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EXECUTIVE SUMMARY 
 

Introduction: 

The inability to bear children is a tragedy for couples, bringing a sense of loss, failure and 

exclusion. This research consists of an exploratory study of the social meaning, cause and 

consequences and health seeking behavior of infertile couples in Nepal. Women without children 

have different experiences that may vary from one country to another including Nepal and that 

determine their reproductive health right. Infertility is a social as well as medical issues and it can 

lead to considerable distress. Existing studies show that infertility can be a devastating experience 

for many; with significant consequences for social and psychological well-being that put them in 

a serious life crisis.  

Objectives: 

 To explore the infertility, its causes and consequences, and the health seeking behavior 

among infertile couple in order to develop strategies for action and policy setting. 

Methods:  

This study was conducted in Udaypur (Eastern Region) and Dang (Mid-western Region) 

district of Nepal, representing both urban and rural settings. Basic interpretive design of a 

qualitative approach was used to obtain information relevant to the research question. A total 24 

in-depth interviews with Infertile couples (i.e. 12 in each district) who fulfilled the inclusion 

criteria were selected using a snow ball sampling technique and 12 FGD (i.e. 6 in each district) 

and 18 KII (i.e. 9 in each district) was conducted. Semi-structured interview guide was used in the 

interviews with the infertile couples who fulfilled the inclusion criteria after filling out consent 

form. An open-ended semi-structured interview guide was used to conduct FGD. The responses 

were analyzed using content analysis. 

Key Findings:  

The study finding shows that majority of the couples was in their reproductive age and 

were married for more than 2 year. Most of them were from Janjati ethnic background and believed 

in Hinduism. Majority of the women participants were economically dependent on their husband 

as they were homemakers and live in joint family. The study finding showed that all most all 

participants expressed infertility as "Bhajopan" [Barren women] and perceived "menstruation 

problem" as main cause of infertility in women and "low sperm" as main cause in men. Study 

participants shared that women had more infertility problems than men as they had uterus. The 

study participants (i.e. women) revealed that they don’t want their husbands to migrate overseas 

as they will lose hopes to have children. They also perceived children as important part of their 

life to safeguard their property and death rituals.  

During the analysis we found that the majority of the women participants expressed that 

they were being discriminated, humiliated and intimated by their family members, relative and 

society for not having children and also expressed children are essential for inclusion in religious 

ceremony organized by family and society and to also secure strong status in the society. We also 

found that where infertility problems were connected to their husband, women participants were 



9 
 

in constant fear of divorce and their husband second marriage under family and societal pressure. 

The woman participants shared of being verbally abused and of experiencing physical and 

emotional violence from their in laws for being infertile.  

The study findings shows that, except few, all infertile couples had some awareness about 

the different treatment that existed (i.e. Traditional, Modern and Ayurveda method) and they also 

sought help among the different treatments for infertility. Traditional healers were the first entry 

point to seek help for infertile couples. The findings of the study showed that female partner had 

to go through all checkups and test primarily whereas the health check-up for male were secondary. 

The study also showed all male partners had done sperm analysis. Among them, one was found to 

have normal semen analysis report, as his wife had problem with ovulation. 

The research study showed that infertile couples do not have full faith in modern medicine. 

They tended to change the source of treatment, especially following prolonged periods of medical 

treatments when they did not perceived their benefits. Financial constraints and unaffordable 

service were one of the major problems among couples that led to withdrawal or stop attending 

their follow up from the modern treatment. Moreover, to ascertain the awareness regarding "ART 

(Assisted Reproduction Technology) / In Vitro Fertilization (IVF)" the direct question was posed 

to them. However, none of the participants were aware or heard about the term "ART / IVF". 

Hence the option was modified as "test tube baby" and majority of the participants (IDI, KIIs and 

FGD) had heard about the term "test tube baby". The study findings showed that most of the couple 

expressed a desire to have their own children. However, "test tube baby" was considered to be 

second option and "adoption" was their third choice and they were reluctant about this option. 

The study findings showed that Infertile couples had adverse psychological effect and 

expressed profound effects on mental health. Couples with no children shared that they were 

suffering from fear, anxiety, stress and depression as a result infertility, affecting women more 

than men. Participants expressed the need for the government intervention and support. Further, 

participants (KII and FGD) felt importance of gathering data to plan the strategies and policies at 

national, provincial and municipality level. Moreover, participants also felt importance and 

expressed that, government should provide free treatment and allowance to infertile couples and 

establishment of fertility centers at district and province level.  

Conclusion:  

It was explicit in this study that life of infertile couples becomes difficult socially and mentally 

leaving her physical issues apart. Infertile couples also experience a lot of adverse 

psychological effect that are associated with infertility. Therefore, infertility needs to be seen 

as a public health problem rather than a purely medical condition. Therefore, awareness 

campaign and advocacy for reforms can improve the situation for the people concerned. In 

conclusion, we would like to make the following recommendations.  

 Since there is no evidence on the extent and experience of Infertility in Nepal, so data needs 

to be collected from the survey (NDHS and Census) to know the cause and prevalence of 

Infertility to plan strategies and policies for action.  

 Management of infertility should be included in the national policy guideline and service 

standards for sexual and reproductive health and rights. 
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 Government should commit action and resources towards low cost IVF and infertility 

treatment service, so that it can be accessible and affordable by everyone, including people 

in low socio economic strata.  

 Nepal has centralized Infertility treatment service and IVF. Government should commit 

resources to include decentralized service of Infertility treatment and IVF at province or 

district level. 

 Government should commit resources towards creating awareness and sensitizing the 

people at the community level regarding fertility issues.  

 Government programs must increase resources to address preventable factors that cause 

infertility.  
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CHAPTER-I 

INTRODUCTION 

1.1. Background 
 

There is a saying in Nepal that, "a man becomes complete if he builds a house, a women 

becomes complete if she gives a birth" 

Globally, infertility is a neglected public health problem which often results into marital 

disharmony1,2. Moreover, it is often presumed that infertility is not a problem in densely populated 

areas where fertility rates are high3. Childlessness is often used interchangeably as infertility or 

subfertility. 

Infertility is often defined as, "the inability to establish a pregnancy within a specific period 

of time, usually more than one year, among couples of reproductive age who are having sexual 

intercourse without contraception"4,5. Infertility can be primary or secondary. Primary infertility is 

the inability to conceive in a couple who have had no previous pregnancy6,7 whereas secondary 

infertility is the inability to conceive in a couple who have had at least one previous pregnancy 

which may have ended in live birth, still birth, miscarriage, ectopic pregnancy or induced 

abortion8. 

Globally, 60 to 80 million couples at some point in their lives suffer from infertility 

problems9. Another study revealed that more than 186 million people are infertile worldwide10 and 

the majority of these populations are residents of developing countries11. In average, 10-15% of 

the couples in their reproductive age do not have children12. However, it varies across regions: it 

is estimated to affect 8 to 12% of couples worldwide, indicating one out of ten couples experience 

primary or secondary infertility13.  

A systematic review of national health surveys conducted, in 2010 reported that among 

women of reproductive age (20-44 years), approximately 10.5% of women around the world 

experienced secondary infertility and roughly 2% experienced primary infertility14. The prevalence 

of current infertility based on systematic review, ranged from 3.5 to 16.7% in developing countries 

and from 6.9 to 9.3% in developed countries15. 

In developing countries, the position of women tends to be defined by their reproductive 

capacity. Their failure to do so due to any reason leads to social and cultural repercussions for 

them16. According to WHO data, more than 180 million couples in developing countries suffer 

from primary and secondary infertility17. However, the exact prevalence of infertility in developing 

countries is unknown due to a lack of registration, well-performed studies and scarcity of empirical 

investigations in the area7,18. In low-income countries (LICs), despite high fertility rates, infertility 

rates range from 22% in South Asia to 29% in some sub-Saharan countries19. In Africa, the 

prevalence of infertility is as high as 30-40% and it varies from region to region or even within the 

same country20, 21. 
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A global review of infertility from the World Fertility Survey had reported similar rates of 

infertility in other settings in South Asia, such as 4% in Bangladesh, 5% in Pakistan and 4% in Sri 

Lanka22. In addition, another study in South Asia reported that, on the basis of women at the end 

of their reproductive lives in the age group 15-49 years, suggests an infertility rate of 

approximately 10%: 8% in India, 10% in Pakistan, 11% in Sri Lanka and 15% in Bangladesh23. 

A Survey conducted in eight districts of Nepal found that out of 1784 women of 

reproductive age group, 132 i.e. 7.4% of female have infertility problem24. In March 2003, a six 

day gynecological camp was conducted in Bajhang district (far western region). Among 530 

women who attended health camp, 14.2% women had subfertility25. Similarly, in a women's health 

camp conducted by WOREC in 1997 and 1998 in three districts (i.e. Udayapur, Nuwakot and 

Salyan district). A total 5,900 women were provided treatment during that camp. Out of 1800 

women in Udayapur, 2.53% had infertility problem, out of 600 women in Nuwakot, 3.31% were 

without children and out of 3500 women in Salyan, 3% were infertile26.  

 

  According to 2005 to 2008, report of WOREC WHCC of three districts (Udyapur, Dang 

and Siraha). Among 8,723 women in Udayapur who receive service from WHCC, 115 (1.31%) 

women were without children. In Siraha, 1259 women who receive service from WHCC, 18 

(1.42%) women were infertile. In Dang, 1288 women who receive service from WHCC, 15 

(1.16%) women were infertile. However, the prevalence was uneven even within Nepal26.  

1.1.1. Causes and Consequences of Infertility 
 

There are numerous cause of infertility in men and women. Apart from the anatomical, 

genetic, endocrinological and immunological problems a considerable proportion of women suffer 

from problem such as menstrual disorders, health problems (STI, obesity, thyroid diseases and 

diabetes), postpartum and post-abortion infection, tubal damage, pelvic inflammatory diseases 

(PIDs) and ovulation dysfunction which are the reported cause of infertility in women27, 28,29,30,31,32. 

The cause of male infertility is due to semen fluid abnormalities, sexual dysfunction, vascular 

abnormalities and anti-spermatogenesis factors 33,34.  

Infertility can have serious implications on both psychological well-being and social status 

of women living in developing country35. In Nepali context, newly married couples are expected 

to have a child within a year of marriage. Also patriarchal systems in Asian countries produce a 

strong desire for social preferences for son to continue family linen. Moreover, couples without 

children may suffer social and emotional consequences as they have strong pressure to extend 

family and to secure status within the community. Psychological consequences of infertility is 

directly associated with duration of marital life36. It is also associated with emotional squeal such 

as depression, anxiety, loneliness, frustration, feeling of worthlessness in life and sexual 

dysfunction37,38,39. A social consequence of infertility includes social isolation and pressure, 

domestic violence, economic deprivation, stigma and discrimination, loss of social status 

(exclusion from social activities and traditional ceremonies), threat to be divorced and 

abandonment.37, 40 
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1.1.2. Reproductive Health Agenda in Nepal 
 

Despite notable inclusion in the landmark Cairo declaration and International Conference 

on Population and Development (ICPD) Program for Action in 1994, prevention and appropriate 

treatment of infertility have remained largely invisible as a major reproductive health challenge 

and a serious public health concern41. In 1998, Nepal adopted an integrated approach to improving 

eight components of reproductive health: 1) safe motherhood, 2) family planning, 3) care of the 

newborn, 4) safe abortion, 5) prevention and management of reproductive tract infections, 

sexually transmitted diseases, HIV/AIDS, and other reproductive health conditions, 6) 

adolescent sexual and reproductive health, 7) prevention and management of subfertility, and 

8) reproductive health of the elderly. Later, the Ministry of Health and Population (MoHP) added 

GBV as the ninth component in the focus on reproductive health in the country. In Nepal, 

Parliament has passed two important Acts – "Safe motherhood and RH Act 2018" and "Public 

Health Act 2018". In context of Nepal, the issue of infertility has not received much attention at 

health policy, program formulation and implementation level. 42,43 

1.1.3. Reproductive health services and the workforce 
 

Throughout Nepal reproductive health services are provided under the directives of the 

Department of Health Services (DoHS) which has the responsibility of delivering preventive and 

curative health services including promotional activities. The Family Health Division (FHD) of 

the DoHS is responsible for implementing Reproductive Health (RH) strategies and programs44.  

The institutions involved in the delivery of basic health services in Nepal include public 

and private hospitals, Primary Health Care Centers (PHCCs) / Health Centers (HCs) and Health 

Posts (HPs). Additionally, services are provided through, Primary Health Care Outreach clinics 

(PHC/ORC) and Female Community Health Volunteers (FCHVs)44. 

Reproductive Health programs are implemented through the health institutions mentioned 

above. In Nepal, Health Post (HP) is the first contact point for the basic health care and referral 

services. In actual practice, HPs are the referral centers for Female Community Health Volunteers 

(FCHVs), as well as community-based activities such as PHC outreach and EPI clinics. Each level 

above the HP is a referral point in a hierarchical network. This referral hierarchical network is 

designed in a way to ensure that basic health services including curative services are accessible to 

the people44.  

Despite this, most of the health centers in the rural areas have inadequate infrastructure and 

equipment. In case of infertility, there are very few trained health care providers. In addition to 

this, health care facilities are inaccessible, unaffordable and not women-friendly. There are very 

few private hospitals/centers that provide services for the treatment of infertility and most of the 

Nepali people cannot afford the services because of the expenses. 
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1.1.4. Legal System addressing infertility in Nepal 
 

Nepal has promulgated a new constitution which came into effect on 20 September 2015 

replacing the interim constitution of 2007. It is considered to be progressive with additional 

fundamental rights enshrined in article 16 to article 47. Out of these fundamental rights "Article 

35" specifically states "Right to Health" stating that "every citizen have right to free and equal 

access to basic health services from state, no one shall be deprived from the health service" 

Likewise, "Article 38" has provision of right relating to "Women's Right" which states that "all 

women have right to live without any forms of discrimination"45 

 

Further "Article 18" of the constitution has the provision of "Right to equality" 45 that looks 

forward to eliminating all discriminatory provision. Among various discriminatory provisions, one 

was related to divorce on the basis of infertility of women. Therefore, Nepal's Supreme Court ruled 

that the provision in the country's 1963 Civil Code that gave men the right to divorce their wife on 

grounds of infertility was unconstitutional. The provision was discriminatory; because a man had 

right to divorce his wife on grounds of infertility if government recognized medical facility 

certified that a woman was infertile after ten years of marriage. But a woman could not divorce 

her husband if he was infertile. Further the long practice of 1963 civil code has now been replaced 

by Civil Act (Muluki Ain), 2017 that does not consider women's infertility as a ground for 

divorce46.  Therefore in Nepalese context, there is no any explicit written legal document on the 

issue of surrogacy. 

