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Introduction

Infertility remains a neglected issue in Bangladesh’s
reproductive health policy; instead, the emphasis has
always been on the problem of overpopulation. As a
result the dominant state ideology in Bangladesh is
related to controlling fertility, and the implementa-
tion of Family Planning programmes has become a
success story for the country (Ahmed and Chowd-
hury, 1999; Country Report, 2006). Although no
epidemiological study has been conducted in the
national level to know the prevalence rate of infer-
tility in Bangladesh, a global review of infertility
from the World Fertility Survey and others estimated
infertility rates in South Asian countries stated 4%
in Bangladesh. Another estimate of overall primary
and secondary infertility in South Asia, on the basis
of women at the end of their reproductive lives in
the age group 45-49 years, suggests an infertility rate
of approximately 15% in Bangladesh (Vaessen,
1984; Farely, 1988, cited in Kumar, 2007), which is
the highest among all South Asian countries.

There is evidence that potential causal factors of
infertility are also widely present in Bangladesh.
Studies showed that in the South Asian region repro-
ductive health problems such as sexually transmitted
diseases (STD), urinary tract infections (UTI), repro-
ductive tract infections (RTI), unhygienic delivery,
postpartum infection and unsafe obstetric and
abortion procedures are linked to sepsis and pelvic
infections, which can cause infertility (Unisa, 2010;
Ali et al., 2007; Prasad 2005; WHSEA, 2002a;
Jejeebhoy, 1998). A report by WHSEA (2002b)
suggested that the prevalence of STDs in Bangladesh
is still unknown, but following their analysis of small
scale studies conducted between 1989 and 1997,
Bangladesh has a high prevalence of STDs. Other
investigation reported that the estimated number of

people with STDs in the country is around 2.3 mil-
lion (SDNP-2002). A recent study of truck drivers in
Bangladesh found a high prevalence of the herpes
simplex virus (HSV-2), at 25.8% (Gibney et al.,
2002). WHSEA’s (2002b) report also suggested that
in Bangladesh the prevalence of RTIs amongst
women is 56% in rural and 60% in urban settings.

It is noted in addition, that because of the under-
reporting of secondary infertility in health facility
based studies, the information that is available on
causes of infertility is likely to consistently underes-
timate the role of infections, which are the most fre-
quent cause of secondary infertility, 55% as reported
by WHSEA (2002a). Compounding the problem is
the increasing number of abortions and unhygienic
birth practices in Bangladesh, which can also result
in a higher likelihood of pelvic infections. It has been
observed that only 5% of births in Bangladesh are
attended by a health professional (WHSEA, 2002b)
and abortion practice have increased in recent times
in the country (Rahman, 2000). A cross-sectional
study revealed that 66% of the women surveyed
reported that they had experienced at least one
complication during their last pregnancy and/or
childbirth (Ahmed et al., 1998).

Furthermore, the other indirect causal factors of
infertility are also worth mentioning here, such as
poverty, tuberculosis, malnutrition, anaemia, and
low-birth-weight. For example it is already acknowl-
edged that poverty increases the risk of infertility in
many ways, for example, the scarcity of water and
the lack of access to nutrition and health care make
women more vulnerable to RTI, which may cause
secondary infertility among them (Unnithan-Kumar,
2001). This is the case in Bangladesh, where 36% of
people live below the poverty level. Also a number
of studies done in India found that tuberculosis is
another indirect causal factor of female infertility
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(Haque, 2002; Kumar, 2008). Haque (2002) reported
globally Bangladesh ranks as the fourth highest
country in terms of the prevalence of TB, and
contains 3.6% of the TB cases diagnosed worldwide.
There is also evidence of the effect of maternal
nutritional status, e.g. weight and mid-arm circum-
ference, and anaemia on the incidence of sterility
(Jejeebhoy, 1998; Singh, 2007). According to a
Human Development report, 59% of young girls
suffer from chronic malnutrition in Bangladesh
(WHSEA, 2002b). This is further confirmed through
the Government of Bangladesh Country Report
(2000), which stated that approximately 70% of
pregnant mothers in Bangladesh suffer from mal-
nutrition and high rates of anaemia (Country Report,
2000). Another factor contributing to infertility
is low-birth-weight, with 50% of all infants in
Bangladesh being born underweight (Fuchs, 1992).

