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ABSTRACT

Background: Infertility in Nigeria transcends biological impairment, constituting a profound social and
psychological crisis, particularly within the pronatalist Yoruba context of Ibadan. While biomedical factors are
well documented, the interplay between social determinants and their impact on health-seeking trajectories
remains underexplored.

Objective: This study explores the lived experiences of women receiving infertility care and examines how
social stigma shapes their health-seeking behaviour, while critically evaluating the applicability of Andersen's
Behavioural Model in this context.

Methods: A qualitative design was employed, utilizing in-depth, semi-structured interviews with 24 women
seeking fertility care at public and private clinics in Ibadan. Data were analyzed thematically, guided by an
integrated framework combining Andersen's Behavioural Model, Goffman's Stigma Theory, and the Health
Stigma and Discrimination Framework.

Results: Findings reveal infertility as a "crisis of identity" marked by the "naming burden" and emotional
distress. Social stigma operates as a dynamic "triple threat" (enacted, anticipated, and internalised), creating a
"seclusion barrier" that drives concealment and treatment discontinuation. Crucially, the study identifies
deviations from Andersen's model: healthcare facilities are often perceived as "predatory" rather than neutral
resources, and prolonged infertility triggers "treatment fatigue" rather than linear urgency, leading to care
withdrawal.

Conclusions: Effective interventions must move beyond biomedical access to address the predatory nature of
care markets and the cyclical dynamics of stigma. Policymakers are urged to integrate psychosocial support and
foster culturally sensitive, stigma-free environments to improve fertility care utilization in Nigeria.

Keywords: Infertility, Health-seeking behaviour, Social stigma, Andersen’s Behavioural Model, Treatment
fatigue
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INTRODUCTION

Infertility is more than a medical diagnosis; it is a profound human experience shaped by emotion, expectation,
and social relationships. Across societies, the ability to conceive represents continuity and social legitimacy. For
many women, motherhood defines adulthood and marriage. When conception does not occur, the absence of
children becomes a visible deviation from social norms, magnified through interactions and community rituals.
Infertility unfolds within social environments where silence, blame, and economic strain intersect, intensifying
women’s distress beyond biomedical dimensions (World Health Organisation [WHO], 2023). Globally,
infertility affects an estimated 48 to 72 million couples, with prevalence rates ranging between 10% and 15%
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(WHO, 2023). In low- and middle-income countries, consequences are disproportionately severe, exposing
women to stigma and financial vulnerability. Research demonstrates strong associations between infertility and
anxiety, depression, and reduced quality of life (Xie et al., 2023).

In developing countries, infertility is intertwined with gender inequality and cultural expectations prioritizing
childbearing. In many African and Asian societies, infertility is framed as a moral failure, with women bearing
a disproportionate share of blame irrespective of the medical cause (Dierickx et al., 2021). Sub-Saharan Africa
carries one of the highest infertility burdens, with prevalence estimates ranging from 15% to 30% (WHO, 2023).
A systematic review reported that up to 64% of women experiencing infertility encountered stigma, including
discrimination and internalised shame (Roomaney et al., 2024).

Nigeria presents a complex context. National estimates suggest infertility affects approximately 20% of couples
(Adeoye et al., 2023), with rates varmanuscript versionmanuscriptying between 10%-30% across zones (Esan et
al., 2022). Both male and female factors contribute significantly; female factors like tubal blockage are common,
while male factors account for 30-50% of cases (Oluwole et al., 2021). Among the Yoruba in Ibadan, fertility is
embedded in cultural narratives where a woman’s value is linked to conception. Prolonged childlessness exposes
women to gossip and exclusion (Oluwole et al., 2021). Infertility is often seen as a punishment from supernatural
forces, leading couples to turn to traditional remedies before biomedical care, causing delays (Okafor et al.,
2019).