1.2. Justification of Study 
 

The impact of infertility is a repercussion of the complex interaction of biological, 

environmental and cultural factors, which needs to be understood at the local community level in 

order to plan comprehensive reproductive health care services to address the problem47. Among 

the Nepali communities interviewed during fieldwork, due to lack of awareness people thought 

that "infertility problem is associated with women and it's not problem of men". 

Though services are available in Nepal, but it is only available in private hospitals and 

confined in only urban area and is extremely expensive. Moreover, its affordability and 

accessibility has been almost limited within the people who belong to high socio-economic strata 

and it cannot be afforded by the people who belong to low and middle socio-economic strata. 

Individuals and couples who are residing in resource poor setting also cannot access to those 

services. Other than that lack of awareness of treatment in resource poor setting also contributes 

to stay infertile. 

In reproductive health matters, the government has strong emphasis and huge investment 

on family planning services in order to bring about a decrease in fertility. However, they are 

reluctant to support couples having problems conceiving. The problem of infertility has not given 

its due attention in Nepal because it is not a life threatening condition. In the context of Nepal, due 

to unavailability of data and inadequate studies, consequences of infertility and exact prevalence 

is still unknown. The "Nepal Demographic Health Survey (NDHS ) and Census" also does not 

include any data about infertility. So infertility is one of the neglected issues in Nepal. Limited 

studies have been conducted which is also clinical based and none of the study has been conducted 

at community level. Thus there is a need of research to explore the lived experience of couples 
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with no children as well as to explore the knowledge and awareness of infertility among key 

stakeholders in Nepal.   

There is no scientific evidence on infertility moreover from Udaypur and Dang.  Therefore, 

the purpose of this study is to explore infertility, its perceived causes and consequences, stigma 

and discrimination caused due to infertility among couples. Further, this study will document the 

lived experiences of couples living with infertility.   
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CHAPTER-II 

METHODOLOGY 
 

2.1. Objective 
2.1.1. General objective 

 The general objective of the study is to explore the perception of infertility, its causes and 

consequences and health seeking behavior among couples in order to develop strategies for 

action and policy-setting. 

 

2.1.2. Specific Objectives  

 To explore the perception of infertility, its causes and consequences among couples. 

 To explore the social and cultural implication of infertility to develop strategies for action. 

 To explore the health care behavior and factors that influences it amongst couples with 

infertility. 

 To examine the strategies that exist and the key players involved in addressing infertility.   

 

2.2. Study Design 
 

  A qualitative study was conducted to explore the perception of infertility, its cause and 

consequences and health seeking behavior among infertile couples. A qualitative design method 

helps us to explore the scenario from the perspective of infertile couples, key informants and 

stakeholders involved in this study. In-depth interviews were conducted with the 22 infertility 

couples (11 in each selected site) to explore their lived experiences of not having children. Twelve 

FGD (6 in each selected site) were conducted with stakeholders i.e. community men, community 

women, cooperative women's groups, traditional healers, health service providers and intellectual 

groups to explore awareness on infertility. Each FGD consisted of 6-8 participants. Likewise, 18 

KIIs (9 in each selected site) were conducted with traditional healers who provide treatment to 

infertile couples of the community and nearby places, mayor and deputy mayor of the 

municipality, ward secretary, gynecologist, lawyer, health post in-charge (Health Assistant) and 

female community health volunteer (FCHV) to understand the awareness, knowledge, issues for 

policy and planning for infertility.  

For in-depth interviews, we recruited infertile couple who have been married and living 

together for 2-10 years duration, using no contraceptives and having no children even after 2 years 

of marriage. In addition, infertile couples who had adopted children and also infertile couples from 

Dalit, disadvantaged, Janjati, a person with disability and someone from different religious group 

who doesn't have access to resources were also included in research. Couples who have been 

married for more than 10 years and those did not provide the informed consent were excluded 

from this study. 
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2.3. Study setting and Site selection 
 

Nepal is a low-income country with 28.61 million population which ranks 49th in the world 

and also ranks 144th in the HDI48,49. GDP annual growth rate of Nepal is 7.1%50. In 20 September 

2015, Nepal became the Federal Democratic Republic of Nepal. Since then, Nepal is divided into 

seven provinces and is further sub-divided into 239 urban municipalities and 460 rural 

municipalities. Each province comprises local districts, 4 metropolises, 246 municipal councils 

and 481 villages. Udayapur is situated in Province No. 1 and Dang is situated in Province No. 551.  

People are divided into four groups according to caste/ethnicity and the HDI value of each 

caste or ethnic group differs accordingly. Brahmins and Chettris have the highest HDI value 

(0.538), followed by Janajati (0.482), Dalit (0.434), Muslim (0.422) and Madeshi (0.454)52. 

Although all women in Nepal are vulnerable, Dalit women are the most deprived oppressed and 

marginalized community in Nepal who are devoid of access to health care, education and social 

justice53. Nepal is a secular country with rich cultural practices. However, the population is 

predominantly Hindu (81.34%) and there are smaller numbers of Buddhists (9.04%) and Muslims 

(4.38%), 3.04% of the population are Kirat and 2% are Christians. The majority of the population 

lives in the rural areas and only 17% living in urban areas54. Nepali is a commonly spoken 

language. 

The median age at first marriage is 17.9 years for women and 21.7 years for men. Thus, 

women in Nepal marry about 4 years earlier than men55.Nepal is a patriarchal society where the 

identity of women is marked as somebody’s daughter, wife and mother. In addition, marriage is 

patrilocal in Nepal. A married woman is expected to live with her husband's family, which most 

often is an extended family with the mother and/or father of the husband as well as the husband's 

sisters and brothers and their families. In most cases, women do not have any other choices than 

to live in extended families.  

Constitution of Nepal has mentioned that men and women shall be treated equally but in 

practice equality between men and women is not found. The power and resources within families 

are distributed among men and they maintain power and control of resources, rendering women 

powerless and dependent on men56.Since women usually have less power in their news household, 

their freedom and voices are suppressed, thus hindering their decision-making in issues that shape 

their lives57 

 

There has been significant progress in the past couple of decades and the female literacy 

rate increased from 53% in 2006 to 67% in 201158,59. However, the overall literacy rate among 

men is still higher (87%) than that among women60. According to census, male literacy rate is 

higher (75.1%) compared to female literacy (57.4%)54. Also, the Human Development Report 

2016, indicates that in the period 2005–2015, the female literacy level above secondary education 

was lower for females (24.1%) than for males (41.5%)52. 

 

The majority of married women are engaged in regular household chores, childcare and 

agriculture work, which is unpaid67. The Nepal Demographic Health Survey (NDHS) for 2016, 

reports that fewer women were employed than men (57% compared with 78%, respectively). 

Although there has been an increase in the proportion of women in paid employment, the increase 

has been rather modest: 14% in 2006 to 33% in 2016. Restriction in women’s mobility limits their 

ability to leave home for work. Only 8% of women earn more than their husband earns55. 

Furthermore, about one in four women in Nepal do not take part in decision-making regarding 



18 
 

their own health care, decisions related to major household purchases and visits to their family or 

relatives.55,60 
 

We conducted this study in Udaypur (Eastern Region) and Dang (Mid-western Region) 

district of Nepal, representing both urban and rural settings where WOREC has been working since 

28 years on women's health issues. Moreover, while working in these areas we have found 

infertility related consequences are high. In addition, there is no scientific evidence from this area 

(Figure No: 1) 

Figure No 1: Study Area 

 

 

2.4. Sampling Technique 
 

Snowball sampling was used to select the study participants. At first informal discussion 

was done with the community stakeholders (FCHV, Ward Secretary and Social mobilizers of 

organizations) who had initially helped to identify couples without children. After interviewing 

such couples snowball technique was used to identify other infertility couple and among that 

Infertile couples one of them was selected according to convenience and who met our research 

criteria.  
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2.5. Data Collection Tool  
 

We use semi-structured questionnaire to conduct in-depth interview with KIIs and infertile 

couples and open ended semi-structured interview guide was used to conduct FGD with 

stakeholders. The interview guide was first developed and finalized into English, based on the 

study objective and which was again translated into Nepali. Pretesting of data collection tools was 

done before the first interview and necessary modification was done.   

2.6. Procedure for Data Collection 
 

We selected the study participants who fulfilled the study criteria, the purpose of the study 

was explained to the participants and those who agreed to participate signed the consent forms. 

Each participant was interviewed separately to maintain their privacy and confidentiality. The 

venue of the interview was mostly in participant's house since the participants felt comfortable. 

Before beginning the interviews, rapport was established, in which the researcher introduced 

himself. Each interview took about 30-45 minutes. 

2.7. Data Management  
 

All interviews were audio taped and transcribed verbatim and field notes were taken. The 

audio recordings were downloaded on a personal computer and also saved on mobile. To ensure 

confidentiality, the data were saved in a computer well secured with password. The data were not 

discussed with any other person except the research team (PI/Co-PI) and the issues arose from an 

individual interview were not discussed in a way that identified the participants. The researcher 

transcribed and translated the interview themself and that limited the access of other people to the 

data. All the documents including consent forms, audio recordings and transcripts were securely 

stored in locked filing cabinet and or password-protected computers accessible only to the 

authorized members of the research team. 

2.8. Data Analysis 
 

The interviews were transcribed verbatim in Nepali and then translated into English by the 

researchers for the analysis. The researchers read the verbatim transcriptions to increase trust 

worthiness and ensure conformity of the translation.  

The analysis then followed the steps of Graneheim and Lundman content analysis61. At 

first interviews were read through several times to obtain a sense of the whole, incorporating non-

verbal communication noted during the interviews.  

Then the meaning units were identified from the interview by the researcher. Graneheim 

and Lundman consider meaning unit as words or paragraph containing aspects related to each other 

through their content. Thereafter, the meaning units were condensed, which Graneheim and 

Lundman refer to as a process of shortening of meaning units while still preserving the core. 

Finally, the condensed meaning units were abstracted and labeled with codes. Researchers 

reflected upon the meaning units, condensed meaning units and discussed the different codes. 

Subsequently, the codes were grouped according to their similarities and differences into 

subcategories. These subcategories were grouped into three categories. Thereafter, the tentative 
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subcategories and categories were discussed among the research team (PI, Co-PI and Research 

Coordinator). During this process, reflection on the interview, subcategories and categories 

continued until no new subcategories and categories emerged. The analysis process continued until 

an agreement was reached on each of the subcategories and categories among research team. 

Research team discussed and agreed upon the final subcategories and categories.   

2.9. Ethical Consideration    
 

The study protocol was approved by the NHRC (Nepal Health Research Council) review 

board. At each research site (Udayapur and Dang district), we obtained permission from the 

respective district municipality and rural municipality to conduct the interviews. To ensure the 

participants autonomy, they were informed about the objective, the risk, and the benefits of the 

study, as well as the notion of the voluntary participation. For those that met the criteria and were 

willing to participate, informed consent was obtained. The consent obtained covered participation 

in the study, audio taping and transcribing as well as notes taking and finally reporting their 

description. Participants were assured that there would be no harm and all information collected 

would be treated with confidentiality. The place of interview was in participants home to ensure 

privacy. While conducting the interview the individual's right to privacy was observed and 

participants were given the opportunity to decline or reschedule the interview or withdraw from 

the interview whenever if needed. To ensure the participants safety, the identity of the participants 

was kept anonymous. 
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CHAPTER-III 

FINDINGS 

3.1. Demographic Characteristics of the Respondents 
 

22 Infertility couples (11 in each district i.e. Dang and Udayapur) and 18 Key Informants 

(9 in each district i.e. Dang and Udayapur) were interviewed in this study 

Table-1: Socio-Demographic characteristics of the study participants (N=22) 

S.No.   Characteristics Gender 

Female (n) Male (n) 

1 Age (years)   

1.1 15-19 2 1 

1.2 20-25 7 6 

1.3 26-30 8 5 

1.4 31-35 5 7 

1.5 36-40 - 3 

2 Age at Marriage (years)   

2.1 12-20 13 6 

2.2 21-29 9 14 

2.3 30-38 - 2 

3 Ethnicity   

3.1 Janjati 14 13 

3.2 Brahmin  1 1 

3.3 Chhettri 4 5 

3.4 Dalit 3 3 

4 Religion   

4.1 Hindu 19 21 

4.2 Buddhist 2 1 

4.3 Christian 1 - 

5 Educational Status   

5.1 Primary/ Upper Primary (1-8) 2 4 

5.2 Secondary (9-10) 7 12 

5.3 Higher secondary (11-12) 8 5 

5.4 Bachelor 1 - 

5.5 Illiterate 4 1 

6 Occupation   

6.1 Homemakers 17 - 

6.2 Private service 1 2 

6.3 Government service 2 4 

6.4 Agriculture  - 10 

6.5 Business 1 2 

6.6 Labor 1 4 

7 Monthly Income   

7.1 6,000-15,000 4 13 

7.2 16,000-25,000 1 2 
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Majority of the couples were in their reproductive age. They were married for more than 2 years. 

They lived in joint family. They were mostly Janjati ethnic background and Hindu by religion. 

Most of the participants had low income. Majority of the male participants had higher education 

as compared to female. Most of the women were economically dependent on their husband as they 

were homemakers. 

Table-2: Socio-Demographic characteristics of the KIIs participants 

 

 

7.3 26,000-35,000 - 4 

7.4 36,000-45,000 - 3 

8 Duration of couple marriage (Years)                          Number (n) 

8.1 2-4 years 6 

8.2 5-7 years 8 

8.3 8-10 years 

 

8 

    9 Type of family  

9.1 Single family 9 

9.2 Joint Family 13 

S. No. Characteristics Gender 

Female (n) Male (n) 

1 Age in Years   

1.1 20-40 - 2 

1.2 40-60 4 11 

1.3 >60 - 1 

2 Educational Status   

2.1 Primary/ Upper Primary (1-8) 1 1 

2.2 Secondary (9-10) 1 - 

2.3 Higher secondary (11-12) 2 2 

2.4 Bachelor - 5 

2.5 Master - 4 

2.6 MBBS/ MD (Gynecologist) - 2 

3 Ethnicity   

3.1 Brahmin - 4 

3.2 Chettri 1 5 

3.3 Janjati 2 2 

3.4 Dalit - - 

3.5 Madeshi - 3 

4 Occupation   

4.1 Private Service -l 2 

4.2 Government service 4 10 

4.3 Business  - 2 
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Majority of the KII participants were above 40 years of age and were educated. They were from 

higher ethnic group according to caste/ethnic classification (Brahmin/Chettri) in Nepal. Most of 

the KII were government employee.  

3.2. Organization of Themes 
 

 The thematic findings have been grouped into major themes and under each of these major 

themes were sub-themes. Six main themes emerged after analysis and 16 subthemes emerged from 

the data. The interviews were done with infertility couple, Key Informants and FGDs participant. 

The themes and their corresponding sub-themes are presented in the table-4 below. 

