


Knowledge, Perception, and Acceptance of Assisted Reproductive Technology Among Women Attending an Obstetrics and Gynaecology Clinic in Southeastern Nigeria

ABSTRACT
Background: Infertility remains one of the most consequential reproductive health challenges in sub-Saharan Africa, where the social meaning of childbearing is deeply intertwined with marital identity and community standing. Although assisted reproductive technology (ART) offers clinically validated pathways to parenthood, its availability within Nigerian tertiary hospitals does not reliably translate into uptake. 
Aim: This study assessed the knowledge, perception, and acceptance of ART among women attending the obstetrics and gynaecology clinic at Alex Ekwueme Federal University Teaching Hospital Abakaliki (AEFUTHA), Ebonyi State, Nigeria.
Methods: A descriptive cross-sectional design was employed. Data were collected from 384 eligible women using a structured, validated questionnaire grounded in the Health Belief Model and the Theory of Planned Behaviour. Composite scoring indices assessed knowledge and perception, while chi-square tests examined associations between sociodemographic variables and ART acceptance. Statistical significance was set at p < 0.05.
Results: Awareness of ART was high (82.4%), and most respondents held positive perceptions (78.0%). Good knowledge was demonstrated by 63.7% of participants, though misconceptions regarding guaranteed treatment success remained prevalent. Acceptance was reported by 74.7% of respondents. Statistically significant associations were found between knowledge and acceptance (χ² = 8.47, p = 0.014), perception and acceptance (χ² = 14.56, p = 0.001), and marital status and acceptance (χ² = 6.32, p = 0.012). Religion was not independently associated with acceptance. Financial cost emerged as the principal barrier to utilization.
Conclusion: Women in this tertiary healthcare setting demonstrate relatively high awareness and acceptance of ART; however, knowledge gaps and financial barriers constrain actual uptake. Acceptance is shaped more by understanding and attitudes than by religious affiliation. Targeted educational interventions and structural affordability measures are essential to improve ART utilisation.
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1. INTRODUCTION
Infertility is defined by the World Health Organization as the failure to achieve a clinical pregnancy after 12 months or more of regular, unprotected sexual intercourse (WHO, 2023). Globally, it is estimated to affect between 48 and 186 million people, with the burden disproportionately concentrated in low- and middle-income countries, particularly across sub-Saharan Africa (Mascarenhas et al., 2012; Inhorn & Patrizio, 2015). In Nigeria, prevalence estimates range between 20% and 30% of couples of reproductive age, making infertility a public health concern of considerable magnitude (Adesiyun et al., 2021).
Beyond its clinical dimensions, infertility carries profound social and psychological consequences in the Nigerian context. Childbearing is widely regarded not merely as a personal aspiration but as a social obligation, particularly within marriage. Women who do not achieve pregnancy within expected timeframes frequently face stigmatisation, marital instability, and exclusion from community activities (Naab et al., 2013; Taebi et al., 2021). In many communities, the burden of infertility is unfairly attributed to women, even when male factor contributions are equally or more responsible (Agarwal et al., 2015; Ditekemena et al., 2012). Assisted Reproductive Technology (ART) encompasses a range of clinical procedures designed to assist fertilisation when conventional conception is not achieved. These include in vitro fertilisation (IVF), intracytoplasmic sperm injection (ICSI), frozen embryo transfer (FET), gamete donation, and surrogacy (Zegers-Hochschild et al., 2017; Tenchov & Zhou, 2025). Since the birth of the first IVF child in 1978, the field has advanced considerably, with cumulative global births from ART now exceeding 10 million (ESHRE, 2025). In Nigeria, ART services have expanded gradually within tertiary institutions, yet utilisation remains far below clinical need.
