EFFECT OF BARRENNESS AND IT’S IMPLICATIONS ON MARITAL PROBLEM AMONG WOMAN ATTENDING GYNECOLOGICAL CLINIC AT SPECIALIST HOSPITAL BAUCHI

ABSTRACT

This study was conducted to evaluate the impact of infertility and its ramifications on marital discord among women seeking medical care at the gynaecological clinic of a specialist hospital in Bauchi. The study employed the utilisation of survey design and implemented the application of simple random sampling techniques. The population size encompasses the cohort of female individuals seeking medical care at the esteemed gynaecological clinic situated within the premises of the specialist hospital in Bauchi. In the process of ascertaining the sample size, the researcher judiciously opted for a cohort of 70 respondents, all of whom were duly validated. A self-constructed and duly validated questionnaire was employed as the instrument for the purpose of data acquisition. The questionnaires that were gathered and verified underwent analysis through the utilisation of frequency tables.  The empirical evidence elucidates that infertility precipitates a sense of discontentment within the realm of matrimony among the female populace. The aforementioned study further elucidated that women endure maltreatment from their significant others due to their inability to conceive. It has been ascertained that women endure both physical and mental health adversities consequent to their infertility. To enumerate a limited selection. Henceforth, it is highly advisable that a widespread dissemination of knowledge to the general populace may serve to augment the understanding of the underlying factors contributing to infertility in couples who are involuntarily childless, thereby concurrently mitigating the pervasive sense of inadequacy experienced by said couples. The majority of women who do not have children encounter financial difficulties when it comes to accessing medical interventions. It is imperative that the government allocates adequate resources towards the formulation and implementation of expeditious strategies and initiatives aimed at fostering the availability and affordability of medical interventions for infertility. Additionally, it is incumbent upon the authorities to ensure the provision of comprehensive social welfare measures that safeguard the financial well-being and security of elderly women who, due to societal disadvantages, have not had the opportunity to bear children.
CHAPTEER ONE

INTRODUCTION

1.1 Background Of The Study

According to [Khodakarami and Hashemi, 2009], barrenness may result in a considerable degree of psychosocial harm since reproduction is a fundamental human goal. WHO defines barrenness as a disease of the reproductive system in which pregnancy does not occur after one year of continued sexual activity [Masearenhas and Flaxma, 2012]. According to [Sumera and Raafay, 2010], infertility is a worldwide issue that impacts several facets of life for both sexes. The rates even reach 186 million individuals worldwide [Inhorn and Patrizio, 2015]. Infertility, often known as barrenness, may be a terrible emotional experience [Dural, & Yasa, 2016]. [Kamel & Remah, 2010] It may cause a variety of psychological concerns, including stress, anxiety, sadness, impaired self-esteem, decreased sexual pleasure, and decreased quality of life. The resulting psychosocial concerns have a greater negative impact on the female gender than on her partner [Patrizio, 2015], particularly in countries where biases against women exist [Balen, and Bos, 2009]. As a result, a woman experiencing infertility may exhibit unusually high levels of irritation and anger, which may negatively impact her women with family, friends, and even her husband. Similarly, infertile women are more prone than their fertile counterparts to experience mental illness, marital discontent, and worse quality of life [Farrokh and Eslamlou, 2014]. Ethnic and cultural groups often impact attitudes regarding women's infertility [Aliyeh and Laya, 2007]. In eastern civilizations, women are mostly expected to assume the role of mother. [Choobfroushadeh, 2013] This will result in numerous psychosocial issues and other difficulties if pregnancy does not occur for whatever reason. Therefore, additional research is necessary in eastern civilizations to determine the influence of social, cultural, and individual aspects on the quality of life of an infertile woman [Daniluk, 2002].

In addition, while infertility is not a disease, it and its treatment can affect every aspect of a woman's life, resulting in a variety of health, psychological, and emotional disorders or consequences, such as turmoil, frustration, depression, anxiety, hopelessness, guilt, and feelings of barrenness (Maroufizadeh, 2015). A quantitative research in Iran, for instance, indicated that infertility therapy is one of the most stressful reasons for infertile women (Ghaheri, 2015). Nevertheless, according to Isiugo-Abanihe (1998), barrenness may be fully embraced and controlled by the couple as a marriage challenge in their lasting love, while societal and extended family pressures undermine the connection. In keeping with the aforementioned, the purpose of this research is to determine the impact of barrenness on marital problems among women.
1.2 Statement Of The Problem
In the social science literature, it is increasingly acknowledged that barrenness is a catastrophic issue for women, especially in the setting of high fertility in sub-Saharan Africa. Regardless of the medical reasons of barrenness, women in the majority of African countries experience bereavement, social humiliation, ostracism, and often severe economic distress. There is substantial evidence that women, particularly in sub-Saharan Africa, bear the brunt of barrenness's repercussions. As Inhorn (1994, 1996) has shown for Egypt, in the majority of these civilizations women are primarily responsible for reproductive failures. Feldman-Savelsberg (1999) claims that in Cameroon, among the Bangangte, barrenness is grounds for divorce, resulting in a woman losing rights to her husband's property. In the Ekiti Yoruba of Nigeria, infertile women are considered outcasts and their remains are buried on the outside of town (Ademola, 1982). On the surface of barrenness, women surely encounter a variety of obstacles, which may be influenced by spouses' beliefs and cultural values, family influence, society, etc. In light of these considerations, the purpose of this research is to evaluate the impact of barrenness and its consequences on marital problems among women.
1.3 Objectives Of The Study
The overall aim of this study is to critically assess the effect of barrenness and it’s implications on marital problem among woman. Hence, the study will be channeled to the following specific objectives;
Determine whether barrenness results to marital dissatisfaction among women. 

Determine whether women experience abusive treatment from spouse as a result of barrenness.

Determine whether women experience physical and mental health challenges as a result of barrenness.

Ascertain whether women experience the termination of marriage as result of barrenness.

Ascertain whether women experience impaired quality of life due to the challenges associated with barrenness.

1.4 Research Question

This study will be guided by the following questions;

Does barrenness result to marital dissatisfaction among women?

Does women experience abusive treatment from spouse as a result of barrenness?

Does women experience physical and mental health challenges as a result of barrenness?

Does women experience the termination of marriage as result of barrenness?

Does women experience impaired quality of life due to the challenges associated with barrenness?

1.5 Significance Of The Study

This research will act as an educational resource for predominantly married couples and the whole society. This research will educate families on the necessity and how to handle family and social pressures related with the problem of barrenness, particularly among women, to a large degree. The research will warn society about the ramifications of interfering in family concerns as sensitive as infertility, as well as the necessity to provide appropriate assistance to sufferers of barrenness so as not to add fuel to the fire. This research will contribute to the current corpus of medical sociology knowledge. It will pave the way for more research on the impact of barrenness and its consequences for marital issues among women.

1.6 Scope Of The Study
This study is structured but delimited to the effect of barrenness and it’s implications on marital problem among woman attending gynecological clinic at specialist hospital Bauchi.

1.7 Limitation Of The Study

In the course of carrying out this study, the researcher experienced some constraints, which included time constraints, financial constraints, language barriers, and the attitude of the respondents. However, the researcher were able to manage these just to ensure the success of this study.
1.8 Definition Of Terms

Childless: The absence of children in a family resulting from the inability to conceive a child by married couple or death of existing children.

Couples: This refers to a man and woman united and legally bounded in marriage.

Culture: The arts, customs, beliefs, values, behavior and material objects that constitute peoples’ way of life.

Fertility: The condition, or the degree of being fertile 

Barrenness: The inability to conceive after a period of 12 months of uncontrollable and unprotected sexual intercourse. The term barrenness is interchange with barrenness.