In addition to these practical issues, infertility has
a deep cultural dimension. Whilst Bangladesh is an
anti-natalist state, the society is pro-natalist. For
various economic, cultural and religious reasons
children are necessary and extremely valued in this
society. Consequently, being childless has a wide
range of consequences for both rural and urban
Bangladeshi women, in terms of social stigma,
familial violence, and psychological or economic
disadvantages, with the essence of all these conse-
quences being ‘suffering’. Studies show that in a
patriarchal society like Bangladesh where mother-
hood is synonym of womanhood, childlessness
destroys the identity of womanhood, which results
in marginalisation (Nahar and Richters, 2011; Nahar,
2010b, 2010c, 2012).

However, despite the fact that there are significant
potential risk factors for infertility in Bangladesh,
and that infertility results is a serious disruptions to
people’s/women’s wellbeing, there are hardly any
services available for infertility in Bangladesh
(UNFPA, 1996). In a comparatively recent discus-
sion of maternal health in Bangladesh, Graham
(2001), by wusing the source of ‘Bangladesh
Demography and Health Survey’ data, provided a
list of reproductive health care services in
Bangladesh. There too was no mention of infertility
service in the list.

A more recent qualitative exploration, the expe-
riences of infertile women in terms of their health
seeking in Bangladesh, found that there are hardly
any public or NGO services for infertile people/
women. Along with a wide range of informal private
services, there are only a few biomedical services
available in the private sector, and these are expen-
sive (Nahar, 2010a). With this as a backdrop, in this
paper I will explore the stakeholders’ views on the
lack of infertility services in Bangladesh.
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Methods

This paper is based on a larger ethnographic study
carried out in Bangladesh in 2003-2004, which ex-
plored cultural constructions and the consequences,
resilience of infertility amongst rural and urban
childless women (Nahar, 2007). The current paper is
mainly based on key-informant interviews. Key-
informant interviews are qualitative in-depth inter-
views with the individuals who are likely to provide
needed information, ideas, and insights on a particu-
lar subject.

The 24 key-informants included stakeholders
from government and non-government organisa-
tions, such as GO and NGO programme imple-
menters (#6), policy makers (#4), donors (#3) and
public health researchers (#2). The result of the
interviews provided broader socio-political under-
standing of the reasons behind the unavailability of
infertility services in Bangladesh. In addition, to
understand the reasons behind the availability of
infertility services in the private sector, private bio-
medical infertility practitioners (#3) and verities of
informal providers (#6) were also interviewed. The
key-informant interviews took place in the stake-
holders’ office or health centres. Each interview
lasted at least for an hour. An open ended ‘guideline’
was used for interviewing; the topic list was altered
for different groups.

Results

In this section, I will present the stakeholders’ views
of the reasons for including or not including infer-
tility in the policy or services of their respective
sectors. These views will be navigated by means of
a vertical grouping of key stakeholders involved in
reproductive health issues. | start my journey at the
very bottom level of the ladder of stakeholders, and
reach the top by the end of my journey.

Reasons behind not providing infertility services
in the public sector

Implementers’ views

All the interviewed government and NGO represen-
tatives acknowledged the need for infertility
services. Since they worked at the grass roots level,
they frequently came across the consequences of
childlessness and had noticed the harassment of
childless people in terms of health seeking. However
regarding the reasons for not including infertility in
the agenda, both government and NGO representa-
tives mentioned that they could not include infertility



in their programmes because infertility was not a
priority issue for the Bangladesh government’s
health agenda, and nor were donors interested in it.
NGO representatives added that infertility services
require specialist training for the doctors, pathology
lab workers and the organisations did not have these
human resources.

However, it is important to note that programme
implementers are placed at a level below the policy
makers, so they are not in a position to influence na-
tional decisions on health interventions, including
infertility services. I therefore then turned to the
Bangladeshi health policy makers in order to inves-
tigate the perspectives of people who do have the
power to influence.