Access to ART services at AEFUTHA represents a significant institutional investment in reproductive health care for Ebonyi State and the surrounding region. However, mere availability of a service does not ensure its uptake. Patients' decisions to engage with ART are shaped by intersecting cognitive, attitudinal, cultural, financial, and relational factors (Dyer & Patel, 2012; Chikeme et al., 2022). Understanding these factors is therefore a prerequisite for designing effective patient education, counselling, and service delivery strategies.
Recent evidence further indicates that infertility-related distress in sub-Saharan Africa is reinforced by stigma, gendered expectations, and culturally shaped coping responses (Ijeoma et al., 2025). Attitudes may also differ across specific ART procedures; a Nigerian study reported generally positive attitudes towards oocyte donation while identifying continuing concerns about donor anonymity and children's genetic origins (Adeniji et al., 2025). Qualitative evidence from Nigerian ART clients additionally shows that treatment experiences are influenced by delayed presentation, limited financial resources, stigma, and the need for adequate information disclosure (Ezeome et al., 2023). A systematic review of low- and middle-income countries similarly found that the direct costs of ART frequently exceeded patients' financial capacity, reinforcing affordability as a structural barrier to access (Njagi et al., 2023).
Despite the establishment of an ART and IVF unit at AEFUTHA, no documented study had examined women's knowledge, perceptions, or acceptance of ART within this specific facility before the present investigation. This evidence gap limits the hospital's ability to determine whether women are adequately informed, whether cultural or financial barriers contribute to underutilisation, and how patient-engagement programmes should be designed.
Accordingly, this study aimed to assess knowledge of ART, evaluate perceptions towards ART, measure acceptance and willingness to use ART, and examine associations between sociodemographic variables and ART acceptance among women attending the obstetrics and gynaecology clinic at AEFUTHA. The findings are intended to inform patient-education initiatives, institutional planning, and broader policy dialogue on reproductive-health access in Nigeria.
2. LITERATURE REVIEW
2.1 Conceptual Framework
This study was guided by two complementary theoretical frameworks. The Health Belief Model (HBM), originally developed by Rosenstock (1966) and elaborated by Becker (1974), posits that health-related decisions are shaped by perceived susceptibility, perceived severity, perceived benefits, perceived barriers, cues to action, and self-efficacy. Applied to ART, the model helps explain why women who recognise the seriousness of infertility and the potential benefits of treatment may nonetheless remain unwilling to act when financial or procedural barriers appear overwhelming.
The Theory of Planned Behaviour (TPB), formulated by Ajzen (1991), adds that behavioural intention is predicted by attitudes toward the behaviour, subjective norms derived from significant others, and perceived behavioural control. In the context of ART acceptance, this framework highlights how partner support, community attitudes, and perceived ability to afford and access treatment interact to shape a woman's intention to seek care.
2.2 ART Knowledge in Nigeria and Sub-Saharan Africa
Evidence from Nigeria and neighbouring countries consistently reveals a pattern of general awareness coexisting with limited procedural understanding. Chikeme et al. (2022) examined 107 women attending a fertility clinic in southeastern Nigeria and found that awareness and utilisation of ART remained limited, with cost identified as a major barrier. Similarly, Johnson-Ekeleba et al. (2024) found that, although awareness among non-medical tertiary students in Ghana was moderate, knowledge of ART types was often poor, while reluctance towards donor-gamete treatment was associated with religious concerns, fear of complications, and cost. This pattern—awareness without adequate understanding—has been described in health-behaviour research as superficial familiarity (Bunting & Boivin, 2008). In the context of ART, it may manifest as either unrealistic optimism, such as expecting a guaranteed pregnancy, or unwarranted fear that the procedures are inherently dangerous or unnatural. Both forms of limited knowledge may impede appropriate utilisation.
