility.´ 

(Mascarenhas et al. 2012b) 

 
The current clinical approach to the investigations and the management of infertility 

is backed by the evidence-based guidelines issued by the Royal College of 

Obstetricians and Gynaecologists (RCOG), American Society of Reproductive 

Medicine (ASRM), and European Society of Human Reproduction and Embryology 

(ESHRE). 

 
In the clinical setting, a couple is said to be infertile if there is no conception after one 

year of unprotected intercourse. Those who are not sterile but exhibit reproductive 

insufficiency are termed subfertile. In general, approximately 85-90 percent of young 

couples conceive within a year or some even within six months. Infertility is thus a 

condition that affects the rest 10-15 percent of the couples (Fritz & Speroff 2011). 

 
The evaluation of infertility should focus on the couples and not on one partner alone. 

The infertility evaluation encompasses the identification and correction of the specific 
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causes of infertility where ever possible. Infertility in couples caused by male factor 

alone covers 20-30 percent of cases, female factor alone in 20-35 percent, both male 

and female factors contribute to infertility in 25-40 percent of cases and 10-20 percent 

are due to unexplained causes (Hamilton 2012; Hoffman et al. 2012; Vander Borght 

& Wyns 2018). 

 
2.4.1 Female infertility 

Ovulatory dysfunction: Problems in ovulatory function affect approximately 20 

percent of couples with infertility (Fritz & Speroff 2011; Hamilton 2012). 

Anovulation, oligo ovulation can prevent or contribute to conception respectively. 

Ovulation can be assessed by eliciting the menstrual history, evaluating the basal body 

temperature, serum progesterone concentration, urine luteinizing hormone (LH) 

excretion. The evaluation of ovulation is the core component of infertility evaluation. 

In women with regular monthly menstruation, a properly timed serum progesterone 

concentration is the simplest and the most reliable method (Fritz & Speroff 2011). 

 
Cervical factors- abnormalities in sperm-mucus interaction: Cervical mucus helps 

in capturing the sperm from the ejaculate in the vagina, while excluding the seminal 

plasma and morphologically abnormal sperm. It helps in sperm survival thus extending 

the fertile interval between intercourse and ovulation. The post coital test is used for 

diagnosis of cervical factor infertility (Fritz & Speroff 2011). 

 
Uterine factor-anatomic and functional abnormalities: Uterine abnormalities are 

relatively uncommon cause of infertility, but should be ruled out in the evaluation of 

the couples with infertility. Anatomic and functional uterine abnormalities can impair 

fertility and also adversely affect pregnancy outcome. The anatomic uterine 

abnormalities that can adversely affect fertility include congenital malformations, 

leiomyomas and intrauterine adhesions, while the functional uterine anomaly is 

chronic endometritis. The evaluation of the uterine cavity is done by 

hysterosalpingography, transvaginal ultrasonography and hysteroscopy (Fritz & 

Speroff 2011). 
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Tubal factor- tubal occlusion and adnexal adhesions: Tubal factor infertility is one 

of the most common causes of infertility and accounts for 30-35 percent of infertility 

cases. History of pelvic inflammatory disease, septic abortion, ruptured appendix, 

tubal surgery, or ectopic pregnancy are some of the causes for possible of tubal 

damage. Hysterosalpingography and laparoscopy are two methods for evaluation of 

tubal patency in infertile women (Fritz & Speroff 2011). 

 
2.4.2 Male infertility 

Advances in the understandings of the male reproductive function and the importance 

of male factor infertility has improved our recognition of male factor as a major cause 

of infertility. Male reproductive impairment accounts for the sole cause of infertility 

in 20-30 percent of the couples (Agarwal et al. 2015; Vander Borght & Wyns 2018). 

Male infertility may be caused by various reasons, while some are treatable others may 

be idiopathic. The known causes of male infertility can be divided into four major 

categories viz., (1) Hypothalamic-pituitary disorder (1-2%), which may be congenital, 

acquired or can occur as a result of systemic illness, (2) Primary gonadal disorders 

(30-40%), both congenital and acquired, (3) disorders of sperm transport (10-20%), 

and (4) idiopathic(40-50%) (Iammarrone et al. 2003). 

 
Male infertility can be diagnosed by the semen analysis (except in cases where sexual 

dysfunction is the cause). The initial assessment for male factor infertility should 

include one semen analysis with the sample collected after a period of at least three 

days of abstinence. It should be followed by another at least four weeks later if any 

abnormality exists in the previous analysis (Hamilton 2012). Semen analysis assesses 

the ejaculate volume and pH, sperm concentration and total sperm count, sperm 

motility, forward progression, total motile count and vitality, and sperm morphology 

(Iammarrone et al. 2003). 

 
2.4.3 Unexplained infertility 

After all the diagnostic evaluations fail to ascertain male or female factor cause for 

infertility, unexplained infertility is used as the diagnosis. The diagnosis of 

unexplained infertility implies evidence of normal semen parameters, ovulatory 

function, a normal uterine cavity, and bilateral tubal patency (Fritz & Speroff 2011). 
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2.4.4 Diagnosis and treatment for infertility 

The diagnosis of the couples is made after investigation of both male and female. The 

male investigations are done to assess the semen parameters, and female investigations 

are done to assess whether there are any tubal and uterine abnormalities, and ovulatory 

problems. Once the diagnosis is made, treatment falls into three categories; (a) medical 

management which includes the use of drugs for ovulation induction, (b) surgical 

management including correction of varicocele in men, laparoscopy in women, (c) 

assisted reproduction techniques (NaWional CollaboUaWing CenWUe foU Women¶V and 

ChildUen¶V HealWh (NICE) 2012). The different types of infertility treatments are 

inWUaXWeUine inVeminaWion ZiWh donoU VpeUm oU paUWneU¶V VpeUm, In YiWUo feUWili]aWion 

(IVF), Intra Cytoplasmic Sperm Injection (ICSI) which includes retrieving sperm via 

different procedure, viz., Microsurgical Epididymal Sperm Aspiration (MESA), 

Testicular Sperm Aspiration (TESA), Percutaneous Epididymal Sperm Aspiration 

(PESA), Gamete Intrafallopian Transfer (GIFT) and Zygote Intra Fallopian Transfer 

(ZIFT).  

 
InWUaXWeUine inVeminaWion ZiWh eiWheU paUWneUV¶ oU donoU Vemen involves the processing 

of semen in the laboratory so as to yield pure, activated sperm, devoid of seminal 

plasma, which are then directly placed into the uterus. Common indications for IUI are 

unreceptive uterine cervix that does not respond to medication, unexplained infertility, 

mild male factor, ejaculatory problems, mild endometriosis and donor sperm is used 

in cases where husband¶V VpeUm cannoW be XVed (Hamilton 2012). Also, donor 

insemination can be used in cases where there is risk of transmitting genetic disorders 

to the offspring, or if there is rhesus incompatibility (National Collaborating Centre 

foU Women¶V and ChildUen¶V HealWh (NICE) 2012).  

 
In vitro fertilization and embryo transfer (IVF-ET) involves the fertilization of the 

ooc\We and Whe VpeUmaWo]oa in Whe laboUaWoU\ inVWead of in Whe Zoman¶V fallopian WXbe. 

IVF involves induction of ovulation in order to obtain multiple oocytes, thus making 

available more embryos with which higher pregnancy rates can be achieved. When the 

follicles are mature enough for fertilisation, they are aspirated to obtain the oocytes. 
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The oocytes are mixed with appropriately capacitated spermatozoa from the husband 

(or the donor, if the medical condition indicates the use of donor sperm) and kept in 

an incubator for fertilization which is observed microscopically after 16 to 18 hours. 

Embryos are transferred into the uterine cavity between days two and six after oocyte 

aspiration. Pregnancy is confirmed around 12 days after embryo transfer by 

determining the presence of hCG (Human Chorionic Gonadotropin) in blood or urine 

sample. The original indication for IVF was severe tubal disease, or tubal blockage. 

However, subnormal male factor is also an indication for IVF recently. Other 

indications include unexplained infertility, severe endometriosis, failed IUI and 

infertility of immunological origin (Hamilton 2012). 

 
Gamete Intrafallopian Transfer (GIFT) or Tubal Embryo Transfer (TET) has been 

recommended for patients with undamaged fallopian tubes. Access to the tube is 

gained by laparoscopy or by retrograde catheterization through the uterine cervix. 

GIFT is associated with higher levels of pregnancy than IVF but with this procedure, 

the fertilizing capacity of the gametes cannot be assessed. 

 
Intra Cytoplasmic Sperm Injection (ICSI) with ejaculated, epididymal or testicular 

spermatozoa is a procedure that have been developed when there are barriers (the zona 

pellucida and the ooplasmic membrane) that prevent the sperm from reaching the 

ooplasm. ICSI is the most widely accepted choice of treatment for male factor 

infertility, and in 2012 it accounted for nearly 76 percent of all ART procedures in 

USA (Boulet et al. 2015). ICSI can be carried out with fresh or frozen-thawed 

ejaculated or epididymal/testicular motile or live spermatozoa. 

 
The indications of ICSI with ejaculated spermatozoa include severe male-factor 

infertility, obstructive azoospermia, hypogonadotropic hypogonadism, fertilization 

failure after standard IVF treatment, and number of spermatozoa in the ejaculate is too 

low for IVF (IammaUUone eW al. 2003; NaWional CollaboUaWing CenWUe foU Women¶V and 

ChildUen¶V HealWh (NICE) 2012).  
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Section II: Correlates of infertility and its treatment seeking 

This section describes the determinants of infertility and its treatment seeking and the 

social construction of infertility and the experience of it. The various biological, social 

and environmental determinants of infertility will be described first. It will be followed 

by the narrative of the social construction of infertility and how this will shape the 

experience of infertility. The final part of this section will include the determinants of 

infertility treatment seeking. 

  
2.5 Determinants of infertility 

Socio-economic factors: Infertility is significantly higher among urban and better 

educated women (Syamala 2012) which could be due to postponement of pregnancy. 

While some studies reported that the lower education of the female partner was 

associated with infertility (Safarinejad 2008; Ganguly & Unisa 2010), most studies 

reported no association with education of the women or her spouse and infertility 

(Larsen 2003; Bushnik et al. 2012; Chandra & Stephen 2014). Remarried and divorced 

women had primary infertility more often than first-married women (Larsen 2003; 

Safarinejad 2008), this could because infertility may be the reason for divorce among 

those women. Higher age at marriage was associated with higher prevalence of 

infertility (Syamala 2012). Occupation and income were also found to be associated 

with lower levels of infertility in women, where the more affluent and women with 

white-collar jobs had less fertility impairment compared to their counterparts who 

were unskilled labourers and with low income levels (Correia et al. 2014). This could 

be because women in the higher socio-economic position may be able to follow 

healthy lifestyles.  

 
Biological, environmental and lifestyle factors: Age of the female partner was 

significantly associated with infertility (Larsen 2003; Ganguly & Unisa 2010; Bushnik 

et al. 2012; Thoma et al. 2013). But male age was not found to be associated with 

fertility (Bushnik et al. 2012). Obesity and smoking in women were associated with 

infertility (Safarinejad 2008; Bhattacharya et al. 2009). Time to conception increases 

for women with a Body Mass Index (BMI) less than 19 and greater than 25 (Norman 

et al. 2004) and in men with BMI lesser than 20 and greater than 25 is associated with 
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reduced sperm quality, which in turn can affect the fertility (Jensen et al. 2004). 

Declining fertility can also be attributed to the prolonged exposure to psychological 

stress and environmental pollutants and also the use of alcohol, caffeine (Petraglia et 

al. 2013). High caffeine consumption and delayed chance of pregnancy has also been 

demonstrated in a multicentric study (Bolumar et al. 1997). There are also adverse 

effects of environmental toxins and radiation on reproduction, which means 

occupational exposure should be considered in couples having difficulty in getting 

pregnant (Petraglia et al. 2013). Another major cause for infertility is the use of 

gonadotoxic chemotherapy drugs and radiation. These when used especially in young 

children, can impair their future fertility (Petraglia et al. 2013) 

 
Medical/gynaecological conditions: Gynaecological factors like Pelvic Inflammatory 

Disease (PID), history of tubal surgery, other pelvic surgeries, endometriosis, 

chlamydial infection, tubo-ovarian surgery, salpingitis, ectopic pregnancy, varicocele, 

cryptorchidism were all found to be associated with infertility (Safarinejad 2008; 

Bhattacharya et al. 2009; Thoma et al. 2013). Sexually transmitted infections impair 

the fertility mostly in women through infection of the upper genital tract. The genito-

urinary tract infection can lead to infertility and genital TB have a strong association 

with infertility (Namavar Jahromi et al. 2001). 

 
2.6 Social construction and experience of infertility 

The social construction deals with the meanings of a phenomena that are developed 

through interaction in a social context (Conrad & Barker 2010). The crux of social 

construction is that it brings in the distinction between the disease and illness in its 

discussion of a phenomena (Eisenberg 1977; Conrad & Barker 2010). 

 
Illnesses have both biomedical as well as cultural meanings. These cultural meanings 

are shaped by how society labels and interprets it. In a cultural context, these social 

and cultural meanings shape the experience of the condition and the consequences of 

it (example, stigmatization) (Skrzypek 2014). 
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The experience of infertility is shaped by varying social and cultural interpretations. 

In societies where motherhood is a norm, women without children are judged (Greil 

et al. 2011). One of the major differences in infertility and its social construction from 

other illnesses is the that it is not defined by the presence of a pathological state. 

Infertility is basically a condition which is identified by the absence of a desired state 

(Greil et al. 2011). It is the discretion of the couples to define themselves as infertile 

to initiate the care seeking. Moreover, infertility is also characterised by the 

availability of alternatives like adoption, fostering or even changing the partners other 

than medical treatment (Greil et al. 2011). But, medicalization of infertility has 

deviated the construction of infertility since the availability of medical technology-

based solutions for infertility has rendered the infertile couples with no alternatives to 

these medical interventions (Franklin 1997).  

 
Social construction of infertility also gives an insight into the gendered experiences of 

infertility dictated by the power imbedded in the family, medicine and technology 

(Unnithan 2010). Within the patriarchal norms, heterosexual cohabitation was mainly 

meant to produce child and in many societies moWheUhood iV YieZed aV a µYeU\ 

poZeUfXl¶ VWaWXV (Batool & de Visser 2016). Women with infertility experienced it as 

a major bodily flaw and this undermined their general well-being. Women considered 

that they lacked something and they were in constant distress due to the visible 

normalcy of the outside body and inadequacy within their bodies, which challenged 

their self-worth (Batool & de Visser 2016). In societies where having children is the 

social norm, being infertile was considered culturally deviant (Vanderlinden 2009). 

Infertility was thought to be caused by many cultural and medical factors by the 

community. It ranged from being promiscuous, use of contraception as the cause for 

infertility in women, masturbation, watery sperm to the inability to sustain an erection 

for men (Okonofuaa et al. 1997; Tabong & Adongo 2013). The construction of the 

illness experience centres around the woman and motherhood when a couple as a unit 

has to be considered for the illness experience of infertility. Thus, women experience 

a range of consequences due to the inability to reproduce which include bodily, 

psychological/emotional, cultural and social consequences. It includes the 

embodiment of bodily flaw, to problems in the sexual life, (Wirtberg et al. 2006; 
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Vanderlinden 2009), role failure, loss of identity and feeling depressed (Nahar & 

Richters 2011; Batool & de Visser 2016) to being subjects of gossip and social 

isolation (Okonofuaa et al. 1997; Hampshire et al. 2012; Batool & de Visser 2016). 

 
Gendered construction of fertility makes the experience of infertility unpleasant. The 

YalXe VocieW\ placeV on µmoWheUhood¶ makeV WhoVe Zomen Zho aUe Xnable Wo achieYe 

it feel that they have failed themselves in the role of woman (Vanderlinden 2009). The 

visibility of the absence of pregnancy on the female body and the invisibility of male 

reproductive impairment gets infertility attributed to woman as their problem. The 

social norms and roles that society and culture attribute to women stigmatises those 

women who are unable to fulfil the motherhood role. It has been established through 

various studies that women are invariably affected by infertility. They also face social, 

economic and emotional consequences due to infertility (Nahar & Richters 2011). The 

social consequences included marital disruption, stigmatisation of women, loss of 

privacy and the emotional consequences were feeling empty, sad and depressed, being 

blamed by the society, role failure and guilty feelings, isolation and loneliness, and 

feeling of loss of identity (Greil et al. 2010; Nahar & Richters 2011; Hampshire et al. 

2012). 

 
Women are physically and psychologically affected by infertility, from having to 

subject their bodies to various procedures to the negative self-image they construct due 

to the inability to procreate. Women also have fear of marital breakdown and divorce. 

This is especially of great concern for women who are economically dependent on 

their husbands (Nahar & Richters 2011). Women who do not have the desire to achieve 

motherhood are less likely to self-identify as infertile (Johnson & Fledderjohann 

2012). There is a greater impact of a diagnosis of infertility on women than men 

(Becker & Nachtigall 1992). Women who are not diagnosed to have a personal 

infertility problem do not self-identify as infertile and therefore do not get affected by 

the consequences of the labelling and such women do not take responsibility for their 

partners impairment either (Miall 1986; Johnson & Fledderjohann 2012).  
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2.7 Determinants of treatment seeking for infertility  

According to the theories of help seeking, the identification of symptoms to actually 

seeking care for any health condition is a complex process (White et al. 2006a; 

Cornally & McCarthy 2011). It starts with the symptom, then the individual having 

the symptom should acknowledge that there is a problem, weigh the options of 

alternative responses and then there are behavioural responses (White et al. 2006a).  

 
In case of infertility, recognizing that one has fertility problems is the important 

predictor for help-seeking (White et al. 2006a; White et al. 2006b). Once the couple 

as a unit perceive that there is a µfertility¶ problem, then they will think of the need for 

treatment, or think of other options and weigh the benefit and barriers attached to each 

of the options. Accordingly, the couple may choose professional medical treatment, or 

they may choose self-care or religious methods or alternate medical solutions.  

 
The wider social context in which the couple is living is a determinant of seeking care 

(White et al. 2006a). Within the social context of the couple, multiple contextual and 

individual factors may predispose one to seek treatment for infertility. Some of the 

determinants of help-seeking are the approval for infertility treatment in a society, the 

pressure for children from significant others or the society, perceived stigma of 

infertility, and support from others (White et al. 2006a). The countries where there is 

insurance coverage for infertility treatments there is an increased uptake of treatment 

(Bitler & Schmidt 2012; Farley Ordovensky Staniec & Webb 2007). The individual 

factors that would enable treatment seeking are the age, marital status, education, 

financial resources including insurance coverage and social support (White et al. 

2006a). 

 
Section III: Public provisioning for infertility care in India and the world 

This section will include the nature of public provisioning for infertility care across 

the globe. It will describe the legislation and guidelines to regulate ART practices and 

the type of coverage or reimbursement of ART services in health plans.  
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2.8 Legislations and guidelines to regulate ART practices 

The practice of Assisted Reproductive Technology (ART) is usually regulated by 

legislation of each country. These legislations and guidelines keep changing from time 

to time. This is done to safeguard the consumers of these services and also to curb 

unethical or unwanted practices.  

 
2.8.1 The global context  

A survey by the International Federation of Fertility Societies (IFFS) found that out of 

the 89 countries that reported, 77 countries had legislations or guidelines or both to 

regulate ART services, 57 countries had legislations while 29 countries reported that 

there were no regulations in their country. Of the 57 countries that reported that there 

were legislations governing ART, 38 countries had Federal or National laws for 

regulation. These were countries like Australia, Brazil, Canada, Germany, Israel, New 

Zealand, Sweden, UK, USA among others. Nearly half of the reporting countries had 

either some agency overseeing the ARTs or licencing bodies or professional standards 

and guidelines.  

 
ART centres were monitored in different countries and 56 countries reported that there 

was a monitoring system in place for their country. This is done through National 

Registries, on-site inspection and periodic reporting. There was also the requirement 

in place to licence the ART centres and 70 percent of the countries of the countries 

with licensing requirement in place had reported that they had multiple procedures. 

Some of the procedures involved in licensing mechanism were examination and 

certification of the centre, on-site inspections, and continuing education.  

 
There is licensing of reproductive medicine physicians and endocrinologists with ART 

training. This is done through examination or certification and continuing education. 

The ART laboratories also had to be licensed in addition to the licensing of the whole 

centre.  

 
2.8.2 The Indian context  

The legislation for regulation of assisted reproduction in India started with the National 

Guidelines published in 2005 for the Accreditation, Supervision and Regulation of 
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ART clinics in India by ICMR and the National Academy of Medical Sciences 

(NAMS), India. After deliberations for a participatory and consultative approach for a 

more comprehensive legislation, in 2008 the Ministry of Health and Family Welfare 

(MoHFW), and ICMR released the ART (Regulation) Bill and Rules 2008. There were 

many lacunae in the proposed Bill. Subsequently in 2010 ICMR brought out a revised 

version called the Draft ART (Regulation) Bill and Rules 2010. The draft Bill of 2010 

brought in the issues of surrogacy but it was still not comprehensive enough and lacked 

Whe Zomen and childUen¶V healWh UighW (Sarojini 2014; Banerjee & Kotiswaran 2020). 

The Surrogacy (Regulation) Bill, 2016 was introduced in Lok Sabha on 21 November 

2016, after the government decided on separate legislations for regulation of ARTs 

and surrogacy.  

  
The Assisted Reproductive Technology (Regulation) Bill 2020 was approved by the 

Union Cabinet of India in 2020. The Bill was introduced in Lok Sabha on 14 

September 2020 and on 3 October 2020 it was referred to Standing committee and is 

awaiting the report of the committee (Lok Sabha 2020). The Bill is aimed at regulating 

ART services in the country. It seeks to establish a National Advisory Board, and also 

State Boards. The Bill also seeks to register and accredit the ART clinics in India and 

also form a National registry. These are expected to regulate and supervise ART clinics 

and banks in the country. ICMR has started enrolling ART centres across the country 

but has not yet provided any registration numbers for any centres, and 532 ART clinics 

are enrolled in it (ICMR, 2020). 

 
2.9 Insurance coverage and/or reimbursement for ART treatments 

According to the IFFS report, in 2018 out of the 85 countries reporting to the 

International Federation of Fertility Societies, 40 countries had some form of insurance 

coverage or government funding for infertility treatment. Federal, National law or 

statutes that addresses reimbursement of ART procedures are in place in 36 countries, 

while 16 countries had State/Provincial/Regional laws/statutes/ordinances (IFFS 

2019).  
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2.9.1 The global context 

Globally, when available, the coverage of reimbursement was provided under National 

Health Plan, State/Provincial/Regional Health Plan, private insurance or combination 

of government health plan and private insurance. Complete coverage or 

reimbursement or partial coverage or reimbursement of ART services were offered 

under these plans. Countries like Bulgaria, Chile, Czechia, France, Hungary, Israel, 

Latvia, Montenegro, Netherlands, Russia, Serbia, Slovenia, Spain, Sweden and UAE 

had complete coverage or reimbursement under National Health Plan.  

 
Partial coverage or reimbursement under national health plans were available for 

Argentina, Australia, Austria, Belgium, Canada, Finland, Germany, Hong Kong, 

Iceland, Ireland, Japan, Kazakhstan, Kenya, Lithuania, New Zealand, Norway, 

Portugal, Singapore, The Republic of Korea, Tunisia, Turkey, UK and Uruguay.  

 
State/Provincial/Regional Health plan offered complete coverage or reimbursement of 

ART services in Russia, Spain and UAE and partial coverage or reimbursement in 

Argentina, Bulgaria, Canada, Germany, Hong Kong, Italy, Japan, Poland, Sweden, 

Tunisia, UK, and USA.  

 
Complete coverage or reimbursement was in place via private insurance in countries 

like Germany, Netherlands, Senegal, Serbia, UAE. Argentina, Australia, Bolivia, 

Canada, Ireland, Jordan, Kenya, Namibia, Panama, Spain, Sweden, Tunisia, USA, and 

Uruguay have partial coverage or reimbursement via private insurance.  

  
A combination of government health plan and private insurance offered completed 

coverage or reimbursement in Germany and partial coverage or reimbursement in 

Australia, Canada, Israel, Jordan, Namibia, Romania, Spain, Tunisia, USA, Uruguay, 

Viet Nam. 

 
Table 2.1 shows the type of ART services covered for or reimbursed under different 

health plans for the countries having coverage or reimbursement for ART services.  
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Table 2.1 ART services covered under health plan for different countries 
Sl. 
No 

Countries National Health Plan State/Provincial/Regional 
Health Plan 

Private Insurance 

1 Bulgaria Fertility Medications, IVF, ICSI IUI, IVF, ICSI 
 

 

2 Chile Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI 

  

3 Czechia Diagnostic evaluation, Fertility 
Medications, IUI, IVF 

  

4 France Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI 

  

5 Hungary Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI 

  

6 Israel Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI 

  

7 Latvia Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI 

  

8 Montenegro Diagnostic evaluation, Fertility 
Medications, IVF, ICSI 

  

9 Netherlands Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI 

  

10 Russia Diagnostic evaluation, Fertility 
Medications, IVF, ICSI 

IVF, ICSI IVF, ICSI 

11 Serbia Diagnostic evaluation, Fertility 
Medications, IUI, IVF 

  

12 Slovenia Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI 

  

13 Spain Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI 

IVF  
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Sl. 
No 

Countries National Health Plan State/Provincial/Regional 
Health Plan 

Private Insurance 

14 Sweden Diagnostic evaluation, Fertility 
Medications, IUI, IVF 

  

15 UAE   Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

16 Argentina Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI 

Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

17 Austria Fertility Medications, IVF, ICSI 
 

  

18 Australia Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI 

 IVF, ICSI 

19 Belgium Diagnostic evaluation, Fertility 
Medications, IUI 

  

20 Canada Diagnostic evaluation, IUI, IVF, ICSI  
     

 Fertility Medications 

21 Finland Diagnostic evaluation, Fertility 
Medications, IUI,  

  

22 Germany Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

 Diagnostic evaluation, Fertility 
Medications, IVF, ICSI      

23 Hong Kong Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

Diagnostic evaluation, Fertility 
Medications, IUI 

24 Iceland Fertility Medications, IVF, ICSI   
    

  

25 Ireland Fertility Medications 
 

 Diagnostic evaluation, IUI, IVF, ICSI      

26 Kazakhstan Fertility Medications 
 

  

27 Kenya Diagnostic evaluation, Fertility 
Medications, IVF, ICSI      

 Diagnostic evaluation, Fertility 
Medications,  IVF, ICSI      

28 Lithuania Diagnostic evaluation, Fertility 
Medications, IVF, ICSI      
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Source: IFFS, Surveillance, 2019, pp. 16-19 
 
 

Sl. 
No 

Countries National Health Plan State/Provincial/Regional 
Health Plan 

Private Insurance 

29 New Zealand Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

  

30 Norway Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

  

31 Portugal  Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

 Diagnostic evaluation 

32 Singapore IUI, IVF, ICSI        
33 Republic of 

Korea 
Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

  

34 Tunisia Diagnostic evaluation, Fertility 
Medications, IVF, ICSI      

 Diagnostic evaluation, Fertility 
Medications,  IVF, ICSI      

35 Turkey Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

  

36 UK  Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

 

37 Uruguay Diagnostic evaluation, Fertility 
Medications, IUI, IVF, ICSI      

  

38 Russia  IVF, ICSI  
39 USA Diagnostic evaluation, Fertility Medications, IUI, IVF, 

ICSI 
Fertility Medications, IUI, IVF  

40 Italy Fertility Medications Diagnostic evaluation, IVF, ICSI       



 

 34 

 

2.9.2 The Indian context 

India does not have any regulations in place that addressed the reimbursement of ART 

procedures. India does not have any coverage or reimbursement of ART services under 

National Health Plans, State/Provincial/Regional Health Plan, or Private Insurance 

(IFFS 2019).  

 
However, there are targeted schemes that offer financial assistance to the couples with 

infeUWiliW\ in VelecWed VWaWeV. The financial aVViVWance Vcheme iV called µMaWUXWYa 

Yojana¶ and Whe beneficiaUieV aUe coXpleV belonging Wo SchedXled TUibe gUoup. This 

scheme is in place in Assam and Goa, where financial assistance of up to Rs 5 lakh 

(0.5 million rupees) is given to couples married for three years and who do not have a 

child (Questions: Lok Sabha 2017). It covers all the medical expenses for fertility 

WUeaWmenW, like medicineV, docWoU¶V feeV, diagnoVWic WeVWV and pUocedXUeV aV adYiVed. 

An advance amount of Rs. 25,000 will be given to meet the initial expenses if they 

produce ST certificate, marriage certificate and the certification by any doctor (MBBS 

or higher qualification) which states the couples need IVF or advanced fertility 

treatments (Scheme India, n.d). Another targeted financial assistance scheme called 

Whe µJi\o PaUVi¶ Scheme XndeU Whe MiniVWU\ of MinoUiW\ AffaiUV ZaV inWUodXced in 

September 2013 to reduce the decline of Parsi Zoroastrian community in India. Under 

this scheme medical assistance for ART is provided, with a financial assistance of up 

to Rs. 8 lakhs (0.8 million rupees). It covers the diagnosis and treatment including 

medicines and assisted reproduction. Those with annual income of Rs.15 lakhs and 

below will get 100 percent assistance while 75 percent financial assistance is given to 

those couples with annual income of Rs. 15-25 lakhs. Those with annual income more 

than or equal to Rs.25 lakhs will receive only 50 percent financial assistance (Parzor 

Foundation, 2020)  

 
Section IV: Conceptualisation of infertility 

ThiV VecWion inclXdeV Whe concepWXaliVaWion of (bio)medicaliVaWion and µpoliWical 

econom\ of hope¶. IW Zill diVcXVV hoZ Whe indiYidXal aVpiUaWion WhaW iV paUW of infeUWiliW\ 

care seeking and the wider social, economic, political as well as cultural milieu interact 
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Wo foUm µhope¶, Zhich iV one of Whe majoU dUiYing foUce in VXVWaining infeUWiliW\ caUe b\ 

the couples. The first part of this section will discuss two important processes i.e., 

medicalisation and biomedicalisation that have permeated the infertility discourse. 

ThiV Zill be folloZed b\ Whe concepWXaliVaWion of hope and µpoliWical econom\ of hope¶ 

in various academic pursuits. 

 
2.10 Medicalisation and Biomedicalisation 

Medicalisation was first used by Zola (1972) to describe how ³medicine has permeated 

the lives of human lives by the use of the labels ‘healthy¶ and ‘ill¶”, which has its roots 

in the sick role proposed by Parsons (1951). µMedicaliVaWion¶ describes a process by 

which non-medical problems become defined and treated as medical problems, usually 

in terms of illness and disorders (Conrad 2007).  

 
From 1970s, sociologists have worked on medicalisation vis-à-vis deviance and social 

control, which included studying hyperactivity in children, mental illness, child abuse 

and alcoholism (Conrad & Schneider 1980). Medicalisation is characterised by 

bringing in a previously non-medical problems under the medical jurisdiction (Conrad 

1992). This also meant decontextualizing the problems as it is brought under medical 

control (Conrad 1992). Medicalisation focuses on the power and authority of the 

knowledge (of physicians) in the society as well in the day to day medical interactions 

(Bell & Figert 2015), while patients assume a passive role whereby whatever is 

ordered on them viz., diagnosis, treatment are to be complied with, without qualms 

(Lupton 1997). Medicalisation has permeated into all walks of life by expanding its 

jurisdiction into different moral, social and legal aspects and µconWUol¶ became a 

dominant concept in its scholarship (Bell & Figert 2015). Through this control, 

medicine overtook the dominance of church, families and the state to define the 

individuals who were previously considered deviant to be termed µVick¶ (Conrad & 

Schneider 1980). The medicalisation literature is amply filled with this dominance of 

medicine (medical profession) and the role of population (patients) in bringing about 

medicalisation (Bell & Figert 2015). 

 
Feminists scholars have studied the medicalisation theory mainly critiquing it for its 

patriarchal nature, and they argued that Zomen¶V bodies were mostly sites of 
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interventions especially in the medicalisation of reproduction (Conrad 2007). Some 

scholars have argued to µmoYe be\ond¶ medicalisation (Rose 2007) and that newer 

concepts like pharmaceuticalisation, biomedicalization, and geneticisation should be 

brought in (Bell & Figert 2015). 

 
By late 1990s, medical sociologists found medicalisation theory insufficient to explain 

the illness brought about by the advances in technoscientific biomedicine. A newer 

theorisation was sought which was termed biomedicalisation which exists along with 

medicalisation but is inclusive of the technoscientific transformation of dealing with 

illness. 

 
µBiomedicalisation is a term for the increasingly complex, multi sited, multidirectional 

processes of medicalisation that today are being both extended and reconstituted 

through emergent social forms and practices of a highly and increasingly 

technoscientific biomedicine¶ (Clarke et al. 2003). 

 
According to Clarke and colleagues (2003), biomedicalisation µis co-constituted and 

manifest through five central (and overlapping) processes, viz., (1) major political and 

economic shifts; (2) A new focus on health and risk surveillance biomedicine; (3) The 

technoscientisation of biomedicine; (4) transformation of biomedical knowledge; (5) 

transformation of bodies and identities.¶  

 
Privatised and corporatized services through the advances in technoscientific 

innovations that further biomedicine is the key process mentioned in the political and 

economic shift that manifest in biomedicalisation. The shift in focus from illness or 

disease to health and the emergence of risk surveillance which rely on prevention and 

early interventions is the second process mentioned. The newer technoscientific 

innovations in biomedicine like the use of medical technology and new designs and 

products are another key process that is involved in the biomedicalisation process. The 

fourth element is the production and distribution of health and medical knowledge 

through different media by making it a personal goal thereby furthering the impact of 

biomedicalisation.  
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This means there is shift from the controlling nature of medicine to transformation 

medicine, i.e., previously unrecognised identities are formed for example at the 

molecular level which can be individual identities or group identities like the µpatient 

groups¶ of certain conditions or diseases (Clarke et al. 2010). Clarke et al. (2010) 

reiterate that through these processes, medical autonomy and power have declined 

since biomedicalisation is characterised by more commercialisation of medicine, by 

shifting the power from the medicine to market. This commercialisation and 

commodification of healthcare, has shifted patients from passive consumers to active 

negotiators (Bell 2016).  

 
Biomedicalisation helps in improving the lives of people by alleviating pain and 

suffering through its many technological advances nevertheless it also creates 

µchoices¶ (Clarke et al. 2010) and also µtechnoscientific identities¶ (Clarke et al. 2003). 

It is also attributed in creating inequality due to the stratified biomedicalisation (Bell 

2010).  

 
2.10.1 (Bio)medicalisation and reproduction 

Women¶V natural life processes are more medicalised that that of men¶V and this means 

that gender also plays an important role in medicalisation (Riessman 1983). The 

gendered ideologies equate womanhood to motherhood, and this expectation is 

manifested in the abundance of various technologies that are available to allow women 

to have their fertility desires fulfilled (Baldwin 2019). The (bio)medicalisation in the 

area of reproduction was initially centred on pregnancy and childbirth which gave way 

to infertility with the advent of newer technologies to assist reproduction. The 

advancements in technology have put women in a more vulnerable position (Gabe et 

al. 2004; Conrad 2007), because of the focus of these technologies on Zomen¶V bodies 

rather than on the reproductive bodies of  the couples (McNeil et al. 1990). 

Medicalization has made infertility care Zomen¶V responsibility as men¶V role is 

limited to µejaculatory extensions¶ (Culley et al. 2013). In infertility care, the 

availability of Assisted Reproductive Technologies (ARTs) has become what Foucault 

has described as µgoYeUnmenWaliW\¶, since women with infertility feel obligated and 

compelled to reproduce via ARTs to achieve motherhood (Franklin 1997; Clarke et al. 
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2010). Medicalisation literature has both debated for and against it whereby it argues 

that medicalisation of reproduction has both empowered and disempowered women. 

Medicalisation is rooted in medicine which is an objective science, decontextualizes 

the infertility experience (Conrad 2007), and the medical gaze reorients the experience 

of the women to the realm of medicine. It thus creates inequality as these experiences 

are different for women of different social positions (Bell 2016). This mean that 

women of low SES are prevented from accessing such care due to high cost, and other 

factors including the lack of understanding of what is communicated to them in the 

doctor patient interactions (Bell 2016). Medical hegemony in the medicalisation of 

infertility can dictate who should and should not be a mother. The treating physicians 

dictate who are deemed fit to reproduce and hence cause stratification in reproduction. 

This also alters the meaning of the experiences of infertility when placed within the 

medical discourse where women are defined based on their diagnosis and treatments. 

  
Bell (2010) has demonstrated in her work that medicalisation of infertility has created 

stratified reproduction which has excluded certain group of women. She has cited 

examples of how women of low socio-economic status are excluded from medicalised 

solutions of infertility. These exclusions in accessibility and affordability, she argues, 

creates alternate pathways to negotiate their childlessness.  

 
2.11 Hope and µPoliWical economy of hope¶ 

Couples become frustrated when confronted with diagnosis of infertility and realise 

their inability to move along the marital continuum from individual to couple to 

parenthood. Within the infertility discourse this is represented as µdeVpeUaWe¶ (Franklin 

1990). This desperateness to reproduce is then tied to hope by virtue of medical 

technology-based solutions for infertility. The development of Assisted Reproductive 

Technology (ART) for treatment of infertile couples was one of the major 

accomplishments in the field of reproductive medicine. The availability of medical 

options for assisting reproduction was not common until 1950s but during the late µ70V 

to the µ90V there has been a boom in biomedical development in infertility, and this 

has resulted in the availability of ART (Davis & Loughran 2017). During the 1950s 

artificial insemination with donated sperm and ovulation induction with hormones 
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were used to treat infertility but in the late 1970s there was use of technologies like the 

In Vitro Fertilisation (IVF) (Inhorn & van Balen 2002). More advanced technologies 

like the Intra Cytoplasmic Sperm injection (ICSI), and egg freezing became common 

in the 1990s (Wang & Sauer 2006). Hence a range of reproductive technologies are 

currently available in the market which could be used for resolving infertility. Thus, 

hope and hopelessness of the infertile couples started to depend on modern medicine, 

or the providers of this service. 

 
Sarah Franklin (1990) has noted that with the introduction of these medical 

technologies the focus shifted from the stories of women to the medical experts, who 

will dictate the course of what happens in the Zoman¶V body. This objectivity is also 

noted in how patients are referred to in the everyday discourse of infertility, their 

identity is replaced by the anatomy viz., µeggV¶, µWXbeV¶ and µoYaUieV¶. Thus, the focus 

of infertility shifted from the person who desired a child to the experts who will give 

her a child. The stories of their success became important and were highlighted, 

promoting the idea that medical technology is the only source of hope for couples. 

These representations include the photographs of the happy couples to reinforce the 

victory of technology in turning the desperate couple to happy parents (Franklin 1990).  

 
This techno-centric medicine has the power to raise hope in those who are the users of 

it (Helén 2004). Therefore, it is important here to bring in the conceptualisation of 

hope and how it is represented in literature and how has it been examined in the studies. 

This will be followed by the contextualization of hope in different discourses and how 

it is being created as a political and economic process.  

 
Hope is conceptualised as something that is forward looking, which means that 

something that will happen in the future and uncertainty is the driving factor for hope 

(Miyazaki & Swedberg 2017). There is a three-step process as to how hope operates 

in an individual. First, and the most essential part of hope is the wish. Secondly, this 

wish has to be for something, which has a social dimension. Finally, the wish for 

something to come true and is the basic principle of hope. The one that an individual 

hopes for should be socially valid i.e., it needs acceptance and assistance from others 

for it to be fulfilled (Miyazaki & Swedberg 2017).  
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Hope has become part of the dominant discourse of science (Petersen & Seear 2011) 

and various studies have examined how technology and hope are operating together. 

The opeUaWionaliVing of µhope¶ in VcienWific applicaWionV on hXmanV WhUoXgh Whe XVe of 

Wechnological VolXWionV haV been done b\ emplo\ing Whe concepW of µpoliWical econom\ 

of hope¶ a WeUm fiUVW XVed b\ Good et al. (1990) in their study on oncology treatment 

where clinicians have to balance between disclosing the truth about the diagnosis while 

still maintaining hope about the prognosis. The paper explores the growing 

specialisations in the field of oncology and the increased research in the field of 

oncology and how the international culture of oncology poses new challenges to local 

practices. One of the issues raised in the paper is related to the norms of disclosure of 

cancer diagnosis and how this has implications for the production and utilisation of 

anti-cancer therapies. They put forth several hypotheses viz., each culture has its own 

way of operating and biomedicine also operates within this cultural milieu. Thus, 

international biomedicine operates with its local variants within each culture. It is also 

shaped by the availability of biomedical technology and therapeutics and also the 

VocieW\¶V diVcloVXUe paWWeUn and ph\Vician-patient relationship. The local variants with 

respect to how biomedicine is operationalised also influences the choice of treatment 

and use of biomedical technology. The political economy of specialist-research 

oncolog\ aUWicXlaWeV ZiWhin a VocieW\¶V cXlWXUal inWeUpUeWaWion of µhope¶. 

 
The authors have XVed Whe WeUm µpoliWical econom\ of hope¶ in WhiV conWe[W Wo deVcUibe 

the link between research and treatment institutions. With the development of newer 

potential anti-cancer therapies, there is a need for patients on which to try them. These 

options offer the promise of hope to patients and their families who have reached the 

end of possible known interventions for the disease. In this context, health care 

providers who are also cancer researchers hold the promise of relief to patients who 

can enrol into studies testing these new therapies.  Such a potential tends to affect the 

norms of disclosure about treatment options to patients, holding out the potential of 

hope rather than focusing on the need for hospice care which may offer some 

alleviation. Although this term has been used by the authors, it has not been described 

in detail in the paper and the paper focuses on the norms of disclosure of cancer 
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diagnosis and how they have to balance between disclosing the truth about the 

diagnosis while still maintaining hope about the prognosis. 

 
The creation of a market for the unproven stem cell therapy, nascent stage umbilical 

cord blood therapy, newer treatments for cancer are all underpinned by µhope¶. Here, 

hope has three contrasting existences, hope of the patients that the treatments will 

improve their future, the pUoYideUV¶ hope that the technologies can be legitimised for 

a thriving future industry, and lastly hope upheld by the critics of these technologies 

that they can protect the patients by bringing in regulatory frame for these technologies 

being sold to the public (Petersen et al. 2017).  

 
This conceptualisation places hope well within the ambit of political economy. The 

concept of the µpoliWical economy of hope¶ was originally used in the area of oncology 

( Good et al. 1990), and subsequently in the context of patient activism in biomedical 

research (Novas 2006). ³The ‘political economy of hope¶ is an anthropological 

concept which describes how personal and collective ‘hope¶ is associated with 

political and economic structures that produce biomedicalization process” (Mrig & 

Spencer 2018). 

 
This concept has been used by authors in studying cancer treatment, embryonic stem 

cell therapy, umbilical cord blood banking, uses of stem cell therapy in degenerative 

diseases and patient group activism in biomedical research. The common thread in all 

these is the narrative of hope, that transcends the social and emotional realms of those 

who use this, and their investment in these technologies, emotionally and financially.  

 
Different authors have employed the concept of µpoliWical economy of hope¶ in their 

scientific pursuit to explain technologies that offer cures to the myriad health 

problems. Prasad (2014) in his study on overseas stem cell therapy explores how the 

political economy operates by focusing on the µdeWeUUiWoUiali]aWion¶ of different 

µUegimeV of WUXWh¶ in the journey of the patients. The author here quotes Michel 

Foucault (1980) ³Each society, has its regime of truth, its ‘general politics¶ of truth: 

that is, the types of discourse which it accepts and makes function as true´, to explain 

deterritorialization. Foucault explains that an indiYidXal¶s functioning is linked to the 



 

 42 

VocieW\¶V µUegimeV of WUXWh¶, and this includes the µclass position, conditions  of life and 

work and the general politics of truth of the society¶ (Foucault 1980). This explains 

how individuals (here patients) select or use certain technologies, by bypassing 

different µUegimeV of WUXWh¶ and manage the risk and uncertainties of the therapy  This 

process then, enables the positioning of µWUXWh¶ from one realm or paradigm of 

knowledge to another, where by it gains better credibility or loses it, depending on 

what is desired by those who attempt it.  

 
Underutilisation of hospice care among end-stage cancer patients also came to pass by 

employing the concept of µpoliWical economy of hope¶. The authors noted that there is 

an increase in the hospice care availability in the U.S on par with biomedicalization of 

end-stage cancer patients. But the possibility of a µcXUe¶ for cancer instils hope in the 

end-stage patients inducing them to try new biomedical interventions. It becomes a 

tough decision to select hospice care or make one last attempt with a biomedical 

treatment option, of which many are available. The authors state that they used the 

term µhope¶ to bring in the presence of the agency of the patients in fuelling the 

biomedical research. Patients, by being party to the decision for treatment may benefit 

from it or some others may benefit from the new interventions developed. Thus they 

render their bodies for novel treatments (Mrig & Spencer 2018). The emergence of 

regenerative medicine as a new field of µhope¶ due to the promissory value of the cord 

blood has also used the concept to examine commercial blood banking and the 

dynamics of private and public sector banking (Martin et al. 2008).   

 
Good (2003)explained the concepts of medical imaginary and political economy of 

hope, and how the public are drawn into using these technological advancements 

which may not offer success in all its endeavours. These are achieved through selling 

the success stories and circulating it through popular media.  
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Chapter 3 

Methodology 

 
This chapter describes the methodology used for undertaking the study, including the 

research design. The methodological and conceptual framework of the study and the 

ethical considerations in the conduct of the study are explained. The sampling 

strategies, sample selection processes, methods of data collection and analysis are 

explained separately for each of the three phases of the study. The chapter also gives 

a UeflecWiYe accoXnW of Whe field ZoUk paUWicXlaUl\ focXVing on Whe UeVeaUcheU¶V 

positionality. 

 
3.1 Study Design 

The study used a multiphase mixed methods design (Creswell & Clark 2011) with 

three phases completed between November 2017 to May 2019. It consisted of three 

distinct phases; a qualitative phase followed by a quantitative phase, this was followed 

by the third phase of the study which used a mixed methods approach. In phase I of 

the study which employed a qualitative methodology, data was collected and analysed 

which enabled the development of the instrument for the Phase III quantitative survey. 

The second phase used secondary data analysis and this exercise facilitated the 

selection of study setting for Phase III. The final phase used a concurrent embedded 

design, where both quantitative and qualitative methods were used. 
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  Fig 3.1: Flowchart showing different phases of the multiphase mixed methods design 

 
3.1.1 Conceptual study plan 

The study was done in three phases, phase I used a qualitative design with in-depth 

interviewing among the couples with infertility. This phase helped to understand the 

trajectories of care seeking for resolution of infertility among couples and to identify 

reasons for these choices made by couples. The results of this phase fed into the 

development of interview schedule for phase III of the study. The phase II of the study 

used Census of India 2011 data to get the estimates of expected levels of infertility for 

Kerala and its districts and the age pattern of infertility in these districts. Ranking of 

the districts based on the expected level of infertility was done to select the study sites 

for phase III data collection.  

 
Phase III used both quantitative and qualitative methods to describe the care seeking 

pathway for infertility in Kerala and to examine the inequalities in the care seeking for 

infertility in Kerala. This phase also used in-depth interviewing to describe the 

infertility specific distress, in women undergoing treatment for infertility and to 

understand the possible consequences of infertility for women. The study plan 

describing these sequences is shown in figure 3.2. 

PHASE I 
Qualitative 

PHASE II 
Quantitative 

PHASE III 
Quantitative 

and 
Qualitative 

SEQUENTIAL DATA COLLECTION 

CONCURRENT DATA 
 COLLECTION 

x Data collection and 
analysis 

x Development of tool 
for phase III survey 

x Secondary data 
analysis using Census 
of India 2011 

x Selection of study 
setting for phase III 

x Community based survey 
and in-depth interviewing 
of women with infertility 

x Data collection and 
overall results and 
interpretation 
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 Fig 3.2: The study plan designed in three phases 
 
 

Phase I 
In-depth interview of 

couples with infertility in 
two southern districts of 

Kerala viz., 
Thiruvananthapuram and 

Kollam 

Phase II 
Secondary data analysis 

using Census of India 2011 
data 

x Context and processes of care 
seeking for infertility in Kerala 

x Development of interview 
schedule for the phase III survey 

x Estimates of infertility for the 
districts of Kerala 

x Ranked the districts of Kerala 
based on the level of infertility 

x Selection of districts for phase 
III survey 

Phase III 
x Cross-sectional survey among 600 women with 

history of treatment sought for infertility in three 
districts of Kerala viz., Thiruvananthapuram, 
Kottayam and Malappuram 

x In-depth interview among women with infertility 
in Thiruvananthapuram and Malappuram district 

How do couples with infertility seek care for infertility in the 
state of Kerala? 
What are the consequences of infertility for women? 
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3.2 Conceptual framework of the study 

The conceptual framework of the study is shown in figure 3.3, which was developed 

after literature review to understand the care seeking trajectory of couples with 

infertility. Studies have shown that there is a social burden to infertility which is highly 

gendered. With the presence of the Assisted Reproductive Technologies (ART), this 

burden has increased. It is because most of the treatment procedures happen on 

Zoman¶V bod\, and WhiV addV Wo Whe e[iVWing bXrden of women. Most ART based 

treatments are concentrated in the private for-profit sector and hence couples will have 

accessibility and affordability issues relating to these treatments. Hence, the 

conceptualisation of the study is based on the following assumptions; 

1. There is a social burden of infertility which is highly gendered, it means within 

a given social context women are burdened more by the presence of infertility, 

even when the inability to reproduce is caused by male factor. To reduce this 

burden women/couples resort to treatment.  

2. There are advancements in the technology-based solutions to treat infertility 

which is mainly concentrated in the private sector. Therefore, such 

technologies when they create opportunities for solutions, also create burdens 

in terms of physical difficulties of the treatment per se. This burden is mostly 

borne by women. The concentration of such technology-based solutions in the 

private sector further make them less accessible by certain sections of the 

society creating inequality.  

3. Infertility care seeking is at the multiple axes of intersecting factors, 

availability, affordability based on the social context and the desperation 

caused by both the gendered social burden and its consequences.  
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Fig 3.3: Conceptual framework for the study

SOCIAL CONTEXT 

INFFERTILE COUPLES 
(bearing the social burden of infertility  

which is gendered) 
 

Medicalisation of Reproduction 
Availability of Assisted 

Reproductive Technology 

Availability of multiple options to overcome 
infertility 

How will couples seek care for infertility in Kerala? 
What are the inequalities in the care seeking for 

infertility in Kerala? 
What are the consequences of infertility for women? 

Use treatments 
to overcome 
infertility 
 

Consequences of 
ART- Gendered 

Inequality- in 
accessibility and 

affordability 

Socio-economic context of the couples with infertility 

INTERSECTING FACTORS 
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3.3 Operational definitions 

The operational definitions of terminologies used in the study are shown in table 3.1. 

 
Table 3.1: Operational definitions of terminologies used in the study 
Terminology  Definition 
Infertility In this study infertility is defined as the inability to 

achieve pregnancy after 12 months of marriage.  
 

Couple with infertility In WhiV VWXd\ µcoXple ZiWh infeUWiliW\¶ iV defined aV 
heterosexual man and woman who are married for 
at least a year, and do not have a child or those who 
are married for at least an year and have a child or 
are currently pregnant but have history of treatment 
sought for infertility. 
 

Other systems of medicine In this study other systems of medicine include 
Ayurveda and Homeopathy. 
 

Alternate methods Alternate methods in this study include traditional 
and faith-based remedies as well as magical 
remedies. 
 

Care seeking Care seeking is defined in this study as all the 
mainstream treatment methods and alternates that 
are used by the couples for treating infertility.  
 

Allopathy In this study, conventional western medicine or 
biomedicine or mainstream or western medicine is 
referred to as Allopathy ± the term commonly used 
to refer to it in the Indian context. 

 
3.4 Ethical considerations  

The three phases of the study were cleared by the Institutional Ethics Committee of 

SCTIMST. Phase I of the study was cleared by IEC vide 

SCT/IEC/1112/NOVEMBER-2017 dated 23.11.2017 and the phase II and III were 

cleared by IEC vide SCT/IEC/1112/JULY-2018 dated 03.08.2018. The IEC clearance 

certificates are attached in appendix A1 and appendix A2. 

 
3.4.1 Informed consent 

In phase I of the study, the participants were approached via friends or Accredited 

Social Health Activists (ASHA workers), to get their permission. I approached the 

participants if they were willing to be interviewed. At the time of interview, written 
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informed consent was obtained from all the participants including the consent to audio 

record the interviews. The information sheet and the consent form used for phase I is 

given in appendix A3 (English) and appendix A4 (Malayalam). 

 
Phase III consisted of a quantitative survey and a qualitative component using in-depth 

interviews (IDIs). This phase was done after getting permission from the National 

Health Mission (NHM), Kerala to avail the help of ASHA workers for recruiting the 

participants. The permission letter from State Mission Director, NHM and the DMOs 

(Kottayam and Malappuram is attached) as Appendix A5. The ASHA workers 

identified appropriate participants in their area of work, informed the potential 

participants about the study and sought their willingness. Those who indicated 

willingness were approached for the survey and IDI components. After approaching 

them, the information sheet was given or was read to them and only after obtaining 

their written informed consent was the interview done. Anyone who was not willing 

to take part in the study after reading the informed consent was allowed to drop out. 

The information sheet and consent form used for phase III survey are given in appendix 

A6 (English) and appendix A7 (Malayalam) and  for the IDI is given in appendix A8 

(English) and appendix A9 (Malayalam).  

 
The information sheet given to the participants outlined the nature of the study and the 

nature of their participation, and what was expected of them. It was also stated in the 

information sheet that the participation in the study was purely voluntary and the 

participants were free to withdraw from the interview any time. The information sheet 

also sought permission to audio record the interview in case IDI was used to collect 

data. The contact details of the IEC contact were also given in the information sheet 

for clarifications, if any of the participants had doubts or complaints regarding the 

conduct of the study.  

 
3.4.2 Confidentiality and Anonymity 

The confidentiality needs of the participants was considered during data collection and 

analysis by removing potentially identifying information. All the information collected 

were kept under safe custody of the PI and the names of the respondents and other 

identifying information where ever they appear were changed to maintain anonymity. 
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Materials that could potentially identify the participants like the consent forms are kept 

separately under the safe custody of the PI and will continue to be for the duration 

mandated by regulations. Electronic data are stored in password protected folders and 

only the researcher has access to it. 

 
3.5 Study setting 

3.5.1 Phase I 

Phase I of the study was done in two southern districts of Kerala viz., 

Thiruvananthapuram and Kollam. This was the exploratory phase of the study and 

hence the districts were conveniently selected.  

 
3.5.2 Phase II 

This section does not include the details of study setting as it is not relevant for this 

phase. 

 
3.5.3 Phase III 

The study setting for phase III were the districts Thiruvananthapuram, Kottayam and 

Malappuram. These districts were selected based on the ranking of districts by the 

expected level of infertility based on Cumulative Fertility Rate (CFR) based measure 

in the age group 45-49 years from Census of India 2011 data. The reason for preferring 

CFR based ranking as opposed to Children Ever Born (CEB) based ranking is because 

CEB represents the cumulative experience of past cohorts. CFR is a synthetic cohort 

depicting the cumulative fertility experience at the current point of time. The total 

children ever born in the last year divided by the total ever married women gave the 

(modified) age specific (martial) fertility rate (ASMFR). Using the ASMFR, 

cumulative (marital) fertility rate was computed. This was used to calculate the 

expected infertility level in each age group using the formula suggested by Pandey and 

Suchindran (1987). The formula used is explained in detail in this chapter under 

section 3.9.2.1.  

 
The district with the highest expected level of infertility was given rank 1 and the 

lowest was given rank 14. After ranking the districts, they were divided into three 

groups each representing a category of infertility levels; category 1 with high levels of 
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expected infertility included districts with rank 1 to rank 4 which were Pathanamthitta, 

Alappuzha, Thiruvananthapuram and Kollam respectively, category 2 with moderate 

levels of expected infertility included districts with rank 5 to rank 9 which were 

Ernakulam, Thrissur, Kozhikode, Kottayam and Palakkad, and category 3 with 

relatively low levels of expected infertility included districts with rank 10 to rank 14 

which included Idukki, Wayanad, Kannur, Malappuram and Kasaragod respectively. 

From each category, the last but one district was selected for the study, to avoid the 

extreme outliers. Hence, from category 1 Thiruvananthapuram, from category 2 

Kottayam and from category 3 Malappuram were selected for the study. 

  

 
Fig 3.4: Distribution of the districts based on the expected level of infertility 

 
3.6 Sampling and Recruitment 

In this section the sampling and recruitment of the subjects is explained for each of the 

three phases of the study.  

 
3.6.1 Phase I 

The participants were selected by snowball sampling with the help of friends, and also 

by contacting ASHA workers. A total of 18 participants were interviewed in this phase, 

which included 16 women and two men who were husbands of these women. Women 

93.48
88.4

83.98 80.57

68.22 67.14 65.91 64.75 64.69
55.78 53.94 52.13

47.36 44.97

CFR based expected level of infertility per 1000 ever married women in the 
age group 45-49 years
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who were married for at least an year, both those who had started care seeking and 

those waiting to seek treatment were included in the study. Those who had child after 

treatment were also included. The primary respondents were women and husbands 

were interviewed only if the women gave permission to do so.  

 
3.6.2 Phase II 

This section does not include the details of sampling and recruitment as it is not 

relevant for this phase. 

 
3.6.3 Phase III  

This phase used a mixed-methods design, it used both quantitative and qualitative 

methods concurrently.  

 
The proportion of the population of couples who would seek any kind of treatment for 

infertility is approximately 80.0 percent (Boivin et al. 2007). Taking this to be the 

expected proportion of persons who would seek treatment for infertility within the 

population, 95 percent confidence interval and a precision of 5 and design effect 2, the 

sample size was calculated as 492 using Open Epi version 3.01. For the purpose of 

dividing the sample across three districts equally, the sample size was rounded off to 

600.  

 
The eligibility criteria were women in the age group 20-44 years, who were married 

for at least 12 months and who did not have a child, with history of care sought for 

infertility. Women in the age group 20-44 years who were married for at least 12 

months and who had a child/children born but had a history of care sought for 

infertility were also included. Only women in the households who were current 

residents (de jure) at the time of the study of Thiruvananthapuram, Kottayam and 

Malappuram districts, and those who were able to speak or understand 

Malayalam/English were considered. Women who had sought treatment for more than 

15 years (to prevent recall bias and also treatment processes were very different in 

earlier times) were excluded from the study. 
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From each district 200 subjects were selected. A systematic random sampling strategy 

was used to select the sample. From urban and rural areas of each district, 100 subjects 

each were selected. The selection of subjects from the urban and rural area are given 

in figures 3.5 and 3.6 respectively. 

 
For the urban areas, the names of the municipality or corporation in a district were 

numbered in alphabetical order and from this five municipalities or corporation were 

randomly selected by lottery method. Under each municipality or corporation there 

were different number of wards, therefore the total number of wards in each selected 

mXnicipaliW\ oU coUpoUaWion ZaV diYided b\ fiYe, and if WhiV nXmbeU be µ[¶ (UoXnded 

off to the next whole number if it was a decimal number) and then from one to x, a 

number was randomly selected and this was the number of the first ward. The next 

ZaUd ZaV VelecWed b\ adding µ[¶ Wo Whe fiUVW ZaUd and Vo on Will fiYe ZaUdV fUom each 

selected municipality or corporation were selected. If due to any reason the selected 

ward was not feasible, then the immediate next ward was selected. From each selected 

ward, four subjects were selected with the help of the ASHA worker. 

 
 

 
 
 
 
 
 
 

 
 

 
 

 

 

 

Fig 3.5: Selection of subjects from urban areas in each of the selected districts in Kerala 

 
 

URBAN AREA 

5 Municipalities (M)or Corporations (C)  
were randomly selected 

 

5 wards from each of the selected M or C 
[5*5=25 wards in total] 

 

4 subjects from each ward 
[25*4= 100 subjects in total] 
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For the rural areas, the total number of blocks in Thiruvananthapuram and Kottayam 

districts were 11 each and in Malappuram district it was 15. The name of the blocks 

were numbered in alphabetical order for each district. From this list, 10 blocks were 

randomly selected. The next step was the selection of grama panchayat (GP), the 

number of GPs under each block were different. Therefore, first the GPs were 

numbered in the alphabetical order for each district and the total number in each block 

ZaV diYided b\ WZo, alloZing foU WhiV qXoWienW Wo be µ[¶. The fiUVW GP in each block 

was selected by selecting a random number between one to x, and the next GP by 

adding x to the previous number. From the two selected GPs, one ward each has to be 

selected which was selected randomly. If due to any reason the selected ward was not 

feasible, then the immediate next ward was selected. From each selected ward, five 

subjects were identified with the help of ASHA worker. 

 

 

 

 

 

 

 

 

 

 

 

Fig 3.6: Selection of subjects from rural areas in each of the selected districts in Kerala 

 
Ten women were selected for in-depth interviews from the selected wards in 

Malappuram and Thiruvananthapuram district. Some of them were identified during 

the survey while other were randomly selected. These were women with specific 

characteristics that lead to better descriptions of the experiences of the consequences 

of living with infertility.  

1 ward from each GP 
[20*1= 20 wards in total] 

 

5 subjects from each ward 
[20*5= 100 subjects in total] 

 

RURAL AREA 
 

10 Block were randomly selected 
 

2 Grama panchayats (GP) from each block 
[10*2=20 GPs in total] 
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3.7 Data collection 

The data collection tools and methods are explained in this section, using the three 

phases of the study. 

 
3.7.1 Phase I 

The data collection for this phase was done between November 2017 to March 2018. 

In-depth interviews were used in phase I to obtain the data. An in-depth interview 

guide was used to collect data. Women were selected as the primary respondents and 

if they gave permission their husbands were also interviewed. The participants were 

asked when they identified having difficulty in getting pregnant and what were the 

choices exercised by them in resolving it. They were also asked what helped them in 

this process and also who were the key decision makers in the process. The IDI guides 

used for phase I data collection are given in appendices A10 (English) and A11 

(Malayalam). 

 
3.7.2 Phase II 

This section does not include the details of sampling and recruitment as it is not 

relevant for this phase. 

 
3.7.3 Phase III 

The third phase had two distinct methods of data collection one was a community-

based survey and another was in-depth interviews of selected women. The data 

collection for this phase was done from August 2018 to May 2019. Both the survey 

and the in-depth interviews were done concurrently.  

 
The survey data was collected using Open Data Kit (ODK) collect. The interview 

schedule form was created in the ODK platform and a tablet was used for data 

collection.  

 
An interview schedule was used to collect data which was used to capture the actual 

care seeking trajectory of couples with infertility in Kerala. The interview schedule was 

divided into different sections and an initial screening section enabled identification of 

eligible participants. This was done by the ASHA workers in most cases who identified 
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the potential participants based on the eligibility criteria. But before starting the 

interview, I confirmed it again with the participants. The remaining sections included 

socio-demographic profile, socio-economic status, marital, reproductive and family 

history, consequences of infertility, current status vis-à-vis the treatment, identification 

of the problem and initiation of treatment seeking and finally the treatment history for 

infertility. The interview schedule is given in appendices A12 (English) and A13 

(Malayalam). Each interview lasted 15 minutes to about 30 minutes based on the actual 

care seeking pathway of the couples.  

 
The sample size fixed for the survey was 600 but in anticipation that some of the 

respondents may have more than 15 years of treatment history a few extra interviews 

were done in certain wards as deemed necessary. This was because the total duration 

of treatment was calculated based on the starting of the treatment and the last date of 

treatment. Some of them were just on the border while collecting data and hence extra 

interviews were done to compensate if those cases exceeded 15 years while computing 

the duration of treatment. Hence, there were 604 interviews in total at the end of the 

data cleaning process that fulfilled the inclusion criteria.  

 
The data collection for the qualitative phase was done among 10 women some of 

whom were identified during the survey while others were randomly selected. IDI 

guide was used for data collection. The participants were asked about the treatments 

they have undergone in trying to conceive and the specific meaning it has to your life. 

Each interview lasted about 40 minutes to one hour. The IDI guides used for phase III 

data collection are given in appendices A14 (English) and A15 (Malayalam).  

 
3.8 Reflections on fieldwork-reflexivity and positionality 

It is important here to state my position so as to enable the understanding of the 

findings in totality. I am an unmarried woman in early thirties, trained nurse and a 

public health graduate. Although my status as an unmarried woman barred me from 

going through the experience of infertility, the medical understanding of it helped me 

acknowledge the difficulties of the condition. So, as a woman researching this 

particular problem, I was not able to detach my reproductive body from the women I 

was interviewing. Most of the issues that the women discussed resonated with the 
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woman in me first and subsequently the researcher. Since I come from a biomedical 

school, I understand the treatments and the merits of Allopathy. In this study I do not 

discredit the merits of other systems of medicine in infertility care. But I do not have 

the scholarship to understand the working of other systems of medicine.  

 
Sharing the same cultural identity as that of my participants, and being a woman helped 

me enter the personal space of the participants. I did face negative experiences 

especially from male participants who were not at all comfortable of my presence even 

though the primary respondents were women in the study. Nonetheless, there were 

also men who were open and happy to share their experiences with me.  

 
3.9 Data Analysis 

In this section the plan for data analysis for different phases of the study are detailed.  

 
3.9.1 Phase I 

Grounded Theory approach was used to identify the most relevant concepts in the care 

seeking trajectories of the interviewees. The first three interviews were completed and 

transcribed and translated verbatim by the PI. One interview was analysed using 

RQDA software starting with open coding by reading the interview line by line and 

coding each sentence. After finishing the first interview, the second and third 

interviews were coded using constant comparison to the codes already created. Memos 

were created and then the subsequent interviews were undertaken to capture the 

emerging categories and notions that were not captured in the previous interviews. 

After about five to six interviews there was saturation in the codes. A major gap 

identified was that the pure female factor infertility story was not complete with the 

interviews conducted. Subsequent interviews were done by interviewing women who 

had female factor problems as the cause for their infertility in order to achieve a form 

of theoretical saturation (Morse 2007).  

 
Codes were merged to form categories and finally the categories which were similar 

in meanings were merged to form the themes. 
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3.9.2 Phase II 

Secondary data analysis using the Census of India, 2011 was done to estimate the levels 

of infertility for Kerala and its districts and analyse the age patterns of infertility in the 

districts of Kerala. To estimate the levels and examine the age patterns of infertility, 

data on children ever born among ever married women (Fertility Table- F3) and births 

during the past one year among currently married women by birth order (Fertility 

tables-F9) from the Census of India, 2011 Fertility Series were used (Census of India: 

F-Series: Fertility Tables 2011).  

 
Due to dearth of comprehensive data on the number of infertility centres in the state, 

the private sector involvement in infertility care in the state is demonstrated based on 

other data sources. For this I have used data from published articles and reports to 

understand the health care services and utilization in Kerala. Data from the reports of 

the National Sample Survey Organisation (NSSO), Central Bureau of Health 

Intelligence, Census of India, National Family Health Surveys, Ministry of Health and 

Family Welfare, Survey and Design Division of Department of Economics and 

Statistics and Department of Health Services, Kerala were utilized.  

 
The NSSO health survey data was used to understand the medicalisation and the 

growth of the private sector. The Department of Health Services, Kerala data was used 

to establish the predominance of private sector in health care delivery in the state and 

also to demonstrate the growth of the private sector in the state compared to the public 

sector using the medical institutions and personnel under the Kerala Department of 

Health Services. The privatisation of the reproductive health care in Kerala is 

established using the level of institutional deliveries in public and private sector 

hospitals Kerala. 