CHAPTER TWO

REVIEW OF LITERATURE

INTRODUCTION

Our focus in this chapter is to critically examine relevant literature that would assist in explaining the research problem and furthermore recognize the efforts of scholars who had previously contributed immensely to similar research. The chapter intends to deepen the understanding of the study and close the perceived gaps.

Precisely, the chapter will be considered in three sub-headings:

Conceptual Framework

Theoretical Framework 

2.1 CONCEPTUAL FRAMEWORK
Barrenness(Infertility)
Barrenness is one of concept used in the study of marital instability. Barrenness has been most frequently presented in the literature in theories of reproductive health. As a concept barrenness falls within the broad spectrum of health care system as it relates to reproduction. It could be viewed as a result and consequence of the couple not being able to produce a child. It could also be viewed from the health perspective and natural cause. The barrenness can be of source in the wife or the husband and at times on both husband and wife (Abanihe, (1994).There are different definition for the concept of barrenness. They are from various perspectives from which it could be viewed as the “lack of health effectiveness to effect reproduction. It was also considered as a situation unfavourable and inability to have a baby. The emphasis within their definitions is the feeling attached to health of the masculinity and feminity traits of the individual and the same time his/ her dispositions towards reproduction. He also explained the term within the feelings which couple has about his or her marriage or marriage experience in relation to having an offspring. He had earlier defined barrenness as a poor state of health of the husband or wife in relation to their reproductive organ which invariably contribute to not able to pregnate or conceive. In line with the feelings of African belief and culture, Abanihe uche (1994) defined barrenness as a link to ancestral cause, link to taboo or superstition. He went further to explain that when a cause of barrenness place on a family or individual as a result of any misgiving, this can lead to barrenness in both man and woman. It could also be a taboo committed by the mother, which negate the spirit of the land and thereby the punishment result to barrenness of the affected baby unless the “god” is appeased and all sacrifices performed. However, emphasized and explained barrenness as only a symptom related to malfunction of reproductive organ of either of the partner or both partners.

Nwosu (2005), barrenness is a social problem in Nigeria; it is referred to as a process in which ambiguity plays a role. Ambiguity here means something that is open to more than one interpretation, explanation, or meaning. In this study barrenness is given more than one interpretation and meaning based on different perception. barrenness is a situation against parenthood; the inability to have children due to physical impediment or barrenness lead to the unpleasant and absurd experiments of African women especially Nigeria married women who are faced with barrenness problems after marriage and the derogatory attitudes mated to them by their husbands, sister-in-laws, and other relatives related to the husband in one way or the other. This phenomenon is very common in African and highly noted and observed in Nigeria.

 Larsen(2004)observed in Nigeria that there has been a general believe that a married women is at fault for any case of barrenness, which is why in some community like Mbano, a name for infertile women (Nwanyi -Aga) is observed but no name for an infertile man (Ajabor, 2003). However, research conducted by Middleton(2003), has proved that married men contribute up to 40.9% to the problem of barrenness, in the same vein married women contribute up to 30% to the problem of barrenness. The World health organization (2006) stated that married men contribute up to 40% to the problem of barrenness, and women contribute 30% to the problem of barrenness.

The exact rate of barrenness in men has been very difficult to ascertain, the reason is perhaps due to the culture of men’s dominance in African societies. It is difficult to establish the number of men that are infertile because it is difficult to ascertain whether it exists or not. On the other hand, absence of pregnancy in a woman definitely is an indicator of barrenness(Gobbi 2013). 

Nwafor  (2016),  in his recent study on marriage has shown that married men that are infertile do secret contract jobs with their trusted friends or relatives to sleep with their wives and get their wives pregnant  and the child would then  bear his name but he is not proven to be the biological father of the child. In other cases, knowing that their husbands cannot impregnate them, the wives on their own seek for assistance secretly from other men to get them pregnant with the consent of their husbands. The same shows that rate of barrenness among women was 20% and that of men was 10%, reason being that the difference can be attributed to the prolong role that women play in the reproductive process as a man’s major biological role in the reproduction process terminates at the point of fertilization. So, the ability of a woman’s system to sustain the pregnancy till birth is part of the test of fertility in women. If the pregnancy does not lead to life birth, the woman’s fertility is still questionable.

Charlene (2007), as cited in Njoku (2016), explains that in Africa especially Nigeria there is a common practice that after marriage, couples pray and strive very hard to have children as early as possible. If a new bride shows sign of is assumes that their expectation is about to be fulfilled, where this is followed by protruding belly months later everyone rejoices. On the other hand if there is absolute absence to any of this signs in the new bride this brings problem, stigmatization, depression etc to the couple, family, relative and the society at large. In Nigeria most infertile women do not seek treatment for their problem until between twelve and twenty months into the marriage (Osokoya, 2008). Majority of childless couples visit traditional barrenness healers (TIH) as observed by Osokoya (2008), their first point of call is usually the hospital but when the hospital could not provide quick answers; their next point of treatment is the traditional barrenness healers. Sometimes the women may be visiting the hospital and the traditional barrenness healers simultaneously, but she does not use both medicines jointly because traditionally barrenness healers forbid it. To a reasonable extent the decision of when to seek for barrenness treatment, where to seek for barrenness treatment and how to seek for barrenness treatment is usually taken by the women with little or no impute of support from their husbands.

Navle (2004) observed that men contributes about 30% to the barrenness pool, yet only less than 20% of people in Nigeria believe strongly that men could be infertile. Then over 70% of African people overtly or covertly believe that barrenness is a woman issue that does not concern men, to buttress this fact he stated that men contribute to the barrenness pool, some causes of barrenness have been ascribed specifically to men with all these cause belonging to men, it becomes difficult to say that men do not have major contribution to the problem of barrenness. Okojie (2004), also added that the only reason for the low awareness of men barrenness is because most men do not present themselves for fertility test, and this has made successful treatment of barrenness very difficult to the while the husband is the problem, there will be no positive result and the wife continues to suffer for the husbands short comings.

Nigerian Institution of family studies (2011) identified two types of barrenness namely: voluntary barrenness and involuntary barrenness. 

Voluntary barrenness describe as being child free is the life-long voluntary choice not to have children. This includes avoiding having biological children, step or adopted children. The term “Child free” used to describe people who choose not to have children was coined in the English language in the late 20thCentury; this term “child free” has been cited in Nigerian literature in current time (WHO 2016).

Involuntary barrenness is a situation that involves the absence of children which is not by choice. It is a predicament or problem that infertile couples face; it is the inability to have a child of their own. According to Okojie(2005), involuntary barrenness is the inability to have children resulting from barrenness and also the absence of children resulting from the death of the children the once had such couples is considered childless. 

Challenges in identifying the types of childless couples includes: According to Tanturri (2016) the first challenge is linked to the distinction between permanent and temporary barrenness. The permanent barrenness is reached at the end of one’s reproductive life whereas temporary barrenness is a reversible result of delayed child bearing. This difference can be identified for women more easily because of their biological constraint the same cannot be said for whose limits of reproductive age are more blurred and dependent on the age of the partner. According to Letizia (2016), the second challenge is represented by the distinction between those who voluntarily refused motherhood and those who are unable to have children. To put into consideration, for instance married women who continually put off having children to the point where this is no longer possible (often describe as permanent postpones), then in this case a behavior that was originally voluntary might end up becoming involuntary because of the emergence of sterility impairments.

Causes of Barrenness
According to Gobbi (2013), economic insufficiency is one major cause of barrenness especially in developing countries like Nigeria for instance;  where there are experiences like economic recession, critical poverty, economic underdevelopment, economic backwardness, lack of social amenities and lack of educational or employment growth. In such situation couples can decide to become child free until they gather enough resource to train the children they will give birth to. Aaronson (2014), also added that couples that are economically poor engage in voluntary barrenness to prevent “Antinatalism” which means they believe that it is inherently immoral to bring children into the world and not provide the necessary provisions and amenities require for the growth and up keep of the child.