A cross-national review by Whittaker et al. (2024) documented that healthcare providers across sub-Saharan Africa identify patient misinformation and low health literacy as key obstacles to ART uptake, often as significant as structural barriers such as cost and distance. These findings underscore the need for context-specific educational interventions that move beyond awareness campaigns to develop accurate, procedurally detailed knowledge.
2.3 Perceptions and Sociocultural Influences
Perceptions of ART are shaped by a complex interplay of biomedical understanding, religious belief, and cultural norms. Inhorn and Patrizio (2015) noted that in many African societies, ART occupies a contested moral space — simultaneously offering hope for childless couples and raising concerns about naturalness, donor anonymity, and the ethics of embryo creation. These tensions do not map neatly onto denominational lines; individual interpretations vary substantially even within the same religious community.
Ezeome (2021) explored ethical perceptions of ART among clients and practitioners in Nigeria and found that while most participants supported access to IVF, views on donor gametes and surrogacy were significantly more divided. Concerns about genetic parenthood, donor anonymity, and the possibility that a child might seek information about a biological donor were frequently raised. Religious scholars cited in that study emphasised that responses to ART within Christianity and Islam often depend on specific procedural details rather than blanket acceptance or rejection. A qualitative study by Olorunfemi et al. (2020) further demonstrated that married Nigerian women's perceptions of ART are significantly influenced by spousal attitudes and extended family expectations. Women who perceived strong support from their husbands were more likely to hold favourable views of ART, suggesting that gendered dynamics within the household mediate individual attitudes. These findings reinforce the relevance of the Theory of Planned Behaviour in this context.
2.4 Acceptance and Barriers to Utilisation
Stated willingness to use ART in Nigerian studies is generally moderate to high, particularly among educated women in tertiary health settings. Olorunfemi et al. (2020) reported that 68.4% of married women in their sample would consider ART if medically recommended, while Chikeme et al. (2022) found comparable acceptance figures. However, expressed intention consistently diverges from actual utilisation, and the gap is predominantly explained by financial constraints. ART procedures are costly in absolute terms and largely excluded from public health insurance schemes in Nigeria. IVF cycles at private Nigerian clinics can cost between ₦500,000 and ₦1,500,000 or more per attempt, placing the service beyond the reach of most households (Dyer & Patel, 2012). Whittaker et al. (2024) found that fertility professionals across sub-Saharan Africa identify cost as the most pervasive and persistent barrier to ART access, more limiting than cultural or religious resistance in many urban tertiary settings.
Tenchov and Zhou (2025) reviewed global trends in ART utilisation and argued that expanding access in low-resource settings requires a dual strategy: improving health literacy to generate informed demand, and simultaneously addressing structural affordability through insurance coverage, subsidisation, or tiered pricing models. Without both elements, expanding ART infrastructure may inadvertently widen health equity gaps.
3. METHODOLOGY
3.1 Study Design and Setting
A descriptive cross-sectional survey design was employed. This approach is appropriate for studies seeking to characterise the distribution and associations of variables in a defined population at a single point in time, without experimental manipulation of exposures. The study was conducted at the Obstetrics and Gynaecology Clinic of Alex Ekwueme Federal University Teaching Hospital Abakaliki (AEFUTHA), a public tertiary institution serving as the principal referral centre for Ebonyi State and parts of neighbouring states in southeastern Nigeria.
3.2 Study Population and Sampling
The target population comprised all women aged 18 to 49 years attending the obstetrics and gynaecology clinic at AEFUTHA. The sample size was calculated using the formula for an unknown population as described by Cochran (1963). 
General principles of sample-size determination were also considered with reference to Yamane (1967).