 
 3.9.2.1 Measuring infertility 

The conventional measure of period fertility is age specific fertility. The Total Fertility 

Rate (TFR), as period measure, provides average number of children a woman is 

expected to bear if she survives to the end of child bearing according to the prevailing 

µfeUWiliW\ condiWion¶ of Whe \eaU. AV VXch, Whe WoWal feUWiliW\ UaWe iV Whe cXmXlaWiYe age-

specific fertility rate at the end of reproductive life. 
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Infertility has been estimated using the formulation suggested by Pandey and 

Suchindran (1987) for estimation of reproductive events where infertility is described 

aV a PoiVVon pUoceVV foU a giYen feUWiliW\ VchedXle indicaWed b\ Whe TFR µȜ¶ and biUWh 

oUdeUV indicaWed b\ µk¶. ThiV eVVenWiall\ giYeV the expected number of women with 

biUWh oUdeU µ0¶ peU 1000 Zomen in a paUWicXlaU age gUoXp giYen Whe age VchedXle of 

fertility represented by the current TFR.  

 
If we let X = the number of events in a given interval, and if the mean number of events 

per inWeUYal iV µȜ¶. The pUobabiliW\ of obVeUYing k eYenWV in a giYen inWeUYal iV giYen b\; 

 
ZheUe k= 0,1,2,3,4,« and Ȝ=TFR, 

In estimating the levels of infertility k=0, and therefore the probability of observing the 

events in a given interval is given by the formula 

, ZheUe Ȝ=TFR²²²²²²²²²²²²²²²²²-(1) 

 
Infertility estimation was done using Census data (2011) using three different measures 

for the 14 districts of Kerala. Estimate 1, which is based on age specific fertility rate 

and estimate 2, based on age specific marital fertility rates are indirect measures and 

eVWimaWe 3, calcXlaWed XVing µ0¶ paUiW\ Zomen in Whe age gUoXp 45-49 years is direct 

measure of infertility. 

 
Indirect estimate of infertility based on age specific fertility rate (ASFR) and age 

specific marital fertility rate (ASMFR): Estimate 1, it uses the period based TFR 

measure for all women irrespective of their marital status. The number of total women 

and total number of births for last one year was used to compute the Age Specific 

Fertility Rates (ASFRs) and from this TFR was computed. This was then used to 

estimate the expected level of infertility using formula (1).  

 
In estimate 2, for computation of expected levels of infertility, total ever married 

women and total births for past one year was used. Here we have taken ever married 

women and not currently married women to make it comparable with estimate three 
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which has the same denominator. For this age specific (marital) fertility was computed 

and the levels of infertility were estimated using the formula (1).  

 
Direct measXre of infertilit\ Xsing µ0¶ parity of women in the age group 45-49 years: 

The expected level of infertility was estimated by dividing the total number of women 

ZiWh µ0¶ paUiW\ in Whe age gUoXp 45-49 years by total number of ever married women 

in the age group 45-49 years.  

 
Examining age patterns of infertility: The age patterns of infertility was examined 

using the cohort-based measure of Children Ever Born (CEB) by age of ever married 

women and the period-based measure of Cumulative Fertility Rates (CFR) by age for 

ever married women. Here, ever married women was used as the denominator to 

compute the CFR based estimate and not currently married women. This was done so 

as to enable the comparison across CEB and CFR measures. The CFR measure which 

uses birth in the past one year based on currently married women gave very small 

estimates of expected levels of infertility and thus comparison was difficult. 

 
CEB based estimate was used to describe the variations across the different age cohorts. 

The CEB measure would accommodate multiple regimes of fertility and mortality 

within itself. We have included mortality of children as a factor affecting CEB, on the 

assumption that sometimes CEB levels can exclude those children born but died 

subsequently and this then, affected the reported fertility of women. The total children 

ever born  in an age group divide by total ever married women in that age group was 

computed to give the average children ever born for that age group and this was used 

to get the expected infertility estimate using the formula . This gave the age pattern 

of infertility using the cohort based CEB measure.  

 
The CFR is a synthetic cohort constructed using births during the past one year. 

Therefore, it represents the period experience of fertility. The CFR based estimate helps 

to describe the current age pattern and the likely changes in it. Using the F-9 table of 

census 2011 on number of women and ever married women by present age, number of 

births last year by sex and birth order, CFR based estimate was computed.  
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The Age specific marital fertility rate (ASMFR) was computed by dividing total 

births for last one year by the total ever married women instead of currently married 

women as is the convention to render comparisons with the CEB based measure. 

From this, the cumulative martial fertility rate was computed and this was multiplied 

by five in age group to get the cumulative fertility rate. 

   
where m(a) iV Whe age Vpecific feUWiliW\ UaWe aW age µa¶ 

The probability of not having birth before age x is given by . 

Thus, the infertility level for each age group is given by the formula . 

 
3.9.2.2 Indexing infertility rates 

By examining the ASFR, it was found that close to 90 percent (87%) of the TFR is 

achieved by 30-34 years. There is very limited scope for extension of TFR after this 

age. Therefore, this age group (30-34) was used to index the infertility levels. By 

indexing using the ASMFRs (2nd estimate), the potential for change in infertility status 

by age and age cohorts is explained. For the purposes of indexing the CFR based 

measure was preferred as it is a synthetic cohort depicting the cumulative fertility 

experience at the current point of time. 

 
The index of infertility is given by the formula; 

 
ZheUe µInf¶ iV Whe e[pecWed leYel of infeUWiliW\ foU Whe age gUoXp ZiWhin Whe paUenWheViV.  

 
As we are looking for intervention aided reductions, if we assume that there is very 

limited scope for natural fertility-based extension after 34 years (and 90% of TFR is 

achieved by this age); one can assume that decrements in infertility are a consequence 

of interventions. As this is an attempt to capture the potential need for these 

interventions; this form of indexing (against infertility at or up to age 45-49 years) was 

preferred. What the index represents is the potential for reduction (or increase) in 

infertility below (or above) what is expected at age 45-49 years; that occurred between 

ages 35-49 years.  
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3.9.3 Phase III 

The data analysis will be discussed in two sections; the first section will discuss the 

analysis of quantitative survey data and the second section will discuss the qualitative 

interview data. 

 
3.9.3.1 Quantitative Survey Data 

The dependant variable used in the analysis was achieving pregnancy and the 

independent variables used were duration of marriage, employment status of the 

couple, religion, socio-economic status of the couple, age at start of treatment, family 

history of infertility, type of infertility experience by the couple, type of centre used by 

the couple. 

 
 The data analysis was done using RStudio version 1.2.1335 and STATA version 16. 

Data was analysed to explain the different factors related to infertility and its treatment 

viz., physiological factors and health systems factors respectively. The descriptive 

statistics included proportions. Bivariate analysis was done to understand the 

probability of achieving pregnancy with different independent variables. Chi-square 

test was done to check for associations between the selected independent variables and 

the probability of getting pregnant.  

 
A descriptive analysis of the care seeking pathway of the couples across 11 centres was 

done. The event history analysis using a life table approach was done to compute the 

rate of achieving pregnancy by the couples across different categories. 

 
The life table approach was found to be suitable for analysis in the study since;  

1. We were using interval and not individual time for estimating the survival 

functions.  

2. Less than 50 percent of the observations had only had the event i.e., pregnancy 

during the study period and therefore censoring had to be managed. 

3. There were more number of participants who had stopped or lost to follow-up 

from the care seeking pathway before having the event. 
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Life table analysis was done to estimate the survival and hazard rate of couples 

persisting in the pathway across time was calculated. The conditional rate of getting 

pregnant adjusted for duration (failure rate) with different stages of treatment, type of 

infertility, and type of the centre used by the couples were also calculated. 

 
Assumptions for event history analysis:  

i. The time interval in the study was between 1-180 months, the mean duration 

of treatment was 59.9 months and hence ~60 months interval was taken to 

calculate the time interval i.e., 1-60 months, 60-120 months, 120-180 months 

and 180 and above (these are participants who were still continuing in the 

pathway at 180 months when the interview was done). 

ii. For the survival analysis, there are participants who had a child/were pregnant 

at the time of interview and those who did not have a child at the time of 

interview. Those with the child/were pregnant are the ones who had the event 

(pregnancy) and others are those without the event. Those without the event at 

the time of interview were either continuing the care, or were taking a break 

from the treatment or had stopped the treatment. Those who were taking a 

break at the time of interview or those who had stopped the treatment were 

labelled as the censored events in the study, because their exact survival times 

is not known. 

iii. Here, the event which is pregnancy is considered single decrement (non-

competing) i.e., transitioning from non-pregnant to pregnant state. So, those 

who had conceived in between but could not complete the pregnancy to term 

will be assumed to have not had the event, this is also true for those who had a 

child at the time of interview and those who were pregnant at the time of 

interview. It should also be noted that at the time of interview, if a woman 

reported to be pregnant, she is considered to have had the event since we do 

not know the outcome of that pregnancy but at least at the time of interview 

she was found to have had the event. 

iv. For the survival analysis, the different stages of treatment were ascertained 

based on the highest achieved treatment at any centre by the participant. So, 

we have labelled the stages as preliminary investigations, advanced 
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investigations for women, medical management of women, medical 

management of men, medical management of both, Intra Uterine Insemination 

(IUI), and In Vitro Fertilisation (IVF). The stage preliminary investigations is 

the lowest and IVF is highest stage in this sequence. Those who had used only 

Ayurveda or Homeopathy only is a separate category. But if they have 

combined Ayurveda or Homeopathy with Allopathy, then the highest achieved 

treatment in Allopathy will be taken as the stage achieved by the participant. 

Hence, across centres couples would have undergone different treatments some 

repeating the same treatments. So at any centre Ci, if stage j is achieved then 

the highest j achieved is taken for the staging, even if they have proceeded to 

Ci+n , but has a (j-n) stage. 

 
3.9.3.2 Qualitative in-depth interviews 

The interviews were recorded, and transcribed and translated verbatim by the 

researcher. the analysis of the interviews was done using a grounded theory approach. 

The interviews were analysed using RQDA software starting with open coding by 

reading the interview line by line and coding each sentence. After creating preliminary 

codes for one transcript, the rest of the coding was done by a method of constant 

comparison to the already created codes and additional codes were created. Constant 

comparison was employed to establish the analytic distinctions of the concepts and 

themes during the analysis (Charmaz 2006). 

 
The initial codes which were similar in meanings were merged to form the axial codes 

and the second level merging of axial codes enabled the identification of the themes.   

 
3.9.4 Reporting of the findings 

In the result chapters (Chapter4-9), for the analysis using quantitative data, the unit of 

analysis is the couple and therefore the findings refer to the couple. However, with 

respect to the qualitative research, the person reporting was the woman and all findings 

relating to the treatment related distress, consequences experienced due to infertility 

and other similar reports relate to the women alone. 
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3.10 Synthesising evidence across methods 

Each analytical phase was distinct and each phase flowed from the previous phase. 

There was, therefore a certain chronological parallel to the evidence building across 

phases. This enabled the synthesising of evidence across all three phases including both 

the qualitative and quantitative components.  
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Chapter 4 

Estimates of infertility and health care services in Kerala, India 

 
This chapter gives an overview of the health care context in Kerala and the demand 

for infertility services in the state. It addresses the objective of estimating the expected 

levels of infertility and its age pattern for Kerala and its districts and discusses the 

available facilities in the state for reproductive health care. It is divided into three 

sections, section I discusses the results on the expected levels of infertility based on 

the analysis of the Census 2011 data. Section II discusses the health care context of 

Kerala using available data and published materials on the health care institutions and 

utilisation. In addition, it provides supply side statistics of reproductive health care in 

the state. Section III discusses the major findings of this chapter.  

 
The estimates of the expected levels of infertility in the districts of Kerala would be a 

proxy measure for the potential demand for infertility care in the state. This is 

compared with the provisioning for health care delivery for infertility in the state. It 

sets the stage for the potential need for infertility services and the extent to which it 

can be fulfilled. Thus, this chapter provides a prelude to why the actual care-seeking 

happens in a certain way in the state of Kerala, all of which will be addressed in the 

subsequent chapters.  

 
Kerala fares the best in the reproductive health care in the country and reproductive 

health care services are highly medicalised in Kerala unlike other states. The National 

Family Health Survey-4 (NFHS-4) reported that the institutional deliveries in Kerala 

was 99.9 percent with 38.4 in the public sector and 61.4 percent in the private sector 

in 2015-16 (IIPS and ICF 2018). This points to the fact that reproductive health care 

service delivery happens in a highly medicalised context in the state and many of these 

services, specifically reproductive health care is most often sought in the private sector 

rather than the public sector.  
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Section I: Estimates of levels of infertility in Kerala, India 2010-11 

This section will discuss the expected level of infertility for the Kerala and its districts. 

First, I will present the findings of the direct and indirect estimates of infertility which 

will be followed by the indexing of infertility based on Cumulative Fertility Rate 

(CFR) and the ranking of the districts based on the CFR.  

 
The fertility measures from the Census of India, 2011 data are based on two questions 

viz., the children surviving (CS) (number of children surviving at present-also include 

daughters and sons presently not staying with the mother) and children ever 

born(CEB) (total number of children ever born alive-also include both living and dead 

daughters and sons) for currently married, widowed, divorced, or separated women 

and the number of children born alive during the past one year (i.e., 1 March 2010 to 

28 February 2011) for currently married women.  

 
The infertility measures were computed using the fertility regime across specific age 

groups. Both direct and indirect methods of estimation were used to compute the 

expected level of infertility. The indirect method of estimation used period based Total 

Fertility Rate (TFR) and Total Marital Fertility Rates (TMFR). The TFR based 

measure used all women irrespective of their marital status to get the Age Specific 

Fertility Rate (ASFR). For computing TMFRs, the number of ever married women 

were used instead of the usual currently married women to get the Age Specific Marital 

Fertility Rate (ASMFRs). For specific age groups, these computations used the ASFR  

and ASMFR. The third estimate which is the direct estimate used the total number of 

women with µ0¶ parity in the age group 45-49 years and total number of ever married 

women in the age group 45-49 years to get the expected level of infertility in that age 

group. The various estimation processes and the results are described in this section.  

 
4.1 Indirect estimates of infertility based on Age Specific Fertility Rates (ASFR) 

and modified Age Specific Marital Fertility Rates (ASMFR) 

The first estimate used the TFR based measure to obtain the expected level of 

infertility among all women in Kerala. The exact formula for this computational 

process has been detailed in chapter 3. The expected level of infertility for Kerala per 

1000 women in the reproductive ages was 168 for the period 2010-11 (as this 
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computation used the Census of India 2011 data). The expected level of infertility 

ranged from a high of 228 per 1000 women in Pathanamthitta district to a low of 112 

per 1000 women in Malappuram. Most of the northern districts viz., Kasaragod, 

Kannur, Wayanad, Kozhikode, and Malappuram have expected levels of infertility 

less than the overall expected level for Kerala of 168 per 1000 women. The southern 

districts have higher expected levels of infertility, i.e., more than 190 per 1000 women 

in the reproductive ages. Followed by Pathanamthitta, the ASFR based infertility 

levels was highest in Thiruvananthapuram district with expected level of 214 per 1000 

women. This estimate uses all women in the reproductive ages, and therefore does not 

reflect the actual expected levels since these women have the potential of becoming 

pregnant only if they enter the marital union and child bearing outside of marriage is 

not the norm. Table 4.1 has all three estimates of infertility by district.  

 
The alternative estimate used the age specific marital fertility rate, as it permits 

separating the effect of overall fertility changes in nuptiality (age at marriage, 

propensity to marry and the marriage stability) from that of changes in the level of 

fertility within marriage. Age specific rates may be converted to approximate rates 

based on marital status by restricting the base population to currently married or ever 

married because of the norm regarding births within marriage that operates across the 

state. Here this measure used ever married women and hence is an approximate 

measure of expected infertility levels. Its limitation is that the period of exposure to 

fertility though relevant is not considered for those women who might not have been 

married for the complete duration of the past one year which is the reference period 

for the births.  

 
The ASMFR based estimate of expected level of infertility for the state of Kerala was 

61 per 1000 ever married women in the reproductive ages. Across districts, this ranged 

from a low of 45 per 1000 in Kasaragod to a high of 93 per 1000 in Pathanamthitta. 

The next highest to Pathanamthitta is Alappuzha with an expected level of infertility 

at 88 per 1000 ever married women.  
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4.2 Direct measure of infertility using women with µ0¶pariW\ at ages 45-49 years 

The expected level of infertility using the proportion of those with µ0¶ parity among 

women aged 45-49 in Kerala was estimated to be 58 per 1000 ever married women. 

This estimate was highest in Malappuram with 67 per 1000 ever married women in 

the age group 45-49 years indicating that 67 out of every 1000 ever married women 

will remain childless at the end of their reproductive span. It was followed by 

Kasaragod which had an expected level of infertility of 64 per 1000 ever married 

women and Thiruvananthapuram with an expected level of 62 per 1000 ever married 

women. This estimate was the lowest in Wayanad district with an expected level of 44 

per 1000, followed by Idukki with 47 per 1000 and Kollam with 49 per 1000 ever 

married women. Table 4.1 gives the three estimates for all the districts. Except 

Thiruvananthapuram and Ernakulam, all the other southern districts had expected 

levels of infertility below that of the VWaWe¶V expected level of infertility for the age 

group 45-49 years which is 58 per 1000 women. The northern districts like Kasaragod, 

Malappuram, Palakkad and Thrissur had expected infertility levels above the VWaWe¶V 

expected level of infertility while Kannur, and Kozhikode had the same levels as 

expected for the state of Kerala. 
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Table 4.1: Estimates of expected level of infertility for Kerala state and its districts, 
2011 
Districts Expected level of Infertility (per 1000) 

Based on ASFR Based on ASMFR Based on µ0¶ 
parity at 45-49 

years 

Kerala 167.73 61.48 57.92 

Kasaragod 131.35 44.97 63.80 

Kannur 138.26 52.13 58.01 

Wayanad 154.13 53.94 43.51 

Kozhikode 158.05 65.91 58.42 

Malappuram 111.97 47.36 67.48 

Palakkad 171.91 64.69 63.64 

Thrissur 184.14 67.14 59.56 

Ernakulam 190.31 68.22 58.94 

Idukki 175.24 55.78 47.09 

Kottayam 191.42 64.75 50.77 

Alappuzha 202.85 88.40 57.76 

Pathanamthitta 228.09 93.48 49.99 

Kollam 199.44 80.57 48.95 

Thiruvananthapuram 214.22 83.98 61.54 
 
4.3 Age patterns of infertility 

The age pattern of infertility was estimated using the cohort based CEB and period-

based CFR measure. These measures will provide an understanding of the fertility 

regime for the state since the direct and indirect estimates showed varying levels of 

infertility. If the fertility regime has been a constant then the CEB and CFR based 

measure of infertility will be more or less equal.  

 
The total children ever born in the last year to ever married women in specific age 

groups provides estimates of CEB by age. The age pattern of infertility was estimated 

using CFR, to describe the current age pattern and the likely changes in it. The CFR 
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by age, should the fertility regime be a constant, match the CEB at that age. We used 

the levels of CEB and CFR across age groups to calculate the expected infertility level 

in each age group using the Poisson process. This gave an estimate of the expected 

levels of infertility for different age groups across the districts of Kerala. The variation 

in the pattern across age groups provides a reflection of the change in the age patterns 

of infertility.  

 
Table 4.2 shows the cohort and period measure of expected levels of infertility. The 

expected levels of infertility declined as the age increased. This is as expected owing 

to fact of marriage and subsequent childbearing. The table facilitated an examination 

of the differences between CEB and CFR for districts and the changes in infertility 

levels across age groups within a district using both the cohort and period measures. 

The difference between the CEB based measure and the CFR based measure indicate 

the potential improvement in fertility over time, which gives rise to lower levels of 

infertility using the CFR as opposed to the CEB. The measure of infertility using the 

CEB is indicative of fertility levels in an earlier regime as opposed to the current one. 

The potential levels of infertility in the recent fertility regimes have reduced when 

compared to those that prevailed earlier, as indicated by the gap between the CEB 

measure and the CFR measure with the difference always favouring the cohort based 

CEB. There is an exception to this pattern however in Malappuram district where at 

ages 40-44 and 45-49, the CFR based measure was higher than the CEB based 

measure. Clearly, Malappuram has higher levels of infertility in the current period as 

indicated by the CFR based measure and also the ASMFR based measure.  

 
The expected levels of infertility in table 4.2, indicate that up to age 30-34 years, the 

decline in levels of infertility was sharp. This is indicative of the natural decline owing 

to the fact that these are the prime reproductive ages for women. But as we move from 

30-34 to higher age groups, the decline in the expected levels of infertility slowed 

down. As the women move from age 30-34 to 35-39, the highest decline was seen in 

Kottayam and Pathanamthitta. 
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Table 4.2: Age pattern of expected levels of infertility for Kerala state and its districts, 2011 

Districts CEB/ 
CFR 

Expected level of infertility 
15-19 20-24 25-29 30-34 35-39 40-44 45-49 

Kerala 
CEB 710.43 440.51 242.26 152.41 126.23 114.04 99.75 

CFR 554.99 222.23 109.34 77.99 69.93 66.50 61.48 

Kasaragod 
CEB 709.92 442.18 218.28 123.10 87.59 70.49 57.21 

CFR 555.50 210.75 95.95   63.10 53.46 49.70 44.97 

Kannur 
CEB 715.78 467.33 255.47 154.25 120.7 102.64 83.18 

CFR 581.93 235.17 112.56 75.52 64.24 58.28 52.13 

Wayanad 
CEB 697.89 394.18 195.78 120.49 101.49 94.01 79.41 

CFR 525.98 195.52 93.71 68.96 62.52 59.06 53.94 

Kozhikode 
CEB 707.16 430.92 225.21 139.08 116.89 104.35 88.82 

CFR 565.05 236.84 122.05 88.93 80.02 74.78 65.91 

Malappuram 
CEB 688.23 373.59 165.18 88.73 64.22 51.29 40.17 

CFR 482.90 194.57 97.40 66.80 58.05 53.75 47.36 

Palakkad 
CEB 673.99 384.32 204.60 134.83 112.89 100.83 81.14 

CFR 505.22 197.94 105.50 81.31 74.72 71.05 64.69 

Thrissur 
CEB 742.99 474.69 254.09 165.28 143.59 132.77 118.14 

CFR 592.41 222.55 107.52 79.05 72.24 70.17 67.14 

(contd.) 
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Table 4.2: Age pattern of expected levels of infertility for Kerala state and its districts, 2011 (contd.) 

Districts CEB/CFR 
Expected level of infertility 

15-19 20-24 25-29 30-34 35-39 40-44 45-49 

Ernakulam 
CEB 755.29 514.4 306.64 191.17 160.97 149.76 136.16 

CFR 674.31 258.48 117.46 81.11 72.93 70.97 68.22 

Idukki 
CEB 727.64 449.06 256.86 157.82 128.37 116.94 103.57 

CFR 621.64 226.14 99.29 68.00 61.35 59.15 55.78 

Kottayam 
CEB 779.11 531.63 322.73 188.8 147.75 135.10 126.87 

CFR 740.11 305.58 128.76 80.42 69.79 67.48 64.75 

Alappuzha 
CEB 777.08 526.52 313.52 199.70 167.25 150.57 135.76 

CFR 729.75 311.84 151.39 107.91 97.41 93.85 88.40 

Pathanamthitta 
CEB 793.28 545.10 334.35 205.17 166.21 151.03 137.95 

CFR 756.97 333.48 159.12 111.78 100.92 97.94 93.48 

Kollam 
CEB 729.71 474.48 271.67 182.28 158.32 145.88 129.58 

CFR 616.23 246.93 127.31 96.90 89.79 86.46 80.57 

Thiruvananthapuram 
CEB 724.71 476.73 277.66 185.21 158.97 145.05 131.22 

CFR 599.47 251.85 134.11 103.30 95.64 91.06 83.98 
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4.4 Index of infertility  

The index of infertility was computed to compare the level of infertility that is bridged 

between the ages 30-34 and 45-49 as 90 percent of TFR is achieved by age 30-34 years 

which could be biologically feasible. Then, subsequent reductions in expected levels 

of infertility at 45-49 years that is observed may be due to intervention aided decline.  

 
To capture this, we have computed the Index of infertility as given below: 

 
 
This computation was done using only the CFR as it represents the rate of change in 

fertility levels in the current period. Higher values of the index indicated that there was 

a possibility of interventions that  may be happening at ages 35 and beyond.  

 
The indexed value ranged between a high of 0.45 in Kannur to a low of 0.18 in 

Thrissur. This represents the extent to which the infertility levels may potentially be 

bridged between ages 35-49. About 40-45 percent of it may be bridged in Kannur, 

Kasaragod and Malappuram. Alternatively, in the southern districts of Ernakulam 

Idukki, Kottayam, Alappuzha, Pathanamthitta, Kollam and Thiruvananthapuram it 

ranged between 0.19-0.24. It means, in these districts, a very limited proportion of the 

infertility gets bridged in the ages 35 and above. 
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Table 4.3: Index of infertility using CFR based expected level of infertility for Kerala 
state and its districts, 2011 

Districts 

Age group CFR 
based 

Indexed 
value 

30-34 35-39 40-44 45-49 

Kerala 77.99 69.93 66.50 61.48 0.27 

Kasaragod 63.10 53.46 49.70 44.97 0.40 

Kannur 75.52 64.24 58.28 52.13 0.45 

Wayanad 68.96 62.52 59.06 53.94  0.28 

Kozhikode 88.93 80.02 74.78 65.91 0.35 

Malappuram 66.80 58.05 53.75 47.36 0.41 

Palakkad 81.31 74.72 71.05 64.69 0.26 

Thrissur 79.05 72.24 70.17 67.14 0.18 

Ernakulam 81.11 72.93 70.97 68.22 0.19 

Idukki 68.00 61.35 59.15 55.78 0.22 

Kottayam 80.42 69.79 67.48 64.75 0.24 

Alappuzha 107.91 97.41 93.85 88.40 0.22 
Pathanamthitta 111.78 100.92 97.94 93.48 0.20 
Kollam 96.90 89.79 86.46 80.57 0.20 
Thiruvananthapuram 103.30 95.64 91.06 83.98 0.23 

 

4.5 Ranking of the districts based on expected level of infertility 

The expected level of infertility in the age group 45-49 years from Census of India 

2011 was used to rank the districts. Age pattern of infertility was estimated using CFR, 

to describe the current age pattern and the likely changes in it. The reason for preferring 

CFR based ranking as opposed to CEB based ranking is because CEB represents the 

cumulative experience of past cohorts. CFR is a synthetic cohort depicting the 

cumulative fertility experience at the current point of time.  

 
The district with the highest expected level of infertility in the age group 45-49 years 

was given rank 1 and the lowest was given rank 14. Table 4.4 gives the ranking of the 

districts based on the expected level of infertility.  
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Table 4.4: Ranking of the districts of Kerala based on the expected level of  
infertility at ages 45-49 years, 2011  

Districts 
Expected level of infertility in the 

age group 45-49 years (CFR based) Rank 

Kerala 61.48 - 

Kasaragod 44.97 14 

Kannur 52.13 12 

Wayanad 53.94 11 

Kozhikode 65.91 7 

Malappuram 47.36 13 

Palakkad 64.69 9 

Thrissur 67.14 6 

Ernakulam 68.22 5 

Idukki 55.78 10 

Kottayam 64.75 8 

Alappuzha 88.40 2 

Pathanamthitta  93.48 1 

Kollam 80.57 4 

Thiruvananthapuram 83.98 3 
 
After ranking the districts, they were grouped into three categories as high (Category 

1: Rank 1-4), medium (Category 2: Rank 5-9) and low expected level (Category 3: 

Rank 10-14) of infertility. The category 1 included districts with rank 1 to rank 4 which 

were Pathanamthitta, Alappuzha, Thiruvananthapuram and Kollam respectively, 

category 2 included districts with rank 5 to rank 9 which were Ernakulam, Thrissur, 

Kozhikode, Kottayam and Palakkad, and category 3 included districts with rank 10 to 

rank 14 which included Idukki, Wayanad, Kannur, Malappuram and Kasaragod 

respectively. From each category the district with the last but one rank was selected 

for the study to avoid extremities and yet maintain representativeness. So, from 

category 1 Thiruvananthapuram, from category 2 Kottayam and from category 3 

Malappuram was selected for the study.  
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Section II: Kerala context - Health care availability for reproductive health  

The reproductive health care which is part of the health care services in Kerala operates 

in a highly medicalised context. The state has also witnessed privatisation of health 

care sector. The WeUm pUiYaWiVaWion UefeUV Wo ³the growth of the ‘for profit¶ sector and 

its inter-relationship with the public sector´ (Baru 2006). The private sector has grown 

over the years and shares a major part of health care delivery in the country. There are 

wide differences in the absolute number of beds in private and public sectors. During 

the early 1980s, Kerala moved into privatised health care delivery (Kutty 2000). The 

growth of the private sector was inevitable due to various favourable factors in the 

state. The fiscal crisis in the state health system meant that there were limited or no 

financial resources to boost the existing health care system to meet the needs of the 

population. The ease with which private sector could set up hospitals, the rising 

amount of disposable income among the people in the state and the public VecWoU¶V 

inability to cater to the increasing demand for health care contributed to the growth of 

the private sector in the state (Kutty 2000; Dilip 2010).  

 
Due to lack of consistent data on the health facilities available in the public and private 

sectors over the years, drawing direct conclusions about its extent and scope was 

difficult. The data represented here are from different reports and articles which were 

based on data sources from National Sample Survey Organisation (NSSO), Central 

Bureau of Health Intelligence, Census of India, National Family Health Surveys, 

Ministry of Health and Family Welfare, Survey and Design Division of Department 

of Economics and Statistics and Department of Health Services, Kerala.  

 
I will discuss the Kerala health care context under three different sections; first the 

medicalisation and the growth of the private sector will be discussed based on the 

NSSO health survey data. It will be followed by the health care delivery in Kerala 

where the predominance of private sector in health care delivery and the stagnation in 

growth of the public sector will be demonstrated using information on the number of 

medical institutions and personnel under the Kerala Department of Health Services. 

The last section will discuss the privatisation of the reproductive health care in Kerala 

using the extent of institutional deliveries in public and private sector hospitals Kerala.  
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4.6 Medicalisation and growth of private sector in Kerala 

Medicalisation of the health care in Kerala is demonstrated by the utilisation of health 

care based on the NSSO SXUYe\V¶ 71st round in 2014 and 75th round in 2017-18. This 

medicalisation may have also led to the growth of the private sector (as we are unable 

to demonstrate the actual association), as evidenced by the difference in growth of 

beds in the private and public sector between 1993-1999 in Kerala. 

  
During 1993-1999, the number of beds in public institutions grew from 28030 to 

30323, while the private sector beds increased from 49169 to 67517. This means that 

there was only eight percent increase in the public sector beds while there was a 37 

percent increase in the private sector beds during the six-year period. When indexed 

against the year 1983, in 1993 we see that there was about 12.7 percent increase in the 

beds in the public sector whereas the growth was about 170 percent in the private 

sector. By 1999, against the 1983 figures, the private sector registered a 270 percent 

growth. 

  
Table 4.5: Growth of beds in public and private health sector in Kerala 
Year Public 

Sector 
Growth as a 

percentage of 
the situation in 

1973 

Private Sector Growth as a 
percentage of the 
situation in 1973* 

1973 19623 - 0 - 

1983 24875 26.8* 18203 100.0* 

1993 28030 12.7# 49169# 170.1 

1999 30323 21.9# 67517# 270.9 
Source: Baru, 2006, p.14  
*-indexed against 1973, #-indexed against 1983 
 
The special health rounds of the NSSO provide information on ailments experienced 

by individuals and the nature of health care sought. These data enable an understanding 

of the extent of privatisation in health care utilisation for both ambulatory care and 

hospitalisation in the state, when compared to the country as a whole. From the NSS 

71st round we see that in India nearly 70 percent of the medical advice for spells of 

ailments (ambulatory care) were sought from private sector in the rural areas and 

nearly 80 percent in the urban areas. But in Kerala, this was nearly 64 percent in the 
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rural areas and nearly 70 percent in urban areas. Majority of those seeking care in 

private sector in India was contributed by the private doctor or clinic but private 

hospitals predominantly catered to such care in Kerala. While comparing the type of 

medical advice used by Kerala to that of national average, there was a higher use of 

public hospitals and private hospitals in Kerala, and lower use of private doctor/clinic 

than the national average.  

 
Table 4.6: Distribution of spells of ailment treated on medical advice (per 1000 
cases) over levels of care in rural and urban areas, Kerala and India, 2014 (NSSO 
71st round) 

Site India/ 
State 

Level of care 

All HSC or 
PHC 

etc 

Public 
Hospital 

Private 
doctor/clinic 

Private 
hospital 

Rural India 115 168 507 210 1000 

Kerala 153 210 338 300 1000 

Urban India 39 173 500 288 1000 

Kerala 55 256 375 314 1000 
Source: NSSO 71st round, Table 31b, p A-150 & A-156. 

 
In the 75th round also we see that the spells of ailments in India were treated by private 

doctor or clinic for a majority. This was followed by majority using public hospitals 

in rural areas in India, while there was a slightly higher use of private hospitals in 

urban areas compared to public hospitals. In Kerala, public sector was used 

predominantly in both urban and rural areas, followed by private hospitals. While we 

compare medical care, Kerala had a higher use of both public and private hospitals 

compared to the national average, and there was less use of private doctor/clinic and 

informal health care provider when compared to the national average.  

 
These findings show that there is higher use of formal medical care in Kerala for minor 

ailments, which points to the medicalisation of health care in Kerala. I have examined 

this process further by looking at hospitalization, as reported in the two rounds of the 

NSSO, 71st (2014) and 75th (2017-18).  
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Table 4.7: Percentage distribution of spells of ailment treated on medical advice (per 
100 cases) over levels of care in rural and urban areas, Kerala and India, 2017-18 
(NSSO 75th round) 

Site India/ 
State 

Level of care 

All 
Govt/ 

public 
hospital 

Private 
hospital 

Charita
ble/ 

trust/ 
NGO 

hospital 

Private 
Doctor/ 

clinic 

Informa
l Health 

Care 
provider 

Rural 
India 32.5 20.8 0.9 41.4 4.3 100.0 

Kerala 51.8 31.0 1.5 15.7 0.0 100.0 

Urban 
India 26.2 27.3 1.3 44.3 0.9 100.0 

Kerala 41.7 31.8 1.3 24.7 0.4 100.0 
Source: NSSO 75th round, Table A45, p A952 &  A955. 
 
The hospitalization by type of ward used given in table 4.8 and table 4.9, indicates that 

there was a dominant use of the special paying wards in private sector particularly in 

boWh Whe UXUal and XUban aUeaV in 2014 aV indicaWed b\ Whe NSSO¶V 71st round.  

 
Table 4.8: Distribution of hospitalization cases (excluding childbirth) during 365 
days over levels of care and type of ward in rural and urban areas (per 1000 cases) in 
rural and urban areas, Kerala and India, 2014 (NSSO 71st round)  

Site India/ 
State 

Public/Govt Hospital Private Hospital 

Total Free Paying 
general 

Paying 
special 

Free Paying 
general 

Paying 
special 

Rural 
India 318 59 5 29 454 135 1000 

Kerala 270 31 8 37 287 367 1000 

Urban 
India 216 49 8 31 463 233 1000 

Kerala 211 51 22 18 291 407 1000 
Source: NSSO 71st round, Tables T12c-R & T12c-U, pp. A63-A64. 

 

By 2017-18 (NSSO, 75th round), the gap in use of private sector special paying 

facilities between Kerala and India was three times more for rural Kerala and two time 

more for urban Kerala. This indicates that growth in the private sector in Kerala state 

could have been a consequence of the supply keeping up with the demand for private 

services as evinced by the higher utilization rates in 2014 and in 2017-18.  
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Table 4.9: Percentage distribution of hospitalization cases (excluding childbirth) 
during 365 days over levels of care in public and private hospitals and type of ward 
(per 100 cases) in rural and urban areas, Kerala and India, 2017-18 (NSSO 75th 
round) 

Site India/ 
State 

Public/Govt Hospital Private Hospital 

Free Paying 
 

Total Free Paying 
 

Total 

   Gen Spl   Gen Spl  

Rural 
India 92.3 7.0 0.7 100.0 3.3 79.8 16.9 100.0 

Kerala 88.5 8.5 3.0 100.0 3.5 42.6 53.9 100.0 

Urban 
India 91.2 7.6 1.2 100.0 2.9 72.7 24.4 100.0 

Kerala 85.4 9.2 5.4 100.0 2.6 45.3 52.1 100.0 
Gen-general, Spl- special, Source: NSSO 75th round, Table Statement9, pp. S14-S15. 

 
4.7 Health care delivery in Kerala: Stagnant public sector 

Available data on the number of government hospitals in Kerala for the years 2000-01 

up to the year 2003-04 is presented in table 4.10. The total number of beds in the public 

sector reduced over time from 2001 to 2003-04. The total number of institutions under 

the public sector reported in 2000-01 was 1281 with a bed strength of 43895, this 

reduced to 1270 institutions in 2002-03 with a 20 percent reduction in the number of 

beds. In 2003-04 there was an eight percent increase in the number of beds in the 

public sector. Whatever be the reason for the reduction in the number of public sector 

beds, clearly the benefit of this accrued to the private sector as indicated by the 

utilisation in tables 4.8 and 4.9. 
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Table 4.10: Total number of government institutions (public sector) and number of 
beds in Kerala, 2000-01 to 2003-04 

Type of 
institution 

2000-01 2001-02 2002-03 2003-04 
No 
of 

units 

No of 
Beds 

No of 
units 

No of 
Beds 

No of 
units 

No of 
Beds 

No of 
units 

No of 
Beds 

Hospitals 143 31883 143 31883 130 22636 132 22645 

PHC and 
MCH 
centres 

943 5215 943 5215 933 5060 931 7716 

Dispensaries 54 176 54 176 55 176 59 190 

TB clinics 21 290 21 290 22 266 18 216 

Leprosy 
centres 

15 1916 15 1916 15 1916 18 1916 

Community 
Health 
centres 

105 4415 105 4415 115 4726 115 4840 

Total 1281 43895 1281 43895 1270 34780 1273 37523 
Source: Statistics for Planning, 2005, p.353-357, Department of Economics and Statistic, Government 
of Kerala 
 
The change in the number of institutions and their relative bed strength in the public 

sector from 2013-14 to 2019 in Kerala is given in table 4.11 and this data is based on 

the various reports from the Department of Economics and Statistics, Government of 

Kerala. While public sector facilities are accounted for, the documenting of the private 

sector facilities in Kerala is rather sketchy. The number of private sector health care 

facilities are available only for the period 2016. With this limited information, the 

attempt here is to provide a picture of the health infrastructure in the state.  

 
There is stagnation in the public health infrastructure in the state with almost no 

changes from 2013-14 to 2019, across all districts. The average number of beds per 

unit in the public sector has also stagnated, indicating no form of augmentation at least 

in the number of beds happened over this period. On the contrary, the overall number 

of beds declined by a count of 382 while the number of units increased by a count of 

eight.  

 
The number of private sector units listed for the year 2016 is almost 10 times the 

number of facilities available in the public sector in the period 2019. The extent of 
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private sector is weaker in districts like Wayanad, Palakkad and Pathanamthitta where 

the ratio of private to public sector institutions (in 2016 and 2019 respectively) was 

between five to seven. Compared to this, districts like Kozhikode, Malappuram, 

Ernakulam and Kottayam had close to 11-16 times the number of private sector units 

to public sector units.  

 
Table 4.11: Medical institutions in Kerala in the public (under the Department of 
Health Services) and in the private sector, 2013 to 2019 

Districts 

Medical 
institutions 
in Kerala- 

Public 
Sector* 

 

Medical 
institutions 
in Kerala- 

Public 
Sector** 

Medical 
institutions 
in Kerala- 

Public 
Sector*** 

Number of 
private 

hospital in 
Kerala**** 

 2013-2014 2018 2019 2016 

Kerala 1278(38400) 1283(37843) 1286(38018) 12363(105373) 

Kasaragod 57 (1093) 57 (1087) 57 (1087) 487 (1806) 

Kannur 108 (3070) 111 (2966) 111 (2966) 959 (7184) 

Wayanad 41 (1408) 42 (1357) 45 (1367) 301 (2284) 

Kozhikode 92 (2820) 93 (2820) 93 (2820) 1206 (8764) 

Malappuram 124 (2627) 125 (2411) 125 (2546) 1353 (8767) 

Palakkad 114 (2764) 114 (2769) 114 (2769) 653 (6561) 

Thrissur 118 (3519) 118 (3435) 118 (3435) 979 (11267) 

Ernakulam 115 (4502) 115 (4517) 115 (4525) 1810 (17806) 

Idukki 64 (1085) 63 (1096) 63 (1096) 487 (4984) 

Kottayam 84 (2925) 84 (2817) 84 (2817) 980 (7622) 

Alappuzha 90 (3404) 89 (3406) 89 (3406) 881 (4112) 

Pathanamthitta 64 (1942) 66 (1938) 66 (1960) 451 (5873) 

Kollam 89 (2388) 88 (2310) 88 (2310) 850 (7995) 

Thiruvananthapuram 118(4853) 118 (4914) 118 (4914) 966 (10348) 
# No of beds is given in the parenthesis 
Source:* Directorate of Health Services, 2014,p.7. **Directorate of Health Services, 2017-18,p.7 
*** Economic Review, 2019,p.217, Kerala State Planning Board, Government of Kerala. 
****Statistical Handbook Kerala, 2017,p.129, Department of Economics and Statistics, Government 
of Kerala.  
 
A profile of the distribution of medical officers and beds in the public sector across 

the districts of Kerala is given in table 4.12. It gives the ratio of number of government 
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beds per government doctor (doctor bed ratio) and the population per government 

hospital bed (bed population ratio) in Kerala and its districts for 2013-14. 

 
 In 2013-14, there were variations in the beds per doctor ratio across the districts. 

Ernakulam, Alappuzha and Thiruvananthapuram had 10 or more beds per doctor in 

the public sector, which is way beyond the state level of eight beds per doctor. Districts 

like Wayanad, Kozhikode, Palakkad, Idukki and Kottayam had better ratios of four to 

six beds per doctor in the public sector. But this belies the dominant presence of the 

private sector in Kozhikode and Kottayam. The other indicator that shows how public 

sector health services are stretched is the population per government bed ratio. For 

2013-14, Kasaragod, Kozhikode, Malappuram, Palakkad, Idukki and Kollam have 

ratios greater than 1000 population per bed, while districts like Kottayam, Alappuzha, 

Pathanamthitta and Thiruvananthapuram have a population between 600-700 per bed.  

 
To describe the weak presence of the public sector, comparisons of the size of the 

government sector against that of the private sector in terms of number of units could 

be fallacious because the government sector has an additional public health role that 

includes prevention of diseases and a host of services engaged in prevention through 

the various staff such as Auxiliary Nurse Midwives, Public Health Nurses and others.  

 
For this reason, it becomes important to examine if the government sector is in a better 

position with respect to its coverage in terms of the Medical officers and other 

paramedical staff. In the absence of alternatives, I have used the district wise 

population figures from the 2011 census for the state to describe this coverage across 

districts.  

  
The distribution of medical officers and all medical and paramedical staff per 2011 

population was better off in Idukki and Pathanamthitta districts while it was poorer in 

Alappuzha, Malappuram and Kozhikode. This means that Alappuzha, Palakkad, 

Malappuram, Kozhikode and Kollam have a relatively poorer distribution of public 

sector medical officers when compared to Idukki, Wayanad, Kottayam, and 

Kasaragod. The distribution of medical and paramedical staff is also rather thin in 

Alappuzha, Malappuram, Kozhikode, Palakkad Kollam and Trissur. Essentially there 
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is a poor distribution of public health services in the northern districts when compared 

to the southern districts.  
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Table 4.12: Distribution of medical officers and beds in the public sector across the districts in Kerala  

Districts 

1Doctor/ bed 
ratio* 

Bed population 
ratio* 

MOs 
under 

DHS** 

Medical and 
Paramedical 

Personnel 
under DHS** 

MO per 2011 
Census 

population** 

Medical and 
Paramedical  

Personnel per 
2011 census 

population** 
 2013-14 2013-14 2019 2019   
Kerala 8 873 5510 26899 605947 124122 
Kasaragod 6 1192 238 1120 547311 116304 
Kannur 8 823 467 2219 540822 113819 
Wayanad 6 716 206 948 396387 86135 
Kozhikode 7 1096 379 2023 815183 152721 
Malappuram 6 1565 523 2469 786034 166503 
Palakkad 4 1017 409 2157 687260 130315 
Thrissur 8 884 458 2278 679111 136538 
Ernakulam 14 715 521 2526 629532 129844 
Idukki 6 1021 410 1920 270110 57680 
Kottayam 6 671 392 1809 504945 109419 
Alappuzha 11 623 240 1268 884143 167346 
Pathanamthitta 8 616 315 1383 379536 86445 
Kollam 8 1101 364 1907 722446 137897 
Thiruvananthapuram 10 681 588 2837 562463 116577 

1The doctor/bed ratio indicates the number of beds available in the public sector for each modern medicine doctor in service 
Source:* Directorate of Health Services, 2014, p.10-11. ** Economic Review 2019, p.219, Kerala State Planning Board, Government of Kerala.  
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4.8 Declining birth rates and increasing privatization of reproductive health 

care services in Kerala 

The percentage of deliveries conducted in Kerala between the year 2010 to 2017 in the 

public and private sector is given in table 4.13. We see that there was only a 5 percent 

increase in the deliveries conducted from 2010-2017 in the public sector. Private sector 

conducted more twice the amount of deliveries (12%) compared to the public sector 

in the same period. 

 
Table 4.13: Distribution of birth by type of medical institution at the time of delivery 
in Kerala, 2010-2017 
Year  Public Sector Private Sector 

2010 21.13 57.97 

2011 20.30 56.77 

2012 21.07 58.34 

2013 26.67 64.44 

2014 28.84 67.35 

2015 27.42 67.96 

2016 25.45 70.02 

2017 (Provisional) 26.51 70.33 
Source: Statistical Abstract, 2019,p.28, Department of Economics and Statistics, Government of 
Kerala. 
 
Table 4.14 gives the birth rates for three time periods and the total fertility rates (TFRs) 

for the districts of Kerala. In general, fertility in Kerala is rather low with the TFR at 

1.8 for the state in 2011. There are variations in the TFRs across districts with 

Pathanamthitta and Thiruvananthapuram having a low of 1.5 and Malappuram 

recording a relatively higher TFR of 2.2. Since then, the birth rates have further 

declined across all districts. The birth rates are not comparable across time because the 

age distribution of the population would not be a constant, temporal comparisons 

within this short period would be valid for the same districts. In Kerala between 2010-

2016, there was a 1.3 percent decline in the birth rate. The highest decline was 

observed in Kollam district and the lowest in Pathanamthitta (0.4) followed by 

Malappuram (0.5). Only Wayanad reported a 0.9 percent increase in the birth rate in 

this time period. 



 

 88 

Table 4.14: Declining birth rates and total fertility rates for Kerala state and its 
districts, 2010-2016 

Districts 

Birth rate in Kerala* TFR  
Census 
2011** 

2010 2013 2016 2011 
Kerala 15.75 15.88 14.48 1.8 

Kasaragod 16.69 16.42 15.14 2.0 

Kannur 18.67 18.81 16.88 2.0 

Wayanad 16.66 17.87 17.51 1.9 

Kozhikode 18.06 18.61 17.48 1.8 

Malappuram 21.29 21.66 20.8 2.2 

Palakkad 13.88 14.50 12.83 1.8 

Thrissur 17.15 16.23 14.53 1.7 

Ernakulam 14.07 13.46 12.92 1.7 

Idukki 12.63 12.71 10.96 1.7 

Kottayam 13.70 14.34 11.88 1.7 

Alappuzha 9.89 10.03 8.14 1.6 

Pathanamthitta 13.90 13.80 13.53 1.5 

Kollam 13.71 12.43 10.57 1.6 

Thiruvananthapuram 14.52 15.42 13.43 1.5 
Source:* Statistical Handbook Kerala, 2017,p. 124, Department of Economics and Statistics, 
Government of Kerala. **2011 Census of India Data, Fertility Table:F-9, Number of women and 
currently married women by present age, number of births last year by sex and birth order. 

 
Given the reduction in the number of births across the districts in Kerala, I also provide 

evidence to show that the private sector dominates in delivery care. Table 4.15, 

provides data on the proportion of deliveries that occurred in public institutions at two 

time points, across all districts.  

 
There is near universal institutional delivery in the state but we see that a majority of 

these occurred in the private sector. Across the districts of Kerala, only 30-40 percent 

of deliveries were conducted in the public sector in 2013-14 and 2015-16. Ernakulam 

district reported the lowest percentage of public sector deliveries followed by 

Malappuram and Thrissur. Given the dominance of the private sector in Ernakulam 

and Malappuram, this is not surprising. Two southern districts Alappuzha and 
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Thiruvananthapuram had more deliveries in public sector than private sector possibly 

because of the improved presence of the public sector in these districts.  

 
4.15: Institutional births in public sector facility for Kerala state and its districts, 
2013-14 and 2015-16 

Districts Percentage of deliveries in 
public sector* 

Percentage of deliveries 
in public sector** 

 2013-14 2015-16 

Kerala 30.4 38.4 

Kasaragod 19.3 28.5 

Kannur 26.4 40.2 

Wayanad 43.1 47.3 

Kozhikode 44.3 45.5 

Malappuram 18.7 32.7 

Palakkad 23.0 33.0 

Thrissur 19.1 34.7 

Ernakulam 17.3 19.7 

Idukki 30.6 43.9 

Kottayam 38.3 49.4 

Alappuzha 52.5 44.5 

Pathanamthitta 28.4 46.2 

Kollam 33.2 41.6 

Thiruvananthapuram 56.5 50.6 
* Directorate of Health Services, 2014, p.14. **International Institute for Population Sciences (IIPS) 
and ICF,2018, p.83.  
 
Section III: Discussion 

4.9 Strengths and limitations in this exercise 

The estimates of infertility are based on indirect estimates, especially estimates 1 and 

2. These have the limitation of the inbuild assumptions such as unchanging fertility 

regimes across time. The third estimate describes the fertility regime of women who 

have completed their fertility and may vary from the experiences of women entering 

their reproductive period in more recent times. The conclusions regarding the public 

sector provisioning for reproductive health care in Kerala has used data from different 

sources, this could have led to some limitations. While comparability across these 
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different data sets may have led to over/underestimation of the actual situation, but 

data within each source are strong and hence it adds to the strength of the findings. In 

addition, I have also used community surveys which is self-reported and therefore, 

could be biased. The data on private sector facilities and utilisation was not available 

across all the time periods, and hence conclusions arrived at may not be 

comprehensive.  

 
4.10 Rising demand for infertility services in Kerala 

The indirect estimates for infertility (using the Total Fertility Rate) for Kerala indicates 

an expected level of infertility of 168 women for every 1000 women in the 

reproductive ages. The expected infertility rates for the northern districts of Kasaragod, 

Kannur, Wayanad, Kozhikode and Malappuram were lower than the expected level 

for the state. The southern districts of Kottayam, Alappuzha, Pathanamthitta, Kollam 

and Thiruvananthapuram had higher expected rates of infertility when compared to the 

northern districts. Since the infertility estimate uses the existing period estimate of 

fertility, those regions with relatively higher age at marriage and lower fertility seem 

to have higher expected levels of infertility. This potential anomaly is adjusted in the 

second indirect measure of infertility that uses the TMFR for estimation. This estimate 

takes away the risk of including women who are not at risk of child bearing from the 

ambit of measuring potential infertility. This alternative provides an estimate of 

infertility as 61 per 1000 ever married women in the reproductive ages. Barring 

Kozhikode, all the other northern districts such as Kasaragod, Kannur, Wayanad, 

Malappuram have expected levels of infertility lower than the state average of 61 per 

1000 ever married women. The same southern districts have levels higher than that of 

the state with Pathanamthitta having the highest levels. This is because the infertility 

estimate is a function of both the number of fertility events per ever married woman 

(quantum) and the age at childbearing (tempo of fertility). Across districts of Kerala, 

these two are not the same, with the northern districts having higher number of fertility 

events per woman and on an average at earlier ages when compared to women in the 

southern districts.  
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The best way to represent the actual infertility levels is to use the cohort experiences, 

the third estimate actually uses the completed fertility experiences to estimate the 

potential levels of infertility. This estimate actually provides a varying picture of the 

levels of infertility among ever married women in the reproductive years. Using this 

direct estimate of infertility (which is based on the cohort estimate), one notices that 

the northern districts have relatively higher rates of ever married women who remain 

childless at the end of the reproductive period than the southern districts. Malappuram 

with approximately 67.5 women per 1000 ever married women represents the highest 

level of childless women followed by Kasaragod and Palakkad which have 63.8 and 

63.6 per 1000 ever married women respectively. Given that these districts do not have 

relatively higher levels of age at marriage wherein postponement of child bearing 

could result in childlessness, it is possible that the male out migration from these 

districts resulted in these relatively higher proportions of women remaining childless 

(see appendix table A16 and A17 on proportion of emigrants to district population for 

Kerala using various rounds of Kerala Migration Surveys). But this is speculative and 

a more careful evaluation may provide the actual reasons. Southern districts (barring 

Thiruvananthapuram) have relatively lower rates of childless women at ages 45-49 

with Kollam at 48.9, Pathanamthitta at 49.9 and Kottayam at 50.8 per 1000 ever 

married women.  

 
The infertility levels are almost uniformly higher across all ages using the cohort based 

CEB to estimate infertility when compared to the period CFR based estimate. The only 

district where the CFR based estimate is higher than the CEB based measure is in 

Malappuram where by age 40-44, the CFR based measure over shoots that based on 

CEB. The age pattern of infertility across districts using both the CEB and the CFR to 

estimate infertility levels indicates a rapid decline across ages up to 30-34 and then a 

gradual reduction in the rate of decline. Declines after the age 35-39 are marginal on 

the basis of the CFR based infertility measure. These declines could be indicative of 

intervention driven reductions in infertility levels. It is possible that older women who 

did not have the option of intervention driven reduction in infertility levels remain 

childless in Malappuram whereas younger women have the benefit of intervention-

based reduction in infertility levels at younger ages.  
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To understand the potential bridging of the infertility gap through medical intervention 

we had computed the index of infertility. The index values are relatively higher in the 

northern districts of Kasaragod (0.40), Kannur (0.45), Kozhikode (0.35) and 

Malappuram (0.41). What this essentially means this that there is reason to believe that 

some of the reduction in infertility that is happening beyond ages 34 in these districts 

could be due to medical interventions. The reduction is not substantial and manages 

merely a maximum of 40 percent reduction in infertility after age 34 when one 

examines it against what it is at 45-49 years. It is still a better reduction when compared 

to the potential for reduction in the southern districts where the index value ranges 

between 0.20 to 0.24. Possibly due to the potential intervention driven reduction in 

infertility in the northern districts, these four districts, namely Kasaragod, 

Malappuram, Kannur and Wayanad are the districts with the lowest levels of infertility 

using period-based CFRs. The age specific decline in infertility levels in the northern 

districts are indicative of intervention driven reductions at higher ages of 35 and above. 

The southern districts systematically have the highest levels of infertility with 

Pathanamthitta at 93.5, Alappuzha at 88.4, Thiruvananthapuram at 83.9 and Kollam at 

80.6 for every 1000 ever married women. What this evidence collectively indicates is 

that there is a potential demand for services to reduce infertility levels across the state. 

This demand is being possibly partly addressed, though at relatively higher ages in the 

northern districts through medical interventions but is less likely to be addressed in the 

southern districts or possibly identified and addressed at younger ages.  

 
4.11 Limited public provisioning for infertility services in Kerala 

The limited exploration of the supply side indicates the dual processes of 

medicalization as well as privatisation of reproductive health care in the state. The 

growth in the private sector for health care in general during the two decades following 

the initial introduction has been phenomenal. While the public sector grew at fairly 

low rates during the 1973-99 period, the private sector growth was 270 percent of what 

it started out as. That this growth actually could have been in response to the demand 

for services which the public sector could not cope with is also clear. We see the 

relatively higher level of use of private hospitals in the state for ambulatory care when 
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compared to the rest of India. This pattern repeats itself for hospitalised care but much 

more strongly as Kerala seems to prefer private hospitals and that too for special 

services within it.  

 
Across the state, growth in the public sector health care has stagnated during the period 

from 2001 to 2004, where the number of units barely increased and the bed strength 

in these units increased marginally. With limited information on the private sector± its 

extent and scope, what is clear is that across all districts it is omnipresent and some 

districts like Ernakulam, Kozhikode, Malappuram and Kottayam had a strong presence 

when compared to districts like Wayanad, Palakkad and Pathanamthitta. The 

distribution of medical officers in the public sector and also the collective medical and 

paramedical staff, districts like Kozhikode, Malappuram, Palakkad, Thrissur, 

Ernakulam, Alappuzha and Kollam have a population to medical officers or population 

to medical personnel rates higher than the state average. Thus, it is not merely the 

stagnating growth in the public sector, but also the relatively weak coverage across 

these districts that is an issue. There are serious gaps in public health facilities in the 

northern districts when compared to the southern districts, even though some southern 

districts like Alappuzha and Kollam are relatively less endowed with public health 

facilities.  

 
KeUala¶V feUWiliW\ leYelV aUe loZ, and conWinXe Wo decline aV indicaWed b\ Whe UelaWiYel\ 

low TFR and birth rates across all districts. There is near universal institutional 

delivery across the state, barring a few districts where it may not be 100 percent (IIPS 

and ICF 2018). These births are more likely to happen in private sector institutions 

than public sector institutions, given the propensity to prefer private and specialised 

care for hospitalisation in the state.  

 
As infertility care is highly specialised, it would be secondary and tertiary care units 

that cater to this need. The increasing need for infertility care and the limited 

availability of such facilities would mean that those in need would have to take 

recourse to private health care facilities across the state. The availability of health care 

services in the public sector is not uniform across all districts, the private sector would 

actively seek to fulfil the gap in public sector provisioning for infertility care.  



 

 94 

Chapter 5 

The context and process of care seeking for infertility in Kerala 

 
This chapter is aimed at addressing the research question on why couples seek care for 

infertility and explains their multiple reasons. The manner in which couples enter the 

process of care seeking and continue on the pathway forms the core of this chapter. 

The major theme that anchors this chapter is how couples reach a diagnosis of 

infertility and the factors that push them on to the care seeking pathway and into the 

hope continuum. To build this narrative I have taken recourse to in-depth interviews 

among 16 women and two men, who were husbands of the women seeking infertility 

treatment in the two southern districts of Kerala, Thiruvananthapuram and Kollam. 

The interviews enabled an understanding of the process of treatment seeking for 

infertility. I aim to describe the context in which couples seek care for infertility, what 

makes them persist or drop out. Such treatment seeking has always been fraught with 

personal struggles of coping with infertility and also the stress associated with 

treatment process.  

 
5.1 ParticipantV¶ profile 

Out of the 16 participants, only three were upper middle class, rest of the women 

belonged to lower and middle class socio-economic status. At the time of interview, 

six had children born through treatment and two via adoption (two of them), others 

were either continuing treatment or has not yet initiated formal treatment for their 

fertility problem. The infertility diagnosis of the couples included male factor, female 

factor and unexplained causes. The female factor included women with polycystic 

ovarian disease (PCOD), tubal blockage and primary ovarian failure. Male factors 

included mainly azoospermia. Table 5.1 presents the paUWicipanWV¶ characteristics.  
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Table 5.1: Characteristics of the participants interviewed 
Sl no Name of 

the 
participant* 

Age  Years 
since 

marriage 

Whether having a 
child at the time of 

the interview 

Broad diagnosis 

1 Mubina 34 12 years yes, now having 
secondary infertility 

PCOD 

2 Susie 44 23 years Yes Unexplained 

3 Alice 38 12 years No Azoospermia 

4 Shirley 35 9 years No Azoospermia 

5 Elizabeth 62 39 years Yes, adopted Unexplained 

6 Rani 42 18 years Yes Unexplained  

7 Leela 45 20 years Yes Fibroid uterus 

8 Ancy 40 20 years No Azoospermia 

9 Mini 48 14 years No Fibroid uterus 

10 Asha 25 3 years No Not yet started 
treatment 

11 Rekha 26 2 years No PCOD 

12 Radhika 26 3 years No Not yet started 
treatment 

13 Vani 38 14 years Yes B/L tubal block  

14 Aswathy 40 20 years Yes Primary ovarian 
failure 

15 Bindhu 40 11 years Yes, Adopted PCOD 

16 Remya 32 5 years No Unexplained 
*Names changed to provide anonymity 
 
A grounded theory approach was used to analyse why and how people seek care for 

infertility. The interviews were either recorded or the notes expanded and transcribed 

and translated verbatim by the PI. One interview was analysed by using RQDA 

software starting with open coding by reading the interview line by line and coding 

each sentence. After finishing the first interview, the subsequent transcripts were 

coded using constant comparison to the codes already created. The initial codes which 
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were similar in meanings were merged to form the axial codes and the second level 

merging of axial codes enabled the identification of the themes.  

 
The themes developed after coding of the interviews explain why the couples sought 

treatment and what made them persist in the pathway of care or drop out. I have used 

the word care seeking carefully and eschewed treatment seeking as treatment seems 

more indicative of medical care from the available options but here care seeking 

included professional, folk and popular systems of care (Kleinman 1980). The 

interviews were from the women and it reflects the specific issues of women when the 

couple was having difficulty in conceiving. The treatment seeking happened in a social 

context and this shaped the indiYidXal¶V action and the collective responses to it. The 

treatment pathway varied for each couple depending on their knowledge of the 

condition and its treatment. Since infertility is a condition that is visibly exhibited in 

the Zoman¶V body through the absence of pregnancy, the onus of undertaking 

corrective measures also lies within these bodies. Hence, the struggle to continue the 

treatment also becomes the responsibility of the women. But sometimes due to certain 

factors the desired outcome is not achieved by the couples due to multiple factors viz., 

biological, treatment related, or financial to name a few. Then it becomes imperative 

for them to externalise the delay so as not to be seen as having faulty bodies which is 

a source of public ridicule in the community.  

 
There were 13 themes identified in all and these themes are presented here under the 

following categories viz., the contextual factors, the individual factors, treatment 

facilitating factors, indiYidXal¶V responses to diagnosis and various treatment, factors 

interfering with treatment process, consequences of infertility and resolution and 

coping. The context and process in the pathway to care seeking is shown in figure 5.1.  
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Alternative 
methods are tried 

and varying 
trajectories of 

care  

Knowledge 
of infertility 

and 
treatment 
options  

Treatment facilitating factors IndiYidXal¶V response to 
diagnosis and various 

treatment  

Trepidation about future 

Response to diagnosis of 
male infertility 

Recalcitrance of husbands 

Contextual factors 

Social expectation that reproductive 
responsibilities are embodied in women 

People¶V questioning regarding pregnancy 
status-distress emanating from it and 

initiation of treatment seeking 

Social ridicule of people without children 

Individual factors 

Women¶V expectation 
that reproductive 

responsibilities are 
embodied in them 

Anxiety about 
embodying impaired 

reproductive 
functioning 

Factors interfering with 
treatment process 

Physical factors 

Consequence of treatment and 
infertility 

Adverse consequences for 
women 

• Threat of divorce 
• Physical and emotional strain 

of treatment 

Resolution 

No resolution 

Strategies that prolong 
expectation  

Fig 5.1: CoXpleV¶ care seeking for infertility: means and reasons 

Resolution and coping 
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5.2 Contextual factors  

Infertility and the treatment seeking cannot be discussed without the socio-cultural 

context in which it operates. Gender norms and roles that operate embody the fact that 

women are reproductive bodies, therefore the impairment of or the inability to 

reproduce is centred in their bodies. This general notion of Zomen¶V bodies being the 

reason for the inability to reproduce puts pressure on women who are married. This 

means that they have to prove their reproductive bodies are not impaired and satisfy 

the socially prescribed norm. Even when the male body has the problem, the social 

construction of infertility centres on female body and thus only the female body is 

under scrutiny and has to pass the test. This social construction causes society to 

question the absence of pregnancy of its married female members. This causes distress 

among women followed by an attempt at initiating the process of treatment to find the 

solution for the problem.  

 
5.2.1 Social expectation that reproductive responsibilities are embodied in women 

There is a general notion that of the couple, Zomen¶V bodies harbour fertility impairing 

conditions. One woman said that her husband felt that she will be having the problem 

that prevented the pregnancy. This notion of women having the problem directs 

community members to question women when couples do not get pregnant after a 

period of time following marriage. These questions are inevitably directed to the 

woman even when the man is having the problem.  

 
“Husband thought he did not have any problem I will be having problem but when the 

results came he became upset.” (Alice, 38 years, Husband having azoospermia)  

 
In some families the diagnosis of male infertility is not accepted by the men¶V family 

due this notion. Women have said that the hXVband¶V family did not accept the fact that 

their son was having the fertility impairing condition.  

 
“…that time he had this operation (for husband-B/L tubal ligation) and then they 

(family members) came to know but still they were not able to accept that, and they 

said we were saying this to cover up” (Alice, 38 years, Husband having azoospermia)  
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5.2.2 People¶s curiosity regarding pregnancy status-Distress emanating from it 

and the initiation of treatment seeking 

Women reported that they go through distress due to the persistent questioning 

regarding the pregnancy status by their friends, relatives and other acquaintances who 

presumably have their welfare at heart. They said it was extremely painful to be asked 

about the status of pregnancy. Married couples, particularly those without children, in 

the early phases of the marriage are often asked by well-meaning others who have their 

interests at heart µiV there any good neZV?¶  

 
“After marriage after some months they start asking ‘vishesham ille¶ (colloquial way 

of asking whether pregnant or not) and you get fed up hearing that. Because of this we 

have issues facing the public like when we go for some function. I had difficulty going 

for functions so that was the problem.” (Mubina, 34 years, PCOD)  

 
This is understood to indicate information regarding pregnancy status. This is routine 

and is part of an expression of civility while meeting newlyweds. When couples are 

unable to conceive for whatever reasons, these expressions of civility trigger anxiety 

and distress. It is then that these expressions of civility impose a burden on those 

having to respond and they see it as persistent questioning regarding pregnancy status. 

This persistent questioning, as reported by the respondents, triggered initiation of 

seeking treatment. Some women said this also forced them to restart the treatment they 

have stopped in between due to other constraints. Most of these constraints are of a 

financial nature, but the cost of treatment is not a matter of concern for those 

questioning the women regarding their pregnancy status.  

 
“then everyone started asking and we also felt (the need), we went for treatment.” 

(Rekha, 26 years, PCOD)  

 
“When people are telling this and that and making fun so it was painful so we thought 

we will go there (to a centre) and see.” (Alice,38 years, Husband having azoospermia)  
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“…now my husband is saying that we will sell this land or mortgage the land and go 

(for treatment) but I am afraid. When people are making fun of us, my husband said, 

we will go for treatment.” (Alice,38 years, Husband having azoospermia)  

 
“Relatives and other people will be asking, why are you waiting again? Go 

somewhere, what is the use in staying like this? Go. So when they compel us, initially 

we won¶t think about it because money and all it is anyway this much, let it happen 

somehow on its own like that we will stay with that thought. But when people 

repeatedly ask, we get sad.” (Rani, 42 years, Unexplained infertility)  

 
“…so when it was like 3-4 years after marriage, people will be like there is no child 

yet or something like that, ‘nothing yet¶ kind of questions and because of that– nothing 

yet, nothing yet, questions we went and saw a doctor.” (Elizabeth,62 years, 

Unexplained infertility)  

 
“I have heard people saying you have not yet had (a child), and that makes 

me sad….” (Rekha, 26 years, PCOD)  

 
5.2.3 Social ridicule of people without children 

Couples without children were always reminded by those around them that they were 

not worthy of doing anything that others would normally do, like earning more money 

or building a house. Such activities were meant for those who have someone who 

would inherit these assets. They said they were constantly questioned on why and for 

whom they were doing these things for. The childless women were often ridiculed for 

expressing their happiness stating how could they exhibit happiness when they have 

not been able to reproduce. Women reported they were always under public scrutiny 

about how they behaved and presented themselves in the public. According to the 

women, the society wanted them to be sad and mourning over their fate and should 

always be expressing grief. Women who behaved otherwise were looked askance at 

for their behaviour. 
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“Yeah that time and all have had a lot of pain. They will say no children are there 

right, they will say things that insult us, no children are there then why are you building 

house and all that. What you have is enough right, since you don¶t have children. Now 

why you have to earn so much ... like this so many things. We can only listen to this 

right?” (Rani, 42 years, Unexplained infertility)  

 
People also have the notion that the childless women do not have sex and this cause 

them to be childless. And that women without children were unhappy and sexually not 

satisfied, but that they were pretending to be happy in the public. Though this is not 

explicitly stated to the women, it is implied, enforcing the need to pretend to be sadden 

by the childlessness.  