 
Table-3: Thematic Findings 

 

3.3. Awareness of Infertility 
 
 

All participants expressed "infertility" as "Bhajopan" [barren]. Most of the participants 

perceived and expressed "menstruation problem" as main cause of infertility in female and "low 

sperm count" and "no sperm" as main cause in male. Most of the couples were aware of the 

treatment options and couples who sought treatment at a facility had also heard about "test tube 

baby". 

               Theme                                         Subtheme 

 

 

Awareness of infertility 

                     Perceived meaning of infertility 

         Perceived cause of infertility among women and 

men 

                     Awareness of situation of infertility 

                     Awareness about treatment  

 

 

Children as important 

element in meaning of life 

                     Having children perceived as motivation to earn and             

                     lead  a good life 

                    Social and cultural meaning of children 

                    Children seen as agent of happiness 

 

 

Adding insult to injury 

                     Enduring burden of being infertility 

 

                     Experience Violence 

                     Discrimination 

 

 

Understanding Option 

                     Leaving is not solution 

 

                     Where they do go? 

                     Barrier for health seeking 

Consequences of infertility                     Social consequences of being infertility 

 

Our voice needs to be heard                     Commendation for advocacy and policy 
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 3.3.1. Perceived meaning of Infertility 
 

All the participants [IDIs, KII and FGDs] describe and define "infertility" as "Bajhopan" [barren], 

the most common term used and acceptable in the community and locality to entitle the infertile 

women.   

Most of the participants [IDIs, KII and FGDs] also expressed even if couple's stay together but do 

not have children in the entire life while some expressed it as having no capacity to give birth to 

children or those who wish to have children but don’t have children. As one of the female 

participants said that, "Lifelong those who cannot give birth to children or do not have capacity to 

give birth to children due to defect in body is said to have infertility" (IDI, Udayapur) 

In addition participants [IDI, KII and FGD] described the situation with couples who have already 

one child and after that they are not able to have another child is said to be infertility. Some 

participants also said that due to physical weakness or defect or deformity in the body parts couples 

cannot conceive or if body parts cannot function properly that it is said to be infertility. As one of 

the male participants said, "If couple having some defect or problem in the body parts then it will 

be difficult to conceive child" (IDI, Dang) 

Moreover some of the couple participants who don’t have children had a similar notion that 

couples who don’t have children after long years of marriage or couple who stays together but also 

cannot give birth to son or daughter have some internal problem. As one of the female participants 

said that, "Though husband and wife stay together and cannot give birth to children due to some 

internal problem is infertility" (IDI, Dang)  

Apart from this, male participants added that if the couples staying together are not using any 

contraceptives but having no children are infertile. As one of the male participants said that, 

"Couple who stays together and don’t use any contraceptives methods than also if they are not 

capable to have child is said to be infertility". (IDI, Udayapur). The couples were not aware about 

infertility and duration of marriage.  

All the Key Informants had same perception of infertility. However, they were unsure about the 

relationship between duration of infertility and marriage. Some defined it as if the couple were 

married for 6 months and did not have children, some said married for 2-3 years and few said 

married for 5 or 10 years. As one of Key Informant said that "even after 6 months of marriage, if 

couple stays together and do not use family planning (using calendar method) and still can’t 

conceive child then we can raise question mark for not conceiving" (KII, Gynecologist) 

In addition Key Informants expressed that if system in our body doesn't work properly due to 

disturbances, then infertility may occur. Apart from this, the Key Informants said that if the couple 

stay together and have regular intercourse and still cannot have children then it is infertility. As 

one of the Key Informants said that, "Couple who cannot conceive children though they stay 

together for 1 year together in spite of having regular unprotected intercourse" (HP Inchagre). 

Another KII said, "… Indeed, even after marriage if a couple cannot conceive child after over 5 

years of their married life … then they can be viewed as infertile" (Ward Secretary) 

Most of the FGD participants had similar perception regarding infertility and expressed as those 

couples even after treatment if they cannot give birth to children lifelong then it is infertility. Apart 
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from these FGDs participants (HSP and TH) perceived infertility as problem and compared 

infertile women with the barren land. As one of the participants said, "Land which is not capable 

to grow crops though we cultivate seeds and treat them with fertilizers and pesticides same thing 

happens in human beings though they go for treatment and not able to conceive child than it is 

said to be infertility" (HSP& TH, Udayapur) 

All FGD participants had different perception regarding infertility; however they were not aware 

about the relationship between duration of infertility and how long couple stayed together after 

marriage.  

Community men during FGD define infertility as "bhajopan" [barren] ", and identified varying 

lengths of time ranging between 5 /6 years of marriage and 8/10 years of marriage if couples are 

not able to have children. 

Likewise women in the community said that if couples do not have children after 10/12 years of 

marriage within that period they are said to be infertile. Some extend this to 12 years of marriage 

and when couples stay together and do not have children. Some says women who don’t have 

children after 8/10 years of marriage. As one of the participant's said "If couple stays together after 

12 years of marriage and after treatment also they cannot conceive, then couple are said to be 

infertile"  

Cooperative women groups said that, after many years (i.e. 8/10 years) of marry if couple cannot 

give birth to children then it is said to be infertility or some say after 5/6 years of marriage if couple 

do not have children. 

Healthcare service providers expressed that couples not having children for 10 to 12 years of 

marriage, then it is said to be infertile couple. 

Intellectual groups said that, if couples are not able to have children after 5 to 10 years of marriage 

or some says if couples cannot conceive after 20 to 25 years of marriage, then couple are said to 

be infertile.      

3.3.2. Perceived cause of infertility among women and men 

 

Cause of infertility among women 
 

All the participants in the IDIs, KIIs and FGDs perceived "menstruation" problems as main cause 

of infertility in females. As one of the female participants expressed it as "bad blood during 

menstruation" (IDI, Udayapur). 

 In addition, problems in uterus [i.e. absence of egg (ova), no formation of the egg (ovum) and no 

production of egg (ovum)] as one of the main causes. Hereditary, hormonal problems and irregular 

menstruation were other causes of infertility among women perceived by the couples, KIIs and 

FGD participants. One of the male participants said that "Menstruation and uterus problem as one 

of the main causes of infertility in women…..what I think" (IDI, Udayapur). 

Apart from this couples and KIIs participants said blockage in fallopian tube, thyroid problem and 

sexual problems as causes of infertility in women. As one of the men said, "When tube block then 
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there will be no ovulation in women, in that case women will be infertile" (KII, Health Post 

Incharge). 

KIIs related many causes for infertility. Some of the KIIs also expressed that no male / female 

genital organ, uterus problem (i.e. deposition of blood in uterus, no ovulation, problems in the 

uterus (deformity in uterus, no tube, absence of uterus) and infection in uterus, problem in blood 

can be the cause of Infertility in women. However some of the KIIs, also expressed that stress, 

psychological problem, lack of nutritious and diet, weakness, sexually transmitted infection (STIs), 

improper development or infection in reproductive organ, no proper functioning of endocrine 

gland, genital tract infection, obesity, polycystic disease, congenital anomalies, tumor, systemic 

disorder, due to oogenesis process less ova production and  predisposing factor like genetic factor 

can cause infertility. However, some of the KIIs did not have clear knowledge on the causes of 

infertility. As one of KII said, "What's that XY something will be there, if male and female XY 

combined than child or pregnancy occur, in women if there will be XX or YY will be there than 

due to that reason infertility occur. That's what I have understood"(KII, Udayapur) 

In addition participant's (KII and FGD) said that frequent and excessive abortion may cause 

infertility. As one of the participant's said, "if women conceive girl child in womb and repeated 

abortion is done because of girl child then women suffer from Infertility" (FGD, Intellectual group, 

Udayapur) 

In addition all FGD participants perceived cause of infertility in female is mainly because of use 

of family planning to delay child. As one of the participants said, "Women who use contraceptives 

method to delay children for some years and after that use of contraceptives women's uterus are 

not capable to conceive and then women suffer from Infertility" (FGD, Intellectual Groups, 

Udayapur) 

All FGD participants had different perception regarding cause of Infertility among women.  

Community men and Intellectual group participant's perceived when blood group of couple 

don't match or couple having same blood group and miscarriage as cause of infertility in women. 

As one of the FGD participants said that "Heavy work load during pregnancy time may high 

chance of miscarriage and due to that miscarriage may be second or third time women cannot 

conceive".(FGD, Community men, Udayapur). In addition, intellectual groups said that heavy 

bleeding during menstruation or absent of menstruation, when uterus size is small and egg (ova) 

is inactive as cause of infertility.  

Community women and Cooperative women groups said that blockage in fallopian tube as 

cause of infertility As one of the participants in FGD said that "if tube of female is not clear 

(blockage in tube) then egg (ova) will not pass from the tube and women will suffer from 

infertility". (Community women, Udayapur). Apart from this community women perceived that 

due to lack of nutrition, when eggs (ova) not produced in female, dry uterus and if personal hygiene 

is not maintained during menstruation are cause of infertility in women. In addition cooperative 

women groups perceived deposition of fat in uterus, when uterus mouth is twisted and sexually 

transmitted disease as cause of infertility in women. 

  



27 
 

Health service providers said that absent of fallopian tube or when fallopian tube is shrinked in 

women, when sperm and ova cannot meet, pus in uterus, when couple doesn't know the timing of 

physical relationship, consumption of low nutritious food, mental torture, stress and depression. 

As one of the participants said that "Due to violence experienced by women stress may 

occur…because of stress hormonal change may occur among women who can cause infertility". 

(FGD, Udayapur) Apart from this they said that "venereal disease like gonorrhea, syphilis can 

cause infection in uterus due to that infection infertility may occur" (FGD, Dang) 

Traditional Healers described numerous causes for infertility. Some of the traditional healers 

describe pus in uterus and intestine, problem in stomach, blood impurities, missing of egg (ova), 

dead egg (ova) production, disability in some body parts, during fertilization of egg some external 

factors creates difficulty and not allow egg to fertilized, effects in uterus due to use of different 

organic pesticides and fertilizers, sexual relationship during menstruation, transmission of virus, 

whitish discharge and method or way of doing physical relationship.  

Cause of infertility in men 

 

All participants (IDI, KII and FGDs) perceived that low sperm count, no sperm, thin sperm, 

hormonal and hereditary problems as main causes of infertility in men. As one of the female 

participants said that, "In men when sperm consistency is low or having thin sperm what I think 

that can cause Infertility" (IDI, Udayapur). Furthermore, alcohol and drug intake were other 

causes for infertility as identified by the participants in the IDIs, KIIs and FGDs. As one of the 

male participants said that, "Excessive consumption of alcohol or intake of drugs can cause 

Infertile in men" (IDI, Dang) 

In addition, male participants also identified problems with erection, STIs and size of the penis as 

other causes of infertility. As one of the male participants said that, "If male have small penis and 

sperm is thin that is the reason to cause infertility" (IDI, Udayapur) 

Apart from this, KII said that cause of infertility in men are due to improper development or 

infection in reproductive organ, no proper functioning of endocrine gland, genital tract infection, 

nutrition problem, stress, big sperm sac, when sperm and ova doesn't meet (no fertilization), STIs 

disease, lack of hair in chest (said by FCHV), operation of hydrocele and hernia, impotence, 

accident, predisposing factor like genetic factor and lack of nutrition as causes  and some of 

participant's doesn't know the cause of Infertility in men 

All FGD participants had different perception regarding cause of infertility among men.  

Community men during FGD perceived that when a couple's blood group doesn't match or if 

blood group of couple may be negative and positive and if male sperm and female egg (ova) doesn't 

meet due to obstacle then infertility may occur in men. Apart from this some of the participant's 

emphasized that infrequent and harmful sexual relationship between couples as a cause of 

infertility. As one of the FGD participants of Dang expressed that "if men do harmful sexual 

relationship and if semen count is less than 40% in men than there will be high chance to cause 

infertility in men and it may be curable or incurable"  
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Community women perceived that cause of infertility in men is mainly due to intake of drugs 

from long time. Another, FGD participants from Udayapur said that "If male have small penis and 

during sexual intercourse when it doesn't enter properly in the uterus then women cannot 

conceive"  

Likewise cooperative women groups expressed erectile dysfunction / impotence, dry sperm and 

obesity as cause of infertility in men.  

Health service providers perceived that inactive sperm, if sperm doesn't produce from testes, 

deformity in testis and seminal vesicle, block in vas deference, decrease in sperm production due 

to depression, malnutrition and STI can cause infertility. As one of the FGD participants of said 

that "excessive intake of ghutaka (betel nut) may suppress the production of sperm which can be 

the main reason to cause Infertility in men" (Health Post In charge, Dang) 

Likewise Traditional Healers emphasized that environmental pollution, food habit, if body part 

not function properly, sexual posture, masturbation, infrequent sexual relationships among couple, 

physical and diabetic problem. As one of the FGD participants said that "Use of long term of 

antibiotic can damage sperm or creates obstacle in formation of sperm". Another FGD participant 

from Udayapur said that "If men or couple having problem or weakness in Kidney then infertility 

may occur" (Traditional Healers, Dang) 

In addition, FGD participants also expressed that "age may also cause infertility in men and 

women". If we compare among age of men and women, women's age matters as a cause of 

infertility but in case of male age cannot matter. Once menstruation stop in female or when women 

cross reproductive age group (15-49) she cannot conceive but in case of male FGD participants 

expressed that age range 50-90 male have capacity to have child. One of the FGD participant's 

said…"In female age can cause infertility, but in male age cannot be reason to cause infertility. 

Male can be capable to have children at age 60-70 also, I have seen and heard where I used to 

live before"Ccommunity women, Udayapur) 

Apart from this, FGD participants also expressed that when women marry both at early and late 

age then there will be problem in fertilization, if age of couple's are not equal or if couple's age 

does not match then infertility may occur in women and men. As one of the FGD participants 

shared that "in society when women ages cross above 25-30 years than her uterus will be dry and 

she will not capable to have child". (Cooperative group, Udayapur) 

Perception of causes of infertility was gender biased towards female. Most of the key informants 

shared that women had more problems than men for infertility because they had uterus. As one of 

the KII said, "Women is the one who have uterus and she has capacity to conceive and carry child 

in uterus and menstruation also occur in female only, so women have more infertility 

problem…according to me" (Official at DHO).  

Moreover, women were considered to be physically weaker than men. However, some key 

informants said that both (men and women) suffer from infertility equally as there is no verified 

data that justifies who suffer more from infertility problem. Further, participants expressed that 

because of patriarchal society people thought, mostly women had more infertility problem and 

considered as a more problem in women and not among men. As one of the key informants,  
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"While reading in newspaper I get to know that now more problems has been 

seen in male and if you ask me question why it is seen more in male, then I 

don’t have any idea about it.  In general I think infertility occurs in both men 

and women" (Health care provider, Health Post, KII,) 

3.3.3. Awareness about situation of infertility 
 

Participants [KIIs] were not aware about the situation of infertility in Nepal and their locality. 

