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Relevance of the protocol:

Infertility is a product of the complex interaction of biological and cultural factors. Women and men worldwide are confronted with the fact that they cannot have any children or cannot bear the number of children they would like to. This is an enormous problem for those involved. Infertility is a global phenomenon, with some portion of every human population, estimated at 10 percent on average, affected by the inability to conceive at some point during their reproductive lives (Reproductive Health Outlook, 1999; Balen and Inhorn, 2002). However, although infertility is a medically diagnosed physiological characteristic of individuals, it is also a socially constructed reality for the couples. It is therefore important to distinguish between the social construction of infertility and reproductive impairment. Greil (1997) points out that reproductive impairment is: 

…a medically diagnosed physiological characteristic of individuals, whereas the socially constructed phenomenon of infertility involves a complex set of beliefs and values within a specific social structure (Pearce, 1999, p.70). 

Despite the huge number of studies on the relationship of reproduction to society, culture, and politics, certain reproductive topics continue to be privileged at the expense of others. Infertility is one of the neglected topics. As Berer (1999) stated, “Infertility is a bit like the poor sister and the last frontier of reproductive health” (p.7). Infertility has been studied mostly from the clinical perspective while its social and psychological consequences have  received less scientific attention. 
The dominant state ideology in Bangladesh as in most developing countries is to control the fertility of the people and infertility is hardly discussed in the state level health policies (Bergstrom, 1992; Rowe, 1999). In contrast, in the private health sector there are increasing possibilities for rich urban infertile women to gain access to new reproductive technologies. Problems emerge when technologies developed and fashioned in accordance with the values and structures of one type of society are transported to another possessing different assumptions, ideals, and constraints, it generates cultural conflicts (Pearce, 1995). 

In the absence of a state level welfare system, in Bangladesh children are necessary to secure parents and families survival and they serve as valuable power source. As a result living without children and childlessness are about much more than medically defined infertility. A small scale study (n=340) in 1996 found 3.2 percent primary infertility (after unprotected intercourse for at least twelve months) and 2.9 percent secondary infertility in Bangladesh (Akhter, 1997d). 

There is no formal program in government and non-government health sectors to address the problem of infertility in Bangladesh. UNFPA (1996) refereed infertility as a ‘blank page’ in reproductive health programs in Bangladesh.  High tech, expensive infertility treatment is available in a very limited range in urban areas, mainly in the capital city Dhaka. The vast majority of the infertile people in the rural areas and urban poor therefore pass a stigmatised, vulnerable life without receiving any assistance from any formal sectors (Chowdhury, 1994a). Only recently a workshop has been held to prepare the fifth Health And Population Program’s (MOHFW) with the participation of different stakeholders of the society. The Workshop was conducted by Ministry of Health and Family Welfare of Bangladesh government, all the participants emphasized infertility as one of reasons that women face violence (Akhter, 2002e).

Unfortunately almost nothing is known about how not being fertile is lived by women in Bangladesh, as an embodied experience, although there is some clinical and epidemiological research on infertility from Bangladesh (Akhter, 1994c). In Bangladesh no study has been conducted on infertility with a gender and anthropological perspective, except the  small scale study in urban slums by me, which will be mentioned in the later part of this proposal (Nahar:2000). This present study will therefore conduct deep exploration of  the issue of infertility in the social and cultural context of Bangladesh, with the aim of exploring women’s situation in this country in regard to gender relations and identities, empowerment and reproductive rights. The study will  investigate the psycho-social consequences of being infertile, the treatment seeking patterns (includes traditional and modern), coping or agency, and adjustment to the new reproductive technologies (where available) by infertile people, particularly women. Popular ideas regarding infertility as well as ideas and actions of experts will also be explored. 

This study therefore has both practical and intellectual relevance. Intellectually it will provide contextual insights about the impact of infertility on women’s life in Bangladesh while practically the study result will illuminate ways for health planners to deal with the problem at the community level. 
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Abstract Summary

         Check here if appendix is included

PROJECT SUMMARY: Describe in concise terms, the hypothesis, objectives, and  the relevant background of the project. Describe concisely the experimental design and research methods for achieving the objectives. This description  will serve as a succinct and precise and accurate description of the proposed research is required. This summary must be understandable and interpretable when removed from the main application. ( TYPE TEXT WITHIN THE SPACE PROVIDED).

Principal Investigator:

Papreen Nahar

Project Name:  Infertility: A Lens to See Women’s Situation in the Context of Bangladesh

Total Budget                               Beginning Date:       Ending Date: 

4815.00 ($)                                  01-07-2003              30-04-2004

. 



Summary:

Infertility is a product of the complex interaction of biological and cultural factors. Not having children results in a role failure that has social and emotional consequences. Studies have found that in Bangladesh, as in many other countries infertility continues to worry a significant minority of men and women without children. This can often result in social stigmatisation of the couple and particularly, of the women concerned. Within the household, childlessness may even lead to physical and psychological abuse for women. For cultural and structural reasons, apart from motherhood, generally there is no acceptable alternative career for a woman in Bangladesh. Fertility is not conceived of as mere survival in Bangladesh, rather an important emphasis is placed on it far beyond its obvious link with biological reproduction. Moreover, in absence of a social security system in Bangladesh, one of the poorest and most densely populated countries of the world,  children are valued as the most important asset for old age support. As a result living without children and childlessness are about much more than infertility. However, the dominant state ideology in Bangladesh as in most developing countries is to control fertility of the people and infertility remains neglected as a state problem. It is mostly in the developed countries that infertility has been the subject of  research, investigation and treatment, and has received most media attention.  As a result little is known about how infertility is experienced by women of a developing country like Bangladesh, as embodied experience. This present study will explore the life experiences of Bangladeshi infertile women and also the popular concerns and behaviours surrounding infertility. A critical medical anthropological and feminist perspective will be taken. This has both practical and intellectual implications. This study will provide contextual insight about infertility  which will be helpful for health planners to deal with the problem at the community level. The results will also enhance the theoretical understanding of gender relation and cultural meaning of infertility in a low income, Muslim, Asian country.
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DESCRIPTION OF THE RESEARCH PROJECT

Hypothesis to be tested:


Concisely list in order, in the space provided, the hypothesis to be tested and the Specific Aims of the proposed study. Provide the scientific basis of the hypothesis, critically examining the observations leading to the formulation of the hypothesis.

I will take qualitative approach to conduct my PhD study. As  per philosophy of qualitative research my research will generate hypothesis rather than testing a hypothesis. 


Specific Aims:


Describe the specific aims of the proposed study. State the specific parameters, biological functions/ rates/ processes that will be assessed by specific methods (TYPE WITHIN LIMITS).


The study is structured around both general and specific objectives.  The general objective of the study is to e
xplore and understand the embodied experience of infertile women and community concerns regarding infertility. Specific objectives are to understand the embodied experiences of infertile couples, the social and psychological consequences of infertility in people’s lives, treatment seeking experiences and  other coping mechanisms for infertility and to locate these in the cultural and social milieu,   people’s ideas and behaviour related to infertility. The views of p
olicy makers and ‘extended family members’ about the issue of infertility will be gathered.
 Finally this study will explore how infertility shows us women’s situation in Bangladesh in regard to gender relations and identities, empowerment and reproductive rights. 

Background of the Project including Preliminary Observations 


Describe the relevant background of the proposed study. Discuss the previous related works on the subject by citing specific references. Describe logically how the present hypothesis is supported by the relevant background observations including any preliminary results that may be available. Critically analyze available knowledge in the field of the proposed study and discuss the questions and gaps in the knowledge that need to be fulfilled to achieve the proposed goals. Provide scientific validity of the hypothesis on the basis of background information. If there is no sufficient information on the subject, indicate the need to develop new knowledge. Also include the significance and rationale of the proposed work by specifically discussing how these accomplishments will bring benefit to human health in relation to biomedical, social, and environmental perspectives. (DO NOT EXCEED 5 PAGES, USE CONTINUATION SHEETS).