According to Marri (2007), another cause of voluntary barrenness is fear and/or revulsion and effect of pregnancy towards the woman’s  body (weight gain, stretch marks, drooping breasts, sagging breast, hyper pigmentation on the face, looser pelvic muscles leading to reduced sexual pleasure for both the woman and her partner, hemorrhoids etc.

According to Inhorn (2003) one operational cause of voluntary barrenness by involuntary childless couples is phobia for children i.e. dislike for children, when couples have or conceive great fear towards having children.

Some couples prefer to be childfree because they are opportunity driven, Meyers (2001) highly educated women earn high wages and face a high opportunity cost when they are not at work. Opportunity – Driven barrenness is the main cause or reason for the high levels of barrenness in developed countries, but in developing countries opportunity-driven barrenness is not a major cause or reason for barrenness.

According to Bharadwas (2002), voluntary barrenness could be caused by couples adherence to the principles of a religious organization which rejects having children or the rejection of procreative religious beliefs imposed by ones family and community. Couples also link this belief to the negative declining condition of the world and culture and in the need to avoiding subjecting a child to those negative conditions. This includes concerns that calamitous events (e.g. global warning effects, wars or famine) might be likely to occur within the lifetime of one’s children and cause their suffering and/or death.

Involuntary barrenness is a situation in which married couple with the willingness of having children but are not able to procreate. Involuntary barrenness can result from the loss of existing children. Mosher and Pratt (2013) explained that the major cause of involuntary Infertility is barrenness; the inability of a married couple to conceive, after a year of unprotected intercourse. barrenness is a disability (an impairment of function), and thus access to health care falls under the Convention on the Rights of Persons with Disability. An estimated 34 million women, predominantly from developing countries, have barrenness which resulted from maternal sepsis and unsafe abortion (long term maternal morbidity resulting in a disability). barrenness in women was ranked the 5th highest serious global disability5&6 (among populations under the age of 60) (Mosher, 2013). There are two types of infertility namely Primary and Secondary infertility.

Primary infertility: When a woman is unable to ever bear a child, either due to the inability to become pregnant or the inability to carry a pregnancy to a live birth she would be classified as having primary infertility. Thus, women whose pregnancy spontaneously miscarries, or whose pregnancy results to a still born child, without ever having a live birth would present with primarily infertility. 

Secondary infertility: When a woman is unable to bear a child, either due to the inability to become pregnant or the inability to carry a pregnancy to a live birth following either a previous pregnancy or a previous ability to carry a pregnancy to a live birth, she would be classified as having secondary infertility. Thus those who repeatedly spontaneously miscarry or whose pregnancy results in a stillbirth, or following a previous pregnancy or a previous ability to do so, are then not unable to carry a pregnancy to a live birth would present with secondarily infertile. 

Infertility is regarded as the most prominent reason for involuntary Infertility. But before infertility arises there are some biological causes of infertility that leads to involuntary Infertility.

According to Melinda (2015), disorders in development of ova and sperm, the reason for infertility may be that no oocyte (oogenesis) or no sufficient number of sperms (spermatogenesis) reaches maturity. If no oocyte matures, this is mostly due to a malfunction of the endocrine system with its endocrine glands (hypothalamus, pituitary gland, ovaries etc.). The underlying endocrine disorder has to be determined by doing hormone analysis and eventually being treated appropriately, the presence of spermatozoa is assessed by a microscopic examination of the semen sample. Many millions of motile spermatozoa are necessary for the successful fertilization of an oocyte. However, only a few of them will actually reach the fallopian tube. Within the fallopian tube the oocyte has to be surrounded by several hundreds of sperms for fertilization. Too few mobile sperms will result in a failure of fertilization. It is rare that sperm abnormalities are only caused by hormonal deficiency, but more frequently by a defect in the testicles themselves, which are more difficult to treat (compared to problems with the egg ripening process in women). 

Problem associated with the fusion of egg and sperm is a cause of infertility as stated by Melinda (2015) when there is a mature oocyte (oogenesis) and sufficient mobile spermatozoa, there is still a multitude of factors that may inhibit the fusion of ovum and sperm (fertilization). Tubal blockage preventing gamete fusion accounts for the majority of cases. These include adhesions in the fallopian tubes as a result of infections, adhesions between the tubes and ovaries, absence of the tubes as a result of previous surgery as well as tubal obstruction after sterilization. In some very rare cases immunological processes in the cervix (neck of the uterus) can impair the motility of sperm cells. 

Another cause of infertility is problems arising after fertilization; the early embryo might die before implantation (or nidation) due to either inherited or acquired developmental deficiencies. Furthermore, implantation may fail, because the lining of the uterus (endometrial) is not properly prepared. In some cases the mother's immune system may identify the embryo as exogenous protein and reject it (Wiersema 2006).

Unexplained infertility is also referred to as idiopathic sterility. In these cases, it is important to be aware of psychosomatic components, for emotional issues can have a major impact on the human body. Therefore, psychological issues should be evaluated in order to take the necessary steps to improve the chances of conceiving (Marino 2004).

Obstretic or Gynaecological problems cause infertility these problems includes physical or internal injury during pregnancy which can cause miscarriage and also lead to secondary infertility (Donkor and Sandal 2007).

According to Marri (2007) inflammatory bowel disease can cause involuntary Infertility. The women health aspect of inflammatory bowel disease (IBD) is a new area of study; childbearing issues have reached little attention despite the fact that IBD affects women pre-dominantly during their childbearing years. This disease tend to make any carrier to lack the ability to conceive or give birth to children, the woman remains childless unwilling to prevent complication, implication or increment of this disease.

According to Nene (2005) another cause of involuntary Infertility is death of all a person’s already conceived children either before or after birth (as with miscarriage and stillbirth) or after birth (as with infant and child mortality) couples with such predicament faces depression, anxiety, loss of status and identity.

Infertility in Woman and Man

A couple is considered infertile if they have not had a pregnancy after one year of unprotected sexual intercourse. It may be possible to discover an easily treatable cause for infertility by taking a careful history and performing a good examination (Shodeinde et al 1995). Infertility in woman may be due to: 

i. A hormonal Problem: if her menstrual cycle is normal, her hormones are probably normal.

ii. A physical problem: An abnormality in any of he female organs can cause infertility i. Infection: An infection in the vagina or cervix can affect sperm movement, tubes infection can cause blockage of the tubes and a uterine infection can prevent implantation of the fertilized egg. 

ii. Sexual Habits: The most favourable position of sexual intercourse for conception is with the man on top and woman lying on her back. The woman should remain lying down for at least ½ hour after sexual intercourse. Sexual intercourse should be encouraged during the woman’s fertile period, mid-way between her menstrual periods (day 10 to day 18). They should have intercourse every other night during this period.

To confirm any of the above cause of infertility in woman, the following must be examined menstrual history, gynecology history, obstetric history, contraception history, sexual history and medical history. Shodeinde et al (1995) observed that infertility in man may be done to blockage in the tubes, chronic illness, mumps after puberty, congenital malformation including undescended testes how or absent sperm count. Male infertility can be explained as in ability to initiate a pregnancy after one year of unprotected regular intercourse. It affects approximately 15% of couple, many of whom have medical history to suggest the likelihood of reproductive disorder. According to Obi (2005), 30% of infertility in couples is caused by male factor alone. In another 20% both the partners have detectable abnormalities. Thus, a male factor play a prominent role in about 50% of infertile couples.