Some participants said that infertility has been increasing since 9-10 years and the situation is 

critical in their community. They also emphasized that in the past, women had more problems (60 

female Vs 40 male) and in recent years it is 50-50. In cases of male, most were found to have no 

sperm. However, some participants said there was no evidence for such data on infertility. Further 

the participants assumed infertility, as ratio of male infertility is lower in comparison to female 

infertility. Some participants also referred to 4-5 of couples with infertility in their community. 

Some KIIs said do not think there was more problem with infertility, but assumed that in recent 

years there has been slight increase. As one of the KIIs (FCHV) from Udayapur said that "they did 

not have exact figure and seen rarely (2-3 cases)". One participant said that it may be less than 

5%. 

3.3.4. Awareness about treatment  
 

Except for some, all the participants had some awareness about the different treatment that existed 

(traditional method, Ayurveda and Modern treatment). Although most of the couples sought 

treatment for infertility, few participants did not know where to go for treatment. They are 

searching for better place for treatment and planning to visit to doctor. However, they were not 

sure that they could afford better treatment and to receive good service from the specialist doctor. 

All of the couples expressed that the treatments were expensive. As one of the participants said, 

"If time will demand and if I will know the better place for treatment I will surely go for treatment, 

I think so". But it's 4 years since I am married and still am not conceiving, so know I will explore 

more and will go for a checkup. If I will find a doctor who is good in all these things I will go, but 

going there needs money, it will be expensive and I cannot spent lot. So, first I will identify the best 

doctor and then will go for checkup"(IDI, Male, Udayapur) 

Moreover, to ascertain the awareness regarding "Assisted Reproductive Technology (ART) / In 

Vitro Fertilization (IVF)" the direct question was posed to them. However, none of the participants 

were aware or heard about the term  "ART" / "IVF". Hence the option was modified as "test tube 

baby" and majority of the participants (IDI, KIIs and FGD) had heard about the term "test tube 

baby". A few couples had not heard about "test tube baby" although they had received service from 

doctors. Likewise, few KIIs and FGD participants had not heard about "test tube baby". 
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3.4. Children as important element in meaning of life 

3.4.1. Having children perceived as motivation to earn and lead a good life 
 
The couple perceives children as an important part in their life. They also expressed that children are 

foundation for a relationships and motivation for them to earn and lead a good life. Further, couple 

participants also perceived overseas migration as a challenge to having children. 

Some of the male participants expressed their desire that, they could migrate overseas to earn more money 

and lead a good life, but they had to stay back in the hope to have children. As one of the male participants 

said, "After marriage, I cannot go anywhere leaving my wife. If I were I had thought of going abroad and 

for foreign employment…till now I don’t have children. So I am staying here and cannot think about foreign 

employment. My parents told me to go outside and earn money and take care of my life. But I cannot think 

out of it until and unless I do not have one child. So I wish to have one child in my life" (IDI, Dang) 

Contrarily, most of the wives did not want their husband to migrate overseas because of less hope to have 

children. As one of the female said, "I didn't allow my husband to go abroad because we don’t have 

children…in hope that I will have children one day and if my husband leaves for employment I will lose 

hope for children". (IDI, Udayapur) 

In contrast, one of the female participants wanted her husband to migrate and earn to pay debts but their 

husband refused to go because they did not have children. As one of the female participants says that,  

"I want my husband to go abroad for employment because our economic condition 

is not so good and I have to pay debts which I owe but my husband didn't want to go 

abroad saying until and unless we do not have children he cannot go and says why 

to earn money if we don’t have children" (IDI, Dang) 

3.4.2. Social and cultural meaning of Infertility 
 

Children in our culture were seen as an agent of happiness in a married couple's lives. As one of 

the female said, "Everybody wishes to have children after marriage. People who got married at the same 

day as mine have children. When I see them, I wish I could have children"(IDI, Udayapur) 

Children are considered as indicators of a couple's wealth and prosperity in our community. Having 

children is an essential part of life in Hindu culture. Not having children on the other hand, is frequently 

considered a personal tragedy and a curse, impacting on the entire family and even in the local community 

in particular after marriage. As one of the KII said that, "I think children are extremely necessary. I am still 

unmarried, I do regret it now, when I look at other people's children, I automatically feel that I should have 

got married and had children. It's tradition from the ancestral period and marriage is done to have children 

and its first preference given after marriage. Children are precious to everyone. Your child is the one to 

continue your family line; it will carry your DNA. Your child is yours" (Official at DPHO) 

All the participants (IDIs, KIIs and FGDs) expressed that children are essential from the ancestral time, to 

take care in old age and as support for the future, continuity of generations and to take care of property. As 

one of the KII said that,  

"In our society the main objective of marriage is to have children. They are important 

because when we grow cucumber or pumpkin, we keep seed…..then it is tradition that 

there need someone to continue our generation and take care of our property. I have 

heard from infertile couples saying that we have no one to take us to bury our body, 



31 
 

when we are dead. I console them by saying when you are good, whole world will be 

good" (KII, Lawyer)  

Some of the participants (IDI, KII and FGDs) spoke about how children are essential for inclusion in 

religious ceremony organized by society and family (i.e. marriage and naming ceremony of newly born 

child). They also described the importance for social reason, as a cure for loneliness and securing strong 

status (especially if the child is a boy) in the society. As one of the women said that, 

"Before if male child will be born than he is the only child of family, they do not give 

preference to girl child as member of family. The concept of son preference is 

changing now. People wished, they had at least one children either son or daughter 

so that they can secure strong position and take part in religious ceremony organized 

by family and society" (KII, FCHV) 

Participants (IDI, KII and FGD) also said that children are essential to perform rites and rituals after death. 

As one of the male participants said that, "I work as priest and I am the one who say after death there must 

be children who can perform rituals after death of parents. In upcoming days if I am not having children 

who will perform ritual when we will die. I am priest and working as priest, if  person not having children 

they will call "aputra" and people will not accept such person (Infertility person) it's  evidence  and written 

in "puran" (ancient book written in Sanskrit containing stories of the Hindu god) also. People will also 

follow same things which are written in "puran" (IDI, Udayapur) 

In addition, participants said that children were considered as a mediator to strengthen family relationships, 

bridging the marital family and also bridging generations. Moreover, having the capacity to bear children 

was seen as an identity to womanhood. As one of the female participants said that "Children are important, 

if we are born as women but not capable to bear children than there is no importance of being born as 

women" (IDI, Udyapur)   

Some of the KII and FGDs participants also expressed that children are essential to tie relationship between 

husband and wife and to stop humiliation of husband from society for being infertile. As one of the FGDs 

participants said that,  "If child will not born then husband will feel humiliated in society so to secure status 

and humiliation of husband in society children is important we need to give birth to child" (Cooperative 

women groups, Udyapur) 

However, participants (KII and FGDs) also expressed that children are essential to live a stable life in 

society, part of cultural Kinship and ornaments for parents and country. It is important to receive and give 

love, affection and care from children and to lead a happy life. They are also source of happiness in married 

life, to stop gossiping in society, prevent from negative comment of society and medium to stop remarriage. 

As one of the FGD participants said that, "Children are the medium to stop polygamous marriage, 

what I think. If husband have children he cannot think about remarrying" (Health service 

providers, Dang,) 

3.5. Adding Insult to Injury 

3.5.1. Enduring the burden of being Infertility 
 

In a patriarchal and patrilocal society the ability to have children was considered as power for the 

new brides. The lack of such power makes women vulnerable. For men, remarriage was the most 

commonly mentioned solution for infertility in a marriage, based on the belief that women are the 

source of the problem. Majority of women participants expressed fear of their husband remarrying 



32 
 

another woman, fear of divorce by their husband and threats by their mother-in-law. This made 

them silent and endures the burden of infertility. 

From the IDIs, it was found that infertility was the cause of disputes in many families. In the Nepali 

society, when a woman marries a man a new relationship begins with his family members. She 

moves in to their space with mixed feelings, of hope and expectations. This shift also puts the 

women in a submissive position. Initially, things sail smoothly with mother-in-law until the time 

when women are supposed to fill the house with the sounds of grandchildren. In this study, most 

of the women were pressured for having at least one child in their life time. Women without a 

child were not favored in the family. They were humiliated and intimidated by their family 

members (i.e. in-laws). In addition, most fearful situation was second marriage of their husband.  

One of the women said  

“…..I am older than my husband so my mother-in-law believes that I cannot have 

child, she threatens me saying she wants her son to have second marriage. I told her 

if my husband is willing to marry once again then he can ….” (IDI, Udayapur) 

Although majority of the women participants shared to have supportive husband and good 

relationship between them, but few of them also expressed constant fear of husband's remarriage 

under social and family pressure. As one of the women participants said that,  

“My husband is denying having second marriage but he is also expecting a child from 

me at the same point and keeps complaining. He intimidates me saying that if I won’t 

conceive a child soon he will sooner or later have another marriage. He said it’s been 

5 year since we are married and now it is the high time for him…….”(IDI, Dang).  

However, some women expressed infertility as a challenge to balance the relationship between 

husband and wife. Moreover, infertility affects the relationship between the husband and wife 

making it worse. Women are left with enduring living in fear of divorce and she is also blamed for 

not able to procreate, despite problem of fertility weakness presented with the husband. Such 

endurance was expressed as "suffocating" and "devastating" by the women. Women often are 

pressured to convince their partner for second marriage so that he can experience fatherhood. As 

one female of the participants said that,  

"What I think is we need children, I have to take decision, either to bring another wife 

for my husband or children. I have problem, so I am not able to give birth to children. 

I told my husband to marry another girl, he didn't agree. Everybody has wished to 

have children, because of my weakness, society will tell him many things. He may also 

have wished to be father … society will stigmatize him because of my weakness. I feel 

bad for him. I don't know he is saying he will not remarry but may be tomorrow he 

may bring another, because he is man, I cannot trust on him. I cannot give birth to 

children; I have feared that he may leave me" (IDI, Udayapur) 

Further the relationship between daughter-in-law and mother-in-law was expressed as complicated 

by most of the women. The women lived in fear of each day and suffered in silence when the 

mother-in-law adds pressure for second marriage and threatens her. One of the women said,  
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"My family members especially my mother in law adds fear saying, it has been many 

years of marriage and still I don’t have children. They told that they want a child and 

if I can't give them they will marry my husband to another girl.  I feel like crying and 

sometimes I am stressed also (says by crying)." (IDI, Dang) 

Some women also described other kinds of pressure from their mother in law to have children. As 

one of the female expressed it as 

"I think children really matters once woman get married. I am being humiliated by 

everyone for not conceiving. My mother-in- law doesn't eat food cooked by me while 

she cooks her food by herself. She says until and unless I have children she shall not 

eat food cooked by me…. I feel more pressure from my mother in law to have children 

as she always taunts me for not having not having children"(IDI, Dang) 

The society also pressurized women to let their husband marry another woman. One of our 

informants said,  

"… They keep taunting saying that may be my husband should get married to another 

women to have a child...I have to hear such things even when I am at work…one day 

while I was asking one women to take away his goat from my farm, one day she stated 

that her daughter in law has given birth to a male child in a satirical way. I felt bad 

about it and could not sleep properly because of that" (IDI, Udayapur) 

Moreover intellectual groups during FGD shared that, "wife only marry her husband to another 

girl by her own wish stating that she can conceive when she marry her husband to another girl. 

So that second wife "graha" (shifting of planet) will shift to first wife and she will conceive" 

Furthermore, some men expressed that they are being pressurized from their family members to 

marry again and bring second wife for generation continuity, and also an attempt to prove their 

fertility in an effort to escape the ridicule and stigma that goes with being Infertile in the 

community. As one of the participants said that, 

"I married again to another woman after 7/8 years, as my first wife is not capable to 

conceive. My mother gets sick because of tension thinking that her generation will not 

continue….as I am the only one son in my family members. My mother and relatives 

pressurized me to remarry another girl…..I remarry again and bring another wife for 

generation continuity" (FGD, Intellectual Group, Dang) 

All the participants in the IDIs, KIIs and FGDs, had a similar perception that women who did not 

have children endured the burden of infertility in order to secure their status and prestige of their 

family in the society and if she failed to give children, then she had to bear the burden of violence.  

3.5.2. Experience of Violence 

  

Deprivation of property  

Having no children also meant having no rights to parental properties. Majority of men said that 

they want child to safeguard their property and to own property as well. They believed that if they 
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don’t have child there is no need of earning money. One man said “Even I and my wife won’t have 

any share in our parental property if we won’t have child, so child is indeed very important" 

(IDI,Udayapur ) 

Another participant said that "both husband and wife will be affected in the family because if the 

couples do not have children, the other family members will try to claim all the properties. If the 

elder brother in the family does not have children the younger brother who has children will claim 

all the property. Moreover the other family members will dominate him and he is called "aputra" 

[Barren]"(KII, Lawyer). Likewise another participant said,  

"My husband is only one son, nobody is there. We have lots of field, but I haven't got 

anything. I have no son and daughter, if I have son and daughter then I can fight for 

the property. That's why I kept quiet and cannot say anything and my in laws also do 

not say anything" (IDI, Female, Udayapur) 

Emotional and Physical Violence 

Couples faced social exclusion because of infertility. All the participants in the IDIs, KIIs and 

FGDs expressed that when the society and family members used belittling words like "bhaji"/ 

"aputali"/ "aputri" [barren women] and in case of male they are labeled as "namard"/ "hijada"/ 

"napunsak" [barren men]. They felt it humiliating.  

Most of the women expressed verbal abuse experienced because of infertility. They shared that 

they were blamed even though they did not have any health problems that caused infertility. While 

it was normal for the men to remarry if the couple did not have children, for women it was 

considered going against the societal norms and labeled as "prostitute". As one of the women said,  

"In our society what happens is if male remarry, nobody will say anything but if female 

do that, they start back biting…She is not satisfied with one man so she needs another 

man… but when women marry society will say she cannot stay with one man, she is 

not satisfied sleeping with one man. She is prostitute" (IDI, Udayapur) 

Further health care provider during FGD shared that women experienced physical and emotional 

violence because of infertility. As a woman said,  

"Five years back, when I was staying at my previous place I had a colleague working 

together at government office. He was alcoholic and used to physically abuse his wife 

along with which he also used to threaten her stating to marry another girl for not 

being able to conceive children. After a year, he married another woman expecting a 

child out of her but that also did not happen. Therefore, they both went for treatment, 

and found that he was the one who had problem. Our society lacks awareness about 

the fact that male might also have infertility problem"(Health Service Providers, 

FGD) 

A common form of emotional abuse was when the wife was expected to arrange her husband’s 

remarriage. Women expressed their sadness and how they felt like crying whenever her husband 

talked about second marriage. She also shared that it added stress and grief to think where she 

would go and what she would do.  
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Contrary to this, some men also expressed verbal abuse by their wives. One of the men expressed 

it as,  

"I got married four times, out of which three wives left me because I have fertility 

problem and I am not capable of having children. All three wives who left me 

complained that they have their own life where they want a happy family with children. 