These experiences reflect enacted stigma, defined as direct discrimination. In Ibadan, this manifests through
blame from in-laws or exclusion from ceremonies (Esan et al., 2022). Approximately 65% of Nigerian women
report high levels of enacted stigma (Ekpor et al., 2025; Roomaney et al., 2024). Beyond overt discrimination,
women internalise negative attitudes. Perceived stigma refers to the belief that others regard infertile women as
incomplete, associated with emotional distress and withdrawal (Adeoye et al., 2023). Akinyemi et al. (2022)
found that over 70% of women in Southwestern Nigeria attribute psychological distress primarily to community
sanctions. Anticipated stigma involves expecting future discrimination, leading women to conceal clinic visits.
This fear fosters secrecy, delaying formal care (Roomaney et al., 2024). Studies show women wait an average
of 5.2 years before seeking clinical care (Amoo et al., 2021).

Stigma interacts with economic constraints and spousal dynamics. Cost is a significant barrier; fertility services
are mostly private and financed out-of-pocket. The cost of Assisted Reproductive Technology (ART) can exceed
15 times the national minimum wage (Bello et al., 2021), leading to interrupted treatment. Spousal support is
critical; in patriarchal settings, men control resources. Women with low spousal support are 3.5 times more likely
to discontinue treatment (Amoo et al., 2021). Need-related factors also matter. Once infertility exceeds 5 years,
social pressure shifts to ostracisation, paradoxically delaying engagement (Ren et al., 2022).

Despite increasing clinic availability in Ibadan, delays remain. Women postpone attendance due to stigma and
cost (Esan et al., 2022). A recent study found women face severe stigma and marital challenges, often blamed
even when male factors are involved (Adeoye et al., 2025). Access to ART remains limited to urban centres and
high-income groups, contributing to low quality of life (Esan et al., 2022). Existing Nigerian studies have
limitations. Bello et al. (2021) documented distress but did not explore how social factors influenced pathways.
Adeoye et al. (2023) examined prevalence but provided limited insight into social processes. Ekpor et al. (2025)
quantified stigma but did not examine how it is negotiated over time. This highlights the need for qualitative
inquiry that centres women’s narratives and situates health-seeking within broader social and relational contexts.

This study addresses these gaps by exploring the lived experiences of women receiving infertility care services
in selected hospitals in Ibadan and discovering how social stigma affects the health-seeking behaviour of women
receiving infertility care services in selected hospitals in Ibadan, Oyo State.

METHODOLOGY

Research Design

This study employed a qualitative research design to explore the social determinants of health-seeking behaviour
among women receiving infertility care services in selected hospitals in Ibadan, Oyo State. A qualitative
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approach was deemed most appropriate as it facilitates an in-depth understanding of participants' perceptions,
lived experiences, and motivations regarding infertility care, nuances that quantitative methods often fail to
capture. By prioritizing participants' voices, this design enabled the generation of rich, contextual insights into
how social determinants shape health-seeking behaviours. Furthermore, the design facilitated the identification
of recurring themes and patterns across narratives, which are essential for informing policies and interventions
aimed at improving access to fertility care in Ibadan and similar settings. The study was grounded in Andersen’s
Behavioural Model of Health Service Utilisation to frame the investigation of predisposing, enabling, and need-
related factors.

Population of the Study

The study was conducted in Ibadan, the capital of Oyo State and the largest metropolitan area in Nigeria. Ibadan
serves as a central hub for healthcare and commerce, characterized by a mix of densely populated inner-city
areas and peri-urban communities. The socio-cultural context is strongly influenced by Yoruba pronatalist
norms, where childbearing is highly valued, and infertility is frequently associated with social stigma,
particularly for women.

The target population comprised women aged 18 years and above who were actively seeking fertility care at
selected clinics in Ibadan. This included women undergoing consultation, investigation, or treatment for
infertility, irrespective of their marital status or parity. Notably, the population included women aged 49 years
and older. This inclusion was intentional, as health-seeking behaviour for infertility often extends beyond
conventional reproductive ages due to persistent pronatalist expectations, delayed childbearing, remarriage, or
continued societal pressure to conceive. Participants were required to be able and willing to provide informed
consent and communicate effectively in either English or Yoruba. The study focused on two specific fertility
clinics: a government-owned facility (Adeoyo Maternity Teaching Hospital) and a privately owned clinic (Vine
Branch Fertility Centre), ensuring representation from diverse socioeconomic and healthcare contexts.