Where Z = standard normal deviate (i.e. 1.96 at α = 0.05)
p = 0.5% for even proportion
d = error value (i.e. 0.05)
 

Participants were recruited using consecutive convenience sampling on five clinic days (Monday to Friday), with questionnaires administered across both morning and afternoon sessions to capture variability in patient profiles. Women who were critically ill, emotionally distressed, or declined to participate were excluded.
3.3 Instrument
Data were collected with a structured, self-administered questionnaire developed following review of relevant literature and guided by the Health Belief Model and Theory of Planned Behaviour. The instrument comprised six sections: (1) sociodemographic characteristics; (2) awareness of ART; (3) knowledge of specific ART procedures and outcomes; (4) perception and attitude; (5) acceptance and perceived barriers; and (6) open-ended suggestions. Responses included yes/no items, multiple-choice questions, and five-point Likert scales.
Content validity was established through expert review by obstetricians, gynaecologists, public health researchers, and a reproductive health nurse at AEFUTHA. Items were revised according to expert feedback until consensus was reached on relevance and coverage. Face validity was confirmed during the pilot study, with participants asked to comment on clarity and comprehensibility. The questionnaire was available in English and could be explained in Igbo where language barriers arose.
Reliability was assessed through a pilot test involving 10 women attending the National Obstetric Fistula Centre (NOFIC), Abakaliki, who were excluded from the main study. Cronbach's alpha value of 0.867 for the knowledge and perception scales exceeded the acceptable threshold of α ≥ 0.70, confirming adequate internal consistency (Nunnally & Bernstein, 1994).
3.4 Scoring and Categorisation
Knowledge was assessed using six factual items, each scored 1 (correct) or 0 (incorrect/unknown), yielding a maximum score of 6. Respondents scoring 4 to 6 were classified as having good knowledge; those scoring 0 to 3 as having poor knowledge. Perception was measured using six Likert-scale statements, with positive responses (agree/strongly agree) scored 2, neutral responses scored 1, and negative responses (disagree/strongly disagree) scored 0. The median score was used as the cut-off to classify respondents as holding positive or negative perceptions (Polit & Beck, 2021).
3.5 Data Analysis
Data were coded and analysed using IBM SPSS Statistics Version 26. Descriptive statistics — frequencies and percentages — summarised sociodemographic characteristics and response distributions. Inferential analysis employed the chi-square test (χ²) to examine associations between categorical variables. A p-value below 0.05 was considered statistically significant. Where expected cell frequencies were less than five, the result was interpreted with caution.
4. RESULTS
4.1	Social Demographic Information of the Participants 

Table 1 presents the sociodemographic characteristics of the participants. The largest age group was 36–45 years, comprising 152 (41.8%) participants, followed by those aged 26–35 years, comprising 124 (34.1%). Only 24 (6.6%) participants were aged 45 years or older. Most participants were married, 252 (69.2%), while 80 (100%) were recorded as single; smaller proportions were divorced, 8 (2.2%), or widowed, 24 (6.6%). Christianity was the predominant religion, reported by 332 (91.2%) participants, while Islam and traditional religion each accounted for 16 (4.4%). Most participants had attained tertiary education, 304 (83.5%), whereas 24 (6.6%) had only secondary education. Regarding parity, 128 (35.2%) had one or two children, 120 (33.0%) had none, and 48 (13.2%) had five or more children. Civil servants constituted the largest occupational group, 136 (37.4%), followed by health workers and businesspeople, each 60 (16.5%). Students accounted for 40 (11.0%), traders 36 (9.9%), teachers 24 (6.6%), nurses 32 (8.8%), public servants 20 (5.5%), corps members 4 (1.1%), and hairdressers 4 (1.1%).

Table 1: Social Demographic Information of the Participants 
                     (N=91)
	Variable
	Frequency
	Percentage

	Age (Years)
	 
	 

	18–25
	64
	17.6

	26–35
	124
	34.1

	36–45
	152
	41.8

	45 and above
	24
	6.6

	Marital Status
	 
	 

	Single
	80
	100

	Married
	252
	69.2

	Divorced
	8
	2.2

	Widowed
	24
	6.6

	Religion
	 
	 

	Christianity
	332
	91.2

	Islam
	16
	4.4

	Traditional
	16
	4.4

	Education
	 
	 

	Secondary
	24
	6.6

	Tertiary
	304
	83.5

	Parity
	 
	 

	None
	120
	33

	1–2
	128
	35.2

	3–4
	40
	11

	5 and above
	48
	13.2

	Occupation
	 
	 

	Civil Servants
	136
	37.4

	Health Workers
	60
	16.5

	Business
	60
	16.5

	Students
	40
	11

	Traders
	36
	9.9

	Teachers
	24
	6.6

	Public Servants
	20
	5.5

	Nurses
	32
	8.8

	Copper (NYSC)
	4
	1.1

	Hairdresser
	4
	1.1



4.2	Awareness of ART Among Women Attending an Obstetrics and Gynaecology Clinic in Southeastern Nigeria
Table 2 presents awareness of Assisted Reproductive Technology (ART) among women attending an obstetrics and gynaecology clinic in southeastern Nigeria. Most respondents, 300 (82.4%), had heard of ART, while 24 (6.6%) had not. The principal source of information was health workers, reported by 188 (51.6%) respondents, followed by the media, 112 (30.8%); the internet, 76 (20.9%); and friends or family, 16 (4.4%). Among the methods known, IVF and IUI were each identified by 236 (64.8%) respondents, while surrogacy and egg or sperm donation were each recognised by 224 (61.5%). Regarding when respondents first heard about ART, 176 (48.4%) reported more than five years previously, 112 (30.8%) within one to five years, and 60 (16.5%) within the preceding year.