The Socio-Cultural Effects of Infertility
All human beings are expected to be treated with respect and dignity. That is why section (18) of the 1999 Nigeria constitution, dealing with the fundamental principles of state policy reflects the nation’s commitment to equality of all irrespective of race, sex or gender (Osokoya,2008). On the contrary, Assimang, (2001) noted that even though African Women have been making immense contributions to family and nation development, they still face a number of inequitable difficulties that limit their potential in promoting personal and collective well being. In support of this, studies have pointed to inequality in the treatment meted out to childless women. Infertility is supposed to involve the couple but women are always singled out (Assimang 2000). This is basically because Africans traditionally have a patriarchal structure characterized by gender inequality between males and females. Patriarchy is defined as a set of social relation with a material base that enables men to dominate women (Okojie, 2001). It is a system of stratification and differentiation on the basis of sex which provided material advantages to males while simultaneously placing severe constraints on the roles (child bearing) and activities of males. Patriarchy also conditions the spatial segregation of male and female; the male space consisting of the public domain while the female space consists largely of the household and its immediate environment. The problem with Infertility is that the society does not respect the childless woman and couple, for a woman base on our cultural knowledge respect is only due if she is a mother of children. Even young people do not respect the childless woman. (Hollos 2004).

Infertility in African especially in Nigeria is only being given serious concern in recent time. However, Infertility has been overshadowed by a global concern for over population and high fertility that is not conducive for the societal growth (Inhorn and Van Balen, 2002). 

The negative consequences of Infertility are much stronger in developing countries than in the Western societies and these are mainly characterized by personal suffering and social stigmatization (Balen & Gerrist, 2001). In fact, Infertility affects the personal well-being of women that are involved (Abby 2003, Stanton 2001 & Hollos, 2004). Infertility has been an unbearable social problem for the woman, the couple, the extended family and the entire community. It is seen as an agent of genealogical termination and as such it is hated by all, but feared most by women. In particular, childless women suffer a lot because women are always blamed for childless situation and motherhood so often the only way for a woman to stabilize her position with her husband’s family and community.

Katz and Katz (1987) as cited in Abbey (2002) had observed that in society where Infertility carries a strong social stigma and where children offer assurance of both personal immortality and old age insurance, infertility is always a serious problem for the childless women. Constantly, childless women complain about domestic violence and disrespectful attitude (from their partners and relatives) and quite often dehumanizing treatment by husband and in-laws. There have been cases where their husbands abandoned them for a second wife.

Infertility has been regarded as a great problem in the society, especially when it is resulted from the failure to conceive a child or from the death of a child. Before conception was well understood Infertility was usually blamed on the woman and this in itself added to high level of negative emotional and social effects of Infertility. People trying to cope with involuntary Infertility may experience symptoms of distress that are similar to that experience by bereaved people, such as health problems, anxiety and depression.

In a society that encourages and promotes parenthood, with its current social norms and culture, Infertility can be stigmatizing. The idea is that couple should reproduce and Infertility may be considered deviant behavior in marriage and this may be lead to adverse effects on the relationship of the couple, as well as their individual identities when pertaining to the lack of children being involuntary (Okojie 2005).

Implication of Infertility
According to Abiodun (2010) the implications of Infertility is usually stronger in Africa and are characterized by social stigmatization. The greatest stigmatization comes from mother- in-law. The attitude of mother-in-laws towards their infertile daughters-in-law is usually unfavorable. The attitude of in-laws is relatively unfavorable towards the childless woman and in the long-run; they do support her dehumanization because they believe that the childless woman is aiding the termination of their lineage. As such, in-laws encourage the marriage of a second wife in attempt to ensure the continuation of their lineages. Other women do look down on the childless women; most of the time believing that the childless women are the architect of their condition. The unfavorable attitude exhibited against the childless women by other women include, gossip, scornful laughter downgrading looks, direct/indirect reference to their plight and sometimes open confrontation. The attitude of most children to the childless at times demands pity. The attitude exhibited by most children towards infertile women is not good, they do not usually respect the childless women, children feel that they do not have peer in the childless woman’s house and as such do not have much to benefit from her. Sometimes, children do mock the childless women, calling them witches and they hardly help or assist them in any chore. However, this attitude changes when the childless woman fosters a child and as a result of the presence of that child, their attitude automatically becomes favorable. During the first two years of marriage, the attitude of most husbands of childless women is that of empathy, pampering, tolerance and love towards their wives. As time passes by couple with pressure from relative and friends, these husbands change their attitude negatively. Most of the time, they blame their wives for the absence of children in the homes and quite often they do beat their wives on flimsy provocation. Eventually, they do take second wives to have children. In some cases, the childless woman is frustrated and sent packing from her matrimonial home. In such situation, all her in-laws will support the action and even heap a lot of blame on her. There are times when the childless woman would not be allowed to take anything from her husband house; she is forced out empty handed. The things that may accompany her home are tears and broken heart. In addition, most husbands of childless woman do flirt around with other woman for two major reasons. Firstly to know if they could strike gold (child) through other women, usually this is how the journey to second marriage begins. When the other woman becomes pregnant, she is then brought home as second wife. Secondly, to serve as punishment to their wives, whom they believe had refused to perform their social duty of procreation. So, the husband often attempt to get at their wives through making their flirtation known in the social and even to their wives, in particular. Even at death, there is also disparity in the attitude of people towards the deceased childless women. In most places, such a woman is not given full burial rites. For instance, in some part of the south-eastern Nigeria, the usual gunshots that accompany people’s burial are absent. The ceremonial dance that is supposed to be led by her children is also missing, understandable because she had no children. Other cultural practices may also be denied. Similarly, Hartung (2004) also pointing that the son based inheritance of wealth result from greater reproductive benefit to which men can employ wealth than women, that is, the men in many instances use such wealth to obtain more additional women (mates) and children.

In most party of Nigeria, a childless widow’s life is one of misery. Childless widows struggle to survive in a deeply patriarchal and superstitious world, which grossly abuses them. An international organization ; Empowering Widows in Development (EWD) noted that the stigma and shame of their (childless women) state means that such widows are ostracized and forced to endure extreme poverty, ill health, violence, homelessness and discrimination in law and custom. In most parts of Nigeria, culturally speaking widows themselves are part of the inheritable property. Some widows may be lucky to be inherited by the brothers of her deceased husband who are wise and kind. But nobody ever inherits a childless widow. There is always superstition surrounding her existence. The discrimination against widows in inheritance is responsible for woman’s desperation to have children. And this desperation has its own consequences. The childless woman inherits not a single piece of land from her husband’s estate.

However, she may be allowed by her husband’s relatives to farm on some of her husband’s land especially the particular piece of lands which she was given at the point of her marriage to the family. If there is a second wife with male children, all the land will be transferred to her children. Quite often, the childless woman may receive some token out of pity provided she has favorable relationship with her in-laws. In terms of accommodation, the childless woman at the death, of her husband is allowed to occupy her husband’s house. But at her death, such a house is transferred to the relatives of her husband. Where there is second wife with male children, such a house belongs to the male children who may allow the childless widow one or two rooms in the house. In the same vein, childless widow hardly inherit her husband’s investment. Ironically, the childless widow inherits her husband’s debts together with some household materials. She bears responsibility over the debts because it is believed that the deceased husband must have spent the money on her. The inheritance of other property at times depends on the evidence that they were purchased solely by her.

Infertility and Marriage 

The role of infertility in marriage in sub-sahara Africa is becoming increasingly important in the context of marital instability. Infertility studies in the recent past, however, have been dominated by findings almost exclusively from women (Bankole 2003). Regrettably policies and programmes based on such findings have not had expected success in increasing the infertility problem on man and simultaneously reducing overall marital instability in sub-Saharan Africa, analysis of man infertility on marriage could assume an essentially prominent effect on the individual marital stability. It is assumed in African context that women are the determinant factor of infertility. Most studies carried out in Nigeria and other African countries. Abanihe uche, (2000); have all asserted the domineering infertility factor on women. Due to the fact that most infertility problem, in African are adduced to women, the marital instability are pronounced in the areas of polygamous practice, divorce, extra marital affairs, suspicion and maltreatment. These assertions are also corroborated by Todaro (2003) who he concluded in his study that men negative attitude and belief in infertility in men is a major reason why their wives are always pointed out to be infertile, even when orthodox medicine prove it that the problem is with the men. The persistence of infertility and marital instability in sub- Sahara Africa and Nigeria in particular has been the subject of considerable investigation during the past decade Abanihe uche, (2000). Socio- cultural forces, educational and poverty are the major factors to the problem.