 
“When I smile and all, how I can smile be like this and laugh like this. People consider 

that I am unhappy because I am not… that (sex) is not there, you are understanding 

what I am telling isn¶t. I am not using that word. I am starved in that that why I am 

not having child so I am actually unhappy and I am just pretending.” (Elizabeth, 62 

years, Unexplained infertility)  

 
5.3 Individual factors 

The individual level factors are those operated at the level of the women who did not 

have a child. The women themselves embodied the idea that it was their responsibility 

to reproduce. This created a sense of anxiety about impaired reproductive functioning 

in them. They started to worry whether they were having faulty bodies which made 

them unable to reproduce. This idea was reinforced by the contextual factors which 

created the expectation that women were the ones who carried the reproductive 

responsibility.  
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5.3.1 Women¶s belief that reproductive responsibilities are embodied in them 

Women often felt that it was the fault in their body that caused the inability to get 

pregnant. They often embodied the idea that it was the responsibility of the women to 

get pregnant and have a child and all other things were secondary to it in a Zoman¶V 

life.  

 
“I knew I had this deficiency, as a woman this is a deficiency, right?” (Elizabeth, 62 

years, Unexplained infertility)  

 
“What we read and hear, in everything what is being told is being a woman is getting 

pregnant and having a baby, after that only there are other things.” (Elizabeth, 62 

years, Unexplained infertility)  

 
“Interviewer: Do you ever feel that it is because of the fault in your body?  

Respondent: Yeah that thought come in between why is it like this for me?” (Rekha, 

26 years, PCOD)  

 
Once they got pregnant or had a child, they felt they were one among the other µfeUWile 

Zoman¶, and until then they felt like outsiders to the group.  

 
“But when I got my daughter, I felt I got inside the circle” (Elizabeth 62 years, 

Unexplained infertility)  

 
5.3.2 Anxiety about embodying impaired reproductive functioning 

Women were worried about embodying the impairment in reproductive function and 

this made them sad when there were delays in getting pregnant. They reported that 

they got sad when they saw women of the peer group having children.  

 
“Yeah we will get sad, for first few months and all it was really very sad I used to cry 

all day.” (Rekha, 26 years, PCOD)  

 
“There are 2-3 people who have got married after me, they all have children now so 

when I see that I am sad.” (Asha, 25 years, Not yet diagnosed)  
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In the hXVband¶V family, when the sisters-in-laws were having children it was an 

extremely sad situation for the woman who was not getting pregnant. She felt 

inadequate in her capacity as a woman to reproduce.  

 
“In my husband¶s house when I went there after marriage, husband¶s elder brother 

only had a child- 3-month-old small baby. After that, between 2.5-3 years another 

brother got married, sister got married and they started having babies and everyone 

together has 4-5 children now. When babies were born, umm… for me naturally I have 

affection for babies both of us have affection for babies that is our nature. We wanted 

children, it was always there in our mind but somehow it did not happen.” (Elizabeth, 

62 years, Unexplained infertility)  

 
5.4 Treatment facilitating factors 

This section elaborates on the treatment facilitating factors i.e., the factors that 

facilitated the care seeking among the couples or that which extended the care seeking 

among them. This was characterised by the contacts within the system and the overall 

knowledge about infertility and its treatment which acted as facilitators or barriers in 

care seeking among the couples.  

 
5.4.1 Knowledge of infertility and treatment options facilitating care seeking or 

extending care seeking  

One of the main facilitating factors was the knowledge about the condition and its 

treatment. Those who knew about the condition or those who had contacts within the 

system found it easier to navigate the system. For some, biological issues alone caused 

the delay while for others delay was due to limitations with regard to access and 

affordability of infertility care. People who had relatives who were doctors, said it was 

easier for them and they had not faced much difficulty in accessing care. One of the 

participants also added that it would have been difficult if there was no contact within 

the system especially in the public sector where she sought care.  
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“Basically because I had someone there,… may be because of that I did not face any 

problems [«]. Nothing, because I haven¶t gone to the clinic as such. My mother-in-

law¶s sister is a doctor so through phone or when we go home we contact and get the 

prescriptions so I haven¶t gone to the clinic as such. I haven¶t faced difficulty since 

people are there just go get the scan done and come so there wasn¶t much difficulty.” 

(Mubina, 34 years, PCOD)  

 
Those who had no understanding of infertility and its treatment, had a long trajectory 

of care seeking by way of prolonging it and trying out different alternatives. Some said 

they had tried all means and had even used unauthorised alternatives that claimed to 

improve sperm count. These people kept on shuttling between one provider to another 

in keeping with the suggestions received from friends and family. 

  
“First someone here had taken us to Dr x, we took admission and took medicines. For 

about 1-2 years we took treatment but since we were not getting pregnant, we stopped 

going there. Then Dr y, someone who had child after going there asked me to go there, 

so for some time we went there, after going there also we didn¶t have child. [«] 

Recently, like xxx (referring to a neighbour) had a child after going to one hospital, 

so we were asked to go to that hospital. We went there only once, that time itself it cost 

Rupees 25,000. After that he (meaning husband) won¶t come there saying it is just to 

loot the money.” (Susie, 42 years, Unexplained infertility)  

 
“We went for homeopathy treatment, xxx (referring to a friend) said homeopathy is 

good, they got child after taking homeopathic medicine, so we went there but he 

(husband) doesn¶t like going and coming and all. So 5-6 times we went and then he 

was not interested to come and told me not to go.  Homeopathy we took for 1-1.5 years 

and then I used to go and get medicines.” (Susie, 42 years, Unexplained infertility)  

 
“Everyone recommended Ayurveda- there is some massage treatment, after the body 

is made okay and one will have child here in xxx (referring to the place)- they have 

called us but it will cost so much. There are people who have had got pregnant after 

going there and so they suggested that we go there, but we did not go.” (Susie, 42 

years, Unexplained infertility)  
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“After that we went to xxx government hospital and the doctor there is from yyy place 

or something one person told. They took us there we met them at the church so we 

went and met the doctor at his home and then went to xxx hospital. We did IUI there 

but pregnancy did not happen, we did 3-4 times so we stopped going there.” (Susie, 

42 years, Unexplained infertility)  

 
“I went there after being told about it by my sister, one of my uncle¶s daughter, had 

gone there had taken medicines and had a baby so they told me to go there so went 

there. [«] Someone without children near my house, so nearby a girl did not had 

children for 6-7 years they got after going to madam. So they told us about it and we 

went there.” (Alice, 38 years, Husband having azoospermia)  

 
“How do you decide where to go? People come and tell that doctor is good and all so 

we go.” (Shirley, 35 years, Husband having azoospermia)  

 
³Someone who has gone there said that there are two three places that are good. 

[«]That is because success is achieved quickly there.  

Interviewer: Do you know anyone who has successfully used these facilities?  

Respondent: Yes, we know that is why we went there. We were told that this Dr x is 

very good. Then in one hospital Dr y, she is good like that people told. Nothing was 

happening. Another hospital also was said to be good. So we went there too but at last 

we went to xxx hospital (referring to a private hospital). Then last we went to yyy clinic 

(private infertility clinic). [«] Someone who had gone there had told my husband. He 

is good so go and see. When people say that you will get a child quickly, we tend to 

jump to that place. That will be better, so long term treatment is not needed, we will 

get results easily in that thought we will opt that.” (Rani, 42 years, Unexplained 

infertility)  

 
This lack of knowledge was reported to cause a lot of emotional stress and strain to 

the participants. The uncertainty regarding infertility and its treatment triggered 

emotional responses in women. Adding to this, the expectations of the family 

regarding pregnancy also triggered psychological consequences. Women also reported 
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that they feared that the presence of other medical or surgical conditions in them was 

interfering with the current state of infertility.  

 
Some of them stated that they were even misinformed that services like ART were 

available only in private hospitals and this prevented them from accessing the public 

sector.  

 
“See, we do not have any knowledge about it. In my family nobody had undergone 

such treatments, nobody knows anything about this and do not know how this will go 

forward. First of all we don¶t know, then we don¶t what will happen, that fear is there. 

So there was mental strain.” [«] Altogether an ‘uncertainty¶ that is the right word.” 

(Vani, 38 years, B/L tubal block)  

 
5.5 IndiYidXal¶V response to diagnosis and various treatments 

The indiYidXal¶V response to the diagnosis and treatment includes the various ways 

men and women react to the different diagnosis and the prolonged treatment for their 

condition. This basically should be read within the context in which he/she is 

operating. Since the responses of the individual to their diagnosis and treatment are 

shaped by the context in which they live.  

 
5.5.1 Trepidation about the future 

There was a sense of apprehension about the future among women when they were 

confronted with the problem of infertility. This was evident from the narratives of the 

women who expressed apprehension about the future when they went for the 

diagnosis. The impending results caused a sense of worry about the future, they feared 

that if they were to be diagnosed with fertility impairment what future holds for them.  

 
One of the women whose husband was diagnosed with the problem causing infertility 

expressed the fear that if she was diagnosed with the problem, then her future would 

have been sabotaged by the in-laws. She also expressed a sense of relief on learning 

that she was not having the fertility impairing condition of the two of them.  
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“When we went for getting the results, that day my heart was beating fast. What it will 

be…? Whether there is any problem? How will life be? I was thinking all these and 

praying. If the problem was for me, they are males we cannot tell, their mind may 

change and their people will all together destroy my life. [«] It was a relief when it 

was not me, the problem was not for me, that was a relief.” (Alice, 38 years, Husband 

having azoospermia)  

 
5.5.2 Responses to diagnosis of male infertility 

The major departure was seen when the diagnosis of infertility was made in the male 

partner. In these cases, the husband either owned his reproductive impairment or else 

the wife took the blame so as to protect the husband from shame.  

 
Husbands who owned up to their reproductive impairment did so because they were 

afraid that their wives would leave them. When the wife was having normal 

reproductive function, this was one of the major driving factors which made the man 

acknowledge to others that he was having the problem. There was also the issue of 

shame associated with male infertility and this may be also a reason why men wanted 

to hide their reproductive impairment. In such cases, the burden was shifted to the 

woman since she had to take the blame of infertility when the husband was the one 

contributing to their infertility status. One of the women stated that she herself took 

the blame of infertility so as not to make the husband sad.  

 
One of them said when the husband was diagnosed as having fertility impairing 

condition, he asked the wife not to leave him and go. In some cases when male 

infertility was the reported cause of infertility in the couple, the husband took 

ownership of their problem and told others that he was having the problem to those 

ridiculing the wife.  

 
“In my home everyone knows that husband is having the problem, and I have told them 

not to tell this to anyone in the neighbourhood. In my place (maternal home) I have 

told everyone it is my problem. To everyone there also (husband¶s house)I have told it 

is my problem.” (Alice, 38 years, Husband having azoospermia)  

 



 

 108 

“My husband also doesn¶t tell anything, he is nice. He tells no to leave him and go 

since there is no child. So we both don¶t have any problem and we don¶t fight 

regarding this.” (Ancy, 40 years, Husband having azoospermia)  

 
“He told that lady who asked me that she don¶t have any problem I am having the 

problem.” (Alice 38 years, Husband having azoospermia)  

 
“But I don¶t tell about these things and make him sad or anything, I just keep it to 

mind and live. Haven¶t told anything about it. If my face becomes a little bit dark also, 

he tells I know why you are like this, you can marry somebody else if you want. So I 

don¶t show anything if I get angry also, he will get sad.” (Alice, 38 years, Husband 

having azoospermia)  

 
5.5.3 Recalcitrance of husbands affecting treatment  

Women reported that husbands were unwilling to pursue the treatment, regardless of 

whether or not they were having an infertility related problem. One of them said her 

husband was lazy to go for treatment and was afraid of the treatment procedures and 

hence he does not turn up for treatment. Some women said that the husbands also 

exhibited reluctance to even initiate the treatment seeking process and kept postponing 

it giving various explanations. Financial constraint was also cited by women as one of 

the major reasons why the husbands did not want to pursue the treatment. Some of 

them were daily wage labourers, who said going for treatment meant loss of a da\¶V 

work and thus their wage. Therefore, the prolonged treatment was burdensome for 

many as they could not find resources to continue the treatment.  

 
“Both of us go together to see the doctor and on that day, he cannot go for work. We 

pawn gold jewellery and go for treatment. We go, our time, money everything is lost 

and there is no result also.” (Alice, 38 years, Husband having azoospermia)  

 
“He will take medicines only if I give and he is very lazy to go to the hospitals and is 

also afraid of surgery.” (Shirley, 35 years, Husband having azoospermia)  
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“In xxx hospital, we have to go early morning and take token and wait. In another 

hospital we went, they gave medicine and then since nothing was happening then my 

husband was not willing to go anywhere since it was taking so much money. So I did 

not go anywhere after that.” (Ancy, 40 years, Husband having azoospermia)  

 
5.6 Factors interfering with treatment process 

This theme describes the physical factors that interfered with the treatment. Treatment 

was initiated with a lot of negotiations between husband and wife, especially when 

one or both were working. This along with other factors affected the treatment process 

considerably.  

 
5.6.1 Physical factors that interfere with treatment 

Women reported that the initiation of treatment itself was delayed due to the job-

related factors and the fear of break in treatment made them delay trying for the child. 

This also continued when they initiated treatment, since the treatment demanded the 

husband and wife to stay together and try for pregnancy. The wife stated that first she 

had to wait for the husband to get a transfer so as to go for a regular treatment. Once 

this was done the working arrangement was such that they were unable to have 

properly timed sexual contact. One of them was having night shift and this interfered 

with the treatment process.  

 
“I came to know about PCOD six months after marriage and we did not have a proper 

married life because husband comes here for three days and in those three days may 

be once or twice we will have sex. That time it will not be ovulation period, so problems 

because of that. And then I have night duty so there are problems like that so we did 

not take any treatments for first one year. And if we take treatment also I am here and 

husband is there so no use of taking medicines so we waited for the transfer to be 

together.” (Rekha, 26 years, PCOD)  

 
5.7 Consequence of infertility and treatment 

The consequences of experiencing infertility and seeking treatment are mainly 

experienced by the women. Infertility itself puts the woman at a disadvantaged 

position and she is faced with the threat of being thrown out of the family owing to her 
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inability to reproduce. In addition to this distress, she also has to bear the burden of 

the treatment even when her spouse has the problem. The treatment stress and the 

physical pain and emotional strain of the treatment are all centred in the Zomen¶V 

body.  

 
5.7.1 Adverse consequences of reproductive impairment for only women 

It was reported by the women that they were always blamed for the inability to 

reproduce. This blame translates for some into threats of divorce and other 

consequences. One woman reported that even when her husband was diagnosed as the 

one having the fertility impairing condition, his family members were unwilling to 

believe it. They tried to arrange a second marriage for her husband because they 

believed that only women will be having the problem. This is a major adverse 

consequence of infertility that the women have to go through.  

 
“Oh when we were not having children they plan to get him married to another 

person.” (Alice, 38 years, Husband having azoospermia)  

 
5.7.2 Negative externalities of treatment seeking process 

Both physical and emotional difficulties were reported by women as part of the 

treatment process. The prolonged treatment process was tiring for the couples 

especially, when combined with the absence of desired outcome. Women reported that 

they went through a lot of emotional strain due to the treatment process and had also 

endured physical pain when undergoing procedures like IUI. The multiple cycles of 

induction and IUI created a lot of physical and mental trauma for the women. But they 

persisted with the treatment in the hope for a child. 

  
Women also said that financial issues were a major problem as most of the assisted 

reproductive techniques needed a lot of money. The lack of financial back up made it 

difficult for them to pursue treatment. The everyday difficulties of going for the 

treatment was also highlighted by many women, the centres where they sought 

treatment was very far away and getting there was not easy. This required that they 

catch an early bus to reach the place and one of them said that the place would already 
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be crowded when they reached there. This meant they had to wait for a long time to 

see the doctor.  

 
“Since because of this treatment, in between I was so much emotionally down. 

Treatment means in between they checked whether I am having block in the tube and 

all, so it was so painful so I could not bear it. And I became emotional/ mentally weak.” 

(Vani, 38 years, B/L tubal block)  

 
“IUI is very painful and I am afraid of that. I have endured so much pain.” (Rani, 42 

years, Unexplained infertility)  

 
“After that we once went to xxx hospital, we went there recently just before one year. 

There it was told if we have house and property then we can try injecting sperm.” 

(Alice, 38 years, Husband having azoospermia)  

 
5.8 Resolution and coping 

The final step of the treatment pathway is achieving pregnancy, but this state is not 

achieved by everyone. Those who have not achieved this may stop or continue with 

the treatment. This phase is characterised by women externalising the delay in getting 

pregnant, particularly when the pathway to resolution is extended without a desired 

outcome.  

 
5.8.1 Strategies that prolong the expectation of resolution (hope) 

The women who were unable to find a resolution to their problem started externalising 

their problem. Women attached their difficulty in getting pregnant to outside factors 

like astrological problems, will of God, and blamed it on the inappropriateness of 

astrological planetary alignments in their horoscope. They also identified unfavourable 

family situations as a reason for the delay in getting pregnant. This facilitated their 

propensity to hang on to µhope¶ which then extended their stay in the state of limbo 

otherwise called µinbeWZeeneVV¶ by Probyn (1996)  

One of them reported that her inability to get pregnant and the decision to adopt and 

thus start a family was put on hold for a very long time by the paUenW¶V fear of societal 

stigma. 
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“Then I thought, why I am crying? God has planned a time for us and so it will happen 

that time.” (Rekha, 26 years, PCOD)  

 
“There is ‘sarpadosham¶ (curse of the serpent God) it is not very big we can go and 

solve it so we go to ‘nagakshethram¶(temple for snakes) and all and the house we are 

living is also having some problem like the position of the bathroom and all and I feel 

there is some problem.” (Rekha, 26 years, PCOD)  

 
“When I tell my mother I am going to adopt a child my mother will tell no need, what 

neighbour and relatives will tell. She asked ‘Why don¶t you try for some more time and 

then go to some doctor?¶, so when we went to the doctor there was no problem.” 

(Elizabeth, 62 years, Unexplained infertility)  

 
5.9 Discussion 

The findings from this component of the analysis provide insights into what shapes 

Whe coXpleV¶ deciVion foU WUeaWmenW and highlighWV hoZ Zomen beaU Whe bXUden of Whe 

inability to reproduce by the couples. The first observation is that the women who are 

unable to conceive due to problems of either or both partners, start getting anxious 

about it. There is a social expectation that a married woman has to procreate within a 

certain period after marriage. This puts the blame on women when they are unable to 

get pregnant. Due to this popular notion, women who are unable to reproduce also start 

embodying the idea that the reproductive impairment is in their body. Women also 

internalise the inability to get pregnant as their fault, they consider themselves as 

incapable, abnormal and defective (Sandelowski et al. 1990). This in turn also makes 

Whe men belieYe WhaW UepUodXcWiYe impaiUmenW can happen onl\ in Zomen¶V bodieV. 

There is a general perception that infertility is seen as a problem of the woman (Greil 

et al. 1988). 

 
Women also get pressurised by the public enquiries regarding their pregnancy status. 

The need to avert the blame and also the distress caused by public enquiry makes them 

start care seeking. There is also the relentless public scrutiny of the married woman 

Zho haVn¶W UepUodXced and WheVe manifeVW aV inqXiUieV b\ conceUned oWheUV UegaUding 
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the potential pregnancy status. Such inquiries are not seen as an invasion of privacy 

within the cultural context (Basu 2012; Manzar & Chaturvedi 2017), they are seen as 

an expression of interest in the welfare of the couple by concerned others. Women felt 

pressurised by this scrutiny and well-meaning inquiries regarding their pregnancy 

status (Batool & de Visser 2016). It causes distress and propels the urgency to initiate 

care seeking.  

 
Treatment seeking is a long process so the decision to start treatment puts them on the 

care seeking pathway but the ability to continue seeking care was depended upon other 

factors as well. Women reported that factor like knowledge about the condition and its 

treatment was one of the main facilitating factors for treatment. Presence of contacts 

within the system also eased the treatment seeking processes. Access and affordability 

were also cited as the reasons for treatment seeking.  

 
They also felt that there was a huge difference when the diagnosis was made, women 

felt relived on learning that the reproductive impairment was not theirs as it took off 

the anxiety of marital breakdown. They were threatened by the possibility of divorce. 

While men took the diagnosis of male infertility with surprise, some owned their 

problem, in other cases women took the blame to avert the shame on their husbands. 

In VXch caVeV Whe hXVband¶V famil\ ZeUe noW Uead\ Wo accepW iW ZaV WheiU Von¶V pUoblem. 

Women also reported that their husbands were recalcitrant in seeking treatment which 

affected the treatment. Griel et al. (1988) reported that men tend to stop the treatment 

earlier than their wives. There is also stigma associated with infertility and there is 

evidence that the stigma attached to male infertility is high (Becker 2002) and this also 

coXld be a UeaVon foU Whe Zomen Waking blame foU WheiU VpoXVe¶V UepUodXcWiYe 

impairment. Once the treatment seeking was initiated after lot of negotiations between 

husband and wife, working arrangements interfered with the demands of the treatment. 

While they pull through all this, there were other factors that were demanding on the 

women. Physical pain and emotional distress was part of the treatment cycle and this 

was mostly endured only by women.  

 
When the treatment did not end in a favourable outcome, women externalized the 

delay to get pregnant. This could be a way of coping by women and this also helps 
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them to remove the self from victimisation and also the ridicule of the society. Given 

the existing social and gender norms in society, women are more likely to be affected 

by infertility than men (Greil et al. 1988).  

 
These observations point to the fact that infertility cannot be studied without taking 

into account these external factors like the social and cultural norms that shape it. This 

also tells us that the fear of the consequences is one of the main factors that makes 

women initiate and endure in the pathway. These are constructed and shaped by the 

gender norms prevalent in the society.   
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Chapter 6 

Care seeking trajectory of couples with infertility in Kerala 

 
This chapter fulfils the objective of understanding the trajectories of care seeking for 

resolution of infertility among couples. It explains how the couples actually µmoYe 

aUoXnd¶ in the care seeking pathway. I use the phrase µmoYe aUoXnd¶ to indicate the 

lack of a sure forward or upward direction to this movement.  

 
This exercise aimed at understanding what the couples did to mitigate the infertility 

that was afflicting them. It does not describe why they did so, however. It describes 

the practical means employed by couples while going about seeking a solution for their 

fertility problem. The findings from this section were used to design the interview 

schedule for phase III of the study. To explain this process of µmoYing aUoXnd¶ by 

couples, I have used in-depth interviews from 16 women and two men, who were 

husbands of the women seeking infertility treatment in the two southern districts of 

Kerala, Thiruvananthapuram and Kollam.  

 
6.1 Participants and analysis 

The details of the participants are in chapter 5. The process of care seeking was arrived 

at using in-depth interviews with women and findings are discussed below. The 

interviews were analysed using RQDA software starting with open coding by reading 

the interview line by line and coding each sentence specifically looking to describe the 

care seeking process. The initial codes which were similar in meanings were merged 

to form the axial codes and the second level merging of axial codes enabled the 

identification of the themes. The themes developed after coding are discussed here, 

under nine major themes.  

 
6.2 The process of treatment seeking for infertility 

The process of treatment seeking for infertility by couples is a complex interactive 

process between the self, the family and the social and cultural norms that prevail. The 

steps in treatment seeking presented here does not mean that it is  a linear process as 

depicted but is an on and off pathway that meanders, longer or shorter, depending on 

many factors viz., the extent of the reproductive impairment, the socio-economic 
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situation, the opportunities and constraints and also the social norms. The treatment 

seeking process is explained in nine different themes viz., postponement of pregnancy, 

recognition of difficulty in getting pregnant, pressure to have a child, decision making 

for treatment, initiation of treatment seeking, initiation of treatment, treatment phase, 

pressure to continue treatment and discontinuation or stopping treatment.  

  
6.2.1 Postponement of pregnancy 

While women planned on starting a family immediately after marriage, some women 

did report that they had postponed pregnancy for up to two years after marriage. Work 

related commitments and personal reasons were cited as reasons for postponing 

pregnancy. Women reported that coitus interruptus and condoms were used as 

methods of contraception to delay pregnancy.  

 
“Interviewer: You said for two years you didn¶t not want kids, that time did you use 

anything to prevent it?  

Respondent: No, nothing like that. When we have intercourse at the time of 

ejaculation, he withdraws it. We did not use condom and all” (Alice, 38 years, 

Husband having azoospermia)  

 
“We started going to hospitals after 2 years, first year we were not planning to have 

kids.” (Shirley, 35 years, Husband having azoospermia)  

 
“Immediately after marriage did not feel like having a child and I think that was the 

idiotic thing. He used condom and used to tell no need now like that. That time I was 

working in a private school, so I thought no need now because of this work.” (Leela, 

45 years, Fibroid uterus)  

 
6.2.2 Recognising difficulty in getting pregnant 

The women reported that they recognised that they may be having difficulty in getting 

pregnant after trying to get pregnant for more than 2 years. This along with other 

factors like desire for a child and pressure from near and dear ones pushed them to 

initiate treatment seeking. The need to go for treatment also stemmed from having to 

endure prying questions about the absence of pregnancy.  
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“We did not know that there is a problem like this, for two years we were not planning 

for kids after that when we tried also it was not happening, periods was coming, so we 

decided to go. So when we asked my uncle¶s daughter, she suggested that we go to this 

place,…. Like that we went.” (Alice, 38 years, Husband having azoospermia)  

 
6.2.3 Pressure to have a child 

 The need to have a child is both due the indiYidXal¶V desire to have a child, and also 

through pressure from the family/significant others and prying questions about the 

pregnancy from all and sundry. The women said that they were subjected to pressure 

by family, friends and others to get pregnant. This pressure, in tandem with the desire 

to have a child, led them to start thinking about seeking care. Almost everyone said 

they were asked about the absence of pregnancy after 1 year of marriage and this in 

turn put pressure on them to view their inability to get pregnant as a problem and 

initiate seeking care.  

 
“…and then everyone started asking (about pregnancy) and we also felt so we went 

for treatment” (Rekha, 26 years, PCOD) 

 
 “After marriage, in 2 months people starts asking (about pregnancy), then I told my 

husband and then he said that all his friends had child after 2 to 3 or 4 years.” (Asha, 

25 years, not yet diagnosed) 

 
“I don¶t remember exactly when we sought the first treatment. So when it was like 3-

4 years people will be asking like there is no child yet like that, ‘nothing yet¶ kind of 

questions because of that ‘nothing yet¶, ‘nothing yet¶ questioning, we went and saw a 

doctor.” (Elizabeth, 62 years, Unexplained infertility)  

 
“After marriage for 2 years we did not plan to have kids, then in family people were 

scolding us asking us not to postpone. So when we wanted it, it was not happening so 

we thought of showing to someone.” (Alice, 38 years, Husband having azoospermia)  
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6.2.4 Decision making for treatment seeking 

Most of the women who were interviewed reported the decision to initiate and continue 

treatment was made jointly by both partners. But the regularity of this treatment 

seeking faded as years elapsed. As the treatment proceeded, the onus of continuation 

seemed to fully rest on the female partner. This was particularly evident when the male 

partner was having an impairment in their reproductive function.  

 
“…both of us go together to see the doctor […] we both only made decisions regarding 

going to the doctor.” (Alice, 38 years, Husband having azoospermia)  

 
“we both took the decision together to go for the treatment.” (Mubina, 34 years, 

PCOD)  

 
“In xxx hospital we went, they gave medicine and then and since nothing was 

happening then my husband was not willing to go anywhere since it was taking so 

much money. So I did not go anywhere after that.” (Ancy, 40 years, Husband having 

azoospermia)  

 
“When it was 8 years I used to go on my own and did something without my husband¶s 

knowledge. I used to go to Mother Theresa ¶s convent in the evening when I was sure 

it will one day come to my home you feel like a I was in a different mental state, pain 

…not happening that sadness is there” (Elizabeth, 62 years, Unexplained infertility) 

  
“Between 2010- 2012 we did not go anywhere […] only this talk is there he will not 

go anywhere, he is lazy I will try everything that people tell” (Shirley, 35 years, 

Husband having azoospermia) 

 
6.2.5 Initiation of treatment seeking 

Once the couple arrived at the decision to seek treatment, they start to think about the 

facility or the doctor to consult. The decision to go to a particular place was arrived at 

after multiple deliberations. There was a tendency to consult others to decide on the 

place of treatment. The factors such as success rate at a particular place, location of 

the place, the financial status of the couples, sex of the treating doctor were considered 

before the couple decided to proceed to a particular centre for treatment of infertility.  
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Decision based on consultation with others: A particular facility was selected almost 

always after consultation with another person. This could be the network of people 

who have successfully used a particular facility/a treatment or someone in the 

neighbourhood who would suggest a place. This network may be directly linked to the 

couple who see themselves as needing infertility treatment or may be through a friend 

or family. Sometimes doctors who were friends are also consulted to initiate the 

treatment.  

 
“This Dr.V is very good like that someone said to us. Then Dr T, she is also good like 

that people told us, so we went there also” (Rani, 42 years, Unexplained infertility)  

 
“First we saw in xxx Dr.R, before that my sister¶s sister-in-law is a gynaecologist, I 

saw her and she only asked me to see Dr.R and we went and saw this Dr.R and he was 

in xxx medical college.” (Elizabeth, 62 years, Unexplained infertility)  

 
Choice of site: The site for treatment was selected based on suggestions by others who 

had successfully used it. This was because the couples wanted to get quick results, and 

therefore selected a place that had already proven to be successful for someone known 

to them. Others mentioned that the facility for treatment was chosen based on 

accessibility.  

 
“Interviewer: Who asked you to go there?  

Respondent: There... one of my husband¶s colleague, he had some infection and after 

taking treatment for one month they had and that chechi [referring to hXVband¶V 

colleagXe¶V wife] had some cyst or fibroid and it was cured after showing to xxx 

hospital… that is how we went there.” (Rekha, 26 years, PCOD) 

 
“Interviewer: Why did you chose the particular place?  

Respondent: That is because it will be successful fast that is why. When people tell we 

will get soon so we tend to jump to that place. That will be better, so long term 

treatment is not needed, we will get results easily in that thought we will opt that.” 

(Rani, 42 years, Unexplained infertility)  
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Choice was also made between private and government facility to seek care. Lack of 

faith in a particular system like government facility was a driving factor for choosing 

private facility. Women felt that there was accountability for the money spend in a 

private facility unlike government. The only reason for choosing a government facility 

was lesser treatment costs compared to private facility.  

 
“Interviewer: Why did you not try government hospital? 

Respondent: There will be lot of people so maybe we won¶t get correct treatment” 

(Rekha, 26 years, PCOD)  

 
“Interviewer: Why don¶t you go to government hospital? 

Respondent: There and all we need recommendation. We have to go and give money 

at home, this operation also happened after we went and gave money at their home. 

Otherwise we have to stay like dogs, no one will bother. No faith in government 

hospital. They are sitting for money, we have to go and give money in their home.” 

(Ancy, 42 years, Husband having azoospermia)  

 
“Money will be less there [referring to government hospital] people who have gone 

there has told me so only we planned to go.” (Asha, 25 years, not yet diagnosed)  

 
Preference regarding treating doctor and facility: Women preferred female to male 

doctors as they felt comfortable with the former. Some preferred to seek care in sites 

where they knew someone, as this made the process easy but some preferred to seek 

care where they did not know anyone due to fear of stigma.  

“…so in my hospital also doctor is there, he is a male doctor so I am not very 

comfortable and again I have to face him and I have been working there for 5 years 

so people¶s questions like ‘what happened?¶ so you know how women will be so they 

will tell like oh Rekha is having a problem like that, or her husband is having like this, 

so it will spread like that so that was a difficulty for me so we decided to go outside.” 

(Rekha, 26 years, PCOD)  
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6.2.6 Initiation of treatment at the site 

This phase involved the actual act of seeking treatment at a facility or at the clinic of 

a doctor. It started with a visit to the centre/doctor and initiation of investigations for 

the infertility problem that the couples have identified. This specific phase of initiation 

of treatment was usually short, not more than six months in a centre, during this phase 

couples changed the centre based on the desired outcome. Those who felt that their 

desired outcome was not being achieved changed the place of treatment. The pattern 

of care seeking at the new site took a recurring format as in the previous step i.e., 

initiation of treatment seeking, the couples consulted with others on a place that could 

offer them their desired outcome, examined the success rate at the site and so on.  

 
Initial investigations and a tentative/definitive diagnosis: The treatment seeking 

started with the initial investigations and diagnostic evaluations and procedures. 

Initiation of diagnosis as reported, was done through blood and semen tests for female 

and male partner respectively. Although some women reported there was hierarchy in 

testing and that the hXVband¶V investigations started only later. 

 
“Interviewer: Did they do tests for you? 

Respondent: Only for me all the tests were done for the first time. My husband was not 

checked, in both xxx [name of hospital] and yyy [name of hospital]. So when I was 

found to have no complaint they started checking husband. First they did not check 

husband¶s blood group and count they checked only me.” ( Ancy, 42 years, Husband 

having azoospermia)  

 
The reports of the investigation were produced during the subsequent visits and further 

action depended on the test results. Some of the couples had to go through a battery of 

different tests and monitoring to determine whether or not their condition was 

improving.  

 
“…last we went to Dr K, doctor also told I will conceive for sure, finding out both my 

tubes are patent sending my husband to another doctor looking the count” (Elizabeth, 

62 years, Unexplained infertility)  
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“…since count was low so maybe a small operation will be needed” (Shirley, 35 

years, Husband having azoospermia)  

 
“So when they checked husband¶s semen doctor told it is slowly getting motile” (Alice, 

38 years, Husband having azoospermia)  

 
This was a continuous and distressing process, both physically and emotionally. The 

couples usually started care-seeking with allopathy medicine. This phase continued 

for a minimum of few days to less than six months at one centre. There was a tendency 

to seek care in another centre if the couple was unable to get a definitive diagnosis. If 

a diagnosis was made, then they proceeded to the next phase of the treatment cycle in 

the same centre and opted to go to another if the expected result was not achieved.  

 
“… yes, to hospital only, here in xxx [name of the place], Dr. N” ( Shirley, 35 years, 

Husband having azoospermia)  

 
“After 1-2 years, we went to hospital, First here someone here had taken to Dr.M, we 

took admission took medicines 1-2 years we took treatment but since we were not 

getting pregnant we stopped going there.” (Susie, 42 years, Unexplained)  

 
“…first time we went that time itself tests were done” (Alice, 38 years, Husband 

having azoospermia)  

 
The diagnosis included fibroid uterus, fallopian tube block, polycystic ovarian disease, 

primary ovarian failure, abnormalities in semen viz., low motility, azoospermia, 

erectile dysfunction and unexplained infertility among the respondents.  

 
“when they looked husband¶s count there was nothing not even one sperm was also 

there, all the sperms were dead” (Alice, 38 years, Husband having azoospermia)  

 
“…after tests, when we showed the doctor the results, she told us that there is no 

count” (Shirley, 35 years, Husband having azoospermia)  
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“I was having a fibroid, after 2 years of marriage I came to know that. When I went 

for treatment in xxx[name of the place], there they found out that there is fibroid. So 

did operation and removed it.” (Leela, 45 years, Fibroid uterus) 

 
“then scan was done for me and PCOD was there and it was excess” (Rekha, 26 years, 

PCOD) 

 
Consultation with others to change site: If the desired outcome was not achieved, 

most couples deliberated with others to identify a place that would offer success. This 

phase was also characterised by people giving their opinions on the places that might 

provide success, when they encountered couples with infertility who have not yet 

achieved success.  

 
Break in treatment: There were breaks in treatment even during the initial phase of 

treatment. This usually happened for those who have not achieved the desired outcome 

within a short time period. Break in the initial phase also happened when the man in 

the infertile couple backed out from the treatment cycle.  

 
“We stopped there after 1 year and then went to xxx hospital. We stopped because we 

were not getting results only money was getting wasted. After going there also it was 

not getting done soon.” (Rani, 42 years, Unexplained infertility)  

 
“First we went to Dr.D in 2007, I went there after being suggested by my sister […] 

We went there like 6-7 times […] so each time we go to test husband, we get medicines 

and take that… like that. She will give medicines for 2 weeks and we take that and 

have to go again, it was like that all the time count will be checked... so each time we 

go they test husband, they check… check… but nothing is happening… no count is 

there. After that we did not take any medicines… After 2007 for almost 2 years we did 

not do anything.” ( Alice, 38 years, Husband having azoospermia)  

 
6.2.7 Treatment phase 

The treatment phase was usually the longest and ranged from six months to many years 

with multiple breaks, different trajectories and change of sites. This is the phase where 

the couple proceeded for treatment including medications or injections to other 
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invasive ART procedures to achieve pregnancy. It was the most demanding phase for 

the couple, physically, emotionally and psychologically. This phase also demanded 

significant financial resources and some couples exhausted their resources. During this 

phase couples took break in care seeking to replenish their financial resources or 

completely abandoned the treatment. An alternative pathway for the couples was to 

try other systems of medicine such as Homeopathy, Ayurveda or Unani and also try 

alternative medicines from the folk tradition which advertised magical cures to achieve 

pregnancy.  

 
Multiple trajectories: The treatment phase consisted of multiple trajectories with 

different systems of medicines and different kinds of options being tried one after the 

other or simultaneously. The treatment phase included treatments for the various 

conditions that were diagnosed for the couple, and it ranged from medications, 

invasive surgeries to use of different assisted reproductive techniques. This phase 

lasted for very long for some couples while it was shorter for others. It was shorter for 

those who achieved the desired result earlier or those who abandoned the treatment in 

between. I describe one such trajectory of care seeking across multiple sites offering 

allopathic treatment in figure 6.1.  

 
Figure 6.1 shows the treatment pathway of a couple who negotiated multiple sites for 

treatment. This couple had only tried Allopathy and no alternative methods were tried 

for getting pregnant. This was the treatment trajectory of a 38-year-old, educated and 

employed woman. The initial postponement of pregnancy was because the woman got 

a job at a location that was different from that of her husband and the resultant 

discontinuity in co-residence. Once they started staying together, they noticed the 

inability to get pregnant, and this along with the pressure to start a family put them in 

the treatment seeking pathway. Treatment centres one and two were visited in order to 

get a definitive diagnosis. Once the diagnosis was achieved in the second centre, they 

sought treatment at one of the major IVF centres in the state as the woman was 

diagnosed as having bilateral tubal block that made normal conception impossible. 

This meant, she had to undergo IVF treatment to get pregnant, and two cycles of IVF 

were done in the third centre with no success. The emotional and physical stress of the 
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IVF treatment made them take a break for two years during which they suspended all 

kinds of treatment. After two years, again through a friend who had successfully used 

a centre referred them to another centre. This centre was also a specialised infertility 

clinic. Here, the women underwent one cycle of IVF and had a positive result.  
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Postponement of pregnancy 

Marriage 
2003 

Recognition 
after  

1.5-2 years Got Job 
 

Stop Treatment 

Centre4- Pregnancy achieved via IVF 
2010 

Initiation of treatment seeking 
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2005 
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2005 

3 months wait 
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Centre 3 
2008 

Centre 4 
2010 

2 years break 

Treatment trajectory with multiple sites 

Fig 6.1: Treatment pathway of a couple with multiple sites  



 

 127 

Alternative methods: In the treatment phase, there was a tendency among the couples 

with infertility to try alternate methods and also combine different treatments. Faith 

based methods, astrologers, or folk remedies were tried and medicines that were 

advertised through the media for correcting certain conditions that caused infertility 

were also used. Some reported combining allopathy and homeopathic medicines 

during the treatment phase.  

 
There was also reported self-treatment for male infertility. The male partner when 

diagnosed with problems in semen parameters had resorted to self-medication. This 

practise of self-medication is usually follows a diagnosis of infertility due to the male 

partner. They do not immediately resort to self-medication, this was either started after 

unsuccessful treatment outcomes using allopathic medicines or other system of 

medicines. The practice of self-medication was also combined with the mainstream 

system of medication that they were undergoing. This practise was initiated usually 

when they did not find any positive outcome with the treatment they were undergoing. 

Seeking of such alternative options by the male partner was facilitated by the opinions 

given by friends or family who had used such products. These self-medications mainly 

consisted of powders, holy water provided by the religious entities and folk medicines 

which were mainly powders or certain food items, parts of medicinal plants and so on. 

The participants also reported using ready-made powder mixes claiming to be 

Ayurvedic medicines, which were introduced to them either by friends or family or 

those that they have familiarised themselves via advertisement in the television 

channels or newspapers. 

 
“Yes, I have gone to one place like that. God will come in someone¶s body like that 

one place. There also when I said I am not having any problem, they told then take 

husband and do the tests. Someone who had child after going there had told me, so I 

went here. It¶s all belief.” (Asha, 25 years, Not yet diagnosed)  

 
“I said right, we took homeo medicine in between, for 3 weeks we did not tell this to 

the doctor in xxx hospital but we were taking homeo. After that we went to do 

laparoscopy that time I was pregnant but we do not know for sure in which treatment 

it happened, homeo or in the other?” (Rani, 42 years, unexplained)  
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“It has been 5 years since we have gone to hospital, after that only we started doing 

this to increase sperm count– gave ‘naykurniparippu¶ (Velvet bean/Mucuna pruriens) 

powder in egg and milk, boiled it and husband took for 41 days […] to increase the 

count, then ‘neyokke japichu kazhichitundu¶ (consumed ritually divinised ghee)” ( 

Shirley, 35 years, Husband having azoospermia)  

 
“Then we saw an advertisement in the television for increasing (sperm) count 

regarding one tablet it is somewhere in Trivandrum. We called them and told the 

medicine¶s name and they said they will deliver it here…. Took the medicine for one 

month but we did not do any tests, my husband was so sad so we did not go for any 

test after that.” ( Alice, 38 years, Husband having azoospermia) 

 
Physical and emotional burden: There was a lot of physical stress in the body reported 

by women due to various treatment procedures. There was also the emotional burden 

due to the non-manifestation of success of the treatment. Most of the women said they 

endured all this in the hope that they will get success in the end.  

 
“So since because of this treatment in between I was so much emotionally feeling sad. 

Treatment means in between they checked whether I am having block in the tube and 

all, it was so painful and I could not bear it. And I was emotional/ mentally weak.” 

(Vani, 38 years, B/L tubal block)  

 
“When taking these different medicines there used to be weakness in the body.” ( 

Susie, 42 years, Unexplained)  

 
“…now I am fed up with the treatment also because of these injections and 

medicines.[…] I am fed up because every month you have to do follicular study the 

scanning has to be done 3-4 times, transvaginal examination is there and male doctors 

will be there.” (Mubina, 34 years, PCOD)  

 
Break in treatment: Break in treatment happened due to multiple reasons viz., 

physical distress due to exposing the body to different kinds of tests and treatments 
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most of which were invasive and painful, financial difficulties, due to logistical 

reasons, and also physician related or treatment centre related problems. 

 
“In between we stopped because of financial difficulty […]. Then for 2-3 years there 

was no treatment.” (Leela, 45 years, Fibroid uterus)  

 
“The hospitals we go are all private and it costs so much for all the tests and all. Some 

time we have to mortgage gold and all. When it is too much... we will stop for some 

time.´ (Rani, 42 years, Unexplained infertility)  

 
“Almost 2 years we took break, because we thought let the effect of the medicines go. 

Because we have taken lot of medicines, this hormone is injected, 8 or 9 injections to 

increase the size and the number of the ova. We were afraid of that, Doctors will tell 

not to be afraid but husband will tell these injections so as not to affect our health in 

any ways, if we go take treatment soon again medicine will go in like that. Then finance 

also.” ( Vani, 38 years, B/L tubal block)  

 
I have narrated the trajectory across allopathic to alternative medicine treatment 

options in figure 6.2. This represents the treatment pathway for many others who 

meander across multiple treatment options in the allopathic tradition and also take 

recourse to alternative treatment options including those that are faith and folk based.  

 
Figure 6.2 shows the treatment pathway of a couple who had gone to multiple centres 

and has also tried alternate methods for their problem. The couple had postponed 

pregnancy for almost two years after marriage. They later started seeking treatment 

when they did not get pregnant in spite of trying. The desire to have a child, and the 

absence of pregnancy along with the social pressure made them initiate treatment. 

They started at the first centre and got a diagnosis, where it was diagnosed as male 

factor infertility (husband had azoospermia- absence of sperm in the ejaculate) as the 

cause for the inability to get pregnant. Once the diagnosis was made, the doctor 

completely disowned them telling there is nothing that can be done with their 

condition. Hence, they took a complete break from treatment. Later, they saw some 

advertisements in television regarding some medicines which could improve sperm 
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count. They bought these medicines and it was consumed by the husband, but no 

semen testing was done in the interim period to check the status. Later that same year, 

they were told by someone to seek care in a facility and they consulted the doctor who 

gave them reassurance. The reassurance by the doctor made them continue care in the 

same centre. But later this particular doctor was transferred and the couples stopped 

seeking care in the centre because they felt that they had to undergo all the tests again 

with a new doctor. After this they took a break for five years and again restarted 

treatment at a new centre, where they were told about the ART treatment to achieve 

pregnancy. A lot of money was needed for this treatment and being a daily wage 

labourer, the husband was not able to afford the treatment so they completely 

discontinued the treatment.  
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Fig 6.2: Treatment pathway of a couple with multiple sites and use of alternate methods 
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6.2.8 Pressure to continue treatment 

The couples stopped the treatment in between or discontinued treatment from a 

specific centre for a short while due to various reasons. During this phase there was 

again pressure to continue treatment. 

 
“We went there (hospital) for almost one year and when it was not getting okay then 

we stopped. Relatives and other people will be asking why are you waiting again go 

somewhere, what is the use in staying like this go so when they compel, we will go for 

treatment again.” (Rani, 42 years, Unexplained infertility)  

 
6.2.9 Discontinuing/Stopping the treatment 

There were external and internal factors that resulted in the discontinuation of the 

treatment. The external factors included lack of trust in the treating doctor, and treating 

facility, unacceptability of specific procedures, and financial constraints.  

 
“In xxx hospital Dr.S, the doctor is good but we were not able to cope with their 

ways, doctor is consulting but all the information is shared by the nurses to the 

patient. But doctor should be telling everything to us right? May be because they 

don¶t have time that¶s why. It was different from all the places we have gone to. All 

other facilities are there but we couldn¶t cope with it. Tests were all done.” (Rani, 42 

years, Unexplained infertility)  

 
“Interviewer: Why did you discontinue treatment in Ernakulam? 

Respondent: I already said this isn¶t, to go and come it was difficult since it will cost 

more. There are 3 doctors for each it is 500 rupees, so if we see one doctor we have 

to pay Rs500 and then to go to another room we have to go down and pay again 

Rs500 so one day if we have to see 3 doctors 1500 rupees will get over like that. 

Then medicines and all[...]” (Rekha, 26 years, PCOD)  

 
The treatment was also discontinued when the treating doctor was unsure of further 

management and reiterated this to the patients. In certain cases the doctor asked the 

patient to stop treatment as there were no further treatments available for them.  
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“If at least one sperm was there we could have done something, the doctor said to us, 

but all the sperms are ‘dead¶.” ( Alice, 38 years, Husband having azoospermia)  

“Then when we went again doctor told it is not possible, we do not have egg (ovum).” 

(Mini, 48 years, Fibroid uterus)  

 
“That doctor when she saw the report and all, she told that this was enough and she 

was not ready to do anything more, this is only enough even if we do this is only what 

you get. She said that only tablets is enough. The doctor was not ready to do again 

anything with us. Asked us to take tablets.” ( Rani, 42 years, Unexplained infertility)  

 
There was also lack of trust in the procedure being carried out in certain facilities and 

this resulted in the discontinuation of treatment in that facility.  

 
“So in between time like before the next visit or so in office like one lady had twins, it 

happened after treatment from Dr.V, like they stayed there for 10 months there and 

then they had baby (laughing)... I became depressed that time. My mother was also 

working in Secretariat and a lady working with her was telling… see the stories, don¶t 

go and give yourself to some doctor (valla doctor aduthonnum poyi 

thalavechukodukkallum). She is telling me, see that girl¶s husband had some problem 

so they told him that we will tell her that your wife is having the problem and we will 

make her understand and something like in vitro nobody will ever know and you only 

will know, so they became sad. So this lady is telling me like they are holding the baby 

and they went and stayed there for 10 months, I became very depressed in that so from 

there like for some time we were like no need to go for all these things.” (Elizabeth, 

62 years, Unexplained infertility)  

 
The change of treating doctor also caused the discontinuation of the treatment. This 

was due to the fear that they have to go through all the overwhelming investigations 

once again if another doctor was to be consulted.  
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“…that madam got transferred to some other place she was a very old madam then 

another doctor came so my husband was not interested in showing to that new doctor 

so he will not come so we left it and was not taking any medicines also […]. Madam 

was not well, so she stopped coming then another madam came. And then we were not 

interested to go since we had to do all the tests again from beginning so he said no 

need and so we did not go.” (Alice, 38 years, Husband having azoospermia)  

 
Unacceptability of certain treatment procedures like use of donor sperm also resulted 

in the discontinuation of treatment when these were suggested as the treatment option.  

 
“It is injecting other¶s sperm in our uterus, like that. We have to stay there. So my 

husband said we don¶t want. We did all the tests there.” (Ancy, 42 years, Husband 

having azoospermia) 

 
Some discontinued the treatment once all the investigations were exhausted. Financial 

constraint was also a major driving factor for discontinuation of treatment.  

 
“It used to take so much money we used to do daily wage and all the money was spend 

for this in hospitals and we felt fed up [she was repeatedly saying this] so much money 

we lost, all the money we were earning was spend. So husband told I don¶t know how 

long I will be healthy so no need if god gives let him give if not let it be” ( Alice, 38 

years, husband having azoospermia) 

  
The internal factors were the lack of hope, the discontinuation was triggered by the 

fact that there was no positive result by way of pregnancy even after rigorously 

following everything the doctor suggested.  

 
“When we went to xxx infertility clinic they told 3 lakhs when I talked to people there 

5 people will only get success out of 1000 and then if successful also getting a normal 

child is difficult and they may not use our sperm, even if they tell they will be using 

our sperm.” (Husband of Mini, 52 years, fibroid uterus ) 
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6.3 Discussion 

The findings here is in agreement with studies on infertility treatment seeking where 

multiple trajectories of care seeking was identified. The initiation of treatment seeking 

is driven by the recognition by the couples that there is a difficulty in getting pregnant, 

there is pressure from significant others and the desire to have a child. In case of 

infertility, recognising that one has fertility problems is the single most predictor for 

help-seeking (White et al. 2006a; White et al. 2006b). Once the individual or couple 

as a unit perceives that there is a µfeUWiliW\¶ problem, they identify the need for 

treatment, or think of other options, weighing the benefits and barriers attached to each 

of the options. Accordingly, the couple chose professional medical treatment, or may 

choose self-care or religious methods or alternate medical solutions. The type of 

facility is selected after deliberation with others. Women reported that they prefer to 

have female doctors over males as they feel more comfortable with them. The decision 

to initiate treatment is made jointly by the couples but the care seeking was not 

sustained by the couples as the number of years in treatment increased. This as reported 

by women was due to the hXVbandV¶ unwillingness to continue the treatment. 

  
There are different stages of treatment seeking which starts with the diagnostic work 

up and in this phase itself if the couples seem to be not satisfied with the process, they 

tend to change the place. They also reported that the diagnostic phase was distressing 

due to continuous testing, which affected them both physically and emotionally. They 

also tend to take break from treatment due to various reasons, the women also reported 

that such breaks were taken when their spouses backed out from treatment, or when 

they did not get the desired outcome. 

  
Multiple trajectories are adopted by couples in getting the desired outcome. These 

trajectories of care seeking are interrupted and continued at different stages depending 

on a number of factors. The treatment seeking takes multiple breaks and pauses, and 

these offer relief to the couples and enables them to replenish their resources, the 

emotional and physical stress of the treatment. In some cases, the couples abandon the 

treatment half way through without achieving desired results. They may do this due to 

financial constraints, lack of adequate information, unclear results or diagnosis and/or 
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the unsatisfactory way they are dealt with by the health professionals (Sundby 1997). 

In this study it was identified that the reasons for discontinuation were both internal 

factors and external factors. The internal factors were lack of hope in a positive result. 

The external factors included lack of trust in the treating facility, financial constraints, 

unacceptability in certain treatment procedures and docWoU¶V decision to stop treatment. 

  
Alternative methods like faith-based healing, folk medicines and other systems of 

medicine are also tried by the couples in the process as shown in figure 6.2. This has 

been demonstrated in studies done elsewhere, and it was reported that the infertile 

couples try many or few options that are available viz., medical help, alternative 

medicine, adoption, and fostering to exit their state of infertility (van Balen et al. 

1997). These choices are either made by the couple at different times depending on the 

stage they are in or they may try different options simultaneously (van Balen et al. 

1997). Trying multiple options for treatment or combining treatments by the couples 

or women of the infertile couple is also documented (Dhont et al. 2010).  
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Chapter 7 

Socio-demographic profile of the couples and the factors related to infertility  

and its treatment 

 
This chapter aims to examine the inequalities in the care seeking pathways by 

examining the various independent factors associated with the outcome variable, 

described as µpregnant/having child¶ status. The results of this chapter are based on the 

findings from the community-based survey done among 604 women in the three 

selected districts of Kerala viz., Thiruvananthapuram, Kottayam and Malappuram. 

The respondents for the community based survey were the women, who were 

interviewed to capture the care seeking pathway of the couples.  The spouses being 

referred to are the husbands of these women who were interviewed. 

  
The chapter is divided into five sections, section one presents the general profile of the 

respondents and their spouses across the three selected districts, section two and three 

explain the different factors related to infertility and its treatment viz., physiological 

factors and health systems factors respectively. Section four explains the outcome 

variable viz., pregnant or with child status. Section five examines the outcome i.e., 

probability of achieving pregnancy against different correlates.  

 
Section I: Profile of the respondents and their spouses across the three selected 

districts of Kerala 

This section includes the basic profile of the respondents and their spouses who were 

interviewed in the three districts. The sequence in which this findings are organised 

are as follows; the district wise distribution of the couples, followed by the socio-

demographic characteristics of the respondents and their spouses across the three 

selected district viz., age of the respondents and their spouses, duration of marriage up 

to the time of interview, education, occupation, religion, caste, socio-economic status 

and the marital status of the respondents and their spouses. In this and the subsequent 

sections, Thiruvananthapuram will be abbreviated as TVM, Kottayam as KTYM and 

Malappuram as MLP.  
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A total of 604 women were surveyed to elicit the treatment seeking pathways. Of these, 

196 (32.4%) women were interviewed in Thiruvananthapuram district, 201 (33.3%) 

women in Kottayam district and 207 (34.3%) in Malappuram district.  

 
Table 7.1: Distribution of couples who had sought treatment for infertility in the 
selected districts of Kerala 
District Couples 

                                  % 
Thiruvananthapuram (TVM) 32.4  

Kottayam (KTYM) 33.3  

Malappuram (MLP) 
Total 

34.3  
100.0 
(604) 

 
Of the total women interviewed, 304 (50.3%) were from rural areas and 300 (49.7%) 

were from urban areas. Of those from urban areas, 18 (3.0%) were from larger 

conglomerations called corporations, and 282 (46.7%) were from smaller urban 

settings that are called municipalities. 

  
7.1 Socio-demographic profile of the couples 

In general, this analysis includes 604 women from three districts of Kerala. However, 

one of the respondents was divorced at the time of interview and therefore, details of 

her ex-husband have not been included in the analysis for spouses. Hence, the sample 

size for spouses is only 603.  

 
7.1.1 Age of respondents and their spouses 

The mean age of respondents at the time of interview was 32.4 years (20-44 years) and 

the mean age of the spouses was 38.5 years (23-62 years).  

 
7.1.2 Duration of marriage 

The duration of the marriage of couples ranged from 13 months to 348 months (29 

years). It is important to note here that women with less than 12 months duration were 

excluded from the sample due to the inclusion criteria of married for at least 12 months.  

 
Majority of the couples had a marriage duration more than five years and up to 10 

years. In Thiruvananthapuram district 31 percent of the couples had a marriage 
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duration between 5-10 years, while in Kottayam it was 39 percent and 34 percent in 

Malappuram district. Nearly 14 percent of the couples in Malappuram were married 

for more than or equal to 20 years. In Thiruvananthapuram those having a marriage 

duration >=20 years was seven percent and in Kottayam district it was only 3.5 

percent.  

 
Table 7.2: Percentage distribution of couples by duration of marriage in the selected 
districts of Kerala 
Duration of 
marriage 

Couples 
% 

TVM KTYM MLP Total 
1-5 years 24.5  23.9 15.0  21.0 

5-10 years 31.1  38.8  34.3  34.8 

10-15 years 23.0  22.9  22.7  22.9 

15-20 years 14.3  10.9  14.5  13.2  

>=20 years 7.1             3.5  13.5  8.1  

Total 100.0  
(196) 

100.0  
(201) 

100.0  
(207) 

100.0  
(604) 

 
7.1.3 Waiting time to treatment 

The waiting time to treatment was calculated as the duration from marriage to the 

starting of treatment. It was computed by subtracting the date of marriage from the 

date of start of treatment. The duration ranged from one month to 182 months.  

 
Mean waiting time for starting treatment from the date of marriage was 24.9 months 

and the Standard Deviation (SD) was 19.1 months. The median waiting time for 

starting treatment was 19 months.  

 
A small proportion (7.0%) of the couples had initiated treatment in less than six months 

after the marriage, while a majority of the couples had initiated treatment at 12 months 

or more, while 37 percent initiated the treatment at 24 months and more. In 

Malappuram and Thiruvananthapuram, majority of the couples (~ 40.0%) had started 

treatment at >=24 months, and this could be due to the greater number of overseas 

workers in these two districts (Table 7.6).  
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Table 7.3: Distribution of the waiting time to staring treatment among the couples with 
infertility in the selected districts of Kerala 
Duration from date 
of marriage to 
starting treatment 

Couples 
% 

TVM KTYM MLP Total 

  <6 months 5.6 7.0 6.8 6.5 

6-12 months 20.4 17.4 11.6 16.4 

12-24 months 28.6 44.8 33.3 35.6 

24-60months 39.3 29.8 41.5 36.9 

>=60 months 6.1 1.0 6.8 4.6 

Total  100.0  
(196) 

100.0  
(201) 

100.0  
(207) 

100.0  
(604) 

 
7.1.4 Education of couples 

Among the respondents, nearly 40 percent had high school education, and a little more 

than one fourth had higher secondary education. Thirty percent of the respondents had 

been educated beyond diploma level. A miniscule proportion of the sample, only 3.6 

percent had education up to seventh standard and two were illiterate (0.3%).  

 
Majority of the spouses were educated up to high school (54.6%), and 16.1 percent 

were educated up to higher secondary level. A little less than one fifth of the spouses 

had education up to diploma and above. While seven were illiterate (1.2%), 10.1 

percent were educated up to seventh standard. While examining the variation in 

educational levels across districts, Kottayam had distinctly higher levels of education, 

followed by Thiruvananthapuram. Malappuram had the least levels of education for 

both the respondents and their partners.  
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Table 7.4: Percentage distribution of respondents and their spouses by educational 
levels across selected districts of Kerala. 

Education 

Respondents  
% 

Spouses 
% 

TVM KTYM MLP Total TVM KTYM MLP Total 

Illiterate  0.0  0.5 0.5 0.3 0 0.5 2.9 1.2 

Up to 7th 
standard 

3.6 1.5  5.8 3.6 7.7 5.5 16.9 10.1 

Highschool 
8th-10th  

34.2  33.8  49.7 39.4 49.2 49.2 64.7 54.6 

Higher 
secondary 
(11th-12th)  

 27.0  21.9   29.5 26.2 20.5 17.9 10.1 16.1 

Diploma 5.6 10.9  3.4 6.6 6.7 9.0 1.5 5.6 

Graduate 22.5  22.4  9.7 18.1 13.3 12.4 3.4 9.6 

PG and 
above 

 7.1  9.0  1.4 5.8 2.6 5.5 0.5 2.8 

Total 100.0 
(196) 

100.0 
(201) 

100.0 
(207) 

100.0 
(604) 

100.0 
(195) 

100.0 
(201) 

100.0 
(207) 

100.0 
(603) 

 
The educational levels of the couple as a unit is given in table 7.5, if the respondent 

and her spouse had the same level of education, then it is categorised as equal level of 

education. If the respondent had more education than her spouse, then it is categorised 

separately and if the respondent had less education than her spouse then it is grouped 

as a third category. This form of categorisation hopefully would indicate the joint 

function of education of the partners. More than 45 percent of the respondents had 

more education than their spouse. A little more than two-fifth of the respondents and 

their spouses had same education, while only 10.8 percent had lesser education than 

their spouse. This pattern is similar across Thiruvananthapuram and Kottayam where 

about 45 percent of the respondents had educational levels greater than that of their 

spouses while in Malappuram, this was almost 50 percent.  
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Table 7.5: Percentage distribution of couples by the joint educational levels across 
selected districts of Kerala 

Education 

Couples  
% 

TVM KTYM MLP Total 

Education of respondent = 
Education of spouse 

41.3 42.8 43.5 42.5 

Education of respondent > 
Education of spouse 

44.9 45.3 49.7 46.7 

Education of respondent < 
Education of spouse 

13.8 11.9  6.8 10.8 

Total 100.0  
(196) 

100.0  
(201) 

100.0  
(207) 

100.0  
(604) 

 
7.1.5 Occupation of respondents and their spouses 

Majority of the respondents were unemployed, and if at all employed, they were either 

salaried/self-employed (11.6%) or unskilled daily wage labourers (2.0%). While a 

little more than 50 percent of the spouses were unskilled daily wage earners (54.6%), 

less than one fourth of the spouses were either salaried employees or self-employed. 

Overseas workers contributed to 12.8 percent of the total among the spouses, which is 

about one in eight of the spouses.  
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Table 7.6: Percentage distribution of respondents and their spouses by occupation in 
selected districts of Kerala 

Occupation 

Respondents  
% 

Spouses  
% 

TVM KTYM MLP Total TVM KTYM MLP Total 

No job/ 
Unemployed 

 83.7 77.6 89.9 83.8 1.5 1.5 3.9 2.3 

Unskilled-
daily wage 

2.0 2.0 1.9 2.0 46.2 56.7 60.4 54.6 

Skilled-
Daily wage 

1.0 1.5 0.5 0.9  5.6  2.0 0.9 2.8 

Salaried or 
self-
employed 

11.3 16.4 7.2 11.6 19.0 33.3 15.5 22.5 

Government 2.1 2.5 0.5 1.7 7.7 5.5 1.9 5.0 

Overseas  - - - - 20.0 1.0 17.4 12.8 

Total 100.0  
(196) 

100.0  
(201) 

100.0  
(207) 

100.0  
(604) 

100.0 
(195) 

100.0 
(201) 

100.0 
(207) 

100.0 
(603) 

 
Viewing the joint employment status of the couple is relevant to determining their 

financial ability and time availability for care seeking. Employment status of the 

couple was categorised into four groups, both employed, both not employed, 

respondent employed but spouse not employed, respondent not employed but spouse 

employed. More than 80 of the respondents were not employed while their spouses 

were. This proportion was highest in Malappuram (86.4%), followed by 

Thiruvananthapuram (83.2%) and Kottayam (76.6%). Both the respondent and spouse 

were employed for 15.4 percent of those in the sample. Kottayam district has the 

highest proportion (~22.0%) of both employed, while in Thiruvananthapuram around 

14.8 percent of the couples were employed and Malappuram has the least (9.7%) 

among the three districts. Only a very small proportion had both not employed (1.7%) 

or with respondent employed while the spouse was not employed (0.8%).  
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Table 7.7: Percentage distribution of couples by the joint occupational status across 
selected districts of Kerala  

Employment status of 
the couple 

Couples 
% 

TVM KTYM MLP Total 

Both not employed 0.5 1.0 3.4 1.7 

Respondent not 
employed but spouse 
employed 

83.2 76.6 86.4 82.1 

Respondent employed 
but spouse not employed 

1.5 0.5 0.5 0.8 

Both employed 14.8 21.9 9.7 15.4 

Total 100.0  
(196) 

100.0  
(201) 

100.0  
(207) 

100.0  
(604) 

 
7.1.6 Religion of respondents and their spouses 

Approximately 50 percent of the respondents were Hindus (49.3%), while 33.6 percent 

were Muslims and less than one fifth were Christians (17.1%). The highest percentage 

of Hindus were from Thiruvananthapuram district, Muslims constituted the highest 

percentage in Malappuram and Christians dominated in Kottayam district.  

 
Table 7.8: Percentage distribution of respondents and their spouses by religion in 
selected districts of Kerala 

Religion 
Respondents  

% 
Spouses 

% 
TVM KTYM MLP Total TVM KTYM MLP Total 

Hindu 59.2 55.2 34.3 49.3       58.5 55.7 34.3 49.2 
Muslim 24.0 11.0 64.7 33.6         24.4 10.8 64.7 33.7 
Christian 16.8 33.8 1.0 17.1          17.1 33.5 1.0 17.1 
Total 100.0  

(196) 
100.0  
(201) 

100.0  
(207) 

100.0  
(604) 

100.0 
(195) 

100.0 
(201) 

100.0 
(207) 

100.0 
(603) 

 
7.1.7 Caste of respondents and their spouses 

Majority of the respondents and their spouses belonged to other backward caste 

category. The percentage of respondents belonging to Scheduled Caste (SC) category 

and general category were more or less the same. Nearly one percent of the 

respondents and their spouses belonged to scheduled tribes. The percentage of 
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scheduled tribe respondents/spouses was higher in Kottayam district when compared 

to Thiruvananthapuram or Malappuram districts.  

 
Table 7.9: Percentage distribution of respondents and their spouses by caste in 
selected districts of Kerala  

Caste 
Respondents  

% 
Spouses  

% 
TVM KTYM MLP Total TVM KTYM MLP Total 

General  15.3 30.4 1.9 15.7 14.9 29.9 1.9 15.4 

OBC 69.9 53.7 83.6 69.2 69.7 53.2 83.6 69.0 

SC 14.8 12.9 14.5 14.1 15.4 13.4 14.5 14.4 

ST 0.0 3.0 0.0 1.0 0.0 3.5 0.0 1.2 

Total 100.0  
(196) 

100.0  
(201) 

100.0  
(207) 

100.0  
(604) 

100.0 
(195) 

100.0 
(201) 

100.0 
(207) 

100.0 
(603) 

 
7.1.8 Socio-economic status of couples 

The socio-economic status was captured using a set of eight variables viz., house 

ownership, house having air conditioner (AC), car ownership, flooring of the house, 

roofing of the house, cooking fuel, compound wall and gate. The house ownership had 

four categories (rented=0, owned by husband and others=1, joint ownership=2, self-

ownership=3), flooring of the house (mud/clay/sand or cement=0, tiles=1, 

marble/granite/wood=2) and roofing of the house (thatched/plastic=0, tiles=1, 

concrete=2) had three categories. House having AC, car ownership, compound wall 

and gate had two categories each (no=0, yes=1). Cooking fuel also had two categories 

(wood=0, electricity/LPG, biogas=1). These categories are hierarchically arranged so 

that the higher value indicates a better status. 

