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Abstract

Background Infertility is an increasingly prevalent disease in society and is considered by the World Health
Organization to be a public health problem. An important ethical issue arises from the clarification of reproductive
rights in a fair and equal way. The objective of this study was to deepen and update the knowledge and discussion
about the difficulty of accessing infertility treatments in Brazil.

Methods A cross-sectional observational study was carried out through the application of an online questionnaire
that collected the socioeconomic characteristics of couples and identify how barriers to infertility care affect the most
vulnerable populations. We included couples who sought medical assistance to achieve pregnancy at two clinics in
the states of Sdo Paulo and Minas Gerais.

Results A total of 201 questionnaires were analyzed. Most couples self-declared as white and the average age of
wives was 36 years and husbands 38 years. 65% (65%) of couples would proceed with the treatment in a different city
to which they lived, 37% evaluated as having easy access to a medical specialist only after indication, and more than
half of the participating have thought about giving up the treatment due to some difficulty in accessing it. 39% of
participants sought more than one medical service to find better reception, 42% of couples sought more than one
medical service to define where it would be better financially, and 67.2% referred to the high cost of treatments, that
is, financial issues, as a great difficulty in accessing medical services and/or treatment. Although 72.6% of couples
considered having a good quality of life, 54.2% admitted that infertility and the search for treatment generated
anxiety/stress in the couple’s life.

Conclusion There is a need for public education on reproductive health and for policymakers to raise awareness

of the importance of the difficulty that many couples face in seeking treatment to become pregnant, especially in
countries with less financial resources. Indeed, it is commonly accepted that there is a universal human right to access
healthcare of appropriate quality as a matter of justice. Discussion of access to reproductive technologies should be
considered taking into account the longstanding ethical debate regarding fertility, fecundity, and infertility, as well as
reproductive care.
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Background

Infertility, defined as the inability of a couple to conceive
after one year of regular sexual intercourse and without
the use of contraceptive methods [1], can occur due to
several factors such as alterations to the male or female
reproductive tract or its endocrine control, patient age,
and metabolic diseases, among other causes. Infertility
directly affects the physical and psychological well-being
of patients [2]. It is also noteworthy that infertility has
become a significant public health and political problem
in the last 25 years [3].

For Mascarenhas et al. (2012), estimates of the world-
wide prevalence of infertility indicate that approximately
70 million couples will require medical assistance to
achieve pregnancy [4]. Several studies show that infer-
tility is an increasingly prevalent disease in society and,
therefore, there is a movement to offer treatment to
everyone [5, 6]. Although it is still currently necessary to
discuss and reinforce reproductive rights, in 1994, during
the historic International Conference on Population and
Development (ICPD), held in Cairo, the prevention and
treatment of infertility were recognized as basic compo-
nents of rights and care to sexual and reproductive health
(7, 8].

Furthermore, in 2001, the World Health Organization
(WHO) organized a meeting entitled “Medical, ethical
and social aspects of assisted reproduction”. At that meet-
ing, in addition to the WHO recommending that infertil-
ity be considered a global public health problem, it also
recognized it as a disease [9], with a recommendation
that infertility management be added to national health
education services. It was also recognized that there is a
need for affordable assisted reproduction treatments in
countries with few resources, using simplified protocols
[5].

It is important to admit that infertility and its treat-
ments are the focus of ethical questions about the
implications of its use and its accessibility, involving indi-
vidual, social, political, legal, economic, religious, and
gender issues, thus bringing important debates within
the scope of bioethics. In other words, a very important
ethical issue is envisaged: the clarification of reproduc-
tive rights in a fair and egalitarian way [10]. Therefore,
while on one hand it is the responsibility of the State, as a
representation of society, to provide and promote health
and the well-being of the population, on the other there
are many ethical discussions regarding what are the lim-
its of this responsibility, especially considering the finan-
cial burden of treatments (both to individuals and to the
State), limited resources that lead to election of priorities,
novel familiar organizations, and even quality of life of
the children and families in vulnerable populations [11].

The inequality gap between having or not having access
has been increasing yearly. Studies show that, in the
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United States, for example, most patients who treat infer-
tility through assisted reproduction protocols are white,
have a high educational level and high financial income,
and also have access to special health insurance, which
includes this benefit. In an analysis of family growth
research, it was found that women with infertility who
did not have access to evaluation and treatment were the
ones with the lowest family income and level of educa-
tion and without health insurance [12].

It is relevant to point out that, in Brazil, the right to
family planning is provided for in the Federal Constitu-
tion of 1988 [13], however, a large part of the population
remains without access to assisted human reproduction
services. Low-income persons with infertility face dif-
ficulties in seeking free care or are unable to have this
right. Another important factor, according to Martins
et al. (2019) is that, in addition to the difficulty of access,
many couples are unable to solve the problem of infertil-
ity due to the lack of information, with negative conse-
quences in the family and social environment [2].

According to Inhorn and Patrizio (2015), only 51% of
patients with infertility, in countries with few resources,
seek medical care, precisely because the service is expen-
sive, and difficult to access, without the possibility of
absence from work and travel costs [14]. In recent years
there has been an increase in the number of human
reproduction clinics around the world, but they are still
concentrated in large centers and are accessible to higher-
income couples, as mentioned by the European Society
of Human Reproduction and Embryology (ESHRE) task
force, they are islands of high-tech assisted reproduc-
tive treatment in a sea of poverty and medical malprac-
tice [15, 16]. Few couples have equitable and fair access
to these services. The financial costs reflect catastrophi-
cally on the family budget (exceeding 40% of the family
budget) threatening family survival. In this context, they
resort to personal loans, take on more work positions,
limit themselves to buying food and clothes, and exhaust
their savings [14].