                                                                                                                                                                                          

Introduction:

The health policy makers and planners have given most attention to maternal and child health care and family planning, within the field of reproductive health (Adjei & Adansi-Pipim, 1989). Bargstrom (1992), a public health researcher, has pointed out the equation of family planning with birth control methods. In his view, childlessness caused by various factors including infertility is neglected as a problem of family planning. Dixon-Mueller (1993) argued about the limitation of population control programs, in which too little attention has been paid to the other aspects of health. Moreover such programs favored contraceptive methods that were like to stress “effectiveness” over safety and to pose greater health risks for women. Balen  and Inhorn (2002), quoting Greenhalgh (1995) commented, “Helping infertile sub-populations in high fertility non-Western settings-where infertile individuals may suffer more because of their ‘barrenness amid plenty’- has never been treated as a high priority in international population discourse and may even viewed as contrary to the Western interest in global population control” (p.7). Women’s health advocates have also criticised the narrow focus of health and family planning programs particularly in developing countries, where other reproductive health problems like infertility have been ignored (Germain, 1987; Akhter, 1994b; Hardon, 1995; Gerrits et. al., 1999;). Against this backdrop of concern set out by women’s health activists, public health specialists and population-control-oriented family planners, it is perhaps the AIDs epidemic that has most contributed to a recent increase of interest in infertility (Gerrits et. al., 1999). The AIDS epidemic increased attention for other STDs, such as gonorrhoea and chlamydia, the main causes of infertility in the Third World (Dixon-Mueller & Wasserheit, 1991). 

At the United Nations (ICPD) in 1994 in Cairo, prevention of infertility and appropriate treatment, where feasible was accepted as a basic component of reproductive health care. Social science research on infertility also started to grow around that time. The first ‘International Conference on Infertility and Social Science’ held in Amsterdam in 1999, where I was also a participant, reflected that growing concern among the social scientists around the globe regarding Infertility.  General Research shows that infertility is, for most human beings everywhere, a distressing experience, leading to decreased levels of personal well being, and  women’s well being appears to be more seriously affected than men’s in most parts of the world (Ahmed, 1991b; Neff, 1994; Inhorn, 1994a; Ko Grace-Po-Chee, 1995; Singh et. al., 1997; Okonofua, 1997; Gerrits, 1997; Lutfun, 1997; Bhuiya et. al., 1999; Riessman, 2000; Balen and Inhorn, 2002;). As Balen and Inhorn  (2002) commented, 

Women worldwide appear to bear the major burden of infertility, in terms of blame for the reproductive failing, personal anxiety, frustration, grief, and fear, marital duress, dissolution, and abandonment; social stigma and community ostracism, and in some cases, life threatening medical interventions (p.7).

This situation for women is intense in the so-called developing societies of the non-Western world, as motherhood is the primary identity available for women. From the standpoint of women leading lives in countries where status depends on motherhood, the meaning of childlessness is profound. 

Consequences of Infertility on Women’s Life:

It is generally found across cultures that the stigma of childless women extended to the social identity of the person and polluting her other accomplishments. (Greil, 1991; Riessman, 2000; Lasker & Borg, 1994; Miall, 1986; Whiteford and Gonzalez, 1995). 

Reviewing studies from various corners of the world Gerrits et. al., (1999) provided a summary list of personal and social consequences of infertility, particularly in case of women: 

Feeling guilt, worthlessness, sadness/jealousy, fear of family/lineage dying out, lack of social security and support, concerns about who will mourn over them,  disrespectful treatment by husband, domestic violence, divorce, husband taking second wife, disrespectful treatment and maltreatment by in- laws, disrespectful treatment by community members, exclusion from social activities and ceremonies, accusation of being a witch. besides worries and concerns at the personal, conjugal and family level, infertility has other implications related to performance and roles in the wider community  (p.22).

 Women’s Burden:

Infertility generates a stigma against the infertile women (Miall, 1985; Whiteford and Gonzalez, 1995). It is observed that  in most of the Non-Western  as well as Western societies women are the prime victims of this stigmatisation. The observation shows in North America, where infertility is considered as a deficient or abnormal condition (Miall, 1985; Whiteford and Gonzalez, 1995). In modern Israeli society, infertility is treated as a form of social deviance and bears a whole range of negative social ramifications for women (Miall, 1986; Stanworth, 1987; Whiteford and Gonzalez, 1995; Remennick, 2000).

Blaming women specially in non-Western context is very much the norm. For example, Wolff (1979) wrote about the high degree of contempt in which childless women have historically been held in South West Nigeria where a  childless woman was often not given a proper burial after her death, but thrown into the bush or the forest for animals to devour. Given the belief in reincarnation, this sent a strong message to those who were ‘barren’. Infertile women were openly ridiculed and held in suspicion, since they were generally thought to have transgressed some moral code. Since women are the ones who give birth, female infertility threatens to disrupt the construction of both personal and lineage identities within a town or village. Many of these beliefs and practices remain strong today. Therefore a childless woman becomes a nuisance in the patrilineage in Yoroba land even in current days. (Pearce, 1999). Women in Mozambique are excluded from certain social activities and ceremonies. (Gerrits, 1997). 
Singhi (1996) wrote from the Indian context,  "Within the generalised category as woman, there are institutions, customs, practices, organised attitudes, systematic prejudices and shared beliefs, which stigmatised certain women through systematic typification. The widows, unwed women, female divorced, spinsters, female prostitutes, raped women, witches, childless wives, concubines, mistresses, are stigmatised women" (p.61).

In Bangladesh as well childlessness was found to result in perceived role failure, with social and emotional consequences for both men and women, and often resulted in social stigmatisation of the couple, particularly of the women. Infertility places women at risk of social and familial displacement  (Nahar et.al., 2000). 

Current prevalence of infertility:

International situation: It is estimated that between eight and twelve percent of couples around the world have difficulty conceiving a child at some point in their lives, or fifty to eighty million people world wide (Jejeebhoy, 1998; Inhorn and Balen, 2002; Gerrits et. al., 1999). Among these only about 5%  couples are assumed to be infertile due to conditions that can not be prevented or treated (core infertility) (WHO, 1975). The remaining large proportion of the couples are assumed to suffer from acquired infertility, which generally indicates that there are causes in the community responsible for the large number of infertile couples. In all contexts the most common cause of acquired infertility has been shown to be pelvic infection resulting from sexually transmitted diseases (STDs), unsafe abortion or puerperal infection, all of which are essentially preventable. 
 
In the South-East Asia Region there are as yet very few studies specifically focusing on infertility. The little evidence that is available is not necessarily reliable (Jejeebhoy, 1998). However the prevalence of infertility in this region is reported as below 5%. Contrary to the higher prevalence of secondary infertility identified in the community surveys in this region, health facility based studies reported primary infertility as more common than secondary infertility, accounting for 60% or more of all cases. For example, the analysis of 14 years data from an infertility clinic in Bangladesh found that 61% of cases examined (1996) were suffering from primary infertility (Chowdhury & Chowdhury, 1992c). In Bangladesh the higher prevalence of primary infertility in women who go to the health facility is probably not the actual pattern in the population but a reflection of the health seeking - behaviour of women. Women who have not conceived at all or have no live births are more likely to seek health services for diagnosis and treatment than those who have borne one or more children. (WHSEA, 2002a ).

However, there are some limitations of demographic data on infertility. In all documents in which demographic  data on infertility and childlessness are discussed, remarks are made on the limitations of the presented data. Socio-cultural factors influence the validity of the outcome of demographic studies.  Jejeebhoy (1998) discussed the limitations of infertility studies. Estimates of the levels of infertility in any setting come from clinic based studies or community surveys of fertility. Both types of studies have limitations and different uses. Hospital based studies, for example, are unable to asses the levels of infertility in a particular setting but can provide extensive information on the patterns or causes of infertility prevailing in a particular clinic setting. In contrast community based studies are better equipped to assess the levels of childlessness than its causes. But these types of studies have been limited in terms of insights into the patterns and causes of infertility. In addition, definitions of infertility as assessed in most community surveys vary somewhat from those in clinical studies; demographic surveys measure infertility as (a) childlessness after x years of marriage; and (b) the absence of pregnancy in sexually active couples. These measures underestimate the prevalence of infertility, for at least three reasons: first, in settings in which infertility is grounds for abandonment and divorce, surveys of currently married women will miss women who are no longer married because of infertility; second, measures of childlessness ignore considerable secondary infertility; and third, some childless women misreport their childlessness, as they may have adopted children. There is also some evidence from world fertility surveys that childless women do not admit their childlessness in surveys (Jejeebhoy, 1998). In addition, when this method is applied the infertility percentage may be exaggerated where women practice prolonged breast feeding and/or postpartum abstinence. On the other hand, they overestimate infertility, strictly defined, in that they can include women who have had a pregnancy but not a live birth. At present, adequate  quantitative data is lacking. This may be one of the reasons for infertility as not been addressed as a public health problem by many developing countries (Poston, 1982; Population Report, 1983; WHO, 1991;  Ericksen & Brunette, 1996; Jejeebhoy, 1998). Bangladesh is one of those countries. 