 
The socio-economic score was calculated by adding the score for all the eight items 

for each individual. The theoretical score ranged from 0-12. The observed score ranged 

from 0-10. The score was categorised as low SES [0-3), middle SES [3-6), upper 

middle SES [6-9), high SES [9,10].  

 
Majority of the couples were in the middle SES across all the three districts. The 

percentage of couples in the low SES category was highest in Kottayam, while all the 

three districts had almost equal proportions (~6.0%) belonging to high SES. The 
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percentage belonging to middle SES and upper middle SES was highest in 

Malappuram, and Thiruvananthapuram respectively.  

 
In Thiruvananthapuram district, a little more than fifty percent belonged to middle SES 

category, while in Malappuram it was almost 62 percent and in Kottayam only 46.3 

percent were in middle SES category. In Thiruvananthapuram while 31 percent were 

in upper middle SES, a little more than half of that percent belonged to upper middle 

SES in Kottayam and Malappuram (~16-17%). In Kottayam district the low SES 

category was 30.8 percent while in Malappuram it was 15.9 percent and 12.3 percent 

belonged to low SES in Thiruvananthapuram.  

 
Table 7.10: Percentage distribution of couples by socio-economic status in the selected 
districts of Kerala 

SES 
Couples 

% 
TVM KTYM MLP Total 

Low 12.3 30.8 15.9 19.7 

Middle  51.5 46.3 61.9 53.3 

Upper middle 30.6 16.9 16.4 21.2 

High  5.6 6.0 5.8 5.8 

Total 100.0  
(196) 

100.0  
(201) 

100.0  
(207) 

100.0  
(604) 

 
7.1.9 Marital status of respondents and their spouses 

More than 95 percent of the respondents had been married only once (96.9%) at the 

time of interview. However, a slightly lesser percentage of the spouses had been 

married only once (93.4%). Slightly more than twice the percentage of spouses had 

been married more than once when compared to the respondents (6.6% vs 3.1%). Out 

of 40 spouses who had been married two or more times at the time of interview, 39 of 

them had second marriage and one had third marriage at the time of interview.  
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Table 7.11: Percentage distribution of respondents and their spouses by marital status 
at the time of interview in the selected districts of Kerala 
Marital 
status at the 
time of 
interview 

Respondents 
% 

Spouses 
% 

TVM KTYM MLP Total TVM KTYM MLP Total 

First marriage 98.0 97.5 95.2 96.9 95.4 98.0 87.0 93.4 

Second 
marriage/more 

2.0 2.5 4.8 3.1 4.6 2.0 13.0 6.6 

Total 100.0  
(196) 

100.0  
(201) 

100.0  
(207) 

100.0  
(604) 

100.0 
(196) 

100.0 
(201) 

100.0 
(207) 

100.0 
(604) 

 
Malappuram district had a higher proportion of spouses having been married two or 

more times when compared to the respondents. Here, when compared to the 

respondents, twice the percentage of spouses had been married more than once (13.0% 

vs 4.8%). This pattern is repeated in Thiruvananthapuram district with 9 (4.6%) of the 

spouses being married more than once when compared to the respondents (2.0%). It 

was Kottayam that a higher percentage of respondents (2.5%) who had been married 

more than once when compared to the spouses (2.0%).  

 
Section II: Physiological factors related to infertility and its treatment 

In this section, the physiological factors related to infertility and its treatment are 

examined. This includes the age of the respondent at the start of treatment and at 

pregnancy, family history of infertility, type of infertility diagnosed in the couples, and 

the history of reproductive impairment in the women prior to marriage. 

 
7.2 Age at start of the treatment 

The age of the respondents at the time of starting treatment was calculated using the 

current age, date of interview and the start date of treatment. The exact method of 

computation of the age is described in the appendix A18. The ages of the respondents 

at the time of starting treatment ranged from 14 years to 41 years. Mean age of the 

respondents at the time of starting treatment was 24.6 years, with a SD of 4.6 years. 

The median age of the respondents at the start of the treatment was 24 years.  
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Table 7.12: Percentage distribution of the age of respondents at the time of starting 
the treatment in the selected districts of Kerala 
Age of the respondent at the time of starting treatment Respondents 

 % 
<20 years 10.6 

20-25 years 43.7 

25-30 years 30.3 

30-35 years 12.3 

>=35 years 3.1 

Total  100.0 
(604) 

 
7.3 Age of respondent at pregnancy 

Age at the time of pregnancy was computed based on the available information on age 

of the respondent at the time of interview, date of interview, date of starting the 

treatment for each respondent and the total duration of treatment for infertility till 

pregnancy. The exact method of computation of the age is described in the appendix 

A19.  

 
The age of the respondents at the time of pregnancy ranged from 17 years to 42 years, 

with the mean age at pregnancy of 27.7 years. The median age at pregnancy was 27 

years.  

 
7.4 Family history of infertility 

The family history of infertility was elicited using details of siblings of the respondent 

or the spouse who were childless at the time of interview after at least one year of 

marriage and/or if they had history of treatment sought for infertility. Among the 

respondents 257 reported siblings without child or with history of infertility treatment 

or both and among the spouses of the respondents, 314 had siblings without child or 

with history of infertility treatment or both. Slightly more than one out of ten of the 

women (11.9%) reported that they had siblings with infertility problems and 102 

(16.9%) reported that their siblings had a history of seeking treatment for infertility. 

The extent of childlessness after one \eaU of maUUiage amongVW VpoXVeV¶ ViblingV ZaV 

13.7 peUcenW (83 peUVonV) and aboXW one fifWh of Whe VpoXVeV¶ ViblingV (20.5%) had a 

history of seeking treatment for infertility. The respondents who had a sibling with 
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either childlessness or history of treatment was 13.7 percent, and that of the spouse 

was 17.7 percent.  

 
Table 7.13: Percentage distribution of respondents and WheiU VpoXVeV¶ famil\ hiVWoU\ of 
infertility, Kerala 
Family history of infertility  Respondents # 

% 
Spouses# 

% 
Siblings without child after at least 
one year of marriage 

11.9 13.7 

Siblings with history of infertility 
treatment 

16.9 20.5 

Siblings without child or history of 
treatment 

13.7 17.7 

Total  100.0 
(604) 

100.0 
(604) 

# This computation includes those who could not report on the status of siblings and therefor the column 
percentages will not add to 100. 
 
Of those respondents who reported that their siblings were childless, a little more than 

half of the siblings were sisters (52.8%) and one fourth were brothers (23.6%). Two 

of them reported that both brother and sister did not have a child, and the rest reported 

that their siblings were not having children, their spouses were reported to have 

fertility impairing conditions. Those who reported that their spouVeV¶ ViblingV did noW 

haYe a child, moUe Whan half UepoUWed WhaW Whe VpoXVe¶V bUoWheU ZaV Whe one noW haYing 

a child (56.7%), while 30.1% reported it was the sister of the spouse who did not have 

a child. Seven out of them reported that both the brother and sister of the spouse did 

noW haYe childUen. FoXU UepoUWed WhaW WheiU VpoXVe¶V ViblingV did noW haYe childUen bXW 

Whe condiWion impaiUing infeUWiliW\ ZaV WhaW of WheiU VpoXVeV¶. 
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Table 7.14: Percentage distribution of the nature of sibling relationship indicative of 
family history of infertility for respondents and their spouses, Kerala  
Relation of the sibling  Respondents 

% 
Spouses 

% 
Sister 52.8 30.1 

Brother 23.6 56.7 
Both sister and brother 2.8 8.4 
Sister has no child, but reproductive impairment 
for brother in law 

8.3 1.2 

Brother has no child, but reproductive 
impairment for sister in law 

8.3 3.6 

Both the siblings do not have child but their 
spouses have reproductive impairment 

4.2 0.0 

Total 100.0 
(72) 

100.0 
(83) 

 
A person is said to have a family history of infertility if either the respondent or their 

partner has a sibling with infertility or history of treatment taken for infertility. 

Majority of the respondents and their spouses did not have a family history of 

infertility, while 17.7 percent of the spouses had a history of infertility, 13.5 percent 

of the respondents themselves had family history of infertility.  

 
Table 7.15: Percentage distribution of couples by the potential source of family history 
of infertility, Kerala 
Family history of infertility for Couples 

% 
Respondent  13.7 

Spouse 17.7 

Both 5.8 
None 62.8 

Total 100.0 
(604) 

 
7.5 Diagnosis of infertility  

The type of infertility causing difficulty in pregnancy was identified by asking the 

respondent to report on the reason for infertility. Most of this was through self-reports 

and in some cases confirmed with the medical reports. Male factor infertility alone 

contributed to 35.4 percent of the cases. One fourth of them was due to female factor 

only (26.7%). Both male and female factor contributed to 13.2 percent of the infertility 
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among the couples. One fifth of them reported unexplained infertility and 4.5 percent 

reported they were not yet diagnosed at the time of interview. 

 
Table 7.16: Percentage distribution of couples by type of infertility, Kerala  

Type of infertility Couples 
% 

Male factor 35.4 

Female factor 26.7 

Both male and female factor 13.2 

Unexplained 20.2 

Others, not diagnosed 4.5 

Total  100.0 
(604) 

 
Among those with male infertility, oligospermia was the major complaint that was 

reported by the participants, followed by azoospermia (not shown in table). With 

respect to female factor infertility, PCOD was reported to be the major contributor 

followed by endocrine problems and tubal factors.  

 
7.6 Women¶V hiVWor\ of reprodXcWion impairing condiWionV prior Wo marriage 

Approximately one fourth (23.3%) of the women reported that they had some form of 

reproductive problem prior to marriage, while 76.7 percent reported they did not have 

any reproductive problems prior to marriage. Among those who reported problems, 3 

(2.1%) each reported had dysmenorrhea (painful menstrual bleeding) or menorrhagia 

(heavy menstrual bleeding). Thyroid related problems were reported by 9 (6.4%) 

respondents while thyroid with irregular menstrual cycle was reported by 2 (1.4%). 

Irregular menstrual cycle alone was reported by 120 out of 141 women (85.2%) who 

reported having reproduction impairing conditions prior to marriage. One of them 

reported late menarche and the menstrual cycle for her was induced by medicines, one 

reported having uterine fibroids or cyst and two reported having PCOD. 
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Table 7.17: Percentage distribution of respondents who reported reproductive 
problems before marriage by type of problem, Kerala 
Reproductive problem affecting fertility prior 
to marriage 

Respondents 
% 

Dysmenorrhea 2.1 

Menorrhagia 2.1 

Thyroid 6.4 

Irregular menstrual cycle 85.2 

Thyroid and Irregular cycle 1.4 

Late menarche-induced with medicines 0.7 

Uterine fibroids or cysts 0.7 

PCOD 1.4 

Total  100.0 
(141) 

 
Section III: Health system factors related to infertility and its treatment 

In this section the health system factors are examined vis-à-vis infertility and its 

treatment. It includes the number and the types of centres visited by the couples during 

their entire treatment duration, the current status of the treatment of those who reported 

not having a child/pregnant at the time of interview and the type of treatment used by 

those who reported having a child/pregnant at the time of interview to achieve this 

status. This gives a summary of the care seeking of couples and the various type of 

methods employed by them to resolve infertility. It helps in further identifying the 

health system factors responsible for seeking care, and achieving the outcomes and 

also explains what were the factors hindering the achievement of the outcome. 

 
7.7 Number of centres visited during the entire treatment duration 

The total number of centres visited by the respondents is given in table 7.18. Nearly 

80 percent of them had visited at least two centres, and 60 percent visited at least three 

centres. At least four centres were visited by two fifth of the respondents and less than 

one fourth visited at least five centres. Just about 81 out of the 604 (13.4%) visited at 

least 6 centres or more for infertility care.  
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Table 7.18: Percentage distribution of couples by the least number of centres visited 
during the treatment duration, Kerala 
Number of centres visited Couples 

% 
At least 1 604 (100.0) 
At least 2 493 (81.6) 
At least 3 366 (60.6) 
At least 4 249 (41.2) 
At least 5 143 (23.7) 
At least 6 81 (13.4) 
At least 7 45 (7.5) 
At least 8 22 (3.6) 
At least 9 8 (1.3) 
At least 10 5 (0.8) 
At least 11 1 (0.2) 

 
7.8 Type of centres visited during the treatment period 

The respondents reported the various types of centres they had visited for seeking care 

for infertility. Allopathy, Ayurveda, Homeopathy, alternative methods like folk 

medicines, faith-based approaches for resolving infertility had been used by way of 

treatment. Majority of the respondents had used only allopathy (53.0%). An equal 

proportion (13.7%) of them had combined Ayurveda or Homeopathy with the 

Allopathy treatment. Four of them used only Ayurveda and one used only 

Homeopathy, while one respondent used both Homeopathy and Ayurveda for 

treatment. All three of these were used by 7.5 percent of the respondents during their 

treatment for infertility.  

 
FoU pXUpoVeV of WhiV anal\ViV, µalWeUnaWe meWhodV¶ inclXded Unani (heUe noW Whe oWheU 

V\VWem of medicine bXW XnqXalified healeUV pUacWicing XndeU WhaW label), µa\XUYedic¶ 

powders supplied by different not appropriately qualified persons, traditional or folk 

medicines, temple rituals and faith-based approaches for resolving infertility. Most of 

these were used in combination with more formal forms of medicine to treat infertility.  
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µAlWeUnaWe meWhodV¶ ZeUe used along with Allopathy by 7.5 percent of the participants. 

Allopathy, Homeopathy and alternate methods was used by 2.5 percent of the 

participants, while Allopathy, Ayurveda and alternate methods was tried by four 

couples. Two of the couples had used all of these viz., Allopathy, Ayurveda, 

Homeopathy and alternate methods. 

  
Table 7.19: Percentage distribution of couples by the type and combination of centres 
used for resolving infertility, Kerala 
Type of centre used for treatment Couples 

% 
Allopathy only 53.0 

Ayurveda only 0.7 

Homeopathy only 0.2 

Allopathy and Ayurveda 13.7 

Allopathy and Homeopathy 13.7 

Allopathy, Ayurveda and Homeopathy 7.5 

Homeopathy and Ayurveda 0.2 

Allopathy, Homeopathy and Alternate methods 2.5 

Allopathy and Alternate methods 7.5 

Allopathy, Ayurveda and Alternate methods 0.7 

Allopathy, Ayurveda, Homeopathy and Alternate methods 0.3 

Total 100.0 
(604) 

 
7.9 Treatment status at the time of interview 

Those respondents who reported not having a child or being pregnant at the time of 

interview were asked about their current status of treatment. There were 457 couples 

who did not have a child at the time of interview and were in different stages of the 

treatment trajectory. Out of these 457 respondents, 35.9 percent were continuing 

treatment and 36.8 percent were taking a break from treatment. Nearly one-fourth of 

them (24.1%) reported they had stopped all the treatment, while 2.6 percent said they 

were not taking treatment since their treating doctor had asked them to wait. One of 

them reported that their spouse was unwilling to continue the treatment and two 

reported they were trying religious approaches and hence were not on modern 

medicine treatment at the time of interview.  
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Table 7.20: Percentage distribution of couples who had no children and were not 
pregnant at the time of interview by treatment status, Kerala 

Treatment status Couples 
% 

Break from treatment 36.8 

Continuing treatment 35.9 

Stopped treatment 24.1 

Currently no treatment since doctor asked to wait 2.6 

Partner unwilling to continue treatment 0.2 

Faith based approaches to resolving infertility 0.4 

Total  100.0  
(457)  

 
7.10 Treatment through which pregnancy was achieved 

In all, 147 out of the 604 couples achieved pregnancy through the various treatments 

or other means. Nearly fifty percent of couples conceived normally after ovulation 

induction for the women or treatment for the spouse. One fourth of the pregnancies 

happened when the respondent or spouse had stopped taking medicines either by way 

of completely abandoning the treatment or while taking a break between treatment 

episodes. Assisted reproduction helped 15.6 percent of the respondents to achieve 

pregnancy either via IUI, Artificial Insemination with Donor Sperm (AID), or 

IVF/ICSI. A small proportion (8.8%) also reported they got pregnant via other forms 

of treatment.  

 
Table 7.21: Percentage distribution of the couples who achieved pregnancy status by 
means through which it was achieved, Kerala 
Treatment through which the child was born  Couples 

% 
After stopping all treatment, including during the break                              25.9 

Normally conceived after OI, partner undergoing treatment                             49.7  

ART- IUI, AID, IVF/ICSI  15.6*  

while on other treatment including Ayurveda, Homeopathy 
or alternate methods 

                             8.8 

Total                           100.0  
(147) 

*15(65.2%) couples achieved pregnancy via IUI and 8(34.8%) achieved pregnancy via IVF 
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Section IV: Outcome variable - achieving pregnancy 

The outcome variable for the study was defined as the achievement of pregnancy by 

the respondents. At the time of interview, 147 (24.3%) were either pregnant or were 

having a child and 457 (75.7%) were not pregnant or not having a child.  

 
The district wise pregnancy status/with child status at the time of interview is given in 

table 7.22. In Malappuram district more than 80 percent did not have child or were not 

pregnant at the time of interview, while in Kottayam and Thiruvananthapuram districts 

the proportion who did not have a child or were pregnant was approximately 71 

percent. Kottayam district and Thiruvananthapuram district had nearly 29 percent of 

the couples who had achieved pregnancy or were with child at the time of interview. 

The percentage of couples who achieved pregnancy or with child status in 

Malappuram was about half of that of couples in the other two districts.  

 
Table 7.22: Percentage distribution of  couples who achieved pregnancy or with child 
status by districts, Kerala  

Achieved 
pregnancy or with 
child status 

Couples 
% 

TVM KTYM MLP Total 

Yes  28.1 29.4 15.9 24.3 

No  71.9 70.6 84.1 75.7 

Total 100.0  
(196) 

100.0  
(201) 

100.0  
(207) 

100.0  
(604) 

 
Section V: Pregnancy status and characteristics of couples 

The proportion of women who got pregnant by their characteristics will be explained 

under three different categories, viz., with the socio-demographic factors, 

physiological factors, and the health system factors.  

 
7.11 Association of pregnancy status and socio-demographic characteristics 

The proportion who got pregnant with the duration of the marriage, education of the 

couple, employment status of the couple, religion of the couple and the SES of the 

couple is explained in this section. Chi-square tests were done for examining 

associations, if any between the selected socio-demographic variables and the outcome 

i.e., achieving pregnancy.  
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7.11.1 Duration of marriage 

The proportion who got pregnant was high among those who had a marriage duration 

of 10 to 15 years. When the duration of marriage was less than five years, the 

proportion getting pregnant was 16 percent while this proportion increased to 27 

percent as the duration of marriage increased to 5 -10 years. The maximum proportion 

who got pregnant was observed in the marriage duration between 10 to 15 years 

(31.0%). As the duration increases to more than 15 years, there is a decline in the 

proportion who get pregnant. This proportion declines further when the duration of 

marriage is more than 20 years.  

 
Table 7.23: Proportion of couples who got pregnant /with child status by duration of 
marriage, Kerala 

Duration of 
marriage 
(in years) 

Total Couples Couples having 
child/ pregnant 

 

Proportion 
of couples 

who got 
pregnant 

p 
value 

Frequency % 
 

Frequency % 
 

1-5 years 143 23.7 24 16.3 0.16 0.06 

5- 10 years 207 34.3 56 38.1 0.27 

10- 15 years 136 22.5 42 28.6 0.31 

15-20 years 78 12.9 17 11.6 0.22 

20+ years 40 6.6) 8 5.4 0.20 

Total  604 100.0  147 100.0  0.24  

 
7.11.2 Education of couples 

The proportion who got pregnant was slightly higher when the education of the 

respondent was higher than the education of the spouse. The proportion who got 

pregnant was almost same when both the respondent and spouse had same level of 

education or when the education of the spouse was more than the respondent. No 

significant association was found between the education of the couple and the 

achievement of pregnancy. 

  
 
 



 

 158 

Table 7.24: Proportion of couples who got pregnant /with child status by the joint 
education status of couples, Kerala 

Education of the 
couple 

Total Couples Couples having 
child/ pregnant 

 

Proportion 
of couples 
who got 
pregnant 

p 
value 

Frequency % 
 

Frequency % 

Education of 
respondent= 
Education of 
spouse 

257 42.5 58 39.5 0.23 0.47 

 
Education of 
respondent> 
Education of 
spouse 

 
282 

 
46.7 

 
75 

 
51.0 

 
0.27 

 
Education of 
respondent< 
Education of 
spouse 

 
65 

 
10.8 

 
14 

 
9.5 

 
0.22 

 
Total 

 
604 

 
100.0 

 
147 

 
100.0 

 
0.24 

 
 

 
7.11.3 Employment status of couples 

The proportion of couples who got pregnant was observed to be higher when the 

respondent was not employed but spouse was employed. This proportion was lower 

when both were employed compared to when both were not employed. But the 

number of couples in the both not employed category is very less and hence the high 

proportion may not be truly reflective of the actual association.  
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Table 7.25: Proportion of couples who got pregnant /with child status by joint 
occupational status of couples, Kerala 

Employment 
status of the 
couple 

Total Couples Couples having 
child/pregnant 

Proportion 
of couples 

who got 
pregnant 

p 
value# 

Frequency % 
 

Frequency % 
 

Both not 
employed 
 

10 1.7 3 2.0 0.3 0.01 

Respondent 
not employed 
but spouse  
employed 
 

496 82.1 126 85.7 0.25 

Respondent  
employed but 
spouse not 
employed 
 

5 0.8 0 0.0 0 

Both 
employed 
 

93 15.4 18 12.) 0.19 

Total 604 100.0 147 100.0 0.24  
 #chi square test was done for three groups by merging two and three to form either of them employed 

 
7.11.4 Religion of couples 

Couples who belonged to the Muslim religious persuasion had a relatively lower 

proportion who got pregnant compared to those belonging to other religious 

persuasions viz., Hinduism and Christianity. There was no association with religion 

and achieving pregnancy among the couples who had used infertility treatments. 

 
Table 7.26: Proportion of couples who got pregnant /with child status by religion of 
couples, Kerala 

Religion of 
the couple 

Total Couples Couples having 
child/pregnant 

Proportion 
of couples 

who got 
pregnant 

p 
value 

Frequency % 
 

Frequency % 
 

Hindu 298 49.3 76 51.7 0.26 0.12 

Muslim 203 33.6 40 27.2 0.20 

Christian 103 17.1 31 21.1 0.30 

Total 604 100.0 147 100.0 0.24  
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7.11.5 Socioeconomic status of couples 

The proportion of couples who got pregnant or with child status was higher among the 

upper middle SES group compared to other groups and the lowest among the middle 

SES group. Socio-economic status was found to be significantly associated with 

achieving pregnancy.  

 
Table 7.27: Proportion of couples who got pregnant /with child status by socio-
economic status of the couples, Kerala 

SES status 
(SES score) 

Total Couples Couples having 
child/pregnant 

Proportion 
of couples 

who got 
pregnant 

p 
value 

 Frequency % 
 

Frequency % 
 

Low (0-3) 119 19.7 28 19.1 0.24 0.01 
Middle (3-6) 322 53.3 66 44.9 0.20 
Upper middle 
(6-9) 

128 21.2 45 30.6 0.35 

High (>=9) 35 5.8 8 5.4 0.23 
Total 604 100.0 147 100.0 0.24  

 
7.12 Association of pregnancy status and selected physiological characteristics 

Among all the physiological characteristics, family history of infertility, and type of 

infertility experienced by the couple were examined for associations with achieving 

pregnancy status. 

 
7.12.1 Age at start of treatment 

The proportion of women who achieved pregnancy was high among those who started 

treatment before 30 years of age. This proportion decreased as the age of initiating 

treatment increased above 30 years. The age of initiating treatment was found to be 

significantly associated with achieving pregnancy. 
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Table 7.28: Proportion of couples who got pregnant /with child status by age at start 
of treatment of the respondents, Kerala 
Age of the 
respondent 
at the time 
of starting 
treatment 

Total respondents Couples having 
child/pregnant 

Proportion 
of couples 

who got 
pregnant 

p 
value# 

Frequency % 
 

Frequency % 
 

<20 years 64 10.6 21 14.3 0.33 0.04 

20-25 years 264 43.7 57 38.8 0.26 

25-30 years 183 30.3 53 36.1 0.29 

30-35 years 74 12.3 13 8.8 0.18 

>=35 years 19 3.1 3 2.0 0.16 

Total 604 100.0 147 100.0 0.24  
# chi-square test done for four categories of age of the respondents at the start of the treatment by 
combining 30-35 years and >=35 as >=30 years 

 
7.12.2 Family history of infertility 

The proportion of couples who got pregnant or with child status was low if both the 

respondent and their spouse had a family history of infertility. The proportion 

achieving pregnancy was almost the same if the spouse alone had a family history or 

no one had any family history of infertility. The proportion who achieved pregnancy 

or with child status was relatively higher when the respondent alone had any family 

history of infertility. 

  
Table 7.29: Proportion of couples who got pregnant /with child status by family history 
of infertility of the couples, Kerala 
Family 
history of 
infertility 
for: 

Total Couples Couples having 
child/pregnant 

Proportion 
of couples 

who got 
pregnant 

p 
value# 

Frequency % 
 

Frequency % 
 

Woman 83 13.7 25 17.0 0.30 0.80 

Spouse 107 17.7 25 17.0 0.23 

Both  35 5.8 3 2.0 0.09 

None 379 62.8 94 64.0 0.25 

Total 604 100.0 147 100.0 0.24  
# chi-square test done for two categories, family history of infertility and no family history for 
infertility 
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7.12.3 Type of infertility experienced by couples 

The proportion who got pregnant was high when the infertility was reported to be due 

to female factor and it was lowest when the contributing factor for infertility was 

reported as both male and female factor infertility. Male factor alone also had a lower 

probability of achieving pregnancy when compared to others. The type of infertility 

experienced by the couple was significantly associated with achieving pregnant status.  

 
Table 7.30: Proportion of couples who got pregnant /with child status by the type of 
infertility experienced by the couples, Kerala 

Diagnosis 

Total Couples Couples having 
child/pregnant 

Proportion 
of couples 

who got 
pregnant 

p 
value 

Frequency % 
 

Frequency % 
 

Male factor 214 35.4 45 30.6 0.21 0.03 

Female 
factor 

161 26.7 53 36.1 0.33 

Both 80 13.2 15 10.2 0.19 

Unexplained 149 24.7 34 23.1 0.23 

Total 604 100.0 147 100.0 0.24  

 
7.13 Association of pregnancy status with health system factors  

The health system factors viz., type of centre used by the couples was examined for 

associations if any, with achieving pregnancy.  

 
7.13.1 Type of centres 

The type of centre was divided into only Allopathy and Allopathy along with other 

treatments or other treatments alone. The proportion of couples who got pregnant or 

with child status was higher if they used allopathy compared to those who have used 

other methods alone or in combination with allopathy. There was significant 

association between the type of centre used by the couple and the outcome.  
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Table 7.31: Proportion of couples who got pregnant /with child status by type of 
centres used by the couple, Kerala 

Type of 
centres 

Total Couples Couples having 
child/pregnant 

Proportion 
of couples 

who got 
pregnant 

p 
value 

Frequency % 
 

Frequency % 
 

Allopathy 
Only 

321 53.1 93 63.3 0.29 0.01 

Others only 
or with 
Allopathy 

283 46.9 54 36.7 0.19 

Total 604 100.0 147 100.0 0.24  

 
 
7.14 Discussion 

The mean age of the respondents was 32 years in the sample and that of their spouses 

was 39 years. Majority of the women in the sample had marriage duration between 5-

10 years. The longer marriage duration (>=20 years) was highest among couples in 

Malappuram district, which could be due to the early marriage in this community while 

shorter marriage duration (1-5 years) was highest in Kottayam district. The time taken 

to start care seeking between 1-2 years of marriage was highest in Kottayam district 

which could be due to the late age at marriage in this district and hence the urgency to 

seek care. But care seeking initiated between 2-5 years and after 5 years of marriage 

was high in Malappuram when compared to other districts, and this could be due to 

the migrant status of men in this district. Majority of the respondents were either 

equally educated or more educated than their spouses in the sample. The level of 

literacy is comparable with the literacy levels of the three districts in 2011 where in 

the female literacy rates were 90.89 percent, 95.67 percent and 91.55 percent for 

Thiruvananthapuram, Kottayam and Malappuram respectively (Census of India 

2011a).  

 
In the sample, majority of the respondents were not employed while their spouses were. 

This proportion was lowest in Kottayam district while Thiruvananthapuram and 

Malappuram had almost equal proportion of respondents not employed while their 

spouses were. Kottayam district also had higher proportion of both respondents and 

their spouses employed. The patterns are similar to the proportion of female workers 
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among those aged 15-59 (including main and marginal workers). In 

Thiruvananthapuram, Kottayam and Malappuram the proportion of female workers 

among those aged 15-59 were 28.1 percent, 29.7 percent and 11.3 percent respectively 

according to the Census 2011 (Census of India 2011b). The fact that more women were 

not employed means that they were in a better position (with respect to time) to seek 

treatment as wage loss would not be an issue for them, but it would be for the spouses 

who were more likely to be employed.  

 
Most of the respondents in the sample belonged to Hindu religion. While comparing 

the religious distribution of the respondents with that of the district using the Census 

of 2011, we find that the percentage of Hindus is lesser in the sample (58.8%) when 

compared to 66.5 percent for Thiruvananthapuram district. Proportionately, the 

proportion of Muslims is higher in the sample, when compared to the distribution of 

Muslims in the district (24.2% vs 23.7%). A similar higher representation of Muslims 

in the sample from Kottayam is also noticed (10.8% in the sample vs.6.4% in the 

district). The Malappuram sample, on the other hand indicates a higher proportion of 

Hindus than found in the population in the district (34.3% vs 27.6%) (Census of India 

2011c). 

 
When compared to the Census figures for the districts, the sample had a higher 

percentage of representation of the ST group for Kottayam where the ST group 

represents merely 1.1 percent of the population. In Thiruvananthapuram and 

Malappuram, the sample did not identify any persons from the ST category. In these 

two districts Kottayam and Thiruvananthapuram, the percentage of ST population was 

0.6 percent and 0.8 percent respectively (Census of India 2011d). 

 
In the sample, there was a higher proportion of couples who reported having male 

infertility compared to female infertility. The proportion of male infertility was slightly 

higher than the range of estimated distribution of it in the overall cause of infertility 

(35.4% vs 20.0-30.0%) (Hamilton 2012; Hoffman et al. 2012; Vander Borght & Wyns 

2018). This could be due to the overestimation of male infertility, possibly due to 

testing done in private labs. The proportion of infertility due to female factor causes 

was within the range of estimated distribution of it in the overall cause of infertility 
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(26.7% vs 20.0-35.0%) (Hamilton 2012; Hoffman et al. 2012). Infertility due to 

problems in both partners was less than the range of estimated distribution of it in the 

overall cause of infertility (13.2% vs 25-40.0%) (ESHRE 2020). Infertility due to 

unexplained causes was almost similar to the estimated distribution of it in the overall 

cause of infertility (20.2% vs 10.0-20.0%) (ESHRE 2020; Hoffman et al. 2012).  

 
Multiple centres were negotiated by couples for infertility care in the study, and this 

use of multiple centres for infertility treatment has been demonstrated in a study done 

in Kerala. The same study also reported using multiple systems of medicine and 

alternate methods for infertility treatment. Allopathy was used as the first point of care 

in the study and this was also reported in the same study (Ravi 2017).  

 
At the time of interview, nearly one fourth of the couples had achieved the desired 

outcome.  Among those who did not have a child at the time of interview, almost equal 

proportion were on break from treatment or were continuing treatment for infertility. 

Among those who had a child, half of them achieved it via normal conception following 

ovulation induction or treatment of their partner.  

 
The proportion who achieved pregnancy was high among those couples who initiated 

treatment within 10-15 years of marriage. The possible explanation could be the 

migrant status of the husbands in the earlier periods of marriage. In the study, nearly 

30 percent of the spouses were working/ had worked overseas. Out of this, 12 percent 

of the spouses were working overseas at the time of the study and 20 percent reported 

that their spouse had history of working overseas during the earlier period of marriage. 

Education, employment status and religion of the couples were not significantly 

associated with the outcome i.e., achieving pregnancy, while socio-economic status 

was found to be significantly associated with achieving pregnancy. Given that the 

private sector care is more frequently sought, this association is not surprising.  

 
Among physiological factors, age at start of treatment and type of infertility were 

significantly associated with achieving outcome. This age at start of treatment could 

also be a outcome of the migrant status of the husbands, where those who started 

treatment at 25-30 years had higher proportion who got pregnant.  
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Type of centre used by the couples was also found to be significantly associated with 

achieving the outcome. Those who combined the different systems of medicines had a 

lower proportion achieving pregnancy compared to those who used allopathy alone. 

This could mean that those requiring assisted conception may be using other systems 

of medicine which may be causing the delay in achieving pregnancy. It was seen in the 

study that that 32 (5.3%) couples were suggested IUI and 128 (21.2%) were suggested 

IVF. Two fifths of those suggested IUI (40.6%) and more than three fifths of those 

suggested IVF (62.5%) did not pursue it as they did not want to take up those treatment 

options. The unwillingness or inability of the couples to take up the optimal option for 

resolving infertility could be due to the stigma associated with use of donor sperms or 

due to lack of resources as mentioned in chapters 9, or other un-identified reasons.  
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Chapter 8 

Care seeking pathways for infertility in the three selected districts of Kerala 

 
This chapter address the objective to describe the care seeking pathway for infertility 

of couples with infertility in Kerala. It describes the care seeking pathway for infertility 

among couples who actively seek/sought care in the three selected districts of Kerala. 

These findings are based on the community based survey done among 604 women 

who have  history of care seeking for infertility. The care seeking pathway for couples 

includes multiple centres for infertility care. For convenience we propose to refer to 

the centre and its level using the abbreviation C followed by the Arabic numeral to 

indicate the level, thus referring to the sixth centre as C6.  In all, the maximum number 

of centres visited was 11.  

 
This chapter consists of two sections. The first section provides a descriptive analysis 

of the care seeking pathway across the maximum of 11 centres during the duration of 

up to 15 years for some who persisted. The second section provides the event history 

analysis using a life table approach to compute the conditional rate (hazard or failure 

rate) of achieving pregnancy for the couples. 

 
Section I: Care seeking pathways for infertility among couples  

This section includes the description of the care seeking pathway among couples for 

infertility. It includes a summary of the total number of couples entering and exiting 

each infertility centre, types of centres visited, treatments taken in each centre, duration 

of time spent in each centre, status of the couple who did not move from one centre to 

another and lastly the reasons for discontinuation from each centre.  

 
8.1 Entry and exit of couples at each centre 

The number of couples who enter and exit each centre is summarised in Table 8.1. 

Those who remain in the same centre were those who continue treatment there or meet 

with success through achievement of pregnancy in that centre or those who stopped 

treatment entirely after seeking it at that centre or were taking a break from treatment 

(Table 8.5 gives the details). From table 8.1 we see that the number of couples moving 

to the next centre for care are higher than those remaining at the same centre up to the 
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level of the sixth centre (C6). From C7, the pattern reverses with higher proportions 

choosing to remain in that centre. The exception to this were those in C9 in the care 

seeking trajectory, wherein 62.5 percent move to next centre. 

Table 8.1: Distribution of couples entering and exiting the care seeking pathway in 
each centre during care seeking for infertility 

Centre 
No 

Couples entering and exiting the 
centres 

Couples not shifting to another centre 

Couples 
moving 

to the 
next 

centre 

Couples 
not shifting 
to the next 

centre 

Total Continuing 
in the same 

centre 

Exiting 
the centre 

Total 

C1 81.6 18.4 100.0 (604) 18.9 81.1 100.0 (111)  

C 2 74.2 25.8 100.0 (493) 27.6 72.4 100.0 (127)  

C 3 68.0 32.0 100.0 (366) 31.6 68.4 100.0 (117) 

C 4 57.4 42.6 100.0 (249) 22.6 77.4 100.0 (106) 

C 5 56.6 43.4 100.0 (143) 29.0 71.0 100.0 (62) 

C 6 55.6 44.4 100.0 (81) 36.1 63.9 100.0 (36) 

C 7 48.9 51.1 100.0 (45) 34.8 65.2 100.0 (23) 

C 8 36.4 63.6 100.0 (22) 28.6 71.4 100.0 (14) 

C 9 62.5 37.5 100.0 (8) 66.7 33.3 100.0 (3) 

C 10 20.0 80.0 100.0 (5) 75.0 25.0 100.0 (4) 

C 11 0.0 100.0 100.0 (1) 0.0 100.0 100.0 (1) 

 
8.2 Types of centres visited by couples during care seeking for infertility 

The distribution of centres the couples visited by the type of medical practice is given 

in table 8.2. The most preferred type of medical practice was Allopathy. Such 

Allopathic centres offering infertility care were mostly concentrated in the private 

sector. Ayurveda, Homeopathy and alternate methods were also used by couples for 

resolving their infertility. The alternative methods mentioned here includes µXnani¶-

not AYUSH (Ayurveda, Yoga and Naturopathy, Unani, Siddha and Homeopathy), 

folk medicines and faith-based methods. A majority of the couples used Allopathic 

centres as the first point of care while a sharp rise in the number of people who had 

used Ayurveda, Homeopathy and alternate methods was noted from C2 onwards and 

the number of couples using this remained more or less same up to C4. Another 
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important feature of this pattern of care seeking is the proportion using Allopathic 

centres in the public sector and the proportion using it in private centres. Couples 

initiate use of AYUSH (Ayurveda and Homeopathy) and alternate methods combined 

from the entry into the second Allopathic centre and this proportion tends to gradually 

increase in comparison to the Allopathic centres in the public sector. The reason of 

more couples shifting to other systems could be because of the issue of unaffordability 

of care in private sector and the limited number of facilities in the public sector for 

infertility treatment.  

  
Table 8.2: Percentage distribution of couples visiting different types of centres 
during care seeking for infertility 

Centre 
No 

Type of centre 
% 

Allopathy- 
Public 

Allopathy- 
Private 

Ayurveda Homeo
pathy 

Alternate 
Methods 

Total 

C1  11.4 86.0 1.3 1.3 - 
 

100.0 (604) 

C2 12.2 73.6 5.9 8.1 0.2 100.0 (493) 

C3 10.9 70.5 10.7 7.4 0.5 100.0 (366) 

C4 13.7 61.4 11.2 12.1 1.6 100.0 (249) 

C5 11.2 59.4 14.7 14.0 0.7 100.0 (143) 

C6 14.8 63.0 8.6 12.4 1.2 100.0 (81) 

C7 15.6 48.8 20.0 15.6 - 100.0 (45) 

C8 13.7 50.0 4.5 27.3 4.5 100.0 (22) 

C9 - 75.0 - 25.0 - 100.0 (8) 

C10 20.0 20.0 - 60.0 - 100.0 (5) 

C11 - 100.0 - - - 100.0 (1) 

 
In addition, the tendency to shift from one centre to another happens when hope is 

instilled by someone who had used it successfully or someone else whose acquaintance 

had. These factors may be driving the couples who shift to other systems of medicine 

or alternate methods as they move along this care seeking pathway. 
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8.3 Treatments taken across various centres by couples during care seeking for 

infertility 

There are different levels of treatment that were sought and obtained at each centre. 

Hence, if in any centre the couples had only undergone preliminary investigations, 

which included history taking, blood and semen analysis, with some vitamin tablets 

for some it is reported as preliminary investigations only (PI), if they had undergone 

preliminary investigations (PI) and other advanced investigations like hysteroscopy, 

hysterosalpingography (HSG), laparoscopy, then it is reported as advanced 

investigations for women (AI women). If along with PI and AI women, some medical 

management like follicular study, medical management for regulating menstruation 

and ovulation induction were done it is labelled as medical management of women 

(MM women). If PI along with treatment for men or only treatment for men was 

provided, then it is labelled medical management of men (MM men). And if medical 

management had been done for both men and women, then it is labelled as medical 

management both (MM both). If along with these IUI was done, then IUI was taken 

as the treatment and if IVF was undergone by any couple, IVF was taken as the 

treatment undergone by the couple. Others category include- waiting for IUI or IVF or 

other treatments but had not yet started it at the time of interview, or if the couples had 

gone to Ayurveda or Homeopathy centres, they were labelled as taking medicines 

XndeU Whe µoWheUV¶ caWegoU\.  

 
Across centres the proportion of women getting medical management for infertility 

was more compared to other treatments. This could be because to undergo IUI and 

IVF, the women would be induced for ovulation. Intra Uterine Insemination (IUI) and 

Invitro Fertilisation (IVF) were utilised by 8-10 percent in the first two centres and it 

increased to almost 15 percent by the time the couples went to C3, while the use of 

IUI and IVF decreased to 10 percent at C4. But after that in all the subsequent centres, 

the proportion of couples undergoing IUI and IVF is more than 10 percent. This means 

that those who were persisting in the pathway started using IUI and IVF once other 

treatment modalities had been exhausted without the desired results. In Chapter 7 

(Table 7.16) we had discussed the type of infertility that was causing difficulty in 
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achieving pregnancy for couples, we had noted that for this study population male 

factor alone contributed to a higher percentage of infertility. But table 8.3 indicates 

that the proportion of men alone undergoing treatment is less compared to women 

alone or both men and women undergoing treatment.  

 
Table 8.3: Percentage distribution of treatments taken across various centres by the 
couples during their care seeking for infertility 

Centre 
No 

Type of treatment 
% 

PI 
only 

AI 
women 

MM 
women 

MM 
Men 

MM 
both 

IUI IVF Others Total 

C1  
 

19.5  2.0  30.8 13.2  24.5  6.5  0.2  3.3 100.0 (604) 

C2 
 

12.0  2.0  28.2  12.4  22.5  8.5  1.6  12.8 100.0 (493) 

C3 
 

12.6  1.4  25.4  9.3  19.1  12.8  2.5  16.9 100.0 (366) 

C4  12.5  2.8  26.9  8.8  18.1  8.8  1.6  20.5 100.0 (249) 

C5 
 

 18.9  1.4  21.0  8.4  11.2  10.5  5.6  23.0 100.0 (143) 

C6 
 

 14.8  3.7  21.0  9.9  11.1  14.8  6.2  18.5 100.0 (81) 

C7 
 

 15.6  2.2  20.0  6.7  13.3  6.7  4.4  31.1 100.0 (45) 

C8  22.7 - 
 

 36.5 - 
 

 13.6  4.5  9.1  13.6 100.0 (22) 

C9 - -  50.0 - 
 

 37.5 -  12.5 - 
 

100.0 (8) 

C10  20.0 - 
 

 60.0 - - - -  20.0 100.0 (5) 

C11 - - - -  100.0 - - - 100.0 (1) 

 

If in any of the centres, Ayurveda or Homeopathy was used by the couple, then they 

were given medicines i.e., either for the respondent alone, or for the spouse only or for 

both. In majority of the cases, medicines were given to both the respondents and their 

spouses. In some situations, at levels C1 and C2, some couples were only asked to do 

a semen analysis and were referred to an Allopathic centre.  
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8.4 Duration of time spent for treatment by couples in each centre during care 

seeking for infertility 

The entire treatment duration for the 604 couples across all the centres, was between 

one month and 180 months, with a mean duration of 60 (59.9) months. This is inclusive 

of the time they had taken off from treatment. The upper limit of 180 months is an 

artefact of the exclusion criteria, namely those who had sought treatment for more 

than15 years due to potential recall bias.  

The duration of time (in months) spent by those couples who moved from one centre 

to another is shown in table 8.4. This includes the time spent on treatment and duration 

when there was a break from treatment. An average duration of six to eight months 

was spent in treatment by the couples in the treatment phase. The average duration of 

treatment was highest in the first three centres. The average break duration ranged 

between 8-19 months, and was the highest in the third centre.  

 
Table 8.4: Distribution of the duration of time spent for treatment and break from 
treatment by couples in each centre during care seeking for infertility 

Centre 
No 

Duration (in months)-Treatment Duration (in months)-Break 

Minimum Maximum Mean Minimum Maximum Mean 

C1 1 84 8.0 1 167 16.6 

C 2 1 66 8.1 1 137 16.8 

C 3 1 72 8.2 1 117 18.9 

C 4 1 96 7.0 1 86 12.9 

C 5 1 36 6.5 1 75 13.5 

C 6 1 25 7.0 1 96 14.6 

C 7 1 25 6.3 1 33 10.6 

C 8 1 24 6.2 1 45 13.5 

C 9 1 12 6.0 1 23 8.3 

C 10 - 1 1.0 - 6 6.0 

C 11 - 7 7.0 - - - 

 

8.5 Status of couples who did not move from once centre to another 

The number of couples who reported that they did not move to another centre were 

counted across centres. The reasons for not moving to another centre is shown in table 
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8.5. The couples either stopped the treatment, took a break from treatment, were 

currently not on treatment (because the medical professional had asked them to wait 

before starting treatment or because the spouse was unwilling to follow through on 

treatment), got pregnant or were continuing in the same centre.  

 
From the first centre 111 couples reported that they did not go to another centre. One 

fourth of them reported that they were taking a break from the current treatment, while 

32 percent did not go to a second centre as they got pregnant. Almost an equal 

proportion of couples reported that they either stopped treatment completely or were 

continuing in the same centre.  

 
In C2, 127 reported not moving to another centre, of which the majority (29.1%) said 

they got pregnant and hence did not have to move to another centre. While nearly 28 

percent were continuing treatment in C2, approximately 27 percent reported that they 

took break from treatment and almost 13 percent had stopped all treatment after C2.  

 
In C3, there were 117 couples who did not move to another centre. A majority (31.6%) 

of them reported that they were still continuing in the same centre, and 27.3 percent 

were taking a break from treatment. In the third centre, 21.4 percent reported they got 

pregnant and almost 19 percent reported they stopped all treatments and hence did not 

go to another centre.  

 
In C4, 106 respondents did not go to another centre. Here there was no transition to 

another centre because majority of the respondents said they were taking break from 

treatment (34.0%), and almost 23 percent said they either got pregnant or were 

continuing in the same centre, while one-fifth of them had stopped treatment after C4.  

 
In C5, 62 reported not going to another centre, 16 percent reported they got pregnant 

and 29 percent reported they were continuing in C5.  In C6, of the 36 who reported not 

going to another centre, majority (36.1%) were continuing in the C6 itself and nearly 

28 percent got pregnant. Others were either taking a break or had stopped treatment.  

 
From C7 to C10, among those who did not go to the next centre, a majority were either 

continuing in the same centre or were taking break from the treatment.  
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We can see here that in the first two centres (C1 & C2) couples exited the treatment 

pathway with a higher proportion getting pregnant followed by a majority taking break 

from treatment. By the time couples reached the third or higher order of centres, the 

proportion of those taking a break from treatment increases. The proportion of couples 

who stop treatment or are on no treatment tends to also increase by C5. Most persons 

got pregnant by C4, and after that, they more or less seemed to have stopped treatment 

or were taking a break from treatment. Essentially, what this means is that on an 

average, couples persist in seeking care for infertility up to at least four centres but 

after that, tend to stop permanently or take a break from care seeking. 

 
Table 8.5: Percentage distribution of the reason for not transitioning from one centre 
to another by couples during care seeking for infertility 

Centre 
No 

Status of treatment at the time of interview 
% 

Stopped 
treatment 

Taking a 
break 
from 

treatment 

Currently 
no 

treatment 

Got 
pregnant 

Continuing 
treatment 

Total 

C1 
 

 17.1  25.2  6.3  32.4  19.0 100.0 
(111)  

C 2 
 

 12.6  26.8  3.9  29.1  27.6 100.0 
(127)  

C 3 
 

 18.8  27.3  0.9  21.4  31.6 100.0 
(117) 

C 4 
 

 20.8  34.0 -  22.6  22.6 100.0 
(106) 

C 5  25.8  27.4  1.6  16.1  29.1 100.0 
(62) 

C 6  16.7  19.4 -  27.8  36.1 100.0 
(36) 

C 7  17.4  34.8  4.3  8.7  34.8 100.0 
(23) 

C 8  21.4  28.6 -  21.4  28.6 100.0 
(14) 

C 9 -  33.3 - -  66.7 100.0 
(3) 

C 10 
 

 25.0 - - -  75.0 100.0 
(4) 

C 11 
 

 100.0 - - - - 100.0 
(1) 
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8.6 Reasons for discontinuation in each centre by couples during care seeking for 

infertility 

The reasons for discontinuation included, psychological distress of treatment, physical 

burden of treatment, clinic related issues, no faith in treatment success, poor prognosis, 

logiVWic/pUacWical UeaVonV, peUVonal UeaVonV, WU\ing on one¶V oZn, postponement of 

treatment/taking a break from treatment, doctor censoring1(Gameiro et al, 2012), 

financial issues, treatment related logistical problems, other health problems, not 

wanting to pursue a specific treatment, pursuing alternative methods/treatments, no 

longer wish to have a child, continue the treatment, pregnant/conceived and other 

reasons. Different reasons were mentioned by the respondents for discontinuing 

treatment from a particular centre. Since the respondents gave multiple responses for 

discontinuation in each centre, similar reasons were later grouped together to form 

single group, in all, determining six distinct groups of reasons for discontinuation.  

 
The respondents reported a reason or a combination of these five reasons, and these 

reasons are tabulated in table 8.6. 

 
No faith in the success of the treatment was cited as the reason for discontinuation by 

majority of the respondents across the centres. Following this, financial issues and 

other logistical and personal issues were stated as reasons for discontinuation. 

 
1Doctor censoring here means when the treating doctor decided to stop continuing treatment as he/she 
finds the condition of the patient not amenable to treatment or when all the treatment modalities have 
exhausted without an outcome or improvement in the condition of the patient. 
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Table 8.6: Percentage distribution of reasons for discontinuation by couples in each centre during their care seeking for infertility 

1HB included psychological distress of treatment, physical burden of treatment, and other health problems, 2CT included clinic related issues, and do not want to 
pursue specific treatment, 3NF included no faith in treatment success and poor prognosis, 4FLP included logistic/practical reasons, personal reasons, financial 
issues, and treatment related logistical problems, 5OTNT included trying on own, postponement of treatment/taking a break from treatment, doctor censoring, 
pursuing alternative methods/treatment, no longer wish to have a child, 6P included only those who got pregnant, reasons 7-18, included a combination of the 
above reason 1-5 as represented. 
  

Reasons for 
discontinuation 

C1 
 

C2 
 

C3 
 

C4 
 

C5 
 

C6 
 

C7 
 

C8 
 

C9 
 

C10 
 

C11 
 

Health/ 
bodily related 
(HB)1 

 

3.6 4.8  5.1  2.2  2.4  2.9 -  5.0 - - - 
 
 

Clinic / treatment 
related (CT)2 

 5.0  7.8  9.3 8.4  16.0  7.3  11.3  5.0  16.7 - - 
 
 

No faith in 
treatment success 
(NF)3 

 22.4  26.1  23.3  29.8  29.6  26.4  34.2  30.0  50.0 -  100.0 
 
 
 

Financial/ 
logistical/ 
personal issue 
(FLP)4 

 12.1  16.3  19.5  17.6  14.4  19.1  5.7  10.0 - - - 
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Table 8.6: Percentage distribution of reasons for discontinuation by couples in each centre during their care seeking for infertility 
(Contd.) 
Reasons for 
discontinuation 

C1 
 

C2 
 

C3 
 

C4 
 

C5 
 

C6 
 

C7 
 

C8 
 

C9 
 

C10 
 

C11 
 

Pursuing other 
treatments/ 
not taking 
treatment  
(OTNT)5 

 

 9.1 5.4  4.8  7.9  4.0  5.9  5.7  10.0 - - - 
 
 
 

 

Got pregnant 
(P)6 

 

 4.6  6.3  4.5  6.1  4.8  13.2  5.7  15.0 - - - 
 

HB-CT7  0.2  0.4  0.3  0.4 1.6 - - - - - - 
 

HB-FLP8  0.7  0.9  0.6 - - -  2.9 - - - - 
 

HB-NF9  0.7 -  0.3  0.4 - -  2.9 - - - - 

HB-NF-FLP10  0.2  0.2 - -  0.8 - - - - - - 

HB-OTNT11 -  0.2 - - -       

1HB included psychological distress of treatment, physical burden of treatment, and other health problems, 2CT included clinic related issues, and do not want to 
pursue specific treatment, 3NF included no faith in treatment success and poor prognosis, 4FLP included logistic/practical reasons, personal reasons, financial 
issues, and treatment related logistical problems, 5OTNT included trying on own, postponement of treatment/taking a break from treatment, doctor censoring, 
pursuing alternative methods/treatment, no longer wish to have a child, 6P included only those who got pregnant, reasons 7-18, included a combination of the 
above reason 1-5 as represented. 
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Table 8.6: Percentage distribution of reasons for discontinuation by couples in each centre during their care seeking for infertility 
(Contd.) 
Reasons for 
discontinuation 

C1 
 

C2 
 

C3 
 

C4 
 

C5 
 

C6 
 

C7 
 

C8 
 

C9 
 

C10 
 

C11 
 

CT-FLP12  0.3  1.5  2.4  2.2  1.6 -  2.9 - - - - 

CT-NF13  0.5  0.9 -  0.4 -  1.5 - - - - - 

CT-OTNT14 -  0.4  0.3  0.9 -  1.5  2.9 - - - - 

CT-NF-FLD15 - - - - -  1.5 - - - - - 

NF-FLP16  2.2  3.3  3.6  2.7  3.2  1.5  2.9 -  16.7 - - 

NF-OTNT17 -  0.7  0.6  0.4  0.8  1.5 - - - - - 

FLP-OTNT18  0.3  0.2  0.6  0.9  1.6  1.5  2.9 - - - - 

Others   38.1  24.6  24.8  19.7  19.2  16.2  20.0  25.0  16.7  100.0 - 

Total 100.0 
(585) 

100.0 
(460) 

100.0 
(334) 

100.0 
(228) 

100.0 
(125) 

100.0 
(68) 

100.0 
(35) 

100.0 
(20) 

100.0 
(6) 

100.0 
(2) 

100.0 
(1) 

1HB included psychological distress of treatment, physical burden of treatment, and other health problems, 2CT included clinic related issues, and do not want to 
pursue specific treatment, 3NF included no faith in treatment success and poor prognosis, 4FLP included logistic/practical reasons, personal reasons, financial 
issues, and treatment related logistical problems, 5OTNT included trying on own, postponement of treatment/taking a break from treatment, doctor censoring, 
pursuing alternative methods/treatment, no longer wish to have a child, 6P included only those who got pregnant, reasons 7-18, included a combination of the 
above reason 1-5 as represented. 
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Section II: Event history analysis: Rate of achieving pregnancy in couples with 

infertility using a life table approach 

Event history analysis or survival analysis involves the modelling of the time to event 

data. The treatment duration, which is the time to event variable in this context ranged 

from 1 to 180 months. Couples who had more than 15 years (180 months) of treatment 

duration were excluded from the survey, but there were a few couples who were still 

in the care seeking pathway at 180 months during the survey. The data was collected 

retrospectively for each participant from the time of entering the care pathway for 

infertility up to when the event occurred (here pregnancy) or up to when they 

discontinued treatment (i.e., those who took break from treatment or had stopped 

treatment). Others who did not belong to either of these categories and were still 

continuing in the pathway at the time of interview, did not have the event till the last 

day of observation i.e., the date of interview. These are censored data in this study i.e., 

those who stopped treatment, those who took break from treatment and those who did 

not have the event till the last day of observation. Due to the presence of  censored 

data i.e., when the time to event is not observed, survival analysis offers the best means 

to manage censored data.  

 
8.7 Life table approach depicting survival probabilities and failure rate in couples 

with infertility 

The tables 8.7 and 8.8 summarise the major statistical estimations from the life table 

analysis. The survival function is the probability that an individual survives longer 

Whan a Vpecific Wime µW¶ i.e., an\ Vpecific value of the variable time to event or survival 

Wime µT¶. Here the survival function means that the probability of continuing in the 

care seeking pathway without the achieving pregnancy.  

 
The ha]aUd fXncWion h(W) of VXUYiYal Wime µT¶ giYe Whe instantaneous rate of occurrence 

of the event. It is defined as the rate of failure during a very small time interval, 

assuming that the individual has survived to the beginning of the interval. Since our 

event of interest is pregnancy, here the hazard function denotes the rate of getting 

pregnant during a given time interval (t, t+'t), provided the individual had continued 
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in the care seeking pathway. Pregnancy rate is used here to refer to the hazard/failure 

rate, which is the conditional probability for pregnancy adjusted for time.  

 
In this study, for the survival time variable, the 25th percentile is 69 months and the 

50th percentile is 177 months. It means that 25 percent of the participants have survival 

times less than 69 months and 50 percent of the participants have survival time less 

than 177 months. There are missing values for the 75th percentile, which is the result 

of high prevalence of censoring in this study.  

 
The survival probabilities of the couples with infertility i.e., the probability of 

conWinXing in Whe caUe Veeking paWhZa\ aW leaVW Xp Wo Wime µW¶ afWeU enWeUing Whe caUe 

seeking for infertility is given in table 8.7. Here the total exposure time of 180 months 

is grouped into 4 intervals of 60 months each. The probability of continuing in the care 

seeking pathway at least to 60 months without the outcome was 0.79 and this dropped 

to nearly half at the end of the observation period i.e., 180 months. It also indicates 

that only 79 out of 100 persist in treatment for more than 60 months and as duration 

of exposure goes up, the probability of persisting in care amongst those who did not 

get pregnant tends to decline. The probability of couples continuing in the care seeking 

pathway for more than 120 months is 64 percent and it declined to 54 percent at 180 

months and more.  

 
Table 8.7: Life table survival probabilities of continuing in the state of infertility 
across time with standard errors and confidence intervals 

Treatment 
duration 
in months 

Total 
number 

at the 
beginning 

of the 
interval 

Pregnancy Censored 

Probability 
of 

continuing 
in the care 

seeking 
pathway 

(Survival) 

Std. 
Error 95% CI 

      0 - 60 604 100 243 0.7927 0.0185 0.7538-
0.8263 

60 -120 261 38 137 0.6363 0.0271 0.5804-
0.6867 

120 -180 86 8 69 0.5374 0.0395 0.4571-
0.6111 

    180 - 9 1 8 0.4299 0.1012 0.2327-
0.6134 
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The hazard function h(t) is the conditional probability of having the event (getting 

pregnant here) at any given time (t, t+'t), having survived (continued in the pathway 

without the outcome) up to that time. The rate of pregnancy in the interval 0-60 months 

was 0.0039 which decreased to 0.0037 in the interval 60-120 and to 0.0028 in the 

interval 120-180 months. It means that if 1000 couples, start treatment, about 4 will 

get pregnant at any given time between 0-5 years, if they persist treatment up to the 

end of that period. Of those who continue in their care seeking pathway for infertility, 

again, only 4 out of 1000 couples will get pregnant at any given time between the 

interval between 5-10 years if they have persisted in the treatment up to the end of the 

period. This reduces to 3 per 1000 in 10-15 years. It should be noted that the CI for the 

hazard rate widens as we move from the duration 0-60 to 180 and above months. Here 

hazard is a conditional failure rate which means that the attainment of event i.e., 

pregnancy here is conditional up on the continuation in care seeking pathway. While 

the decline in the rate of pregnancy is not stark, it should be read against the wide CI 

for this rate.  

 

Table 8.8: Life table hazard rate of couples persisting in the pathway across time 
with standard errors and confidence intervals 

Treatment 
duration 
in months 

Total 
number at 

the 
beginning 

of the 
interval 

Cumulative 
pregnancy 

rate 
(Cum. 

Failure) 

Std. 
Error 

Conditional 
rate of 
achieving 
pregnancy 
(Hazard) 

Std. 
Error 95% CI 

        0- 60 604 0.2073 0.0185 0.0039 0.0004 0.0031-
0.0046 

60 -120 261 0.3637 0.0271 0.0037 0.0006 0.0025-
0.0048 

120 -180 86 0.4626 0.0395 0.0028 0.001 0.0009-
0.0047 

    180 - 9 0.5701 0.1012 - - - 
 

8.8 Conditional rate of getting pregnant with different treatments 

The couples at the time of interview were in different stages of treatments, stage one 

included preliminary investigation only, followed by stage two which was advanced 
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investigations for women. The third stage of treatment was medical management of 

women, the next or fourth stage was management for men. If both men and women 

had undergone management for their problems this constituted another category called 

the medical management both, which was stage five. If the couples had undergone IUI 

they fall into the sixth and if they undergone IVF they will fall into the final or seventh 

stage of treatment.  

 
The categorisation of couples in the specific stage was based on the highest stage 

attained. It should be remembered that couples progress through stages 

unidirectionally. This means, one cannot return to diagnosis stage if they have 

progressed along to a higher stage. This categorisation of the different stages means if 

a couple has undergone pUeliminaU\ inYeVWigaWionV onl\, Whe\ fall inWo Whe µpUeliminaU\ 

inYeVWigaWionV¶ caWegoU\. BXW if Whe\ had done preliminary investigations and/or 

medical management of women and medical management of men, then they belong to 

µmedical managemenW of boWh¶ caWegoU\. TheUe ZeUe Vome paUWicipanWV Zho UepoUWed 

they had only taken Homeopathic or Ayurvedic treatment, and they form a separate 

category. The summary of the stage of treatment attained and the pregnancy rate in 

that stage is given in table 8.9.  

 
From table 8.9 it is clear that the cumulative pregnancy rate is higher in the group 

where there is medical management of women compared to medical management of 

men or both. The cumulative pregnancy rate is higher in the IVF category compared 

to the IUI category.  

 
From the hazard rates given in table 8.8 we note that the only 4 per 1000 couples get 

pregnant at any given time in the interval 0-60 months, if they persisted treatment up 

to that time. The pregnancy rate, if they persisted in the care seeking with different 

stages of treatment, it was about 6 per 1000 couples if it was medical management of 

women only, and 4 per 1000 couples if the treatment was done only for men. It further 

dropped to 3 per 1000 if it was medical management of both or if the couple had to 

move to IUI. It was as low as 2 per 1000 couples at any given time in the interval 0-

60 months, if they persisted treatment up to that time and undergone IVF.  
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If the couples continued in the care seeking pathway for 10 years with the medical 

management of women only, it yields the same failure rate, of 6 per 1000 couples 

getting pregnant at any given time in the interval 60-120 months, if they persisted 

treatment up to that time, while it is 3 per 1000 couples for medical management of 

men alone in the same time interval. It is important to note the failure rate here means 

getting pregnant. The failure rate drops to almost 1 per 1000 couples at any given time 

in the interval 60-120 months, if they persisted treatment up to that time and the 

treatment is done for both the couples. The IUI and IVF shows an increase in their 

failure rate if the couples persist for 10 years which is 6 per 1000 couples and 3 per 

1000 couples at any given time in the interval 60-120 months, if they persisted 

treatment up to that time for IUI and IVF respectively.  

 
If they persist in the care seeking pathway for 15 years, the failure rate i.e., the 

conditional rate for pregnancy is 0 per 1000 couple at any given time in the interval 

120-180 months, if they persisted treatment up to that time for those undergoing 

treatment only for women, which means that the male partner in these couples may be 

having the problem and they are not willing to take treatment and it is the women who 

are taking treatment. The failure rate is 3 per 1000 couples for those taking 

management for men alone, for both and for IUI. Here the IUI shows a decline in rate 

of achieving pregnancy. The IVF shows a failure rate of 4 per 1000 couples at any 

given time in the interval 120-180 months, if they persisted treatment up to that time, 

which is lesser than the 10 years outcome but it yields the highest outcome in the 15-

year duration among all the different treatment stages.  

 
This could mean that those couples who need IVF as the definite treatment are not 

attempting it earlier and they are going in for it when all other treatment methods are 

exhausted. Hence it results in a higher pregnancy rate for IVF in the later stages of 

treatment seeking.  

 
Regarding the management of men only, those who seek care earlier and stick with the 

treatment regime may be likely to get the outcome. It declines as the time period 

increases to 10 or 15 years and the outcome is a constant which means these may be 

men who require assisted reproductive techniques but are still doing medical 



 

 184 

management or  are continuing in the pathway by using alternate systems of medicine 

for their problem.  
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Table 8.9: Conditional rate of getting pregnant with different stages of treatment 

Treatment 
duration in 
months 

Total number 
at the 

beginning of 
the interval 

Cumulative 
pregnancy rate 

(Cum. 
Failure) 

Std. Error 

Conditional rate of 
failure (achieving 

pregnancy) 
(Hazard) 

Std. 
Error 95% CI 

Other methods only used 
       0-60 6    0.5000 0.2500 0.0111 0.0074 0.0000- 0.0256 

Preliminary investigations only 
       0-60 41 0.2857 0.0913 0.0056 0.0021 0.0015-0.0096 

      60-120 1 1.0000 - 0.0333 - - 
Advanced investigations for women  

       0-60 11 0.0000 0.0000 0.0000 - - 
       60-120 4 0.0000 0.0000 0.0000 - - 
     120-180 3 0.0000 0.0000 0.0000 - - 

Medical management of women only 
       0-60 121 0.3204 0.0491 0.0064 0.0012 0.0041-0.0086 

       60-120 31 0.5367 0.0753 0.0063 0.0023 0.0017-0.0109 
       120-180 6 0.5367 0.0753 0.0000 - - 

           180- 1 0.5367 0.0753 - - - 
Medical management of men only 

       0-60 65 0.2136 0.0571 0.0040 0.0012 0.0016-0.0063 
        60-120 27 0.3287 0.0784 0.0026 0.0015 0.0000-0.0056 
       120-180 11 0.4320 0.1159 0.0028 0.0028 0.0000-0.0082 

           180- 1 0.4320 0.1159 - - - 
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Table 8.9: Conditional rate of getting pregnant with different stages of treatment (contd.) 

Treatment 
duration in 
months 

Total number 
at the 

beginning of 
the interval 

Cumulative 
pregnancy rate 

(Cum. 
Failure) 

Std. Error 

Conditional rate of 
failure (achieving 

pregnancy) 
(Hazard) 

Std. 
Error 95% CI 

Medical management of both men and women 
       0-60 190 0.1873 0.0319 0.0034 0.0006 0.0022-0.0047 

       60-120 81 0.2464 0.0411 0.0013 0.0006 0.0000-0.0025 
     120-180 25 0.3541 0.0788 0.0026 0.0018 0.0000-0.0061 

          180- 1 0.3541 0.0788 - - - 
Intra uterine Insemination 
              0-60 138 0.1526 0.0322 0.0028 0.0006 0.0015-0.0040 
            60-120 92 0.3947 0.0512 0.0056 0.0012 0.0032-0.0080 

     120-180 28 0.5082 0.0723 0.0034 0.0020 0.0000-0.0073 
          180- 1 0.5082 0.0723 - - - 
Invitro Fertilization  

       0-60 32 0.1311 0.0611 0.0023 0.0012 0.0001-0.0046 
       60-120 25 0.2583 0.0856 0.0026 0.0015 0.0000-0.0056 
     120-180 13 0.4066 0.1161 0.0037 0.0026 0.0000-0.0088 

          180- 5 0.6044 0.1791 - - - 
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8.9 Conditional rate of getting pregnant with the type of infertility of couples 

The couples had different type of infertility diagnosis and were divided into male 

factor, female factor, both male and female factor and unexplained reasons. The rate 

of pregnancy with respect to the diagnosis is summarised in table 8.10. The rate of 

getting pregnant with male infertility was lower compared to other types of infertility. 