Now all three of them are married and have their own child. The fourth wife tortured 

me saying that I was not able to satisfy her sexually". (IDI, Udaypur) 

Women were blamed more than men in Nepali society for not having children. Few women shared 

that it was painful that they were blamed by their mother-in-law though they knew that it was 

because of their son they didn't have child. As one of the participants said that, "If male have 

weakness also they hide their weakness and show weakness of female. My mother in law always 

bug me for not having children…you are the one who deliver child not my son….so don't blame 

my son." (IDI, Female, Udayapur).  

Participants expressed that people in the society had misconception that "women cannot conceive 

because they use contraception. Women without children are often blamed as "witches" and 

"papini" [committed sins in past] because of which women cannot bear children. They also 

perceive it as god is punishing the women for the sins that she committed. Society also used 

offensive words like "randi" (slut). 

Few women expressed how sad they were when their mother-in-law complained about the money 

that was spent for an infertile women like them. As one of the women said 

"Though we have good marital relations… my mother in law says to son let's bring 

another on wife for you. Why are you spending all your money on this "bhaji" (barren) 

for treatment? It is better to bring another one (daughter in law) rather to spend all 

money on her for treatment….she taunts me and I listen always. (IDI, Udayapur) 

Some women described how society will compare infertile women with barren animals (cow and 

buffalo). As one of the female participants said that, 

"In our village if animals (cow and buffalo) conceive we call them "Gabin" [pregnant 

cow and buffalo] and if they cannot conceive they are called "Thaara" and "Tharo" 

[mean barren cow and buffalo. In same way, society people will compare infertile 

women with animals….saying even cow and buffalo are delivering child and she 

cannot, their words make me sad and I my eyes get full of tears" (IDI, Udayapur) 

3.5.3. Discrimination  
 

Women and men both face discrimination from the family, relatives and society for having no 

children. They expressed that they were excluded from the religious ceremony (i.e. marriage 

ceremony, rice feeding and name ceremony of children) saying that if a barren women touches the 

materials used during the rituals of women, the other women whom she touches or used the 

materials touched by her will never get married, or pregnant of even if the women gives birth the 

child may die. As one of the priest said,  
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"Society will dominate and have negative perspective towards infertile people. When 

infertile women will go in religious ceremony people will say "why you call such 

infertile women you should not call such women in religious ceremony". Such infertile 

person's "graha" (power to grasp) will shift to another person...as I am working as 

priest when i go in some religious ceremony I have to hear such things, being a priest. 

I don't have children people gossip among each other saying why you call him, he has 

no children. It hurts when they say such things" (IDI, Male, Udayapur) 

Moreover, the shadow of infertile women is considered as a curse which would harm them. People 

in the society insulted and taunted infertile couple and questioned why they were earning money 

and for whom. They even tagged them as "being greedy" for money since they would have no one 

to claim the property. As one of the male participants expressed,  

"Our society is very bad; they say we don’t have children. Now they cannot have 

children, till now if they want they may have children. Now they will not have children. 

My wife is "bajhi" [barren] why she is working in tailor for whom she is earning, why 

she is working so hard who is there for whom she is earning more. All such thing my 

wife have to listen, I just go for my work and she have" (IDI, Udaypaur)  

Majority of KII participants also shared that the society used offensive words to women 

without children; moreover, family will throw the women out of the house tagging her as evil 

and someone who would bring misfortune in the house or as a witch. As one of the participants 

said that,  

"Society people stigmatize and tell "banjhi" or "rathi" [barren]. For whom you are 

earning property they tell like that. One day one people told to my husband that you 

are "Napunsak" [impotent] then he get angry, i will slap on his face my husband told 

like that…I told that person from now onward please don't say like that" (IDI, Female, 

Udayapur) 

They were considered as "untouchables" since the people did not prefer to drink water and eat food 

cooked by infertile women. An infertile woman is kept away from carrying children with the belief 

that the child may become sick. As one of the participants said,  

"Society will not accept easily, if women do not have children. They will tell "aputri" 

[barren]. In community, women who do not have children if they walk, they say 

misfortune will be there if we see face of such women in the morning". (KII, Lawyer)   

Discrimination differed in severity across different caste and ethnic groups. KII shared that it was 

common among "Madhesi" community where women with no children were discriminated, 

followed by "Brahmin" and "Chettri" community because of the rituals that they have to perform.  
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3.6. UNDERSTANDING OPTIONS 
 

Most of the couples thought that seeking for treatment was better than leaving their partners. The 

couples had been through traditional, modern, religious and ayurvedic treatments for having 

children. However, it was typical that there was a shift from one treatment to another after many 

failures and when the couples got tired of one treatment.  

3.6.1. Leaving is not solution 
 

Seeking help was the preferred solution rather than leaving their wives by most of the men. 

Majority of the male partners said that it’s not good to leave their wife if she cannot conceive 

because they were aware that it would bring havoc in the life of their wives. The men expressed 

that marriage was not only to have children but love and affection in a relationship was important. 

They emphasized that the first solution would be to go for treatment and identify the problem. 

Additionally, they were aware of the technologies and treatment from where couple can have 

children. As one of the female participants said, "if husband have problem wife cannot leave but 

if wife have problem husband leave and marry again or give divorce to wife. Now, there are 

different treatments from where we can have test tube baby" (IDI, Udayapur).  Further they also 

said that the women should not be dominated and abused if they cannot conceive because treatment 

was the option. According to one of the participants,  

"Generally women are blamed for being infertile and do not opt for medical remedies 

considering it unnecessary expenses rather than they prefer to remarry another or 

leave their wife. So, lack of understanding and awareness is one of the leading cause 

or the polygamy in this case"(IDI, male, Udayapur) 

KII participants were aware of the different options that the couples who did not have children 

could go for treatment related to infertility instead of leaving. As one of the participants said, "that 

there is law where man leave his wife if there is medically proven that she cannot give birth to 

children but in case of women it is not same, so instead of leaving they should go for treatment". 

(KII, Deputy Mayor)  

Although the FGD participants did not support that the husband, should not leave his wife before 

treatment, they supported remarriage in mutual understanding if the treatment failed and that the 

husband should take care of both wives equally in a Nepali context. Additionally, the participants 

emphasized the notion of 'balancing power' where if the wife wants to remarry with another man 

to have children then the law should permit that. The FGD participants said, "yeah, if the wife have 

problem, husband can leave his wife, but if the husband have problem the wife has to stay with 

him, it is not justice. Both should have equal rights"(HSP,Udayapur) 

Most of the couples also considered 'Waiting' as a tool for hope to have children rather leaving 

because they were hopeful that they may have children. As one of the male participants said, "It's 

not good to leave wife if she is not capable to give birth to children, after 10/20 years of marriage 

also some couple will have children. So it's not good to leave"(IDI, Dang) 

Most of the couples favored having their own children first. However, "test tube baby" was 

considered to be the second option. Although some couples said that adoption was the third choice, 

they were reluctant about this option. Rather, they were hopeful and ready to wait to have children. 
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Couples felt that an adopted child is usually not accepted in a community and family members. 

Few infertile women favored adoption but reported resistance by husbands and in-laws. The 

infertile women declared that their in-laws would support husband’s remarrying over an adoption. 

Husband prefer to wait till last breath and hope to have own children rather than to adopt. Most of 

the participants said that adoption will be their last option as it is generation of science and they 

preferred to go for treatment rather than to adopt child.  

Some of the participants also have solution on how to face family and in-laws if they chose to 

adopt and not spoil their relation. As one of the female participants said, "Yeah 100%, I have 

thought to adopt children… When I sit alone and think it has been many years… I have good 

relationship with my family members and husband…Let's stay 1 or 2 years outside and adopt 

children and when we return back we will tell that it's our children" (IDI, Udayapur) 

3.6.2. Where they go?  
 

All the couples had sought help from traditional healers, doctors, priests, and herbal and ayurvedic 

professionals. Traditional healers were the first entry points to seek help for infertility. There were 

participants who also went for medical treatment only, traditional healers only and or priests for 

religious rituals so that they could have children. However, there were participants who also sought 

help from a combination of some all three of these options. Infertile couple often visits traditional 

healers and religious method very early. Modern practitioners are often consulted later when 

religious and traditional methods failed to provide a solution to the infertility.  

Traditional method of treatment 

At the traditional healers, the couples explained going through “jarfukh" [exorcism], they were 

provided with "jadibuti" [local herb medicine] and given “buti” [amulet] to tie in neck and 

shoulder and spell some "mantra" [chant] to protect from evil spirit of eye and worship in front of 

god for the sake of child. As one of the male participants said " I went to traditional healers he do 

"Jharfukh" [exorcism] and advised me to sleep in south facing room and to changed my bedroom 

where I am currently sleeping"(IDI, Dang) 

Apart from this, participants [IDI, KII and FGDs] expressed that traditional healers made the 

couples sacrifice birds [hen and pigeon] and animals [goat] in front of god for the sake of children. 

Some suggested sacrifice will stop evil spirit eye of witches believed to create problem in 

conceiving and some said a snake has trapped the womb so to release the trap and pull snake out 

from the womb they have to sacrifice animals and birds. As one of the participant said,  

"We call traditional healers many time in home also, he told that snake has trapped 

the womb of your wife, so she is not having children. I will help to release the trap. 

Traditional healers follow all religious procedure of marry, we both (husband and 

wife) get married again like we marry for the first time to release the trap of snake, 

but nothing happen" (IDI, Dang Male) 

A traditional healer among the FGD participants shared the rituals performed; he met women 

whose womb has been trapped by a snake. He said, "…. TH asked to kill and bring the head of the 

dead dog, they worship and chant matra with 'sindoor' [crimson powder] and ask the Infertile 

couple to bury it at the backyard of their house to have children"(Community men, Udayapur)  
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Mostly women visited the traditional healers because men usually did not believe in it. Moreover 

they did not have enough time as they had to stay out for work. Couples went to traditional healers 

instead of medical doctor because of financial crisis and pressure from family members. Majority 

of the participants visited to traditional healers form 4 to 20 times. Apart from rituals like sacrifices, 

they were also made to drink raw blood of vowed birds to correct their menstruation so that they 

could conceive. As one of the participant said,  

“At each visit to traditional healers we took “ladoo” [sweets] and pair of birds [i.e. 

hen and pigeon].  Traditional healers also make us to offer sari and golden ornaments 

[i.e. “trishul” and “tika”] to god and make us sacrifice birds in front of god and give 

us to drink raw blood of birds, so that menstruation will be corrected and I can 

conceive. He also makes me to eat raw live river of birds by putting in sweets. I feel 

like vomiting when he makes me to drink raw blood. My husband scolds me. (IDI, 

Female, Udayapur) 

In addition, they were made to eat “axata” (uncooked rice) mixed with raw blood so that they can 

conceive. They also see “jhokhana” [future prediction] whether couple will have children or not 

in future by using raw rice and “barha masala” [combination of 12 medicines] to eat. All most all 

couples spent around Nrs.10,000 ($ 87.82) to Nrs.1 lakh ($878.16). Majority of the participants 

said that they were fed up visiting traditional healers and don’t believe and trust treatment methods 

of traditional healers when it fails to provide solution to the infertility. Some decided to consult to 

doctor for checkup and some couples were following both (traditional and modern method).  

The KII and FGD participants felt visiting traditional healers as psychological treatment for the 

couples. As one of the KII said that "It is psychological treatment, what I think…..most of the 

people visit to TH in Nepal as compared to doctor due to lack of knowledge and awareness. There 

is no single person in Nepal who didn't visit to TH at least once. I don’t believe that there are 

people in Dang who haven’t gone to traditional healers before visiting hospital" (KII, Lawyer) 

One traditional healer (TH) in the interview gave rational on why "women should be treated even 

though there was problem with male". The TH told that it was women who conceive therefore it 

was important to purify her blood therefore; she was made to drink raw blood of animal and birds. 

TH also said that he did not want to name any medication during the interview because he did not 

know any. However, he gave the medicine according to whatever god in his dreams told him to 

give.  

 

Modern method of treatment  

Every couple who didn’t have children claimed that they visited hospitals or clinics. Majority of 

the couples visited within 9 months to 4 years of marriage in the hope that they will have children 

one day. Majority of the couples who didn’t have children expressed that when the family members 

started putting pressure to have children they visited the doctor for checkup. A few couples were 

only planning which doctor to visit because they were not aware where to go for treatment. The 

rest of the couples who went to visit doctor had been through treatment.  However it was found 

that the female partner had to go through all the checkups and test primarily whereas the health 

check-up for males were secondary. All male partners had done sperm analysis.  Among them one 
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was found to have normal semen analysis report, but his wife had problem with ovulation. Most 

of the infertile couple was treated by injection or oral medicine. Women participants underwent 

vaginal examination, hysteroscopy, injected sperm in uterus and injected or use oral medicine to 

increase ova. Male participants used oral medicine to increase sperm and after some months they 

stop using medicine due to its cost and not benefit from it. 

Religious method of treatment for Infertility 

In Nepal, religion has a strong influence on an individual. Many beliefs and values related to 

procreation are embedded in daily life and originated from holy books and ancient stories. God is 

considered as creator and HE only can give life and it is taken as a wish of god to give children. 

Majority of couple who don’t have children reported that they kept fasting in the name of different 

god and goddess to get blessing and visit to different temples to worship god for the sake of 

children but very few male partner visit temple with their female partner to worship god because 

they don’t believe in worshipping god. Some of the participants called priests at home and perform 

rituals such as “rudri puja” [hymn in praise of Lord Shiva] and “lakh bati” [lighting one lakh 

candle in temple] and some fly pair of pigeon. Among the many beliefs, one of the female 

participant from Dang said, "In terai region there is one temple and there is a saying that when a 

female who cannot conceive takes bath in that pond and if she catches a frog during sunrise then 

god will gift the couple with child…I haven’t been there, but I wish to go” 

FGD participants from Dang said, "In our chaudhary community (one of the janajati ethnic 

community in dang) during 'makar shankrati' (festival related to Lord Shiva) we visit to temple 

and take bath in pond. So after taking bath in the pond there is saying they will conceive” (FGD, 

Cooperative women group).  The couples especially the female partner had been to may temples 

(Sakhada, Pathibhara, Halesi, Gorkha) in Nepal that carried the belief for having children. It was 

also found that male partner has been fasting for children as per the belief.  

Ayurvedic treatments of Infertility 

During interview, most of the couple who didn’t have children perceived that ayurvedic medicine 

did not solve the problem of being unable to conceive. However, few participants who had lost 

hope from having been to the traditional healer and modern medicine had sought ayurvedic 

treatments after suggestion from neighbors and still continuing the treatment. One of the 

participants shared that they have been on treatment for 5 to 6 months although it was not effective. 