In addition to facing difficulties in achieving fatherhood
and/or motherhood, the psychosocial consequences
of infertility in high-income countries lead to depres-
sion, anxiety, loss of self-esteem, relationship difficulties,
lower quality of life, and isolation. In low-income coun-
tries, especially in some religious beliefs, having children
is a family commitment and there is a stigmatization of
women, often considered “at fault” for infertility, lead-
ing to domestic and psychological violence, marriage
dissolution, fear of the husband separating for another
wife, disinheritance, and social isolation. This can result
in physical and psychological abuse, polygamy, and even
suicide [17].

The principle of justice guarantees, or should guaran-
tee, access in an equitable way and can be translated as
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the equitable, fair, and universal distribution of health-
related benefits. In Brazil, the practical application of
this principle must allow access to all people, to the use
of assisted reproduction techniques, because, health is
everyone individual’s right in addition to being a duty
of the State [13]. Thus, on ethical issues, two important
points stand out: barriers to access to reproductive care
and infertility as a global public health problem [18].

Finally, scientific advances in the medical field and new
technologies of assisted human reproduction provide
many infertile couples with the realization of the dream
of family formation, but there is an increasing incidence
of infertility, especially in developing countries, and even
more observed where there is socioeconomic inequality,
excluding treatment [19]. Thus, the present study aims to
address the difficulty of infertile couples to access infer-
tility treatments in developing countries, focusing on the
essence of the principle of justice.

Objectives

The present study aimed to deepen and update the
knowledge and discussion on the difficulty of accessing
infertility treatments in developing countries, focusing
on the principle of justice.

The following specific objectives were determined:

+ Identify the socioeconomic characteristics of couples
with infertility assisted in the states of Sdo Paulo and
Minas Gerais - Brazil;

+ Identify how barriers to infertility care affect the
most vulnerable populations.

Methods

A cross-sectional, multicenter observational study car-
ried out through a bibliographic survey and application
of an online questionnaire (Google Forms), developed for
the purpose of this study, to couples who sought medi-
cal aid to achieve pregnancy at the Oppenheimer Clinic
in Santa Rita do Sapucai (MG) and the Clinic of Fertil-
ity and Human Reproduction Gera (SP) between Sep-
tember 2021 and January 2022. An English translation is
provided as supplementary material to this manuscript
(supplementary file 1). This study was approved by the
Research Ethics Committee (CEP) of the Itajubd School
of Medicine (CAAE: 50434521.6.0000.5559). The study
consisted of 211 couples, who responded appropriately
to the questionnaire. All included participants signed
an informed consent form agreeing to participate in the
study, and Brazilian National Research Ethics Council
guidelines were followed.

The questionnaire was applied to couples over 18 years
of age and participants who did not correctly fill out the
questionnaire were excluded. Because the study focused
on access to care for couples who had been actively try-
ing to conceive without medical assistance previously,
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homosexual couples and single women were also
excluded from this analysis.

Data collection

The bibliographic survey was carried out in PubMed,
Google Scholar, LILACS, Web of Science, and SciELO
databases and legal decrees. For the research, a narrative
review of literature was carried out including all articles
containing the keywords: infertility, bioethics, ethics
based on principles, justice, and assisted reproduction
treatment published in English from 1998 to the present
date.

Preparation and validation of the questionnaire

The two following stages after the literature review were
questionnaire elaboration and pilot study validation, as
described below.

Elaboration of the questionnaire
The production of the questionnaire items was car-
ried out by researchers in the area of human reproduc-
tion and bioethics. Thirty questions were prepared, 24 of
which were nominal (yes/no) and 06 were open-ended,
with the aim of absorbing knowledge about personal, cul-
tural, economic, and social identity, in addition to iden-
tifying the main difficulties of participants in accessing
reproductive care. The questions were organized accord-
ing to the subjects: (a) sociodemographic characteristics
of the couple, seeking to know the age, color/race, and
level of education of the participants; (b) time of infer-
tility, attempts to become pregnant and cause of infer-
tility; (c) impact of infertility on the couple’s life, that is,
whether the couple’s relationship was strengthened or
weakened due to infertility and if they are going through
or have gone through moments of anxiety and stress, in
addition to pointing out the perception of quality of life;
(d) experiences of seeking care and treatment for infertil-
ity, identifying the city where the couples underwent or
will undergo the treatment and the difficulties in access-
ing the necessary treatment, and finally (e) social and
economic conditions.

The questionnaire was validated through the elab-
oration of a scientific article already submitted for
publication.

Pilot study

For the pilot study, the online questionnaire was applied
to 15 couples over 18 years of age who sought medical
treatment for marital infertility and agreed to partici-
pate in the study. It was possible to observe whether the
participants found it difficult or not to answer the ques-
tionnaire and, after statistical analysis, whether the infor-
mation obtained was satisfactory.
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Questionnaire application

After validation in the pilot study, the questionnaire was
applied to 211 consecutive couples attending the Oppen-
heimer clinic between September and December of 2021.