Sample Size Determination

The initial target for the study was a minimum of sixteen (16) participants, with eight recruited from each of the
two selected clinics. However, the final sample size was determined by the principle of data saturation rather
than statistical power. Data collection continued until no new themes, patterns, or insights emerged from
additional interviews. In qualitative research, sample size is dictated by the richness and depth of the data
required to answer the research questions. The final sample consisted of 24 participants, a number deemed
adequate to enable an in-depth exploration of experiences while ensuring variability across public and private
healthcare settings. This flexible approach strengthened the credibility and trustworthiness of the findings by
ensuring that the data fully captured the complexity of the phenomenon under investigation.

Sampling Techniques and Bias Mitigation

This study employed a multi-stage sampling strategy combining purposive and convenience sampling
techniques. At the first level, purposive sampling was used to select the two study sites based on ownership type
(one government-owned and one privately owned). This deliberate selection ensured the inclusion of diverse
service contexts, particularly regarding service costs, accessibility, and patterns of care, which are critical social
determinants.

At the second level, participants were selected using convenience sampling within the chosen sites. This involved
recruiting women who were actively seeking care and available during the data collection period. To mitigate
bias and address the sensitive nature of infertility, the recruitment strategy was adapted based on the institutional
culture of each site. In the government-owned clinic, an initial public invitation in the waiting area proved
ineffective due to participants' fear of stigma. Consequently, the strategy was shifted to a private approach where
nursing staff identified eligible patients, and the researcher approached them individually in private consultation
rooms. In the private clinic, recruitment was integrated into the patient flow by clinic staff acting as
intermediaries to introduce the study in a confidential manner. These adjustments minimized selection bias
related to stigma and ensured that participants felt safe to disclose their experiences.
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Instrument and Data Collection

Data were collected using in-depth, semi-structured interviews. This instrument allowed participants to express
their experiences, perceptions, and feelings in their own words while providing the researcher with the flexibility
to probe emerging issues. The interview guide was developed based on the study objectives and mapped to
Andersen’s Behavioural Model, covering four thematic domains:

e Predisposing Factors: Enacted, anticipated, and perceived/internalised stigma.
e Enabling Factors: Cost of fertility care and spousal support.

e Need-Related Factors: Duration of infertility and perceived severity.

e Health-Seeking Behaviour: Pathways to care, timing of visits, and adherence.

Interviews were conducted face-to-face in a private, quiet setting within the clinics to ensure confidentiality.
Each session lasted approximately 10 to 25 minutes. With participants' consent, interviews were audio-recorded
to ensure accurate transcription. Field notes were also taken to document non-verbal cues and contextual
observations. Interviews were conducted in English or Yoruba, depending on participant preference. For Yoruba
interviews, verbatim transcription and translation into English were performed with care to preserve the original
meanings. Data collection proceeded concurrently with analysis until data saturation was achieved.

Method of Data Analysis

Data collected from the in-depth interviews were analyzed using thematic analysis, a method well-suited for
identifying and reporting patterns within textual data. The analysis followed the six-step framework outlined by
Braun and Clarke (2006):

1. Familiarisation: Audio recordings were transcribed verbatim, and transcripts were read repeatedly to gain a
comprehensive understanding of the narratives.

2. Generating Initial Codes: Transcripts were coded line-by-line to identify meaningful segments related to
social determinants. Deductive codes were applied based on Andersen’s model (e.g., enacted stigma, cost
of care).

3. Searching for Themes: Related codes were collated to form potential themes capturing broader patterns,
such as "stigma-driven care avoidance."

4. Reviewing Themes: Identified themes were reviewed against original transcripts to ensure accuracy and
coherence.

5. Defining and Naming Themes: Themes were clearly defined and linked to the research objectives and
theoretical framework.

6. Producing the Report: The final analysis integrated thematic findings with direct participant quotations to
illustrate experiences authentically.