The conditional rate of achieving pregnancy in all the categories showed a lower 

probability in the 0-60 months interval compared to the 60-120 months interval except 

for male infertility. This tends to drop again in the 120-180 months period. In male 

infertility the conditional rate of achieving pregnancy was higher in the 0-60 months 

treatment duration compared to 60-120 months duration, the pregnancy rate showed a 

rise in the 120-180 months duration.  

 
This table reinforces what was seen in the conditional failure with different treatments. 

Here, those with male infertility has higher rate of pregnancy at 5 years treatment 

period, while this tends to drop at 10 year period and it tends to again raise in the 15 

year period. This pattern could be because some couples went for IVF only in the 10-

15 year period after exhausting all other options. Female infertility has the highest 

failure rate i.e., achieving pregnancy in all the time intervals 5-15 years period, with 

the highest at 5-10 years, the possible explanation for it could be the migrant status of 

the husbands. Since during the earlier years of marriage the husbands may be still 

working abroad and due to shorter period of vacation, the pregnancy rate is reduced 

because the exposure period and fertile period may not always coincide. When both 

partners in a couple are having some conditions that impair reproduction, the 

pregnancy rate is 3 per 1000 couples at any given time in the interval 60-120 months, 

if they persisted treatment up to that time and is 0 per 1000 couples at any given time 

in the interval 120-180 months, if they persisted treatment up to that time. This can 

also point to the need to use assisted reproduction when these couples were still 

pursuing lower levels of treatment with medicines Allopathic or other systems of 

medicine. In unexplained infertility also there is higher pregnancy rate at 10 year 

period i.e., 5 per 1000 couples compared to 5 year period which is 4 per 1000 and at 
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15 years it is 3 per 1000 couples. This could also be indicative of the use of alternate 

systems by those couples who may need ART.  

 
Table 8.10: Conditional rate of getting pregnant with diagnosis of infertility  

Treatment 
duration 
in months 

Total 
number 
at the 
beginning 
of the 
interval 

Cumulative 
pregnancy 
rate 
(Cum. 
Failure) 

Std. 
Error 

Conditional 
failure 
rate(of 
achieving 
pregnancy) 
(Hazard) 

Std. 
Error 95% CI 

Male infertility 
      0-60 214 0.1897 0.0297 0.0035 0.0006 0.0023-

0.0047 
60-120 101 0.2816 0.0404 0.0020 0.0007 0.0006-

0.0034 
120-180 32 0.4290 0.0731 0.0030 0.0019 0.0001-

0.0075 
     180- 3 0.4290 0.0731 - - - 
Female infertility 
        0-60 161 0.2605 0.0384 0.0050 0.0008 0.0033-

0.0067 
60-120 66 0.4817 0.0536 0.0059 0.0014 0.0030-

0.0087 
120-180 25 0.5820 0.0676 0.0036 0.0021 0.0000-

0.0076 
     180- 3 0.5820 0.0676  - - 
Both male and female infertility 
        0-60 80 0.1395 0.0431 0.0025 0.0008 0.0009-

0.0041 
60-120 40 0.2783 0.0674 0.0029 0.0013 0.0004-

0.0055 
120-180 17 0.2783 0.0674 0.0000 - - 

     180- 2 0.7594 0.2787 - - - 
Unexplained infertility 
        0-60 149 0.2115 0.0383 0.0039 0.0008 0.0024-

0.0055 
60-120 54 0.4007 0.0622 0.0045 0.0015 0.0016-

0.0075 
120-180 12 0.4863 0.0955 0.0026 0.0026 0.0000-

0.0076 
     180- 1 0.4863 0.0955 - - - 
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8.10 Conditional rate of getting pregnant with the type of centres used by 

couples 

The couples had used Allopathy alone across centres or other systems of medicine or 

alternate methods alone or in combination with Allopathy across the centres. The 

failure rate i.e., the conditional rate of achieving pregnancy with the type of centre 

used by couple is shown in table 8.11. 

 
The cumulative failure rate is higher for those using allopathy alone compared to those 

using other methods alone or with Allopathy. Here we can see that the pregnancy rate 

is 6 per 1000 couples at any given time in the interval 0-60 months, if they persisted 

treatment up to that time among those who used Allopathy alone, this rate reduces to 

5 per 1000 couples and 4 per 1000 couples at any given time in the interval 60-120 

months and 120-180 months, if they persisted treatment up to that time respectively.  

 
While among those couples who had used other methods like Homeopathy, Ayurveda 

or alternate methods alone or along with Allopathy across different centres, the 

pregnancy rate was 2 per 1000 couples at any given time in the interval 0-60 months, 

if they persisted treatment up to that time, which increased to 3 per 1000 couples at 

any given time in the interval 60-120 months and 120-180 months, if they persisted 

treatment up to that time. From the table 8.2 (on type of centre visited by the couples), 

it is clear that although couples tend to use other systems of medicine or alternate 

methods more frequently as they move to the next centre, the number of couples who 

use the Allopathy centre in private sector remains higher. This possibly explains the 

results here, i.e., those who are persisting in the pathway for 10 or 15 years may be 

using more Allopathic centres in combination with other centres compared to those in 

the care seeking pathway for 5 years and hence the higher rate of pregnancy among 

those couples.  
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Table 8.11: Conditional rate of getting pregnant with type of centres used by couples 

Treatment 
duration 
in months 

Total 
number 
at the 
beginning 
of the 
interval 

Cumulative 
pregnancy 
rate 
(Cum. 
Failure) 

Std. 
Error 

Conditional 
failure rate 
(of 
achieving 
pregnancy) 
(Hazard) 

Std. 
Error 95% CI 

Allopathy only 
         0-60 321 0.3006 0.0296 0.0059 0.0007 0.0046-

0.0072 
60-120 86 0.4958 0.0445 0.0054 0.0013 0.0029-

0.0079 
120-180 25 0.5966 0.0631 0.0037 0.0021 0.0000-

0.0079 
     180- 2 0.5966 0.0631 - - - 
Other methods alone or in combination with Allopathy 
         0-60 283 0.1152 0.0205 0.0020 0.0004 0.0013-

0.0028 
60-120 175 0.2535 0.0332 0.0028 0.0006 0.0016-

0.0041 
120-180 61 0.3557 0.0513 0.0025 0.0011 0.0003-

0.0046 
     180- 7 0.5168 0.1447 - - - 

 

8.11 Discussion 

In the present study, the couples have used up to 11 centres for infertility care. There 

is transition from one centre to another at a different pace in different centres. The 

volume of movement from one centre to another is higher in the earlier stages of the 

care seeking pathway. The tendency to jump from centre to centre declines as the 

number of centres visited increases. The possible reason for this could be the desire to 

achieve pregnancy as fast as possible. The inability to achieve it at any centre may be 

propelling their movement to the next centre.  

 
Allopathy was used by most of the couples, and it was the first point of care seeking 

for infertility for majority of the couples in the study. As the couples moved to the next 

centre along the care seeking continuum there was a shift from Allopathy to Ayurveda 

and Homeopathy. These alternate methods were negotiated by the couples in the care 

seeking pathway alone or along with other systems of medicine. The long waiting time 

in the Allopathy system for many procedures especially in the government sector, the 

low faith in the success of the treatment and high cost of care for Allopathic treatment 



 

 191 

which tend to be concentrated more in the private sector are some of the factors for 

this shift from centre to centre. All of these factors, combined with the positive 

feedback and anecdotal narratives of success of certain providers also lure the couples 

into trying it for themselves.  

 
Even though the proportion of male infertility is higher in the study, we see a mismatch 

in the proportion of men and women undergoing treatment. Proportion of women 

undergoing treatment was higher compared to men undergoing treatment. One 

possible explanation is that most of the assisted reproductive treatments are centred on 

the woman¶V bod\. Women UepoUWed WhaW Whe hXVbandV do noW present themselves for 

treatment. This could also be a reason for lower proportion of men undergoing 

treatment.  

 
The duration of treatment spent by the couples was highest in C4, after which the time 

spent by the couples in subsequent centres declined drastically. This decline may be 

because the number of couples who stopped treatment was higher after C4. The 

findings suggest that majority of the couples had got pregnant by C4. It could also be 

the couples who are continuing in the care seeking pathway beyond C4 are those with 

male factor infertility or those who needed ART procedure but were delaying it. Hence 

a lesser number is seen beyond C4 and also the lesser duration spent in each centre 

beyond C4, due to the unacceptability of undergoing ART treatments by couples for 

various reasons.  

 
The life table analysis shows that the medical management of women yields the 

highest failure rate (failure rate here means probability of getting pregnant per unit of 

time) across different treatment stages in different time intervals across the period 0-

120 months. This can be read against the failure rate in different categories of 

infertility, where couples with only female factor infertility present a higher failure 

rate. This could be because females continue to persist the treatment while men are 

reluctant to undergo treatment, especially when male factor infertility is the cause and 

they are suggested ART treatment. The reluctance to undergo assisted conception 

reported by the respondents in the qualitative component of the study is validated by 

the findings here. We can see that assisted reproductive technology including IUI using 
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donor sperm and IVF are producing higher failure rate in the later duration in the 

pathway i.e., IUI after 5 years and IVF after 10 years. This means that such methods 

are being postponed by the couples in the earlier years of their care seeking due to 

various reasons.  

 
The failure rate drops to almost one-third when using other methods alone or in 

combination with Allopathy compared to when using Allopathy alone. This result 

cannot be naively interpreted as Allopathy offers better results compared to other 

methods or AYUSH. The tendency to move to other centres which may be AYUSH 

or alternate methods happen when the couples do not achieve desired results. These 

may be resultant when couples who need assisted conception methods to achieve 

pregnancy. Due to inability to afford such treatments and/or reluctance to undergo such 

treatments, they may forgo Allopathic treatment. This may be the reason why they are 

not yielding the result when using other systems of medicine or alternated methods 

alone or in combination with Allopathy.  

 
The care seeking pathway for infertility can be long or short for different couples 

depending on their diagnosis, the ability to afford treatment at any centre, and also the 

persistence in the care seeking pathway. Multiple trajectories are adopted by couples 

so as to achieve the desired result which puts them in a pathway where unauthorised 

measures are adopted to achieve pregnancy. The reluctance to undergo certain 

treatment methods due to personal, religious or cultural reasons are some factors which 

are responsible for prolonging the care seeking pathway of couples.  
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Chapter 9 

Gendered consequences of the care seeking process  

 
This chapter presents the results of the final phase of the research process which aimed 

to describe the infertility specific distress in women undergoing treatment for 

infertility and to understand the possible consequences of infertility for women. The 

narratives were elicited using in-depth interviews among 10 women who had sought 

care for infertility in the two districts of Kerala, Thiruvananthapuram and 

Malappuram. The interviews enabled an understanding of the gendered consequences 

of infertility vis-à-vis the process of care seeking for infertility. I aim to describe the 

process of care seeking and the differences in it when male or female factor 

reproductive impairment in the couple is the cause for infertility. This process of care 

seeking has gendered implications as women are adversely affected due to the absence 

of a child emotionally and socially. They have to bear the physical burden of the 

various treatment procedures as well.  

 
9.1 ParticipantV¶ profile 

Among the 10 participants interviewed, seven of them had infertility due to male factor 

two had female factor infertility and one had both male and female factor infertility. 

Two of the husbands were in gulf after marriage for a significant time, and eight of 

them had their husbands staying with them. One of them at the time of interview was 

a widow.  
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Table 9.1: Profile of the participants interviewed 
Sl 
no 

Name of the 
participant* 

Age Type of infertility Husband (was/is) 
in gulf 

1 Shyla 36 Female factor Yes 

2 Radha 53 Male factor Yes 

3 Nihar 30 Both male and female 
factor 

No 

4 Jasmine 30 Male factor No 

5 Sulfath 27 Male factor No 

6 Raji 34 Male factor No 

7 Maya 46 Female factor No 

8 Naiha 32 Male factor No 

9 Malathy 38 Male factor No 

10 Shahina 37 Male factor No 
*Names changed to provide anonymity 
 
The themes developed after merging of the codes are explained below in four sub-

headings viz., the process of care seeking describing the differences in male and 

female factor infertility, gendered nature of infertility, sustaining care by virtue of 

µhope¶ and lastly, the process of coping by women.  

 
9.2 Process of care seeking: Differences in male and female factor infertility 

The care seeking for infertility starts with the recognition of the problem when there 

is delay in getting pregnant after trying to get pregnant. This recognition ignites 

care seeking for infertility which culminates only with achieving a successful 

pregnancy. While for others who have not achieved the pregnancy status, the care 

seeking continues in varied forms even as they wait for a positive outcome to 

happen. This process continues intermittently for some when finances are an issue 

while others voluntarily withdraw when their reproductive processes have halted. 

But regardless of the cause of infertility the process of care seeking begins and 

continues only if the male partner takes a proactive role in the process. Care seeking 

for infertility diverge depending on the diagnosis with mostly couples having 
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female factor infertility staying in the pathway longer than those with male 

infertility alone.  

 
9.2.1 Absent male partners: Impedance to early recognition and care seeking 

for infertility 

The recognition of infertility by the couples is the foremost factor in initiating care 

seeking but such an event also depends on other factors like cohabitation of the 

couples for a fairly reasonable amount of time so as to enable a recognition that 

something is wrong. The women reported that due to the absence of their husbands 

at home there was delay in initiating the treatment. They also added that there was 

intermittence in treatment seeking due to work related responsibilities of their 

husbands. They were employed overseas and this was a barrier to continuity in care 

seeking.  

 
“After marriage, husband stayed here for three months and then went back. Then 

when he came again he stayed for two years and we tried. We went to the doctor 

when nothing was happening.” (Shyla, 36 years, wife having reproductive 

impairment)  

 
“I got married at 14 years, I had menarche after coming here only. After marriage 

husband went to gulf and he came back after 6 or 7 years. That time he stayed here 

for 5-6 months, and we showed the doctor but we did not do any major treatment 

then. He went back to gulf again. Then every year he used to come, then only we 

started treatment.” (Radha, 53 years with male factor infertility)  

 
Couples with male factor infertility reported that the doctors advised the husbands 

to stay back at home so as to improve their sperm count, if they were working 

overseas. This was reported by the women as not feasible because of financial 

responsibilities at home.  
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“Then only doctor checked and told the climate is not okay. When you adjust to the 

climate here, again you go back to Gulf. Either you stay here or take the wife with 

you, and that both should stay together. Count will not improve if you go - like that 

doctor told.” (Radha, 53 years with male factor infertility) 

 
In contrast to this, early recognition and care seeking was reported by women whose 

husbands were at home. In such cases treatment was initiated within a span of two 

years of marriage.  

 
“It has been 14 years since marriage, after six months we started treatment. From 

then to now there is treatment, now it's been a while since we have stopped 

treatment.” (Jasmine, 30 years with male factor infertility) 

 
9.2.2 Divergences in care seeking pattern for male factor infertility and female 

factor infertility 

There appears a divergence in the care seeking pattern for couples with male and 

female factor infertility. The presence of male factor alone as the cause of infertility 

resulted in a truncation of the mainstream (allopathic) treatment due a range of reasons, 

which are discussed subsequently in this chapter. Initial treatment seeking was done 

by most men and this trajectory of care seeking stopped at different points. Some 

decided not to pursue treatment once the diagnosis of male infertility was made while 

others went on to seek medical or surgical corrections as advised by the treating 

physicians. But when advanced treatment options like IUI or IVF were suggested as 

treatment, majority of the men declined such treatment and hesitated to continue 

allopathic treatments. Due to the side effects of the medicines many men reported that 

they discontinued the treatment since it was impairing their daily activities and work. 

As men were having to work, they were unable to attend the consultations with the 

doctor. While women continue to seek care for their problem even with all the 

difficulties of the treatment, men seem to stop at some point.  

 
Disappearing men: Discontinuation of care seeking for male factor infertility 

Women reported that their husbands were not interested in continuing with specific 

treatment suggested by the doctor and thus either dropped from the treatment pathway 
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or sought other methods of care.  This was particularly reported by women whose 

husbands were having low sperm count and needed IUI or other ART treatments. Such 

treatments were not acceptable to the husbands and they felt that these were not 

needed. There was a prevailing notion  that insemination treatments used donor sperm 

and this was unacceptable. One woman reported that they had done IUI but with 

hXVband¶V sperm.  

 
“I was not having any issues to do IUI/IVF but husband was not interested”. (Radha, 

53 years with male factor infertility) 

 
“Doctor told sperm count is low, try taking the medicines. If it is not improving with 

medicines we will do this like that he told. He told about injecting sperm, but when 

doctor told about the injecting treatment husband said no need.” (Jasmine, 30 years 

with male factor infertility) 

 
“They told like this, after doing tube test (HSG) if there is no positive results, then 

have to inject sperm, after hearing that my husband was not agreeing.” (Sulfath, 

27 years with male factor infertility) 

 
“Why we are not interested in it is because people say different opinions, we have 

not enquired about it more, they say it is done by taking another sperm (someone 

else¶s sperm) and injecting. Pregnancy happening that way is not right that¶s why.” 

(Sulfath, 27 years with male factor infertility) 

 
One of the women also complained that her hXVband¶V reluctance to listen to the 

suggestions has created the current situation in her life, which left her alone after her 

hXVband¶V death.  

 
“Then he always told me what if there is no child, we will live like this. Now I think 

if he had listened about adoption there would have been a child.” (Radha, 53 years 

with male factor infertility) 
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Persistent women: Women continue seeking care amidst difficulties 

Women experienced physical and cultural difficulties during the treatment process. 

The physical discomforts stem from the various treatment procedures and the need to 

comply with the instructions of the doctor. This included the need to have intercourse 

on the day when injection was given for ovulation induction. They stated that the 

injection was painful and it was hard for them to even sit but were driven by the need 

to have a child which made them forget the physical pain. Some even added that on 

such days the inclination to have sexual activity diminished but they had done it just 

for having the child. There were also cultural difficulties for them when the 

examination was done by male doctors. 

 
“When given injection, it will be very painful, we can¶t even sit properly by pressing 

the back. The day when injection is given that day it will be very painful, then they 

ask to have sexual contact on that day itself. Then it is for us, right? so we overcome 

it.” (Sulfath, 27 years with male factor infertility) 

 
“I am having the problem, so how much ever pain is there I will have to endure it 

because I should have a child somehow.” (Shyla, 36 years with female factor 

infertility) 

 
“Yeah, pain is there while doing scan. Where ever we go all the doctors will be male, 

so when they do scan and all it is difficult for us. If it is Dr X or Dr Y they are all men 

and they only will be doing the scan, so it is difficult for us. Then the tiredness due to 

taking the medicines, medicines have a lot of side effects.” (Shahina, 37 years with 

male factor infertility) 

 
But all these difficulties were endured by the women thinking that they will get a 

child at the end of it. Women said they were not unhappy in bearing the difficulties 

but were stressed when they had to do the pregnancy test after all these hardships.  

 
“No problems like that. During that time we will not feel fed up, we are doing it with 

a hope so there won¶t be that feeling of fed up. Then when we get to know it has not 

happened then there is despair.” (Maya, 46 years with female factor infertility) 
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“No, there is no tension when doctors advise to have intercourse on specific dates, 

but tension is when we do the pregnancy test. Then both of us will get up in the 

morning do the test, if it is negative then that day is over will be crying and all. That 

time is the tension. Otherwise no tension, it is for having child right. Some days they 

say not to have sex, for good sperm to form.”(Malathy, 38 years with male factor 

infertility) 

 
9.2.3 Misinformation/Misconceptions about ART treatment leading to its non-

adoption 

The reluctance to do IUI/IVF stems from hearsay knowledge about the use of donor 

sperm in such treatments. There is a popular notion that treatments like ART are not 

needed if the man¶s semen shows evidence of the presence of sperms. Therefore, when 

such treatments are suggested, they think donor sperm will be used nefariously and it 

is not necessary because the man¶V semen has sperms. Women have reported that they 

were unaware of the details of the treatment due to poor communication by providers 

or lack of understanding of information communicated to them.  

 
“There is no one who has done such (ART) treatment here, I don¶t know anyone. But 

people say it will be someone else¶s sperm and it won¶t be ours. It will be someone 

else¶s we cannot believe what it is right.” (Jasmine, 30 years with male factor 

infertility) 

 
“It may be because of our lack of knowledge. We have been told by the doctor that 

both of you get admitted and then we get you sperm and do it and all.” (Sulfath, 27 

years with male factor infertility) 

 
9.2.4 Acceptance of ART treatments: Female factor infertility as the cause 

IVF was adopted by couples when female factor is the cause for infertility and male 

partner was completely normal. This meant that the idea of having own sperm was 

very much needed to adopt ART treatments. There was inhibition to undergo 

treatments like ART which was needed, owing to is conceptions held by the couples.  
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“When we were planning to do IVF. But doctor told it is not needed for us, there is a 

lot of eggs, and it is done for those who do not have eggs. But husband was adamant 

about doing it, we need a lot of money to do it, in gulf we spent 30,000 dirhams, he was 

very adamant about doing it. So like that we did it.”(Shyla, 36 years with female factor 

infertility) 

 
“Husband did not have any issues in undergoing IVF treatment, everyone was like 

somehow a pregnancy should happen. Since I delivered once [had Intra Uterine Death], 

somehow one will happen like that hope was there. That is why we borrowed money 

and did IVF.” (Maya, 46 years with female factor infertility) 

 
9.3 Consequences of infertility for women 

Infertility invariably places the women in a more disadvantaged position due to the 

gender norms and roles prevalent in the society. For instance, when men were able to 

discontinue treatment at their whim, women continue to persist in the care pathway 

because of the consequences they have to face in the family and the society.  

 
9.3.1 Women were forced to persist in the care seeking pathway due to social 

norms 

The social norms regarding the need for a child and the role challenges of not fulfilling 

parenthood both place women at cross-roads demanding that she be seen choosing 

some sort of care.  

 
Society questions women at every juncture regarding the absence of pregnancy and 

this makes her persist in the pathway of care. There is always interference by the 

community members regarding the status of pregnancy and the course of treatment.  

 
“I pray that no women in this earth should have this situation. Whichever child, but 

everyone should have one child for themselves. Those without a child will be totally 

separated or are made to feel alone/separated from the rest. When we go for some 

functions and all, we will be alone.” (Maya, 46 years with female factor infertility) 
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Women believe there is no meaning to life without a child, this is reinforced by the 

notions of the society which stipulates that a married woman should have at least 

one child.  

 
“Yes they ask, till now nothing has happened or no child yet - like that. I tell no. I 

am fed up hearing that.” (Naiha, 32 years with male factor infertility) 

 
9.3.2 Inevitability of blame for infertility for women 

The inevitability of the blame and burden of infertility falling on women is 

demonstrated by the narratives of the women. They said that even when the 

reproductive impairment was their hXVband¶V, the family blamed the women. They 

also compared the difference in reaction to male and female infertility, when men were 

having problem they acquiesce and sympathise while women had to live in fear about 

the questionings of the society and the threat of divorce. 

  
“That we will be separated from the society. Then there will be a threat for divorce, 

there are such things happening in the society.” (Raji, 34 years with male factor 

infertility) 

 
“In house we do things whatever we can. When we take medicines, we will be tired, 

then they say you are just lying down without doing anything.” (Raji, 34 years with 

male factor infertility) 

 
“Husband is driver, so he said that the high dose medicines and the job I am getting 

tired, so he was not interested to take that medicines.” (Raji, 34 years with male factor 

infertility) 

 
“If I was having the problem I would have been in my house (meaning natal home).” 

(Jasmine, 30 years with male factor infertility) 

 
Women will be labelled as infertile for not being able to get pregnant and have to face 

reprobation from the family and the community. Even when they were not having any 

impairment, they had to take the blame to deflect exposure of husband as the person 
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with infertility. Men rarely acknowledged that it was their problem which stemmed 

from the reluctance to discuss male infertility publicly. 

 
“Yes, there is a little bit of problem in the family. It will not be like our own mothers, 

out of 100 people 90 people will be like this kind of people. So whatever it is it will 

not be like our own mother. We are going in harmony in a way we can.” (Raji, 34 

years with male factor infertility) 

 

9.3.3 Distress caused by infertility-borne mainly by women 

Women are invariably affected by infertility even if the reproductive impairment is 

that of their spouse. The absence of a child creates a lot of emotional consequences for 

women including feeling of distress when seeing others with children or while when 

others tend to parental roles. This distress stems from the inability to perform such 

duties themselves and also these instances remind them of their own body, it makes 

them question whether the body of the self is defective or faulty.  

 
“When others pamper their child we also will wish one for us. We will not be like 

this forever right, we will get old, so when we fall there should be someone to hold 

us right?” (Naiha, 32 years with male factor infertility) 

 
Women reported that such distress affected them more since they stayed at home most 

of the time and did not had a mechanism to vent their feelings, while men tend to cope 

with it by resorting to alcohol or engaging in other activities.  

 
“When I stay at home it will be more, when I stay at home, after all work I will have a 

lot of thoughts,…” (Raji, 34 years with male factor infertility) 

 
9.4 µHope¶: A way to sustaining the care 

Continuation of treatment does not only impinge up on the Zomen¶V endurance but 

also on the communicated or miscommunicated µhope¶ through the pUoYideUV¶ good 

offices. This results in the sustenance of care seeking for infertility among couples. 

They tend to be driven by the µhope¶ that one or the other treatment will bring in a 

solution to their problem.  
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9.4.1 Plurality in care seeking for infertility due to µaccepWance¶ of misinformation 

and µhope¶ 

The presence of µhope¶ which was passed on by people who were successful in their 

pursuit drove the couples with infertility to seeking care. They shuttled between care 

providers to achieve a positive outcome. Women said that they shifted from provide 

to provider suggested by others hoping that they will get pregnant somehow.  

 
“We have taken English medicines (allopathy), have taken ‘nadanmarunnu ¶
(traditional treatments) and all medicines. English medicines alone we have shown to 

5-6 places. Each people tell one place, we will go and show there.” (Jasmine, 30 years 

with male factor infertility) 

 
They also reiterated that the plurality in care seeking did not happen in the vacuum but 

was fuelled by the responses from the providers. They said they were never told by the 

treating doctor that they harboured a condition that made it impossible for them to get 

pregnant. They also added that the information provided by the providers was very 

crucial in taking up treatments or abandoning them. This created µhope¶ in them and 

hence abandoning care was not a sensible option and made them continue in the 

pathway of care. This also meant that when medical options were exhausted, they 

relied on alternate methods to achieve pregnancy. 

  
“I was not having any problem to do IUI but husband was not interested. Husband was 

not interested because there was hope that pregnancy will happen by taking medicines 

and all. He was taking medicines, so count was improving, it will happen like that hope 

was there.”(Radha, 53 years with male factor infertility) 

 
“Doctors told that we will have child. There are no reasons for not to have. Will have 

there is no difficulties like that. We had visited about 10-12 doctors till now, when 

people tell we go to different places. Each person will tell one place so we go there. 

We will go to one place then when there is no result we go to another place with the 

hope that it will happen. Then we will take treatment for 6 months there, and when 
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there is no result we will change from there.”  (Nihar, 30 years with male and female 

factor infertility) 

 
The possibilities fostered by this µhope¶ causes them to forgo discussions on the option 

of adoption. The µhope¶ of having an own child someday prempts the couple to venture 

into adoption.  

 
“I have not thought about adoption until now. We will have a child like that we have 

been told. So there is no need for us to think about adoption. So how much ever time it 

will take we hope one should happen.”(Raji, 34 years with male factor infertility) 

 
“No, we haven't thought about adoption because ours has not slipped out of our hand, 

when our hope is over then only will we think about another thing right.”(Sulfath, 27 

years with male factor infertility) 

 
9.4.2 Sustenance of treatment also fuelled by financial resources 

Although µhope¶ plays a role in treatment seeking, other factors including the presence 

of financial resources were important to sustain the care seeking. Women reported that 

treatment was sought intermittently (shifting from allopathic to alternative too) due to 

financial limitations. This continued till a solution was achieved or when both physical 

and fiscal resources exhausted.  

 

“When there is no money we will not show the doctor, we have to get it from here 

from the sea [husband is fisherman], when there is no money we stop. Then when we 

get money then only we will treat. One time it cost around 1000-2000 rupees. If there 

is that much money we will go if not there then we will not show doctor. We have sold 

the gold and have taken treatment.” (Jasmine, 30 years with male factor infertility) 

 

9.5 Coping by women  

When women are confronted with blame and experience distress associated with it, 

they find ways of reducing it. 
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9.5.1 Ways of eliminating/reducing such distress experienced by women 

The distress reducing measures as shared by women were learning to live with 

infertility. This is done by ignoring those who were casting blame on them or 

confronting them. They find solace by learning to live without casting blame on each 

other for instance when the husband is having the problem the wife accepts it and lives 

with it and vice-versa. Some women said that they do not admit their hXVband¶V 

problems and thereby shield them from the blame.  

 
Some women also said there was a supportive environment within the family and it 

was less stressful in such situations when the partner or the in-laws do not blame.  

 
“One lady told “she is a ‘machi¶” ( µmachi¶  is a derogatory word which means one 

without a child), then they will be telling these without us hearing. One lady has told 

which I overheard. And I got very sad. My sister in law was also there, she also did not 

have a child then. That day I told that lady, this is because you have not faced it you 

do not know the pain of it. When I told like this she understood the intensity of what 

she said. She said sorry. They may be telling it because of their lack of knowledge.” 

(Sulfath, 27 years with male factor infertility) 

 
“We share our sadness, we do not blame each other and all. This all is what god 

gives, there is no use blaming another person for it. It is me who tells the sadness.” 

(Sulfath, 27 years with male factor infertility) 

 
“We both do not blame each other. We tell there is no problem, God will correct it 

like that we tell. We only have to know our problems.” (Malathy, 38 years with male 

factor infertility) 

 
“People used to tell “that lady without the child is coming” and I just ignore 

it.”(Radha, 53 years with male factor infertility) 

 
“There is no blaming in the family. They will ask whose problem is it, so if I tell it is 

husband¶s problem, then there is no issues since it is because of his problem.” 

(Jasmine, 30 years with male factor infertility) 
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9.5.2 Apathy  

Women reported that even after being medically proven that they were not having the 

reproductive impairment the in-laws blame them. Some of them added that because 

their own son would never be blamed, the blame will fall on the women. They tend to 

develop an apathetic acceptance after years of shielding the partners.  

 
“Since we are coming from our house to another house, we will only be criticised. 

Parents will not blame their own children. Always will blame those who have come. 

Any mother in law or anyone will, their own children will not have any shortcoming 

[…] Long back husband¶s family asked him to re-marry, that time he has asked if there 

is no child in that also what will I do? But then also he has not told anyone that he is 

having the problem he has only told what if that is also like this? Will you give food for 

that person like that he has asked to his sisters. He never let it outside, it is his problem 

like that he has never told. When someone asks he just gives counter answers, sisters 

or other when they ask he will not tell, to sisters he tells what if that also do not have 

what will you do, will you give like that he asks. So I thought I don¶t have to tell it. […] 

What to tell, I had forgotten all the things. What we have done, what we have not done 

everything I forgot.” (Radha, 53 years with male factor infertility) 

 
9.6 Discussion 

The findings from the analysis of this data shows that the continuous cohabitation of 

the couples is an important factor that helps in early care seeking. The intermittency in 

treatment seeking caused by the non-availability of the husband is a major cause for 

treatment not succeeding. When care seeking is initiated, depending on the diagnosis 

viz., male factor or female factor, the treatment trajectories diverge. If there is male 

involvement, either the side effects of the treatment or time constraints due to job or 

both brings the care seeking to halt. But if female factor is the cause for infertility, there 

is systematic effort at treatment seeking by women even if the process is painful, or 

emotionally disturbing. Such difficulties are withstood by women because of the social 

and cultural environment which causes them to look at the trade off in terms of the 

cultural significance of having a child. This has been discussed in studies where it was 

reported that while women take a proactive role in care seeking, men take a passive 
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role (Batool & de Visser 2016). Men tend to escape the physical and mental trauma 

mostly owing to the fact that male infertility is never discussed in the public domain as 

one of the main causes of infertility among couples.  

 
Women continue to persist in the pathway of care because they are afraid of being 

abandoned by the husband and fear divorce. This has been reported in studies done 

elsewhere and they also discussed that those women who were economically dependent 

on their husbands fear this abandonment more and tried to cover up the male infertility 

issues (Nahar & Richters 2011).  

 
Women persist in the pathway of care due the emotional distress caused by labelling 

and the agony of watching other people catering to their own children. The continuous 

inquisition of the public regarding the status of the pregnancy also makes them persist 

in the pathway (Batool & de Visser 2016). Regardless of the causes for infertility, male 

factor, female factor or both, the care seeking is impeded by lack of knowledge or 

understanding of the various treatment procedures. The wrong beliefs about the use of 

donor sperm or the general disinterest among men to undergo treatment results in 

intermittent care seeking. Continuation of treatment does not only impinge upon the 

Zomen¶V endurance but also communicated or miscommunicated µhope¶ from doctors. 

This µhope¶ combined with the notion of an own child prevent adoption as a means to 

ward off discriminatory labelling. Along with these, care seeking is sustained by the 

availability of money. This intermittent treatment utilises other systems of medicine, 

or alternate methods or magical remedies depending on which ever of these is said to 

produce results. The seeking of allopathic treatment when it physically possible or 

financially feasible and use of alternative options when it is not continues till they reach 

a stage when either their physical or financial resources are exhausted.  

 
This process is extremely tiring and physically exhausting for women who have to take 

the blame and also subject their bodies to various treatments. The emotional distress 

that the couples go through can be significantly reduced if there is acceptance among 

both husband and wife or if male infertility is carefully hidden by women accepting it 

and the partner shielding the women from adverse consequences like divorce. On the 

other hand, minor bodily problems which are treatable leave them highly anxious as to 
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their situation vis-a-vis the marriage. They were afraid that any stated problem in the 

female body will disrupt the marital arrangement for them.  

 
From having to take the blame for infertility to bearing the physical and emotional 

difficulties of treatment  and finally to be ridiculed and challenged by the society and 

experiencing mental distress, women are invariably more affected by the absence of a 

child.  This arises partly because of socially construction of infertility and partly 

because of the gender norms and roles prevalent in the society.  
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Chapter 10 

Discussion and Conclusions 

 
In this chapter I will discuss the empirical findings of this thesis and their implications. 

ThiV diVcXVVion iV baVed on Whe µhope fUameZoUk¶ idenWified WhUoXgh WhiV UeVeaUch 

process. I will also discuss the limitations of the study and the policy recommendations 

in this chapter.  

 
The empirical findings presented in the thesis were based on the following research 

questions; 

1. What is the expected level of infertility for Kerala and its districts? 

2. How do couples seek care for infertility in Kerala and what are the reasons for the 

care seeking for infertility? 

3. Is there any inequality in the care seeking for infertility in Kerala? 

4. What are the consequences of infertility for women in Kerala? 

 
10.1 Care seeking for infertility: µPoliWical econom\ of hope¶, deWerriWoriali]aWion 

and reterritorialization 

In WhiV VWXd\, I XVe Gille DeleX]e and Feli[ GXaWWaUi¶V concepWV of deWeUUiWoUiali]aWion 

and reterritorialization (Deleuze & Guattari 1987) Wo XndeUVWand Whe µpoliWical 

econom\ of hope¶ in infertility care. These concepts will be used to draw together the 

findings of the study, and to explain how the deterritorialization of reproductive health 

caUe and Whe deWeUUiWoUiali]ed infeUWile coXpleV WogeWheU VXVWain Whe µpoliWical econom\ 

of hope¶.  

 
µHope¶ was a recurrent narrative in the stories of women who sought infertility care. 

But, µhope¶ tends to be more at an individual level and although the study focused on 

individual care seeking, it encompassed more than just individual problems. Infertility 

care seeking does not happen in a vacuum and there are other contextual factors at play 

like the social, economic and political factors. Thus, the concept of µpoliWical economy 

of hope¶ a term first used by Good et al. (1990), is used here to recognize and link the 

multiple processes that operate in the care seeking pathway for infertility. The 

conceptualisation of µpoliWical economy of hope¶ serves as a vantage point to examine 
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the care seeking for infertility because infertility care involves multiple stakeholders 

with varied interests.  

 
The µpoliWical economy of hope¶ in this context refers to the power or the authority of 

biomedicine or the power of knowledge along with the political and economic forces 

that control this power, which creates hope among those with infertility. The clear 

heterogeneity of interest of this knowledge lends itself to be scrutinised under the 

scope of µpoliWical economy of hope¶. Here, hope takes a submissive role to the 

knowledge and it (hope) operates at multiple levels to transcend the boundaries of 

physical, emotional and financial barriers of the couples with infertility. By layering 

the construction of µhope of paUenWhood¶, the multiple risks involved and the 

probability of failure of the procedure(s) involved in infertility care are papered over 

from the realm of reproductive medicine to the realm of political economy of hope. 

This serves to synthesise the multiple pla\eUV¶ (including those of the significant 

others, providers and regulators) desired option of converting individual desire for a 

child to a thriving enterprise that feeds off on this hope to builds a market for itself. 

Such a building up of hope does not happen in a demographic or socio-economic 

vacuum. The value of a child emerges out of declining fertility rates. Child birth itself 

does not provide scope for profits when birth rates are shrinking and therefore market 

driven reproductive care industry needs to look at other segments that offer the promise 

of better returns for investors. In addition, professionalisation of obstetrics and 

gynaecology as a process calls for the application of µimpUoYed¶ technology into the 

reproductive process, building up its social status within peer groups of medical 

professionals. All three forces contribute to the building up of the political economy 

of hope, building up the expectations of overcoming biological limitation.  

 
µPoliWical econom\ of hope¶ iV VXVWained b\ diffeUenW VWakeholdeUV, in infeUWiliW\ caUe iW 

includes scientists, clinicians, patients, bio-technology industry, and market forces. 

But different stakeholders have different interests in this and to explain how each of 

WheVe opeUaWe in conjXncWion Wo VXVWain WhiV µhope¶, I haYe XVed Whe concepW of 

deterritorialization. Deterritorialization means destabilising the spatial boundaries or 

increase internal heterogeneity whereas reterritorialization means establishing a new 
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relationship, a new process, a new interaction, a new interlinking (Deleuze & Guattari 

1987). My analysis here focuses on the care seeking pathway for infertility and how 

couples navigated different trajectories to achieve their desired outcome. In the 

VXbVeqXenW VecWionV, Whe infeUWiliW\ caUe Veeking¶V µpoliWical econom\ of hope¶ Zill be 

explained using the findings of the study and how couples territorialized on infertility 

care.  

 
Reproductive medicine is a specialised field concerning the male and female 

reproductive systems and this field specialises in the diagnosis and treatment of 

infertility. This specific field of medicine is deterritorialized in the context of the 

reproductive care, and the specialised knowledge of doctors is used by the market to 

form a for profit sector. This means that the infertility care delivery is deterritorialized. 

It is not only the infertility care that is deterritorialized but the infertile couples are also 

deterritorialized. This will be explained in subsequent section based on the empirical 

findings.  

 
10.2 Demand for infertility services and (bio)medicalization of infertility 

According to the Census 2011, the expected level of infertility for Kerala was 

estimated to be 16.8 percent among all women in the age group 15-49 years. The 

expected level of infertility was 6.1 percent for ever married women in this age group. 

It was 5.8 percent for women in the age group 45-49 years. Based on the Census of 

India data analysis the childlessness level was four percent in 1981 and six percent in 

2001 for ever married women aged 35-39 years (Ram 2010). The infertility level for 

India ZaV 11.8 peUcenW baVed on Whe cUiWeUia µVe[ bXW no pUegnanc\¶ and iW ZaV 16.8 

peUcenW baVed on Whe cUiWeUia µVe[ bXW no biUWh¶ in 1998-99 (Rutstein & Shah 2004). 

The NFHS-2 and NFHS-3 data estimated the infertility levels to be 2.0 percent and 1.9 

percent respectively for women married for 5 years (Ganguly & Unisa 2010).  

 
The expected level of infertility at 45-49 years was high in Malappuram (6.7%) and 

low in Wayanad (4.4%). The expected level of infertility was high in Pathanamthitta 

(9.3%) and low in Kasaragod (4.5%) among the ever-married women in the age group 

15-49 years. The infertility levels based on the 45-49 years may be reflective of a true 

level since beyond this age group, even the intervention assisted reproduction is 



 

 212 

restricted due to the limitations of biological functioning. But these measures which 

are based on the end of childbearing years in a woman, may not be reflective of the 

recent trends of infertility (Rutstein & Shah 2004).  

 
The age pattern of infertility measured using the period measure, gave an idea of 

expected levels of infertility by age. The rate of decline in infertility in this group is 

possibly indicative of intervention aided decline. For all districts in Kerala except 

Malappuram, the current expected levels of infertility was lower that the CEB based 

measure. This could possibly be indicative of the absence of intervention in this district 

either due to absence of infertility services or due to non-utilization of available 

services.  

 
10.2.1 Demand for infertility services in the state 

The analysis of data from the Census of 2011 demonstrates that there is a definite 

demand for infertility services by the couples beyond age 35 years. As noted, 90 

percent of the TFR is achieved by age 30-34 years and beyond this age there is a 

decline in the natural fertility due to the biological limitation of the reproductive 

functions in women. It is thus clear that beyond this age, some couples who are infertile 

and have not achieved pregnancy, will be in need of medical interventions to achieve 

pregnancy. It was estimated that around 6-7 percent of couples in the age group 35-49 

years may be in need of infertility services in Kerala. 

  
In Kerala, there is higher level of private sector participation in health care and this is 

noted in reproductive health care services also. This engagement of the private sector 

is higher in the northern districts compared to the southern districts. We have noted 

that the northern districts viz., Kasaragod, Malappuram and Palakkad have very high 

expected levels of infertility at 45-49 years. We also observed that in these districts the 

proportion of institutional deliveries in the public sector is between 20-30 percent. This 

means a large share of reproductive health care in these districts is through the private 

sector pointing to the privatisation of reproductive health care particularly in the 

northern districts of Kerala. Although the exact number of private providers offering 

infertility services in the state is not known, majority of infertility services are 

concentrated in the private sector. This can be discerned from the data on the number 
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of centres in the country, according to the International Federation of Fertility Societies 

(IFFS) surveillance report (2016), there are around 1000 ART centres in India of which 

99.5 percent of the centres are private physician clinics and only 0.5 percent are public 

hospital-based clinics (IFFS 2016). This can be attributed to the (bio)medicalization 

of infertility and also the market operating on reproductive services. The public sector 

infertility services are mainly concentrated in the government medical college 

hospitals in Kerala, and not every district of Kerala has a government medical college 

and where ever available, a fully functional infertility clinic is not part of all medical 

colleges. Thus, this shortage in public sector facilities creates an opportunity for the 

private sector (Sadanandan 2001) to expand infertility services in the state. Such a state 

of affairs means that financially less endowed couples may not be able to afford 

infertility services, which has significant out of pocket expenditure.  

 
Using the CEB based and CFR based expected level of infertility, a higher CFR based 

measure compared to CEB based measure means that the level of infertility expected 

in the present is higher than that of what it actually should be. In Malappuram, there 

is a higher burden of infertility in the present than what is expected based on CEB 

based infertility level. One of the reasons could be that there is less intervention 

happening in this district, or conditions requiring interventions are being not used by 

the couples due to personal reasons or difficulty in accessibility and affordability of 

such treatments, which was reported in the survey.  

 
Based on the indexed values we see that only a small proportion of infertility has gotten 

bridged between 35-49 years with northern districts having more proportion getting 

pregnant at later ages compared to southern districts. In Malappuram, we see that from 

the census data, nearly 40 percent of the infertility is bridged between 35-49 years 

while in Kottayam and Thiruvananthapuram, this proportion is as low as 23-24 

percent. This could mean that in districts like Malappuram, postponement of 

pregnancy is happening due to the migrant status of the husbands, and treatment is 

initiated fully when the spouses return from overseas and this explains the 40 percent 

of bridging that happens in the later ages. While in Kottayam and 

Thiruvananthapuram, interventions may be happening in earlier ages and the very few 
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cases who are less responsive to the treatments may be continuing the treatment till 

later ages. From the survey data, we noted that in Thiruvananthapuram and Kottayam 

approximately 29 percent had achieved pregnancy while in Malappuram only 16 

percent had achieved pregnancy.  

 
Despite the high cost of care in the private sector and less number of facilities in the 

public sector, in the analysis of the survey data to understand the care seeking pathway 

of infertility, we see only a small proportion utilised the public sector (11.0%) 

compared to the private sector which was used by 86.0 percent of the couples, when 

they initiated the care seeking. Most of them stayed in the care pathway for many years 

and visited multiple centres.  

 
We have noted that there is medicalisation of health care in Kerala where majority 

used formal medical care for minor ailments and this care for the ailments is 

predominantly sought from both the public and private hospitals in the state. The 

presence of private sector in the health care sector is also demonstrated by the 

proportion of facilities in both public and private sector. We also see a huge presence 

of private sector in Kerala where majority of the institutional deliveries are happening 

in the private sector. So, when we look at infertility care, which is a highly specialised 

care, the limited facilities in the public sector would drive the couples to seek care in 

the private sector hospitals which is clearly evident in the study where more than 80 

percent are seeking care in a private facility.  

 
Thus, the demand for infertility services which is not met by the public sector, is taken 

over by the private sector. This together with the biomedical advances in the infertility 

care, which is catalysed by the market forces offers new opportunities for the private 

for-profit sector. Reproductive health care mainly consisted of treating gynaecological 

morbidity and childbirth (Becker & Nachtigall 1992) has shifted its focus to infertility 

care also when the gynaecologists started specialising in reproductive endocrinology. 

The (bio)medicalization which has brought about advancements in reproductive 

technology to treat infertility have enabled the couples to manage their condition 

which would have been impossible in earlier times. The (bio)medicalization process 

which is driven by the technoscientific advancements and the market forces (McCabe 
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2019), has blurred the boundary between the disciplinary power of medicine and 

marker forces.  

 
This deterritorialises reproductive medicine, where market forces use the disciplinary 

knoZledge of Whe docWoUV cUeaWing VpecialiVed knoZledge and alVo cUeaWeV µhope¶ foU 

the infertile couples to use the technologies to achieve their parenthood dream through 

popular media representations of the success of these technologies.  

 
10.3 Care Veeking for inferWiliW\: From µdeVperaWeneVV¶ Wo µhope¶ 

The infeUWile coXpleV aUe UefeUUed Wo aV µdeVpeUaWe¶ in popXlaU UepUeVenWaWionV of 

infertility (Franklin 1990), and this desperateness stems from the natural desire for a 

child independent of the social context, along with other socio-cultural factors. 

Therefore, the desperateness as noted by Franklin (1990) arises because of the social 

pressure to conform and the biological pressure to reproduce. This pressure to confirm 

to the norm and to have own child was observed in this study.  

 
From recognising the difficulty to get pregnant to care seeking to achieving the 

outcome or stopping the treatment at each stage the couples were confronted with 

multiple problems. The care seeking was initiated by the context and the individual 

factors of the couples and the treatment related factors decided whether they continued 

in this pathway or not. In the study it was noted that the decision to start treatment 

stemmed from the desire to have a child and also the pressure due to public inquisitions 

regarding achievement of pregnancy status. The role of social contexts in shaping care 

seeking for infertility was reiterated in this study by the women who reported that they 

were constantly under the public scrutiny and were also objects of social ridicule in 

the absence of a pregnancy. This made them emotionally vulnerable and this pressure 

forced them to seek care not only in the beginning but also during the times when they 

took a break from the treatment. Riessman (2000) reported similar accounts of women 

who said that they sought care because of the public scrutiny and labelling. This public 

scrutiny of women stems from the notions of womanhood and motherhood which is 

prevalent in the society (Widge 2005).  
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The expectation from society made the women embody the idea that it is their bodies 

that were harbouring the problem. Women were anxious about embodying 

reproductive impairment when they failed to get pregnant. This was mainly due to the 

fear of marital disruption and other social repercussions. The women in the infertile 

couple live in fear of marital disruption and abandonment and their lives were 

subjected to stigma and gossips (Nahar & Richters 2011). This happened even in the 

absence of absolute female infertility, because male infertility diagnosis also brought 

in XnceUWainWieV in Zomen¶V life. The\ ZeUe blamed foU iW b\ Whe in-laws, and to add 

insult to injury they had to take the blame voluntarily to avert shame for their husbands. 

Male infertility is seen as something not absolute, since it is believed that as long as 

they can ejaculate they are fertile (Inhorn 2003). Women shoulder the blame for their 

hXVband¶V infeUWiliW\ pUoblem Wo aYeUW VWigma, pV\chological WUaXma and poVVible 

martial disruptions that can occur if male infertility is disclosed (Inhorn 2003).  

 
The gender norms attribute the motherhood role to women and those who fail to attain 

this role are subjected to isolation, stigma and social ostracization (Hampshire et al. 

2012). So, women fear this state and strive to achieve motherhood by any means. What 

this essentially entails is that they have to continue seeking care till they achieved the 

desired outcome.  

 
We see here that the couples have visited multiple doctors or hospitals, even alternate 

methods like faith-based healing, folk medicines and magical remedies were also used 

by couples to achieve the desired outcome. The respondents in the study had used up 

to 11 centres at the time of survey, with up to four centres used by 40 percent of the 

respondents. While majority of them had used only allopathy for treatment, some of 

them had combined it with Ayurveda, Homeopathy and even with alternate methods. 

It has been reported in studies that the most frequently deliberated option was medical 

help by the couples (van Balen et al. 1997). A preference for Allopathic system of 

medicine was observed in a study done in Kerala (Ravi 2017), which also showed that 

the infertile couples used different systems of medicine to achieve the outcome (ibid). 

This indicates that the couples are trying everything within their means to achieve 

pUegnanc\, Zhich poinWV Wo WheiU µdeVpeUaWeneVV¶ Wo confiUm to the norm/reproduce. 
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Because even when they reported that the treatment cycles were physical and 

emotionally demanding they chose to stay in the pathway.  

 
Majority of them got pregnant at the first two centres, while among the couples who 

proceeded to the third or higher order centres, the proportion of those taking a break 

from treatment increased. The reasons reported for taking break or stopping treatment 

at a specific centre were, no faith in the treatment being successful at that centre, or 

they had exhausted their financial resources and the break time helped them to 

replenish the resources. Also, some stopped treatment due to the unacceptability of the 

proposed treatment (viz., IUI or IVF) by the doctor. The in-depth interviews with 

women found that this unacceptability stemmed from the fear that donor sperm will 

be used. This unacceptability of donor sperm has been reported in a study done in 

Kerala (Ravi 2017), while another study from India reported that the use of donor 

sperm was acceptable to the couples compared to adoption, but there was always 

secrecy in the use of it due to social and cultural boundaries (Bharadwaj 2003).  

 
Couples who needed assisted reproductive methods to achieve pregnancy declined it 

due to the fear of use of donor sperm. This also meant that they try alternate methods 

to achieve pregnancy thereby prolonging their care seeking. The taboo attached to 

donor sperm is evident in the narratives of women who reported that assisted 

reproduction was done in cases where the husband had no reproductive impairment 

and only the wife had a problem.  

 
Another reason for break in the treatment or stopping treatment as reported by the 

women was that the treatment cycles were demanding and this affected them both 

physically and emotionally. While this was cited as a reason for stopping treatment, 

women simultaneously averred their efforts to seeking care as long as they could 

because they wanted a child and they were also afraid of the adverse consequences it 

had if they did not. They also said that even though they were ready to continue 

treatment, husbands who were subjected to any kind of treatment, discontinued the 

care trajectory citing physical weakness and the inability to continue the treatment. 

They were breadwinners of the family and hence their physical agility was important 
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compared to women who were likely to be verbally abused by in-laws if they took 

some rest after taking medicines.  

 
Even when desired outcome was not achieved after a considerable period of treatment, 

Whe coXpleV conWinXed Wo XVe diffeUenW meWhodV becaXVe Whe\ ZeUe VXVWained b\ µhope¶. 

This was a common theme that emerged in the in-depth interviews, that they had the 

µhope¶ WhaW Whe\ Zill geW pUegnanW. The UeaVVXUance b\ Whe WUeaWing docWoUV and VXcceVV 

stories of others who had utilised infertility services were some of the factors that 

VXVWained Whe µhope¶ in Whe coXpleV Wo conWinXe Wo Veek caUe. Hope has been attributed 

to both positively and negatively in previous studies, where the positive aspects have 

stated that it helps sometimes in making the treatment effective while the same hope 

can hinder the acceptance of non-success (Volgsten et al. 2010; Boden 2013) thereby 

prolonging their quest to parenthood through various treatments.  

This desperateness of the couples is used by the infertility clinics which transform the 

deVpeUaWion Wo µhope¶. ThiV aVpecW of µhope¶ iV poUWUa\ed in popXlaU media 

representations of successful and happy couples who could achieve their desired 

outcome through the technological interventions. This medical hope which is 

portrayed via the advertisement do make unrealistic claims viz., guaranteeing 

pregnancy, and this makes couples to choose the clinics (Davis & Loughran 2017).  

 
The notion of an outsider i.e., a feeling of not belonging to the fertile world was 

expressed by the women in their narratives. This isolation and loss of identity means 

that they consider themselves different from the women who reproduce. The inability 

to reproduce resulted in a sense of exclusion from the fertile group and also a loss of 

identity (Franklin, 1997). This alienation from the fertile world renders the infertile 

couples deterritorialized. Thus, the couples with infertility are deterritorialized by their 

sense of exclusion from the fertile group. 

 
10.3.1 Consequences of infertility for women 

From diagnosis to parenthood, women are affected by infertility more strongly when 

compared to men, and this can be attributed to the social construction of reproductive 

bodies and the gendered ideologies of equating womanhood to motherhood. Women 

felt that they are always under scrutiny for the inability to achieve pregnancy and 
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because of this they are forced to stay in the care seeking pathway when their spouses 

aUe XVXall\ noW qXeVWioned foU WheiU inconViVWenW caUe Veeking. Women¶V bodieV emeUge 

in the infertility discourse as the site of fault even when the diagnosis is that of male 

impaiUmenW. The gendeUed conVWUXcWion of Zomen¶V bodieV aV Whe ViWe of faXlW 

eventually gives rise to embodied uncertainties in women who think that it is their 

bodies which may be having the impairment. This makes them go through battery of 

tests and invasive procedures to evict blame and other negative repercussions of being 

infertile. In this study women reported that they were afraid of being abandoned by the 

husband or the in-laws if they were to be diagnosed with the problem. Women reported 

that they had to endure a lot of physical and emotional distress but continued in the 

care seeking pathway thinking it is for a child. But they also added that their husbands 

discontinued care seeking citing physical discomforts of treatment. Women are often 

willing to do whatever is needed to remove their infertility status as observed by Griel 

et al., (1988).  

 
Even though women want to continue treatment, it is always dependent on their 

partner. The husbands are sometimes absent from the care seeking pathway due to 

various reasons or if they are present, certain treatments are declined by the husbands. 

So, even if the women want to, the decision to continue or discontinue the treatment 

is almost entirely that of their spouses. This is reported in the study that assisted 

reproduction was mainly chosen as a treatment in many instances when male infertility 

was ruled out as the diagnosis. Men tend to have more decision making power in 

heterosexual marriages, and their co-operation is needed for women to undergo IVF 

using eiWheU Whe hXVband¶V VpeUm oU donoU VpeUm (Lorber & Bandlamudi 1993). This 

can sometimes lead to overtreatment (through multiple methods being tried) or 

cessation of treatment without achieving the desired results (Greil et al. 1988).  

 
Thus, we can see here that the persistence in care seeking by women or not seeking 

care is gendered. The absence of discussion of male infertility within the infertility 

discourse due to the stigma associated with it and also the association of male 

infertility with masculinity or manhood, the consequences of infertility inevitably falls 

on Zomen. Women in moVW inVWanceV VhoXldeU Whe blame foU WheiU paUWneU¶V 
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reproductive impairment and this is also highly gendered in its construction. This is 

UefeUUed Wo aV µcoXUWeV\ VWigma¶ b\ Miall (1986). They are grateful for their husbands 

noW abandoning Whem Zhile Whe\ VilenWl\ Wake on WheiU hXVband¶V inabiliW\ Wo UepUodXce.  

 
Women suffer from role failure i.e., inability to have a child and be a mother when 

having to deal with infertility (Griel et al., 1988). The only solution they see to this is 

treatment, and when treatments do not bring desired results or when they have to stop 

WUeaWmenW, Whe\ hold on Wo µhope¶. ThiV µhope¶ can Wake man\ foUmV, Whe m\Uiad oWheU 

treatments which Whe\ feel can giYe Whem poViWiYe UeVXlWV. So, Zhen a Zoman¶V UaiVon 

d'etre for existence is gauged by her ability to become a mother, they refuse to let go 

Whe µhope¶ WhaW WheVe m\Uiad WUeaWmenWV coXld offeU. FUanklin (1990) gaYe accoXnWV of 

women who are drawn by the slender hope that their treating physicians give and who 

refused to give up treatment because of this. This will prevent couples from 

deliberating other child-rearing option like adoption.  

 
This hope of the infertile couples is framed by popular medical representations to 

portray medical technologies as the obvious solution for the problem (Franklin, 1990). 

AlWhoXgh µhope¶ pla\ed an impoUWanW Uole in WUeaWmenW Veeking in Whe VWXd\, oWheU 

factors including the availability of financial resources were found to be needed to 

sustain care seeking. Women reported that treatment was sought intermittently 

(shifting from Allopathic to alternative too) due to financial limitations. This means 

WhaW Zhen Wechnolog\ offeUV Whe VolXWion and UaiVeV Whe µhope¶ of coXpleV, Whe\ aUe 

constrained by the limitations of affordability. When such technological solutions are 

available, it moves from choice to responsibility of the couples to undergo the 

treatment. Hence, such technological advancements put those who are unable to afford 

it in a disadvantaged position. These opportunities may be used by unauthorised and 

unregulated providers and similar persons with entrepreneurial skills to make couples 

use their services which may not yield positive results by design.  
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10.4 Care seeking for infertility- µpoliWical econom\ of hope¶: ReWerriWoriali]aWion 

and the new norm 

In infeUWiliW\ caUe Ze Vee WhaW µhope¶ pla\V an impoUWanW Uole bXW Ze alVo knoZ WhaW WhiV 

hope is created by the newer technologies. In the absence of such technologies couples 

who were infertile could move on from blaming their inability to try to achieve 

parenthood through other methods like adoption. But now, the availability of 

UepUodXcWiYe WechnologieV haYe cUeaWed µhope¶ foU Whe coXpleV Zhich iV cleaU fUom Whe 

narratives of the women and also from their actions in negotiating multiple centres. 

ThiV µhope¶ iV cUeaWed b\ Whe WUeaWing docWoUV, oWheUV Zho haYe VXcceVVfXll\ XVed WheVe 

technologies and the media portrayals of the success of the reproductive technology.  

 
The findings from the study show that there is a clear demand for infertility care from 

the couples. We also know that the medicalisation of infertility has produced 

advancements in reproductive technologies. There is high level of private sector 

participation in infertility care in the state, which can be due to the demand of infertility 

care in the state. However, this demand is not adequately catered to through public 

sector provisioning. The infertility care service has been deterritorialized by virtue of 

the presence of market forces through the biomedicalisation of infertility, which 

creaWeV µhope¶ foU Whe coXpleV. The deWeUUiWoUiali]ed infeUWiliW\ caUe and Whe coXpleV 

with infertility who are also deterritorialized due to the medicalisation and the social 

construction of infertility forms a new system. They now form a unit and this unit 

reterritorializes and the use of technological advancements in reproductive medicine 

becomes the new norm. This reterritorialized system creates inequality among those 

who cannot afford the care and also exacerbates existing gender inequalities. This is 

because the new norm of the reterritorialized system puts pressure on the women who 

are already burdened by the social construction of reproduction. So, in the 

reterritorialized context which is created by the market forces and propelled by the 

consumers (here the infertile couples), the exclusion of a majority is inevitable if the 

public health care system fails to intervenes to cater to the needs of the couples who 

are unable to afford the infertility care.  
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10.4.1 Inequality in care seeking for infertility in Kerala 

Multiple centres were used by the couples to seek care for infertility. We see that nearly 

82 percent of the couples who started the care seeking had moved to another centre 

during their care seeking period. This means majority of them had not achieved their 

desired outcome at the first centre. From the second centre onwards, more than 50 

percent of those entering each centre moved to the next centre up to the sixth centre, 

when totally up to 11 centres were used by some of the couples in the study. Majority 

(97 %) of the couples in the sample who reported pregnancy got so by the sixth centre.  

 
Nearly one-fourth of the respondents had started treatment within one year of 

marriage, which means they would have entered into marriage at a late age. When we 

look into the age of starting treatment, 15 percent of the respondents were 30 or above 

when they started the treatment. And those who started treatment at ages 30 and above 

had lesser proportion getting pregnant compared to those started treatment earlier. This 

means that those who entered late in to marriage and had started seeking care at later 

ages were having difficulty in getting pregnant. Biological limitation could be one of 

the reasons for this observation. It could also mean that those who were older when 

they started treatment would have needed assisted reproduction and it was not 

affordable for the couples. In the sample majority of them belonged to the middle SES 

category and therefore the privatised infertility care would be expensive by their 

standards.  

 
The couples were found using different methods to treat infertility, viz., Allopathy , 

Ayurveda, Homeopathy and alternate methods. Majority of them used Allopathy as 

the first line of treatment and it was continued by a majority across centres, but we see 

a shift to other systems of medicine subsequently. While only one percent used 

Ayurveda and Homeopathy when they started treatment, we see that in the second 

centre, three to four times more couples had used Ayurveda and five times more 

couples had used Homeopathy. This use of alternate systems of medicine continued to 

be higher than the use of allopathic centres in the public sector. This is because of the 

concentration of Allopathic treatment centres in private sector and hence the 

affordability becomes a problem and couples may opt to choose alternate systems of 



 

 223 

medicine. Also, the couples reported long waiting times and also lack of knowledge 

of infertility treatment facilities in the public sector. Lack of trust in public hospitals, 

and long waiting times among others were reasons cited for opting for private 

practitioners by patients (Pinto & Udwadia 2010).  

 
Across all centres, the proportion of women alone undergoing management was the 

highest compared to men or both undergoing management. Possible reasons for this 

coXld be WhaW Whe WUeaWmenW foU infeUWiliW\ mainl\ iV cenWUed on Zomen¶V bodieV and 

women have stated that their husbands did not continue in the care seeking pathway.  

 
The life table analysis showed that the rate of failure (getting pregnant) is higher for 

female factor infertility compared to male factor infertility across all the time intervals. 

This also is reflective of women staying in the care seeking pathway longer than men, 

and/or trying to achieve the desired outcome by persisting in the pathway. Similarly, 

management of only women had a higher rate of failure (getting pregnant), across all 

treatment durations except for 120-180 months, which was the highest for IVF. This 

means that couples requiring assisted conception are delaying it and the migrant status 

of the husbands could also contribute to the delay in treatment in this state. Regarding 

the management of men only, those who seek care earlier and stick to the treatment 

regime may get the desired outcome. But this probability declines as time period 

increases to 10 or 15 years and the outcome is a constant which means these may be 

men who require assisted reproduction who were still doing medical management or 

were taking alternate system of medicine for their problem. Medical management of 

both had a lower probability of getting pregnant compared to men alone in all age 

intervals.  

 
In the sample, a majority of the respondents were not employed and only their spouses 

were employed. The inflexibility of the job, most of them being daily wage labourers, 

meanW loVV of a da\¶V ZageV if Whe\ had Wo go foU WUeaWmenW. ThiV iV one of Whe main 

reasons for the reduced participation by men observed in care seeking.  

 
IUI had a lower rate of failure at 0-60 months than medical management of men while 

it had a higher rate of failure at 60-180 months. This means that those requiring IUI 
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would have started using it after 60 months. Similarly, IVF also showed a lower rate 

of failure at 0-120 months and thereafter a higher probability of failure. This also is 

indicative of the later use of assisted conception by couples. This resonates with the 

narratives of the women who stated that they were reluctant to use such technology 

assisted conception due to fear of the use of donor sperm and also the constraints of 

financial resources. This means they are prolonging the pathway of care unnecessarily 

by using alternate methods when they clearly need ART for conception.  

 
These findings are indicative of the socio-economic inequality in accessing the 

treatment for infertility. This is also reinforced by the narratives of the women in the 

in-depth interviews, who said that they had to pawn gold or had to borrow money to 

undergo the treatment. Many of them reported they had to take breaks to replenish the 

financial resources so as to restart treatment. Disparities in fertility treatment has been 

established in studies where women in the low SES had utilised the assisted 

reproductive technologies less frequently when compared to their better off 

counterparts (Bell 2010; Harris et al. 2016). Gender inequality also exists in the care 

seeking for infertility, since the burden of care seeking falls on women as they are 

faced with more adverse consequences due to the inability to reproduce by either of 

the couples.  

InfeUWiliW\ caUe Veeking¶V µpoliWical econom\ of hope¶ iV demonVWUaWed in figXUe 10.1 

which explains how from diagnosis to parenthood, such hope is maintained through 

the different structural, contextual and individual processes.  
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Fig 10.1: Care seeking for infertility-µpoliWical econom\ of hope¶ 
 

DETERRITORIALIZATION  

BIOMEDICALIZATION 

M
ed

ia
 R

ep
re

se
nt

at
io

ns
 

M
ar

ke
t f

or
ce

s 

Popularization 
of the 

new technology 

H
op

e 
C

on
tin

uu
m

 

Diagnosis of infertility 

Parenthood 

RETERRITORIALIZATION  
 

x Use of technological 
fix become the norm 

x Results in inequality 
x Multiple and alternate 

trajectories 
 

µDeVperaWeneVV¶ 
Wo µhope¶ 

 

x OBG specialisations 
x Technological fix 
x Social construction 

of infertility 
 



 

 226 

 
 
 
10.5 Conclusions 

The major objective of this study was to understand the care seeking pathway of 

couples with infertility in Kerala. The care seeking for infertility is a long process, with 

multiple centres and multiple options deliberated by the couples to achieve the desired 

oXWcome. ThiV pUoceVV of caUe Veeking iV pUolonged b\ µhope¶. Those with female 

factor infertility have higher probability of getting pregnant even though the proportion 

of male factor infertility was higher in the sample. This is because women tend to 

persist in the pathway due to the possible consequences of infertility for them.  

 
Socio-economic inequality emerged as a significant determinant in the care seeking 

for infertility in the study. The infertility care, which comes under the umbrella of 

reproductive health care, concentrated in the private sector is not affordable for all 

sections of the couples who need such services. The affordability of infertility care by 

the couples is also a contributing factor in the prolonging of care seeking for infertility. 

The affordability of infertility services has also pushed some couples to seek care from 

alternate systems or other methods. The study established that the probability of 

achieving pregnancy is significantly higher when the couples use allopathy alone 

compared to using other systems of medicine. Gender inequality is also evident in the 

care seeking for infertility in the study, where women have to stay in the pathway 

despite the physical and emotional difficulties of the treatment. Men tend to drop out 

from the care seeking pathway more haphazardly and this has consequences for the 

woman in the couple. There seemed a general reluctance among the couples to undergo 

assisted reproduction. This was attributed to poor knowledge regarding the treatment 

and also fear of using donor sperm, along with financial limitations to undergo such 

treatments. This also has prolonged the care seeking trajectory of the couples in the 

study, wherein those who needed assisted reproduction abandoned that and pursued 

alternate methods.  
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10.6 Strengths and Limitations of the study 

The findings from the study is comparable with the findings from other studies that 

has looked at the infertility discourse. Most of the studies on infertility are based in the 

infertility clinic and hence a large proportion of those who cannot afford such facilities 

are not included in the study. The major strength of this study is that it is a community-

based study and is representative of the population of Kerala.  

 
There is a lack of data on the infertility care services in the state, and hence the 

privatisation of reproductive health care in Kerala is discussed based on the available 

data from different sources on public sector provisioning for reproductive health care 

in Kerala, this may not give a complete picture of the privatisation of the infertility 

care in Kerala. The selection of districts is based on the expected level of infertility at 

45-49 years of the 2011 Census data and it describes the fertility regime of women 

who have completed their fertility. The experiences of the women entering the 

reproductive period in the recent times may be different from what was observed based 

on the 2011 Census.  