Statistical analysis

For statistical analysis, SPSS 18.0 software for Windows
was used. Initially, a descriptive analysis of the data was
performed. For continuous numerical variables, mean,
standard deviation and 95% confidence interval (95%
CI) of the means were presented. For discrete numeri-
cal variables, median, interquartile range, minimum and
maximum were presented. For frequencies, the percent-
age and its 95% CI were calculated. Correlation between
the variables was verified using Pearson’s correlation test
(between two continuous numerical variables) or Spear-
man’s correlation test (all other cases). An alpha of 5%
was adopted.

Results

The questionnaire was answered by 211 couples who
sought medical assistance to achieve pregnancy (104
couples from the Oppenheimer Clinic in Santa Rita do
Sapucai — MG and 107 couples from the Clinic of Fertil-
ity and Human Reproduction Gera — SP). As they were
not considered cases of infertility, homosexual couples
(6 questionnaires) and couples where the partner indi-
cated having had a vasectomy (4 questionnaires) were
excluded. In this way, a total of 201 questionnaires were
analyzed and the results are presented according to the
subjects indicated above.

Table 1 Individual characteristics of respondents to the
questionnaire

Variable Value
Wife age (years)
Mean (Standard Deviation) 36.7 (5.30)
95% Cl [35.9;37.4]
Min — Max 20-50
Husband age (years)
Mean (Standard Deviation) 386 (6.96)
95% Cl (37.7,39.6]
Min — Max 20-63
Infertility (years)
Mean (Standard Deviation) 6.0 (4.29)
95% Cl [5.4;6.6]
Min — Max 0.5-25
Number of treatments (attempts)
Mean (Standard Deviation) 2.0(2.05)
95% Cl [1.7;2.2]
Min — Max 0-12
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Sociodemographic characteristics of the couple, time

of infertility, attempts to become pregnant, and level of
education

Starting with the analysis of the age of the partners, it
was identified that the average age of the wives was 36.7
years and the average age of the husbands was 38.6 years,
observing couples that were still young. The duration of
infertility ranged from 6 months to 25 years, with a mean
time of 6 years.

Regarding the number of treatments performed to get
pregnant, the analysis showed that most couples were
making the first or second attempt (Table 1), however, it
is important to report that 5.47% of couples showed a lot
of distress in the questionnaire when answering that they
no longer knew, because they are various, the exact num-
ber of attempts.

The questionnaire exposed the level of education for
both partners of the couple. It was observed that, among
the wives (first partner), 19% indicated that they had
attended high school, 32% had completed higher educa-
tion and 38% had postgraduate degrees. Among the hus-
bands (second partner), 36% had an education up to high
school, 27% had completed higher education and 20%
had a graduate degree.

When analyzing the answers referring to color or
race, it was found that most participants (69.2% - wives
and 72.6% - husbands) declared themselves white, fol-
lowed by brown (22% - wives and 20.4% % - husbands)
and black (6.5% - wives and 5.5% husbands). Asian races
(1.5% - wives and 1.0% - husbands) and indigenous races
(1.0% - wives and 0.5% - husbands) were the least indi-
cated options.

In order to characterize the couples, the questionnaire
sought to understand whether the participants already
had children and whether they knew the cause of infer-
tility. Only 18% of couples already had a previous con-
ception. And, it was shown that in 47.3% of couples, the
cause of infertility is female, in 16.4% the cause is male,
in 18.4% the cause is considered mixed and in 18% the
infertility is without apparent cause.

Experiences of seeking care and treatment for infertility
and difficulties in accessing treatment

Interestingly, when asked about the city in which they
lived and the city where they would undergo the treat-
ment to achieve pregnancy, 65% of the participants indi-
cated that they would proceed with the treatment in a
different city in which they lived, indicating how Brazil-
ian couples search for treatment. Following this reason-
ing, it was observed that 34.3% of the couples considered
having easy access to an assisted reproduction clinic and
to infertility treatment options only after searching in a
different city in which they lived, and, still, 21.4% indi-
cated difficult access.
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The questionnaire showed that 39% of couples consid-
ered it easy to access a specialist and medical services to
treat infertility, 37% rated it easy to access only after an
indication or help, and 24.4% found it difficult to access
a specialist doctor. It is important to highlight that more
than half of the participating couples (51.7%) have already
thought about giving up on treatment due to some diffi-
culty in accessing them.

Although there are adversities, 61.2% of couples felt
welcomed in the search for medical services and treat-
ment for infertility, but it still cannot be overlooked that
28% of couples felt welcomed after some frustrating
experiences, and 11% were not welcomed. To understand
what couples prioritize when choosing a specialized
medical service, we asked whether the couple sought
more than one service and what motivated them. The
answers showed that 39% of the participants sought more
than one medical service until they found better care,
42% of the couples sought more than one medical service
until they defined where it would be better financially,
14% answered that they did not seek more than one
medical service due to lack of services in their location
and only 5.5% did not seek more than one service due to
lack of knowledge. Information was also obtained that
77.6% of couples are not aware of free treatment in other
countries.

As already indicated in the previous items of the ques-
tionnaire, 67.2% of couples demonstrated the high cost of
treatments, that is, financial issues, as the greatest diffi-
culty in accessing medical services and/or treatment and
13% of couples pointed to both financial and location
difficulties as factors that made access difficult. In this
group of participants, only 0.5% of couples think that the
greatest difficulty in access involves discrimination.