One of the participants said that 

"There is a lot of difference in ayurvedic and modern medicines. Modern medicine is 

expensive than ayurvedic medicine. One man gave me ayurvedic medicine from 

Malaysia, I used that medicine but it was useless. It can't be used to have a child. As 

I said earlier it's all about just to earn money. He was the member of that company. I 

asked another person who worked in the same company … I paid 1000 ($10) once for 

that medicine and he took 10000 ($100) before treatment started…for medicine only 

we are spending 25000 ($250)”(IDI, Male, Udayapur) 

Help seeking among couples was based on their economic situation. According to the KIIs, couples 

who had strong economic status went for treatment in Kathmandu and couple with less economic 

resources went to traditional healers. One of the female participants said,  
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"My husband has some problem, his sperm count is low and doctor gave me medicine 

to eat and we were not satisfied with the treatment of Nepalgunj. We both went to 

Kathmandu for check-up and doctor told us that my husband sperm count is low, it is 

not in that amount it should be"(IDI, Dang) 

3.6.3. Barriers 

 

The common barriers for seeking help from these agencies were expressed as loss of belief, 

financial burden, low self-esteem to seek for treatment, time, social stigma and inaccessibility and 

unavailability of treatment.   

Loss of belief on different treatments 

However, the couples did not have full faith on modern medicine as well because of prolonged 

period of medical treatment and perceived lack of benefits of that treatment. They either stopped 

the medication and or changed to another doctor. Some of the couples had discontinued their 

treatment. Couple withdrew from medical care because there was no benefit and they did not get 

the expected result from the treatment. As one of the female participants said, " I visit to many 

place for the treatment and changed doctor continuously in hope to have children, I was not 

satisfied with the treatment and left the treatment in mid due to no benefit and my all money was 

wasted" (IDI, Dang).  

Apart from this most of the couple participants also stop visiting to TH due to lack of faith and 

disbelief in the treatment process. As one of the participants said that, "I visit to TH more than 

20/25 times…I do whatever he says for the sake of children and spend almost one and half lakh 

money till now. Now I am fed up by visiting to TH, I don’t want to see face of TH"(IDI, Female, 

Udayapur)  

Most of the participants after certain time stopped attending their follow up because of 

dissatisfaction in the treatment along with the financial crisis and unaffordable service and few are 

continuing their treatment and few are waiting to go again for the treatment after earning money. 

As one of the participant's said that, "Due to expensive treatment and costly medicine we left the 

treatment in mid due to financial problem though doctor called us again, we are planning to go 

again after certain time after earning some money"(IDI, Male, Udayapur) 

Financial burden 

Financial crisis was one of the major problem for the couples to visit to doctor and though doctor 

called couples for follow up. Modern methods of treatment were considered more expensive than 

traditional healers. Since infertility treatment is Nepal is very expensive, all the participants cannot 

seek treatment and they with draw treatment after certain time. One of the participants said,  

"We went to many place for treatment, we sell our goat and crops and went to 

Kathmandu for treatment...after two years, we went to Kathmandu for treatment in 

between that we went to traditional healers for treatment and because of financial 

problem also we cannot go anywhere for checkup. In Kathmandu we both get check-

up for two times, after having check-up doctor told that my husband sperm count is 

low. Doctor gave medicine to my husband and if medicine did not work the doctor 

suggested for test tube baby" (IDI, Female, Udaypur) 
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Not only were the treatment expensive, so were the follow-up visit was also expensive expressed 

by the participants. Because of this, the couples discontinued the treatment. Couples who visited 

the doctor spent almost around 50,000 ($500) to 9 lakhs ($ 9000) for the treatment.   

One of the participants said that as they have pressure from family members to have children but 

they cannot go to hospital due to economic problem once they go for treatment they have to 

undergo examination and test for that, they have to spend lots of money which they cannot afford. 

Women from the Dalit community suffered more because they could not utilize the facilities 

because of low financial circumstances.  

Time and low self-esteem to seek treatment 

Few couples also expressed that they could not manage time since most of them were farmers and 

had to work in the fields or had government jobs. This was looked upon as barriers because they 

had to be away from work to travel to Kathmandu for treatment. Hence some of the participants 

also felt that the services were inaccessible since it was centralized only to main cities. If the 

services had been in their respective villages it would have been accessible.  

Male participants expressed low self-esteem as one of the barriers to seek help from the hospital. 

One man felt shy because he assumed that his penis was small because of which he refrained from 

visiting the doctor. Another man compared his sperm with his friend and found that his sperm 

consistency was thinner than his friends'. Therefore, he did not visit the doctor as he recognized it 

as his weakness.    

Financial and Social stigma barrier for IVF 

There have been great advancements being made in the field of assisted reproductive medicine 

and technology. Despite this, many couples were struggling with infertility and remained 

untreated. For most of the couples "test tube baby" was the suggested treatment. However, this 

was not an option for them, mostly because the treatment was expensive given success could not 

be guaranteed.  High cost of treatment was major barriers for the treatment even for the couples 

who had good economic condition. Some of the participants said that "test tube baby" is last option 

to have children and they want to earn money and go for "test tube baby".  As one of the 

participants said, "Now I am planning to earn money and my last option is to go for test tube baby. 

If we will not have baby from test tube, we both husband and wife stay together. We almost spend 

2 lakhs Nepali rupees ($1820.05- date 30/ 7/2019) for treatment (IDI, Male, Udayapur) 

As one of the women participants described that she had an ovulation problem and doctor 

suggested her about "test tube baby" as a treatment of infertility. The cost for the "test tube baby" 

was to pay the egg donor which was expensive for the couples to afford. The doctor told her that 

it costs around 5 lakhs Nepali rupees ($4550.13-- date 30/ 7/2019) to pay the donor but the success 

guarantee was only 40%.  

The other barrier was social stigma associated to babies born from the "test tube baby". The couples 

who cannot conceive were suggested about "test tube baby" as a treatment of infertility. But they 

thought that the child may not resemble the parents. The couple also thought that baby from "test 

tube baby" could have disability or abnormality.   
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3.7. Consequences of Infertility 
 

Majority of the couples had adverse psychological effect. Couples with no children expressed 

profound effects on mental health. Majority of the couples shared that they were suffering from 

fear, worried, could not sleep, stress and sadness, and isolation and feeling of loneliness as a result 

of Infertility. More women than men shared that they were stressed because their husband would 

re-marry, but the law was not just for women if they wanted to remarry with another men if their 

husband had problems for not having children. Some women also expressed suicidal ideation. As 

one of the women said, “My family pressure me to have children… sometimes I feel like 

committing suicide”. I have to always listen to bad word from my in laws when they say she will 

not have children now and thinking to remarry their son” (IDI, Udayapur)  

Societal pressure not only has psychological effect on the couples but also their in-laws and family 

members. Family members were disturbed listening to malicious gossips such as comparing their 

son and daughter in-law who have children with the ones who do not have children especially 

when grandparents do not have grandchildren from any of their sons. As one of the women said, 

"The mother and father in law are tensed because of this reason (we cannot have children). 

Neighbors told to my mother in law "what happen your both son have some problem I think still 

your both son don't have any children, so they both (in laws) get worried" (IDI, Udayapur) 

All the couples shared that their marital relationship was good even though they did not have 

children. Men expressed that as a couple their relationship was good without conflict. However, 

to avoid the societal pressure, questions asked by society and avoid blaming; most of the couple 

was staying separately from their family. As one of the women told,  

"Sometime my mother and father in law have conversation, when they got 

angry. They would say that they will remarry their son (my husband). To avoid 

this we stay separately. She (my mother in law) always told me many times that 

I don't have children".  (IDI, Dang) 

Self-esteem was low among male than female because of misconceptions around the causes of 

infertility. There were some male who got married to 2-3 women as well and when they left him 

because of his incapability to give children, then he became shy. Some men also expressed how 

hurt they were because of what their wife said,  

"If I have to say about relation with my present wife it's not good, first of all 

she don’t all allowed me to have sex… she said that I didn't satisfy doing sex 

with you, she said it (penis) is small and while doing (sex), you ejaculate 

immediately. That is why it is my weakness"(IDI, Male, Udaypur) 

Some women also expressed fear and loneliness for not having children. As one of the female 

participants said that, "I always think what is the reason I am not having children and others are 

having children. Sometimes I feel loneliness for not having children and sometime I have fear of 

not having children. 



44 
 

  

3.8. Recommendation for advocacy and policy 
 

Generation of the data related to infertility was seen as one of the important way forward for the 

KIIs since Nepal does not have a surveillance system (they gave an example of polio). In a 

changing political context from democratic to a federal government structure, they suggested that 

data should be representative of rural municipality, municipality, provincial and national levels. 

They felt that the data was important to plan strategies and policies for the couples who do not 

children. They also acknowledged the responsibility of the local authority for data collection after 

training skilled human resources. A census on infertility would be an excellent way forward 

according to the KIIs. They also felt the need to incorporate data related to infertility within the 

reproductive health information and management system (HMIS) system.  

The KIIs also felt the need to conduct mobile health camps (screening) in every wards within the 

rural municipalities and wards, developing IEC materials for orientation about the causes, 

consequences and treatments of infertility and provide free check-up by related doctors for 

infertility.  

The KIIs also demanded creating vacancy for the infertility specialist at the health post level. This 

finding was supported by the IDIs with couples. They emphasized for advocacy for human 

resources for counseling of the couples. However, some felt that it was not possible at the health 

post level but rather only at municipality and province level. Further, they suggested that there 

should be infertility centers and specialist doctors at the province level.  

The KIIs felt that it was important to build linkages between the different services and referral 

channels to specialized higher facilities. Provision of surrogacy and IVF was felt important by the 

KIIs. Whereas the couples felt that the services had to be in their municipality as it would cost 

them less.   

Apart from this, the couples expected that the government should provide free treatment and 

allowance for those people who did not have children and services free of cost.  
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CHAPTER- IV 

DISCUSSION 
 

4.1. Summary of the main findings 
 

In this study, majority of the couples was in their reproductive age group and were married for 

more than 2 year. Most of the participants had low income and represented from Janjati 

background and believed in Hinduism Most of the participants had low income. Regarding the 

occupation, most of the women participants were economically dependent on their husband as they 

were homemakers and lives in joint family.  

The interview with participants expressed "Bhajopan" [barren] as infertility and perceived 

problems related with "menstruation" as cause of infertility in women and "low sperm count" in 

men. We found, all participants had some awareness about the different treatments that existed 

(i.e. traditional, modern and ayurvedic method). Most of the women participants felt that if their 

husbands migrated overseas for work it would be detrimental to their hopes of having children. 

The majority of the infertile couple felt that children are essential for inclusion in religious 

ceremony organized by the family and society as they have faced social exclusion and 

discrimination because of infertility. Majority of the women participants said that they were 

humiliated and intimated by their family members for being infertile despite problems associated 

with husband for infertility. They also expressed their constant fear of divorce or fear that their 

husbands will marry another women under social and family pressure. Majority of the couple 

participants expressed that having no children means having no rights to parental property and to 

own them as well. Majority of the women participants during interview expressed that they 

experience verbal abuse and a few experience physical and emotional violence because of 

infertility. Most of the infertile couples sought help and had been through traditional, modern and 

religious treatment for having children. However, infertile couples withdrew from the treatment or 

changed the source of treatment as the treatment period became prolonged they perceived less 

benefit of that treatment. Financial difficulty was one of the major problems among couple leading 

to withdrawal from the modern treatment. Infertile couple during interview expressed to have their 

own children first rather than to adopt or to have children from "test tube baby". Psychologically, 

majority of the infertile couples had experienced anxiety, stress and depression as a result 

infertility. Participants expected that government should provide free treatment and allowance to 

couple those who don’t have children.  

4.2. Overview of the strength and limitation of the study 
 

4.2.1. Strengths 
 

This study done in Nepal has captured the lived experiences of couples with infertility from both 

urban and rural areas of districts from two provinces of Nepal. Similarly, the study has also 

explored the awareness about infertility from the stakeholders involved in policy making as well 

as service delivery. Through qualitative interviews, the study highlights issues for further advocacy 

for infertility.  
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4.2.2. Limitation 
 

However, more follow up interviews over a longer period of time would have enabled to get more 

information and process about their treatment for infertility.  

4.3. Methodological discussion 
 

4.3.1. Credibility 
 

We conducted in-depth interview with infertile couple in the community and was able to elicit 

detailed information by asking probing or follow-up question. Data was audio-recorded and 

transcribed verbatim taking into consideration field notes. To ensure that the study findings were 

credible we check by tracing some of the participants to confirm the accuracy of transcribed data. 

These techniques increased the credibility of the findings and gave the couple ample time to come 

forward with their personal "truths". 

4.3.2. Dependability 

This study describes the data collection thoroughly and transparently so that the study could be 

repeated in a similar context. With regard to our logic for participants we planned to interview 

with infertile couple who have been married for 2-10 years duration was our inclusion criteria.  

4.3.3. Transferability 
 

In this study, we thoroughly documented the participant's characteristics and the context of data 

collection in order to provide a comprehensive overview of the research setting. To increase the 

ease with which other researchers could judge the transferability of our findings, it could have 

been helpful to meet our research participants on multiple occasions in order to connect their 

individual situations to wider domestic, social, economic and cultural contexts that framed them. 

However, we made use of verbatim citations to add rich detail to the study and insights into the 

participant's realities 

4.3.4. Conformability 
 

The way to increase conformability is to triangulate the findings using several methods to achieve 

same aim. However, our methodology has been thoroughly described and was in regular 

communication with the PI and Co-PI during data collection in order to share reflection on the 

process. Additionally, during the process of data analysis ensured a thorough rationale for and 

discussion of the themes that emerged from the findings. Each of these techniques was intended 

to ensure a thorough documentation of the study processes, thereby increasing the conformability 

of the findings.  

4.4. Comparison with other studies 
 

The finding of this study is to provide lived experience of infertile couple from both rural and 

urban areas of Nepal. Studies have shown that there was tittle diversity in the definition of 

infertility. The participants describe infertility as "Bhajopan" [barren] is based on their perception 
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of infertility, which was followed by socio-cultural and traditional context. Present study 

highlighted that perceived causes of female infertility are menstruation and uterine problems, 

fallopian tube blocked and hormonal disturbance. Study findings from Jhapa district were also 

corresponded to this study finding36. In this study, participants reported that any defect in sperm 

that cause male as infertile which is similar to the other study in South Asia where it was reported 

that cause of male infertility are defect in sperm and impotence36,62,63.  