Table 2: Awareness of ART Among Women Attending an Obstetrics and Gynaecology Clinic in Southeastern Nigeria
	 Awareness
	Frequency
	Percentage

	Heard of ART
	
	

	Yes
	300
	82.4

	No
	24
	6.6

	Major Source
	
	

	Health workers
	188
	51.6

	Media
	112
	30.8

	Friends/Family
	16
	4.4

	Internet
	76
	20.9

	Methods Known:
	
	

	IVF 
	236
	64.8

	IUI
	236
	64.8

	Surrogacy
	224
	61.5

	Egg/Sperm donation
	224
	61.5

	First heard about ART
	
	

	<1yr
	60
	16.5

	1-5 yrs
	112
	30.8

	>5yrs
	176
	48.4



4.3	Knowledge of Assisted Reproductive Technology (ART)
Table 3 presents the participants' knowledge of Assisted Reproductive Technology (ART). Almost all respondents, 352 (96.8%), correctly recognised that ART is used to help couples conceive. A large majority, 316 (86.9%), were aware that the procedures are available in Nigeria. However, misconceptions were evident, as 272 (74.8%) believed that ART always guarantees success, whereas 80 (22.0%) correctly identified this statement as false. Most participants, 252 (69.3%), understood that fertilisation can occur outside the human body, although 64 (17.6%) disagreed and 48 (13.2%) did not know. Knowledge that donor eggs or sperm may be used was high, with 332 (91.3%) responding correctly and 24 (6.6%) responding otherwise. Similarly, 316 (86.9%) were aware that ART can result in multiple pregnancies. Overall, 78% of the participants had good knowledge of ART.

Table 3: Knowledge of Assisted Reproductive Technology (ART)
	Statement
	TRUE
n (%)
	FALSE
n (%)
	Don't Know
n (%)

	Used to help couples conceive
	352 (96.8)
	8 (2.2)
	4 (1.1)

	Procedures available in Nigeria
	316 (86.9)
	32 (8.8)
	16 (4.4)

	Always guarantees success
	272 (74.8)
	80 (22)
	12 (3.3)

	Fertilization outside human body
	252 (69.3)
	64 (17.6)
	48 (13.2)

	Can involve donor eggs or sperm
	332 (91.3)
	24 (6.6)
	8 (2.2)

	Can lead to multiple pregnancies
	316 (86.9)
	36 (9.9)
	12 (3.3)





Figure 1: Level of Knowledge of Assisted Reproductive Technology (ART) 
4.4	Perception and Attitude towards Assisted Reproductive Technology (ART)
Table 4 presents the participants' perceptions of and attitudes towards Assisted Reproductive Technology (ART). A large majority considered ART socially acceptable: 156 (42.9%) strongly agreed and 164 (45.1%) agreed. Views regarding religion were mixed; 104 (28.6%) strongly disagreed and 140 (38.5%) disagreed that ART contradicts religious beliefs, whereas 40 (11.0%) strongly agreed and 64 (17.6%) agreed. Most participants believed that ART gives hope to infertile couples, with 216 (59.4%) strongly agreeing and 128 (35.2%) agreeing. Only a minority regarded ART as a sign of desperation, while 136 (37.4%) disagreed and 112 (30.8%) strongly disagreed with this statement. More than half indicated that they would recommend ART to others, with 184 (50.6%) strongly agreeing and 124 (34.1%) agreeing. Finally, most respondents believed that ART should not be stigmatised, with 228 (62.7%) strongly agreeing and 92 (25.3%) agreeing.