Policy makers’ views

It was found that policy makers including the direc-
tors of different relevant Wings of Health Ministry
of Bangladesh Government and the NGO Reproduc-
tive Health Programme directors did not have any
plans to include infertility in their agenda in the near
future. The major constraint mentioned by the gov-
ernment representatives was a limit in resources and
having other priority issues. The representatives
strongly believed that there were many other priority
issues within reproductive health that needed to be
focused on, for example fertility control and mater-
nal health. As one of the government representative
said, “There is no money to provide any other addi-
tional services within this budget. Due to fund limi-
tations, we are even struggling with our existing
family planning programme, the most crucial prob-
lem of the country™.

The NGO policy makers mentioned other reasons
for not including infertility, such as an absence of
technical facilities within their resources, not having
a person/department to refer to in the district level
government hospital for infertility treatment. More-
over NGOs follow the principle of ‘prevention’
which is another reason for excluding infertility but
including STDs and maternal health. Finally, the
main reason NGOs are prevented from including in-
fertility services in Bangladesh according to the
NGO policy makers is the lack of willingness of both
the donors and the government. A representative of
an NGO stated:

“Our Government does not or cannot do any research
in order to fix priorities. Whatever donors want, that
becomes our area of interest. This is how donors give
emphasis to some issues and other issues remain
ignored. Sometimes donors do not consider the local
reality, they just make a general proposal for every
country. I believe infertility is ignored for this reason
as well”.

With this in mind, I explored the views of donor
agencies.

Views of donor agencies

The representatives of prominent donors of repro-
ductive health in Bangladesh were interviewed ().
They did not consider that infertility could be in-
cluded in the reproductive health programmes in
Bangladesh in the near future. None of the donor
representatives believed that infertility was a priority
issue for the country. The donor representative from
donor (A) stated that they have other priority issues
to address at the moment. She said, “Infertility is out
of our mandate at this moment”. She suggested
donor (B), the major fund-giving organisation in
Bangladesh, could play a bigger role in tackling
infertility.

I subsequently talked to donor (B)’s reproductive
health programme head. According to her, one of the
major reasons for not providing funds for infertility
care in Bangladesh is that Bangladesh has neither the
technical expertise in the field of infertility, nor the
infrastructure that would be required for setting up
infertility clinics. It would require huge investments
to address this issue. Moreover, she remarked that to
set up a programme one has to justify the problem
by showing the incidence and prevalence rates, es-
pecially in a resource-poor country like Bangladesh.
Unfortunately, no information on the infertility rate
is available in Bangladesh. She added that because
of the resource constraints, donor (B) funds for re-
productive health issues are applied on a priority
basis. According to her, infertility is not a problem
for the majority of the population, and so it is not a
priority issue for the country. However donor (B)
representative suggested donor (C) might have a
plan on this, as family planning is their main area of
activity.

At this point I went to interview donor (C)’s coun-
try representative. This person informed me that
donor (C) never make any decisions about fixing pri-
orities for any country. It was the Bangladesh Needs
Assessment Team who had prioritised maternal mor-
tality reduction for the country in the last headquarter
meeting, which she saw as logical considering that
Bangladesh has a maternal mortality rate of 322 per
100,000 live births. As a result most of donor (C)’s
funds go to the programmes that address this issue
and family planning programmes. The representative
said, “We do not fund infertility services. We think
that high maternal mortality and morbidity is still a

' Donors’ fictive names are used as A, B and C.
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problem for Bangladesh and that needs to be ad-
dressed first. Moreover, overpopulation is a constant
threat, and infertility is not a threatening issue for the
country”. She further added that donor (C) would
need to know the prevalence rate of infertility before
they began to address it. Therefore a survey report
with statistics would be needed, which currently
does not exist.

Researchers opinions

At this stage I continued my journey by interviewing
the researchers from the leading international health
research institute in Bangladesh, one of them is a de-
mographer who works mainly on family planning,
the other one is a social scientist who works on
health equity issues. Both of them highlighted how
government and donors prioritize fertility control
as their health agenda pushing aside issues like
infertility. In addition, they also mentioned some
methodological complications of epidemiological or
demographic research on infertility. For example, the
definition of infertility in demography itself may ex-
clude some infertile women from the survey; thus

Donor Agencies |

Health Policy Makers
Gov. & NGO

A

Health Implementers
Gov. & NGO

Health Providers
Gov. & NGO

No Public
Services
Available

/

under report prevalence rate. One researcher thought
that the traditional approach of public health, which
focuses on mortality reduction and fertility control,
and conceptualizes women’s health as maternal
health, is the reason for organisations ignoring infer-
tility. Figure 1 shows the top down approach of de-
cision-making of infertility services in the public
sector in Bangladesh.