Infertility in Bangladesh:

In Bangladesh infertility still remains largely an ignored issue. Akhter (1994c) mentioned in early nineties that “very little is known about the status of infertility, and facilities for diagnosis and treatment of infertility is extremely scarce, limited to only a handful of individual physicians. However the problem is considered to be quite prevalent.” (p.7). Islam (1997) indicated that  the infertility range in Bangladesh is from 8% to 20%. Authors also mentioned high prevalence of factors in Bangladesh that might lead to infertility particularly among women. In Bangladesh a number of small scale studies, based on data from health centres examining causes of infertility found, for more than half of infertile couples (55%), infertility is the consequence of sexually transmitted diseases or infections following unsafe-abortion or unsafe-delivery. It is also noted that because of the under reporting of secondary infertility in health facility based studies, information on causes of infertility is likely to be consistently underestimating the role of infections, which are the most frequent cause of secondary infertility (WHSEA, 2002a). Moreover, malnutrition, anemia, Low Birth Weight (LBW), postpartum complications and Tuberculosis  may be hidden causes of infertility in Bangladesh. 

It is important to focus on the high prevalence of all potential factors of infertility in Bangladesh. I drew the prevalence or incidence from the limited information (small scale studies) as there is no national data available. For example, RTI among women is 56% in rural setting and 60% in urban setting (WHSEA, 2002b). The prevalence of STD in Bangladesh is still unknown. But studies conducted from 1989 to 1997 suggested that Bangladesh has high prevalence of STD. One investigation said the estimated number of STD in the country is 2.3 million. (SDNP, 2000). A study has been conducted in 2000 to investigate the relationship between fertility transition and induced abortion found that fertility transition has impact on contraceptive use on induced abortion. In 20 years (1970-1990) the study area induced abortion ratio increased from below 15 induced abortions per thousand live births to about 50 induced abortions (Mizan, 2000). In Bangladesh only 12% of births are assisted by medically trained personnel (BDHS, 2000). A cross sectional study (sample size -2105) revealed the fact that 66% of the women reported that they had experience at least one complication during their last pregnancy and/or childbirth (Ahmed, et. al., 1998c ). The high prevalence of TB among women is another factor of infertility. In 1997, Bangladesh had 3.6% of the global TB cases. Presently the 5th highest TB burden in the world, which has been suspected as one of the major causes of female infertility in Bangladesh (WHO: 2002). There is a high prevalence of LBW a potential factor causing infertility, 45-50% of all infants are born with LBW in Bangladesh (Ariffeen, 2000). A study in Bangladesh already found a significant inverse relationship between women’s weight, mid-arm circumference and incidence of sterility (Chowdhury and Kabir, 1985). A recent Human Development Report estimated that 59% of girls suffer chronic malnutrition in Bangladesh (WHSEA, 2002b) which of course they can not overcome by reproductive age. About 70 percent of mothers suffer from nutritional deficiency and anemia in Bangladesh (Country Report, 2000) which also causes infertility. 

I therefore argue that a health condition, like infertility provides a lens through which existing issues for women in the society can be explored. Although studies on social and emotional consequences of infertility have started to grow, these have focused on investigation and treatment in developed countries. Also it is mostly in developed countries where infertility has gained more media attention, legal regulation and organisation. Those  Western research projects rarely acknowledged the reproductive desires and dilemmas of infertile persons of non-Western developing countries. (Berer, 1999;  Bharadwaj, 1999;  Gerrits et. al., 1999; Inhorn and Belen, 2002). Against this backdrop I initiated my study on infertility in the context of Bangladesh.
Research Design and Methods


Describe in detail the methods and procedures that will be used to accomplish the objectives and specific aims of the project. Discuss the alternative methods that are available and justify the use of the method proposed in the study. Justify the scientific validity of the methodological approach (biomedical, social, or environmental) as an investigation tool to achieve the specific aims. Discuss the limitations and difficulties of the proposed procedures and sufficiently justify the use of them. Discuss the ethical issues related to biomedical and social research for employing special procedures, such as invasive procedures in sick children, use of isotopes or any other hazardous materials, or social questionnaires relating to individual privacy. Point out safety procedures to be observed for protection of individuals during any situations or materials that may be injurious to human health. The methodology section should be sufficiently descriptive to allow the reviewers to make valid and unambiguous assessment of the project. (DO NOT EXCEED TEN PAGES, USE CONTINUATION SHEETS). 


Choosing the methodology:

I will structure my methodology using two disciplinary approaches; medical anthropology and feminist approach. Both feminist  and medical anthropological research prefer to use qualitative research tools. By taking these two approaches I hope to achieve the goal of my research. 

The importance of qualitative research techniques is that  they may, with  care allow greater access to people’s experiences. The qualitative methods can be relatively free of assumptions about what is typical of a given situation. My literature review also proves the necessity of using qualitative research on this issue as I have observed that most of the study conducted on women’s experience on infertility in developing countries have successfully used of qualitative methods (Leonard, 2002; Pearce, 1999; Gerrits, 1997; Inhorn, 1994; Inhorn, 1996;). My previous small scale study on infertility by using qualitative method also proved to be successful to gain  in-depth experiences of infertile women. Mccracken (1988) argued that the aim of qualitative research,  
…is to gain access to the cultural categories and assumptions according to which one culture construes the world. How many and what kind of people hold these categories and assumptions is not, in fact, the compelling issue. It is the categories and the assumptions. Not those who hold them, that matters. In other words, qualitative research does not survey the terrain, it mines (p.17).

For medical anthropologists understanding the cultural aspects of health and illness also require attention to qualitative methods. It is not possible to explore complex problems using quantitative methods. Structured interviews are not enough to gain rich insights. Numbers, graphs, statistics can not tell us about people’s feelings, views and their experiences of health and illness. 

The qualitative analysis is particularly crucial in the Bangladeshi social and political context to strengthen women’s voice on questions concerning their reproductive health. Unlike quantitative research feminist research and medical anthropological research does not attempt an ‘objective’, ‘un-biased’ or ‘value-free’ methodology. It clearly implies personal and political sympathies on the part of the researcher with the researched (Roberts, 1981, p.16). Islam (1994) pointed out that in Bangladesh existing research methodologies have Western biases, particularly by the gender theories that have developed in the West. She therefore pleaded for critical appraisal of  contemporary methodologies of women’s studies and feminist research with the ultimate objective of identifying the methods that are most relevant and suitable to Bangladesh situation. 

As mentioned earlier that in qualitative research the main aim is to gain access to people’s cultural assumptions rather than knowing how many people hold that assumption. As a result the sample size of qualitative research is usually small, but to ensure richness  and depth of the data respondents are usually selected from various social and economic characteristics. In line with this trend of qualitative research sample size of my research will also be small but I will try to maintain variations in the characteristics of the respondents.  It will be impossible to explore a complex issue such as infertility without achieving in-depth information from various key stake holders of the  society. To understand the embodied experience, popular belief, professionals’ understanding and decision makers’ views concerning infertility following five broader categories of respondents will be selected for the study. 

(Perceived infertile couple of reproductive age. The concept of ‘perceived infertile couple’ is discussed below in the section  ‘phase one’ of data collection.

(Community people with children irrespective of their reproductive age.