 
The treatment history was self-reported and hence there may be possibility of recall 

bias when the treatment period is longer and therefore result in misinformation on the 

diagnosis and treatment. I have tried to reduce this by corroborating it with the 

treatment records of those women who were willing to share it with me. Since the 

study was community based and the subjects were selected randomly, there is more 

censoring in the study than those with the event (pregnancy), which may also have 

brought in a bias in the findings. Male partners were not interviewed in the study and 

their experiences are missing and the interpretations drawn in the study are based on 

Whe Zomen¶V UeVponVeV UegaUding WheiU VpoXVeV.  

 
10.7 Recommendations 

The study has carefully described the care seeking pathway of the couples with all its 

myriad variations and I would like to put forth the following recommendations based 

on the finding at the policy level, for clinical practise and recommendations for further 

research. There is information asymmetry in infertility care, where the couples have 

misinformation regarding the nature of treatments and this prevents them from 
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accessing the optimal treatment choices that are needed. Therefore, it is important to 

bring in a public discourse on infertility in the programmatic component of sexual and 

reproductive health programs with a focus on the potential for success and appropriate 

care for male and female infertility. A major lacuna is the absence of a comprehensive 

data on infertility at the population level. This will help in designing the health 

programs with focus on infertility.  

 
There is inequality in access and affordability of infertility care, this is due to the lack 

of adequate public sector participation in infertility care. The right to family is a basic 

right of everyone and hence there should be more public provisioning for infertility 

care. This care should be provided at local levels, with comprehensive referral care at 

least at district levels given the requirements of economies of scale for such 

provisioning. This can cater to the needs of many couples who cannot afford treatment 

at the private centres, which result in premature cessation of treatment or using 

unnecessary treatments that do not yield results. There is a need to look into this aspect 

and the possibility of some form of financial assistance by looking into innovative 

ways for offering treatment, viz., lesser number of cycles or induction protocols for 

appropriate people, who do not have the resources to afford treatment. This will also 

bring in needed regulation of the sector which seems to be driven mostly by market 

forces, with its accompanying information asymmetry.  

 
In the clinical practise, there need to be provisioning of counselling for all the couples 

irrespective of the treatment stage they are in. Currently, counselling services are being 

provided only to those couples undergoing ART treatments. There is significant 

apprehension and confusion for many couples at every stage of their treatment, hence 

counselling will help them alleviate their worries to some extent and help to uplift 

their morale. 

 
There is also treatment delay happening due to the migrant status of the husbands and 

due to the work-related restrictions. Further research is need to determine the extent 

of delay in initiating treatment in couples with infertility due to the migrant husbands.  
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The caUe Veeking paWhZa\ foU infeUWiliW\ iV dependenW on Whe hXVbandV¶ ZillingneVV Wo 

continue the treatment and on the diagnosis of infertility. It is important to elicit the 

reasons for the drop out from care pathway by husbands. Research aimed at 

understanding this will give more evidence to incorporate comprehensive care for 

couples in the state.  
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BBFKD AF>DKLPBA TFQE FKCBOQFIFQV FP LCQBK BJLQFLK>IIV 
AFPQOBPPFKD (1) PFK@B FQ @>RPBP RK@BOQ>FKQV OBD>OAFKD LKB�P 
>?FIFQV QL PQ>OQ > C>JFIV. (K ABPMBO>QFLK, @LRMIBP RPR>IIV 
K>SFD>QB QEB QOB>QJBKQ LMQFLKP >S>FI>?IB QL FKAR@B 
MOBDK>K@V (2). (K FKCBOQFIFQV AFP@LROPB, LKB @>KKLQ LSBOILLH 
QEB OLIB LC >PPFPQBA OBMOLAR@QFSB QB@EKLILDFBP (A13), TEF@E 
>OB > PLRO@B LC ELMB (2) FK QEB C>@B LC QEFP RK@BOQ>FKQV. 
(KCBOQFIFQV QOB>QJBKQ FP BJLQFLK>IIV >KA MEVPF@>IIV 
BUE>RPQFKD, ?B@>RPB FQ @>K FKSLISB JRIQFMIB C>FIROBP >Q 
AFCCBOBKQ MLFKQP >ILKD QEB QOB>QJBKQ @ROSB CLO QEB @LRMIB, 
BFQEBO FKAFSFAR>IIV LO GLFKQIV. 3EBOBCLOB, QEB IFHBIFELLA LC 
>?>KALKFKD QOB>QJBKQ FP EFDE. ESBK QELRDE @LRMIBP TEL AL 
KLQ JBBQ TFQE PR@@BPP RPR>IIV DFSB RM QOB>QJBKQ, LSBO>II, QEB 

KRJ?BO LC @LRMIBP LMQFKD CLO QEFP QB@EKLILDV @LKQFKRBP QL 
FK@OB>PB. ,>KV TLJBK @LKPFABO A13 C>SLRO>?IV >KA PBB FQ >P 
> @E>K@B QL >@EFBSB CBOQFIFQV ABPMFQB QEB OFPHP (3). 6LJBK�P 
MBOPMB@QFSBP LK QEB QB@EKLILDV >OB ABJLKPQO>QBA FK 
FO>KHIFK�P PQRAV, TEF@E PQ>QBA QE>Q QEB TLJBK TEL TBOB FK 
QEB JFAAIB LC QEB QOB>QJBKQ @V@IB TBOB CRII LC [ELMB,̂ BSBK 
QELRDE QEBV TBOB KLQ PROB TEBQEBO FQ T>P TLOHFKD CLO QEBJ 
LO KLQ (3). 2EB >AABA QE>Q QEB O>QFLK>IB CLO I>?BIIFKD QEFP 
MLPFQFLK >P [CRII LC ELMB  ̂ FP ?B@>RPB CLO QEB TLJBK, QEB 
ABPFO>?IB LRQ@LJB T>P KLQ KB@BPP>OFIV > CORFQCRI MOBDK>K@V 
?RQ E>SFKD DFSBK FQ > QOV. FLO QEBPB TLJBK, E>SFKD >QQBJMQBA 
QOB>QJBKQ T>P JLOB FJMLOQ>KQ QE>K FQP PR@@BPP. (K QEFP 
@LKQBUQ, BKAFKD LKB�P NRBPQ QL E>SB > @EFIA JB>KP QEB BKA LC 
ELMB. 3EB SBOV [ELMB  ̂ QE>Q BK>?IBA QEBJ QL MBOPBSBOB TFQE 
QEB FKCBOQFIFQV QOB>QJBKQ TEFIB LSBO@LJFKD JRIQFMIB PQOBPPLOP, 
FK@IRAFKD QEBFO C>FIROB QL @LK@BFSB, >IPL EBIMP QEBJ ABKV 
QEBFO MLQBKQF>I @EFIAIBPPKBPP (4). 3EBOBCLOB, QOVFKD JRIQFMIB 
QOB>QJBKQ JBQELAP ?BCLOB DFSFKD RM T>P LC RQJLPQ 
FJMLOQ>K@B. FO>KHIFK (3) >IPL KLQBA QE>Q QEB AB@FPFLK QL 
>?>KALK QEB ELMB LC >@EFBSFKD MOBDK>K@V T>P > AFCCF@RIQ 
LKB CLO @LRMIBP PFK@B >Q B>@E PQ>DB QEBV OBSFPFQBA QEB 
AB@FPFLK >KA @LKQBJMI>QBA J>KV [TE>Q FC  ̂ NRBPQFLKP. 3EFP 
JB>KP QE>Q TEBK QEBV AB@FAB QL QOV > QOB>QJBKQ, QEBV >OB PQFII 
ELIAFKD LK QL QEB CFKB QEOB>A LC [ELMB  ̂ QE>Q QEBV J>V 
@LK@BFSB > @EFIA TFQE QEFP M>OQF@RI>O QOB>QJBKQ.

(K QEFP M>MBO, ( BU>JFKB QEB JLO>I AFIBJJ> >PPL@F>QBA TFQE 
AFPMBIIFKD QEFP [ELMB,̂ TEF@E J>V MI>V >K FJMLOQ>KQ M>OQ FK 
QEB A>V-QL-A>V BUFPQBK@B LC @LRMIBP TFQE FKCBOQFIFQV. (Q @>IIP CLO 
TBFDEFKD QEB BQEF@P LC AFPMBIIFKD PR@E [ELMB  ̂ >D>FKPQ 
>IILTFKD @LRMIBP QL IFSB TFQE FQ. 3EFP AFIBJJ> FP M>OQIV > 
@LKPBNRBK@B LC TEL ( >J. ( E>SB QEBOBCLOB BUMI>FKBA JV 
MLPFQFLK>IFQV, FB, QEB TLOIA SFBT QE>Q ( ELIA. ,LO>I AFIBJJ>P 
>OB M>OQ LC QEB BSBOVA>V MO>@QF@B LC OBPB>O@E (5), BSBK QELRDE 
QEBV >OB LCQBK KLQ ABIFKB>QBA >P PR@E. 3EBV >OB @E>IIBKDFKD 
?B@>RPB QEBV MRII > OBPB>O@EBO FK QTL LO JLOB BNR>IIV 
@LJMBIIFKD JLO>I AFOB@QFLKP (6). A OBPB>O@EBO FKQBO>@QP TFQE 
S>OFLRP MBLMIB FK QEB CFBIA, >KA PLJB LC QEBPB FKQBO>@QFLKP 
DFSB OFPB QL JRIQFMIB L?IFD>QFLKP. (Q FP AFCCF@RIQ QL @ELLPB 
?BQTBBK QEBJ TEBK QEBOB FP KL @IB>O JLO>I EFBO>O@EV (7). 
BBE>SFLRO>I @ELF@BP >OB RPR>IIV ABQBOJFKBA ?V QEB @LKQBUQ 
>KA QEB OBPB>O@EBO�P TLOIA SFBT (8). ESBK >CQBO J>HFKD > 
@ELF@B, QEB OBGB@QBA >IQBOK>QFSBP OBJ>FK RKOBPLISBA, J>HFKD 
JLO>I C>FIROB >K FKBSFQ>?IB @LJMLKBKQ LC QEB OBPLIRQFLK (9).

A PQRAV T>P RKABOQ>HBK QL ABP@OF?B QEB @>OB-PBBHFKD 
M>QET>VP LC @LRMIBP TFQE FKCBOQFIFQV. 3EFP >OQF@IB BUMILOBP QEB 
JLO>I AFIBJJ>P ( C>@BA >P > OBPB>O@EBO TEFIB FKQBOSFBTFKD 
TLJBK TEL, >Q QEB QFJB LC QEB FKQBOSFBT, TBOB KLQ MROPRFKD 
QEB FKCBOQFIFQV QOB>QJBKQ PRDDBPQBA ?V QEBFO AL@QLO. 3EB 
QOB>QJBKQP PRDDBPQBA ?V QEB MOLCBPPFLK>I TBOB QEB LKIV 
MLPPF?IB JBQELAP QE>Q @LRIA LCCBO > PLIRQFLK QL QEBFO 
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MOL?IBJ. 3EB @LRMIBP E>A BFQEBO >?>KALKBA >II HFKAP LC 
>IILM>QEF@ QOB>QJBKQP LO TBOB QOVFKD LQEBO PVPQBJP LC 
JBAF@FKB LO >IQBOK>QB OBJBAFBP.

FFOPQ, ( JRPQ PQ>QB JV MLPFQFLK QL BK>?IB OB>ABOP QL 
RKABOPQ>KA QEB AFIBJJ>P ( C>@BA. FFOPQ >KA CLOBJLPQ, ?BFKD > 
TLJ>K LC OBMOLAR@QFSB >DB OBPB>O@EFKD QEFP M>OQF@RI>O 
MOL?IBJ, ( T>P KLQ >?IB QL ABQ>@E JVPBIC COLJ QEB 
BUMBOFBK@BP LC QEB TLJBK ( T>P FKQBOSFBTFKD. ( @LRIA 
BJM>QEFPB TFQE ELT JR@E JLQEBOELLA JB>KQ CLO QELPB 
TLJBK. ( >J >IPL > QO>FKBA KROPB >KA > MR?IF@ EB>IQE 
AL@QLO>I PQRABKQ PQRAVFKD QEB @>OB-PBBHFKD M>QET>VP CLO 
FKCBOQFIFQV; QERP, ( E>SB >K >ABNR>QB RKABOPQ>KAFKD LC 
FKCBOQFIFQV >KA FQP QOB>QJBKQ.  ( >J KLQ > PMB@F>IFPQ AL@QLO TEL 
@>K OB@LJJBKA > @BOQ>FK QOB>QJBKQ LSBO LQEBOP; ELTBSBO, ( 
AL E>SB > PQOLKD ?FLJBAF@>I LOFBKQ>QFLK ARB QL JV QO>FKFKD 
>KA E>A >MMOL>@EBA QEB M>OQF@FM>KQP QEOLRDE QEB EB>IQE 
PVPQBJ. 6FQEFK QEB PBIB@QBA AFPQOF@Q FK *BO>I> CLO QEB PQRAV, 
QEB >@@OBAFQBA PL@F>I EB>IQE >@QFSFPQ (A2HA) LC QE>Q M>OQF@RI>O 
>OB> T>P @LKQ>@QBA CFOPQ. ( BUMI>FKBA QL QEBJ TEL ( T>P >KA 
QEB MROMLPB LC JV PQRAV >KA >PHBA QEBJ QL FABKQFCV 
MLQBKQF>I OBPMLKABKQP CLO JV PQRAV >KA CLO EBIM FK 
RKABOQ>HFKD QEB FKQBOSFBTP. ( >IPL >PHBA QEB A2HA TLOHBOP QL 
>PH QEB M>OQF@FM>KQP FC QEBV TBOB TFIIFKD QL PE>OB QEBFO 
JBAF@>I OB@LOAP TFQE JB. 3EB A2HA TLOHBOP TBOB >IPL 
FKCLOJBA ?V QEB LCCF@B LC QEB AFPQOF@Q JBAF@>I LCCF@BO QL 
MOLSFAB JB TFQE QEB KB@BPP>OV >PPFPQ>K@B. HBK@B, JLPQ LC 
QEB M>OQF@FM>KQP TBOB >MMOL>@EBA CFOPQ ?V QEB A2HA TLOHBO, 
TEL FKCLOJBA QEBJ QE>Q PLJBLKB T>KQBA QL Q>IH QL QEBJ 
>?LRQ QEBFO QOB>QJBKQ. ( E>A @>OBCRIIV BUMI>FKBA QEB PQRAV�P 
L?GB@QFSBP QL QEB A2HA TLOHBOP, TEL FK QROK BUMI>FKBA QEBJ 
QL QEB MLQBKQF>I PR?GB@QP; ELTBSBO, >P QEBV TBOB >MMOL>@EBA 
?V QEB A2HA >KA E>A QEBFO JBAF@>I OB@LOAP BU>JFKBA, QEBV 
J>V E>SB >PPRJBA QE>Q QEBOB TLRIA ?B > OBSFBT >KA 
QOB>QJBKQ LC M>OQF@FM>KQP. 6EBK ( SFPFQBA QEBJ CLO QEB 
FKQBOSFBT, PLJB LC QEB TLJBK OBPMLKABKQP BUMB@QBA JB QL 
LCCBO PLJB JBAF@>I >PPFPQ>K@B. HBK@B, CLO QEB M>OQF@FM>KQP, ( 
>IPL BJ?LAFBA [ELMB  ̂>P PLJBLKB TEL @LRIA EBIM QEBJ FK 
PLJB T>V.

3EB PQRAV T>P @IB>OBA ?V QEB (KPQFQRQFLK>I EQEF@P CLJJFQQBB 
((EC) LC QEB 2OBB CEFQO> 3FORK>I (KPQFQRQB CLO ,BAF@>I 2@FBK@BP 
>KA 3B@EKLILDV (2C3(,23), TFQE QEB (EC @IB>O>K@B KRJ?BO FP 
2C3/(EC/1112/)4+8-2018, A>QBA ARDRPQ 3, 2018. 6OFQQBK 
FKCLOJBA @LKPBKQ T>P L?Q>FKBA COLJ >II QEB M>OQF@FM>KQP 
?BCLOB QEB FKQBOSFBTP. 3EB M>OQF@FM>KQP TBOB CFOPQ @LKQ>@QBA 
QEOLRDE >K A2HA TLOHBO >KA MBOJFPPFLK T>P PLRDEQ CLO 
FKQBOSFBTP. .KIV FC QEB M>OQF@FM>KQ >DOBBA, ( SFPFQBA QEBJ >Q 
QEBFO ELJB. ACQBO BUMI>FKFKD QL QEBJ QEB MROMLPB LC QEB 
PQRAV >KA DBQQFKD QEBFO MBOJFPPFLK, ( PQ>OQBA @LIIB@QFKD QEB 
A>Q>.

3EB A>Q> TBOB @LIIB@QBA QEOLRDE > @LJJRKFQV-?>PBA PROSBV. 
6LJBK TBOB QEB MOFJ>OV OBPMLKABKQP, >IQELRDE QEB A>Q> 
T>P OBMOBPBKQ>QFSB LC QEB @LRMIBP. 3EFP T>P ?B@>RPB FQ T>P 
>PPRJBA QE>Q TLJBK TLRIA OB@>II QOB>QJBKQ ABQ>FIP ?BQQBO 
QE>K JBK, >P FK JLPQ @>PBP, QEB QOB>QJBKQ T>P AFOB@QBA >Q 
QEB TLJ>K�P ?LAV. 3ERP, 604 TLJBK TEL TBOB M>OQ LC > 
@LRMIB PBBHFKD @>OB CLO FKCBOQFIFQV (BFQEBO LKB LO ?LQE MBLMIB 
FK QEB @LRMIB E>A ?BBK AF>DKLPBA TFQE FKCBOQFIFQV) TBOB 
FKQBOSFBTBA RPFKD > PQOR@QROBA FKQBOSFBT P@EBARIB. 3EBPB 

TLJBK TBOB BFQEBO @ROOBKQIV PBBHFKD @>OB LO E>A > EFPQLOV LC 
PBBHFKD FKCBOQFIFQV @>OB.

C>OB-PBBHFKD FP ABCFKBA FK QEB PQRAV >P FK@IRAFKD >II JBQELAP 
>ALMQBA ?V @LRMIBP QL OBPLISB FKCBOQFIFQV. 3EFP FK@IRABP 
?FLJBAF@>I QOB>QJBKQ, >IQBOK>QB PVPQBJP LC JBAF@FKB, 
>IQBOK>QB JBQELAP IFHB OBIFDFLRP JBQELAP, C>FQE-?>PBA >KA 
J>DF@ OBJBAFBP, QO>AFQFLK>I JBAF@FKB, BQ@. 3OB>QJBKQ, FK QEB 
@>PB LC QEFP PQRAV, FK@IRABP LKIV JLABOK JBAF@FKB 
(AIILM>QEV), AVROSBA> >KA HLJBLM>QEV.

3EB PQRAV P>JMIB FK@IRABA TLJBK COLJ QEOBB AFPQOF@QP FK 
*BO>I> \ 3EFORS>K>KQE>MRO>J, *LQQ>V>J, >KA ,>I>MMRO>J. 
3EB 14 AFPQOF@QP LC *BO>I> TBOB O>KHBA ?>PBA LK QEB 
BPQFJ>QBA IBSBI LC FKCBOQFIFQV ?>PBA LK QEB CBKPRP 2011 A>Q> 
>K>IVPFP. 3EB AFPQOF@QP TBOB DOLRMBA FKQL QEOBB @>QBDLOFBP 
?>PBA LK QEBFO BUMB@QBA IBSBI LC FKCBOQFIFQV >P ILT, JFAAIB, 
>KA EFDE IBSBIP LC FKCBOQFIFQV. .KB AFPQOF@Q COLJ B>@E DOLRM 
T>P QEBK PBIB@QBA CLO QEB PROSBV. 3EFP BKPROBA AFSBOPFQV FK 
@LRMIBP� FKCBOQFIFQV QOB>QJBKQ-PBBHFKD BUMBOFBK@BP FK QBOJP LC 
>DB >Q J>OOF>DB, BAR@>QFLK>I IBSBIP, >KA OBIFDFLRP 
ABKLJFK>QFLK. 3EFP PQRAV AL@RJBKQP QEB S>OFLRP QOB>QJBKQ 
LMQFLKP RPBA QL OBPLISB FKCBOQFIFQV >@OLPP QEB AFCCBOBKQ QVMBP 
LC @BKQOBP  FB, >KV FKPQFQRQFLK SFPFQBA ?V QEB @LRMIBP, TEF@E 
LCCBOP AIILM>QEV, AVROSBA> LO HLJBLM>QEV  >KA QEB OB>PLKP, 
FC >KV, CLO AFP@LKQFKRFKD QOB>QJBKQ. 3EB A>Q> >K>IVPFP T>P 
ALKB RPFKD 1 PLCQT>OB SBOPFLK 1.2.1335. A ABP@OFMQFSB 
>K>IVPFP LC QEB @>OB-PBBHFKD M>QET>VP LC @LRMIBP T>P >IPL 
@>OOFBA LRQ. 3EFP T>P ALKB QL RKABOPQ>KA QEB QOB>QJBKQP 
PRDDBPQBA QL @LRMIBP >KA QEB OB>PLKP TEV QEBV PTFQ@EBA 
COLJ LKB @BKQOB QL >KLQEBO. 

( RPBA > CBJFKFPQ >MMOL>@E FK QEFP PQRAV; ?V @BKQO>IFPFKD QEB 
TLJBK FK QEB @LRMIBP, ( D>FKBA > ?BQQBO RKABOPQ>KAFKD LC 
QEB KBDLQF>QFLKP QE>Q L@@RO AROFKD @>OB-PBBHFKD CLO FKCBOQFIFQV 
(1). 6LJBK�P OFDEQ QL @ELLPB TE>Q E>MMBKP QL QEBFO ?LAV FP 
LCQBK OBPQOF@QBA FK FKCBOQFIB @LRMIBP ARB QL QEBFO PL@F>I >KA 
@RIQRO>I @LKQBUQ. 3EB PQRAV FP OLLQBA FK QEB RKABOPQ>KAFKD 
QE>Q FKCBOQFIFQV BKQ>FIP > PL@F>I ?ROABK QE>Q FP DBKABOBA. 3EFP 
JB>KP QE>Q BSBK TEBK QEB FK>?FIFQV QL OBMOLAR@B FP @>RPBA 
?V J>IB C>@QLO FKCBOQFIFQV, FQP ?ROABK JRPQ ?B ?LOKB ?V 
TLJBK. 1BMOLAR@QFSB QB@EKLILDFBP QE>Q LCCBO PLIRQFLKP QL 
@LRMIBP TFQE FKCBOQFIFQV ?ROABK TLJBK RKBNR>IIV TEBK 
@LJM>OBA QL JBK. FROQEBO, QEB C>@Q QE>Q QEBPB PBOSF@BP >OB 
@LK@BKQO>QBA FK QEB MOFS>QB PB@QLO @OB>QBP ?>OOFBO FK 
>CCLOA>?FIFQV CLO @LRMIBP.

A QLQ>I LC 604 TLJBK TBOB FKQBOSFBTBA OBD>OAFKD QEBFO 
QOB>QJBKQ-PBBHFKD M>QET>V, LRQ LC TEF@E 75.7% (457) LC QEB 
TLJBK E>A KL @EFIA >Q QEB QFJB LC FKQBOSFBT >KA QEBV TBOB 
BFQEBO @LKQFKRFKD QOB>QJBKQ (35.9%), E>A PQLMMBA QOB>QJBKQ 
@LJMIBQBIV (24.1%), LO TBOB Q>HFKD > ?OB>H COLJ QOB>QJBKQ 
(36.8%). .QEBOP JBKQFLKBA QE>Q QEB AL@QLO E>A >PHBA QEBJ 
QL T>FQ, QE>Q QEBFO M>OQKBO T>P RKTFIIFKD QL @LKQFKRB 
QOB>QJBKQ, LO QE>Q QEBV TBOB QOVFKD OBIFDFLRP JBQELAP (3.2%). 
3>?IB 1 ?BILT PELTP QEB PQ>QRP LC QOB>QJBKQ CLO TLJBK TEL 
AFA KLQ E>SB > @EFIA >Q QEB QFJB LC FKQBOSFBT.

3EB TLJBK E>A SFPFQBA PBSBO>I @BKQOBP, O>KDFKD COLJ LKB QL 
11. 2LJB @LKQFKRBA QL PBBH QOB>QJBKQ, PLJB E>A 
AFP@LKQFKRBA QOB>QJBKQ QBJMLO>OFIV, >KA LQEBOP E>A PQLMMBA 
QOB>QJBKQ MBOJ>KBKQIV. 3EBV OBMLOQBA JRIQFMIB OB>PLKP CLO 
NRFQQFKD B>@E @BKQOB. 2LJB P>FA QE>Q QEBV >?>KALKBA 
QOB>QJBKQ >Q > @BKQOB ?B@>RPB QEBV AFA KLQ T>KQ QL RKABODL 
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 CLKQFKRFKD 
QOB>QJBKQ

 2QLMMBA 
QOB>QJBKQ 

@LJMIBQBIV

   3>HFKD > 
?OB>H COLJ 
QOB>QJBKQ

  />OQKBO RK-
TFIIFKD QL 
@LKQFKRB

 CROOBKQIV, KL 
QOB>QJBKQ 
PRDDBPQBA

3OVFKD OBIFDFLRP 
JBQELAP

  457 (75.7%)  164 (35.9%)  110 (24.1%)  168 (36.8%)  1 (0.2%)  12 (2.6%)  2 (0.4%)

   148 (24.5%)

 -   -  -  -   - 

 

 - 

QEB PMB@FCF@ QOB>QJBKQ PRDDBPQBA QEBOB. 3EFP T>P LCQBK QEB 
@>PB TEBK QEB PRDDBPQBA QOB>QJBKQ T>P FKQO> RQBOFKB 
FKPBJFK>QFLK ((4() LO FK SFQOL CBOQFIFP>QFLK ((5F).  3EB 
OBPMLKABKQP BFQEBO TBKQ QL >KLQEBO @BKQOB LO PQLMMBA 
QOB>QJBKQ >IQLDBQEBO. 3EB OB>PLKP DFSBK CLO PQLMMFKD A13 
QOB>QJBKQP TBOB MBOPLK>I, O>KDFKD COLJ QEB RK>@@BMQ>?FIFQV 
LC RPFKD ALKLO PMBOJ QL CFK>K@F>I AFCCF@RIQFBP. CLRMIBP AFA KLQ 
BUEF?FQ QEB P>JB IBSBI LC OBIR@Q>K@B TFQE OBPMB@Q QL RPFKD 
ALKLO BDDP TEBK @LJM>OBA QL ALKLO PMBOJP (10). 3EFP FP 
?B@>RPB J>QBOK>I OBI>QBAKBPP T>P KLQ @LKPFABOBA >P 
FJMLOQ>KQ >P M>QBOK>I OBI>QBAKBPP FK > M>QOF>O@E>I PL@FBQV 
(11). A PQRAV ALKB QL RKABOPQ>KA QEB MBO@BMQFLKP LC QEB RPB 
LC ALKLO PMBOJ >KA BDDP, OBMLOQBA QE>Q JBK >KA TLJBK 
CBIQ QE>Q QEB RPB LC ALKLO PMBOJ TLRIA IB>A QL J>OFQ>I FPPRBP. 
3EB KBD>QFSB >QQFQRAB QLT>OA QEB RPB LC ALKLO PMBOJ @>K 
>IPL ?B >QQOF?RQBA QL QEB PE>OBA BUMBOFBK@B LC @OB>QFKD > 
@EFIA >KA PL@FBQ>I LMFKFLKP (11).

DROFKD QEB @LJJRKFQV-?>PBA PROSBV, QEB OBPB>O@EBO 
BK@LRKQBOBA @LRMIBP FK QEFP @>QBDLOV TEL E>A >?>KALKBA 
QOB>QJBKQ TEBK (4( LO (5F T>P PRDDBPQBA, BSBK QELRDE QEB 
QOB>QJBKQ AFA KLQ >IT>VP FK@IRAB QEB RPB LC ALKLO PMBOJ. 
3EBV TBOB OBIR@Q>KQ QL RKABODL QEBPB QOB>QJBKQP ARB QL > 
CB>O LC RPFKD ALKLO PMBOJ, BSBK TEBK QEB LMQFLK LC RPFKD 
LKB�P LTK PMBOJ T>P >S>FI>?IB. 3EBV TBOB LC QEB FJMOBPPFLK 
QE>Q FC QEB J>IB M>OQKBO E>P PMBOJ, TEV AFA QEBV E>SB QL 
RKABODL QEB A13 MOL@BAROB? (K J>KV @>PBP, QEBV >IPL 
JBKQFLKBA OBIFDFLRP OB>PLKP >P > C>@QLO QE>Q J>AB QEBJ 
OBIR@Q>KQ QL RPB QEFP QB@EKLILDV. 3EBV OBMLOQBA QE>Q QEBV 
@LKQFKRBA QL ELMB QE>Q MOBDK>K@V TLRIA E>MMBK FK ARB 
@LROPB ARB QL QEB MOBPBK@B LC PMBOJ. ,>KV E>A >?>KALKBA 
JLABOK JBAF@>I QOB>QJBKQP >KA TBOB QOVFKD AVROSBA>, 
ELJLBLM>QEV >KA LQEBO >IQBOK>QFSB JBQELAP IFHB OBIFDFLRP 
LO CLIH OBJBAFBP QL >@EFBSB MOBDK>K@V.

(K QEB PQRAV, 32 @LRMIBP (5.3%) TBOB OB@LJJBKABA (4( >KA 
128 TLJBK (21.2%) TBOB OB@LJJBKABA (5F. AJLKD QEFP 
DOLRM, 115 (71.9%) AFA KLQ T>KQ QL Q>HB QEB QOB>QJBKQ 
PRDDBPQBA ?V QEB AL@QLO. 3TL-CFCQEP LC QELPB TEL TBOB 
PRDDBPQBA (4( (40.6%) >KA JLOB QE>K QEOBB-CFCQEP LC QELPB 
PRDDBPQBA (F5 (62.5%) AFA KLQ MROPRB FQ >P QEBV AFA KLQ T>KQ 
QL >ALMQ QEBPB QOB>QJBKQP. 3EB JLPQ @LJJLK OB>PLK 
@LRMIBP PEFCQ COLJ LKB @BKQOB QL >KLQEBO FP > AFPFKQBOBPQ FK 
RKABODLFKD QEB PMB@FCF@ QOB>QJBKQ QE>Q T>P PRDDBPQBA IFHB 
(4( LO (5F. 3EBV >IPL QBKA QL JLSB COLJ JLABOK JBAF@FKB QL 
LQEBO >IQBOK>QFSB PVPQBJP LC JBAF@FKB LO >IQBOK>QB JBQELAP 
CLO QEB OBPLIRQFLK LC QEBFO MOL?IBJ. 3>?IB 2 PELTP QEB 
QO>KPFQFLK LC @LRMIBP COLJ LKB @BKQOB QL >KLQEBO.

A MLPPF?IB OB>PLK CLO KLQ T>KQFKD QL RKABODL (4( LO (5F FP 
QE>Q > ALKLO PMBOJ TFII ?B M>OQ LC QEB QOB>QJBKQ \ QEBV >OB 
BFQEBO QLIA QE>Q FQ TFII ?B LO QEBV >PPRJB QE>Q TFII ?B QEB @>PB 
BSBK TEBK QLIA LQEBOTFPB.

A AB@FPFLK QL PQLM QOB>QJBKQ TLRIA JB>K BUFQFKD QEB @>OB-
PBBHFKD M>QET>V >KA QEBOB TLRIA ?B KL >AAFQFLK>I 
?FLJBAF@>I FKQBOSBKQFLK QL OBPLISB QEB @LRMIB�P FKCBOQFIFQV. 
3EB TLJBK FK QEFP PFQR>QFLK OBJ>FK FK > PQ>QB LC IFJ?L, FK > 
PQ>QB LC [FK?BQTBBKKBPP  ̂ >@@LOAFKD QL /OL?VK (12) \ QEBV >OB 
TFQELRQ @>OB >KA ?RQ E>SB KLQ BKQFOBIV >?>KALKBA @>OB-
PBBHFKD. (Q FP FJMLOQ>KQ CLO TLJBK KLQ QL >?>KALK @>OB-
PBBHFKD >P QEB LKRP LC OBMOLAR@QFLK C>IIP LK QEBJ FK QEB 
PL@F>I @LKQBUQP FK TEF@E QEBV IFSB (13). 3EB TLJ>K FP IBCQ TFQE 
KL >SBKRB QL MOLSB QE>Q EBO OBMOLAR@QFSB ?LAV FP [KLOJ>I  ̂
TEBK EBO M>OQKBO FP QEB @>RPB CLO FKCBOQFIFQV. 3EFP IB>AP QL 
@LRMIBP QOVFKD >IQBOK>QB JBQELAP LC @>OB-PBBHFKD. 3EFP 
FK@IRABP @LKPRJFKD AFCCBOBKQ AVROSBAF@ CLOJRI>QFLKP 
FKQBKABA QL FJMOLSB PBJBK M>O>JBQBOP, CLIH OBJBAFBP IFHB 
@LKPRJFKD  (SBISBQ ?B>K/ ) 
MLTABO FK JFIH, >KA B>QFKD LQEBO [AFSFKFPBA  ̂ QEFKDP IFHB 
?>K>K> >KA DEBB QL >@EFBSB MOBDK>K@V, TEF@E >OB 
PRDDBPQBA >P M>OQ LC OBIFDFLRP OBJBAFBP.

3EB PL@F>I @LKPQOR@QFLK LC FKCBOQFIFQV MRQP QEB LKRP LC 
OBMOLAR@QFLK LK TLJBK. CEFIAIBPP TLJBK >OB PR?GB@QBA QL 
PL@F>I OFAF@RIB >KA PQFDJ> (14). 3ERP, TLJBK ?B@LJB QEB 
MOFJ>OV OBMOLAR@QFSB >DBKQP FK QEB @LRMIB, TEF@E FP QEBK 
QEOB>QBKBA ?V QEB FK>?FIFQV QL OBMOLAR@B. 3EFP FAB> LC 
TLJBK�P ?LAFBP >P QEB ?B>OBOP LC OBMOLAR@QFSB FJM>FOJBKQ 
FK > @LRMIB FK QEB >?PBK@B LC MOBDK>K@V J>HBP TLJBK 
BJ?LAV QEB FAB> QE>Q QEB FK>?FIFQV QL OBMOLAR@B FP QEBFO 
[C>RIQ  ̂ (15\17). 3ERP TLJBK RKABOQ>HB BSBOV MLPPF?IB 
JB>PROB QL MOLSB QE>Q QEBFO ?LAFBP >OB CRK@QFLK>I >KA MRQ 
QEBJPBISBP QEOLRDE > ?>QQBOV LC FKS>PFSB MOL@BAROBP. 6EBK 
LKB QOB>QJBKQ C>FIP, QEBV ELIA LK QL [ELMB  ̂QE>Q QEB KBUQ LKB 
J>V ?B PR@@BPPCRI. 3EFP FP QEB OB>PLK QEBV OBIBKQIBPPIV DL 
QEOLRDE OFDLOLRP QOB>QJBKQ MOL@BPPBP >@OLPP JRIQFMIB 
@BKQOBP BSBK QELRDE QEBV >OB QFOBA, ?LQE MEVPF@>IIV >KA 
BJLQFLK>IIV, ARB QL QEB FKS>PFSBKBPP LC QEB MOL@BAROBP >KA 
QEB >?PBK@B LC QEB ABPFOBA OBPRIQP.

6EFIB @LKAR@QFKD QEB PROSBV, ( BK@LRKQBOBA J>KV TLJBK 
OBMLOQFKD QE>Q QEBV  E>A PQLMMBA JLABOK JBAF@>I QOB>QJBKQ 
>KA TBOB MROPRFKD LQEBO PVPQBJP LC JBAF@FKB LO >IQBOK>QB 
JBQELAP QL OBPLISB FKCBOQFIFQV. 3EB OB>PLKP @FQBA FK@IRABA 
QE>Q QEBV TBOB (LO QEBFO M>OQKBOP TBOB LO ?LQE TBOB) 
RKFKQBOBPQBA FK MROPRFKD QEB M>OQF@RI>O QOB>QJBKQ PRDDBPQBA 
?V QEB AL@QLO F.B., (4( LO (5F PMB@FCF@>IIV, >JLKD LQEBO QEFKDP. 
3EBV >IPL OBFQBO>QBA QE>Q QEBV TBOB ELMBCRI QE>Q QEB OBJBAV 
QEBV TBOB RPFKD TLRIA ?B PR@@BPPCRI. 3EBV OBFKCLO@BA QEFP ?V 
OB@LRKQFKD >KB@ALQBP LC MBLMIB TEL E>A BUMBOFBK@BA > 
MLPFQFSB LRQ@LJB RPFKD QELPB JB>KP.

(K QEBPB PFQR>QFLKP, ( T>P @LKCRPBA >?LRQ TEBQEBO QL BUMI>FK 
QL QEBJ QE>Q QEFP T>P C>IPB ELMB >KA QE>Q QEBV PELRIA PBBH 

:231;

iv



 

(KAF>K )LROK>I LC ,BAF@>I EQEF@P 5LI 5( -L 3 )RIV-2BMQ 2021

 

 

  K = 604

 (4(  (5F  (4( (K = 5)  (5F (K = 11)  (4( (K = 5)  (5F (K = 11)

  493 (81.6)  5 (1.0)  11 (2.2)  2 (40.0)  7 (63.6)  4 (80.0)  4 (36.4)

  111 (18.4)  2 (1.8)  3 (2.7)  -  1 (33.3)  -  -

QOB>QJBKQ LO @LKQFKRB QEB QOB>QJBKQ PRDDBPQBA ?V QEBFO 
?FLJBAF@>I AL@QLO. ( QEFKH JV PQOLKD >CCFKFQV QLT>OAP JLABOK 
JBAF@FKB PQBJJBA COLJ QEB ?FLJBAF@>I MBOPMB@QFSB QE>Q 
E>A PE>MBA JV QO>FKFKD; EBK@B JV OBIR@Q>K@B QL 
>@HKLTIBADB QEB MLPFQFSB BCCB@QP, FC >KV, LC >IQBOK>QB PVPQBJP 
LC JBAF@FKB. ( AFA KLQ E>SB QEB P@ELI>OPEFM QL RKABOPQ>KA QEB 
TLOHFKDP LC >IQBOK>QB PVPQBJP. ( >IPL ?BIFBSBA QE>Q >IQBOK>QFSB 
JBQELAP IFHB OBIFDFLRP MO>@QF@BP LO @LKPRJFKD QO>AFQFLK>I 
MLTABOP TBOB KLQ DLFKD QL DFSB QEBJ MLPFQFSB OBPRIQP. 3EFP 
?BIFBC T>P I>ODBIV ?>PBA LK QEB ?FLJBAF@>I QO>FKFKD ( E>A 
OB@BFSBA TEBOB EB>IQE MOLCBPPFLK>IP RPB >K L?GB@QFSB 
MEFILPLMEV (18). 2L, >Q CFOPQ, QEB LKIV QORQE ( ?BIFBSBA FK T>P 
QE>Q ?FLJBAF@>I QOB>QJBKQP @LRIA LCCBO > ABCFKFQB PLIRQFLK QL 
FKCBOQFIFQV. AKV LQEBO JBQELA T>P KLQ DLFKD QL DFSB QEB 
ABPFOBA OBPRIQP. HLTBSBO, JV MR?IF@ EB>IQE QO>FKFKD BK>?IBA 
JB QL AFP@BOK QE>Q QEBOB T>P >K [>IQBOK>QB QORQE.̂ 3EOLRDE > 
OBCIBUFSB >K>IVPFP LC JV MLPFQFLK SFP-i-SFP QEB MOL?IBJ, ( T>P 
@LKCOLKQBA TFQE QEB NRBPQFLK LC TEBQEBO FQ TLRIA ?B OFDEQ QL 
AFPMBI QEB [ELMB  ̂QE>Q J>HBP QEBJ IB>A QEBFO IFCB >P FQ FP? 

(K @BOQ>FK @>PBP, @LRMIBP TBOB AF>DKLPBA TFQE >?PLIRQB J>IB 
FKCBOQFIFQV >KA QEB RPB LC ALKLO PMBOJ T>P QEB LKIV >S>FI>?IB 
?FLJBAF@>I LMQFLK. (K QEBPB @>PBP, ( T>P PROB QE>Q QEB 
M>OQF@FM>KQ TLRIA KLQ RKABODL QE>Q QOB>QJBKQ ARB QL 
MBOPLK>I, @RIQRO>I, >KA OBIFDFLRP OB>PLKP. 3EB AFIBJJ> QE>Q 
>OLPB T>P TEBQEBO FQ T>P TLOQE AFPMBIIFKD QEB [ELMB  ̂ QEBV 
IFSBA TFQE ?V MOLSFAFKD >@@RO>QB FKCLOJ>QFLK >?LRQ QEBFO 
PFQR>QFLK COLJ > ?FLJBAF@>I MBOPMB@QFSB.

3EB PB@LKA AFIBJJ> OBSLISBA >OLRKA TEBQEBO QL FKCLOJ QEB 
@LRMIBP QE>Q QEB LKIV PLIRQFLK T>P QL RKABODL (5F, TEF@E FP 
>K BUMBKPFSB QOB>QJBKQ >KA E>P > IBPP QE>K 40% (19) @E>K@B 
LC PR@@BPP (TEFIB QEB JB>K IFSB ?FOQE COLJ LKB @V@IB >KA FQP 
PR?PBNRBKQ @OVL-@V@IBP T>P LKIV 33%)(19). A J>GLOFQV LC QEB 
M>OQF@FM>KQP TBOB LC JFAAIB PL@FLB@LKLJF@ PQ>QRP; QERP, FQ 
T>P KLQ @IB>O TEBQEBO OBPLOQFKD QL QEBPB QOB>QJBKQP QE>Q AL 
KLQ MOLSFAB 100% PR@@BPP TLRIA ?B TLOQE QEBFO JLKBV.

( >MMOL>@EBA QEB M>OQF@FM>KQP COLJ >K >PPRJBA MLPFQFLK LC 
[HKLTFKD  ̂ (20); ( T>P ?LQE HKLTIBADB>?IB >?LRQ FKCBOQFIFQV 
>KA BJM>QEBQF@ QLT>OAP QEB TLJBK TEL TBOB DLFKD 
QEOLRDE QEB OBI>QBA @E>IIBKDBP. BBFKD > TLJ>K LC 
OBMOLAR@QFSB >DB BK>?IBA JB QL BJM>QEFPB TFQE QEBPB 
TLJBK >Q > MBOPLK>I IBSBI >KA QEFP J>AB FQ AFCCF@RIQ CLO JB QL 
AFPMBI QEB LKB PLRO@B LC ELMB QE>Q QEBV TBOB ELIAFKD LK QL. ( 
T>P >IPL FK > MLPFQFLK LC MLTBO PFK@B ( T>P Q>IHFKD QL QEBJ 
COLJ TFQEFK QEB EB>IQE PVPQBJ. 3ERP, ( E>A QL ?B @>RQFLRP 
>?LRQ JV OBPMLKPBP PFK@B QEB OLIB ( E>A >PPRJBA >KA TE>Q 
T>P BUMB@QBA LC JB ?V JV M>OQF@FM>KQP TLRIA E>SB 
GBLM>OAFPBA QEBFO [ELMB.̂

FLO QEB TLJBK, PQLMMFKD @>OB-PBBHFKD CLO FKCBOQFIFQV 

>IQLDBQEBO JB>KQ QE>Q QEBV @LRIA KL ILKDBO ATBII FK ELMB, 
TEF@E FP TE>Q D>SB QEBJ QEB PQOBKDQE QL @LMB TFQE 
@EFIAIBPPKBPP >KA MROPRB BUE>RPQFKD QOB>QJBKQP. (Q FP >IPL 
QEFP [ELMB  ̂ QE>Q MLPFQFLKP QEBJ ?BQTBBK ?BFKD >?IB QL 
>@EFBSB > MOBDK>K@V >KA ?BFKD I>?BIIBA >P [?>OOBK  ̂ CLO QEB 
OBPQ LC QEBFO IFSBP. 3EFP T>P QORB BSBK TEBK QEB FKCBOQFIFQV T>P 
ARB QL QEB OBMOLAR@QFSB FJM>FOJBKQ LC > M>OQKBO. 6EBK QEBOB 
FP > QBKABK@V QL @>QBDLOFPB BSBOVQEFKD FKQL QTL DOLRMP (EBOB: 
?BFKD FKCBOQFIB >KA CBOQFIB), ?BILKDFKD QL QEB @>QBDLOV LC 
[FKCBOQFIB  ̂ FP KLQ ABPFO>?IB. 6EBK QEB >?FIFQV QL JLSB QL QEB 
@>QBDLOV LC CBOQFIB FP E>JMBOBA LO ABI>VBA, LKB TLRIA IFHB QL 
PQ>V FK QEB PM>@B ?BQTBBK QEB QTL @>QBDLOFBP. 
[(K?BQTBBKKBPP ,̂ >P ABCFKBA ?V /OL?VK (12), FP > PQ>QB 
?BQTBBK QTL MLPPF?FIFQFBP QE>Q L@@ROP TEBK QEBOB FP > ABPFOB 
QL ?BILKD QL LKB @>QBDLOV. 3EB PQ>QB LC =FK-?BQTBBKKBPP� 
L@@ROOBA FK QEB TLJBK FK QEB PQRAV TEBK PR@@BPP QEOLRDE 
JBAF@>I/P@FBKQFCF@ JBQELAP T>P KLQ FJJFKBKQ ?RQ QEBV 
KBBABA QL @LKQFKRB QL QEFKH QE>Q >IQBOK>QB LMQFLKP ELIA 
MOLJFPB. 3ERP, QEB TLJBK TFPEBA QL ?B FK QEFP P>CB PM>@B LC 
[FK?BQTBBKKBPP  ̂ (12), TEBOB QEBV CLRKA PLI>@B FK KLQ ?BFKD 
I>?BIIBA FKCBOQFIB (TEF@E FP PQFDJ>QFPFKD), TEFIB PQFII T>FQFKD QL 
>@EFBSB QEB PQ>QB LC JLQEBOELLA. A?>KALKFKD @>OB-PBBHFKD 
EBOB JB>KP >K BKA QL QE>Q [ELMB  ̂ >KA QEB J>KV @LJCLOQP 
QE>Q FQ LCCBOP. ESBK TFQE OBD>OA QL OBIFDFLRP LO >PQOLILDF@>I 
OBJBAFBP, QEB TLJBK ( FKQBOSFBTBA ?BIFBSBA PQOLKDIV QE>Q 
QEBV TLRIA DBQ MOBDK>KQ FC QEBV CLIILTBA QEB OBJBAFBP 
PRDDBPQBA. ( T>P PBBK >P PLJBLKB TEL T>P QEBOB QL PB@ROB 
QEBFO [ELMB,̂ >KA KLQ >P PLJBLKB TEL @LRIA AFPMBI QEBFO 
?BIFBC. 3EBPB >IQBOK>QFSB OBJBAFBP >OB > M>OQ LC QEB @LRMIBP� 
PL@FL-@RIQRO>I JFIFBR >KA QEBFO S>IRB PVPQBJ.

DFPMBIIFKD QEBFO BUMB@Q>QFLKP @>JB TFQE QEB ?ROABK LC 
HKLTFKD QE>Q QEBOB T>P KL MO>DJ>QF@ PLIRQFLK QL LCCBO COLJ 
JV JFAAIB-@I>PP ?FLJBAF@>I MBOPMB@QFSB. 3EFP T>P >D>FK > 
GRADBJBKQ @>II QE>Q ( T>P J>HFKD ?>PBA LK JV LTK JFAAIB-
@I>PP S>IRBP \ ?LQE GRADFKD QEBFO PL@FLB@LKLJF@ @LKQBUQP 
>KA QEBFO ?FLILDF@>I LMQFLKP. EUMI>FKFKD QEB OB>I K>QROB LC QEB 
MOL?IBJ >KA MLQBKQF>I PLIRQFLKP JB>KQ Q>HFKD >T>V QEB LKIV 
FKQ>KDF?IB QEFKD QE>Q QEBV IFSBA TFQE ABPMFQB KLQ >@EFBSFKD 
QEBFO ABPFOBA DL>I LC CBOQFIFQV, SFW QEBFO ELMB. 3EFP ELMB FP >IPL 
FKQBOQTFKBA TFQE QEB S>IRB PVPQBJ QE>Q BJBODBP COLJ QEBFO 
@RIQROB. FLO @LRMIBP TFQE QEB AR>I MOL?IBJ \ > I>@H LC 
OBPLRO@BP >KA QEB RK>@@BMQ>?FIFQV LC ALKLO PMBOJ \ ( @ELPB 
QL IB>SB QEBJ FK > PQ>QB LC [FK?BQTBBKKBPP  ̂ FK QEFP @LKQBUQ. 
6EBK @LRMIBP AFA KLQ T>KQ QL BKD>DB FK >PPFPQBA 
OBMOLAR@QFLK >KA @ELPB >IQBOK>QB JBQELAP ARB QL MBOPLK>I 
LO LQEBO OB>PLKP, ( EBIA > AFCCBOBKQ LMFKFLK. ( ?BIFBSBA QE>Q 
JBAF@L-P@FBKQFCF@ MOL@BPPBP, FK@IRAFKD (5F, EBIA > ?BQQBO 
@E>K@B LC PR@@BPP QE>K J>DF@L-OBIFDFLRP ?BIFBC LOFBKQBA 
OBJBAFBP. HLTBSBO, PRPMBKABA >P QEB TLJBK TBOB, FK > PQ>QB 
LC MBOMBQR>I ELMB RKQFI QEBFO ?FLILDF@>I ?LAV OBCRPBA QL 
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OBPMLKA, ( @ELPB KLQ QL OBSB>I JV SFBTP LK QEB J>QQBO. 3EFP 
T>P ?B@>RPB LC QEB AR>IFQV FK QEB QO>FKFKD ( E>A OB@BFSBA; JV 
?FLJBAF@>I RKABOPQ>KAFKD LC FKCBOQFIFQV >KA FQP QOB>QJBKQ IBA 
JB QL L?GB@QFSBIV ILLH >Q QEB MOL?IBJ >KA FQP PLIRQFLK 
FKABMBKABKQ LC QEB @LKQBUQ, ?RQ JV MR?IF@ EB>IQE QO>FKFKD 
ABJ>KABA QE>Q ( ILLH >Q QEB MOL?IBJ TFQEFK QEB @LKQBUQ 
?B@>RPB QEBOB TBOB JRIQFMIB QORQEP, ABMBKAFKD LK LKB�P 
PQ>KAMLFKQ. 3EB OB>IFQV LC QEB BSBOVA>V IFCB LC QEB M>OQF@FM>KQP 
QO>KP@BKABA JV QORQE QE>Q ?FLJBAF@>I QOB>QJBKQP TBOB QEB 
LKIV PLIRQFLK.

6EBK @LKCOLKQBA TFQE > JLO>I AFIBJJ>, > OBPB>O@EBO J>V 
@ELLPB QL >@Q FK > PMB@FCF@ T>V LO OBCO>FK COLJ >KV >@QFLK ARB 
QL > JLO>I @ELF@B. 3EB MOBJFPB CLO >KV JLO>I AFIBJJ> C>@BA 
?V QEB OBPB>O@EBO >KA QEB @ELF@B J>AB ?V QEB OBPB>O@EBO QL 
OBPLISB QEFP FP AOFSBK ?V QEBFO TLOIASFBT (8).

2L, >CQBO @LJMIBQFKD QEB FKQBOSFBTP, ( T>IHBA >T>V, IB>SFKD 
QEB TLJBK FK QEBFO PQ>QB LC [FK?BQTBBKKBPP .̂ 3EB ?ROABK LC 
IFSFKD TFQE QE>Q @ELF@B >KA KLQ AFPMBIIFKD QEB FKCLOJ>QFLK 
>PVJJBQOV ?BQTBBK OBPB>O@EBO >KA OBPB>O@EBA FP JV LTK.

 

1HBOB, TEBK ( OBCBO QL (4( LO (5F FQ >IPL FK@IRABP PLJB @>PBP TEBOB ALKLO 
PMBOJP TBOB RPBA CLO CBOQFIFP>QFLK.

2A QBOJ RPBA ?V EIPMBQE /OL?VK QL ABKLQB QEB [QEB @LKPQ>KQ T>V QE>Q LKB FP 
>IT>VP FK ?BQTBBK QTL I>KDR>DBP, @RIQROBP, >KA EFPQLOFBP.^

References

1. 3EOLP?V *. 
 1PQ BA. H>JMPEFOB: />IDO>SB ,>@JFII>K; 2004.

2. HBIhK (. HB>IQE FK MOLPMB@Q. HFDE-QB@E JBAF@FKB, IFCB BKE>K@BJBKQ 
>KA QEB B@LKLJV LC ELMB. 2@F 2QRA. 2004; 17(1):3\19.

3. FO>KHIFK 2. 
 1PQ BA. +LKALK >KA -BT 8LOH: 1LRQIBADB; 1997.

4. BLABK ). 3EB BKAFKD LC QOB>QJBKQ: QEB BKAFKD LC ELMB?  
2013 ,>O;16(1):22\5.

5. GRFIIBJFK ,, GFII>J +. EQEF@P, OBCIBUFSFQV, >KA [BQEF@>IIV FJMLOQ>KQ 
JLJBKQP  ̂FK OBPB>O@E.  2004 AMO;10(2):261\80.

6. AOQERO ). F>JFKB OBIFBC >KA QEB FAB>I JLO>I @LAB. (K: C>EK 2,, ,>OHFB 
/, BAFQLOP.  -BT 8LOH: 
.UCLOA 4KFSBOPFQV /OBPP; 1998. MM. 807\20.

7. +B?RP B. ,LO>I AFIBJJ>P: 6EV QEBV >OB E>OA QL PLISB.  
1990 AMO;13(2):110\25.

8. ,@CLKKBII 3. ,LO>I DFIBJJ>P: 3EB 2Q>KCLOA EK@V@ILMBAF> LC 
/EFILPLMEV. (K:  F>II 2018. ,BQ>MEVPF@P 1BPB>O@E +>?, 
2Q>KCLOA 4KFSBOPFQV; 2018:@FQBA 2020 -LS 20;. M. 18. AS>FI>?IB COLJ: 
EQQMP://MI>QL.PQ>KCLOA.BAR/>O@EFSBP/C>II2018/BKQOFBP/JLO>I-
AFIBJJ>P/

9. 3BPPJ>K +.  -BT 
8LOH: .UCLOA 4KFSBOPFQV /OBPP; 2015.

10. G>JBFOL 2, BLFSFK ), /BOLK>@B +, 5BOE>>H C,. 6EV AL M>QFBKQP 
AFP@LKQFKRB CBOQFIFQV QOB>QJBKQ? A PVPQBJ>QF@ OBSFBT LC OB>PLKP >KA 
MOBAF@QLOP LC AFP@LKQFKR>QFLK FK CBOQFIFQV QOB>QJBKQ. 

 2012 -LS 1;18(6):652\69.
11. EFPBK?BOD ,+, 2JFQE )F, ,FIIPQBFK 2G, 6>IPE 3), BOBVBO B-, *>QW //. 

/BO@BFSBA KBD>QFSB @LKPBNRBK@BP LC ALKLO D>JBQBP COLJ J>IB >KA 
CBJ>IB JBJ?BOP LC FKCBOQFIB @LRMIBP.  2010 ARD; 94(3):921\
6.  

12. /OL?VK E.  1PQ BA. +LKALK >KA -BT 8LOH: 
1LRQIBADB; 1996.

13. )LEKPLK *,, FIBAABOGLE>KK ). 1BSFPFQFKD [EBO  ̂FKCBOQFIFQV: ,BAF@>IFWBA 
BJ?LAFJBKQ, PBIC-FABKQFCF@>QFLK >KA AFPQOBPP.  2012 2BM;
75(5):883\91. 

14. 1FBPPJ>K C*. 2QFDJ> >KA BSBOVA>V OBPFPQ>K@B MO>@QF@BP: CEFIAIBPP 
TLJBK FK 2LRQE (KAF>. 2000; 14(1):111\35.

15. CI>OHB +H, ,>OQFK-,>QQEBTP A, ,>QQEBTP 1. 3EB @LKQFKRFQV >KA 
AFP@LKQFKRFQV LC QEB BJ?LAFBA PBIC FK FKCBOQFIFQV*.  
2008 )RI 14; 43(1):95\113.

16. 2>KABILTPHF ,, HLIAFQ@E-D>SFP D, H>OOFP BG. +FSFKD QEB IFCB: 
EUMI>K>QFLKP LC FKCBOQFIFQV.  1990 )RK; 12(2):195\215.

17. GOBFI A+, +BFQHL 3A, /LOQBO *+. (KCBOQFIFQV: HFP >KA EBOP.  
1988;2(2):172\99.

18. 6FIPLK H). 3EB JVQE LC L?GB@QFSFQV: FP JBAF@FKB JLSFKD QLT>OAP > 
PL@F>I @LKPQOR@QFSFPQ JBAF@>I M>O>AFDJ?  2000;17:203\9. 

19. GKLQE C, ,>UO>QE B, 2HLKFB@WKV 3, FOFLI *, GLABE>OAQ E, 3FDDBP ). FFK>I 
A13 PR@@BPP O>QBP: > 10 VB>OP PROSBV.  2011 ARD 1; 26(8):
2239\46. 

20. /BII>QQ G. EQEKLDO>MEV >KA OBCIBUFSFQV: BJLQFLKP >KA CBBIFKDP FK 
CFBIATLOH. -ROPB 1BP. 2003 AMO; 10(3):28\37. 

:233;

vi



 

Indian Journal of Medical Ethics Vol V No 1 January-March 2020

[ 10 ]

THEME: CASE STUDIES IN PUBLIC HEALTH RESEARCH ETHICS FROM INDIA

Maintaining confidentiality while gaining access to the community

SUNU C THOMAS

Author: Sunu C Thomas (sunusarathomas@gmail.com), PhD Scholar, 
Achutha Menon Centre for Health Science Studies, Sree Chitra Tirunal 
Institute for Medical Sciences and Technology, Thiruvananthapuram, Kerala, 
695 011, INDIA.

To cite: Thomas S C. Maintaining confidentiality while gaining access to the 
community. Indian J Med Ethics. 2020 Jan-Mar; 5(1) NS: 10-11. DOI: 10.20529/
IJME.2020.008.

©Indian Journal of Medical Ethics 2020

Keywords: Gatekeepers, privacy, research access, ASHA, 
confidentiality, sensitive information 

Introduction
Qualitative research is used to enhance the understanding of 
many issues but this method poses certain unique difficulties 
and ethical dilemmas for the researcher. These tend to be 
magnified when researching sensitive topics (1). The use of 
gatekeepers adds another layer of ethical issues or dilemmas. 
The term “gatekeeper” describes individuals, groups, and 
organisations that act as intermediaries between researchers 
and participants (2). A gatekeeper occupies an important 
position in the research process by helping the researcher 
access the participants. This serves to save the researcher’s 
time and resources during the research process, and also to 
guarantee the researcher’s legitimacy to the participants (2, 3).

The case
The qualitative component of a community-based study 
used in-depth interviews to understand treatment-seeking 
pathways among couples with infertility1. Given the challenges 
of locating couples with infertility within the community, the 
researcher recruited participants through various gatekeepers 
including a specialist at an infertility clinic, friends, and health 
workers (Accredited Social Health Activist or ASHA2 who is 
from the same community). Community members in general 
and women in particular are wary of outsiders collecting 
information about the intimate details of families. The ASHA 
can help recruit study participants as she is familiar with the 
families in the community, and also reassures them about the 
researcher’s credentials.  

The researcher would contact the ASHA explaining the 
purpose of the research, and ask for help locating study 
participants. The ASHA would identify potential study 
participants and obtain interview appointments with 
them; she also usually accompanied the researcher to the 
appointment. Though the researcher would inform the ASHA 
of the research topic as well as its sensitiveness, the ASHA 

usually stayed with the researcher during the data collection 
process, to reassure herself that the researcher was not 
discussing anything other than what she had been informed 
about. However, when possible, the researcher revisited the 
participants without the ASHA worker being present, in 
order to probe sensitive issues that needed exploration.  All 
interviews were conducted after obtaining the participants’ 
informed consent.

In one case, the researcher interviewed a woman who had 
undergone in vitro fertilisation (IVF). The ASHA accompanied 
the researcher to the participant’s house. She did not actively 
listen to the conversation between the researcher and 
the participant; there was an anganwadi3 attached to the 
participant’s house, and the ASHA chatted with the mothers 
who came to drop their children there. The participant narrated 
details of the treatment that she had undergone. She said 
that she was found to have defective ova production because 
of which she had been unable to conceive after repeated IVF 
treatments. She eventually underwent IVF with donor ova and 
subsequently delivered a child. 

At the end of the interview, the woman told the researcher that 
her use of donor ova was confidential and only close family 
members knew about it; not even the husband’s family was 
aware of it. The researcher reassured the participant that this 
information would not be shared with anyone. 

As the researcher was about to leave the house, she was 
summoned back by the participant’s mother who expressed 
her discontentment in her daughter being asked personal 
questions. She was also worried that the ASHA worker may 
have overheard the interview on this sensitive topic. The 
mother scolded her daughter for sharing the information with 
the researcher. Although the researcher reassured the mother 
that the data would not be shared with anyone, the mother 
was worried.  

Questions
1. What are the key ethical issues at stake in this situation?

2. Should community-based workers be used to identify 
subjects for participation in research on sensitive or 
stigmatising health conditions?  Why, or why not?

3. Can steps be taken to ensure confidentiality when a third 
party is present during the data collection process? 

4. How can we ensure that the process of recruitment for such 
research is not coercive?
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Notes
1 In this study, a “couple with infertility” has been defined as a couple 

who have been married for a minimum of one year, and are seeking 
treatment, or have a history of treatment, for achieving pregnancy.

2 ASHAs are trained female community health activists. Selected from the 
community itself and accountable to it, the ASHA is trained to be an 
interface between the community and the public health system.

3 The Anganwadi or “courtyard shelter” is the focal point for delivery of 
the government’s Integrated Child Development Services, through 
which children under the age of 6 are given supplementary nutrition, 
immunisation and pre-school education, and mothers are given 
supplementary nutrition. 
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Sunu Thomas has described (1) a research study in which 
she gained access through a community health worker to 
members of the community seeking treatment for infertility. 
One of the research participants who had undergone 
such a sensitive treatment and her family were concerned 
that the community health worker’s presence during the 
interview would breach the confidentiality of their health 
information. In this commentary, I will discuss the issues of 
balancing accessibility versus confidentiality, and of coercion 
in the process of approaching community members through 
gatekeepers of the community. 

Frontline community health workers are often the gatekeepers 
through whom public health researchers access community 
members to conduct their research. The health workers 
are usually themselves members of the community and so 
have first-hand information about the potential research 
participants. In a typical rural context in India, public hospital 
records and health system information may not be reliable, 
making access to patients difficult. Moreover, even if a 
researcher got the address details of a potential research 
participant through hospital records, the complex layout of 
streets, lanes and houses in rural India makes locating people 
arduous. Therefore, public health researchers largely depend 
on community health workers to identify potential research 

participants. 

The issue described by the researcher in this case is very 
common in public health research, especially when it is 
based in the community. Two years ago, I was involved in a 
community-based qualitative research project to understand 
the experiences of women who suffered stillbirths in the public 
health facilities of Tamil Nadu. Our team approached, through 
the village health nurses (VHN), the families of women who 
had suffered a stillbirth. The VHN is the frontline community 
health worker in Tamil Nadu who takes care of a population 
of about 5000 individuals and plays the vital role of a bridge 
between the community and the primary healthcare system. 
Many of the mothers whom we approached had lost their 
babies during delivery in the public health system and so had 
a sense of anger and resentment against the health system. 
Some of them were even angry with the VHN, as she is the face 
of the public health system in the community. As described 
by the author, we too had been worried that the presence of 
the VHN during the interviews could breach the interviewees’ 
confidentiality.  

Multiple ethical concerns have been raised in this case study. 
I would like to discuss two main confidentiality concerns. The 
first is whether it is appropriate for researchers to gain access 
to communities through frontline health workers. Frontline 
health workers are the vital link between communities and 
the health system. The community members sometimes reveal 
very sensitive information about their health to community 
health workers, in order to secure their help to access health 
system facilities. Often, the community health worker is part 
of the community herself. So, being an insider, she is already 
privy to some personal information about the members and 
the community. Therefore, like the fiduciary doctor-patient 
relationship and its inherent covenant of confidentiality, the 
community health worker’s- relationship with the community 
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A3: Informed consent for phase I in-depth interview (English) 
 

Informed consent 
 

Participant information sheet- for female partner 
 

I am Sunu C Thomas and I am doing PhD at Achutha Menon Centre for Health Sciences 

Studies, Sree Chitra Tirunal Institute for Medical Sciences and Technology, 

Thiruvananthapuram. I am conducting this study “Treatment choices among couples with 

infertility: A qualitative enquiry among couples with infertility in the southern districts of 

Kerala”. The purpose of the study is to find out the various things (or treatments) couples, who 

do not have a child but want to have a child, do to get pregnant and have a child. Participation 

involves a conversation including some questions regarding the treatment choices you have 

made to resolve your problem in getting pregnant and why these choices were made by you. 

Some of these may cause painful recollections and should you now wish to dwell on them, you 

can refuse to answer any specific questions. Thus, you may choose to answer all or some of 

the questions that I put to you. There will be no direct benefits to you for participating in this 

interview. The interview will take about 40 minutes to an hour. If you are willing I would like 

to audio- record the interview. I would like to assure you that all the information shared with 

me will be kept confidential and will only be used for research and publication purpose. Your 

individual identity will never be used in any research output nor shared with anyone else in 

process of communication of data. 

This study has been cleared by the Institutional Ethics Committee of the SCTIMST, 

Thiruvananthapuram.  

I therefore would be grateful if you agree to participate in this study. The participation in the 

study is purely voluntary. You have the right to withdraw your participation at any time during 

the interview without any explanation. You are free to refuse to answer any of the questions at 

any time. In case you need any additional information and clarification you may contact me, 

or my guide. For further queries regarding the study you can address them to the Member 

Secretary of the Institute Ethics Committee at Sree Chitra Tirunal Institute, for Medical 

Sciences and Technology Dr.Mala Ramanathan ( phone no:- 0471-2524234). The details of 

contacts are given below.  

Now I request to give your consent to participate in this study by signing below. Thank you.  

Name of the Interviewer & Signature:  
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Date & Place: 

Contact details:  
Researcher:  

Name:Sunu C Thomas, PhD Student 

Achutha Menon Centre for Health Sciences Studies  

SCTIMST, Medical College P.O., Thiruvananthapuram-11  
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Consent form 

I have read/ been read out the details in the information sheet. The purpose of the study and 

my involvement has been explained and all my questions have been answered. By 

signing/providing thumb impression on this consent form, I indicate that I understand what will 

be expected from me and that I am willing to participate in this study. I know that I can 

withdraw at any time. I have been informed who should be contacted if the need arises.  

I, ……………… agree to participate in the study. 

Name of the Participant &Signature: 

Date & Place:  

 

If the respondent is illiterate, 

Name of the witness: 

Signature of the witness: 
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Informed consent 

Participant information sheet- for male partner/ significant others 

I am Sunu C Thomas and I am doing PhD at Achutha Menon Centre for Health Sciences 

Studies, SreeChitraTirunal Institute for Medical Sciences and Technology, 

Thiruvananthapuram. I am conducting this study “Treatment choices among couples with 

infertility: A qualitative enquiry among couples with infertility in the southern districts of 

Kerala”. The purpose of the study is to find out the various things (or treatments) couples, who 

do not have a child but want to have a child, do to get pregnant and have a child. 