The findings of present study revealed a great importance of children in study area. Infertile 

couples experience more negative consequences because of childlessness. Participants in the 

present study perceived that society values children for inclusion in religious ceremony, to 

participate in the rituals after death and consider as insurance of their socio-economic secure and 

parenthood is culturally mandatory. Qualities of couple's marital life are depended on their 

parenthood. These findings are consistent with other Asian studies of where participants shared 

that people consider barren couple as "Manhoos", inauspicious and bearer of bad luck62,64. 

Societies do not want barren couple to participate in rituals and religious function so they avoid 

attending.  

In present study participants expressed feeling of social pressure to conceive. Couples are pushed 

to have children as soon as possible and remedies and treatment suggestions are bombarded from 

all sides to women. In Nepal, if a child is not conceived quickly, couples face pressure and stigma 

from their family and society. In some cases, relatives, mostly from the husband part, have frequent 

contacts with the women and this makes the pressure even worst for them. Participants also 

expressed threat of divorce and second marriage of husband owing to their inability to provide a 

heir to his family and at time wives are expected to get their husbands remarry. These findings are 

consistent with the findings of studies where infertile women indicated that getting their husband 

remarry could be only solution to overcome their social adversities and remarriage was most 

common mentioned solution of infertility62, 65. Similar findings reported by Sami and Allis66 that 

respondents had been threatened for divorce (20%) and husband’s remarry (38%). Responses of 

the participants also showed that due to infertility status they were humiliated and intimated by 

their own family members and feel as second citizens and others consider them less than other 

even if they are talented. Same feelings are echoed in findings of study where infertile women 

shared that child gives respect and honor to women in eyes of in laws67. 

Couples participants in present study shared due to infertile status no rights to parental properties 

and no power of decision making which is similar to other study in South Asia where infertile 

women did not get proper care, refusal of food and clothing, abuse from in laws and have to consult 

in laws for treatment options62. New bride has to prove her worth via her fertility and until she 

does that, she remains at weak position in house hold. Male infertility attracts greater stigma and 

cannot be disclosed. Women only are expected to bear the burden and endure the pain of social 

blame and pressure. Even if husband is infertile, a woman in Jordan reported to endure this feeling 

on behalf of their husband and bears the consequences of being infertile and social behaviors68.  

Though, infertility is reproductive health problems. Participants (FGD and KIIs) shared that 

women experience physical violence (beating and slapping) from their husband. Similar findings 

reported by Thapa also showed that women participants experienced physical violence from their 

husband and in laws like slapped, kicking, punching beating and hair pulled36. The women 

participants also experienced verbal abuse like "witches", "papini" and "randi" and also compared 
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with barren animals due to infertility status which is similar to other study in South Africa where 

women were identified as evil and witches for being barren63.  

It is evident from the study that participants health seeking behavior corresponds to their socio-

economic status and support from family background. Couple participants in this study used 

different sources of traditional treatments first then consulted to modern medicine. Similar results 

were found that faith and traditional healers were the first treatment choice among women in 

Kuwait69. In this study, traditional healers and astrologers are advised them instructions to get 

children such as doing fasting prayer, Saptaha, Puran, lakh bati, visiting temples, provide jadibuti, 

sacrifice animals and birds, using amulet, etc. Thapa36 claimed the similar outcomes from eastern 

part of Nepal. Similar practice had reported in Nigeria70. However, studies conducted in India and 

Iran also showed that infertile women believed in a supreme power, accepted their infertility as 

God’s will and result of their karmas of last birth62, 67,71    where as in another study infertile women 

reported having lost faith in God due to struggle of infertility72. 

Commonly in Nepali locality, most of infertile couples prefer to go hospital (gynecologist) after 

getting some traditional treatments. Different types of modern treatments used by infertile couple 

to solve their fertility problems. Likewise, in present study found that all the couples were treated 

infertility with some kinds of treatment therapies like oral medicines and injection either single or 

both partners. They preferred to visit to hospital or private clinics rather primary health care center 

to identify problems and to confirm who had it. Ombelet73 also stated that infertile couples always 

trying to receive some kinds of modern treatment from hospitals or clinics for fertility treatment. 

Similar findings had reported in Nepal36. 

None of the couple participants visited together to seek treatment. It is evident from the study that 

women seek treatment more than man. In practice, usually female partner are seeking care alone 

and had to go through all check-up and test primarily whereas the health check-up for male were 

secondary. However, when woman does not conceive within 2 years of marital period, they feel 

socially insecure and in order to make her social position secure and maintain respective status 

within family and prove her fertility, although 40% infertility problems are associated with male 

infertility factors74,75.  

Gender based biased are practiced in response to infertility, but the ways and magnitude of 

suffering are different. Men believed that they have fertility capacity. Study participants noted that, 

now a days, usually couple visits to hospital and find out who has fertility problems and they get 

treatment according to available health services based on their economic status. Serour76 found 

that only 51-63% of the couples could afford to pay for ARTs due to expensive treatment and 

difficult in many parts of the developing world.   

The study participants perceived and experienced of emotional distress, frustration, anxiety, 

depression, feeling of suicidal attempt and mental torture for being a barren women. Similar 

findings expressed that females perceived it as more stress and generally seem to be more affected 

in terms of negative life consequences. From the study of relation between anxiety, depression and 

duration of infertility, 40.8% women had depression, 86.8% experienced anxiety, which was 

progress severe form that had infertility for 7-9 years onwards77.  
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CHAPTER-VI 

CONCLUSION 
 

This study was conducted in Nepal to explore infertility, its causes and consequences and health 

seeking behavior among infertile couple in order to develop strategies for action and policy 

formulation. In contemporary society, infertile women are still mistreated from all sides of their 

personal and social life although infertility is a biomedical cause. They are stigmatized and 

discriminated by society and family members and tagged as "bhaji" and "aputali" [barren]. Couple 

experienced a lot of adverse psychological effects that are associated with infertility. Financial 

hardship and family pressure made them to seek traditional healer for first treatment approach for 

infertility rather than modern biomedical method of treatment. Couples who seek modern method 

of treatment shift from one treatment to another after many failures. They frequently withdrew 

from their medical treatment as a result of perceived lack of benefits and prolonged duration of the 

treatment. Usually society believes that infertility means they have nobody to take care, who will 

support them in their old age, who will perform their funeral and look after their property. Women’ 

status and support from husband and in laws depend up on who has the infertility problems. 

Therefore, infertility needs to be seen as a public health issue rather than a pure medical condition. 

Therefore awareness campaigns, advocacy for reforms, educational up-liftment, women 

empowerment and positive changing attitude in social stigma related with infertility can make the 

situation better for the people concerned. Hence, multi-sectoral (i.e. Preventive, Promotive and 

Social dimension) response to address infertility could be valuable. 

 

 

 

 

 

  



50 
 

CHAPTER-VI 
  

RECOMMENDATIONS 
 

 Since there is no evidence on the extent and experience of Infertility in Nepal, so data needs 

to be collected from the survey (NDHS and Census) to know the cause and prevalence of 

Infertility to plan strategies and policies for action.  

 Management of infertility should be included in the national policy guideline and service 

standards for sexual and reproductive health and rights. 

 Government should commit action and resources towards low cost IVF and infertility 

treatment service, so that it can be accessible and affordable by everyone, including people in 

low socio economic strata.  

 Nepal has centralized infertility treatment service and IVF. Government should commit 

resources to include decentralized service of infertility treatment and IVF at province or 

district level. 

 Government should commit resources towards creating awareness and sensitizing the people 

at the community level regarding fertility issues.  

 Government programs must increase resources to address preventable factors that cause 

infertility. 
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!= afFemf]kg 

ue{ lg/f]wsf] s'g} ;fwg k|of]u gu/L Ps jif{;Dd lgoldt ¿kdf of}g;Dks{ ubf{ klg ue{ 

/x]g eg] To:nfO{ afFemf]kg elgG5 . 

   afFemf]kg -Ogkml6{ln6L_ b'O{ k|sf/sf x'G5g\ M 

   !_ k|fylds afFemf]kg -k|fOd/L Ogkml6{ln6L_ M s'g} klg hf]8Lsf]] uef{j:yf gePsf] jf 

ue{wf/0f ug{] Ifdtf gx'g' . 

   @_ lålQos afFemf]kg -;]s]08/L Ogkml6{ln6L_ M s'g} klg hf]8Lsf] klxn]] uef{j:yf ePsf] t/ 

xfn ue{wf/0f ug{ ;Sg] Ifdtf gx'g' . 

@= afFemf]kg ;Df:ofsf s]lx tYof+sx? 

@=!= ljZjJofkL tYof+s 

 ljZjJofkL¿kdf  ^ b]lv * s/f]8 hf]8Lx¿ cfˆgf] hLjgsf] s'g} g s'g} ;dodf 

afFemf]kg ;d:ofaf6 u|l;t 5g\! . 

 ljZj :jf:Yo ;+u7gsf cg';f/ ljZje/df !* s/f]8 ^) nfv bDktLx?df 

afFemf]kgsf] ;d:of 5 / o; hg;+Vofsf] clwsf+z lx:;f ljsf;zLn b]zdf@ /x]sf] 5 .  

 ljZje/df cf};tdf k|hgg\ pd]/sf  !)–!%Ü bDktLsf] aRrf x'Fb}g# . 

 k|fylds afFemf]kg -k|fOd/L Ogkml6{ln6L_ ljsl;t b]zx?df ;Dk"0f{ bDktLx? dWo] 

^=^Ü b]lv @^=$Ü 5 eg] ljsf;zLn b]zx¿df %Ü b]lv @%=&Ü  ;Dd 5$ . 

@=@= g]kfnsf] tYof+s 

 dlxnf jf k'?ifdf afFemf]kgsf] ;d:ofsf] af/]df g]kfndf s'g} cflwsf/Ls tYof+s 5}g . 

g]kfn hg;f+lVosLo :jf:Yo ;j]{If0f / g]kfn hgu0fgfdf klg of] ljifo ;dfj]z 

ul/Psf] 5}g  

 g]kfnsf cf7 lhNnfdf ul/Psf] ;j]{If0f cg';f/ k|hgg\ pd]/sf !,&*$ dlxnf dWo] 

!#@ cyf{t & Ü dlxnfx? afFemf]kgsf] ;d:ofaf6 k|efljt 5g\̂  .  
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 o;} u/L, ;g\ !((& / !((*  df pbok'/, g'jfsf]6 / ;Nofg lhNnfdf cf]/]såf/f 

cfof]lht dlxnf :jf:Yo lzlj/df %()) dlxnfx?n] ;]jf kfPsf lyP . h; dWo] 

pbok'/df !*)) dlxnfx?dWo] @=##Ü, g'jfsf]6df ^)) dlxnf dWo] #=#!Ü / 

;Nofgdf #%)) dlxnfx? dWo] #Ü df afFemf]kg ;d:of ePsf] kfOPsf] lyof]* .  

 aemfË lhNnfdf ;g\ @))# df ul/Psf] dlxnf :jf:Yo lzlj/df ;xefuL %#) dlxnf 

dWo], !$=@Ü dlxnfx?df afemf]kg b]lvPsf] lyof]& .  

 cf]/]såf/f ;~rflnt dlxnf :jf:Yo k/fdz{ s]G›af6 ;]jf lng] dlxnfx?df pbok'/sf 

*,&@# dlxnfx¿dWo] !!% -!=#!Ü_, l;/fxfsf !,@%( dlxnfx? dWo] !* -!=$@Ü_ / 

bf+usf !,@** dlxnfx?dWo] !% -!=^^Ü_ df afFemf]kg b]lvPsf] lyof]* .  

#= afFemf]kgsf] sf/0f dlxnfdf b]lvg] ;d:ofx? 

     afFemf]kgsf] sf/0f dlxnfx?df lgDg ;d:ofx? b]lvg] ub{5 .   

 afFemf]kg zf/Ll/s ;d:of dfq xf]O{g, of] dfgl;s tyf ;fdflhs ;d:of klg xf] . 

To;df klg lkt[;QfTds ;dfhdf dlxnfnfO{ g} afFemf]kgsf] lglDt lhDd]af/ dflgG5 . 

h;n] ubf{ dlxnfdf w]/} k|sf/sf dfgl;s bafax? ;[hgf x'g] ub{5 . 

 afFemf]kgn] dlxnfsf] dgf]j}1flgs / ;fdflhs l:ylt b'a}df uDeL/ k|efj kfb{5 . 

afFemf]kgsf] dgf]j}1flgs kl/0ffdx¿ k|ToIf ¿kdf j}jflxs hLjg ;Fu ;DalGwt 5 . 

o;af6 efjgfTds ;d:ofsf >[vnfx¿ h:t} pbf;Lgtf, lrGtf, PSnf]kg, lg/fzf, 

kZrtfk, ysfg, zf]s, hLjgdf cof]Uotfsf] efjgf h:tf lJfleGg ;Df:ofx?  k}bf x'Gf 

;Sb5 . 

 afFemf]kg k|lt /x]sf] ;fdflhd ›li6sf]0fsf sf/f0f ;fdflhs e]befj / bafa, 3/]n' 

lx+;f, cfly{s cefj jf e]befj, ;fdflhs k|lti7fsf] x|f; -;fdflhs lqmofsnfk / 

k/Dk/fut ;df/f]xdf c;xeflutf_, ;DaGwljR5]b, cfz+sf  / k|lt1f h:tf ljleGg 

;Df:ofx? lgdTofpg :sb5 .  

 ljZjsf w]/}h;f] b]zx¿df, dlxnfnfO{ ;Gtfg pTkfbgsf] nflu lhDd]jf/ JolQm 7flgG5 

/ obL ;Gtfg ePgg\ eg] ;a} bf]if pgLx?nfO{ g} nufO{G5 . g]kfnsf] dfq s'/f ug]{ xf] 

eg] klg, k|foMh;f] ;dfhdf ljjfxsf] d'Vo sf/0f g} aRrf hGdfpg' eGg] dflgG5, 

h;n] ubf{ dlxnfx?df ;d:of cem} a9\b5 . 
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 afFemf]kgsf sf/0f dlxnfx? ;DaGw ljR5]b jf ax'ljjfxsf] ;d:of ef]lu/x]sf 5g\ | 

3/]]n', ;fdflhs lx;+sf] hf]lvdf k/]sf] 5g\ l 

 g]kfnh:tf] b]zdf k|hgg\ IfdtfnfO{ dlxnfsf] hLjgsf] dxTjk"0f{ kIfsf ¿kdf lnOG5 

. dlxnfn] ljjfx u/]ko s]xL ;d:of lelq ( Ps jf b'O{ jif{ leq) aRrf hGdfpg' k5{ 

eGGf] dflgG5 . 

 aRrf kfpg'nfO{ :qLTjsf] k"0f{ ;+s]tsf] ¿kdf lnOG5 . olb dlxnf aRrf hGdfpg 

c;Ifd eO{g\ eg] pgnfO{ afFemf] -:yfgLo efiffdf afFemL, afem, yf/L ck'tnL h:tf 

zAbx¿ k|of]u ul/G5_ dflgG5 / ;fdflhs, ;f+:s[lts cfly{s clwsf/af6 jl~rt  

ul/G5 . pgLx? ljleGg hf]lvddf kb{5g\ / kl/jf/ / ;dfhaf6 lx+;fsf lzsf/ aGg 

k'U5g\ . 