Impact of infertility on the couple’s life and perception of
quality of life

Some items of the questionnaire addressed quality of life
and personal sentiments experienced by couples. Regard-
ing the impact of infertility on the couple’s life, 40% said
that the relationship was strengthened by suffering infer-
tility, 21.4% of the couples indicated that the relationship
was weakened and 39% did not feel a positive or negative
impact on the relationship. Then, 54.2% of couples admit-
ted that infertility and the search for treatment generated
anxiety/stress in the couple’s life from the beginning, and
33% indicated these feelings only after some treatment
attempts. However, despite the moments of anxiety and
stress, 24.4% of the participants consider having a great
quality of life, 72.6% consider having a good quality of life
and only 3.0% of couples consider having a bad quality of
life.
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Social and economic conditions

We also sought to deepen our knowledge of the socio-
economic status and family income of the participat-
ing couples. For 78.1% of couples, the cost of treatment
impacted the family budget and 48.3% of couples had to
resort to loans or have assets to be able to afford treat-
ment. In addition, 65.2% of the couples found it neces-
sary, after diagnosis and treatment, to wait to obtain
financial resources to perform the procedure and 45.3%
sought coverage by health plans or the public health sys-
tem, but they remained helpless.

It was observed that most participating couples have a
family income of up to 10,000 reais (1 real — 0,18 €). The
option of income between 3,000 and 5,000 was selected
by 45% of couples, 31.3% of participants indicated income
between 5,000 and 10,000, 8.5% of couples said they had
a family income between 10,000 and 15,000, 6.5% of cou-
ples have an income between 15,000 and 20,000, only 2%
of couples reported having an income of 25,000 or more,
and 7% of couples selected an income range not indicated
in the options offered, suggesting a family income below
3,000 reais.

Additionally, couples with a higher income range had
better overall self-assessed quality of life (p=0.010). Fur-
thermore, it was noted that having better financial con-
ditions is associated with easier access to the assisted
reproduction clinic and treatments (p“0.0001) and these
couples think less about giving up on treatment due to
some difficulty in accessing them. (p=0.021).

It is important to note that the questionnaire left free
space for the participating couples to feel free to enter
comments. Most of the comments (34.72%) were to
indicate the immense financial difficulty to access and
carry out the treatments suggested by the medical ser-
vice. Additionally, couples put into words their anxiety
about achieving the dream of motherhood/fatherhood
and how distressing the whole process can be. For exam-
ple, some comments indicate: anxiety was an impacting
factor among treatment attempts; infertility generates
feelings of anguish and frustration; the way is long and
painful; the treatment generates many frustrated expec-
tations; my dream is to be a mother, but the treatment is
distressing.

Finally, the questionnaire presented the information
that several participating couples (71.1%) have friends or
acquaintances who also seek treatment to achieve preg-
nancy and that 27.4% of these friends or acquaintances
managed to access treatment with difficulty, and that 11%
are still helpless, that is, they have not yet been able to
access treatment.
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Discussion

Infertility, according to the WHO, is a public health prob-
lem and affects about 186 million people worldwide. In
Brazil, an estimated 8 million individuals may bear this
condition [20, 21]. As a treatment, assisted reproduc-
tion techniques allow millions of couples who experience
infertility the possibility of becoming pregnant, especially
in low- and middle-income countries, where we find a
higher incidence of infertility [4—6, 22].

The results observed in this study allowed us to under-
stand that the narrative of couples who seek pregnancy
through assisted reproduction techniques presents
important reflections on the experience of undergo-
ing infertility and, also, reflections on the relationship
between the difficulties access to treatments and the
socioeconomic characteristics of these couples. The real-
ity of working as an infertility specialist in Brazil, work-
ing in the Minas Gerais state countryside, is in line with
the responses of the participating couples: a large num-
ber of anguished patients are received without a cor-
rect investigation of the reason for infertility, and many
couples never considered they would be able to commute
to larger cities, due to their socioeconomic and cultural
level, to carry out this investigation with a specialist.
Unfortunately, a limitation was observed in the study by
applying a questionnaire because there was no evaluation
by a committee of experts before the pilot test.

Indeed, in most countries access to healthcare of
appropriate quality is considered a basic and fundamen-
tal human right, even a universal human right [23]. It
follows that all societies, more or less developed, should
promote an intensive debate on the establishment of pri-
orities in healthcare so that it is socially determined, in
accordance with the principle of public accountability,
if infertility treatments should be offered in the basic
healthcare package delivered to all citizens [24]. This is
particularly challenging given the many financial burdens
already imposed by increased cost of healthcare (both in
developed and in developing nations), as well as novel
constitutions of familial relations that render infertil-
ity treatment necessary for patients that would not fall
under the classic definition of infertility (i.e. after one
year of unprotected sexual relations) [11]. Even in coun-
tries where infertility treatment is gratuitously offered
to infertile patients, there are barriers imposed, such as
female age, number of previous children, or number of
attempts [25]. It is of utmost importance, then, that such
discussions are carried out involving lawmakers, health
providers, stakeholders in the access-to-care pipeline
and, especially, patients themselves — especially consider-
ing that medical treatment and assisted reproduction are
quite often not the only options for managing infertility
[25].
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After overcoming the access barriers, at first, with ade-
quate care and a confirmed diagnosis, the couples dem-
onstrate satisfaction and are extremely happy, believing
that the infertility problem can be solved and, thus, the
anguish and anxiety will end. However, from the moment
of indication of in vitro fertilization, the costs of the in
vitro fertilization treatment (since it is in the private sec-
tor), and the need to perform it in another center, a large
percentage gives up on having the procedure performed,
while other couples responded to be still trying to find
financial means for treatment. Only a fraction with
higher socioeconomic conditions declared to be able to
carry out the treatment immediately.