Socio-cultural factor: The African culture never accepted that problem of infertility stem from the man. The general belief is based on the fact that the infertility is mostly women problem. If couples cannot produce a child with a limited period of marriage, the man will be encouraged to marry another wife. The African culture belief in ‘chain’ generation to maintain the family lineage and tie. However, when a new wife come in the family setting is becoming threatened with suspicion, rivalry, hatred, enmity and others which contribute to marital instability (Olufemi, 2004).  

Education: the level of education contribute immensely to the low awareness on infertility. This result to general belief that infertility is the problem of women as such nothing is wrong with men when it comes to infertility issue. The low level of infertility awareness contribute to marital instability.  

Poverty: The abject poverty in the Nation is a major factor of infertility. Lack of money to carry out extensive medical test to determine the infertile couples result to unethical practice and the bias in concluding that infertility is limited to thhe women. This, therefore, greatly contribute a threat to marriage (Becker and Oni, 2001). All the factors above have a dire consequences on infertility and thus invariably have effect on marital instability.

Solutions to Infertility
According to Hammond (2009), Medical interventions may be available to some couples to treat involuntary Infertility. Some options include:

Artificial Insemination

Intracytoplasmic Sperm Injection (ICIS) 

InVitro Fertilization

 Artificial insemination is the process in which sperm is collected via masturbation and inserted into the uterus immediately after ovulation.

Intracytoplasmic sperm injection is a more recent technique that involves injecting a single sperm directly into an egg, the egg is then placed in the uterus by in vitro fertilization. 

In vitro fertilization (IVF) is the process in which a mature ovum is surgically removed from a women's ovary, placed in a medium with sperm until fertilization occurs and then placed in the women's uterus. About 50,000 babies in the United States are conceived this way and are sometimes referred to as "test-tube babies.

 Other forms of assisted reproductive technology include gamete intrafallopian transfer (GIFT) and zygote intrafallopian transfer (ZIFT). Fertility drugs also may improve the chances of conception in women. (Britt 2014).

For those facing social infertility (such as single individuals or same-sex couples) as well as heterosexual couples with medical infertility, other options include surrogacy and adoption. 

Surrogacy is the process in which a woman becomes pregnant (usually by artificial insemination or surgical implantation of a fertilized egg) for the purpose of carrying the fetus to term for another individual or couple. Another option may be adoption; to adopt is to take voluntarily (a child of other parents) as one's own child. (Sandler 2013).

2.2 Review of Related Theories 

The related theories include,

Labeling Theory

Bio Psychosocial Theory

Feminist Theory

Labeling Theory

Labeling theory is rooted in the idea of the social construction of reality, which is central to the field of sociology and is linked to the symbolic interactionist perspective. It flourished within American sociology during the 1960’s. The first and the most prominent labeling theorist is Howard Becker (1963). Herbert Mead, Howard S. Becker explains  labeling theory in terms of how self identity and behavior of individuals are determined or influenced terms used to describe or classify them. Labeling theory holds that deviance is not inherent to an act, but instead focuses on the tendency of majorities to negativity label minorities or those seen as deviant from standard cultural norms.

Macionis & Greber (2010), define stigma as a powerfully negative label that changes a person’s self concept and social identity. Labeling theory takes the view that people become labeled when they accept the label as a personal identity. To illustrate this study with this theory it simply implies the labeling, people labels childless couples as, and they have been labeled unproductive to the society. When there is fertility in a society it increases the workforce ideas, that is deposited in a society and when this primary function of a couple (procreation) is not present (Infertility) they are labeled unproductive to the society. Labeling theory examines what the society perceives that people, situation or phenomenon as.

According to Gerber (2010) Infertility is seen as a deviant behavior in marriage. He further explained that having children (procreation) is the primary and essential of marriage but when that purpose is not full filled, it is considered a deviant behavior and such couple is labeled negatively. The society perceives or labels childless couples as unproductive structure or body in the society and a failure in the social structure which leads to the following-

Lack of respect for couples; including no respect from family members and members of the society.

Ridicule from close relation and even society at large; insults and verbal abuse is part of the ridicule given to the childless couples.

Stigmatization and recognizable marginalization of childless couples.

Isolation including exclusion from ceremonies and social gatherings

Rejection; being an outcasts and physical abuse an outcasts and physical abuse perpetrated by community members ( Mali, & Navle, 2004)

In summary, labeling theory is of the opinion that social acceptance of couples who do not have children may be a sign of the disappearance of the stigmatization of being childless. Childless couples will probably continue to suffer negative social consequences as long as under the preventing cultural forces they are considered less worthy than other couples.

Bio Psychosocial Theory

The Biopsychosocial theory uses a holistic approach or perspective that focuses on the full range of psychological, biological and socio cultural influence of Infertility on couples. Biopsychosocial approach is a comprehensive, integrative framework for understanding human problem, development, health and functioning. It is based on the perspective that humans are inherently biopsychosocial organisms in which the biological, psychological, and social dimension are inextricably intertwined.

 Melcher (2007) posits that it is a science- based metatheoritial perspective that integrates a full range of psychological biological and socio cultural Infertility is a psychological, social, and biological problem, all aspect are crucial in their influence in understanding childless couples, the bio psychosocial theory may also be use to address the collaborative or multidisciplinary approaches to care for the childless couples, using this theory to explain Infertility it will be divided into three subheadings

Biological: According to Cooper & Hilbert (2004), Infertility could be biological aspect; infertility which is a major cause of Infertility. Specific causes can be determined only by an extensive workup, which typically include many physical examinations, frequent review of basal body temperature and intercourse records, laboratory tests, radio logic tests, surgery and trials of medical treatment (Eunpa 2001). In relation to the society the members of a society can interpret Infertility as a biological issue; this is common among the literate or educated members of the society. If this problem is perceived as a biological and medical issue various medical diagnoses and intervention will be observed.

Psychological: The psychological aspect of this theory addresses behavior and mental processes that involves cognition, emotions and motivation. The manifestations are observed in how childless couple deal with grief and loss issues, and how they adjust and adapt to Infertility. 

According to Daniluk (2001), he examine the primary loss from Infertility is obviously that of a biological child. As with any loss however, this leads to many associated losses, including lack of pregnancy experience; loss of a successful pregnancy and birth experience; loss of genetic continuity; loss of one’s self image as a fertile person; loss of the opportunity to move to the next stage in the family cycle; relationship losses; and losses for other family members such as potential grandparents. 

Infertility is often and generally viewed as change in life progress and is experienced as development gone away (Butler & Koraleski 1990), a disruption of the marital relation and roles, a crisis of self esteem, sexuality and values, personal failure, and an experience of tremendous losses (Larsen, 2005). Other feelings identified with the grieving process include guilt, shame, envy, anger, helplessness or lack of control, sadness, surprise, denial, isolation, anxiety and depression. Women however, reportedly experience greater psychosocial distress, more somatic difficulties, lower self esteem, higher levels of depression and greeter interpersonal sensitivity related to their Infertility (Larsen, 2005).

Sociological: According to Zastrow (2001), People in crisis are generally more vulnerable, more suggestible, and more easily manipulated than they are during mare normal times. Social works intervention involves formation of pressure groups to encourage more public education, extensive research into the causes and solutions of Infertility and to alter the traditional and social manner in which Infertility issues is handled in different areas. Public education and advocacy must be a strategy to change the view of Infertility as a personal problems whereas, it is not just a personal problem but a social problem and a dysfunction that need to be fixed so as to encourage development and productivity (Dresser 2000).