Motives behind providing infertility services in
private sector:

In a context where both the public health services
provided by the government and NGOs in the formal
sector remain silent about infertility and offer hardly
any services to the sufferer, it is the private health
providers of the formal and informal sectors that
have filled the gap. In order to gain a better under-
standing of the infertility service sector dynamics I
explored the motives of private sector providers for
providing services for childlessness. Figure 2 shows
the availability of infertility services in the private
sector in Bangladesh.

Researchers of
Gov. & NGO

Hardly any research
on infertility

Fig. 1. — Top down approach of decision-making of infertility services in the public sector in Bangladesh
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Folk Healers

Fig. 2. — Availability of infertility services in the private sector in Bangladesh

Private practitioners in the formal sector

Although they are few in number, private biomedical
doctors are the major infertility service providers in
the formal sector. I interviewed specialist physicians
who were providing infertility treatments in the pri-
vate formal sector, and they mentioned different rea-
sons for becoming involved in infertility treatment.
They admitted that their involvement was mainly for
business purposes, but also partly for humanitarian
reasons. One specialist, who was one of the pioneers
of assisted reproductive technologies (ARTs) in
Bangladesh, explained his reasons as follows:

“As a gynaecologist I frequently used to encounter in-

fertile cases, but I could not do anything for them. At
best I could diagnose which one of the couple had the
problem. But I couldn’t do anything; I also couldn’t
refer them, as there was no facility anywhere to treat
infertility. I really felt pity for these couples. Finally I
decided that I should do something for them. I then
trained myself in Europe and started treating infertile
people with various assisted reproductive technologies.
I am happy that as almost none of the government
facilities are able to provide any service to infertile
couples, I am able to provide at least something”.

The second specialist took up infertility because it
was a promising career option. The third specialist
also mentioned her professional career as a reason
for taking up infertility treatment. She said that as
the arena of infertility was relatively empty, it was a
potential field of business.

The informal sector

I mentioned earlier that for the rural population, in-
fertility treatment in the formal (private) sector is
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neither affordable nor accessible (Nahar, 2010a).
The treatment that is available in the rural informal
sector is mainly in the form of herbs, amulets, holy
water (enchanted with Quranic or other religious
verses), certain drugs and various spiritual rituals.

All the rural traditional providers stated that they
did not intend to become specialists in infertility
treatment, but obtained their knowledge of this treat-
ment along with other treatments when they were
trained by their Gurus. They therefore treat infertility
alongside other diseases. They also mentioned that
folk providers are sometimes more interested in in-
fertility treatment because the financial rewards for
a positive treatment outcome are much better than
for any other illness. All of them however mentioned
that they provided infertility treatment to make God
happy by helping helpless people. Ultimately, the
thanks goes to God for a positive outcome. One old
Hindu provider said that he never claims any finan-
cial reward when providing infertility treatments be-
cause he believes that it is God (Eshwar) who creates
babies and God deserves the thanks. But if women
give him presents after having a baby he does not re-
fuse them. Figure 3 shows the reasons for providing
infertility services in the private sectors in
Bangladesh.

Discussion

It is clear from the reactions of policy makers, re-
searchers, and donors that infertility is not currently
on anyone’s agenda in Bangladesh. It is obvious that
the government and NGO policy makers’ and donors’
main concern is to emphasise family planning and
maternal & child health care. This is because,
according to them, overpopulation, as well as high
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Fig. 3. — Reasons for providing infertility services in the private sectors in Bangladesh

maternal and infant mortality and morbidity, is con-
sidered the main public health problem of the coun-
try. As infertility is not a highly prevalent condition
in the country (disregarding that no data are avail-
able) and there are constraints in terms of the avail-
ability of resources and technical experts, infertility
has not ever been considered as an issue for public
health intervention. The motive for infertility care
among biomedical private providers is mainly profit
making, and as a result it is only affordable to the
urban, wealthy population; the rest must seek treat-
ment from informal healers. A study done among
slum dweller married adolescent women in Dhaka,
Bangladesh stated that due to the lack of infertility
service in the public sector, the understandings and
health seeking practice surrounding infertility among
the deprived population is guided by various super-
stitious beliefs (Rashid, 2007).