(Policy makers and activists concerning the women’s health and various. 

(Therapy  providers (traditional and modern). 

( Family members of infertile couples will also be included. 

To ensure reliability and validity of data, I will take the qualitative multi-method approach. I will use triangulation through using variety of data gathering tools. Triangulation refers the use of multiple methods to investigate the same research question. Multi-method looks for ‘convergent validity’, in which several method gives the same results (Ford Foundation, 2003). I plan my data collection design in three different phases, they are as follows:

( Exploring popular ideas

( Exploring embodied experience

( Exploring Key people’s standpoint

Respondents will be selected purposively. I have conducted field research various urban and rural areas in Bangladesh for last eight years. Initially I will use my previous contacts to identify respondents then I will be using snowball sampling method. 

In the following section I will discuss about the way these phases are relevant to achieve the answers of my research questions.

Phase One:

Gathering people’s idea:

One of  my aims is to understand community concerns and attitudes towards infertility. By exploring the experiences of infertile women as well as people’s ideas and behaviours concerning infertility it is critical to explicate how social values regarding fertility, gender role shape Bangladeshi women’s lives. I will gather community views by using different Participatory Rural Appraisal  (PRA). PRA has gained popularity over the last decade and now present a challenge to the traditional methods of project planning, such as costly large scale questionnaires and brief rural visits by professionals. (Robinson-Pant, 1996). PRA is an approach to data collection and interpretation which involves the use of informal and semi-structured methods and  makes extensive use of diagrams and maps. (Ford Foundation,  2003).These tools  will be used to identify the local belief systems and terminology by which infertile women and other people label and interpret a particular health problem. 

To identify perceived infertile couples first people’s definition of infertility will be explored through free listing exercise. Once people’s definition is found I will try to locate couples who is perceived by the community and by themselves as infertile. To locate the respondents I will take help of local porters and intermediaries. Only primary infertile couples will be selected and the minimum duration of infertility should be above 2 years.  This is to note that my previous study found the duration of people’s perceived infertility is two years. (Nahar:2000). However, if the perceived duration of infertility differs in this present study location, I will adjust my definition accordingly.          

Along with local definition I will also explore people’s ideas about cause and  symptoms of infertility. It will develop an ‘explanatory model’ such as this data will reveal relationship between belief about the cause and subsequent treatment seeking patterns, and the influential factors of decision making regarding treatment seeking. ‘Explanatory model’ refers to cultural knowledge, beliefs, and attitudes with respect to a particular illness or other aspects of health. The explanatory model for an illness includes the presumed causes, processes, preferred treatments, and expected outcomes (Kleinman, 1980). Moreover these PRA tools will allow me to identify areas that need further investigation while still in the field. False needs or unproductive areas of research can be eliminated. These data will be used to prepare my guidelines for infertile women for whom I will  use life-history tool. People’s ideas about consequences of  infertility on women’s lives will be delineated by using these tools. PRA  has a long history of  particularly exploring women’s health issues, specifically in a context where most of the people are illiterate (Ross et. al., 1998). I will be using following tools of PRA for my research; freelisting, pilesorting, bodymapping, Focus Group Discussion (FGD). Different tools will be used to explore different themes of the study. These tools mentioned above will mainly be used to understand the cultural model of infertility.

 In my experience people usually enjoy this procedure of pilesorting and body mapping as these are very easy way of responding. Previous study, in which I have been involved proved a successful use of PRA to explore women’s health issues in Bangladesh (Ross et. al., 1998). These women in general are less confident to offer opinions due to previously discussed subordinate role in the family/society .  When we ask questions in the first meeting, women may get confused or feel afraid to express themselves. PRA is therefore a good way of giving confidence to the respondent’s seeking more views without pressurised. Thus using these tools it is possible to avoid socially accepted answers. Through this procedure rapport can be developed between researcher and researched. That will assist further data collection. It also worth will with illiterate participants as pictorial representations can be used.

Exploring local vocabulary and symptoms: 

In Medical Anthropology  it has become practical to speak of culturally constructed disorders, culturally inscribed, shaped or destined bodies, even of culturally constructed bodies (OTS, 1994). By using PRA tools I will gather frequently used local terms and symptoms or how women talks about their infertility. The “exploration of the systematic relationships among terms, the belief related to cause and solutions, and illness episode narratives provide the basis for construction of the local ethnomedical models of women’s health problems” (Ford Foundation, 2003, p.1). This vocabulary can demonstrate how various social values are attached with infertility. Once local vocabularies are gathered those will be used for further data collections like life history and pile sorting. For further data collection using their terms and their expressions of talking about infertility will assist comprehension and understanding the issue. 

Exploring indigenous beliefs regarding severity of infertility:

I seek to understand how people perceive infertility and its relative ‘ranking’ and ‘cluster’ with other reproductive health problems. Firstly this data will give me idea about inter-relationships among different reproductive illnesses in relations to perceived similarities and dissimilarities. This data will tell me how people perceive infertility compare to other reproductive illnesses. It also will permit to assess the extent to which women in the community share a common classification/cluster system for reproductive illnesses with infertility. This data will demonstrate the degree of seriousness of infertility in that particular culture and will show where do people actually rank infertility, how severe they think it is compare to other reproductive illnesses. This exercise also explains on what basis they rank different illnesses in different positions. These answers will reflect popular concerns regarding infertility. All these data will contribute to understand better the issue of stigma attached with infertility in our society. 

Exploring cultural model of procreation: 

I also want to know how illiterate people figure human procreation. I will employ a tool called ‘body mapping’ which allows to explore the mental map of the respondent about certain bodily functions (Zaman, 1998). The gathered information by using body mapping tool is known as ‘ethno-physiology’. It will allow me to enter in the world of women’s ideas of procreation in my country. This data will  allow me to understand people’s ideas about the causes of infertility and their perceptions regarding  failure of having children. This will add to the understanding of health care seeking patterns and it’s consequences.

Exploring people’s views on consequences of infertility:

To understand popular views of cultural model and consequences of infertility I need to conduct group interviews to cover variety and larger group of population in comparatively short period of time in addition to individual interviews. To achieve that information I will use Focus Group Discussions (FGD) procedure. FGD will explore the concerns of the general mass of the community regarding infertility. FGD “is an attempt to learn about the biographies and life structures of group participants” (Berg, 1995, p.68). In social science research, it is often times employed to explore group attitude about certain issues. The interview context is composed of a group of individuals who are homogenous in their relationship to the problem under investigation. Gathered data using this tool will help me to exclude or include topics from the major guidelines for the rest of the project. 
Phase Two:

Exploring Embodied Experience:

The major aim of my research is to explore the embodied experience of infertile women. The body is no longer only a biological object, but must be seen as an  agent. It is a social and cultural phenomenon which has got a history too.  Thomas (1994) argued that “The body as an experience agent is evident in recent social science work on the experience of illness” (p.3).  Dahlberg et. al. (2001) write that "As humans we live as subjects in and through our bodies. All understanding, our memory, perception. emotional and cognitive relations to the world, is embodied"( p.54).


Women and couples who identify themselves as infertile will be considered as participants for my research. People’s ‘emic ’ definition of infertility will be used as selection criteria for this category of respondents. To explore embodied experience of infertile women in a male dominated society like Bangladesh, it is only possible to achieve goal by listening  to infertile women. Thus, for example, Smith (1974) argues that social scientists’ methods must permit respondents to describe the world as they experience it. 


With the feminist perspective, being a woman and a Bangladeshi I feel an emotional attachment with my respondents and I would like to enter in the same space of my respondents,  as this perspective demands a solidarity, a “sisterly” commitment to women.
As I am interested in exploring the embodied experiences of infertile women, life histories is the most appropriate data gathering tool for my  research. Only suffering women will be able to discuss their experience. As Attig (1993) stated, “A life history is a personalized account (a ‘life story’) of an individual’s life experiences including the thoughts and events which permeate them” p.146. It is crucial to know past history along with present situation to understand the influential factors in an infertile woman’s life. In life histories, the respondent reflects on her current situation, relates it to past experiences and make an assessment of what major features shaped her life up to that point in time. Life history interviews provide a holistic, temporal picture of a person’s life including her feelings, thoughts, opinions, aspirations, choices, decisions. However, as Kirkman & Rosenthal (1999) argued, researching autobiographical narratives does not to establish whether one is being told ‘the truth’, an understanding of one the way in which people understand and emplot their  lives. Further as Anderson et. al., (1990) argue when women speak for themselves, they reveal hidden realities: new experiences and new perspectives emerge that challenge the “truths” of official accounts and cast doubt upon established theories. Interviews with women can explore private realms to tell us what women actually did instead of what experts thought they did or should have done. Interviews can also tell us how women felt about what they did and can interpret the  personal meaning and value of particular activities. 