In conclusion biopsychological accounts for the important and subjective aspect of people’s perception and the effect of Infertility on social factors, couple individuals, and society at large.

Feminist Theory

The term feminist can be used to describe political, cultural or economic movement aimed at establishing equal rights and legal protection for women. According to Maggie Humm & Rebecca Walker (1967), the history of feminism can be divided into three waves. The first feminist wave was in the 19th and early 20thcenturies, the second was in the 1960s and 1970s and the third extends from the 1990s to the present. Feminist theory emerged from this feminist movement. It is the manifest in a variety of discipline such as feminist geography, feminist history, and feminist literacy criticism. 
Feminist theory aims to understand gender inequality and helps to promote gender equality. Themes in feminist theory include discrimination, stereotyping, objectification (especially sexual objectification), oppression and patriarchy. In relation to this study using the socialist and radical, feminism considered the men controls capitalist hierarchy, which it describes at sexiest as the defining feature of women oppression. It emphasizes exploitation, oppression and labor towards women Feminist demonstrates that many women feel discrepancies between how they experience the world and the official definition of their identity.

Hales (2000), postulates that the distinctive feature of women situation in a gender stratified society are been used to produce empirical, theoretical explanation about her. In the society where the issue of Infertility is concerned, the women are always blamed and left to carry the burden; the women (wives) suffer the pains of Infertility even when at times the men are the causes. Divorce, expulsion from the home or physical abuse perpetrated by the husband, some husbands takes another wife with or without the consent of his first wife. The childless women is restricted from certain meeting that involves the mothers in that society and due to having children make one quality for such meeting they won’t be able to attend such gathering, it also bring about discrimination even from her husband relative, the childless women will look for solutions from one herbal or hospital or prayer home to another seeking for solution but also lacking assistance from the husband.

The feminist are in the opinion that the consequences of Infertility fall more on the childless women than the men, which is wrong, it is suppose to be childless couple problem and not the childless women problem.

2.3 Theoretical Frame Work     

This study made use of feminist theory as theoretical framework. It provides the opportunity to look at Infertility from the perspective of the marginalized. Feminists have demonstrated that many women feel discrepancies between how they experience the world and the official or expert definition of their identity, for e.g. in relation to sexuality and motherhood. These discrepancies may result in guilt, fear, anxiety and feelings of ambivalence and exclusion (Abrahams 2002). Although the feminist approach situates the experience of childless women in a socio-political context, individual experiences of involuntary Infertility may feel personal and private.

Feminists have argued that, although reproduction is, to a great extent, a social process, the cultural belief is that reproduction is primarily biological. From a feminist point of view, the medicalisation of involuntary Infertility in women reinforces biological constructions of women which, in turn, contribute to their continued oppression.

According to Hugues (2002), feminist have worked hard to separate the evaluation of women’s worth from their ability to bear children. Feminist calls the reality reconstruction; couples had begin the process of incorporating the reality of their infertility and biological Infertility into their identity this involves the ability to reject the socially constructed link between fertility and self worth.

Research indicates that Infertility is viewed by the married women as a stigmatizing and shameful attribute in terms of self identity and in terms of reported social censure, in a study conducted by dyer (2002) women expressed the view that they feel especially stigmatized and ridiculed in their families and in their communities.

Bharadway (2002), postulate that a prevalent tendency of society blames the women for being childless. Women who are childless often take on an identity of themselves as infertile, pushing aside important identifies such as friend, spouse, partner, or family member. The result is social separation and disconnection from others as these identities becomes unimportant while the identity as infertile becomes central.

2.4 Empirical Review

Larsen,& Marida(2012), examined the impact of infertility on women’s life experiences in two Nigerian communities. The study focused on the life experiences of individual women across the two communities and second, it compares these experiences with those of their fertile counterparts, in each community. In doing this, women who are childless are distinguished from those with sub-fertility and compared with high-fertility women. The research was based on interdisciplinary research conducted among the Ijo and Yakurr people of southern Nigeria, which included a survey of approximately 100 childless and sub-fertile women and a matching sample of 100 fertile women as well as in-depth ethnographic interviews with childless and sub-fertile women in two communities: Amakiri in Delta State and Lopon in Cross River State. The findings of the study indicated that while there are variations in the extent to which childlessness is considered to be problematic, the necessity for a woman to have a child remains basic in this region. 

Seyede, Batool and Hasanpoor(2014), conducted a study on the emotional-psychological consequences of infertility among infertile women seeking treatment. The aim of the qualitative study was to explain the psychological consequences of infertility in Iranian infertile women seeking treatment. the qualitative study was done using qualitative content analysis on 25 women affected by primary and secondary infertility with no surviving children in 2012. They were purposefully selected with maximum sample variation from a large Fertility Health Research Center in Tehran, Iran. Data were collected using 32 semi-structured interviews and analyzed by the conventional content analysis method. The study revealed that Iranian infertile women seeking treatment face several psychological-emotional problems with devastating effects on the mental health and well-being of the infertile individuals and couples, while the infertility is often treated as a biomedical issue in Iranian context with less attention on the mental-emotional, social and cultural aspects.

In addition, Katayoun & Bakhtiyar(2019) investigated the effects of infertility on Women’s quality of life. In the course of this study, a number of 180 infertile and 540 fertile women participated in the matched case-control study. The cases were selected through a combination of multistage stratified and cluster sampling methods. For each infertile woman three fertile women were randomly selected. The data gathering instrument consisted of demographic variables and the WHOQOL-BREF questionnaire. Data collection was conducted through interview with participants. The multivariate marginal model and SPSS software 21 were used for data analyses with a significance level of 0.05. The results of the multivariate modeling show infertility can potentially affect various aspects of women’s quality of life such as physical health (p < 0.001), mental health (p < 0.001), social health (p < 0.001) and the total score of quality of life (p < 0.001) significantly.

Moreso, Donovan (2015) conducted a study on infertility and marriage in Kenya , the study used twenty – eight (28) families, the results indicated divorce, lack of affection and prevalence of polygamy which threatened marital instability. In another studies carried out by Salvacy (2001) on infertility in Niger State. The result show a significant effect of infertility on marital instability which manifest in hatred, suspicion, lack of affection and love, divorce and extra marital affairs. Additionally, Anikpo mark (2003) carried a studies on infertility and women. According to the results of their studies, women are always subjected to different threats, abuse and ill-treatments for a cause that is not their own. These assertions are also supported by Allen and Sulaimon, (2005) that infertility contribute greatly to marital instability and the effects are pronounced on high rate of divorce, poverty, polygamy, anger and hatred, lack of affection and love.

CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

In this chapter, we described the research procedure for this study. A research methodology is a research process adopted or employed to systematically and scientifically present the results of a study to the research audience viz. a vis, the study beneficiaries.

3.1 Research Design

Research designs are perceived to be an overall strategy adopted by the researcher whereby different components of the study are integrated in a logical manner to effectively address a research problem. In this study, the researcher employed the survey research design. This is due to the nature of the study whereby the opinion and views of people are sampled. According to Singleton & Straits, (2009), Survey research can use quantitative research strategies (e.g., using questionnaires with numerically rated items), qualitative research strategies (e.g., using open-ended questions), or both strategies (i.e. mixed methods). As it is often used to describe and explore human behaviour, surveys are therefore frequently used in social and psychological research.
3.2 Population of the Study

According to Udoyen (2019), a study population is a group of elements or individuals, as the case may be, who share similar characteristics. These similar features can include location, gender, age, sex or specific interest. The emphasis on study population is that it constitutes individuals or elements that are homogeneous in description. 