However, there are also counterarguments in
favour of providing infertility services in a develop-
ing country like Bangladesh. A number of authors
have shown how health policies are created in de-
veloping countries by means of a top down ap-
proach, and how this is influenced by the ideologies
of powerful, developed countries. Rowland (1996)
and Akhter (1992) have shown how the fear of a
population boom generated in the 1970s by a few
Western scholars still influences the current popula-
tion policies in Bangladesh. The agenda of fertility
control has thus overshadowed other issues of repro-
ductive health in Bangladesh, resulting in the current
lack of infertility services.

On the other hand, prioritising public health issues
based only on epidemiological indices is also prob-
lematic; as epidemiological indices do not capture
psychological and socio-cultural responses; for this,
qualitative studies are required. A number of authors
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have argued that as childless women in developing
countries bear a major burden (due to their childless-
ness) in comparison with those in developed coun-
tries, investment in modern infertility treatment
options in developing countries can easily be justi-
fied (Sen, 1994; Edouard and Olatunbosun, 1997,
Daar and Merali, 2002; Akande, 2008; Ombelet,
2009; Nahar and Richters, 2011).

Moreover, the high prevalence of all the potential
causal factors present in Bangladesh has been men-
tioned in the introduction. This high number of po-
tential causal factors for infertility in Bangladesh
also justifies the provision of infertility services in
the country.

Finally, infertility services are also justified from
an equity perspective. Evans et al. (2001) mentioned
poverty, marginalisation, urban/rural differences, dif-
ferences in social status, education, gender, social
context and social policy as key factors to under-
standing inequity. Braveman (2003) emphasised the
issue of fairness and justice in his discussion of in-
equity. Referring to these arguments, it is unfair to
make ARTs available only to the wealthier sector of
the population whilst the suffering of childlessness
is just as intense in the poorer population; in some
cases the intensity of consequences are even more
among the deprived groups (Nahar and Richters,
2011). It is the poor who are more vulnerable to
potential risk factors of infertility. In such a context
infertility service in Bangladesh is definitely an
example of unfairness.

Conclusion
Through the analysis of stakeholders’ interviews on

infertility policies and services via a vertical process,
we can clearly see that everyone is busy placing the



blame on someone else for not taking care of the
issue of infertility, whilst infertile/childless
women/people are deprived of biomedical infertility
treatment. It is almost as if they don’t exist; or are
invisible. The government and policy makers in
Bangladesh do not want to admit that this is a
problem; they are keen to promote a reduction in the
child birth rate and to improve maternal and child
health care, while remaining silent about infertility.

Recommendation

I argue that the obstacle of providing infertility
service in Bangladesh is not at the provider or
public health programme implementers level as
the health service provision is guided by the
decisions of the policy makers, which again are
steered by the views of the donor agencies. It is
therefore important to change the conceptualiza-
tion of prioritising public health problems by the
donors and government policy makers, which
principally is guided only by epidemiological
data. Strong advocacy is needed to promote the
point that epidemiological data do not capture
the impact of this burden on the wellbeing of
infertile people. It is also important to highlight
the significant prevalence of infertility risk
factors in Bangladesh. More research is needed
on infertility both from epidemiological and
social science perspectives in Bangladesh. By
increasing the body of knowledge on infertility
through greater numbers of research and through
rigorous advocacy for alleviating the sufferings
of infertile persons, it is possible to change the
views of government policy makers and donors,
which will ultimately make evident the need for
better care for infertility.

However, taking the reality of resource con-
straints into account, it is still possible to provide
infertility service at a low level using the existing
set-up. For example pathological tests for
diagnosis of infertility and assessment of causal
factors, primary treatment for gynaecological
problems, media campaigns (particularly against
stigma) and counselling for infertility can be
provided within the present infrastructure. In
addition, low cost infertility treatment could also
be introduced for infertile couples.
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