Participation involves a conversation including some questions regarding the treatment choices 

you have made to resolve your problem in getting pregnant and why these choices were made 

by you. Some of these may cause painful recollections and should you now wish to dwell on 

them, you can refuse to answer any specific questions. Thus, you may choose to answer all or 

some of the questions that I put to you. There will be no direct benefits to you for participating 

in this interview. The interview will take about 40 minutes to an hour. If you are willing I 

would like to audio- record the interview. I would like to assure you that all the information 

shared with me will be kept confidential and will only be used for research and publication 

purpose. Your individual identity will never be used in any research output nor shared with 

anyone else in process of communication of data. 

This study has been cleared by the Institutional Ethics Committee of the SCTIMST, 

Thiruvananthapuram.  

I therefore would be grateful if you agree to participate in this study. The participation in the 

study is purely voluntary. You have the right to withdraw your participation at any time during 

the interview without any explanation. You are free to refuse to answer any of the questions at 

any time. In case you need any additional information and clarification you may contact me, 

or my guide. For further queries regarding the study you can address them to the Member 

Secretary of the Institute Ethics Committee at Sree Chitra Tirunal Institute, for Medical 

Sciences and Technology Dr.Mala Ramanathan ( phone no:- 0471-2524234). The details of 

contacts are given below.  

Now I request to give your consent to participate in this study by signing below. Thank you.  
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Name of the Interviewer & Signature:  

Date & Place: 

Contact details:  

Researcher:  

Name:Sunu C Thomas, PhD Student 

Achutha Menon Centre for Health Sciences Studies  

SCTIMST, Medical College P.O., Thiruvananthapuram-11  
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Consent form 

I have read/ been read out the details in the information sheet. The purpose of the study and 

my involvement has been explained and all my questions have been answered. By 

signing/providing thumb impression on this consent form, I indicate that I understand what will 

be expected from me and that I am willing to participate in this study. I know that I can 

withdraw at any time. I have been informed who should be contacted if the need arises.  

I, ……………… agree to participate in the study. 

Name of the Participant &Signature: 

Date & Place:  

 

If the respondent is illiterate, 

Name of the witness: 

Signature of the witness: 
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പഠനtിൽ പെŋടുkുnവർkു' വിവരണപKതിക- ഭാര# 

എെn േപര് സുനു സി േതാമസ്, ഞാൻ 8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല അച#ുത േമേനാൻ 
െസnറിൽ െപാതുജനാേരാഗ#tിൽ പി എച ്ഡി െചയുnു. എെn പി എച ്ഡിയുെട ഭാഗമായി 
ഞാൻ ഒരു പഠനം നടtുnു. "വn#തയുg ദമ്പതികളുെട ചികിtാ തരŋൾ: േകരളtിെല 
െതkൻ ജിlകളിൽ വn#തയുg ദമ്പതികളുെട ഇടയിൽ ഗുണപരമായ അേനdഷണം" . ഈ പഠനം 
െകാY ്ഉേdശിkുnത് കു?ികൾ ഉYാകാൻ ബുdിമു?ുgതും എnാൽ കു?ികൾ േവണം എn് 
ആ8ഗഹിkുn ദമ്പതികൾ ഇതിനായി എെnലാം മാർgŋൾ/ ചികിtകൾ െചയ്യും 
എnറിയുnതിനാണ്.  
അതുെകാY ്ഈ പഠനtിൽ പŋാളിയാകാൻ ഞാൻ താŋേളാട് അഭ#ർtിkുnു. ഈ പഠനtിൽ 
പെŋടുkാൻ സmതമാെണŋിൽ ഞാൻ തŋെള അഭിമുഖം െചയ്യാൻ താത`ര#െpടുnു. താŋൾ 
ഗർഭം ധരിkുnതിനായി എെnlാം  മാർgŋൾ അെlŋിൽ ചികിtകൾ ആണ ്
തിരെiടുtെതnും ആ ചികിt/ മാർഗം എnുെകാY ് തിരെiടുtു എnതിെന കുറിcും 
ചില കാര#ŋൾ  ഞാൻ േചാദിy്കാൻ ഉേdശിkുnത്.  ചില േചാദ#ŋൾ താŋൾk് അസdസ്ഥത 
ഉYാkിേയkാം. അtരtിൽ താŋെള അസdsമാkുn  േചാദ#ŋൾk് ഉtരം 
നൽകാതിരിkാൻ താŋൾk് പൂർണ സdാത8n#ം  ഉY.് ഈ പഠനtിൽ പŋാളി ആകുnത ്െകാY ്
താŋൾk് േനരി?് ഒരു 8പേയാജനവും ലഭിkുnതl. ഈ അഭിമുഖം ഏകേദശം 40 മിനി5് മുതൽ  ഒരു 
മണിkൂർ വെര ൈദർഖ#ം ഉYാകാം. താŋൾk് സmതമാെണŋിൽ ഈ അഭിമുഖം ഞാൻ 
െറേkാർഡ് െചയ്യാൻ താത`ര#െpടുnു. താŋൾ തരുn വിവരŋൾ തീർtും 
പഠനാവശ#tിനുമാ8തേമ ഉപേയാഗിkുകയുgു. 

 താŋളുെട േപേരാ താŋെള തിരിcറിയാൻ കഴിയുn മ5് വിവരŋേളാ ഞാൻ എവിെടയും (വിശകലനം 
െചയ#ുമ്േപാേഴാ 8പബntിേലാ) സൂചിpിkുnതl, മ5ാരുമായും പŋിടുnതുമl. ഈ പഠനtിൽ 
താŋളുെട പŋാളിtം തികcും സdമനsാെല ഉgതാണ.് ഈ പഠനtിൽനിnും താŋൾk് 
എേpാൾ േവണെമŋിലും പിnാറാവുnതാണ്. 

ഈ പഠനം 8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല ഇനx്ടിട#ൂഷനൽ എtിk് കmി5ി അംഗീകരിcതാണ്. 
എെnŋിലും സംശയŋൾ ഉെYŋിൽ േചാദിkാവുnതാണ.് ഭാവിയിൽ ഈ പഠനെt  കുറിc ്
എെnŋിലും സംശയŋൾ ഉെYŋിൽ എേnാട് അെlŋിൽ എെn പി എച ്ഡി ൈഗഡിേനാെടാ 
േചാദിkാവുnതാണ.് എെn പഠനെtkുറിcു താŋൾk് എെnŋിലും സംശയŋൾ ഉെYŋിൽ  
8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല ഇനx്ടിട#ൂഷനൽ എtിk് കmി5ിയുെട െമമ്ബÄ െസ8ക?റിയായ 
േഡാkർ മാല രാമനാഥൻ േനാട് േചാദിkാവുnതാണ ്( 0471-2524234). Email id: mala@sctimst.ac.in. 

 ചുവെട േചർtി?ുg സmതപ8തtിൽ ഒpു വcുെകാYു ഈ പഠനtിൽ പെŋടുkാനുg 
താŋളുെട സmതം േരഖെpടുtണം എn് അഭ#ർtിkുnു . നnി 
അഭിമുഖം െചയ്യുn വ#kിയുെട േപര് & ഒp്: 
തീയതി & സ്ഥലം:  
ബnെpടാനുg വിവരŋൾ: 
ഗേവഷക: സുനു  സി  േതാമസ് , പി എചÇി  സÉുെടn്റ്  
അച#ുത  േമേനാൻ  െസnർ  േഫാർ  െഹൽt ് സയൻസ്  സ്5ഡീസ്   
സ് സി ടി ഐ എം സ് ടി, െമഡിkൽ  േകാേളജ ് പി .ഓ ., തിരുവനnപുരം -11  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A4: Informed consent for phase I in-depth interview (Malayalam)



 

സmതപ=തം  

 പഠനവിവരണം മുഴുവൻ ഞാൻ വായിcു / എെn വായിcു േകൾpിcു. ഈ പഠനtിെn ഉേdശവും 
ഈ പഠനtിൽ എനിkുg പŋാളിtവും എേnാട് വിവരിcി?ുY്. ഈ സmതപ8തtിൽ ഒpു /
വിരലടയാളം വy്കുnത് ഈ പഠനtിൽ പŋാളിയാകാനുg എെn പൂർÖസmതെt 
അറിയിkുnു. ഈ പഠനtിൽ നിnും എേpാൾ േവണെമŋിലും പിnാറാം എnും എനിkറിയാം. 
എെnŋിലും വിശദീകരണം ആവശ#മുെYŋിൽ ആെര ബnെpടണം എnും എനിkറിയാം.  

ഞാൻ..................................................... ഈ പഠനtിൽ പെŋടുkാൻതയാറാണ് . 

േപര്  
ഒp്/ വിരലടയാളം  

തീയതി & സ്ഥലം 

8പതിവദിkുnയാൾ നിരkര ആെണŋിൽ,  
സാkിയുെട േപര് 
സാkിയുെട ഒp്  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പഠനtിൽ പെŋടുkുnവർkു1 വിവരണപ=തിക- ഭർtാവ് / മ<് =പധാന 
വ7kികൾ  

എെn േപര് സുനു സി േതാമസ്, ഞാൻ 8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല അച#ുത േമേനാൻ 
െസnറിൽ െപാതുജനാേരാഗ#tിൽ പി എച ്ഡി െചയുnു. എെn പി എച ്ഡിയുെട ഭാഗമായി 
ഞാൻ ഒരു പഠനം നടtുnു. "വn#തയുg ദമ്പതികളുെട ചികിtാ തരŋൾ: േകരളtിെല 
െതkൻ ജിlകളിൽ വn#തയുg ദമ്പതികളുെട ഇടയിൽ ഗുണപരമായ അേനdഷണം" . ഈ പഠനം 
െകാY ്ഉേdശിkുnത് കു?ികൾ ഉYാകാൻ ബുdിമു?ുgതും എnാൽ കു?ികൾ േവണം എn് 
ആ8ഗഹിkുn ദമ്പതികൾ ഇതിനായി എെnലാം മാർgŋൾ/ ചികിtകൾ െചയ്യും 
എnറിയുnതിനാണ്. 
അതുെകാY ്ഈ പഠനtിൽ പŋാളിയാകാൻ ഞാൻ താŋേളാട് അഭ#ർtിkുnു. ഈ പഠനtിൽ 
പെŋടുkാൻ സmതമാെണŋിൽ ഞാൻ തŋെള അഭിമുഖം െചയ്യാൻ താത`ര#െpടുnു. താŋൾ 
ഗർഭം ധരിkുnതിനായി എെnlാം മാർgŋൾ അെlŋിൽ ചികിtകൾ ആണ ്
തിരെiടുtെതnും ആ ചികിt/ മാർഗം എnുെകാY ്തിരെiടുtു എnതിെന കുറിcും 
ചില കാര#ŋൾ  ഞാൻ േചാദിy്കാൻ ഉേdശിkുnത്.  ചില േചാദ#ŋൾ താŋൾk് അസdസ്ഥത  
ഉYാkിേയkാം. അtരtിൽ താŋെള അസdsനാkുn േചാദ#ŋൾk് ഉtരം 
നൽകാതിരിkാൻ താŋൾk് പൂർണ സdാത8n#ം ഉY.് ഈ പഠനtിൽ പŋാളി ആകുnത ്െകാY ്
താŋൾk് േനരി?് ഒരു 8പേയാജനവും ലഭിkുnതl. ഈ അഭിമുഖം ഏകേദശം 40 മിനി5് മുതൽ  ഒരു 
മണിkൂർ വെര ൈദർഖ#ം ഉYാകാം. താŋൾk് സmതമാെണŋിൽ ഈ അഭിമുഖം ഞാൻ 
െറേkാർഡ് െചയ്യാൻ താത`ര#െpടുnു. താŋൾ തരുn വിവരŋൾ തീർtും 
പഠനാവശ#tിനുമാ8തേമ ഉപേയാഗിkുകയുgു. 

 താŋളുെട േപേരാ താŋെള തിരിcറിയാൻ കഴിയുn മ5് വിവരŋേളാ ഞാൻ എവിെടയും (വിശകലനം 
െചയ#ുമ്േപാേഴാ 8പബntിേലാ) സൂചിpിkുnതl, മ5ാരുമായും പŋിടുnതുമl. ഈ പഠനtിൽ 
താŋളുെട പŋാളിtം തികcും സdമനsാെല ഉgതാണ.് ഈ പഠനtിൽനിnും താŋൾk് 
എേpാൾ േവണെമŋിലും പിnാറാവുnതാണ്. 

ഈ പഠനം 8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല ഇനx്ടിട#ൂഷനൽ എtിk് കmി5ി അംഗീകരിcതാണ്. 
എെnŋിലും സംശയŋൾ ഉെYŋിൽ േചാദിkാവുnതാണ.് ഭാവിയിൽ ഈ പഠനtിന് കുറിc ്
എെnŋിലും സംശയŋൾ ഉെYŋിൽ എേnാട് അെlŋിൽ എെn പി എച ്ഡി ൈഗഡിേനാെടാ 
േചാദിkാവുnതാണ.് എെn പഠനെtkുറിcു താŋൾk് എെnŋിലും സംശയŋൾ ഉെYŋിൽ  
8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല ഇനx്ടിട#ൂഷനൽ എtിk് കmി5ിയുെട െമമ്ബÄ െസ8ക?റിയായ 
േഡാkർ മാല രാമനാഥൻ േനാട് േചാദിkാവുnതാണ ്( 0471-2524234). Email id: mala@sctimst.ac.in. 

 ചുവെട േചർtി?ുg സmതപ8തtിൽ ഒpു വcുെകാYു ഈ പഠനtിൽ പെŋടുkാനുg 
താŋളുെട സmതം േരഖെpടുtണം എn് അഭ#ർtിkുnു . നnി 
അഭിമുഖം െചയ്യുn വ#kിയുെട േപര് & ഒp്:     
തീയതി & സ്ഥലം:  
ബnെpടാനുg വിവരŋൾ: 
ഗേവഷക: സുനു  സി  േതാമസ് , പി എചÇി  സÉുെടn്റ്  
അച#ുത  േമേനാൻ  െസnർ  േഫാർ  െഹൽt ് സയൻസ്  സ്5ഡീസ്   
സ് സി ടി ഐ എം സ് ടി, െമഡിkൽ  േകാേളജ ് പി .ഓ ., തിരുവനnപുരം -11  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സmതപ=തം  

 പഠനവിവരണം മുഴുവൻ ഞാൻ വായിcു / എെn വായിcു േകൾpിcു. ഈ പഠനtിെn ഉേdശവും 
ഈ പഠനtിൽ എനിkുg പŋാളിtവും എേnാട് വിവരിcി?ുY്. ഈ സmതപ8തtിൽ ഒpു /
വിരലടയാളം വy്കുnത് ഈ പഠനtിൽ പŋാളിയാകാനുg എെn പൂർÖസmതെt 
അറിയിkുnു. ഈ പഠനtിൽ നിnും എേpാൾ േവണെമŋിലും പിnാറാം എnും എനിkറിയാം. 
എെnŋിലും വിശദീകരണം ആവശ#മുെYŋിൽ ആെര ബnെpടണം എnും എനിkറിയാം.  

ഞാൻ..................................................... ഈ പഠനtിൽ പെŋടുkാൻതയാറാണ്. 

േപര്  
ഒp്/ വിരലടയാളം  

തീയതി &സ്ഥലം 

8പതിവദിkുnയാൾ നിരkരൻ ആെണŋിൽ,  
സാkിയുെട േപര് 
സാkിയുെട ഒp് 
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A5: Permission letter from National Health Mission, Kerala and District Medical Officer of Health, Kottayam and Malappuram
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Informed consent form 

Participant information sheet 

I am Sunu C Thomas and I am doing PhD at Achutha Menon Centre for Health Sciences 

Studies, Sree Chitra Tirunal Institute for Medical Sciences and Technology, 

Thiruvananthapuram. I am conducting this study “Treatment seeking for infertility among 

married women in Kerala: Identifying the pathways and inequalities in the pathways to the 

resolution of infertility” as part of my PhD.  The purpose of the study is to find out the various 

treatments that women who have or had difficulty in getting pregnant, do to get pregnant and 

have a child and the time taken for the treatments. Participation involves answering a set of 

questions regarding the treatments you have undergone and the time period of each treatment, 

to resolve your problem in getting pregnant. Some of these may cause painful recollections and 

should you now wish to dwell on them, you can refuse to answer any specific questions. Thus, 

you may choose to answer all or some of the questions that I put to you. There will be no direct 

benefits to you for participating in this interview. The interview will take about 1 hour of your 

time. I would like to assure you that all the information shared with me will be kept confidential 

and will only be used for research and publication purpose. Your individual identity will never 

be used in any research output nor shared with anyone else in process of communication of 

data. 

This study has been cleared by the Institutional Ethics Committee of the SCTIMST, 

Thiruvananthapuram.  

I therefore would be grateful if you agree to participate in this study. The participation in the 

study is purely voluntary. You have the right to withdraw your participation at any time during 

the interview without any explanation. You are free to refuse to answer any of the questions at 

any time. In case you need any additional information and clarification you may contact me, 

xxvi

A6: Informed consent for phase III community-based survey (English)



 

or my guide. For further queries regarding the study you can address them to the Member 

Secretary of the Institute Ethics Committee at Sree Chitra Tirunal Institute, for Medical 

Sciences and Technology Dr.Mala Ramanathan ( phone no:- 0471-2524234). The details of 

contacts are given below.  

Now I request to give your consent to participate in this study by signing below. Thank you.  

Name of the Interviewer & Signature:  

Date & Place: 

Contact details:  

Researcher:  

Name:Sunu C Thomas, PhD Student 

Achutha Menon Centre for Health Sciences Studies  

SCTIMST, Medical College P.O., Thiruvananthapuram-11  
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Consent form 

I have read/ been read out the details in the information sheet. The purpose of the study and 

my involvement has been explained and all my questions have been answered. By 

signing/providing thumb impression on this consent form, I indicate that I understand what will 

be expected from me and that I am willing to participate in this study. I know that I can 

withdraw at any time. I have been informed who should be contacted if the need arises.  

I, ……………… agree to participate in the study. 

Name of the Participant  

Signature/thumb impression: 

Date & Place:  

If the respondent is illiterate,  

Name of the witness: 

Signature of the witness 

Date & Place:  
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പഠനtിൽ പെŋടുkുnവർkു/ വിവരണപ2തിക 

എെn േപര് സുനു സി േതാമസ്, ഞാൻ 1ശീ ചി1ത തിരുനാൾ ഇന7്ടിട9ൂ;ിെല അച9ുത േമേനാൻ െസnറിൽ 
െപാതുജനാേരാഗ9tിൽ പി എച ്ഡി െചയുnു. എെn പി എച ്ഡിയുെട ഭാഗമായി ഞാൻ ഒരു പഠനം നടtുnു. 
"േകരളtിെല വിവാഹിതരായ 1sീകളിെല  വn9തkുQ  ചികിt േതടൽ: വn9തയുെട പരിഹാരtിേലkുQ  
പാതകളും അസമതSŋളും" . ഈ പഠനം െകാVുേdശിkുnത് ഗർഭം ധരിkാൻ ബുdിമു;ുQ അെlŋിൽ 
ബുdിമു;ുVായിരുnതായ 1sീകൾ എെnലാം തരtിലുQ ചികിtകളാണ ്എടുtെതnും അതിനു എ1ത 
സമയം എടുtു എnും അറിയുnതിനാണ്   

അതുെകാV് ഈ പഠനtിൽ പŋാളിയാകാൻ ഞാൻ താŋേളാട് അഭ9ർtിkുnു. ഈ പഠനtിൽ പെŋടുkാൻ 
സmതമാെണŋിൽ ഞാൻ തŋെള അഭിമുഖം െചയ്യാൻ താതcര9െpടുnു. താŋൾ ഗർഭം ധരിkുnതിനു േവVി 
െചy/ 1ശമിc  വിവിധ തരtിലുQ ചികിtകളും ഓേരാ ചികിtാ കാലഘ;വും എnാണ് എnറിയുnതിെന  
കുറിc്  ചില േചാദ9ŋൾkുQ ഉtരം നൽകുക മാ1തമാണ് ഈ അഭിമുഖtിൽ പŋാളിയാകുnതുെകാVു 
താŋൾ  െചേയVത.് 

ചില േചാദ9ŋൾ താŋൾk് അസSസ്ഥത ഉVാkിേയkാം. അtരtിൽ താŋെള അസSsമാkുn  
േചാദ9ŋൾk് ഉtരം നൽകാതിരിkാൻ താŋൾk് പൂർണ സSാത1n9ം  ഉV്. ഈ പഠനtിൽ പŋാളി ആകുnത് 
െകാV് താŋൾk് േനരി;് ഒരു 1പേയാജനവും ലഭിkുnതl. ഈ അഭിമുഖം ഏകേദശം 1 മണിkൂർ വെര ൈദർഖ9ം 
ഉVാകാം. താŋൾ തരുn വിവരŋൾ തീർtും പഠനാവശ9tിനുമാ1തേമ ഉപേയാഗിkുകയുQു.


 താŋളുെട േപേരാ താŋെള തിരിcറിയാൻ കഴിയുn മq് വിവരŋേളാ ഞാൻ എവിെടയും (വിശകലനം 
െചയ9ുമ്േപാേഴാ 1പബntിേലാ) സൂചിpിkുnതl, മqാരുമായും പŋിടുnതുമl. ഈ പഠനtിൽ താŋളുെട 
പŋാളിtം തികcും സSമനsാെല ഉQതാണ.് ഈ പഠനtിൽനിnും താŋൾk് എേpാൾ േവണെമŋിലും 
പിnാറാവുnതാണ്.


ഈ പഠനം 1ശീ ചി1ത തിരുനാൾ ഇന7്ടിട9ൂ;ിെല ഇന7്ടിട9ൂഷനൽ എtിk് കmിqി അംഗീകരിcതാണ.് എെnŋിലും 
സംശയŋൾ ഉെVŋിൽ േചാദിkാവുnതാണ്. ഭാവിയിൽ ഈ പഠനെt  കുറിc് എെnŋിലും സംശയŋൾ 
ഉെVŋിൽ എേnാട് അെlŋിൽ എെn പി എച ്ഡി ൈഗഡിേനാെടാ േചാദിkാവുnതാണ്. എെn 
പഠനെtkുറിcു താŋൾk് എെnŋിലും സംശയŋൾ ഉെVŋിൽ  1ശീ ചി1ത തിരുനാൾ ഇന7്ടിട9ൂ;ിെല 
ഇന7്ടിട9ൂഷനൽ എtിk് കmിqിയുെട െമമ്ബv െസ1ക;റിയായ േഡാkർ മാല രാമനാഥൻ േനാട് 
േചാദിkാവുnതാണ് ( 0471-2524234). Email id: mala@sctimst.ac.in.


 ചുവെട േചർtി;ുQ സmതപ1തtിൽ ഒpു വcുെകാVു ഈ പഠനtിൽ പെŋടുkാനുQ താŋളുെട സmതം 
േരഖെpടുtണം എn് അഭ9ർtിkുnു . നnി

അഭിമുഖം െചയ്യുn വ9kിയുെട േപര് & ഒp:്

തീയതി & സ്ഥലം: 

ബnെpടാനുQ വിവരŋൾ:

ഗേവഷക: സുനു  സി  േതാമസ് , പി എചzി  സ{ുെടn്റ് 

അച9ുത  േമേനാൻ  െസnർ  േഫാർ  െഹൽt ് സയൻസ്  സ്qഡീസ്  

സ് സി ടി ഐ എം സ് ടി, െമഡിkൽ  േകാേളജ്  പി .ഓ ., തിരുവനnപുരം -11  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A7:Informed consent for phase III community-based survey (Malayalam)



 

സmതപ2തം  

 പഠനവിവരണം മുഴുവൻ ഞാൻ വായിcു / എെn വായിcു േകൾpിcു. ഈ പഠനtിെn ഉേdശവും ഈ പഠനtിൽ 
എനിkുQ പŋാളിtവും എേnാട് വിവരിcി;ുV്. ഈ സmതപ1തtിൽ ഒpു /വിരലടയാളം വy്കുnത ്ഈ 
പഠനtിൽ പŋാളിയാകാനുQ എെn പൂർ�സmതെt അറിയിkുnു. ഈ പഠനtിൽ നിnും എേpാൾ 
േവണെമŋിലും പിnാറാം എnും എനിkറിയാം. എെnŋിലും വിശദീകരണം ആവശ9മുെVŋിൽ ആെര 
ബnെpടണം എnും എനിkറിയാം. 


ഞാൻ..................................................... ഈ പഠനtിൽ പെŋടുkാൻതയാറാണ് .


േപര് :

ഒp/് വിരലടയാളം: 


തീയതി & സ്ഥലം:


1പതിവദിkുnയാൾ നിരkര ആെണŋിൽ, 


സാkിയുെട േപര്:


സാkിയുെട ഒp ്:


തീയതി & സ്ഥലം:

xxx



 

Informed consent form 

Participant information sheet- In depth Interview 

I am Sunu C Thomas and I am doing PhD at Achutha Menon Centre for Health Sciences 

Studies, Sree Chitra Tirunal Institute for Medical Sciences and Technology, 

Thiruvananthapuram. I am conducting this study “Treatment seeking for infertility among 

married women in Kerala: Identifying the pathways and inequalities in the pathways to the 

resolution of infertility” as part of my PhD.  As part of the study I would like to understand 

more about the treatments you have undergone and your experience of undergoing the 

treatments. Participation involves a conversation including some questions regarding the kind 

of treatment you have undergone in trying to conceive and the specific meaning it has to your 

life. Some of these may cause painful recollections and should you now wish to dwell on them, 

you can refuse to answer any specific questions. Thus, you may choose to answer all or some 

of the questions that I put to you. There will be no direct benefits to you for participating in 

this interview. The interview will take about 30-40minutes. If you are willing I would like to 

audio- record the interview. I would like to assure you that all the information shared with me 

will be kept confidential and will only be used for research and publication purpose. Your 

individual identity will never be used in any research output nor shared with anyone else in 

process of communication of data.  

This study has been cleared by the Institutional Ethics Committee of the SCTIMST, 

Thiruvananthapuram.  

I therefore would be grateful if you agree to participate in this study. The participation in the 

study is purely voluntary. You have the right to withdraw your participation at any time during 

the interview without any explanation. You are free to refuse to answer any of the questions at 

any time. In case you need any additional information and clarification you may contact me, 
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A8: Informed consent for phase III in-depth interview (English)



 

or my guide. For further queries regarding the study you can address them to the Member 

Secretary of the Institute Ethics Committee at Sree Chitra Tirunal Institute, for Medical 

Sciences and Technology Dr.Mala Ramanathan ( phone no:- 0471-2524234). The details of 

contacts are given below.  

Now I request to give your consent to participate in this study by signing below. Thank you.  

Name of the Interviewer & Signature:  

Date & Place: 

Contact details:  

Researcher:  

Name:Sunu C Thomas, PhD Student 

Achutha Menon Centre for Health Sciences Studies  

SCTIMST, Medical College P.O., Thiruvananthapuram-11  
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Consent form 

I have read/ been read out the details in the information sheet. The purpose of the study and 

my involvement has been explained and all my questions have been answered. By 

signing/providing thumb impression on this consent form, I indicate that I understand what will 

be expected from me and that I am willing to participate in this study. I know that I can 

withdraw at any time. I have been informed who should be contacted if the need arises.  

I, ……………… agree to participate in the study. 

Name of the Participant  

Signature/thumb impression: 

Date & Place:  

If the respondent is illiterate,  

Name of the witness: 

Signature of the witness 

Date & Place:  
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പഠനtിൽ പെŋടുkുnവർkു/ വിവരണപ2തിക- ഗഹനമായ അഭിമുഖം നടtുnതിന്  
  

എെn േപര് സുനു സി േതാമസ്, ഞാൻ 1ശീ ചി1ത തിരുനാൾ ഇന7്ടിട9ൂ;ിെല അച9ുത േമേനാൻ െസnറിൽ 
െപാതുജനാേരാഗ9tിൽ പി എച ്ഡി െചയുnു. എെn പി എച ്ഡിയുെട ഭാഗമായി ഞാൻ ഒരു പഠനം നടtുnു. 
"േകരളtിെല വിവാഹിതരായ 1sീകളിെല  വn9തkുQ  ചികിt േതടൽ: വn9തയുെട പരിഹാരtിേലkുQ  
പാതകളും അസമതSŋളും" . ഈ പഠനtിെn ഭാഗമായി താŋൾ സSീകരിc   ചികിtാ രീതികെളkുറിcും  
ചികിtാ അനുഭവŋെളkുറിcും കൂടുതൽ അറിയാൻ ആ1ഗഹിkുnു.

അതുെകാY് ഈ പഠനtിൽ പŋാളിയാകാൻ ഞാൻ താŋേളാട് അഭ9ർtിkുnു. ഈ പഠനtിൽ പെŋടുkാൻ 
സmതമാെണŋിൽ ഞാൻ തŋെള അഭിമുഖം െചയ്യാൻ താത_ര9െpടുnു. താŋൾ ഗർഭം ധരിkുnതിനു േവYി 
െചy/ 1ശമിc  വിവിധ തരtിലുQ ചികിtകളും അതിനു നിŋളുെട ജീവിതtിെല അർഥം എnാണ് 
എnറിയുnതിെന  കുറിc്  ചില േചാദ9ŋൾkുQ ഉtരം നൽകുക മാ1തമാണ് ഈ അഭിമുഖtിൽ 
പŋാളിയാകുnതുെകാYു താŋൾ  െചേയYത.് 

ചില േചാദ9ŋൾ താŋൾk് അസSസ്ഥത ഉYാkിേയkാം. അtരtിൽ താŋെള അസSsമാkുn  
േചാദ9ŋൾk് ഉtരം നൽകാതിരിkാൻ താŋൾk് പൂർണ സSാത1n9ം  ഉY്. ഈ പഠനtിൽ പŋാളി ആകുnത് 
െകാY് താŋൾk് േനരി;് ഒരു 1പേയാജനവും ലഭിkുnതl. ഈ അഭിമുഖം ഏകേദശം 30-40 മിനിj ്വെര ൈദർഖ9ം 
ഉYാകാം. താŋൾk് സmതമാെണŋിൽ ഈ അഭിമുഖം ഞാൻ െറേkാർഡ് െചയ്യാൻ താത_ര9െpടുnു. താŋൾ 
തരുn വിവരŋൾ തീർtും പഠനാവശ9tിനുമാ1തേമ ഉപേയാഗിkുകയുQു.


 താŋളുെട േപേരാ താŋെള തിരിcറിയാൻ കഴിയുn മj് വിവരŋേളാ ഞാൻ എവിെടയും (വിശകലനം 
െചയ9ുമ്േപാേഴാ 1പബntിേലാ) സൂചിpിkുnതl, മjാരുമായും പŋിടുnതുമl. ഈ പഠനtിൽ താŋളുെട 
പŋാളിtം തികcും സSമനsാെല ഉQതാണ.് ഈ പഠനtിൽനിnും താŋൾk് എേpാൾ േവണെമŋിലും 
പിnാറാവുnതാണ്.


ഈ പഠനം 1ശീ ചി1ത തിരുനാൾ ഇന7്ടിട9ൂ;ിെല ഇന7്ടിട9ൂഷനൽ എtിk് കmിjി അംഗീകരിcതാണ.് എെnŋിലും 
സംശയŋൾ ഉെYŋിൽ േചാദിkാവുnതാണ്. ഭാവിയിൽ ഈ പഠനെt  കുറിc് എെnŋിലും സംശയŋൾ 
ഉെYŋിൽ എേnാട് അെlŋിൽ എെn പി എച ്ഡി ൈഗഡിേനാെടാ േചാദിkാവുnതാണ്. എെn 
പഠനെtkുറിcു താŋൾk് എെnŋിലും സംശയŋൾ ഉെYŋിൽ  1ശീ ചി1ത തിരുനാൾ ഇന7്ടിട9ൂ;ിെല 
ഇന7്ടിട9ൂഷനൽ എtിk് കmിjിയുെട െമമ്ബr െസ1ക;റിയായ േഡാkർ മാല രാമനാഥൻ േനാട് 
േചാദിkാവുnതാണ് ( 0471-2524234). Email id: mala@sctimst.ac.in.


 ചുവെട േചർtി;ുQ സmതപ1തtിൽ ഒpു വcുെകാYു ഈ പഠനtിൽ പെŋടുkാനുQ താŋളുെട സmതം 
േരഖെpടുtണം എn് അഭ9ർtിkുnു . നnി

അഭിമുഖം െചയ്യുn വ9kിയുെട േപര് & ഒp:്

തീയതി & സ്ഥലം: 

ബnെpടാനുQ വിവരŋൾ:

ഗേവഷക: സുനു  സി  േതാമസ് , പി എചvി  സwുെടn്റ് 

അച9ുത  േമേനാൻ  െസnർ  േഫാർ  െഹൽt ് സയൻസ്  സ്jഡീസ്  

സ് സി ടി ഐ എം സ് ടി, െമഡിkൽ  േകാേളജ്  പി .ഓ ., തിരുവനnപുരം -11  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A9: Informed consent for phase III in-depth interview (Malayalam)



 

സmതപ2തം  

 പഠനവിവരണം മുഴുവൻ ഞാൻ വായിcു / എെn വായിcു േകൾpിcു. ഈ പഠനtിെn ഉേdശവും ഈ പഠനtിൽ 
എനിkുQ പŋാളിtവും എേnാട് വിവരിcി;ുY്. ഈ സmതപ1തtിൽ ഒpു /വിരലടയാളം വy്കുnത ്ഈ 
പഠനtിൽ പŋാളിയാകാനുQ എെn പൂർ}സmതെt അറിയിkുnു. ഈ പഠനtിൽ നിnും എേpാൾ 
േവണെമŋിലും പിnാറാം എnും എനിkറിയാം. എെnŋിലും വിശദീകരണം ആവശ9മുെYŋിൽ ആെര 
ബnെpടണം എnും എനിkറിയാം. 


ഞാൻ..................................................... ഈ പഠനtിൽ പെŋടുkാൻതയാറാണ് .


േപര് 

ഒp/് വിരലടയാളം 


തീയതി & സ്ഥലം


1പതിവദിkുnയാൾ നിരkര ആെണŋിൽ, 

സാkിയുെട േപര്

സാkിയുെട ഒp ്

തീയതി & സ്ഥലം
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A10: In-depth interview guide for phase I in-depth interview (English) 
 

Treatment choices among couples with infertility: A qualitative enquiry among couples 
with infertility in the southern districts of Kerala 

 
Achutha Menon Centre for Health Science studies 

Sree Chitra Tirunal Institute for Medical Science and Technology 
Trivandrum-11 

 
Participant Details 

 
Identification No: 
 
 
 
1 
 

 
Name of the respondent- female 
partner 

 

 
2 

 
Age of the respondent 

 
 

 
3 

 
Name of the husband 

 
 

 
4 

 
Age of the husband 

 
 

 
5 

 
How long have you been married? 

 
 

 
6 

 
Have you been trying to get 
pregnant? 
(at the time of interview) 

 
Yes/No  

 
7 

 
If yes for Q6, how long have you 
been trying to get pregnant? 

 

 
8 

 
If no for Q6, have you ever tried, 
after marriage to  get pregnant? 

 
Yes/No   
if yes continue, if no discontinue the interview 
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In-depth interview guide for the female partner 

INTRODUCTION: 

Thank you very much for agreeing to be interviewed. I understand that you have been 

married for… years and is having some difficulty in getting pregnant. I would like to 

understand more about this and the steps taken by you/your partner in getting pregnant. My 

questions to you will relate more to the kind of treatment choices you have made in trying to 

conceive and the reasons for choosing a particular choice over another. There are no right or 

wrong answers to my questions, and I am more interested in your opinions regarding the 

choices you made and why you made that choice.  

 

How did you decide that you need to get help/treatment to get pregnant? How long after the 

marriage was this? 

PROBE FOR WHO INITIATED THE TALK/REALIZED THE PROBLEM: like 

themselves/partner/family/friends/medical professional/others  

After thinking that one or both of you may have difficulties associated with having children, 

what was the next step? What did you think needs to be done and what did you actually do? 

Why? 

What were the various options that you considered? How did you identify these? 

Who initiated the process for the first step? PROBE: like 

themselves/partner/family/friends/medical professional/others  

What were the other options considered? And why? Why did you/your partner choose this 

option?  

What other treatments by way of alternative modalities such as unani/ayurved/etc did you 

consider? How did that help?  

What were the things that helped during the process of infertility treatment and what were the 

things that made things difficult? What did you and your partner do to resolve these 

problems? 

What are the other things that you are likely to do now to resolve the problem?  

Who are all the persons whom you would consider as key persons in your decision making 

regarding your treatment seeking and how are they important?  

Seek permission to approach the partner (if mentioned above) and also any other significant 

persons. With your permission, I would like to talk to your partner about the same things. 

Would you object to my talking to him separately regarding these matters?  
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YES/NO 

If yes, Name/contact details to fix appointment 

Are there any other persons who you consider important to your treatment seeking who might 

be willing to talk to me? If so, could you tell me who they are? 

Names and relationship and contact details. 

I would also like to contact you for clarifications during analysis or to clarify any other 

information. Do you have any objection to this? YES/NO 

 

LEAVE TAKING: Thank you very much for patiently answering all my questions. I am very 

grateful to you for giving me the time and explaining the treatment choices that you made 

and why you made them regarding your fertility problem. I would like to assure you that I 

will not mention either your name or any identifying information in my analysis or 

dissertation.  
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In-depth interview guide for the male partner/any other significant persons 

 

INTRODUCTION: 

Thank you very much for agreeing to be interviewed. I understand that ....(mention the 

female partners name) and you (if husband) have been married for… years and is having 

some difficulty in getting pregnant. I would like to understand more about this and the steps 

taken by you/your partner in getting pregnant. My questions to you will relate more to the 

kind of treatment choices you have made in trying to conceive and the reasons for choosing a 

particular choice over another. There are no right or wrong answers to my questions, and I 

am more interested in your opinions regarding the choices made and why those choices were 

made.  

 

In what way where you involved in the decision to seek the treatment?  

What were the other options considered? And why?  

Why did you/your partner choose this option?  

What other treatments by way of alternative modalities such as unani/ayurved/etc did you 

consider? How did that help?  

What were the things that helped during the process of infertility treatment and what were the 

things that made things difficult?  

What are the other things that you are likely to do now to resolve the problem?  

I would also like to contact you for clarifications during analysis or to clarify any other 

information. Do you have any objection to this? YES/NO 

 

LEAVE TAKING: Thank you very much for patiently answering all my questions. I am very 

grateful to you for giving me the time and explaining the treatment choices that you made 

and why you made them regarding your fertility problem. I would like to assure you that I 

will not mention either your name or any identifying information in my analysis or 

dissertation. 
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Annexure-II

"വn#തയു' ദമ്പതികളുെട ചികിtാ തരŋൾ: േകരളtിെല െതkൻ ജിlകളിൽ വn#തയു' 
ദമ്പതികളുെട ഇടയിൽ ഗുണപരമായ അേനDഷണം”

അച#ുത  േമേനാൻ  െസnർ  േഫാർ  െഹൽt ് സയൻസ്  സ്5ഡീസ് ,  
8ശീ ചി8ത തിരുനാൾ ഇൻസ്5ി5#ൂ?് േഫാർ െമഡിkൽ സയൻസസ് ആൻഡ് െടേകDാളജി , 

 െമഡിkൽ  േകാേളജ ് പി .ഓ ., തിരുവനnപുരം -11 

 ID NO: 
1 !പതിവദിkുn വ*kിയുെട േപര് -ഭാര* 

2 !പതിവദിkുn വ*kിയുെട വയs്

3 ഭർtാവിെn േപര് 

4 ഭർtാവിെn വയs്

5 താŋൾ വിവാഹിതയായി;് എ!ത 
നാളായി  ?

6 ഗർഭിണിയാകുnതിനുേവBി ഇേpാൾ 
നിŋൾ !ശമിkുnുേBാ? (അഭിമുഖം 
െചയ്യുn സമയtു)

ഉB് / ഇl 

7 ഉെBŋിൽ, എ!ത നാളായി ഗർഭം 
ധരിkാൻ !ശമിkുnു ?

8 ഇെlŋിൽ, വിവാഹtിന് േശഷം 
എേpാെഴŋിലും ഗർഭം ധരിkാൻ 
!ശമിcി;ുേBാ  ?

ഉB് / ഇl
ഉെBŋിൽ അഭിമുഖം തുടരുക 
ഇെlŋിൽ അഭിമുഖം അവസാനിpിkുക 
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ഗഹനമായ അഭിമുഖം നടtുnതിനു1 മാർഗനിർേദശം (ഭാര7േയാട് േചാദിkുnതിന്) 
ആമുഖം: 
താŋെള അഭിമുഖം െചയ്യാൻ സmതം തnതിനു നnി. താŋൾ വിവാഹിതയായി?ു ... 
നാളായി എnും താŋൾk് ഗർഭംധരിkുnതിനു ചില ബുdിമു?ുകൾ ഉെYnും ഞാൻ 
മനsിലാkുnു.ഇത ്സംബnിcു കൂടുതൽ വിവരŋൾ അറിയാൻ ഞാൻ 
താത`ര#െpടുnു, താŋളും താŋളുെട പŋാളിയും ഗർഭംധരിkുnതിനു േവYി 
എെnlാംനടപടികളാണ ്സdീകരിcെതnും അറിയാൻ താത`ര#െpടുnു. എെn േചാദ#ŋൾ 
താŋൾ ഗർഭം ധരിkുnതിനു േവYി െചy/ 8ശമിc  വിവിധ തരtിലുg ചികിtകളും 
അവ തിരെiടുtതിനുg കാരണŋൾ സംബnിcുമാണ.്  എെn േചാദ#ŋൾk് 
ശരിേയാ െതേ5ാ ഉtരം ഇl മറിcു താŋൾ ഒരു 8പേത#ക ചികിt തിരെiടുtതിലുg 
അഭി8പായവും  അത ്തിരെiടുkാനുമുg കരണtിെനp5ിയും അറിയുnതിനാണ്.  

എŋെനയാണ ്താŋൾk് കു?ികൾ ഉYാകുnതിന് സഹായം/ ചികിt ആവശ#മാെണn് 
തീരുമാനിcത് ? വിവാഹtിനുേശഷം എ8തനാൾ കഴിiാണ ്ഇത ്സംബnിcുg 
തീരുമാനtിൽ എtിയത ്? 
േ8പാബ:് ഇതിെന പ5ിയുg ചർcകൾ ആരംഭിcത ്ആരാണ ്/ കു?ികൾ ഉYാകുnതിന് 
ബുdിമു?ുെYn് ആരാണ ്മനസിലാkിയത് : സdയം/ പŋാളി / ബnുkൾ / 
സുഹൃtുkൾ / ൈവദ#സംബnമായവ#kികൾ / മ5ാെരŋിലും 
കു?ികൾ ഉYാകുnത് സംബnിcു / ഗർഭംധരിkുnത് സംബnിcു താŋൾേkാ 
പŋാളിേkാ ബുdിമു?് ഉെYn് മനസിലാkിയതിനുേശഷം അടുtനടപടി 
എnായിരുnു ? 
എnുെചയയ്ണം എnാണ് കരുതിയത?് തŋൾ എnാണ് െചyത്? എnുെകാYാണ ്
അŋെന െചyത്? 
എെnlാം തരtിലുg മാർgŋൾ പരിഗണിcിരുnു ? ഇെതാെk എŋെനയാണ ്താŋൾ 
അറിiത് / മനsിലാkിയത്? 
ആദ#മായി എn  ് െചയ#ാനാണ  ് തീരുമാനിcത്? ഈ തീരുമാനം ആദ#ം എടുtത്/ 
തുടŋിവcത്  ആരാണ?് േ8പാബ:് സdയം/ പŋാളി / ബnുkൾ / സുഹൃtുkൾ / 
ൈവദ#സംബnമായവ#kികൾ / മ5ാെരŋിലും 
മെ5െnlാം മാർഗŋൾ ആണ ് പരിഗണിcത് ? എnുെകാY ് ? ഈ മാർഗം താŋേളാ 
പŋാളിേയാ എnുെകാYാണ ്തിരെiടുtത് ? 
മ5് ചികിtകൾ ഉദാഹരണtിന് യൂനാനി/ ആയുർേവദം എെnŋിലും പരിഗണിcിരുേnാ? 
പരിഗണിെcŋിൽ ഇത ്ഏെതŋിലും തരtിൽ സഹായിേcാ ? 
വn#താചികിtയുെട ഓേരാ ഘ?tിലും എെnലാം കാര#ŋൾ താŋൾk് സഹായമായി 
േതാnിയി?ുY് ? എെnlാം കാര#ŋൾ ഓേരാ ഘ?tിലും ബുdിമു?ുYാkിയി?ുY് ? ഈ 
ബുdിമു?ുകൾ പരിഹരിkാൻ താŋളും പŋാളിയും എെnlാം െചyി?ുY?് 
താŋൾ ഈ 8പtം പരിഹരിkാൻ  ഇനി ഇേpാൾ െചയ്യാൻ സാധ#തൾ ഉg കാര#ŋൾ 
എെnാെkയാണ ്? 
താŋളുെട ചികിt സംബnിcു തീരുമാനŋൾ എടുkുnതിൽ സു8പധാനമായ 
പŋുവഹിc മ5ുവ#kികൾ ആെരാെkയാണ് ? അവർ ഏതുതരtിലാണ ് 8പാധന#ം 
അർഹിkുnത് ? 
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താŋളുെട അനുവാദേtാടുകൂ ടി താŋളുെട പŋാളിയുമാ യി ഇേത കാര#ŋൾ 
േചാദിcറിയാൻ താത`ര#െpടുnു . ചികിt  സംബnിc വിവരŋൾ താŋളുെട 
പŋാളിയുമായി ഒ5y്ക ്സംസാരിkുnതിൽ എെnŋിലും എതിർpുേYാ? ഉY/്ഇl 
എതിർpിെlŋിൽ , പŋാളിെയ അഭിമുഖം െചയ്യാൻ സമയം ഉറpിkുക  
േപരും മ5് വിവരŋളും േചാദിkുക   
താŋളുെട ചികിt സംബnിcു തീരുമാനŋൾ എടുkുnതിൽ സു8പധാനമായ 
പŋുവഹിc മ5ുവ#kികൾ ആെരŋിലും എേnാട ് സംസാരിkാൻ താlര#െപടുേമാ?  
ഉെYŋിൽ ആെരെയാെkയാണ് എn് പറയാേമാ? അവേരാടു ഞാൻ സംസാരിkുnതിൽ 
തŋൾkു എതിർpുേYാ? ഉY/്ഇl 
ഇെlŋിൽ , േപരും മ5് വിവരŋളും േചാദിkുക  
അഭിമുഖം െചയ്യാൻ സമയം ഉറpിkുക  
ഇത ് വിശകലനം െചയുമ്േപാൾ എെnŋിലും സംശയŋൾ ഉെYŋിൽ അെlŋിൽ 
മെ5െnŋിലും  കാ ര#ŋൾ വ#kമാkണെമŋിൽ ഞാൻ താŋ െള വീYും 
ബnെപടുnതിൽ വിേരാധം ഉേYാ? ഉY/്ഇl 

സംഭാഷണം അവസാനിpിkുക : 
 താŋളുെട വിലെp? സമയം ചിലവാkി എെn േചാദ#ŋൾk് kമാപൂർവം ഉtരം 
തnതിനും താŋൾ പരിഗണിc ചികിtകെള കുറിcും അത ്എnുെകാY ് താŋളുെട 
വn#താ 8പttിന് തിരെiടുെtnും വളെര വ#kമായി വിശദീകരിcതിനും  നnി. 
താŋളുെട േപേരാ താŋെള തിരിcറിയാൻ കഴിയുn മ5് വിവരŋേളാ ഞാൻ എവിെടയും 
(വിശകലനം െചയ#ുമ്േപാേഴാ 8പബntിേലാ) സൂചിpിkുnതl. 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ഗഹനമായ അഭിമുഖം നടtുnതിനു1 മാർഗനിർേദശം  
(ഭർtാവിേനാട് / മ<് =പധാനവ7kികേളാട് േചാദിkുnതിന്) 

ആമുഖം: 
താŋെള അഭിമുഖം െചയ്യാൻ സmതം തnതിനു നnി. താŋളും (ഭർtാവാെണŋിൽ) താŋളുെട 
ഭാര#യായ…… യും  (േപര്)  വിവാഹിതയായി?ു ... നാളായി എnും താŋൾk് ഗർഭംധരിkുnതിനു 
ചില ബുdിമു?ുകൾ ഉെYnും ഞാൻ മനsിലാkുnു.ഇത ്സംബnിcു കൂടുതൽ വിവരŋൾ 
അറിയാൻ ഞാൻ താത`ര#െpടുnു, താŋളും താŋളുെട പŋാളിയും ഗർഭംധരിkുnതിനു േവYി 
എെnlാംനടപടികളാണ ്സdീകരിcെതnും അറിയാൻ താത`ര#െpടുnു. താŋളും താŋളുെട 
പŋാളിയും /…. (േപര്- മ5ു വ#kികെളയാണ് അഭിമുഖം െചയ#ുnെതŋിൽ) 
എടുtുെകാYിരിkുn ചികിtെയp5ി കൂടുതൽ മനsിലാkാൻ ഞാൻ താlര#െpടുtുnു. 
എെn േചാദ#ŋൾ താŋൾ/താŋളുെട പŋാളി / .... (േപര്- മ5ു വ#kികെളയാണ് അഭിമുഖം 
െചയ#ുnെതŋിൽ) ഗർഭം ധരിkുnതിനു േവYി െചy/ 8ശമിc  വിവിധ തരtിലുg ചികിtകളും 
അവ തിരെiടുtതിനുg കാരണŋൾ സംബnിcുമാണ.്  എെn േചാദ#ŋൾk് ശരിേയാ 
െതേ5ാ ഉtരം ഇl മറിcു താŋൾ ഒരു 8പേത#ക ചികിt തിരെiടുtതിലുg അഭി8പായവും  
അത ്തിരെiടുkാനുമുg കരണtിെനp5ിയും അറിയുnതിനാണ്.  
ചികിt േതടുnതിനുg തീരുമാനŋളിൽ താŋൾ ഏതു തരtിലാണ ്ഉൾെപ?ി?ുgത?് 
എെnlാം മാർgŋൾ പരിഗണിcിരുnു ? എnുെകാY ്? 
ഈ മാർഗം താŋേളാ പŋാളിേയാ എnുെകാYാണ ്തിരെiടുtത് ? 
മ5്  ചികിtകൾ ഉദാഹരണtി ന് യൂനാനി/ ആയുർേവദം എെnŋി ലും പരിഗണിcിരുേnാ? 
പരിഗണിെcŋിൽ ഇത ്ഏെതŋിലും തരtിൽ സഹായിേcാ ? 

വn#താചികിtയുെട ഓേരാ ഘ?tിലും എെnലാം കാര#ŋൾ താŋൾk് സഹായമായി 
േതാnിയി?ുY ് ? എെnlാം കാര#ŋൾ ഓേരാ ഘ?tിലും ബുdിമു?ുYാkിയി?ുY ് ? ഈ 
ബുdിമു?ുകൾ പരിഹരിkാൻ താŋളും പŋാളിയും എെnlാം െചyി?ുY?് 
താŋൾ ഈ 8പtം പരിഹരിkാ ൻ  ഇനി ഇേpാൾ െചയ#ാൻ സാധ#തൾ ഉg കാര#ŋൾ 
എെnാെkയാണ ്? 
സംഭാഷണം അവസാനിpിkുക : 
 താŋളുെട വിലെp? സമയം ചിലവാkി എെn േചാദ#ŋൾk് kമാപൂർവം ഉtരം തnതിനും 
താŋൾ പരിഗണിc ചികിtകെള കുറിcും അത ്എnുെകാY ് താŋൾ/താŋളുെട പŋാളി / .... (േപര്- 
മ5ു വ#kികെളയാണ് അഭിമുഖം െചയ#ുnെതŋിൽ) വn#താ 8പttിന് തിരെiടുെtnും 
വളെര വ#kമായി വിശദീകരിcതിനും  നnി. താŋളുെട േപേരാ താŋെള തിരിcറിയാൻ കഴിയുn മ5് 
വിവരŋേളാ ഞാൻ എവിെടയും (വിശകലനം െചയ#ുമ്േപാേഴാ 8പബntിേലാ) സൂചിpിkുnതl. 
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പഠനtിൽ പെŋടുkുnവർkു' വിവരണപKതിക- ഭാര# 

എെn േപര് സുനു സി േതാമസ്, ഞാൻ 8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല അച#ുത േമേനാൻ 
െസnറിൽ െപാതുജനാേരാഗ#tിൽ പി എച ്ഡി െചയുnു. എെn പി എച ്ഡിയുെട ഭാഗമായി 
ഞാൻ ഒരു പഠനം നടtുnു. "വn#തയുg ദമ്പതികളുെട ചികിtാ തരŋൾ: േകരളtിെല 
െതkൻ ജിlകളിൽ വn#തയുg ദമ്പതികളുെട ഇടയിൽ ഗുണപരമായ അേനdഷണം" . ഈ പഠനം 
െകാY ്ഉേdശിkുnത് കു?ികൾ ഉYാകാൻ ബുdിമു?ുgതും എnാൽ കു?ികൾ േവണം എn് 
ആ8ഗഹിkുn ദമ്പതികൾ ഇതിനായി എെnലാം മാർgŋൾ/ ചികിtകൾ െചയ്യും 
എnറിയുnതിനാണ്.  
അതുെകാY ്ഈ പഠനtിൽ പŋാളിയാകാൻ ഞാൻ താŋേളാട് അഭ#ർtിkുnു. ഈ പഠനtിൽ 
പെŋടുkാൻ സmതമാെണŋിൽ ഞാൻ തŋെള അഭിമുഖം െചയ്യാൻ താത`ര#െpടുnു. താŋൾ 
ഗർഭം ധരിkുnതിനായി എെnlാം  മാർgŋൾ അെlŋിൽ ചികിtകൾ ആണ ്
തിരെiടുtെതnും ആ ചികിt/ മാർഗം എnുെകാY ് തിരെiടുtു എnതിെന കുറിcും 
ചില കാര#ŋൾ  ഞാൻ േചാദിy്കാൻ ഉേdശിkുnത്.  ചില േചാദ#ŋൾ താŋൾk് അസdസ്ഥത 
ഉYാkിേയkാം. അtരtിൽ താŋെള അസdsമാkുn  േചാദ#ŋൾk് ഉtരം 
നൽകാതിരിkാൻ താŋൾk് പൂർണ സdാത8n#ം  ഉY.് ഈ പഠനtിൽ പŋാളി ആകുnത ്െകാY ്
താŋൾk് േനരി?് ഒരു 8പേയാജനവും ലഭിkുnതl. ഈ അഭിമുഖം ഏകേദശം 40 മിനി5് മുതൽ  ഒരു 
മണിkൂർ വെര ൈദർഖ#ം ഉYാകാം. താŋൾk് സmതമാെണŋിൽ ഈ അഭിമുഖം ഞാൻ 
െറേkാർഡ് െചയ്യാൻ താത`ര#െpടുnു. താŋൾ തരുn വിവരŋൾ തീർtും 
പഠനാവശ#tിനുമാ8തേമ ഉപേയാഗിkുകയുgു. 

 താŋളുെട േപേരാ താŋെള തിരിcറിയാൻ കഴിയുn മ5് വിവരŋേളാ ഞാൻ എവിെടയും (വിശകലനം 
െചയ#ുമ്േപാേഴാ 8പബntിേലാ) സൂചിpിkുnതl, മ5ാരുമായും പŋിടുnതുമl. ഈ പഠനtിൽ 
താŋളുെട പŋാളിtം തികcും സdമനsാെല ഉgതാണ.് ഈ പഠനtിൽനിnും താŋൾk് 
എേpാൾ േവണെമŋിലും പിnാറാവുnതാണ്. 

ഈ പഠനം 8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല ഇനx്ടിട#ൂഷനൽ എtിk് കmി5ി അംഗീകരിcതാണ്. 
എെnŋിലും സംശയŋൾ ഉെYŋിൽ േചാദിkാവുnതാണ.് ഭാവിയിൽ ഈ പഠനെt  കുറിc ്
എെnŋിലും സംശയŋൾ ഉെYŋിൽ എേnാട് അെlŋിൽ എെn പി എച ്ഡി ൈഗഡിേനാെടാ 
േചാദിkാവുnതാണ.് എെn പഠനെtkുറിcു താŋൾk് എെnŋിലും സംശയŋൾ ഉെYŋിൽ  
8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല ഇനx്ടിട#ൂഷനൽ എtിk് കmി5ിയുെട െമമ്ബÄ െസ8ക?റിയായ 
േഡാkർ മാല രാമനാഥൻ േനാട് േചാദിkാവുnതാണ ്( 0471-2524234). Email id: mala@sctimst.ac.in. 

 ചുവെട േചർtി?ുg സmതപ8തtിൽ ഒpു വcുെകാYു ഈ പഠനtിൽ പെŋടുkാനുg 
താŋളുെട സmതം േരഖെpടുtണം എn് അഭ#ർtിkുnു . നnി 
അഭിമുഖം െചയ്യുn വ#kിയുെട േപര് & ഒp്: 
തീയതി & സ്ഥലം:  
ബnെpടാനുg വിവരŋൾ: 
ഗേവഷക: സുനു  സി  േതാമസ് , പി എചÇി  സÉുെടn്റ്  
അച#ുത  േമേനാൻ  െസnർ  േഫാർ  െഹൽt ് സയൻസ്  സ്5ഡീസ്   
സ് സി ടി ഐ എം സ് ടി, െമഡിkൽ  േകാേളജ ് പി .ഓ ., തിരുവനnപുരം -11  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സmതപ=തം  

 പഠനവിവരണം മുഴുവൻ ഞാൻ വായിcു / എെn വായിcു േകൾpിcു. ഈ പഠനtിെn ഉേdശവും 
ഈ പഠനtിൽ എനിkുg പŋാളിtവും എേnാട് വിവരിcി?ുY്. ഈ സmതപ8തtിൽ ഒpു /
വിരലടയാളം വy്കുnത് ഈ പഠനtിൽ പŋാളിയാകാനുg എെn പൂർÖസmതെt 
അറിയിkുnു. ഈ പഠനtിൽ നിnും എേpാൾ േവണെമŋിലും പിnാറാം എnും എനിkറിയാം. 
എെnŋിലും വിശദീകരണം ആവശ#മുെYŋിൽ ആെര ബnെpടണം എnും എനിkറിയാം.  

ഞാൻ..................................................... ഈ പഠനtിൽ പെŋടുkാൻതയാറാണ് . 

േപര്  
ഒp്/ വിരലടയാളം  

തീയതി & സ്ഥലം 

8പതിവദിkുnയാൾ നിരkര ആെണŋിൽ,  
സാkിയുെട േപര് 
സാkിയുെട ഒp്  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പഠനtിൽ പെŋടുkുnവർkു1 വിവരണപ=തിക- ഭർtാവ് / മ<് =പധാന 
വ7kികൾ  

എെn േപര് സുനു സി േതാമസ്, ഞാൻ 8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല അച#ുത േമേനാൻ 
െസnറിൽ െപാതുജനാേരാഗ#tിൽ പി എച ്ഡി െചയുnു. എെn പി എച ്ഡിയുെട ഭാഗമായി 
ഞാൻ ഒരു പഠനം നടtുnു. "വn#തയുg ദമ്പതികളുെട ചികിtാ തരŋൾ: േകരളtിെല 
െതkൻ ജിlകളിൽ വn#തയുg ദമ്പതികളുെട ഇടയിൽ ഗുണപരമായ അേനdഷണം" . ഈ പഠനം 
െകാY ്ഉേdശിkുnത് കു?ികൾ ഉYാകാൻ ബുdിമു?ുgതും എnാൽ കു?ികൾ േവണം എn് 
ആ8ഗഹിkുn ദമ്പതികൾ ഇതിനായി എെnലാം മാർgŋൾ/ ചികിtകൾ െചയ്യും 
എnറിയുnതിനാണ്. 
അതുെകാY ്ഈ പഠനtിൽ പŋാളിയാകാൻ ഞാൻ താŋേളാട് അഭ#ർtിkുnു. ഈ പഠനtിൽ 
പെŋടുkാൻ സmതമാെണŋിൽ ഞാൻ തŋെള അഭിമുഖം െചയ്യാൻ താത`ര#െpടുnു. താŋൾ 
ഗർഭം ധരിkുnതിനായി എെnlാം മാർgŋൾ അെlŋിൽ ചികിtകൾ ആണ ്
തിരെiടുtെതnും ആ ചികിt/ മാർഗം എnുെകാY ്തിരെiടുtു എnതിെന കുറിcും 
ചില കാര#ŋൾ  ഞാൻ േചാദിy്കാൻ ഉേdശിkുnത്.  ചില േചാദ#ŋൾ താŋൾk് അസdസ്ഥത  
ഉYാkിേയkാം. അtരtിൽ താŋെള അസdsനാkുn േചാദ#ŋൾk് ഉtരം 
നൽകാതിരിkാൻ താŋൾk് പൂർണ സdാത8n#ം ഉY.് ഈ പഠനtിൽ പŋാളി ആകുnത ്െകാY ്
താŋൾk് േനരി?് ഒരു 8പേയാജനവും ലഭിkുnതl. ഈ അഭിമുഖം ഏകേദശം 40 മിനി5് മുതൽ  ഒരു 
മണിkൂർ വെര ൈദർഖ#ം ഉYാകാം. താŋൾk് സmതമാെണŋിൽ ഈ അഭിമുഖം ഞാൻ 
െറേkാർഡ് െചയ്യാൻ താത`ര#െpടുnു. താŋൾ തരുn വിവരŋൾ തീർtും 
പഠനാവശ#tിനുമാ8തേമ ഉപേയാഗിkുകയുgു. 

 താŋളുെട േപേരാ താŋെള തിരിcറിയാൻ കഴിയുn മ5് വിവരŋേളാ ഞാൻ എവിെടയും (വിശകലനം 
െചയ#ുമ്േപാേഴാ 8പബntിേലാ) സൂചിpിkുnതl, മ5ാരുമായും പŋിടുnതുമl. ഈ പഠനtിൽ 
താŋളുെട പŋാളിtം തികcും സdമനsാെല ഉgതാണ.് ഈ പഠനtിൽനിnും താŋൾk് 
എേpാൾ േവണെമŋിലും പിnാറാവുnതാണ്. 

ഈ പഠനം 8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല ഇനx്ടിട#ൂഷനൽ എtിk് കmി5ി അംഗീകരിcതാണ്. 
എെnŋിലും സംശയŋൾ ഉെYŋിൽ േചാദിkാവുnതാണ.് ഭാവിയിൽ ഈ പഠനtിന് കുറിc ്
എെnŋിലും സംശയŋൾ ഉെYŋിൽ എേnാട് അെlŋിൽ എെn പി എച ്ഡി ൈഗഡിേനാെടാ 
േചാദിkാവുnതാണ.് എെn പഠനെtkുറിcു താŋൾk് എെnŋിലും സംശയŋൾ ഉെYŋിൽ  
8ശീ ചി8ത തിരുനാൾ ഇനx്ടിട#ൂ?ിെല ഇനx്ടിട#ൂഷനൽ എtിk് കmി5ിയുെട െമമ്ബÄ െസ8ക?റിയായ 
േഡാkർ മാല രാമനാഥൻ േനാട് േചാദിkാവുnതാണ ്( 0471-2524234). Email id: mala@sctimst.ac.in. 

 ചുവെട േചർtി?ുg സmതപ8തtിൽ ഒpു വcുെകാYു ഈ പഠനtിൽ പെŋടുkാനുg 
താŋളുെട സmതം േരഖെpടുtണം എn് അഭ#ർtിkുnു . നnി 
അഭിമുഖം െചയ്യുn വ#kിയുെട േപര് & ഒp്:     
തീയതി & സ്ഥലം:  
ബnെpടാനുg വിവരŋൾ: 
ഗേവഷക: സുനു  സി  േതാമസ് , പി എചÇി  സÉുെടn്റ്  
അച#ുത  േമേനാൻ  െസnർ  േഫാർ  െഹൽt ് സയൻസ്  സ്5ഡീസ്   
സ് സി ടി ഐ എം സ് ടി, െമഡിkൽ  േകാേളജ ് പി .ഓ ., തിരുവനnപുരം -11  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സmതപ=തം  

 പഠനവിവരണം മുഴുവൻ ഞാൻ വായിcു / എെn വായിcു േകൾpിcു. ഈ പഠനtിെn ഉേdശവും 
ഈ പഠനtിൽ എനിkുg പŋാളിtവും എേnാട് വിവരിcി?ുY്. ഈ സmതപ8തtിൽ ഒpു /
വിരലടയാളം വy്കുnത് ഈ പഠനtിൽ പŋാളിയാകാനുg എെn പൂർÖസmതെt 
അറിയിkുnു. ഈ പഠനtിൽ നിnും എേpാൾ േവണെമŋിലും പിnാറാം എnും എനിkറിയാം. 
എെnŋിലും വിശദീകരണം ആവശ#മുെYŋിൽ ആെര ബnെpടണം എnും എനിkറിയാം.  

ഞാൻ..................................................... ഈ പഠനtിൽ പെŋടുkാൻതയാറാണ്. 

േപര്  
ഒp്/ വിരലടയാളം  

തീയതി &സ്ഥലം 

8പതിവദിkുnയാൾ നിരkരൻ ആെണŋിൽ,  
സാkിയുെട േപര് 
സാkിയുെട ഒp് 
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Treatment seeking for infertility among married women in Kerala: Identifying the pathways and 
inequalities in the pathways to the resolution of infertility 

 
SECTION-I 

Identification details 
(This section can be answered by any adult member of the household) 

ID Number:  
Date of interview: 
Name and signature of the interviewer: 

Sl no Particulars Response 
1 HH number  
2 District  
3 Urban/Rural 1. Urban 

2. Rural 
4 Municipality/Corporation/Panchayat 1. Municipality…….. 

2. Corporation……… 
3.  Panchayat 

a. Block…………... 
b. Grama Panchayat…………. 

 
5 Ward Name or Number  
6 Address/ Phone number for communication  

 
 

SECTION II 
Screening Questions 

(For the identified woman in reproductive age) 
 

Sl 
no 

Particulars Response To be entered by the 
interviewer later- convert 
the time periods in 
months since marriage 
and enter 

7 How long have you been married?  
OR 

When did you get married? 

��years /��months 
��month/����year 
[enter the exact date] 

 
[If less than 12 months stop the interview] 

SKIP TO Q 12 
If having a child through treatment 

��� 
months 

[Take this as starting] 

8 Are you and your husband trying to 
get pregnant?  

1. Yes 
2. No, [stop the interview] 

 

9 How long have you been trying? ��Months/��years 
 [If less than 12 months stop the interview] 

��� 
months 

10 Have you (or your husband) ever 
sought any medical help to get 
pregnant? 

1. Yes 
2. No,  
specify reason………….[Stop the interview] 

 

11 How long have you been taking 
treatment? (Mention duration in 
number of years or months) 

��year(s)/��month(s) 
 [If more than 15 years stop the interview] 

��� 
months 

12 After how many years of treatment 
did you get the child?(Mention total 
years or months since the first 
treatment) 

��year(s)/��month(s) 
 [If more than 15 years stop the interview] 

��� 
months 

 
 

SECTION III 
Socio-demographic details 

(Respondent will be woman who had child through treatment or who is childless) 
Sl No Respondent* Spouse 
13 A. What is your name?  B. What is your husband’s name? 
14 A. In which month and year were you born? 