This study was carried out on the effect of barrenness and it’s implications on marital problem among woman attending gynecological clinic at specialist hospital Bauchi.  Hence, the population of this study comprises of women attending gynecological clinic at specialist hospital Bauchi.
3.3 Sample Size Determination

A study sample is simply a systematic selected part of a population that infers its result on the population. In essence, it is that part of a whole that represents the whole and its members share characteristics in like similitude (Udoyen, 2019). In this study, the researcher adopted the systematic random sampling method to determine the sample size. 
3.4 Sample Size Selection Technique and Procedure

A study sample is simply a systematic selected part of a population that infers its result on the population. In essence, it is that part of a whole that represents the whole and its members share characteristics like similitude (Udoyen, 2019). In this study, the researchers adopted the simple random sampling (srs.) method to determine the sample size. 

In this study, the researcher adopted the systematic random sampling method to determine the sample size. Out of the population of women attending gynecological clinic at specialist hospital Bauchi, the researcher systematically selected 70 participants as the sample size for this study. According to Torty (2021), a sample of convenience is the terminology used to describe a sample in which elements have been selected from the target population on the basis of their accessibility or convenience to the researcher.
3.5 Research Instrument and Administration

The research instrument used in this study is the questionnaire. A survey containing series of questions were administered to the enrolled participants. The questionnaire was divided into two sections, the first section enquired about the responses demographic or personal data while the second sections were in line with the study objectives, aimed at providing answers to the research questions. 
Participants were required to respond by placing a tick at the appropriate column. The questionnaire was personally administered by the researcher.
3.6 Method of Data Collection

Two methods of data collection which are primary source and secondary source were used to collect data. The primary sources was the use of questionnaires, while the secondary sources include textbooks, internet, journals, published and unpublished articles and government publications.
3.7 Method of Data Analysis

The responses were analyzed using the frequency tables, which provided answers to the research questions.

3.8 Validity of the Study

Validity referred here is the degree or extent to which an instrument actually measures what is intended to measure. An instrument is valid to the extent that is tailored to achieve the research objectives. The researcher constructed the questionnaire for the study and submitted to the project supervisor who used his intellectual knowledge to critically, analytically and logically examine the instruments relevance of the contents and statements and then made the instrument valid for the study.
3.9 Reliability of the Study

The reliability of the research instrument was determined. The Pearson Correlation Coefficient was used to determine the reliability of the instrument. A co-efficient value of 0.68 indicated that the research instrument was relatively reliable. According to (Taber, 2017) the range of a reasonable reliability is between 0.67 and 0.87.
3.10 Ethical Consideration

The study was approved by the Project Committee of the Department.  Informed consent was obtained from all study participants before they were enrolled in the study. Permission was sought from the relevant authorities to carry out the study. Date to visit the place of study for questionnaire distribution was put in place in advance.

CHAPTER FOUR

DATA PRESENTATION AND ANALYSIS

1 INTRODUCTION

This chapter presents the analysis of data derived through the questionnaire and key informant interview administered on the respondents in the study area. The analysis and interpretation were derived from the findings of the study. The data analysis depicts the simple frequency and percentage of the respondents as well as interpretation of the information gathered. A total of seventy (70) questionnaires were administered to respondents of which all were returned and validated. For this study a total of  70 was validated for the analysis.

4.2
DATA PRESENTATION

The table below shows the summary of the survey. A sample of 70 was calculated for this study, and all were returned and validated. For this study a total of 70 was used for the analysis.

Table 4.1: Distribution of Questionnaire

	Questionnaire 
	Frequency
	Percentage 

	Sample size
	70
	100

	Received  
	70
	100

	Validated
	70
	100


Source: Field Survey, 2021

4.3
Demographic Profile of the Respondents
Table 4.2: Gender of the respondents

	Demographic information
	Frequency
	percent

	Age
20-25
	
	

	
	10
	14%

	26-30
	16
	23%

	31-35
	20
	29%

	36 and above
	24
	34%

	Education
	
	

	Primary education
	16
	23%

	Secondary Education
	30
	43%

	Tertiary Education
	24
	34%

	Occupation
	
	

	Unemployed
	11
	16%

	Trader
	31
	44%

	Employed
	28
	40%

	Type Of Marriage
	
	

	Polygamous marriage
	20
	28%

	Monogamous marriage
	50
	72%


Source: Field Survey, 2021

4.4
 ANSWERING RESEARCH QUESTIONS

Question 1: Does barrenness result to marital dissatisfaction among women?
Table 4.3:  Respondent on question 1
	Options
	Frequency
	Percentages

	Yes
	41
	59

	No
	26
	37

	Undecided
	03
	04

	Total
	70
	100


 Source: Field Survey, 2021

From table 4.3 above, 59% of the respondents said yes, 37% of the respondents said no, while the remaining 04% of the respondents were undecided.

Question 2: Does women experience abusive treatment from spouse as a result of barrenness?
Table 4.4:  Respondent on question 2
	Options
	Frequency
	Percentages

	Yes
	53
	75

	No
	11
	16

	Undecided
	06
	08

	Total
	70
	100


 Source: Field Survey, 2021

From table 4.4 above, 75% of the respondents said yes, 16% of the respondents said no, while the remaining 08% of the respondents were undecided.

Question 3: Does women experience physical and mental health challenges as a result of barrenness?
Table 4.5:  Respondent on question 3
	Options
	Frequency
	Percentages

	Yes
	59
	85

	No
	05
	07

	Undecided
	06
	08

	Total
	70
	100


 Source: Field Survey, 2021

From table 4.5 above, 85% of the respondents said yes, 7% of the respondents said no, while the remaining 08% of the respondents were undecided.

Question 4: Does women experience the termination of marriage as result of barrenness?
Table 4.6:  Respondent on question 4
	Options
	Frequency
	Percentages

	Yes
	65
	93

	No
	00
	00

	Undecided
	05
	07

	Total
	70
	100


 Source: Field Survey, 2021

From table 4.6 above, 93% of the respondents said yes, while the remaining 07% of the respondents were undecided.

Question 5: Does women experience impaired quality of life due to the challenges associated with barrenness?
Table 4.7:  Respondent on question 5
	Options
	Frequency
	Percentages

	Yes
	60
	86

	No
	05
	07

	Undecided
	05
	07

	Total
	70
	100


 Source: Field Survey, 2021

From table 4.5 above, 86% of the respondents said yes, 7% of the respondents said no, while the remaining 07% of the respondents were undecided.

CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATION

5.1 Summary

In this study, our focus was on the effect of barrenness and it’s implications on marital problem among woman attending gynecological clinic at specialist hospital Bauchi. The study is was specifically carried out to determine whether barrenness results to marital dissatisfaction among women, determine whether women experience abusive treatment from spouse as a result of barrenness, determine whether women experience physical and mental health challenges as a result of barrenness, ascertain whether women experience the termination of marriage as result of barrenness, and ascertain whether women experience impaired quality of life due to the challenges associated with barrenness.
The study adopted the survey research design and randomly enrolled participants in the study. A total of 70 responses were validated from the enrolled participants where all respondent were women attending gynecological clinic at specialist hospital Bauchi.
5.2 Conclusion

Based on the findings of this study, the researcher concluded that;
Barrenness result to marital dissatisfaction among women.

Women experiences abusive treatment from spouse as a result of barrenness.

Women experiences physical and mental health challenges as a result of barrenness.

Women experiences the termination of marriage as result of barrenness.

Women experiences impaired quality of life due to the challenges associated with barrenness.

5.3
RECOMMENDATION

Based on the responses obtained, the researcher proffers the following recommendations:

Mass enlightenment of the public could help increase the knowledge of the causes of infertility among involuntary childless couples and also reduce feeling of inferiority complex among childless couples.

Childless couples should seek for medical treatment jointly.