There is an important body of work on narrative known as the illness narratives, represented in medical anthropology (e.g., Garro, 1992; Good, 1994). Narratives about illness are not the  product of  an individual subject, but are dialogically constructed with associates of the narrator, particularly family members. Research on illness narratives also demonstrates that they are structured in cultural terms and use cultural forms (Good, Munakata, Kobayashi, Mattingley, & Good, 1994). There are narrative parallels between chronic illness and infertility. Although infertility may not be a medical problem for the woman (either because the etiology is not medically understood or treatable, or because the problem is not in her body but in her partners), it is chronic, and the medical profession is often asked for a solution. Narratives of infertility are, like illness narratives, embedded in their cultures. They can be seen to convey expectations of how such narratives should be constructed and how the lives they reflect should be lived. (Kirkman & Rosenthal, 1999). In my research I will explore individual and collective narratives of infertility to reflect on how individuals affect and are affected by changing socio-cultural conditions due to infertility. As Low (1994) stated that  medical anthropologists try to understand sickness by analysing social cultural and political relations that produce sickness. 

Wittner (1990) further argued that women’s life history are equally important to theory building. Learning about the invisible and neglected areas of women’s experience grounds our attempts to develop new understanding and helps us to formulate better social theories. I will explore the following issues with infertile women, firstly I will get aware of infertility problem which will include, stress, shame, worries, sadness, stigma, low self-esteem of infertile women. In the second stage, I will explore consequences of infertility in their life. At third stage, I will see how women search for explanations for their infertility, what are the resources that women have to deal with this infertility problem, how women are seeking information about various types of treatment and path way of various types of treatment procedures and experiences. At last stage, I will try gaining a sense of self-esteem through coping strategies and resistance of infertile women. 

To achieve infertile women’s experience regarding her condition it is very important to diminish any kind of higherarchy between respondents and me. Faith and friendship among researched and researcher is most important. Oakley (1981) argued that, the process of “collecting data” which will according to traditional social science ideals, be transformed into numbers should be replaced by a process of "interviewing women,” in which “personal involvement is more than dangerous bias-it is the condition under which people come to know each other and to admit others into their lives” (p.58). (Jayaratne & Stewart, 1991). I  expect the set of data achieved through life history will unveil the hidden realities  of infertile women in Bangladesh. 

Phase Three:

Key People’s views:  To obtain detailed information about infertility in Bangladeshi society, it is relevant to explore the views and ideas of government and private policy makers in health, women activists and experts who deal with infertility. The data will provide me important contextual information for use in more structured assessments of the issue of infertility. Unlike structured interview questionnaires, key informant interviewing relies on the construction of interview guidelines containing open-ended questions. These are designed to direct the conversation between the researcher and subject, but not dictate the subject’s responses. This allows materials about particular socioeconomic, political context to merge. The results of key-informant interviews also give an opportunity to confirm or disprove prior findings gained from studies using standard, heavily structured methods. 

I will also consider some of the family members of the infertile person as Key-informant. In this group of Key-informants I have included people who has the potential to influence the infertile person’s life by making family decision. Information gathered through key family members further will illuminate of treatment seeking patterns, adoption, remarriage for men and other coping mechanisms of infertile women; which decisions are been taken by the family members. 

Social  images of infertility:

To understand popular images,  popular writing and visual materials are also an important source of data in qualitative research. Popular culture represents mass people’s mind or the other way mass people get influenced by popular culture. Thus dominant pattern of cultural ideas can be explored through content analysis of documents like official records, personal diaries, letters, literary works, photographs, popular films. Many of the characters of Bengali literature, films and fairy tales are infertile people. 

By analyzing the content of these written or visual documents it is possible to explore the values and norms exiting in Bangladeshi culture regarding infertility. Content analysis allows us to understand the cultural and social model that form people’s views. I therefore can examine how infertile people are portrayed or viewed and begun to understand why. I also expect to know how these social models for infertility are demonstrated. Models for agency can be explored as well. This material may illuminate why  adoption is not that popular in Bangladesh and if there is any  connection with popular religious belief regarding adoption. In some of the Bengali movies characters,  who are infertile women attempted suicide, I will study those. In my previous research I found a general belief about  infertile women committing suicide although none of my infertile respondents  attempted suicide. These cultural sources will assist in exploration of these issues. 
Sample size: My respondents will be adult population with children and infertile couple from rural and urban areas. Twenty infertile couples including 10 rural and 10 urban will be selected for life history. Another one hundred adult male, female with children will be selected for PRA from both rural and urban areas. Fifty respondents from each area will be selected of which half  will be female and half male.
Following table shows my data collection plan:
Method Matrix: 

	Type of Respondents
	Type of Data
	Tools 

	Sample Size
	Study Site

	Perceived Infertile Couple
	Embodied Experience 


	Life History,  Free-listing 

Pile-sorting Body-Mapping
	20 couples
	10 rural

10 urban

	Female and Male with children 

	People’s beliefs and attitudes about infertility
	Focus Group Discussion 

Free-listing, 

Pile-Sorting &

Body mapping. 


	4 FGD with

40 Participants

20 

20

20


	20 male

20 female

10 rural/10 urban

10 rural/10 urban

10 rural/10 urban

	Relevant people with the issue

>Mother in law

>Biomedical –provider

>Traditional –provider

>Gov. Health policy maker

>NGO Health

policy maker

>Women activist

> Lawyer  

 
	Policy issues, Social mobilization, Programs and available facilities, Extended family dynamics. 


	Key-Informant Interview
	15
	1 or 2 people from each category.


Facilities Available

Describe the availability of physical facilities at the place where the study will be carried out. For clinical and laboratory-based studies, indicate the provision of hospital and other types of patient’s care facilities and adequate laboratory support. Point out the laboratory facilities and major equipment that will be required for the study. For field studies, describe the field area including its size, population,  and means of communications. (TYPE WITHIN THE PROVIDED SPACE).  


This will be a community based study. My respondents will be adult population and infertile couple from rural and urban areas. Urban study site will be middle class neighborhood of Dhaka city, capital of Bangladesh. Locations of the urban  part of my study will depend on respondents availability. This is worth mentioning here again that I have already conducted a study in the urban poor area, namely the slum of Dhaka city, in which I found the consequences of infertility among the urban poor (Nahar:2000).  I will use the findings of my previous study in the discussion of the present Ph.D. study. But as the previous study lacked the information concerning infertility among  the urban middle class. I am assuming that the social and psychological consequences of the urban middle class will be of different kind particularly those who go through various high tech infertility treatments now available in urban private health care sector. This is worth exploring to get a comprehensive picture of infertility in the country. 

Rural respondents will be selected from Muktagacha, a sub district (Upazilla) of  Mymensing district. Muktagacha is situated 139 km northwest from Dhaka. Total area of Muktagacha is 313 Sqkm. There are 10 Unions and 273 villages in this Upazilla. Total Number of population is 402513 and literacy rate  is  58%. The source of income of 80% of the population is from agriculture. Many NGO’s  including BRAC and  Asha are providing health services in Muktagacha. 

Muktagacha’s communication with Dhaka is very good. Different mode of public transports are available.  The travel cost is minimum and the place is familiar to me. For all these reasons I have selected this site to conduct the rural part of my field research.

Data Analysis


Describe plans for data analysis. Indicate whether data will be analyzed by the investigators themselves or by other professionals. Specify what statistical software packages will be used and if the study is blinded,  when the code will be opened. For clinical trials, indicate if interim data analysis will be required to monitor further progress of the study. (TYPE WITHIN THE PROVIDED SPACE).