Corroborating a study by Alon et al. (2021), it was
observed that access to assisted reproduction tech-
niques has a cultural inequality, where couples with more
schooling (university and graduate studies) were those
who managed to resort to specialized services, with 70%
of the wives and 47% of the husbands having a higher
level of education [26]. A survey by Iba et al. (2021) dem-
onstrated that there is an association between schooling
and the search for medical help, exemplifying that people
with higher education exhibit more behavior of seeking
medical help; in addition, couples with better financial,
psychological, social and cultural conditions also present
greater search for treatment. Therefore, this group has an
awareness of infertility problems, leading to coping with
the problem and seeking treatment [27].

Another important finding of the results of the current
study is that a large percentage of the wives have a high
level of education. Chambers et al. (2013) emphasize that
the high level of schooling of wives occurs by postponing
pregnancy by concentrating on the profession, and this
leads to differences in the pattern of infertility and pro-
creation due to greater purchasing power and facilities in
performing in vitro fertilization [28].

As observed, a large percentage of the patients who
answered the questionnaire identified themselves as
white, showing the racial disparity in access to assisted
reproduction treatments [29, 30]. According to Butts
(2021), black patients begin the search for infertility
research 6 to 15 months after white patients do, and they
still take a longer time to perform adequate treatment,
which negatively reflects on ovarian reserve, leading
them to undergo more cycles of treatment with greater
costs and lesser successes, characterizing racial inequali-
ties and the absence of equal access to treatments [31].

The result of the study also showed that all care for
couples who seek to solve infertility problems in Brazil
is carried out in private clinics, directing the treatment
to only a portion of the population with greater purchas-
ing power, excluding or creating difficulties for less eco-
nomically favored couples. The main barrier to accessing
treatments suggested by the medical service, according to
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the study, is financial. Hammarberg and Kirkman (2013)
agree and state that the search for financial resources
impacts the family budget and possessions, with loans
or withdrawal of treatment [16], highlighting the need to
make assisted reproduction treatments more accessible
through public offerings or supplementary health plans,
in pursuit of the principle of justice [32, 33].

Another point, demonstrated in the study and also
impacting treatment withdrawal, is the difficulty of
accessing specialists in the region where they live, lim-
iting specialists and clinics to large centers and many
take years for specialized care. This disparity in access to
infertility care due to socioeconomic conditions, ethnic-
ity, and the geographic area does not guarantee equity,
and promoting health is guaranteeing rights and inter-
vening in inequalities in the distribution of goods and
services [34, 35].

Additionally, infertility is known to cause psycho-
logical and social distress such as fear, guilt, depression,
marital stress, emotional abuse, intimate partner vio-
lence, divorce and partner abandonment, social isola-
tion, economic deprivation, loss of social status, and in
some regions (e.g., Africa and Asia), even famine, disease,
violence-induced suicide, and loss of dignity in death
[16, 17, 36]. To identify this impact on patients’ lives, the
questionnaire also addressed questions about the percep-
tion of the quality of life of infertile couples, identifying
moments of anxiety, anguish, and stress due to infertility
and the search for treatment. It was noted that couples
manage to maintain hope, but emphasize moments of
suffering and pain. In addition to showing stress through-
out the process, from getting access to a specialist to
completing the treatment, the couples stated that the
path to realizing their dream of motherhood/fatherhood
was very distressing.

After characterizing the barriers and pointing out the
disparities in access to infertility treatments, it became
possible to deepen the bioethical argument, in particu-
lar, the principle of justice. Questions arise regarding the
health of the population and the health system, including
its structure, financing, and management of its resources
in relation to public policies [37]. In Brazil, the 1988 Con-
stitution establishes health as a social right, but in the
current scenario and in the political culture of govern-
ment practices, the State lacks commitment to univer-
sal access to this right [22, 33]. Due to this, intervention
bioethics seeks to demonstrate the importance of invest-
ments and government actions that prioritize healthcare
for the less favored classes [32]. Bioethics can contrib-
ute to the search for improvements in health and justice
conditions [38, 39], and this search must be broad, that
is, involve social conditions, discrimination, difficulty in
accessing information, and to the treatments proposed by
the healthcare system.
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Thus, according to some researchers, there are three
ethical principles that provide an ethical basis for assisted
reproduction treatments: the principle of freedom, the
principle of utility, and the principle of justice [10, 40],
which refers to equal treatment and fair distribution of
State funds for health, research, and prevention. How-
ever, medical ethics is based on society’s moral, religious,
and philosophical ideas and principles and is influenced
by economics, policies, and laws [41]. This creates ten-
sion between the principles of justice and utility, which
can result in a disparity in the availability and access to
assisted reproductive technology services between the
rich and poor [42, 43].