Most of the childless women have financial problems to receive medical treatments. Government should give due attention in developing short term plans and programs that create affordable and accessible medical treatments for infertility and that guarantee old age security for the socially disadvantaged elderly childless women.

Reference

Abbey, A., Andrews, F.M., & Halman, L.J. (2002). Gender’s Role in Response to Infertility. Psychology Women Quarterly, 5, 295-316.

Abiodun, T. ( 2010). The evil they are doing to me because my Infertility. The Nation on Sunday. July 11, p.55.

Ajabor, L.N., Ezimokhai, M. And Kadiri, A. (2001). Male contribution to Sub-Fertility inBenin City, Nigeria. Tropical Journal of Obstetrics and Gynecology, 2:1.

Assimang, M. (2005). Women in Ghana: Their integration in socio-economic

Development. Research Review. Vol 6 No 1.

Bharadwaj, A. (2000). Infertility Gender and Technologies of Procreation: A Perspective From India. .

Boonmongkon, P. (2000). Living through infertility: from loss to resolution of the life course of Thai Women. 

Charlene, R.  (2000). Perceptions and response on Infertility and its treatment: An international survey. Human Reproduction, 15(2), 330-334.

Dyer, S.J., Abrahams, N., Hoffman, M., & Van der Spuy, Z.M. (2002). Infertility in South Africa: women’s reproductive health knowledge and treatment-seeking behaviour for involuntary Infertility. Human Reproduction, 17 (6), p. 1657-1662.

Dike, C. (2013). The social meaning of Infertility in South West Nigeria. Health transition review(7), 205-220.

Frank, O. (1999). Infertility in Sub-Sahara African : Estimates and implications. Population and Development Review 9:137-144.Journal of Policy and Development Studies Vol. 9, No. 3, May 2015ISSN: 157-9385Website: www.arabianjbmr.com/JPDS_index.php46

Griel, A.L. (2002). Infertility Bodies: Medicalization, Metaphor and agency. In Marcia C. Inhorn and Frank Balen (Eds): 101-118

Gerrist, O. (2009). Epidemiology of Infertility: Social Problems of the childless couples. Western African J. Medicine, 22 (2): 190-196.

Melcher, D. (2007). Infertility . Biology and society: The Journal of the Eugenics Society. Dec; 3(4):163-6.

Gibson, D.M., & Meyers, J.E. (2002). The effect of social coping resources and growth fostering relationships on Infertility stress in women. Journal of Mental Health Counseling, 24 (1), p. 68-81.

Hartung, J. (2004). On Natural Selection and the Inheritance of wealth. Current

Anthropology 17:609-613.

Hammond, E (2009). Female and Male infertility in Nigeria. Studies on Infertility in Nigeria with special reference to the role of genital tract infections and sexual and reproductive risk factors. Division of International Health (IHCAR).  Karolinska Institute, Stockholm Sweden.

Hales  (2000). A global perspective on infertility: An under recognized public health issue Carolina Papers in International Health No. 18: 1: 1-26.

Hollos, M. (2003). Profiles of infertility in Southern Nigeria, Women’s Voice from Amakiri. African Journal of Reproductive Health Vol. 7 N. 2.

Inhorn, M. C., &Van, F. (2002). Infertility around the Globe: New thinking on Infertility, Gender, and Reproductive Technologies. Berkeley, Los Angeles, London: University of California Press.

Johansson, M. & Berg, M. (2005) Women’s experiences of Infertility. Scandanavian Journal of Caring Sciences. 19: 58-63.

Katz S.S & Katz S.H. (2001). An Evaluation of Traditional Therapy for

Barrenness Medical Anthropology Quarterly 1 94): 394-405

Larsen, U. (2000). Primary and Secondary Infertility in Sub-Saharan Africa

International Journal of Epidermology 29: 285-291.

Middleton, U. (2003). Research on Infertility: Which definition should we use? Infertility andSterility, 83(4), 846-852.

Maquet J.J (2001). The Premise of Inequality in Ruanda. London: Oxford University Press

Merlo, C. (2002). Community constructs of involuntary Infertility: sympathy, stigma, and social support. The Canadian Review of Sociology and Anthropology, 31 (4) p. 392- 422.

M. (Eds), Social Science Research on Infertility in a Global Perspective. Amsterdam: Sco-Kohnstamm Institute.

Nwapa, M.  (2004) The Socio-Cultural Perception and Implications of Infertility among men and women in Nigeria, unpublished M.SC. Thesis, Sociology Department, University of Ado-Ekiti, Ado Ekiti, Ekiti State, Nigeria.

Nwosu, I.A. (2010). Socio-cultural context of Infertility Among Mbano women, Imo State, Nigeria. Unpublished Ph.D Thesis submitted to Institute of African Studies, University of Ibadan.

National Population Commission (Nigeria) (2015)

National Institution of family studies (2011)

Obono, O. (2004). Life Histories of Infertility Women in Ugep, Southern Nigerian African Population Studies 16(2): 63-88

Okojie, C.E. (2001). Persisting inequalities in education Mimeograph. Dept. of Economics and Statistics, University of Benin City.

Osokoya, I. O. (2008). Contemporary issues in educational history and policy in Nigeria. Ibadan: Laurel Educational Publishers Ltd.

Rowland, A. (2001). Impact of infertility on marital life in Nigeria. International Journal of Gynecology and Obtetrics, 79, 61-62.

Stanton, A. L., Tennen H., Afflick, G and Mendola R. (1991). Cognitive appraisal and adjustment to Infertility. Women Health 17: 1-15

Ugwuanyi, P. (2000). Infertility and the provision of infertility medical services in Developing countries. Human Reproduction Update, 14(6), 605-621.

Van Balen F, (2000). Interpreting Infertility: Social Science Research on Infertility in a Global Perspective. African Journal of Reproductive Health, Volume 4, Number 1: 120-122

Van Balen, F. and Gerrits, T. (2001). Quality of Infertility care in poor-resource areas and theintroduction of new reproductive technologies.retrieved 16th September, 2005 fromHttp.//num rep. Oxford Journals Orgci/content. Html.

WHO. (2017).Infertility: a tabulation of available data on prevalence of primary and secondary infertility. WHO/MCH.

WHO. (2011, 8.10.2010). Infertility. World Health Organization, fromhttp://www.who.int/topics/infertility

WHO (2016) Health of Migrants: the Way Forward. Report of a Global Consultation. Madrid, Spain. [Online] Available at: http://www.who.int/hac/events/3-5march2010/en/ (Accessed on: 2 November 2016). 

WHO (2014) Infecundity, Infertility, and Infertility in Developing Countries.[Online].Availableat:http://www.who.int/reproductivehealth/publications/infertility/DHS_9/en/ (Accessed on: 27 March 2014).

Zastrow, S. (2001). Involuntary Infertility. Journal of Biosocial Science, 7, p. 37-48.

APPENDIXE

QUESTIONNAIRE

SECTION A

PERSONAL INFORMATION

Gender

Male 

[  ]


Female 
[  ]

Age 

20-25

[  ]
26-30

[  ]
31-35

[  ]
36 and above
[  ]

3. Education

Primary education
[  ]
Secondary Education
[  ]
Tertiary Education
[  ]
4. Occupation

Unemployed
[  ]
Trader

[  ]
Employed
[  ]
5. Type Of Marriage

Polygamous marriage

[  ]
Monogamous marriage
[  ]
SECTION B

Please tick [√] your most preferred choice and avoid ticking twice on a question.

Question 1: Does barrenness result to marital dissatisfaction among women?

	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


Question 2: Does women experience abusive treatment from spouse as a result of barrenness?

	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


Question 3: Does women experience physical and mental health challenges as a result of barrenness?

	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


Question 4: Does women experience the termination of marriage as result of barrenness?

	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


Question 5: Does women experience impaired quality of life due to the challenges associated with barrenness?

	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