Patton (2002) while discussing qualitative data analysis wrote that “This involves reducing the volume of raw information, shifting trivia from significance, identifying significant patterns and constructing a framework for communicating the essence of what the data reveal” (p. 432). In order to achieve that  I will use the data through three major types of coding. These are (1) open coding; (2) axial coding; and  (3) selective coding (Strauss & Corbin 1990, p.7). Open coding is the process of breaking down, examining, comparing, conceptualizing, and categorizing data. Axial coding is a set of procedures whereby data are put back together in new ways after open coding, by making connections between categories. Selective coding is the process of selecting the core categories that need further refinements and development. I will also write relevant memos to aid the analysis, as analysis in qualitative research is an on going process. To ensure validity of the coding, a sample of text will be double coded by two individuals. I plan to use computer software ATLAS-TI, which is a text organizing program for coding and primary data analysis of qualitative research. I am also planing to use Anthropac program to do primary analysis of PRA data. However, as the principal researcher I will do the final analysis with the general research objectives in mind. 

Ethical Assurance for Protection of Human Rights

Describe in the space provided the justifications for conducting this research in human subjects. If the study needs observations on sick individuals, provide sufficient reasons for using them. Indicate how subject’s rights are protected and if there is any benefit or risk to each subject of the study.

To obtain the objects of my  study  it is crucial that I conduct field work in rural and urban areas of  Bangladesh. Respondents will be enrolled in the study after giving their informed consent. To minimize the risk involved in these procedures nature of the research will be fully explained to the respondents. It will be made clear that participation of the respondents is voluntary. Respondents will be assured that full confidentiality will be maintained about their identity. They will also be informed about the available counseling facilities. Special attention will be given to protect privacy of the respondents, particularly of the perceived infertile cases, as it is a sensitive issue in the context of Bangladesh. Respondents’ full anonymity will be maintained in the research and all measures will be taken to protect their confidentiality. Only the researchers will get access to data in order to maintain high confidentiality.  Infertile people, particularly women, are a marginalized and vulnerable  group in the society. I believe they will be generally willing to talk about their life. In my seven years of doing qualitative research I have talked with various vulnerable groups of women about sensitive issues. My experience is that vulnerable women are eager to share their experiences when some one is sincerely empathetic to listen to them, or trustworthy enough to share their experience and feelings. In my previous study I have seen that the urban poor infertile women live a stigmatized, sad life, with repeated treatment failures and abuse by family and society. In these circumstances a non-judgmental, sensitive researcher can be an emotional relief for the person. Moreover scholars have noted the therapeutic affect of talking. However, if situation demands I will arrange counseling session for emotionally distressed respondents with their permission. 

Use of Animals

Describe in the space provided the type and species of animal that will be used in the study. Justify with reasons the use of particular animal species in the experiment and the compliance of the animal ethical guidelines for conducting the proposed procedures.


Not Applicable

Literature Cited


Identify all cited references to published literature in the text by number in parentheses. List all cited references sequentially as they appear in the text. For unpublished references, provide complete information in the text and do not include them in the list of Literature Cited. There is no page limit for this section, however exercise judgment in assessing the “standard” length.                                                                       


Please note that as there has not been any sociological or anthropological studies on infertility in Bangladesh, most of the references sited concerning infertility in Bangladesh is clinical studies. As my research follows multi disciplinary approach therefore I have to cover an extensive literature review from different disciplines e.g. public health, feminist and medical anthropology.
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                                                                    APPENDIX -1

International Centre for Diarrhoeal Disease Research, Bangladesh

                                   Voluntary Consent Form


Title of the Research Project:  Infertility: A Lens to see Women’s Situation in the Context of Bangladesh          


Principal Investigator: Papreen Nahar

Before recruiting into the study, the study subject must be informed about the objectives, procedures, and potential benefits and risks involved in the study. Details of all procedures must be provided including their risks, utility, duration, frequencies, and severity. All questions of the subject must be answered to his/ her satisfaction, indicating that the participation is purely voluntary. For children, consents must be obtained from their parents or legal guardians. The subject must indicate his/ her acceptance of participation by signing or thumb printing on this form.


Informed Consent Form

Project title: Infertility: A Lens to see Women’s Situation in the Context of Bangladesh
I agree to take part in the ICDDR,B and  Monash University Research Project. I have had the objective, procedure, and potential benefits and risks of the project explained to me, and I have read/heard the Explanatory Statement which I keep for my records. I am also informed that during the interview researcher may ask me questions about sensitive and private issues.  I understand that agreeing to take part means that I am willing to participate in the Focus Group/Interview and I consent to the focus group/interview about fertility and infertility being taped. I consent to the information I provide to be used in the research project.

I understand that any information I provide is confidential, and that no information which could lead to the identification of any individual will be disclosed in any reports on the project. I understand that a transcriber may be employed to transcribe the audio tape of the interview. I understand my identity will be kept anonymous as each tape and transcript  will be identified only by a number. 

I also understand that my participation is voluntary, that  I can choose not to participate in part or all of the project, and that I can withdraw at any stage of the project.

Respondent’s Name: (Please print) …………………………………….

Respondent’s Signature………………………………..………………..

Date: ……./……./…………..

Researcher’s Name (Please print)……………………………………….

Researcher’s Signature…………………………………………………..

Date: ……./……./…………..
Signature of Investigator/ or agents                                                                              Signature of Subject/ Guardian

 Date:                                                                                                                                   Date:

Continuation Sheet (Number each sheet consecutively)


Detailed Budget for New Proposal


Project Title: :  Infertility: A Lens to See Women’s Situation in the Context of Bangladesh

Name of PI: Papreen Nahar


Protocol Number:                                             Name of Division: Public Health Sciences Division


Funding Source:                                 Amount Funded (direct):                        Total:                      Overhead (%)

Starting Date: June, 2003                                 Closing Date: May, 2003 


Strategic Plan Priority Code(s): 


	
	Item
	Quantity
	Description
	Amount US $

	
	
	
	
	 Other sources
	Monash

University

	1.
	Personnel
	
	
	
	

	1.1
	Research Officer
	1 for 8 months
	GS-5(at CSA) @ 282/monthX8X1
	2256.00
	

	1.2
	Local guide
	1 for 2 months
	Dailywage    

@2/day20X1

	40.00
	

	2.
	Travel Expenses
	
	
	
	

	
	Local travel
	
	
	
	

	2.1
	Dhaka   Muktagacha

Dhaka
	4 months for 2 persons
	@5X10X2
	
	100.00

	2.2
	Local conveyance

( rural)
	4 months for 2 persons
	@2/dayX10X4X2
	
	160.00

	2.3
	Local conveyance

( urban)
	4 months for 2 persons
	@4/dayX10X4X2
	320.00
	

	
	International travel
	
	
	
	

	2.4
	Dhaka Melbourne Dahka
	1
	Economy air @
	
	800.00

	2.5
	Dhaka Melbourne Dhaka
	1
	Economy air @
	
	800.00

	3.
	Supplies and Materials
	
	
	
	

	3.1
	Tape recorder
	2
	@52X2
	104.00
	

	3.2
	Audio cassettes
	100
	@2X100
	200.00
	

	3.3
	Alkaline Battery 
	125
	@1X125
	125.00
	

	3.4
	Field equipment: bag, umbrella, raincoat
	2 each
	
	40.00
	

	3.4
	Stationary: paper, pen, pencil, highlighter
	
	
	100.00
	

	4.5
	Books and study materials
	
	
	450.00
	

	4.
	Accommodations
	
	
	
	

	4.1
	Rented house: Muktagacha
	4 months
	@55/monthX4
	
	220.00

	5.
	Miscellaneous
	
	
	  700.00
	

	
	Total
	
	
	4335.00
	2080.00

	
	                                                                                                                      Grand total:6415.00  


	Sl. No


	            Account Description
	Salary Support
	US $ Amount Requested

	
	            Personnel
	       Position
	Effort%
	Salary
	1st Yr
	 2nd Yr
	3rd Yr

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	Sub Total


	
	
	

	
	
	
	
	

	
	Consultants
	
	
	
	
	

	
	Local Travel
	
	
	
	

	
	International Travel
	
	
	
	

	             Sub Total

	

	

	             Supplies and Materials (Description of Items)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Sub Totals
	
	
	


	
	Other Contractual Services
	
	
	

	
	Repair and Maintenance
	
	
	

	
	Rent, Communications, Utilities
	
	
	

	
	Training Workshop, Seminars
	
	
	

	
	Printing and Publication
	
	
	

	
	Staff Development
	
	
	

	
	
	
	

	
	
	
	

	
	Sub Total
	
	
	


	
	Interdepartmental Services


	1st Yr
	2nd Yr
	3rd Yr

	
	Computer Charges

	
	Pathological Tests
	
	
	

	
	Microbiological tests
	
	
	

	
	Biochemistry Tests
	
	
	

	
	X-Rays
	
	
	

	
	Patients Study
	
	
	

	
	Research Animals
	
	
	

	
	Biochemistry and Nutrition
	
	
	

	
	Transport
	
	
	

	
	Xerox, Mimeographs etc.
	