Throughout the process, the researcher engaged in reflexivity to monitor personal assumptions and biases,
ensuring that the findings were grounded in participants' experiences.

Ethical Considerations

This study adhered to the highest ethical standards for research involving human participants. Ethical approval
was obtained from the Babcock University Health Research Ethics Committee (BUHREC 1037/25/1516) and
the Oyo State Health Research Committee (OYREC/NHREC/OYSHRIEC/10/11/22). Formal permission was
also secured from the management of the participating clinics.

Informed Consent: Participation was entirely voluntary. Written informed consent was obtained from all
participants after a detailed explanation of the study's objectives, procedures, and their right to withdraw at any
time without affecting their clinical care. Confidentiality and Anonymity: Given the sensitive nature of infertility
stigma in Yoruba culture, strict confidentiality protocols were implemented. Recordings were coded with unique
ID numbers, and consent forms were stored separately from data. Findings were reported in aggregate to prevent
the identification of individuals or specific clinics. Minimising Distress: Recognizing that discussions on
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infertility could evoke emotional distress, interviews were conducted in a supportive, non-judgmental
environment. Participants were offered the option to pause or terminate the interview, and referrals to clinic
counsellors were facilitated when necessary. Cultural Sensitivity: The researcher demonstrated sensitivity to
local beliefs regarding the causes of infertility, gendered expectations, and family dynamics to ensure respectful
engagement with participants.

RESULTS

This session presents the findings derived from in-depth interviews with 24 women receiving infertility care
services in selected hospitals in Ibadan, Oyo State. The data were analyzed thematically to address the study's
two primary objectives: exploring the lived experiences of these women and examining how social stigma affects
their health-seeking behaviour. Participants ranged in age from 24 to 54 years, with the majority (n=17, 70.8%)
falling between 30 and 49 years. Most participants (n=16, 66.7%) experienced primary infertility, while the
remainder (n=8, 33.3%) sought care for secondary infertility. The findings are organized into two main sections
corresponding to the research objectives.

Table 4.2: socio-demographic characteristics of participants.

Variable Category Frequency (n=24) | Percentage (%)
Age Group 20-29 years 6 25.0
30-39 years 8 333
4049 years 9 37.5
50 years and above |1 4.2
Type of Infertility Primary infertility 16 66.7
Secondary infertility | 8 333
Duration of marriage | 1-5 years 8 333
6-10years 11 459
Higher than 11 years | 5 20.8
Occupation Fashion designer 6 25.0
Teacher 5 20.8
Civil servant 3 12.5
Self-employed 3 12.5
Entrepreneur 2 8.3
Lecturer 1 4.2
Business woman 1 4.2
Trader 1 4.2
Hair stylist 1 4.2

Lived Experiences of Women Receiving Infertility Care

The first objective sought to understand the lived experiences of women navigating infertility in Ibadan. The
analysis revealed that infertility is not merely a biological condition but a pervasive social and emotional burden.
The majority of participants (n=20, 83.3%) described their journey as a "tug of war" between despair and hope,
characterized by profound emotional distress. Menstruation was frequently cited as a recurring trauma, serving
as a monthly confirmation of childlessness. Participants reported feeling "insufficient and inadequate" when
observing younger peers or siblings who had completed childbearing. This emotional toll was compounded by
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the absence of the traditional Yoruba identity marker, where women are often addressed by their children's
names.

Family dynamics played a critical role in shaping these experiences. Over half of the participants (n=14, 58.3%)
reported significant pressure from in-laws, particularly mothers-in-law, who monitored their fertility status
closely. These pressures often manifested as comparisons with other women in the family or direct questioning
about delays. Additionally, community interactions were described as sources of "jabs" and "digs," where
neighbors would make insensitive remarks or assume the women were practicing family planning. This constant
social scrutiny created an environment where women felt constantly judged and marginalized. The quotes below
supports the issues being summarized:

“It is heart-wrenching, it's heart-breaking and quite saddening... You see your younger sisters and brothers
already done with childbearing and feel insufficient and inadequate.” (Participant 1B, 42 years old)