It is pertinent to suggest that actions should be imple-
mented to achieve reproductive justice around the world
and especially in countries with fewer financial resources.
This includes promoting educational programs to pre-
vent infertility before it sets in, early detection of diseases
linked to infertility, such as sexually transmitted infec-
tions and post-abortion consequences, and reversing
global obesity, smoking, and alcohol with its reflection on
the hormonal axis of patients [16]. Furthermore, a greater
ethical and sociocultural awareness of infertility and the
impact of childlessness is warranted, where fatherhood
and motherhood are socially obligatory, seeking to sup-
port these patients who live in marginality and ostracism,
proposing new paths such as adoption or even support
for not having children, deconstructing old concepts.
Finally, it is of especial importance to simplify diagnos-
tic procedures and infertility treatment, bringing lower
cost protocols for ovarian stimulation and IVF proce-
dure, being available and within reach of a larger part of
the population. A potential solution is to promote actions
that have a public-private partnership with political and
governmental support [16].

The Brazilian law 11.935/2009 of mandatory cover-
age regarding family planning does not state the types of
treatment that should be covered. Thus, it is understood
that the exclusion of coverage for treatments involv-
ing infertility is subject to legal questioning. There was a
modification of this law from its original wording in Art.
35-C, by including in the list of mandatory coverage of
health plan procedures related to family planning [44].
Even in the face of some judicialization, the judiciary has
been more favorable to the derogation of item III of Art.
10 of the Health Insurance Law. Therefore, it is necessary
to prioritize public health initiatives to prevent infertility,
interventions to reduce costs, and provide specific treat-
ments [5, 18].

Affordable infertility treatment can only be success-
fully introduced in developing countries if sociocultural
and economic prerequisites are met and governments
can be persuaded to support its introduction. Establish-
ing contacts with the authorities and discussing infertility
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in public health structures is fundamental [12, 36, 37]. It
also raises the question of contributions from the phar-
maceutical and medical industry, with cheaper equip-
ment, lower cost medication, the manufacture of basic
products and laboratories with lower costs, and simplifi-
cation of procedures so that are accessible, of good qual-
ity, and of low economic cost [12, 17].

Global access to infertility care in developing countries
can only be achieved when it is linked to family planning
programs, and national and international health strate-
gies. This would entail a shift in the conventional view,
which has focused on reducing total fertility rates, to also
focus on infertility in patients at need. This would thus
emphasize that infertility prevention measures, especially
in developing and low-income countries, are essential
and must be effective and reach the most vulnerable pop-
ulations. It is suggested that, in Brazil, these measures are
part of a government program within the Sistema Unico
de Satide - SUS (Health Single System) [21, 36, 45].

Finally, since infertility is a disease and is considered
by the WHO as a public health problem, ways must be
sought for its prevention and treatment, seeking egali-
tarian health. Therefore, the principles of bioethics are
fundamental and should guide the dilemmas faced. The
principle of justice establishes a fundamental condition
of equity and impartiality, and everyone must be treated
ethically and given what is due to them.

Conclusions

Infertility is considered by WHO to be a public health
problem with psychological and social repercussions.
Its incidence has increased, mainly in regions and coun-
tries with less favored socioeconomic and cultural con-
ditions, precisely where access to treatment resources is
non-existent. The main barrier to accessing treatment is
financial, as the costs are high and have a negative impact
on the family budget or even make it impossible to do
so. Also, treatments are performed only in private clinics
in large centers and patients are forced to move to these
regions or give up treatment.

In this study, we tried to find out the conditions of
access to infertility treatments in a justice and equity
approach. Methodologically this study enrolled only
heterosexual couples with clinical diagnosis of infertil-
ity. Single women or homosexual couples were excluded
because access to reproductive technologies in those
cases has a different ethical context. Nevertheless, future
studies should also approach this issue. Bioethics, in its
critical and interventional role, with a focus on protect-
ing the more fragile members of society, should contrib-
ute in the discussion and consolidation of reproductive
justice.

The pandemic limited the study because many patients
abandoned or postponed treatment during this period.
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Other studies must be carried out, given the relevance of
the theme and the negative impact of experiencing infer-
tility, in order to seek means of justice in the equal treat-
ment of patients.

Supplementary Information
The online version contains supplementary material available at https://doi.
0rg/10.1186/512910-023-00947-4.

[ Supplementary Material 1 J

Acknowledgements
Not applicable.

Authors’ contributions

DO - conception of the study, data collection, results interpretation, drafting
of the manuscript. Final approval for submission. FR — conception of the
study, results interpretation, correction of the manuscript. Final approval for
submission. RN — conception of the study, results interpretation, correction of
the manuscript. Final approval for submission.

Funding
Not applicable.

Data Availability
The datasets used and/or analysed during the current study are available from
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

Institutional Review Board approval was received from the Research Ethics
Committee of the Itajubé School of Medicine (CAAE: 50434521.6.0000.5559).
All included participants signed an informed consent form agreeing to
participate in the study, and Brazilian National Research Ethics Council
guidelines were followed.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 17 May 2023 / Accepted: 29 August 2023
Published online: 04 September 2023

References

1. Zegers-Hochschild F, Adamson GD, de Mouzon J, Ishihara O, Mansour R,
Nygren K, Sullivan E, Vanderpoel S, International Committee for Monitoring
Assisted Reproductive Technology; World Health Organization. ;. International
Committee for Monitoring Assisted Reproductive Technology (ICMART) and
the World Health Organization (WHO) revised glossary of ART terminology,
20009. Fertil Steril. 2009;92(5):1520-4.