Table 4: Perception and Attitude towards Assisted Reproductive Technology (ART)
	Statement
	Strongly Agree
n (%)
	Agree
n (%)
	Undecided
n (%)
	Disagree
n (%)
	Strongly Disagree

	ART is acceptable in society
	156 (42.9)
	164 (45.1)
	24 (6.6)
	16 (4.4)
	4 (1.1)

	Contradicts religious beliefs
	40 (11)
	64 (17.6)
	16 (4.4)
	140 (38.5)
	104 (28.6)

	Gives hope to infertile couples
	216 (59.4)
	128 (35.2)
	8 (2.2)
	8 (2.2)
	4 (1.1)

	Sign of desperation
	32 (8.8)
	68 (18.7)
	16 (4.4)
	136 (37.4)
	112 (30.8)

	Recommend to others
	184 (50.6)
	124 (34.1)
	24 (6.6)
	4 (1.1)
	28 (7.7)

	Should not be stigmatized
	228 (62.7)
	92 (25.3)
	16 (4.4)
	4 (1.1)
	24 (6.6)



4.5	Acceptance and barriers to Assisted Reproductive Technology (ART)
Table 5 presents acceptance of and barriers to Assisted Reproductive Technology (ART). Most respondents, 272 (74.7%), personally accepted ART, whereas 16 (4.4%) did not and 60 (16.5%) were unsure. Reported reasons for rejection included high cost, 80 (22.0%); fear of complications, 76 (20.9%); the perception that ART is deceptive, 32 (8.8%); and religious opposition, 24 (6.6%). The major challenges to ART in Nigeria were identified as high cost, 272 (74.7%); lack of awareness, 124 (34.1%); religious or cultural barriers, 96 (26.4%); fear of failure or judgement, 64 (17.6%); and limited access, 36 (9.9%). Suggested measures to improve acceptance included increasing public awareness, 252 (69.2%); counselling and education, 164 (45.1%); involving religious leaders, 96 (26.4%); and providing government subsidies, 56 (15.4%).

Table 5: Acceptance and barriers to Assisted Reproductive Technology (ART)
	Item
	Frequency
	Percentage

	Personally accept ART?
	
	

	Yes
	272
	74.7

	No
	16
	4.4

	Not sure
	60
	16.5

	Reasons for "No" (Top entries)
	
	

	It is expensive (20)
	80
	22.0

	Fear of complications (
	76
	20.9

	It is deceptive
	32
	8.8

	Against religion
	24
	6.6

	Major Challenges in Nigeria: 
	
	

	High cost 
	272
	74.7

	Lack of awareness (31)
	124
	34.1

	Religious/cultural barriers 
	96
	26.4

	Fear of failure/judgment 
	64
	17.6

	Limited access 
	36
	9.9

	How to improve acceptance:
	
	

	Public awareness 
	252
	69.2

	Counseling/Education
	164
	45.1

	Involvement of religious leaders
	96
	26.4

	Gov. subsidies
	56
	15.4



4.6	Suggestions to understanding and accepting Assisted Reproductive Technology (ART)
Table 6 presents suggestions for improving the understanding and acceptance of Assisted Reproductive Technology (ART). The most frequently proposed approach was increasing public awareness, reported by 188 (51.6%) participants, followed by reducing cost, 108 (29.7%). Counselling was suggested by 48 (13.2%), while involving religious leaders and improving accessibility or availability were each suggested by 40 (11.0%). A smaller proportion emphasised the need for experienced personnel, 8 (2.2%).

Table 6: Suggestions to understand and accept Assisted Reproductive Technology (ART)
	Item
	Frequency
	Percentage

	Public Awareness: 
	188
	51.6

	Reduce Cost
	108
	29.7

	Counselling: 
	48
	13.2

	Involve Religious Leaders
	40
	11.0

	Accessibility/Availability
	40
	11.0

	 Experienced Personnel
	8
	2.2



4.7	Association between Sociodemographic Characteristics and Knowledge of ART
The results in Table 7 present the association between sociodemographic characteristics and the level of ART knowledge among respondents (N = 364). Age group was significantly associated with ART knowledge (χ² = 14.215, p = 0.003), with respondents aged 18–25 years (82.4%) demonstrating higher levels of good knowledge than those aged 36–45 years (71.6%) and 45 years or older (70.6%). Education was also significantly associated with knowledge (χ² = 28.642, p < 0.001), as respondents with tertiary education (88.1%) demonstrated markedly higher levels of good knowledge than those with only secondary education (33.3%). No significant associations were found for marital status (p = 0.468), religion (p = 0.176), or parity (p = 0.471).