��Month 
����Year 
[Mention exact date] 

B. In which month and year were your husband 
born? 

��Month 
����Year 
[Mention exact date] 
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15 A. What was your age on your last birthday? 
��years 

C. What was your husband’s age on his last 
birthday? 

�� years 
16 A. Up to what level have have studied? 

1. Illiterate 
2. No formal education, but can read and write in at 

least one language 
3. Primary School education (till 7) 
4. High school education (8-10) 
5. Higher secondary education (11-12) 
6. Diploma 
7. Graduate 
8. Post graduate and above 
9. Others, specify……………………….. 

B. Up to what level have have your husband 
studied? 

1. Illiterate 
2. No formal education, but can read and write in 

at least one language 
3. Primary School education (till 7) 
4. High school education (8-10) 
5. Higher secondary education (11-12) 
6. Diploma 
7. Graduate 
8. Post graduate and above 
9. Others, specify…………………… 

17 A. What is your religion? 
1. Hindu 
2. Muslim 
3. Christian 
4. Others, specify………………… 

D. What is your husband’s religion? 
1. Hindu 
2. Muslim 
3. Christian 
4. Others, specify…………….. 

18 A. What is your caste? 
1. SC 
2. ST 
3. OBC 
4. Others, specify………………… 

B. What is your husband’ caste? 
1. SC 
2. ST 
3. OBC 
4. Others, specify…………….. 

19 A. What is your occupation? 
1. Unemployed 
2. Labourer 
3. Daily wages 
4. Monthly salaried employment 
5. Self employment 
6. Government Job 
7. Student 
8. Others, specify………………… 

E. What is your husband’s occupation? 
1. Unemployed 
2. Labourer  
3. Daily wages 
4. Monthly salaried employment 
5. Self employment 
6. Government Job 
7. Student 
8. Others,specify……………... 

 
To capture the Socio-economic status 

Sl no Questions  Response  
20 Is this house you are currently living in, own house or rented 

house? 
1. Own house 
2. Rented house, , go to Q23 

21 Who owns this house? 1. Self 
2. husband 
3. Both 
4. Other family members 
5. Don’t know 
6. Others, Specify… 

22 What is the total land area where this  house is located? ��cents [If flat, don’t ask this question] 
23 Does your house have air conditioner? 1. Yes, ……. rooms 

2. No 
24 Does your household own a car? 1. Yes 

2. No 
25 What is the main fuel used for cooking in this household? 1. Electricity 

2. LPG 
3. Kerosene 
4. Wood 
5. Others, Specify…………………… 
 

26 If LPG is the main fuel, how long does one cylinder last in 
your household? 

��month(s) 
 

27 What is the approximate electricity bill for two months?   
………………..rupees/ 2 months 

28 What is the main material used for flooring? 1. Mud/Clay/Dung 
2. Cement 
3. Ceramic Tiles 
4. Marble/granite 
5. Polished wood 
6. Others, Specify………………… 
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29 What is the main material used for roofing? 1. No roof 
2. Thatched  
3. Asbestos sheet 
4. Bricks  
5. Concrete 
6. Others, specify…………………… 

30 Is there a compound wall surrounding the house? 1. Yes 
2. No 

31 Is there a gate for this house? 1. Yes 
2. No 

32 When the members of your household gets sick, where do 
they generally go for treatment? 

1. Government hospital 
2. Private hospital 
3. Others, Specify……………………… 

33 Is any usual member of this household covered by any health 
scheme or health insurance? 

1. Yes, Specify……………………… 
2. No 

SECTION IV 
Marital, Reproductive and Family details 

Sl No Particulars Response 
34 Is this your first marriage? 1. Yes, go to Q36 

2. No, Specify……………… 
35 Was the inability to have a child the reason for the previous 

divorce? 
1. Yes 
2. No 

36 Is this your husband’s first marriage? 1. Yes, go to Q38 
2. No, Specify……… 

37 Was the inability to have a child a reason for the previous divorce? 1. Yes 
2. No 

38 Have you ever been diagnosed as having any of these conditions 
that may affect your ability to have children before marriage? 
Multiple entries possible 

1. PCOD 
2. Any problems related to menstruation 

like endometriosis 
3. Fibroid uterus 
4. Thyroid problem 
5. Others, Specify…………… 
6. No 

39 Is there anyone in your immediate family (meaning brothers, 
sisters), who are married and do not have children? 

1. Yes, specify…………………. 
2. No 

40 Is there anyone in your immediate family(meaning brothers, 
sisters), who has undergone treatment for infertility in your family? 

1. Yes, specify…………………. 
2. No 

41 Is there anyone in your husband’s immediate family (meaning 
brothers, sisters), who are married and do not have children? 

 
1. Yes, specify…………………. 
2. No 

42 Is there anyone in the immediate family (meaning brothers, sisters) 
who has undergone treatment for infertility in your husband’s 
family? 

1. Yes, specify…………………. 
2. No 

 
SECTION V 

Consequences of infertility 
Sl no Questions  Response  
43 Do people close to you put pressure (or had put pressure) on you to 

get pregnant? 
1. Yes 
2. No, go to Q45 

44 Who is/was the person putting pressure on you to have a child? 
Multiple entries possible 

1. Husband 
2. Mother in law 
3. Father in law 
4. Own parents 
5. Friends 
6. Society in general 
7. Self 
8. Others, specify……………….. 

45 Have you ever experienced any problem in your marriage due to 
difficulty in getting pregnant? 
[Ask for current marriage only]  

1. Yes 
2. No 

l



 

	

46 Does your husband mentioned or indicated any form of distress due 
to the difficulties in conceiving? 

1. Yes 
2. No 

47 Have you ever mentioned or indicated any form of distress due to the 
difficulties in conceiving? 

1. Yes 
2. No 

48 Has the difficulty in getting pregnant affected your sexual life in any 
way? 

1. Yes 
2. No 

49 Have you faced any form violence from your partner due to 
difficulty in getting pregnant? 

1. Yes, specify………………. 
2. No 

50 Have you faced any form violence from your partner’s family due to 
difficulty in getting pregnant? 

1. Yes, specify………………. 
2. No 

51 Have you ever faced any threat for divorce due to difficulty in 
getting pregnant? 

1. Yes 
2. No 

SKIP to Q56 
If having a child through treatment 

52 Because you do not have a child, have you faced problems meeting 
or mixing with people in your community/neighbourhood? 

 
1. Yes 
2. No 

53 Because you do not have a child, have you wanted to be on your 
own, away from others in your community/neighbourhood? 

 
1. Yes 
2. No 

54 Because you do not have children, have you experienced any 
emotional distress? 

 
1. Yes 
2. No 

55 Ask those who are currently childless: 
 What are the difficulties you are facing in undergoing treatment? 
Open ended  

 
 

56 Ask those who have had a child after infertility treatment:  
What were the difficulties you faced while undergoing treatment for 
infertility? Open ended 

 
 
 
 

 
 

SECTION VI 
Current status 

 
If the respondent is not having a child, ask Q57 
If the respondent is having a child/pregnant at the time of interview through treatment, ask Q58 
 
SL 
no 

Questions Response 

57 How would you describe your care seeking for having a 
child now? 
 

1. Continuing treatment 
2. Stopped treatment completely 
3. Taking a break from treatment/ stopped 

treatment for sometime 
4. Others, Specify……………………… 

 
58 What was the treatment through which the child was born? 

 
 
 

1. Natural conception after OI1 
2. IUI2 with husband’s sperm 
3. AI3 with donor sperm 
4. IVF4 with husband’s sperm and wife’s ovum 
5. IVF with husband’s sperm and donor ovum 
6. IVF with donor sperm and wife’s ovum 
7. IVF with donor sperm and donor ovum 
8. Surrogacy, specify… 
9. While on other treatment,  
Specify……………………………… 
10. Not through treatment, adopted 
11. Others, specify…………… 

 
 
 
 

																																																								
1 Ovulation Induction 
2 Intra Uterine Insemination 
3 Artificial Insemination 
4 InVitro Fertilization	
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SECTION VII 
Identification of the problem and initiation of treatment seeking 

Sl 
no 

Questions Response To be entered by the 
interviewer later- 
convert the time periods 
in months since 
marriage and enter 

59 After marriage when did you 
identify that there is difficulty 
getting pregnant? 
 

1. Within 6 months to 1 year 
2. Between 1- 2 years 
3. After 2 years within 5 years 
4. Five or more years 

��� 
months 

 

60 What did you do after finding you 
have difficulty getting pregnant? 

1. Immediately consulted doctor,  
go to Q62 

2. Thought of going for treatment 
but delayed 

3. Tried religious/faith based  
Methods 

4. Others, Specify… 

 

61 How long did you take to start 
treatment after identifying you have 
difficulty getting pregnant?(current 
marriage) 

��(in months) ��� 
months 

62 Who initiated the treatment seeking 
process? 
Multiple entries possible 

1. Self 
2. Husband 
3. Both 
4. Own family 
5. Husband’s family 
6. Friends 
7. Others, specify… 

 

63 Which year did you start treatment? 
(mention the month also if you 
remember) 

��Exact Month    ����Exact Year ��� 
months 

64 How many years/months did you 
continue the treatment? (include the 
break periods also if any) 
If the respondent is still continuing 
treatment, mention the total 
duration till date 

��months/��years 
+ 

��months/��years 
[Break period] 

��� 
months 

65 When did you stop the treatment? 
(if result achieved or otherwise 
who completely stopped seeking 
care) 

��Exact Month    ����Exact Year ��� 
months 

66 How many centers or hospitals or 
doctors, have you been to till date 
for infertility treatment? (Mention 
only the allopathic treatment) 
 

�� + ��(others)  

67 Who was diagnosed as having the 
problem? 
 

1. Husband had problem 
2. I had problem 
3. Both had problem 
4. Unexplained 
5. Others, Specify…… 
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SECTION VIII 
Treatment history for Infertility 

(Attach more pages if more treatment sought)                                     
 

ID number:                      Serial no� 
Sl 
no 

Question T� 
(Enter the response and the 
time period for each) 
 

T� 
 (Enter the response and the 
time period for each) 
 

T� 
 (Enter the Response and the 
time period for each) 
 

68 When did you 
start the 
treatment? 
 
 
 

���� 
[Mention the exact year] 

OR 
��months/��years 

[Mention the duration after 
marriage] 

���� 
[Mention the exact year] 

OR 
��months/��years 

[Mention the duration after 
marriage] 

���� 
[Mention the exact year] 

OR 
��months/��years 

[Mention the duration after 
marriage] 

69 Which was the 
centre or doctor 
you consulted? 

 
 
 
 
 

  

70 What were the 
different 
treatment related 
activities done at 
this centre? 
 

1. Preliminary 
investigations only 

2. Check tube patency- 
Laparoscopy, 
hysterosalpingography  

3. Monitoring of menstrual 
cycles, trying on own 

4. Regularizing cycles by 
means of medication 

5. Surgical/medical 
treatments to correct 
semen problems 

6. Ovulation Induction 
7. IUI  
8. IVF 
9. IVF with donor ova or 

sperm 
10. Others, 

Specify……………… 

1. Preliminary 
investigations only 

2. Check tube patency- 
Laparoscopy, 
hysterosalpingography  

3. Monitoring of menstrual 
cycles, trying on own 

4. Regularizing cycles by 
means of medication 

5. Surgical/medical 
treatments to correct 
semen problems 

6. Ovulation Induction 
7. IUI  
8. Artificial Insemination                    
9. IVF 
10. IVF with donor gametes 
11. Others, 

Specify……………… 
 

1. Preliminary 
investigations only 

2. Check tube patency- 
Laparoscopy, 
hysterosalpingography  

3. Monitoring of menstrual 
cycles, trying on own 

4. Regularizing cycles by 
means of medication 

5. Surgical/medical 
treatments to correct 
semen problems 

6. Ovulation Induction 
7. IUI  
8. Artificial Insemination                    
9. IVF 
10. IVF with donor gametes 
11. Others, 

Specify……………… 

71 How long did you 
continue at this 
centre? 
 
(If the respondent 
can recall, 
mention the exact 
number of number 
of months) 

1. 1- 6 months 
2. Up to 1 year 
3. 1- 2 years 
4. 2-5 years 
5. Five or more years 

�� months 
[Mention the number of 

months] 
���months 

[The interviewer to enter the 
duration in months since 

marriage ] 
 

1. 1- 6 months 
2. Up to 1 year 
3. 1- 2 years 
4. 2-5 years 
5. Five or more years 

�� months 
[Mention the number of 

months] 
���months 

[The interviewer to enter the 
duration in months since 

marriage ] 
 

1. 1-6 months 
2. Up to 1 year 
3. 2 years 
4. 2-5 years 
5. Five or more years 

�� months 
[Mention the number of 
months] 

���months 
[The interviewer to enter the 

duration in months since 
marriage ] 

 
72 Did you seek 

treatment at 
another facility 
after that? 
If yes, fill the 
next Column also 
ie., T2/3/… 

1. Yes 
2. No 
 

1. Yes 
2. No 
 

1. Yes 
2. No 
 

73 What was the 
break period 
between the first 
and the next 
treatment? 
(If the respondent 
can recall, 

1. 1- 6 months 
2. Up to 1 year 
3. 1- 2 years 
4. > 2 years, specify……… 

�� months 
[Mention the number of 

months] 

1. 1- 6 months 
2. Up to 1 year 
3. 1- 2 years 
4. > 2 years, specify……… 

�� months 
[Mention the number of 

months] 

1. 1- 6 months 
2. Up to 1 year 
3. 1-2 years 
4. > 2 years, specify……… 

�� months 
[Mention the number of 

months] 
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mention the exact 
number of number 
of months) 

���months 
[The interviewer to enter the 

duration in months since 
marriage ] 

 

���months 
[The interviewer to enter the 

duration in months since 
marriage ] 

 

���months 
[The interviewer to enter the 

duration in months since 
marriage ] 

 
74 Why did you 

discontinue the 
treatment at this 
particular facility? 
 
 
 
(Multiple options 
possible) 
 

1. Psychological distress of 
treatment 

2. Physical burden of 
treatment 

3. Clinic related issues 
4. No faith in treatment 

success 
5. Poor prognosis 
6. Logistic/practical 

reasons 
7. Personal reasons 
8. Trying on own 
9. Postponement of 

treatment/taking a break 
from treatment 

10. Doctor censoring 
11. Financial issues 
12. Treatment related 

logistical problems 
13. Other health problems 
14. Do not want to pursue 

specific treatment 
15. Pursuing alternative 

methods/treatment 
16. No longer wish to have a 

child 
17. Others(specify) 

1. Psychological burden of 
treatment 

2. Physical burden of 
treatment 

3. Clinic related issues 
4. No faith in treatment 

success 
5. Poor prognosis 
6. Logistic/practical 

reasons 
7. Personal reasons 
8. Trying on own 
9. Postponement of 

treatment/taking a break 
from treatment 

10. Doctor censoring 
11. Financial issues 
12. Treatment related 

logistical problems 
13. Other health problems 
14. Do not want to pursue 

specific treatment 
15. Pursuing alternative 

methods/treatment 
16. No longer wish to have a 

child 
17. Others(specify) 

1. Psychological burden of 
treatment 

2. Physical burden of 
treatment 

3. Clinic related issues 
4. No faith in treatment 

success 
5. Poor prognosis 
6. Logistic/practical reasons 
7. Personal reasons 
8. Trying on own 
9. Postponement of 

treatment/taking a break 
from treatment 

10. Doctor censoring 
11. Financial issues 
12. Treatment related 

logistical problems 
13. Other health problems 
14. Do not want to pursue 

specific treatment 
15. Pursuing alternative 

methods/treatment 
16. No longer wish to have a 

child 
17. Others(specify) 
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േകരളtിെല വിവാഹിതരായ .sീകളിെല  വn2തkു5  ചികിt േതടൽ: വn2തയുെട പരിഹാരtിേലkു5  
പാതകളും അസമത?ŋളും തിരിcറിയൽ 


Section- I


തിരിcറിയൽ വിശദാംശŋE

(ഈ െസkനിെല േചാദ2ŋൾk് വീKിെല .പായപൂർtിയായ ഏെതാരു അംഗtിനും ഉtരം നൽകാവുnതാണ് )


ഐ ഡി നമ്പർ :

തീയതി :

അഭിമുഖം നടtുnയാളുെട േപരും ഒpും:


Section-II

പഠനtിൽ ഉൾെപടുtേണാ േവZേയാ എnു തീരുമാനിkാനു5 േചാദ2ŋൾ 


(കുKി ഇlാtേതാ അെlŋിൽ ചികിtയിലൂെട കുKി ഉZായേതാ ആയ .sീകേളാട് മാ.തം േചാദിkുക)


Sl 
No

വിവരŋൾ/ േചാദ'ŋൾ ഉtരം/ +പതികരണം  അഭിമുഖ സംഭാഷകൻ പിnീട് 
േരഖെpടുtുക -വിവാഹം മുതൽ 
ഇത് വെരയുD മാസമായി 
സമയപരിധി മാFുക

7 താŋളുെട വിവാഹം കഴിaിK് 
എ.തനാളായി?


അെlŋിൽ

താŋൾ വിവാഹിതയായത് 
എnാണ്? 


☐☐വർഷം / ☐☐മാസം

അെlŋിൽ 

 ☐☐മാസം /   ☐☐☐☐വർഷം 
[കൃത2മായ തീയതി േരഖെpടുtുക]


[12 മാസtിൽ കുറവാെണŋിൽ അഭിമുഖം 
അവസാനിpിkുക]  

ചികിtയിലൂെട കുPി ഉQായ +sീയാെണŋിൽ Q12േലk്  
േപാകുക 

☐☐☐മാസം


[ഇത്  തുടkമായി എടുkുക]  

8 ഗർഭം ധരിkുnതിനായി 
താŋളും താŋളുെട ഭർtാവും  
.ശമിkുnുേZാ?

1. ഉZ് 

2. ഇl, [അഭിമുഖം അവസാനിpിkുക]

9 എ.ത നാളായി .ശമിkുnു? ☐☐മാസം/ ☐☐വർഷം

[12 മാസtിൽ കുറവാെണŋിൽ അഭിമുഖം 

അവസാനിpിkുക] 

☐☐☐മാസം

Sl No വിവരŋൾ/ േചാദ'ŋൾ ഉtരം

1 വീK് നമ്പർ  

2 ജിl  

3 അർബൻ/ റൂറൽ 1. അർബൻ

2. റൂറൽ

4 മുനിസിpാലിhി/ േകാർpേറഷൻ/ പiായt ് 1. മുനിസിpാലിhി ……………………………… 

2.  േകാർpേറഷൻ ……………………………..

3. പiായt
്

A. േbാk് പiായt ്……………………

B. .ഗാമpiായt…്………………………

5 വാർഡിെn േപര് / നമ്പർ

6 ആശയവിനിമയtിനായു5 വിലാസം/ േഫാൺ നമ്പർ 
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Section-III

സാമൂഹ2-ജനസംഖ2ാപരമായ വിവരŋൾ


(.പതിവതിkുn വ2kി കുKി ഇlാtേതാ അെlŋിൽ ചികിtയിലൂെട കുKി ഉZായേതാ ആയ .sീകൾ  മാ.തം)


10 താŋേളാ താŋളുെട ഭർtാേവാ 
ഗർഭം ധരിkുnതിനായി 
എെnŋിലും തരtിലു5  
ൈവദ2സഹായം േതടിയിKുേZാ?

1. ഉZ് 

2. ഇl, കാരണം വ2kമാkുക ……………….. [അഭിമുഖം 

അവസാനിpിkുക]

11 എ.ത നാളായി താŋൾ ചികിt 
എടുkുnുZ് ?

☐☐മാസം/ ☐☐വർഷം

[15 വർഷtിൽ കൂടുതൽ ആെണŋിൽ അഭിമുഖം 

അവസാനിpിkുക]

☐☐☐മാസം

12 എ.ത നാളെt  ചികിtയിലൂെട 
ആണ് കുKി ഉZായത്?

☐☐മാസം/ ☐☐വർഷം

[15 വർഷtിൽ കൂടുതൽ ആെണŋിൽ അഭിമുഖം 

അവസാനിpിkുക]

☐☐☐മാസം

Sl 
No

+പതിവതിkുn വ'kി +പതിവതിkുn വ'kിയുെട ഭർtാവ് 

13 A. താŋളുെട േപെരnാണ?് B. താŋളുെട ഭർtാവിെn േപെരnാണ?്


14 A.താŋൾ ഏത ്മാസവും വർഷവും ആണ് ജനിcത്?

☐☐മാസം /   ☐☐☐☐വർഷം 

[കൃത2മായ തീയതി േരഖെpടുtുക]

B.താŋളുെട ഭർtാവ് ഏത ്മാസവും വർഷവും ആണ് ജനിcത്?

☐☐മാസം /   ☐☐☐☐വർഷം 

[കൃത2മായ തീയതി േരഖെpടുtുക]

15 A.അവസാനം കഴിa ജnദിനtിൽ താŋൾk് എ.ത 
വയസായിരുnു? 


☐☐വയs്

B. അവസാനം കഴിa ജnദിനtിൽ താŋളുെട ഭർtാവിന്  
എ.ത വയസായിരുnു?


☐☐വയs്

16 A.താŋൾ ഏതുവെര പഠിcിKുZ?്

1. നിരkര 

2. ഔപചാരിക വിദ2ാഭ2ാസമിl , പെk ഏെതŋിലും ഒരു 

ഭാഷയിൽ വായിkാനും എഴുതാനും അറിയാം 

3. .പാഥമിക sൂൾ തലം  (7 വെര)

4. ൈഹsൂൾ  തലം(8-10)

5. ഹയർ െസkൻഡറി തലം (11-12)

6. ഡിേpാമ 

7. ബിരുദം

8. ബിരുദാനnര ബിരുദേമാ അതിൽ മുകളിേലാ 

9. മെhെnŋിലും,വ2kമാkുക………………… 

B. താŋളുെട ഭർtാവ് ഏതുവെര പഠിcിKുZ?്

1. നിരkരൻ 

2. ഔപചാരിക വിദ2ാഭ2ാസമിl , പെk ഏെതŋിലും ഒരു 

ഭാഷയിൽ വായിkാനും എഴുതാനും അറിയാം 

3. .പാഥമിക sൂൾ തലം(7 വെര)

4. ൈഹsൂൾ തലം  (8-10)

5. ഹയർ െസkൻഡറി തലം(11-12)

6. ഡിേpാമ 

7. ബിരുദം

8. ബിരുദാനnര ബിരുദേമാ അതിൽ മുകളിേലാ 

9. മെhെnŋിലും,വ2kമാkുക………………….. 

17 A. താŋളുെട മതം ഏതാണ?്

1. ഹിnു 

2. മുsിം 

3. .കിs2ൻ 

4. മേhെതŋിലും, വ2kമാkുക…………………

B. താŋളുെട  ഭർtാവിെn മതം ഏതാണ?്

1. ഹിnു 

2. മുsിം 

3. .കിs2ൻ 

4. മേhെതŋിലും, വ2kമാkുക…………………..

18 A. താŋളുെട ജാതി ഏതാണ?്

1. െഷഡ2ൂൾഡ്  കാസ്h് 

2. െഷഡ2ൂൾഡ് ൈ.ടബ്

3. ഓ ബി സി 

4. മേhെതŋിലും, വ2kമാkുക…………………..

B. താŋളുെട  ഭർtാവിെn ജാതി ഏതാണ?്

1. െഷഡ2ൂൾഡ്  കാസ്h് 

2. െഷഡ2ൂൾഡ് ൈ.ടബ്

3. ഓ ബി സി 

4. മേhെതŋിലും, വ2kമാkുക…………………..
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സാമൂഹിക-സാമ്പtിക നില അറിയുnതിനു5 േചാദ2ŋൾ


19 A. താŋളുെട േജാലി എnാണ്?

1. േജാലിയിl 

2. കൂലിpണി 

3. ദിവസkൂലി 

4. മാസശംബളം ഉ5 േജാലി 

5. സ?യംെതാഴിൽ 

6. ഗവെzn ്േജാലി 

7. വിദ2ാർtി 

8. മേhെതŋിലും, വ2kമാkുക…………………..

B. താŋളുെട ഭർtാവിെn േജാലി എnാണ്?

1. േജാലിയിl 

2. കൂലിpണി 

3. ദിവസkൂലി 

4. മാസശംബളം ഉ5 േജാലി 

5. സ?യംെതാഴിൽ 

6. ഗവെzn ്േജാലി 

7. വിദ2ാർtി 

8. മേhെതŋിലും, വ2kമാkുക…………………..

Sl No വിവരŋൾ/ േചാദ'ŋൾ ഉtരം/ +പതികരണം

20 താŋൾ ഇേpാൾ താമസിkുn ഈ വീട് സ?nം വീടാേണാ 
വാടക വീടാേണാ? 

1. സ?nം വീട്

2. വാടക വീട് , Q23 േലk്  േപാകുക

21 ഈ വീട് ആരുെട ഉടമsതയിലാണ ്? 1. സ?nം 

2. ഭർtാവിെn 

3. രZുേപരുെടയും 

4. മh് കുടുംബാംഗŋളുെട  

5. അറിയിl

6. മേhെതŋിലും,വ2kമാkുക…………………..

22 ഈ വീട് നിൽkുn ഭൂമിയുെട പൂർണ വിsീർണം എ.തയാണ്?
…………….െസn് [WാF് ആെണകിൽ ഈ േചാദ'ം േവQ  ]

23 താŋളുെട വീKിൽ എയർ കZീഷണർ (എ സി)ഉേZാ? 1. ഉZ്, എ.ത മുറിയിൽ ………… 

2. ഇl

24 താŋളുെട വീKിൽ ആർെkŋിലും കാർ ഉേZാ? 1. ഉZ്

2. ഇl

25 താŋളുെട വീKിൽ പാചകtിനായി ഉപേയാഗിkുn .പധാന 
ഇnനം എnാണ്?

1. ൈവദ2ുതി

2. എൽ പി ജി 

3. മെ}} 

4. വിറക് 

5. മെhെnŋിലും, വ2kമാkുക…………………

26 എൽ പി ജിയാണ് .പധാന ഇnനെമŋിൽ ഒരു സിലിZർ 
എ.തനാൾ നിൽkും? ………………മാസം

27 താŋളുെട വീKിെല രZുമാസെt ഏകേദശം ൈവദ2ുതി ബിl ്
എ.തയാണ്? …………..രൂപ/ 2 മാസം 

28 തറ നിർമിcിരിkുn മുഖ2വsു എnാണ്? 1. െചളി/കളിമ}്/ചാണകം 

2. സിമn് 

3. െസറാമിക് ൈടൽസ് 

4. മാർബിൾ/.ഗാൈനh് 

5. മിനുkിയ തടി 

6. മേhെതŋിലും, വ2kമാkുക…………………

29 േമൽkൂര നിർമിcിരിkുn മുഖ2വsു എnാണ്? 1. േമൽkൂര ഇl

2. േമaത
്
3. ആസ്ബസ്േhാസ് ഷീh
്
4. ഓട്

5. േകാൺ.കീh
്
6. മേhെതŋിലും, വ2kമാkുക………………….

30 വീടിന് ചുhുമതിൽ ഉേZാ? 1. ഉZ്

2. ഇl

31 ഈ വീടിന് േഗh ്ഉേZാ? 1. ഉZ്

2. ഇl
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Section-IV

വിവാഹസംബnവും, .പത2ുlാദനസംബnവും, കുടുംബസംബnവുമായ വിവരŋൾ 


Section-V

വn2തയുെട .പത2ാഘാതŋൾ


32 താŋളുെട വീKിൽ ആർെകŋിലും അസുഖം പിടിെപKാൽ , 
എവിെടയാണ് സാധാരണയായി ചികിtk് േപാകാറു5ത്?

1. ഗവെzn ്ആശുപ.തി 

2. ൈ.പവh് ആശുപ.തി 

3. മേhെതŋിലും, വ2kമാkുക…………………. 

33 ഈ വീKിെല ഏെതŋിലും അംഗŋൾk്  എെnŋിലും 
തരtിലു5 ആേരാഗ2 പdതിേയാ  ആേരാഗ2 ഇൻഷുറൻേസാ 
ഉേZാ?

1. ഉZ്, വ2kമാkുക………………….

2. ഇl

Sl No വിവരŋൾ/ േചാദ'ŋൾ ഉtരം/ +പതികരണം

34 ഇത് താŋളുെട ആദ2 വിവാഹമാേണാ? 1. അെത, Q36 േലk്  േപാകുക 

2. അl, വ2kമാkുക ……………….

35 കുKികൾ ഉZാകാൻ ബുdിമുKു5താേണാ മുൻപെt 
വിവാഹബnം േവർപിരിയാൻ കാരണം?  

1. അെത

2. അl

36 ഇത് താŋളുെട ഭർtാവിെn ആദ2 വിവാഹമാേണാ? 1. അെത, Q38 േലk്  േപാകുക 

2. അl, വ2kമാkുക ……………….

37 കുKികൾ ഉZാകാൻ ബുdിമുKു5താേണാ മുൻപെt 
വിവാഹബnം േവർപിരിയാൻ കാരണം?  

1. അെത

2. അl

38 വിവാഹtിന് മുൻേപ താŋൾk് .പത2ുlാദനെt 
ബാധിkുn എെnŋിലും തരtിലു5 അവsകൾ  
ഉZായിരുnതായി കZുപിടിcിKുേZാ?

[ഒnിൽ കൂടുതൽ ഉtരമാകാം]

1. പി സി ഓ ഡി 

2. എൻേഡാെമ.ടിേയാസിസ് േപാെലയു5  

ആർtവസംബntമായ .പÅŋൾ 

3. ഗർഭാശയ മുഴകൾ 

4. ൈതേറായÇ് 

5. മെhെnŋിലും, വ2kമാkുക ………………..

6. ഇl

39 താŋളുെട െതാKടുt ബntിലു5 (സേഹാദരേനാ, 
സേഹാദരിേkാ) വിവാഹിതരായ ആർെkŋിലും കുKികൾ 
ഇlാtതായി ഉേZാ?

1. ഉZ്, വ2kമാkുക ………………..

2. ഇl

40 താŋളുെട െതാKടുt ബntിലു5 (സേഹാദരേനാ, 
സേഹാദരിേkാ) ആെരŋിലും വn2താ ചികിt 
നടtിയിKുേZാ ?

1. ഉZ്,വ2kമാkുക ………………..

2. ഇl

41 താŋളുെട ഭർtാവിെn െതാKടുt ബntിലു5 
(സേഹാദരേനാ, സേഹാദരിേkാ) വിവാഹിതരായ 
ആർെkŋിലും കുKികൾ ഇlാtതായി ഉേZാ?

1. ഉZ്, വ2kമാkുക ………………..

2. ഇl

42 താŋളുെട ഭർtാവിെn  െതാKടുt ബntിലു5 
(സേഹാദരേനാ, സേഹാദരിേkാ) ആെരŋിലും വn2താ 
ചികിt നടtിയിKുേZാ ?

1. ഉZ്,വ2kമാkുക ………………..

2. ഇl

Sl No വിവരŋൾ/ േചാദ'ŋൾ ഉtരം/ +പതികരണം

43 താŋളുമായി അടുpമു5 ആളുകൾ ഗർഭംധരിkുnതിനായി 
സmർdം െചലുtാറുേZാ/െചലുtിയിKുേZാ?

1. ഉZ്

2. ഇl, Q45 േലk്  േപാകുക 
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44 ഇtരtിൽ സmർdം െചലുtുn/െചലുtിയ വ2kി/
വ2kികൾ ആെരാെkയാണ്?

[ഒnിൽ കൂടുതൽ ഉtരമാകാം]

1. ഭർtാവ്

2. അmായിയm

3. അmായിയcൻ

4. സ?nം മാതാപിതാkൾ

5. കൂKുകാർ

6. െപാതു സമൂഹം

7. സ?nമായി

8. മhാെരŋിലും, വ2kമാkുക…………………… 

45 ഗർഭം ധരിkാൻ ബുdിമുKു5തുെകാZു എേpാെഴŋിലും 
താŋളുെട വിവാഹബntിൽ എെnŋിലും .പÅŋൾ 
ഉZായിKുേZാ? (നിലവിലു5 ബntിൽ)

1. ഉZ്

2. ഇl

46 ഗർഭം ധരിkാൻ ബുdിമുKു5തുെകാZു എേpാെഴŋിലും 
താŋളുെട ഭർtാവ് എെnŋിലും തരtിലു5 ൈവഷമ2ം 
.പകടിpിcിKുേZാ? 

1. ഉZ്

2. ഇl

47 ഗർഭം ധരിkാൻ ബുdിമുKു5തുെകാZു എേpാെഴŋിലും 
താŋൾ എെnŋിലും തരtിലു5 ൈവഷമ2ം 
.പകടിpിcിKുേZാ? 

1. ഉZ്

2. ഇl

48 ഗർഭം ധരിkാൻ ബുdിമുKു5തുെകാZു താŋളുെട 
ൈലംഗീകബntിൽ   എെnŋിലും .പÅŋൾ 
ഉZായിKുേZാ?

1. ഉZ്

2. ഇl

49 ഗർഭം ധരിkാൻ ബുdിമുKു5തുെകാZ് ഭർtാവിൽ നിnും 
എെnŋിലും തരtിലു5 പീഡനം േനരിKിKുേZാ ?

1. ഉZ്, വ2kമാkുക……………………

2. ഇl

50 ഗർഭം ധരിkാൻ ബുdിമുKു5തുെകാZ് ഭർtാവിെn 
കുടുംബtിൽ നിnും  എെnŋിലും തരtിലു5 പീഡനം 
േനരിKിKുേZാ ?

1. ഉZ്, വ2kമാkുക……………………

2. ഇl

51 ഗർഭം ധരിkാൻ ബുdിമുKു5തുെകാZ് എേpാെഴŋിലും 
വിവാഹേമാചന ഭീഷണി ഉZായിKുേZാ?

1. ഉZ്

2. ഇl

ചികിtയിലൂെട കുPി ഉQായ +sീയാെണŋിൽ Q56 േലk്  

േപാകുക

52  കുKിയിlാtതുെകാZ്, താŋൾk് സമൂഹtിെലേയാ 
അയlkെtേയാ ആളുകളുമായി ഇടപഴകുnതിനു 
എെnŋിലും .പÅŋൾ േനരിKിKുേZാ?

1. ഉZ്

2. ഇl

53 കുKിയിlാtതുെകാZ്, താŋൾk്  സമൂഹtിെലേയാ 
അയlkെtേയാ ആളുകളുമായി അകnു ഒhkിരിkാൻ 
താlര2െപടുnുേZാ?

1. ഉZ്

2. ഇl

54 കുKിയിlാtതുെകാZ്  എെnŋിലും തരtിലു5 മാനസിക 
സmർdം താŋൾ  എേpാെഴŋിലും അനുഭവിcിKുേZാ? 

1. ഉZ്

2. ഇl

55 ഇപ്േപാൾ കുPികൾ ഇlാt +sീകേളാട് േചാദിkുക:  
 എെnലാം ബുdിമുKുകൾ ആണ് ചികിt നടtുമ്േപാൾ 
താŋൾ േനരിKുെകാZിരിkുnത്?

(Open ended)

56 വn'താ ചികിtയിലൂെട കുPിയുQായ +sീകേളാട് 
േചാദിkുക:

 എെnlാം   ബുdിമുKുകൾ ആണ് ചികിt നടtുമ്േപാൾ 
താŋൾ േനരിKത?്

(Open ended)

lix



 

Section VI

ഇേpാഴെt sിതി അറിയുnതിന്


.പതിവദിkുn സ്.തീy്ക് കുKി ഇെlŋിൽ, Q57  േചാദിkുക 


.പതിവദിkുn സ്.തീy്ക് വn2താ ചികിtയിലൂെട കുKി ഉെZŋിൽ , Q58 േചാദിkുക


1 ഓവുേലഷൻ ഇൻഡkൻ

2 ഗർഭപാ.തtിനു5ിൽ ഉ5 ബീജസŋലനം

3 കൃ.തിമ ഗáഭധാരണം


Section- VII

.പശന്ം കെZtുകയും ചികിt ആരംഭിkുകയും െചയ്യുnതിെന  കുറിc് 


Sl No വിവരŋൾ/ േചാദ'ŋൾ ഉtരം/ +പതികരണം

57 ഇേpാൾ താŋൾk് കുKികൾ 
ഉZാകുnതിനായു5 ചികിtെയ 
താŋൾ എŋെന വിശദീകരിkും?

1. ചികിt തുടരുnു 

2. ചികിt പൂർണമായും  അവസാനിpിcു 

3. ചികിtയിൽ നിnും ഒരു അവധിെയടുtിരിkുnു / കുറcുനാളേtkു ചികിt 

നിർtിവcിരുnു 

4. മെhെnŋിലും, വ2kമാkുക………………………………..

58 എn് ചികിtയിലൂെടയാണ ്താŋളുെട  
കുKി ജനിcത്? 

1. അേàാൽപാദനം1 നടtിയേശഷം സ?ാഭാവികമായി ഗർഭംധരിcു 

2. ഐ യു ഐ2 (ഭർtാവിെn ബീജം ഉപേയാഗിc്)

3. ഐ യു ഐ (ദാതാവിൽ നിnും ലഭിc ബീജം ഉപേയാഗിc് )

4. ഐ വി എഫ്3 (ഭർtാവിെn ബീജവും,ഭാര2യുെട അàവും ഉപേയാഗിc്)  

5. ഐ വി എഫ് (ഭർtാവിെn ബീജവും,ദാതാവിെn അàവും ഉപേയാഗിc്)  

6. ഐ വി എഫ് (ദാതാവിെn  ബീജവും,ഭാര2യുെട അàവും ഉപേയാഗിc്) 

7. ഐ വി എഫ് (ദാതാവിെn  ബീജവും,ദാതാവിെn അàവും ഉപേയാഗിc്) 

8. വാടക ഗർഭധാരണം,…………………………………………..

9. മെhെnŋിലും ചികിtയിൽ ആയിരിkുമ്േബാൾ, 

വ2kമാkുക………………………………….. 

10. ചികിtയിലൂെടയl, ദെtടുtത ്

11.   മെhെnŋിലും, വ2kമാkുക………………………………….. 

Sl 
No

വിവരŋൾ/ േചാദ'ŋൾ ഉtരം/ +പതികരണം  അഭിമുഖ സംഭാഷകൻ പിnീട് 
േരഖെpടുtുക -വിവാഹം മുതൽ ഇത് 
വെരയുD മാസമായി സമയപരിധി 
മാFുക

59 വിവാഹtിനു േശഷം എേpാഴാണ്  
ഗർഭംധരിkാൻ ബുdിമുKുെZn്  താŋൾ  
തിരിcറിaത?്

1. 6 മാസtിനും 1 വർഷtിനും 
ഇടയിൽ 


2. 1-2 വർഷtിന് ഇടയിൽ 

3. 2 വർഷtിന് േശഷവും 5 

വർഷtിനുഉ5ിൽ 

4. 5 വർഷേമാ അതിൽ കൂടുതേലാ 

☐☐☐മാസം

60 ഗർഭംധരിkാൻ ബുdിമുKുെZn് 
മനsിലാkിയേശഷം താŋൾ എnാണ് ഉടെന  
െചyത ്?

1. ഉടെനtെn േഡാkെറ കZു, 
Q62േലk്  േപാകുക 

2. ചികിtk് േപാകണം എn് 
വിചാരിcു പെk ൈവകിpിcു


3. മതപരമായ/ വിശ?ാസപരമായ 
മാർgŋൾ പരീkിcു 


4. മെhെnŋിലും, 
വ2kമാkുക………………………
………

61 ഗർഭംധരിkാൻ ബുdിമുKുെZn് 
മനsിലാkിയേശഷം താŋൾ ചികിt 
തുടŋാൻ കൃത2മായി എ.ത നാൾ എടുtു ? 

☐☐മാസം ☐☐☐മാസം
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Section VIII

വn2താ ചികിtാ വിവരŋൾ 


(കൂടുതൽ ചികിtേതടിയിKുെZŋിൽ കൂടുതൽ േപജുകൾ േചർkുക)

ഐ ഡി നമ്പർ:                                                                                                              െസkൻ സീരിയൽ നമ്പർ☐


62 ആരാണ് ചികിt തുടŋാൻ  േ.പരിpിcത?്

[ഒnിൽ കൂടുതൽ ഉtരമാകാം]

1. സ?nമായി

2. ഭർtാവ് 

3. രZുേപരും

4. സ?nം വീKുകാർ

5. ഭർtാവിെn വീKുകാർ

6. കൂKുകാർ 

7. മhാെരŋിലും, 

വ2kമാkുക……………… 

63 എേpാഴാണ് താŋൾ ചികിt ആരംഭിcത് ? 
(കൃത2മായ മാസം ഓർമയുെZŋിൽ അതും 
പറയുക)

☐☐കൃത2 മാസം/ ☐☐☐☐ 
കൃത2 വർഷം

☐☐☐മാസം

64 എ.ത നാൾ (മാസം/വർഷം) താŋൾ ചികിt 
തുടർnു? (ചികിtയുെട ഇടയിൽ എടുt 
ഇടേവളകളും ഉൾെpടുtി )

[ഇപ്േപാഴും ചികിt തുടരുnവരാെണŋിൽ 

അഭിമുഖം നടtുn ദിവസം വെരയുD 
കാലയളവ് േരഖെpടുtുക]

☐☐മാസം/ ☐☐വർഷം ☐☐☐മാസം

65 എേpാഴാണ് താŋൾ ചികിt നിർtിയത് ?

(ചികിtാ ഫലം ലഭിcവരും അെlŋിൽ 
പൂർണമായും ചികിt അവസാനിpിcവരും 
മാ.തം)

☐☐കൃത2 മാസം/ ☐☐☐☐ 
കൃത2 വർഷം

☐☐☐മാസം

66 ഈ കാലയളവിനു5ിൽ  വn2ത 
ചികിtkായി താŋൾ എ.ത ആശുപ.തി 
അെlŋിൽ വn2തചികിtാ േക.nം 
അെlŋിൽ േഡാkർമാരുെട അടുt ് 
േപായിKുZ്?


☐☐(അേലാpതി)

+ 

☐☐ (മhു5വ)

67 ആർkാണ് .പÅം എnാണ് കZുപിടിcത് ? 1. ഭർtാവിനായിരുnു  .പÅം 

2. എനിkായിരുnു  .പÅം 

3. രZുേപരുെടയും .പÅം

4. വിശദീകരിkാൻ ആകാtത് 

അതായതു രZുേപർkും .പÅŋൾ 
ഇl 


5. മെhെnŋിലും, വ2kമാkുക 
…………………………….

Sl 
No

വിവരŋൾ/ േചാദ'ŋൾ T☐ T☐ T☐

68 എേpാഴാണ് താŋൾ 
ചികിt ആരംഭിcത് ?

69 ഏതു േഡാkർ അെlŋിൽ 
േക.ntിൽ ആണ് നിŋൾ 
ചികിtേതടിയത ്?

 ☐☐☐☐ 
[കൃത2മായ  വർഷം 
േരഖെpടുtുക]


അഭിമുഖ സംഭാഷകൻ പിnീട് 
േരഖെpടുtുക  

�  
☐☐☐മാസം 

[വിവാഹtിന് േശഷമു5 
ൈദáഘ2ം േരഖെpടുtുക ]

 ☐☐☐☐ 
[കൃത2മായ  വർഷം 
േരഖെpടുtുക]


അഭിമുഖ സംഭാഷകൻ പിnീട് 
േരഖെpടുtുക  

�  
☐☐☐മാസം 

[വിവാഹtിന് േശഷമു5 
ൈദáഘ2ം േരഖെpടുtുക ]

 ☐☐☐☐ 
[കൃത2മായ  വർഷം 
േരഖെpടുtുക]


അഭിമുഖ സംഭാഷകൻ പിnീട് 
േരഖെpടുtുക  

�   
☐☐☐മാസം 

[വിവാഹtിന് േശഷമു5 
ൈദáഘ2ം േരഖെpടുtുക ]
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70 ഈ േക.ntിൽ  താŋൾ 
നടtിയ  വിവിധ 
ചികിtകൾ  
എെnാെkയാണ്?

[ഒnിൽ കൂടുതൽ ഉtരം 
ആകാം ]

1. .പാഥമിക പരിേശാധനകൾ  
മാ.തം


2. െഫേlാപിയൻ ട2ൂബിൽ 
എെnŋിലും തടsŋൾ 
ഉേZാ എn് 
പരിേശാധിkുക [ട2ൂബ് 
െടസ്h്] - ലാേ.പാേsാpി, 
ൈഹസ്hേറാസൽപിേiാ

.ഗാഫി   

3. മാസമുറ/ആർtവ ച.കം 

നിരീkിkുക, സ?nമായി 
ഗർഭം ധരിkാൻ 
.ശമിkുക


4. മരുnുകൾ വഴി മാസമുറ/ 
ആർtവ ച.കം 
.കമീകരിkുക            


5. പുരുഷåമാരുെട 
ബീജtിെല .പÅŋൾ 
പരിഹരിkാനു5 
ശ.s.കിയ, ബീജtിെല 
.പÅŋൾ 
പരിഹരിkാനു5 
മരുnുകൾ, 


6. അേàാlാദനം 
നടtാനു5 മരുnുകൾ 
(ഓവുേലഷൻ 
ഇൻഡkൻ)                              


7. ഐ യു ഐ           

8. ഐ വി ഫ ് 

9. ഐ വി എഫ് (ദാതാവിെn 

അàം/ ബീജം 
ഉപേയാഗിc്)               


10. മെhെnŋിലും, 
വ2kമാkുക……………

1. .പാഥമിക പരിേശാധനകൾ  
മാ.തം


2. െഫേlാപിയൻ ട2ൂബിൽ 
എെnŋിലും തടsŋൾ 
ഉേZാ എn് 
പരിേശാധിkുക [ട2ൂബ് 
െടസ്h്] - ലാേ.പാേsാpി, 
ൈഹസ്hേറാസൽപിേiാ

.ഗാഫി   

3. മാസമുറ/ആർtവ ച.കം 

നിരീkിkുക, സ?nമായി 
ഗർഭം ധരിkാൻ .ശമിkുക


4. മരുnുകൾ വഴി മാസമുറ/ 
ആർtവ ച.കം 
.കമീകരിkുക            


5. പുരുഷåമാരുെട ബീജtിെല 
.പÅŋൾ പരിഹരിkാനു5 
ശ.s.കിയ, ബീജtിെല 
.പÅŋൾ പരിഹരിkാനു5 
മരുnുകൾ, 


6. അേàാlാദനം 
നടtാനു5 മരുnുകൾ 
(ഓവുേലഷൻ ഇൻഡkൻ)                              


7. ഐ യു ഐ           

8. ഐ വി ഫ ് 

9. ഐ വി എഫ് (ദാതാവിെn 

അàം/ ബീജം 
ഉപേയാഗിc്)               


10. മെhെnŋിലും, 
വ2kമാkുക……………


 

1. .പാഥമിക പരിേശാധനകൾ  
മാ.തം


2. െഫേlാപിയൻ ട2ൂബിൽ 
എെnŋിലും തടsŋൾ 
ഉേZാ എn് 
പരിേശാധിkുക [ട2ൂബ് 
െടസ്h്] - ലാേ.പാേsാpി, 
ൈഹസ്hേറാസൽപിേiാ.ഗാ

ഫി   

3. മാസമുറ/ആർtവ ച.കം 

നിരീkിkുക, സ?nമായി 
ഗർഭം ധരിkാൻ .ശമിkുക


4. മരുnുകൾ വഴി മാസമുറ/ 
ആർtവ ച.കം 
.കമീകരിkുക            


5. പുരുഷåമാരുെട ബീജtിെല 
.പÅŋൾ പരിഹരിkാനു5 
ശ.s.കിയ, ബീജtിെല 
.പÅŋൾ പരിഹരിkാനു5 
മരുnുകൾ, 


6. അേàാlാദനം 
നടtാനു5 മരുnുകൾ 
(ഓവുേലഷൻ ഇൻഡkൻ)                              


7. ഐ യു ഐ           

8. ഐ വി ഫ ് 

9. ഐ വി എഫ് (ദാതാവിെn 

അàം/ ബീജം 
ഉപേയാഗിc്)               


10. മെhെnŋിലും, 
വ2kമാkുക…………


 

71 താŋൾ ഈ േക.ntിൽ 
എ.തനാൾ തുടർnു? 

[.പതിവതിkുn വ2kിk് 
ഓര്മയുെZŋിൽ 
കൃത2മായ ൈദáഘ2ം 
േരഖെpടുtുക]

72 അതിനു േശഷം താŋൾ 
മേhെതŋിലും േക.ntിൽ 
ചികിt േതടിയിKുേZാ?

[ഉെZŋിൽ അടുt 
േകാളവും T2/3/… 
പൂരിpിkുക]

1. ഉZ്

2. ഇl

1. ഉZ്

2. ഇl 

1. ഉZ്

2. ഇl

1. 1-6 മാസം വെര 

2. 1 വർഷം വെര 

3. 1-2 വർഷം വെര

4. 2-5 വർഷം വെര

5. 5 ഓ അതിൽ കൂടുതേലാ 

വർഷം വെര

☐☐മാസം


അഭിമുഖ സംഭാഷകൻ പിnീട് 
േരഖെpടുtുക  

�  
☐☐☐മാസം 

[വിവാഹtിന് േശഷമു5 
ൈദáഘ2ം േരഖെpടുtുക ]

1. 1-6 മാസം വെര 

2. 1 വർഷം വെര 

3. 1-2 വർഷം വെര

4. 2-5 വർഷം വെര

5. 5 ഓ അതിൽ കൂടുതേലാ 

വർഷം വെര

☐☐മാസം


അഭിമുഖ സംഭാഷകൻ പിnീട് 
േരഖെpടുtുക  

�  
☐☐☐മാസം 

[വിവാഹtിന് േശഷമു5 
ൈദáഘ2ം  േരഖെpടുtുക ]

1. 1-6 മാസം വെര 

2. 1 വർഷം വെര 

3. 1-2 വർഷം വെര

4. 2-5 വർഷം വെര

5. 5 ഓ അതിൽ കൂടുതേലാ 

വർഷം വെര

☐☐മാസം


അഭിമുഖ സംഭാഷകൻ പിnീട് 
േരഖെpടുtുക  

�  
☐☐☐മാസം 

[വിവാഹtിന് േശഷമു5 
ൈദáഘ2ം േരഖെpടുtുക ]
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73 അടുt ചികിt 
ആരംഭിcതിനും ഈ 
ചികിt നിർtിയതിനും 
ഇടy്കു എ.തനാൾ ഇടേവള 
ഉZായിരുnു?

[.പതിവതിkുn വ2kിk് 
ഓര്മയുെZŋിൽ 
കൃത2മായ ൈദáഘ2ം 
േരഖെpടുtുക]

74 ഈ േക.ntിെല ചികിt 
താŋൾ എnുെകാZാണ് 
നിർtിയത് അെlŋിൽ 
ഇടkുവcു ഉേപkിcത് ?

ഒnിൽ കൂടുതൽ ഉtരം 
ആകാം 

1. ചികിtാസംബnമായി 
ഉ5 മാനസിക സmർdം


2. ചികിtാസംബnമായി 
ഉ5 ശാരീരിക  സmർdം 


3. ചികിtാേക.nം 
സംബnിcു5 .പÅം


4. ചികിt 
ഫല.പാpിെയkുറിcു 
വിശ?ാസമിl 


5. േമാശമായ 
േരാഗപുേരാഗതി


6. .പാേയാഗികമായ 
ബുdിമുKുകൾ


7. വ2kിഗതമായ .പÅŋൾ 

8. സ?nമായി ഗർഭം 

ധരിkാൻ .ശമിkുnു 

9. ചികിt 

കുറcുനാളേtkു 
മാhിവy്കുnു/ 
ചികിtയിൽ നിn് ഒരു 
ഇടേവള എടുkുnു


10. േഡാkർ നീkം െചയ്തു

11. സാമ്പtിക 

ബുdിമുKുകൾ 

12. ചികിtയുമായി 

ബnെpKു5 
േസവനŋളുെട .പÅം 


13. മേhെതŋിലും ആേരാഗ2 
.പÅം 


14. ഈ നിéിതമായ ചികിt 
തുടരാൻ താlര2മിl 


15. ഇതര മാർgŋൾ/ 
ചികിtകൾ െചയ്യുnു 


16. ഒരു കുKിെയ 
ആ.ഗഹിkുnിl 


17. മെhെnŋിലും, 
വ2kമാkുക……………
…………………

1. ചികിtാസംബnമായി 
ഉ5 മാനസിക സmർdം


2. ചികിtാസംബnമായി 
ഉ5 ശാരീരിക  സmർdം 


3. ചികിtാേക.nം 
സംബnിcു5 .പÅം


4. ചികിt 
ഫല.പാpിെയkുറിcു 
വിശ?ാസമിl 


5. േമാശമായ േരാഗപുേരാഗതി

6. .പാേയാഗികമായ 

ബുdിമുKുകൾ

7. വ2kിഗതമായ .പÅŋൾ 

8. സ?nമായി ഗർഭം ധരിkാൻ 

.ശമിkുnു 

9. ചികിt 

കുറcുനാളേtkു 
മാhിവy്കുnു/ 
ചികിtയിൽ നിn് ഒരു 
ഇടേവള എടുkുnു


10. േഡാkർ നീkം െചയ്തു

11. സാമ്പtിക 

ബുdിമുKുകൾ 

12. ചികിtയുമായി 

ബnെpKു5 
േസവനŋളുെട .പÅം 


13. മേhെതŋിലും ആേരാഗ2 
.പÅം 


14. ഈ നിéിതമായ ചികിt 
തുടരാൻ താlര2മിl 


15. ഇതര മാർgŋൾ/ 
ചികിtകൾ െചയ്യുnു 


16. ഒരു കുKിെയ 
ആ.ഗഹിkുnിl 


17. മെhെnŋിലും, 
വ2kമാkുക……………
…………………

1. ചികിtാസംബnമായി 
ഉ5 മാനസിക സmർdം


2. ചികിtാസംബnമായി 
ഉ5 ശാരീരിക  സmർdം 


3. ചികിtാേക.nം 
സംബnിcു5 .പÅം


4. ചികിt 
ഫല.പാpിെയkുറിcു 
വിശ?ാസമിl 


5. േമാശമായ േരാഗപുേരാഗതി

6. .പാേയാഗികമായ 

ബുdിമുKുകൾ

7. വ2kിഗതമായ .പÅŋൾ 

8. സ?nമായി ഗർഭം ധരിkാൻ 

.ശമിkുnു 

9. ചികിt കുറcുനാളേtkു 

മാhിവy്കുnു/ 
ചികിtയിൽ നിn് ഒരു 
ഇടേവള എടുkുnു


10. േഡാkർ നീkം െചയ്തു

11. സാമ്പtിക ബുdിമുKുകൾ 

12. ചികിtയുമായി 

ബnെpKു5 
േസവനŋളുെട .പÅം 


13. മേhെതŋിലും ആേരാഗ2 
.പÅം 


14. ഈ നിéിതമായ ചികിt 
തുടരാൻ താlര2മിl 


15. ഇതര മാർgŋൾ/ 
ചികിtകൾ െചയ്യുnു 


16. ഒരു കുKിെയ 
ആ.ഗഹിkുnിl 


17. മെhെnŋിലും, 
വ2kമാkുക………………
………………

1. 1-6 മാസം വെര 

2. 1 വർഷം വെര 

3. 1-2 വർഷം വെര

4. 2 വർഷtിൽ കൂടുതൽ, 

വ2kമാkുക 
……………………………. 


☐☐മാസം

അഭിമുഖ സംഭാഷകൻ പിnീട് 

േരഖെpടുtുക  

�  
☐☐☐മാസം 

[വിവാഹtിന് േശഷമു5 
ൈദáഘ2ം േരഖെpടുtുക ]

1. 1-6 മാസം വെര 

2. 1 വർഷം വെര 

3. 1-2 വർഷം വെര

4. 2 വർഷtിൽ കൂടുതൽ, 

വ2kമാkുക 
……………………………. 


☐☐മാസം

അഭിമുഖ സംഭാഷകൻ പിnീട് 

േരഖെpടുtുക  

�  
☐☐☐മാസം 

[വിവാഹtിന് േശഷമു5 
ൈദáഘ2ം േരഖെpടുtുക ]

1. 1-6 മാസം വെര 

2. 1 വർഷം വെര 

3. 1-2 വർഷം വെര

4. 2 വർഷtിൽ കൂടുതൽ, 

വ2kമാkുക 
……………………………. 


☐☐മാസം

അഭിമുഖ സംഭാഷകൻ പിnീട് 

േരഖെpടുtുക  

�  
☐☐☐മാസം 

[വിവാഹtിന് േശഷമു5 
ൈദáഘ2ം േരഖെpടുtുക ]
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In-depth interview guide  

INTRODUCTION: 

Thank you very much for agreeing to be interviewed. I understand that you have been married 

for… years and had some difficulty in getting pregnant. I also understand that you have taken 

different treatments for resolving this. I would like to understand more about this and your 

experience of undergoing the treatment. My questions to you will relate more to the kind of 

treatment you have undergone in trying to conceive and the specific meaning it has to your life. 

There are no right or wrong answers to my questions, and I am more interested in your opinions 

regarding your experiences of living with the infertility.  

Can you describe your experiences with undergoing treatment for getting pregnant? What 

parts of this treatment were difficult? Why was it difficult? What did you and your partner do 

to solve the problems about this treatment process? How did the doctor and the other people 

at the hospital/treatment site help? 

What was the diagnosis regarding the infertility? How did you feel about the diagnosis? What 

was the reaction of others in your family, including your partner to it? How did you deal with 

these reactions? Can you explain what happened following the diagnosis – in terms of how 

people behaved towards you and how you reacted to it? 

How did the treatment effect you? PROBE: when the diagnosis was your problem vs your 

husband’s problem 

What context or situations have typically influenced or affected this experience of having 

difficulty to get pregnant? 

LEAVE TAKING: Thank you very much for patiently answering all my questions. I am very 

grateful to you for giving me the time and explaining your experiences regarding your fertility 

problem. I would like to assure you that I will not mention either your name or any identifying 

information in my analysis or dissertation.  

lxiv
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ഗഹനമായ അഭിമുഖം നടtുnതിനു1 മാർഗനിർേദശം  

ആമുഖം: താŋെള അഭിമുഖം െചയ്യാൻ സmതം തnതിനു നnി. താŋൾ വിവാഹിതയായി:ു ... നാളായി എnും 
താŋൾk് ഗർഭംധരിkുnതിനു ചില ബുdിമു:ുകൾ ഉെFnും ഞാൻ മനsിലാkുnു. ഇത് പരിഹരിkാനായി 
താŋൾ വKതKs ചികിtകൾ സNീകരിcി:ുെFn് ഞാൻ മനsിലാkുnു. ഇത് സംബnിcു കൂടുതൽ 
വിവരŋൾ അറിയാൻ ഞാൻ താതWരKെpടുnു, ചികിt നടtുമ്േപാൾ ഉFായ അനുഭവŋെള കുറിcും 
അറിയാൻ താതWരKെpടുnു. 

എെn േചാദKŋൾ താŋൾ ഗർഭം ധരിkുnതിനു േവFി െചy/ ^ശമിc  വിവിധ തരtിലു` ചികിtകളും 
അതിനു നിŋളുെട ജീവിതtിെല അർഥം എnാണ് എnറിയുnതിനും േവFിയാണു .  എെn േചാദKŋൾk് 
ശരിേയാ െതേeാ ഉtരം ഇl മറിcു വnKതെകാFു`  ജീവിതാനുഭവŋെള സംബnിcു` താŋളുെട  
അഭി^പായŋൾ അറിയാനാണ്  എനിk് കൂടുതൽ  താlരKം.


 ഗർഭിണിയാകാൻ ചികിtിkുnതിലൂെട താŋൾkുFായ അനുഭവŋൾ  വിവരിkാനാകുേമാ?

ഈ ചികിtയുെട ഏെതlാം  ഭാഗŋൾ ആയിരുnു വിഷമകരമായിരുnത് ?എnുെകാFാണ് അത് 
ബുdിമു:ായിരുnത?്

താŋളും താŋളുെട പŋാളിയും  ഈ ചികിtാരീതിെയkുറിcു` ^പkŋൾ പരിഹരിkാൻ എnാണ് െചyത?്

ആശുപ^തി / ചികിt sലt് േഡാkറും മeു ആളുകളും എŋെനയാണ് സഹായിcത്?

വnKത സംബnിc േരാഗനിർണയം എnായിരുnു? േരാഗനിർണയെtkുറിc് താŋൾk് എnു േതാnുnു?

താŋളുെട പŋാളിയുെടയും കുടുംബtിെല മeു`വരുെട ^പതികരണം എnായിരുnു? ഈ ^പതികരണŋൾ 
താŋൾ എŋെനയാണ് ൈകകാരKം െചyത?്

േരാഗനിർണയtിനുേശഷം എnാണ് സംഭവിcെതn് വിശദീകരിkാേമാ  - ആളുകൾ താŋേളാട് െപരുമാറിയതും 
അതിേനാടു താŋൾ ^പതികരിcതും എŋെനയായിരുnു?

ചികിtകൾ താŋെള എŋെന ബാധിcു?േ^പാബ് : േരാഗനിർണയം താŋളുമായി ബnെp:ിരിkുമ്േപാൾ, 
േരാഗനിർണയം താŋളുെട ഭർtാവുമായി ബnെp:ിരുnേpാൾ

ഗർഭിണിയാകാൻ ബുdിമു:ു` ഈ അനുഭവെt ഏതു സnർഭം അെlŋിൽ സാഹചരKŋൾ 
സാധാരണഗതിയിൽ സNാധീനിcു അെlŋിൽ ബാധിcു?


സംഭാഷണം അവസാനിpിkുക :

 താŋളുെട വിലെp: സമയം ചിലവാkി എെn േചാദKŋൾk് kമാപൂർവം ഉtരം തnതിനും താŋൾ പരിഗണിc 
ചികിtകെള കുറിcും അത് എnുെകാF്  താŋളുെട വnKതാ ^പktിന ്തിരെqടുെtnും വളെര 
വKkമായി വിശദീകരിcതിനും  നnി. താŋളുെട േപേരാ താŋെള തിരിcറിയാൻ കഴിയുn മe് വിവരŋേളാ ഞാൻ 
എവിെടയും (വിശകലനം െചയKുമ്േപാേഴാ ^പബntിേലാ) സൂചിpിkുnതl.
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A15: In-depth interview guide for phase III in-depth interview (Malayalam)



 

A16: Status of emigration in Kerala and its districts, 1998-2018 
 

Table 1: Proportion of emigrants by districts of Kerala, 1998-2018 

District 

Emigrants 
  

1998*  
KMS 

A 

2001 
Census 

B 

Percentage 
of Total 

population 
C=A/B 

2008*  
KMS 

D 

2011 
Census 

E 

Percentage 
of Total 

population 
F=D/E 

2018*  
KMS 

G 

2011 
Census 

H 

Percentage 
of Total 

population 
I=G/H 

  Emigrants Population Percentage  EMI Population Percentage  EMI Population Percentage  

Thiruvananthapuram 130705 3234356 4.04 308481 3301427 9.34 137007 3301427 4.15 
Kollam 102977 2585208 3.98 207516 2635375 7.87 240527 2635375 9.13 
Pathanamthitta 97505 1234016 7.90 120990 1197412 10.10 109836 1197412 9.17 
Alappuzha 62870 2109160 2.98 131719 2127789 6.19 136857 2127789 6.43 
Kottayam 35494 1953646 1.82 89351 1974551 4.53 166625 1974551 8.44 
Idukki 7390 1129221 0.65 5792 1108974 0.52 32893 1108974 2.97 
Ernakulam 103750 3105798 3.34 120979 3282388 3.69 53418 3282388 1.63 
Thrissur 161102 2974232 5.42 284068 3121200 9.10 241150 3121200 7.73 

Source: *Rajan and Zachariah, 2019, p 25 and Census of India, 2001 and 2011          (contd.) 
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Table 1: Proportion of emigrants by districts of Kerala, 1998-2018 (contd.) 

District 

Emigrants 
  

1998*  
KMS 

A 

2001 
Census 

B 

Percentage 
of Total 

population 
C=A/B 

2008*  
KMS 

D 

2011 
Census 

E 

Percentage 
of Total 

population 
F=D/E 

2018*  
KMS 

G 

2011 
Census 

H 

Percentage 
of Total 

population 
I=G/H 

  Emigrants Population Percentage  EMI Population Percentage  EMI Population Percentage  

Palakkad 116026 2617482 4.43 189815 2809934 6.76 89065 2809934 3.17 
Malappuram 296710 3625471 8.18 334572 4112920 8.13 406054 4112920 9.87 
Kozhikode 116026 2879131 4.03 199163 3086293 6.45 160691 3086293 5.21 
Wayanad 4552 780619 0.58 13996 817420 1.71 30650 817420 3.75 
Kannur 88065 2408956 3.66 119119 2523003 4.72 249834 2523003 9.90 
Kasaragod 38747 1204078 3.22 67851 1307375 5.19 67281 1307375 5.15 
Total 1361919 31841374 4.28 2193412 33406061 6.57 2121887 33406061 6.35 

Source: *Rajan and Zachariah, 2019, p 25 and Census of India, 2001 and 2011 
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A17:Emigrants by marital status and sex, 1998-2018 

                  Table 2: Emigrants by marital status and sex, 1998-2018 
Marital Status Male Female 

1998* 2003* 2008* 2011** 2013*** 2018*** 1998* 2003* 2007* 2011** 2013*** 2018*** 

Never 
married/unmarried 

49.8 60.9 56.1 63.8 44.8 24.8 17.4 25.1 13.2 45.9 32.3 33.0 

Married 49.8 39.0 43.4 36.1 53.0 74.5 79.2 74.3 85.7 52.8 55.3 65.5 

Others(W/S/D*) 0.4 0.1 0.5 0.1 2.2 0.7 3.4 0.6 1.1 1.3 12.4 1.5 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

   * W- Widow/widower, S-Separated, D-Divorced 
     Source: *Rajan and Zachariah, 2007, p 31. **Rajan and Zachariah, 2012, p 50. ***Rajan and Zachariah, 2019, p 32 
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A18: Calculation of age of the respondent at the time of starting treatment 

 

The age of the respondent at the time of starting the treatment was calculated using the 

current age and the date of starting the treatment and the date of interview. The 

difference between the date of interview and the date of starting the treatment gave the 

number of years since starting the treatment, i.e., x years 

 

No of year since start of treatment= (date of interview)- (date of starting the 

treatment)= x years ______________________________ (1) 

 

From this, the age of the respondent at the time of starting the treatment was computed, 

i.e., by subtracting x years from the age of the respondent at the time of the interview.  

 

Age at the time of starting treatment = (age at the time of interview)-(x 

years)_______(2) 
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A19: Calculation of age of the respondent at pregnancy 

 

The age at pregnancy was calculated using the available information on age of the 

respondent at the time of interview, date of interview, date of starting the treatment for 

each respondent and the total duration of treatment for infertility till pregnancy. The 

total duration of the treatment for each individual is the calculated from the individual 

duration spend in each centre till they got pregnant or till they stopped treatment or till 

the time of interview if they were continuing the treatment. 

 

The difference between the date of interview and the date of starting the treatment 

gave the number of years since starting the treatment, i.e., x years 

 

No of year since start of treatment and first treatment= (date of interview)- (date of 

starting the treatment)= x years ______________________________ (1) 

 

From this, the age of the respondent at the time of starting the treatment was computed, 

i.e., by subtracting x years from the age of the respondent at the time of the interview.  

 

Age at the time of starting treatment = (age at the time of interview)-(x 

years)_______(2) 

 

And,  the age of the respondent at pregnancy was computed using the equation (3) 

Age of the respondent at pregnancy= Age at the time of starting treatment + Duration 

of treatment till pregnancy________________________(3) 
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