2. Martins EF, Freire VC, Santos TG, Padua KM, Bernardes NB, Silva ABC. Influéncia
de patologias na fertilidade feminina. Rev Mult Psic. 2019;13(47):1161-81.

3. Mladovsky P, Sorenson C. Public financing of IVF: a review of policy rationales.
Health Care Anal. 2010;18(2):113-28.

4. Mascarenhas MN, Flaxman SR, Boerma T, Vanderpoel S, Stevens GA. National,
regional, and global trends in infertility prevalence since 1990: a systematic
analysis of 277 health surveys. PLoS Med. 2012;9(12):e1001356.

5. Teoh PJ, Maheshwari A. Low-cost in vitro fertilization: current insights. Int J
Womens Health. 2014;6:817-27.


https://doi.org/10.1186/s12910-023-00947-4
https://doi.org/10.1186/s12910-023-00947-4

Oppenheimer et al. BMC Medical Ethics

22.

23.
24,

25.

26.

27.

28.

(2023) 24:69

Boivin J, Bunting L, Collins JA, Nygren KG. International estimates of infertility
prevalence and treatment-seeking: potential need and demand for infertility
medical care. Hum Reprod. 2007;22(6):1506-12.

The International Conference on Population and Development, Egypt C.
September 5-13, 1994. Pathways. 1994;8(2):1-2.

Cavenaghi S. Indicadores municipais de satide sexual e reprodutiva. Rio de
Janeiro: ABEP, Brasilia: UNFPA,; 2006,282.

Vayena E, Rowe PJ, Griffin PD, editors. Current Practices and Controversies in
assisted Reproduction. Report of a WHO Meeting. Geneva, Switzerland: World
Health Organization; 2002;355-62.

Alves SMAL, Oliveira CC. Reproducdo medicamente assistida: questoes bioé-
ticas. Rev bioét. 2014;22(1):66-75.

Shanner L. The right to Procreate: when Rights Claims have gone wrong.
McGill Law Journal. 1995;40(4):823-72.

Quaas AM, Manoj M. Infertility: still a largely uncovered and undertreated
disease. J Assist Reprod Genet. 2021;38(5):1069-70.

Brasil, Constituicao. Constituicdo da Republica Federativa do Brasil 1988. In:
Curia Luizroberto, Cespedes, Livia, editors. Nicoletti, Juliana. Vade mecum
saraiva. 19 ed. Sdo Paulo: Saraiva; 2015;72.

Inhorn MC, Patrizio P. Infertility around the globe: new thinking on gender,
reproductive technologies and global movements in the 21st century. Hum
Reprod Update. 2015;21(4):411-26.

ESHRE Capri Workshop Group. Economic aspects of infertility care: a chal-
lenge for researchers and clinicians. Hum Reprod. 2015;30(10):2243-8.
Hammarberg K, Kirkman M. Infertility in resource-constrained settings: mov-
ing towards amelioration. Reprod Biomed Online. 2013;26(2):189-95.
Ombelet W. Global access to infertility care in developing countries: a

case of human rights, equity and social justice. Facts Views Vis Obgyn.
2011,3(4):257-66.

Duffy JMN, et al. Top 10 priorities for future infertility research: an interna-
tional consensus development study. Hum Reprod. 2020;35(12):2715-24.
Njagi P, Groot W, Arsenijevic J, Dyer S, Mburu G, Kiarie J. Economic costs of
infertility care for patients in low-income and middle-income countries: a
systematic review protocol. BMJ Open. 2020;10(11):e042951.

World Health Organization. Infertility. Access on 11/25/22. Available in:
https//www.who.int/health-topics/infertility#tab=tab_1.

Ombelet W. WHO fact sheet on infertility gives hope to millions of infertile
couples worldwide. Facts Views Vis Obgyn. 2020;12(4):249-51.

Van Blerkom J, Ombelet W, Klerkx E, Janssen M, Dhont N, Nargund G, Campo
R. First births with a simplified culture system for clinical IVF and embryo
transfer. Reprod Biomed Online. 2014;28(3):310-20.

Nunes R. Healthcare as a Universal Human Right: sustainability in Global
Health. New York: Routledge; 2022.

Nunes R, Rego G. Priority setting in health care: a complementary approach.
Health Care Anal. 2014;22(3):292-303.

Cavaliere G. Involuntary childlessness, suffering, and Equality of Resources:
an argument for expanding state-funded fertility treatment provision. J Med
Philos. 2023;48(4):335-47.

Alon |, Pinilla J. Assisted reproduction in Spain, outcome and socioeconomic
determinants of access. Int J Equity Health. 2021;20(1):156.

Iba A, Maeda E, Jwa SC, Yanagisawa-Sugita A, Saito K, Kuwahara A, Saito

H, Terada Y, Ishihara O, Kobayashi Y. Household income and medical help-
seeking for fertility problems among a representative population in Japan.
Reprod Health. 2021;18(1):165.

Chambers GM, Hoang VP, lllingworth PJ. Socioeconomic disparities in access
to ART treatment and the differential impact of a policy that increased
consumer costs. Hum Reprod. 2013;28(11):3111-7.