“Someone called me by name and called my younger sister Iya lagbaja (Mother of someone)... because they
have given birth. So I can call them by their children's name but you, have you given birth? They call you by
name because you don't have a child.” (Participant 10B, 44 years old)

Social Stigma and Health-Seeking Behaviour

Figure 1. The “Triple Threat" of Stigma

[ ENACTED STIGMA (The External Attack)]

(In-laws blame, neighbors making "jabs,"the threat of the husband taking a second wife/
marriage dissolution )

[ANTICIPATED STIGMA] --= [DELAYED CARE|] <-- [ INTERNALISED

STIGMA ]
The Fear of the Future The Internal Wound
(Concealment) (Seclusion barrier) (Shame, Fatigue, self-blame)

The Outcome

(Fear of Gossip)

(Note: Instead of viewing stigma as a single problem, this study shows it operates in three simultaneous
layers that reinforce each other, which directly or indirectly explains why women in Ibadan delay, hide, or
stop seeking fertility care (shaping health-seeking behavior among women in Ibadan)).

The second objective investigated how social stigma influences health-seeking behaviour. The analysis
revealed that social stigma operates not as a singular barrier, but as a multifaceted 'Triple Threat' comprising
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enacted, anticipated, and internalised dimensions. These components interact dynamically to create a
'seclusion barrier' that dictates health-seeking trajectories (see Figure 4.2). The findings indicate that stigma
acts as a powerful predisposing determinant, shaping when, where, and how women seek care. Three
dimensions of stigma emerged: enacted, anticipated, and internalised. Enacted stigma, experienced by most
participants (n=19, 79.2%), involved direct discrimination such as blame from in-laws and threats of marital
dissolution. This often triggered urgent, sometimes desperate, help-seeking, driving women toward
traditional remedies before biomedical care. However, for some, enacted stigma led to withdrawal, delaying
clinical engagement to avoid further conflict.

Anticipated stigma was a significant barrier to open health-seeking. Approximately two-thirds of participants
(n=16, 66.7%) reported concealing their clinic visits and infertility status to avoid gossip. This fear of
judgment led to "hidden" health-seeking behaviours, where women traveled to distant facilities or avoided
follow-up appointments if they risked being recognized. This secrecy often resulted in fragmented care and
increased financial burdens due to travel costs. Conversely, a minority of participants (n=4, 16.7%) adopted
transparency, believing that sharing their struggles would facilitate solutions.

Internalised stigma profoundly affected self-perception and motivation. Many women (n=15, 62.5%)
reported feelings of shame and moral questioning, viewing themselves as "incomplete." This internal burden
often reduced the motivation to persist with treatment, leading to discontinuation when progress was slow.
However, spousal support emerged as a protective factor; women with supportive partners reported lower
levels of internalised stigma and greater adherence to treatment plans. Ultimately, the interplay of these
stigma dimensions dictated the trajectory of care, often prioritizing social safety over medical optimization.
The quotes of participants below are true reflection of the situation of women faced who pointed out that:

“I don't even talk about it because I hate pity. Even at work, people don't know I don't have children, only
my close friends & family know.” (Participant 2B, 29 years old)

“I feel responsible because I should have explored orthodox means first because then we went for more like
quack treatment... I should have known better considering my level of education.” (Participant 1B, 42 years
old)

The thematic analysis clearly reveals a complex landscape where cultural norms and structural barriers
intersect. Social stigma emerged as the dominant predisposing determinant, encompassing enacted
discrimination, anticipated judgment, and internalised shame. Nearly 80% reported direct blame, while two-
thirds concealed clinic visits to avoid gossip, promoting secrecy and delay. Internalised stigma eroded
motivation, often leading to treatment discontinuation. Economic constraints constituted the primary barrier
to sustained engagement, causing interruptions and reliance on substandard alternatives due to prohibitive
high out-of-pocket costs. Spousal support moderated these effects; supportive partners buffered external
pressure and improved adherence, whereas conflict exacerbated distress. Prolonged infertility eventually
induced treatment fatigue. In summary, women’s experiences are deeply entrenched in emotional distress
and marginalization. Stigma significantly alters health-seeking behaviour, while economic barriers also
fragment care continuity. Effective interventions must address these key psychosocial and economic
determinants beyond biomedical solutions to improve current access to fertility care in Ibadan, Nigeria.