	
	

	
	Sub Totals
	
	
	

	
	Other Operating Costs
	
	
	

	
	Capital Expenditure
	
	
	


TOTAL DIRECT COST

Budget Justifications


Please provide one page statement justifying the budgeted amount for each major item.  Justify use of man power, major equipment, and laboratory services.


Personnel:

Although I  will do the main data collection and analysis as per the tradition of the anthropological research, because of the time constrain I will also require an assistant to assist me particularly in data collection phage. The research officer will assist me with the  data collection, transcription and coding. S/he will also act as a note taker during the focus group discussions, while I will be the moderator.  Transcription of the narratives in English is crucial for my study as narrative data will be analyzed in ATLAS-TI. I therefore require a research officer who will be able to transcribe the data in English and conduct some in-depth interviews. In-depth interviews require high skill of interview technique and proper understanding of the research subject. As a result a masters level  (social science) research officer will be perfect for this position. 

Therefore the fund for a Research Officer is requested. Fund is also requested to hire a local guide to identify rural respondents. Local guides are always useful to gain acceptability of researcher by the local people.   

Travel

A total of $2180 has been requested to cover expenses for international travel also travel within Dhaka and between Dhaka and study site by investigator and field staff.  The study involves extensive traveling within each study sites.

Supplies

Funds are requested to cover the cost of basic supplies and field equipment.

Other expenses

Funds are requested to cover printing and photocopying, training and dissemination, telephone and other communication, field office cum house rent and utilities, equipment maintenance and unforeseen expenditures. The total amount of support needed has been detailed in the budget

Other Support

Describe sources, amount, duration, and grant number of all other research funding currently granted to PI or under consideration. (DO NOT EXCEED ONE PAGE FOR EACH INVESTIGATOR)


                          Check List


      After completing the protocol, please check that the  following selected items have been included.

1.  Face Sheet Included                            


2.  Approval of the Division Director on Face Sheet   


3.  Certification and Signature of  PI on Face Sheet, #9 and #10


4.  Table on Contents

5. Project Summary 


6.  Literature Cited


7. Biography of Investigators


8.  Ethical Assurance


9.  Consent Forms


10.  Detailed Budget 

Title: Infertility: A Lens to See Women’s Situation in the Context of Bangladesh

Abstract Summary:

Infertility is a product of the complex interaction of biological and cultural factors. Not having children results in a role failure that has social and emotional consequences. Studies have found that in Bangladesh, as in many other countries infertility continues to worry a significant minority of men and women without children. This can often result in social stigmatization of the couple and particularly, of the women concerned. Within the household, childlessness may even lead to physical and psychological abuse for women. For cultural and structural reasons, apart from motherhood, generally there is no acceptable alternative career for a woman in Bangladesh. Fertility is not conceived of as mere survival in Bangladesh, rather an important emphasis is placed on it far beyond its obvious link with biological reproduction. Moreover, in absence of a social security system in Bangladesh, one of the poorest and most densely populated countries of the world,  children are valued as the most important asset for old age support. As a result living without children and childlessness are about much more than infertility. However, the dominant state ideology in Bangladesh as in most developing countries is to control fertility of the people and infertility remains neglected as a state problem. It is mostly in the developed countries that infertility has been the subject of  research, investigation and treatment, and has received most media attention.  As a result little is known about how infertility is experienced by women of a developing country like Bangladesh, as embodied experience. This present study will explore the life experiences of Bangladeshi infertile women and also the popular concerns and behaviors surrounding infertility. A critical medical anthropological and feminist perspective will be taken. This has both practical and intellectual implications. This study will provide contextual insight about infertility  which will be helpful for health planners to deal with the problem at the community level. The results will also enhance the theoretical understanding of gender relation and cultural meaning of infertility in a low income, Muslim, Asian country.

Overall purpose of the study:

The study is structured around both general and specific objectives.  The general objective of the study is to e
xplore and understand the embodied experience of infertile women and community concerns regarding infertility. Specific objectives are to understand the embodied experiences of infertile couples, the social and psychological consequences of infertility in people’s lives, treatment seeking experiences and  other coping mechanisms for infertility and to locate these in the cultural and social milieu,   people’s ideas and behaviour related to infertility. The views of p
olicy makers and ‘extended family members’ about the issue of infertility will be gathered.
 Finally this study will explore how infertility shows us women’s situation in Bangladesh in regard to gender relations and identities, empowerment and reproductive rights. 

   Methods:

Different qualitative methods will be used for data collection. These include, Life -history, Free-listing, Pile sorting, Key-Informant Interview and Body Mapping . In addition content analysis will be made of popular film, fairy tale and fiction. Total 150 participants will be involved in this research.

Sample: My respondents will be adult population with children and infertile couple from rural and urban areas. Twenty infertile couples including 10 rural and 10 urban will be selected for life history. Another one hundred adult male, female with children will be selected for PRA  (Free-listing, Pile-sorting, body mapping, FGD) from both rural and urban areas. Fifty respondents from each area will be selected of which half  will be female and half male. Ten stakeholder will be selected as Key informant. 

Data will be collected in four phages. 

Four categories of people will be chosen,

1. Category one (community people) Women and men with children irrespective of their reproductive age. 

2. Category two (Infertile couple):  Perceived primary and secondary infertile couples of reproductive age (15- 49). Community People’s definition of infertility will be used as selection criteria for this category of  respondents.
3. Category three (Close Kin): Extended family members of infertile people who play influential role in family decisions. 

4. Category four (Professionals) Policy makers of government, NGO, activists concerned with women’s  health and also biomedical and traditional therapy providers who treat infertility and extended family members of infertile couple. 

Age range:
Only in case of perceived infertile women (category-2) the age range will be restricted to reproductive age (18-49). The rest of the respondents namely community people, Close Kin, Professionals will be adults over 18 years. 

Criteria for exclusion:
Those who fall outside the above defined categories.  

Procedure: To obtain the objects of my  study  it is crucial that I conduct field work in rural and urban areas of  Bangladesh.
All interviews will be conducted at a convenient time and place for respondents. Focus group discussions, pile sorting and free listing for community people (category-1) will take about two hours per group. For perceived infertile couples’ (category-2) life history and body mapping will be conducted in three successive sessions per 
participant. Each session will last for about one hour. The interviews with close kin 

and professionals (category 3 & 4) will take about an hour. 

Participants recruitment procedure: 
Explanatory information will be provided to the respondents after interest has been expressed. The researcher will be available to answer any questions prior to interview. Consent will be taken from all the respondents who will participate in the research. A standard formatted consent form will be read to the respondents. In case of  poor and illiterate respondents I will avoid taking signature or thumb impression  as culturally and historically signing papers has a negative connotation in Bangladesh. Particularly the poor illiterates are suspicious about putting anything in paper, as they have been cheated and exploited in the past by the land-lords and urban elite, who took advantage of their illiteracy and have taken away their properties by taking thumb prints on papers concerning ownership transfer. Therefore to keep the interviews free from this tension, I will take verbal consent from the respondent and  will sign the consent form myself in front of the respondent. However in case of literate respondents particularly from the professionals I will try to take signature in the consent form but if any body is reluctant to sign I will take the verbal consent in the same way described earlier. Respondents will have the right to withdraw from the research anytime during the course of the research.