29.

30.

31.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

Page 9 of 9

Dimitriadis |, Batsis M, Petrozza JC, Souter I. Racial disparities in Fertility Care:
an analysis of 4537 Intrauterine insemination cycles. J Racial Ethn Health
Disparities. 2017;4(2):169-77.

Seifer DB, Simsek B, Wantman E, Kotlyar AM. Correction to: Status of racial
disparities between black and white women undergoing assisted reproduc-
tive technology in the US. Reprod Biol Endocrinol. 2020;18(1):125.

Butts SF. Health disparities of African Americans in reproductive medicine.
Fertil Steril. 2021;116(2):287-91.

Fischer KFC. Reprodugéo humana assistida e a atuagéo dos conselhos de
medicina na perspectiva civil-constitucional. Curitiba: UniBrasil; 2013;162.
Geraldo J. A reprodugdo humana assistida, a Luz da Bioética e do Bio-
direito. 2019. Disponivel em: https://jocianegeraldo jusbrasil.com.br/
artigos/500337195/a-reproducao-humana-assistida-a-luz-da-bioetica-e-do-
biodireito.

Bahamondes L, Makuch MY. Infertility care and the introduction of new
reproductive technologies in poor resource settings. Reprod Biol Endocrinol.
2014;12:87.

Brodeur TY, Grow D, Esfandiari N. Access to Fertility Care in Geographically
Underserved populations, a second look. Reprod Sci. 2022,29(7):1983-7.
Chiware TM, Vermeulen N, Blondeel K, Farquharson R, Kiarie J, Lundin K,
Matsaseng TC, Ombelet W, Toskin I. IVF and other ART in low- and middle-
income countries: a systematic landscape analysis. Hum Reprod Update.
2021;27(2):213-28.

Bucoski CG, Silveira RA, Dadico CM, Correa MT. Politicas publicas de
reproducao assistida e seus desdobramentos juridicos e bioéticos. Anuario
da Produgao de Iniciagao Cientifica Discente Vol. XI, Ne. 12, Ano 2008.

Ciocci D, Borges E. Bioética e direito em reproducao humana assistida. In:
BORGES JUNIOR, Edson; FARAH, Leila Montenegro Silveira; CORTEZZI, Sylvia
Sanches, editor. Reproducao humana assistida. Sdo Paulo: Atheneu, 2011;282.
Stuhmcke A. Reframing the australian Medico-Legal Model of Infertility. J
Bioeth Ing. 2021;18(2):305-17.

Serour Gl, Serour AG. Ethical issues in infertility. Best Pract Res Clin Obstet
Gynaecol. 2017;43:21-31.

Nunes R, Bioethics-Medical. Encyclopedia of global Bioethics. Springer Pub-
lishers; 2015. https://doi.org/10.1007/978-3-319-05544-2_44.

Serra MC, Fernandes CMS. Responsabilidade do profissional da satide no
esclarecimento equivocado do paciente para obter o seu consentimento
livre e esclarecido. Volume 93. In: Ambito Juridico; 2012.

Azambuja LEO, Garrafa V. A teoria da moralidade comum e o principio da
justica na obra de Beauchamp e Childress. Rev. bioét. 2015;23(3):634 -44.
Lei 11.935, de 11 de maio de 2009. Altera o art. 36-C da Lei no 9.656, de 3 de
junho de 1998, que dispde sobre os planos e seguros privados de assisténcia
a saude. Didrio Oficial da Uniéo, Brasilia 12 de maio de 2009. Disponivel em:
http://www.planalto.gov.br/ccivil_03/_At02007-2010/2009/Lei/L11935.htm.
Dyer SJ,Vinoos L, Ataguba JE. Poor recovery of households from out-
of-pocket payment for assisted reproductive technology. Hum Reprod.
2017;32(12):2431-6.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://www.who.int/health-topics/infertility#tab=tab_1
https://jocianegeraldo.jusbrasil.com.br/artigos/500337195/a-reproducao-humana-assistida-a-luz-da-bioetica-e-do-biodireito
https://jocianegeraldo.jusbrasil.com.br/artigos/500337195/a-reproducao-humana-assistida-a-luz-da-bioetica-e-do-biodireito
https://jocianegeraldo.jusbrasil.com.br/artigos/500337195/a-reproducao-humana-assistida-a-luz-da-bioetica-e-do-biodireito
https://doi.org/10.1007/978-3-319-05544-2_44
http://www.planalto.gov.br/ccivil_03/_Ato2007-2010/2009/Lei/L11935.htm

	﻿The search for the principle of justice for infertile couples: characterization of the brazilian population and bioethical discussion
	﻿Abstract
	﻿Background
	﻿Objectives
	﻿Methods
	﻿Data collection
	﻿Preparation and validation of the questionnaire
	﻿Elaboration of the questionnaire
	﻿Pilot study


	﻿Questionnaire application
	﻿Statistical analysis
	﻿Results
	﻿Sociodemographic characteristics of the couple, time of infertility, attempts to become pregnant, and level of education
	﻿Experiences of seeking care and treatment for infertility and difficulties in accessing treatment
	﻿Impact of infertility on the couple’s life and perception of quality of life
	﻿Social and economic conditions

	﻿Discussion
	﻿Conclusions
	﻿References