$= g]kfndf afFemf]kg / dfgj clwsf/ ;DalGw sfg'gL k|fjwfg 

 g]kfnsf] ;la+wfg @)&@ sf] wf/f !^ b]lv wf/f $& ;Dd /x]sf] yk df}lns clwsf/ 

;lxtsf] Joj:yfsf sf/0f of] ;+ljwfg k|ultzLn 5 eGg ;'lsG5 . ;la+wfgsf] wf/f #% 

cg';f/   cfwf/e"t :jf:Yo ;]jfx?df k|To]s gful/snfO{ :jtGq / ;dfg kx'Frsf] 

clwsf/ 5 eGg] pNn]v  5 .  To:t} u/L, wf/f #* df dlxnf clwsf/ ;DaGwL 

k|fjwfg 5 h;df ;a} dlxnfnfO{ s'g} klg lsl;dsf] e]befj lagf afFRg kfpg] 

clwsf/ 5 eg]/ pNn]v u/LPsf] 5 . 

 ;+ljwfgsf] wf/f !* df ;dfgtfsf] xssf] Aoa:yf 5  . o; cl3sf] d'n'sL P]gdf 

ePsf laleGg e]befjk"0f{ k|fjwfgx?dWo] Pp6f dlxnfsf] af+emf]kgsf] cfwf/df ;DaGw 

ljR5]b ug{ ;lsg] ;Fu ;DalGwt lyof] . t/ clxn] sfg'g d af+emf]kgnfO{ ;DaGw 

ljR5]bsf] cfwf/ dfg]sf] 5}g . of] lgzro klg k|ultlzn Joj:yf xf] .  

 % cu:t, @)!% df g]kfnsf] ;jf]{Rr cbfntn]  ;/f]u];LnfO{ /f]s]sf] lyof], / o;nfO{ 

!*  ;]K6]Da/, @)!%  df dlGqkl/ifb\sf] lg0f{on] cf}krfl/s ¿kdf g} k|ltaGw nufPsf] 

lyof] . !@ l8;]Da/, @)!^ df ;jf]{Rr cbfntsf] clGtd km};nfdf g]kfnL ljjflxt 

hf]8Lx?sf] nflu ;/f]u];LnfO{ sfg"gL dfGotf lbPsf] lyof] t/ Psn k'?if jf dlxnf, 

cljjflxt k'?if jf dlxnf, n}lËs of}g cNk;+Vos bDktL / ljb]zL gful/sx¿sf nflu 
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of] u}/sfg'gL dflgof] .  ;jf]{Rr cbfntn] o; ;DalGw sfg'g agfpg lgb]{zg klg 

lbPsf] lyof] . 

%= /fHosf] bfloTj 

 g]kfnsf] hgu0fgf / g]kfn hgf;f+lVosLo ;j]{If0fdf xfn;Dd afFemf]kgnfO{ ;dfj]z 

u/LPsf] 5}g . afFemf]kgsf] sf/0f / kl/0ffd a'‰gnfO{ o;nfO{ ;dfa]; ug{'kb{5 . oL 

tYof+sx?n] g]kfndf afFemf]kgsf] sf/0f / kl/0ffdsf] af/]df oy]i7 hfgsf/L k|bfg 

ug]{5 . 

 ev{/} NofOPsf] ;'/lIft dft[Tj / k|hgg\ :jf:Yo P]g @)&% / hg:jf:Yo ;]jf P]g 

@)&% df klg afFemf]kgsf d'2fx¿ k|ltlalDat ug{ cfjZos 5 . 

 ;/sf/n] afFemf]kg x'g] d'Vo sf/ssf] /f]syfddf hf]8 lbg] of]hgf / sfo{qmdx? nfu' 

ug'{kb{5 . 

 afFemf]kgn] efjgfTds jf ;fdflhs b'j} ¿kdf c;/ kfb{5, To;}n] ;/sf/sf] ;DalGwt 

lgsfoaf6 hgr]tgf, ;zQmLs/0f / k|hgg :jf:Yo ;DalGwt ;r]tgf km}Nofpg] sfo{ 

ug'{kb{5 . 

 afFemf]kgsf]  Joj:yfkgnfO{ /fli6«o gLltdf klg ;lDdlnt ug{' kg]{ b]lvG5 . 

 sd nfut tyf cg'bfgdf cfwfl/t s[lqd uef{wf/0f / afFemf]kgsf] pkrf/nfO{ 

;/sf/sf] gLltdf ;dfj]z ug{' kb{5, h;n] ubf{ ;fdflhs cfly{s ?kdf k5f8L 

kfl/Psf kl/jf/x¿nfO{ ;]jf lng ;xh / ;:tf] x'g]5 . 

 g]kfndf s[lqd uef{wf/0f jf 6]:6 6\o'a a]aLsf] ;'ljwf sf7df08f}df dfq} s]G›Lt\ 5 . 

To;}n] ;/sf/sf] gLltdf afFemf]kg pkrf/sf] ;'ljwf k|b]z / lhNnf txdf ljs]G›Ls[t 

ug{sf ;fy} pQm ;]jfdf sd nfut cfO{jLPkm ;dfj]z ug{'kb{5 . 

 ;/sf/ / ;DalGwt ;+:yfx¿n] afFemf]kgsf] tYof+snfO{ b:tfj]hLs/0f ug{ h?/L 5 . 

oL tYof+sn] ;/sf/nfO{ ;d:ofx?sf] kl/0ffdsf] af/]df ;"lrt ug]{5 . 
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िन-स�तान 



   

गभ� िनरोधको कुन ैसाधन �योग नगरी एक वष�स�म िनयिमत �पमा यौनस�पक�  गदा� पिन गभ� 

रहने भन ेिन-स�तान सम�याको स�भावना �नस�छ । 

 कुनै पिन �ीमान या �ीमित संगसगै ब�दा, कुनै �कारको अ�थायी साधन �योग नगदा� 

पिन गभ� नब� ु 

 १ वष� स�म पिन शारी�रक स�ब�ध रा�दा  ब�ा नबसने  वा नरहने अव�था  

 ब�ाह�लाई ज�म �दने �मता नभएको  

 िनि�त अविधमा गभा�व�था �थापना गन� अस�मता 

 

 

 

 

 

 

िन-स�तानको कारणह� �ीमान र �ीमती 

दबुैमा देिखन स�क�छ . ज�तै  

 

 

 

 

िन-स�तान भनकेो के हो ? 

िन-स�तान सम�याका म�ुय कारणह�  



  मिहनावारीमा  “मािसक धम�”  गडबडी, पाठेघरको सम�या, सेतो पिन ब�े,    

मिहलाले िड�ब उ�पादन नगन� �माता  

  वंशानुगत, हाम�नल सम�या, गभा�शयमा सं�मण 

  फेलोिपयन �ूबमा अवरोध, थाइरोइड सम�या र यौन सम�या 

  तनाव, मनोवै�ािनक सम�या, पौि�क आहारको अभाव, कमजोरी, यौनज�य 

रोग (एसटीआई), �जनन अंगमा अनुिचत िवकास वा सं�मण 

  पोिलिसि�टक (polycystic), ज�मजात िवसंगित, �ूमर, कम िड�ब 

उ�पादन  

 

 

 

नपेालमा  कुन ै�मािणत त�याकं  (डटेा) छैन जसल े िन-स�तान सम�याबाट :  मिहला 

वा पु�ष को अिधक पीिडत छ जनाउछ । तर  िपतसृ�ा�मक समाजको कारण धरैे जसो 

मिहलाई न ैदोषी मािन�छ . 

 

 

 िव��ापी  �पमा  ६० – ८० िमिलयन जोडीह� आ�नो जीवनको कुन ैन कुन ैसमयमा 

िन-स�तान सम�याबाट ��त छन।् 

 एउटा अ�य अ�यन अनसुार िव�भरमा १८६  िमिलयन मािनसह�  िन-स�तान  छन ्र 

यस जनस�ंयाको अिधकाशं िह�सा िवकासशील दशेका बािस�दाह� �न ् 

 औसतमा, �जनन उमरेका  १०-१५ %  द�पतीको ब�ा �दँनै। 

 

 

नेपालमा िन-स�तान सम�याको केिह त�याकंह� 

िव��ापी त�याकं  

ओरेक - नपेालको त�याकं  



 नपेालका आठ िज�लामा ग�रएको सव��ण अनसुार �जनन उमरेका १७८४ मिहला 

म�य े१३२ अथा�त (७%) मिहलाह� िन-स�तान सम�याबाट िपिडत छन् ।  

 माच� २००३ मा,  बझागं (सदुरू पि�मी ��े)  िज�लामा ६ �दनको �वा��य िशिवर 

आयोिजत ग�रएको िथयो। �वा��य िशिवरमा आएका ५३० मिहला म�य,े १४.२ % 

मिहलाह�मा subfertility (गभ�धारणमा �ढलाई )दिेखएको  िथयो।  

 यस ै गरी, १९९७ र १९९८  मा तीन िज�ला (अथा�त ् उदयपरु, नुवाकोट र स�यान 

िज�ला) मा ओरेक �ारा आयोिजत मिहला �वा��य िशिवरमा ५९०० मिहलाह�लाई 

उपचार �दान ग�रएको िथयो। उदयपरुमा  १८०० मिहलाह�म�य े२.33% िन-स�तान 

िथए, नवुाकोटमा ६०० मिहला म�य े३.३१% िन-स�तान िथए र स�यानमा ३५००  

मिहलाह� म�य े३% िन-स�तान िथए।  

 २००५  दिेख २००८ स�मको, ओरेक नपेाल  -मिहला �वा��य परामश� के��  �ितवदेन 

अनसुार तीन िज�लाह� (उदयपरु, दागं  र िसराहा) मा उदयपरुका ८७२३ 

मिहलाह�म�य े  ११५ (१.३१%) िन-स�तान िथए �यस ै ग�र िसराहाका १२५९ 

मिहलाह� म�य े१८  (१.४२ %) र दागंका १२८८ मिहलाह�म�य े१५ (१.६६%) िन-

स�तान िथए ।  

 

 

 

 

 

 

 

 समाजमा रहकेो मिहला र प�ुषबीचको िवभदेपणू� सोच �यागरे, प�ुष र मिहला दबुलै े

आ�नो �वा��यको जाचँ समय-समयमा गनु�पद�छ ।  

  सम�या प�ुष र मिहला जो कोहीलाई पिन �नस�छ, तसथ� जसमा सम�या छ उसबैाट 

उपचार स�ु गनु� पन� ��छ ।  

सम�या समाधान गन� के गन� स�क�छ  



   सरुि�त यौन स�पक�  रा� मिहला वा प�ुषल े गभ�िनरोधक साधन �योग गद�छन, 

�य�ता साधन �योग गन�भ�दा पिहला �ी रोग िबशसे�ह�को परामश� िलन आव�यक 

देिख�छ ।  

 िनसतंानको कारण आ�नो �ीमतीको प�र-�याग गनु� वा अक� िववाह गनु� उिचत उपाय 

होईन, कत ै केही खराबी छ �क भनरे खोजतलास गन� परी�ण गराउनपुन� आवशयक 

��छ ।  

 उपचार मिेडकल र स�य��या दवु ै�किसमबाट �नस�छ  

 

 

 

कृि�म गभा�धान इन ि�टो फ�ट�लाईजशेन (आईवीएफ) मिहलाह� मा कृि�म गभा�धान गराउन े

�वा��य िव�ानको एक �िवधी हो। यसलाई िनस�तानको सम�या  कम गन� �भावकारी �िवधी 

मािन�छ। 

 यस ���या मा कुन ैमिहला को अ�डाशय बाट अ�डलाई अलग गरेर �यसलाई 

टे� �बुमा श�ुाण ुसगँ िनशेिचत गराइ�छ।  

 यसपिछ िनषेिचत अ�डा मिहलाको गभा�शय मा रािख�छ। 

 यसरी श�ुक�ट र िड�बलाई एउटा को िमलन भएको कोषलाई य�ुमज (ZYGOTE) 

भिन�छ र यही न ैपिछ िवकिसत भएर िशश ुब�छ।  

 नपेालमा टे� �बु बबेीको �िविध िभ�याउन ेडा�टर भोला �रजाल �न।् उनल े

ओम अ�पतालमा यो �िविध िभ�याएका छन।् नपेालको पिहलो टे� �बु बबेी 

चाही ँओममणी हो। (ज�म २०६१/११/२०) 

 यसल ेहालस�म पाचँहजार भ�दा बढी िनःस�तान द�पि�लाई स�तान सखु �ा� 

भएको छ । 

आज यो �िवधी िन-स�तान द�प�ीह�को लािग एक नया ँआशा को �करण भएको छ।  

 

 

 

 

कृि�म गभा�धारन (In-vitro fertilization -IVF) वा टे�ट-�बु बबेी (Test tube Baby): 

 



 

 

 
 

 नपेालको सव�� अदालतल े गरेको फैसला - १९६३  को मलुकु� दवेानी सिंहतामा 

प�ुषल े िन-स�तानको आधारमा आ�नो �ीमतीलाई स�ब�ध-िव�छेद गन� अिधकार 

�दएको �ावधान असवंधैािनक िथयो। 

 यो �ावधान िवभदेकारी िथयो, �कन�क एक प�ुषल ेआ�नो �ीमतीलाई िन-स�तानको 

आधारमा स�ब�ध-िव�छेद गन� स�दछ तर एक मिहलाल े उनलाई स�ब�धिव�छेद गन� 

स�दनै य�द प�ुष नपुसंक भएपिन। 

 सरोगसेी नपेालमा अ�यिधक छलफलयो�य िवषय भएको िथयो।  

 ५ अग�त, २०१५ - नपेाल को सव�� अदालतल े  सरोगसेीलाई रोकेको िथयो, र १८  

िसतबंर, २०१५  मा मि��प�रष�को िनण�यल ेऔपचा�रक �पमा न ै�ितब�ध लगाएको 

िथयो । 

 १२ �दसबंर, २०१६ -  सव�� अदालत�ारा  अिंतम फैसलाको घोषणा ग�रयो जसमा 

नपेाली िववािहत जोडाह�को लािग सरोगसेी काननूी मािनयो, तर एकल प�ुष� 

अिववािहत प�ुष वा मिहला, �ा�सज�डर द�पती र िवदशेी नाग�रकह�का लािग 

गरैकाननुी मािनयो ।  

 

 

 

 

नपेालमा िन-स�तान सम�या स�बि�ध  �ावधान 
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