To minimize the risk involved in these procedures nature of the research will be fully explained to the respondents. It will be made clear that participation of the respondents is voluntary. Respondents will be assured that full confidentiality will be maintained about their identity. They will also be informed about the available counseling facilities. Special attention will be given to protect privacy of the respondents, particularly of the perceived infertile cases, as it is a sensitive issue in the context of Bangladesh. Respondents’ full anonymity will be maintained in the research and all measures will be taken to protect their confidentiality. Only the researchers will get access to data in order to maintain high confidentiality.  

  Infertile people, particularly women, are a marginalized and vulnerable  group in the       society. I believe they will be generally willing to talk about their lives. In my seven years of doing qualitative research I have talked with various vulnerable groups of women about sensitive issues. My experience is that vulnerable women are eager to share their experiences when some one is sincerely empathetic to listen to them, or trustworthy enough to share their experience and feelings. In my previous study I have seen that the urban poor infertile women live a stigmatized, sad life, with repeated treatment failures and abuse by family and society. In these circumstances a non-judgmental, sensitive researcher can be an emotional relief for the person. Moreover scholars have noted the therapeutic affect of talking. However, if situation demands I will arrange counseling session for emotionally distressed respondents with their permission. I have contacted with Nari pokkho to provide me counseling support in this regard.

In our village context and in urban slum usually formal appointment is not needed for an interview. In most of my previous research we used to step into ones house and ask for his or her time. If they have time they are happy to start conversation from that very moment. Middle class respondents will be selected through personal contact and snowball sampling method. Flyer will be used in Bio-medical clinics to find potential respondents. Similarly traditional healers will be requested to inform his/her centre to look for potential respondents.

For selecting bio-medical and indigenous therapy providers, Government and NGO policy makers, including women activist group I will use my previous network of the organization I work for. ICDDR,B network with all the relevant Government departments and NGOs of Bangladesh. I live in Dhaka, the capital city of Bangladesh where all the important Government and NGO offices are situated. I can contact the professionals by sending formal mail, over telephone or by visiting in person. I expect to secure an appointment within two weeks of the contact.

There will be no  dependent or unequal relationship exist between anyone involved in the recruitment and the participants.

______________________________________________________________________________________________

International Centre for Diarrhoeal Disease Research, Bangladesh

                                   Voluntary Consent Form


Title of the Research Project:  Infertility: A Lens to see Women’s Situation in the Context of Bangladesh          


Principal Investigator: Papreen Nahar

Before recruiting into the study, the study subject must be informed about the objectives, procedures, and potential benefits and risks involved in the study. Details of all procedures must be provided including their risks, utility, duration, frequencies, and severity. All questions of the subject must be answered to his/ her satisfaction, indicating that the participation is purely voluntary. For children, consents must be obtained from their parents or legal guardians. The subject must indicate his/ her acceptance of participation by signing or thumb printing on this form.


Informed Consent Form

Project title: Infertility: A Lens to see Women’s Situation in the Context of Bangladesh
I agree to take part in the ICDDR,B and  Monash University Research Project. I have had the objective, procedure, and potential benefits and risks of the project explained to me, and I have read/heard the Explanatory Statement which I keep for my records. I am also informed that during the interview researcher may ask me sensitive and private questions.  I understand that agreeing to take part means that I am willing to participate in the Focus Group/Interview and I consent to the focus group/interview about fertility and infertility being taped. I consent to the information I provide to be used in the research project.

I understand that any information I provide is confidential, and that no information which could lead to the identification of any individual will be disclosed in any reports on the project. I understand that a transcriber may be employed to transcribe the audio tape of the interview. I understand my identity will be kept anonymous as each tape and transcript  will be identified only by a number. 

I also understand that my participation is voluntary, that  I can choose not to participate in part or all of the project, and that I can withdraw at any stage of the project.

Respondent’s Name: (Please print) …………………………………….

Respondent’s Signature………………………………..………………..

Date: ……./……./…………..

Researcher’s Name (Please print)……………………………………….

Researcher’s Signature…………………………………………………..

Date: ……./……./…………..
Attachment 1









Date: 18-06-2003


  (FACE SHEET)

                         ETHICAL REVIEW COMMITTEE, ICDDR,B.

	Principal Investigator:
	Papreen Nahar
	Trainee Investigator (if any): _______________________

	Application No.
	2003-027
	Supporting Agency (if Non-ICDDR,B) _______________

	Title of Study: Infertility: A Lens to See Women’s Situation in The Context of Bangladesh
	Project Status: ___________________________________

	
	[    ] New Study
	

	
	[    ] Continuation with change
	

	
	[    ] No change (do not fill out rest of the form)



Circle the appropriate answer to each of the following (If Not Applicable write NA)

	1.
	Source of Population:
	
	
	5.
	Will Signed Consent Form be Required:
	
	

	
	(a)
	Ill subjects
	Yes
	No
	
	(a)   From subjects
	Yes
	No

	
	(b)

(c)
	Non-ill subjects

Minor or persons under guardianship
	Yes

Yes
	No

No
	
	(b)   From parents or guardian

        (if subjects are minor)
	Yes
	No

	2.
	Does the Study Involve:
	
	
	6.
	Will precautions be taken to protect
	 Yes
	No

	
	(a)

(b)
	Physical risk to the subjects 

Social risk
	Yes

Yes
	No

No
	
	anonymity of subjects
	
	

	
	(c)

(d)
	Psychological risks to subjects 

Discomfort to subjects
	Yes

Yes
	No

No
	7.
	Check documents being submitted herewith to Committee: 

	
	(e) 
	Invasion of privacy
	Yes
	No
	
	____
	Umbrella proposal - Initially submit an with

	
	(f)
	Disclosure of information damaging to subject or others
	Yes
	No
	
	
	overview (all other requirements will be

submitted with individual studies

	
	
	
	
	
	____
	Protocol (Required) 

	3.
	Does the Study Involve: 
	
	
	
	____
	Abstract Summary (Required)

	
	(a)
	Use of records (hospital, medical,     death or other)
	Yes
	No
	
	____
	Statement given or read to subjects on nature

of study, risks, types of questions to be asked,

	
	(b)
	Use of fetal tissue or abortus
	Yes
	No
	
	
	and right to refuse to participate or withdraw)

	
	(c)
	Use of organs or body fluids
	Yes
	No
	
	
	(Required

	
	
	
	
	
	____
	Informed consent form for subjects

	4.
	Are Subjects Clearly Informed About:
	
	
	
	____
	Informed consent form for parent or guardian

	
	(a)
	Nature and purposes of the study
	Yes
	No
	
	____
	Procedure for maintaining confidentiality

	
	(b)
	Procedures to be followed including
	Yes
	No
	
	____
	Questionnaire or interview schedule*

	
	(c)

(d)
	alternatives used 

Physical risk

Sensitive questions
	Yes

Yes
	No

No
	
	*
	If the final instrument is not completed prior to review, the following information should be included in the abstract summary

	
	(e)

(f)


	Benefits to be derived

Right to refuse to participate or to

withdraw from study
	Yes

Yes
	No

No
	
	1.
	A description of the areas to be covered in the questionnaire or interview which could be considered either sensitive or which would

	
	(g)
	Confidential handling of data
	Yes
	No
	
	
	constitute an invasion of privacy

	
	(h)
	Compensation &/or treatment where

there are risks or privacy is involved
	Yes
	No
	
	2.
	Example of the type of specific questions to be asked in the sensitive areas

	
	
	in any particular procedure
	
	
	
	3.
	An indication as to when the questionnaire will be presented to the Committee for review

	
	
	
	
	
	
	      
	


  We agree to obtain approval of the Ethical Review Committee for any changes involving the rights and welfare of subjects

   before making such change.

________________________________________


______________________________________

  
    
        Principal Investigator




                           Trainee

Revised on: 15th April 2003
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