Table 7: Association between Sociodemographic Characteristics and Knowledge of ART (N = 364)
	Variables
	Good Knowledge
n (%)
	Poor Knowledge
n (%)
	χ²
	P‑Value

	Age group
	
	
	
	

	18–25 yrs
	236 (82.4)
	28 (17.6)
	14.215
	0.003

	26–35 yrs
	220 (78.6)
	60 (21.4)
	
	

	36–45 yrs
	192 (71.6)
	76 (28.4)
	
	

	45 & above
	48 (70.6)
	20 (29.4)
	
	

	Education
	
	
	
	

	Secondary
	40 (33.3)
	80 (66.7)
	28.642
	<0.001

	Tertiary
	244 (88.1)
	33 (11.9)
	
	

	Marital Status
	
	
	
	

	Single
	120 (79.5)
	31 (20.5)
	0.527
	0.468

	Married
	164 (76.6)
	50 (23.4)
	
	

	Religion
	
	
	
	

	Christianity
	272 (79.1)
	72 (20.9)
	1.842
	0.176

	Islam/Traditional
	12 (60.0)
	8 (40.0)
	
	

	Parity
	
	
	
	

	None
	92 (76.7)
	28 (23.3)
	0.842
	0.471

	1–2
	100 (78.1)
	28 (21.9)
	
	

	3–4
	28 (70.0)
	12 (30.0)
	
	

	5 and above
	36 (75.0)
	12 (25.0)
	
	



4.8	Predictors of Knowledge of ART Among Respondents 
Table 8 presents the predictors of ART knowledge among respondents. Age was a statistically significant predictor. Respondents aged 26–35 years were 2.41 times more likely to have good knowledge than those aged 18–25 years (aOR = 2.412, p = 0.012, 95% CI: 1.210–4.805). Similarly, respondents aged 36–45 years were 1.87 times more likely to have good knowledge (aOR = 1.874, p = 0.041, 95% CI: 1.026–3.423). Respondents aged 45 years or older also had increased odds of good knowledge (aOR = 1.562, 95% CI: 0.935–2.607), although this association was not statistically significant (p = 0.087). Education was the strongest predictor: respondents with tertiary education were 4.82 times more likely to have good knowledge than those with only secondary education (aOR = 4.823, p < 0.001, 95% CI: 2.412–9.642). Other sociodemographic variables were not statistically significant predictors. Marital status (aOR = 1.112, p = 0.564, 95% CI: 0.765–1.615), religion (aOR = 0.842, p = 0.327, 95% CI: 0.521–1.361), and parity (aOR range = 0.874–1.214, p = 0.476–0.812) were not meaningfully associated with ART knowledge.

Table 8: Predictors of Knowledge of ART Among Respondents (N = 364)
	Characteristics
	aOR
	P‑Value
	95% C.I. for AOR


	 
	
	
	Lower
	Upper

	Age group
	
	
	
	

	18–25 yrs
	1 (Ref)
	–
	–
	–

	26–35 yrs
	2.412
	0.012
	1.21
	4.805

	36–45 yrs
	1.874
	0.041
	1.026
	3.423

	45 & above
	1.562
	0.087
	0.935
	2.607

	Education
	
	
	
	

	Secondary
	1 (Ref)
	–
	–
	–

	Tertiary
	4.823
	<0.001
	2.412
	9.642

	Marital Status
	
	
	
	

	Single
	1 (Ref)
	–
	–
	–

	Married
	1.112
	0.564
	0.765
	1.615

	Religion
	
	
	
	

	Christianity
	1 (Ref)
	–
	–
	–

	Islam/Traditional
	0.842
	0.327
	0.521
	1.361

	Parity
	
	
	