DISCUSSION

Lived Experiences: The Crisis of Identity and the "Naming Burden"

The findings of this study reveal that infertility in Ibadan transcends clinical delay, manifesting as a
fundamental "crisis of identity." Consistent with Labinjo (2022), the inability to conceive is experienced as
a biological betrayal within a pronatalist society where childbearing is a rigid mandate. A novel contribution
of this study is the identification of the "Naming Burden." In Yoruba culture, a woman's social elevation is
contingent upon adopting a teknonym (for instance, Iya Ayo). The persistence of addressing women by their
birth names in their 30s and 40s functions as a continuous "public jab," reinforcing a "spoiled identity"
(Goffman, 1963). This aligns with Kuug et al. (2023), who posit that motherhood is the primary source of
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"matri-potency" in West Africa; its absence renders women perpetual adolescents regardless of professional
achievement. Furthermore, the "Pity Gaze"—sympathetic yet intrusive monitoring—acts as a subtle
mechanism of exclusion. As noted by Ekpor et al. (2025), this "sympathetic stigma" can be more damaging
than overt abuse, fostering the "stigma of silence" described by Amusan et al. (2021), where women
withdraw from social spaces to escape the emotional weight of communal observation.

Social Stigma as a Predisposing Determinant of Health-Seeking Social
Stigma operates as a multifaceted barrier, creating a "seclusion barrier" that delays clinical intervention.

Enacted stigma transforms the marital home into a "battlefield," where in-laws act as "fertility monitors."
The threat of polygyny serves as a coercive "cue to action" (Olowokere et al., 2023); however, rather than
facilitating timely biomedical care, this pressure often drives women toward desperate, substandard
traditional remedies. Anticipated stigma emerges as the most significant barrier to service utilization. The
fear of being "spotted" at a clinic leads to "protective concealment” (Amoo et al., 2021), where women travel
to distant facilities or avoid follow-ups, inadvertently losing access to support networks. Finally, internalised
stigma results in "biographical disruption" (Esan et al., 2022), where women absorb societal devaluation,
leading to moral self-blame and a loss of life purpose, as confirmed by Roomaney et al. (2024). Conversely,
the study highlights the "spousal shield," where supportive partners neutralize external judgment, reinforcing
Kuug et al.'s (2023) assertion that positive spousal dynamics are a potent protective factor.

As illustrated in Figure 1, the 'Triple Threat' of stigma functions as a dynamic feedback loop rather than a
static predisposing factor. This finding challenges the traditional application of Andersen's model, which
often treats stigma as a discrete variable. Instead, our data suggests that enacted discrimination fuels
anticipated fear, which in turn deepens internalised shame, creating a self-reinforcing cycle of care
avoidance. Regarding our findings which reveal that social stigma is not a single barrier but a "Triple Threat"
that dynamically shapes health-seeking behaviour. As illustrated in Figure 1, this framework comprises
enacted, anticipated, and internalised stigma. Enacted stigma involves direct discrimination, such as blame
from in-laws. Anticipated stigma is the fear of future judgment, leading women to hide clinic visits.
Internalised stigma occurs when women accept negative beliefs, feeling incomplete. Crucially, these
elements form a continuous feedback loop rather than existing in isolation. Enacted discrimination fuels
anticipated fear, which deepens internalised shame, creating a self-reinforcing cycle of care avoidance. This
challenges the traditional application of Andersen’s Behavioural Model, which often treats stigma as a static
predisposing factor. Instead, our data suggests stigma actively transforms the enabling environment, making
clinics feel unsafe and reducing motivation through treatment fatigue. Consequently, women face a
"Seclusion Barrier" where even those with financial means may delay or disengage from care. This dynamic
understanding highlights the urgent need for interventions addressing all three layers simultaneously, rather
than focusing solely on access or cost. Policymakers must recognize that fear and shame are as critical as
financial barriers in determining fertility care utilization in Nigeria.

Critical Analysis of the Integrated Theoretical Implications

This study integrates Andersen’s Behavioural Model with Goffman’s Stigma Theory and the Health Stigma
and Discrimination Framework (HSDF) to explain health-seeking trajectories. While Andersen’s model
effectively categorizes predisposing (stigma), enabling (cost/spousal support), and need factors, our findings
reveal critical deviations when applied to the Nigerian context, echoing critiques of behavioral models in
low-resource settings (Ronsmans et al., 2021). First, the study challenges the classification of healthcare
facilities as neutral "Enabling Resources." Instead, participants perceive both medical and spiritual sites as
"predatory," exploiting desperation through arbitrary pricing and questionable efficacy. This transforms
enabling resources into sites of trauma, breeding distrust that leads to service withdrawal-—a nuance
Andersen’s model, which focuses on resource availability, fails to capture. This aligns with recent
scholarship on the commodification of reproductive health in Africa, where financial exploitation by
providers creates a "trust deficit" that discourages utilization (Okafor & Eze, 2023; Adebowale, 2022).
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Figure 2. The Non-Linear Journey: From Urgency to Fatigue
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Second, the study identifies a non-linear relationship (see Figure 2) between "Need" and utilization.
Andersen’s model assumes a linear progression where increased duration of infertility heightens the urgency
for care. However, our data reveals a "treatment fatigue" phenomenon. After years of exhausting cycles,
many women reach a state of burnout, ceasing medical intervention to "leave it to God." This suggests that
extreme duration and repeated failure can trigger a cessation of care rather than persistent seeking. This
finding resonates with literature on chronic illness management, where prolonged treatment failure leads to
"therapeutic nihilism" and disengagement (Mills et al., 2020; Chibanda, 2021), a psychological dimension
often overlooked in standard behavioral frameworks.

Furthermore, the integration of Goffman and HSDF enriches Andersen’s framework by explicating how
stigma translates into behavioral outcomes. While Andersen identifies stigma as a predisposing factor,
Goffman’s concept of "spoiled identity" and the HSDF’s focus on structural power relations clarify the
mechanisms of "seclusion" and "concealment" (Link & Phelan, 2001; Stangl et al., 2019). The findings
demonstrate that stigma is not merely a static belief but a dynamic social process that actively reshapes the
enabling environment (e.g., by making clinics feel unsafe) and distorts the perception of need (by framing
infertility as a spiritual failure rather than a medical one). This dynamic interaction supports the argument
that behavioral models must account for structural violence to fully explain health disparities in pronatalist
societies (Farmer, 2004; Nyblade et al., 2019).

Finally, while Andersen’s model provides a robust structural skeleton, the lived realities of women in Ibadan
necessitate a more nuanced understanding where stigma acts as a pervasive force that can convert enabling
resources into barriers and transform need into exhaustion. Future models must incorporate the emotional
and predatory dimensions of the healthcare landscape to accurately predict fertility care utilization in similar
sociocultural contexts, moving beyond the assumption of rational actor behavior (Knaul et al., 2018).

CONCLUSION

Infertility in the Nigerian context, particularly within the Yoruba setting of Ibadan, transcends biological
limitations to become a profound social and psychological crisis. This study explored the lived experiences of
24 participants, revealing how the "Naming Burden" and "Pity Gaze" enforce a spoiled identity, driving secrecy
and delayed care. While Andersen's model offers a structural basis, findings indicate that healthcare resources
are often perceived as predatory and prolonged need triggers "treatment fatigue" rather than urgency. Spousal
support remains a vital protective shield. Consequently, this synthesis underscores the urgent need for public
health policies that improve accessibility, affordability, and cultural sensitivity. Recommendations include
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integrating psychosocial support into fertility services and creating stigma-free environments to empower
women to access sustainable care. At the policy level, the State Ministry of Health and other stakeholders should
promote subsidised fertility care, including basic infertility tests and assisted reproductive technologies (ART),
through the state health insurance schemes.
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