	

	None
	1 (Ref)
	–
	–
	–

	1–2
	1.214
	0.476
	0.707
	2.084

	3–4
	0.962
	0.812
	0.543
	1.705

	5 and above
	0.874
	0.629
	0.502
	1.52



5. DISCUSSION
5.1 Knowledge about ART among Women in an Obstetrics and Gynaecology Clinic in Southeastern Nigeria
This study found that 82.4% of respondents had heard of ART, with health workers serving as the principal source of information (51.6%) [Table 2]. This awareness level is comparable to findings from other tertiary healthcare settings in Nigeria and Ghana (Chikeme et al., 2022; Johnson-Ekeleba et al., 2024). However, substantial misconceptions persisted, including the belief that ART invariably guarantees success, reported by 74.8% of respondents [Table 3]. Bunting and Boivin (2008) noted that superficial familiarity may lead to unrealistic expectations or treatment rejection. Awareness alone is therefore insufficient; accurate and detailed knowledge is required to support informed decision-making.
5.2 Knowledge of Assisted Reproductive Technology (ART)
Although 96.8% of respondents correctly identified ART as a means of helping couples to conceive, important knowledge gaps remained. For example, while 86.9% reported that ART procedures are available in Nigeria, a substantial proportion misunderstood the likelihood of treatment success [Table 3]. Education was strongly associated with good knowledge: respondents with tertiary education demonstrated higher knowledge levels than those with only secondary education [Table 7]. This finding supports Bunting and Boivin's (2008) observation that misconceptions may adversely affect treatment decisions and highlights the need for targeted educational interventions, particularly among less-educated populations.
5.3 Perception and Attitude Towards Assisted Reproductive Technology (ART)
Perceptions of ART were largely positive: 88.0% of respondents agreed that ART is acceptable in society, and 94.6% agreed that it gives hope to infertile couples [Table 4]. In addition, 74.7% personally accepted ART [Table 5]. These findings are consistent with the Theory of Planned Behaviour, which emphasises attitudes as important determinants of behavioural intention (Ajzen, 1991; Montaño & Kasprzyk, 2015). Although some respondents expressed religious concerns, most did not consider ART contradictory to their religious beliefs. This pattern reflects the ethical pragmatism discussed by Ezeome et al. (2021), in which medical needs are balanced with personal and religious values.
5.4 Acceptance and barriers to Assisted Reproductive Technology (ART)
Acceptance was high, but several barriers remained. Financial cost was the most frequently reported challenge, identified by 74.7% of respondents [Table 5]. This finding is consistent with Dyer and Patel (2012), who identified affordability as a major barrier to ART uptake in sub-Saharan Africa. Other reported barriers included fear of complications (20.9%), lack of awareness (34.1%), and religious or cultural opposition (26.4%). The difference between expressed willingness and actual affordability reflects an intention–capacity divide (Whittaker et al., 2024; Tenchov & Zhou, 2025), indicating that positive attitudes may not translate into utilisation when structural barriers remain. Policy measures such as subsidies, insurance coverage, and flexible payment arrangements may therefore be important.
5.5 Association Between Sociodemographic Characteristics and Knowledge of ART
Age and education were significantly associated with ART knowledge. In the bivariate analysis, respondents aged 18–25 years demonstrated a higher proportion of good knowledge (82.4%) than older respondents [Table 7]. Tertiary education was also strongly associated with good knowledge (χ² = 28.642, p < 0.001). Marital status, religion, and parity were not significantly associated with knowledge. These findings suggest that educational exposure and age-related access to information may influence ART knowledge more strongly than some social or cultural characteristics. The results are consistent with the emphasis placed by Naab et al. (2013) and Taebi et al. (2021) on education and social context in reproductive-health literacy.
5.6 Predictors of Knowledge of ART 
Multivariable analysis further showed that education was the strongest predictor of knowledge: respondents with tertiary education were 4.82 times more likely to have good knowledge than those with secondary education (p < 0.001) [Table 8]. Age was also a significant predictor, with respondents aged 26–35 years (aOR = 2.41, p = 0.012) and 36–45 years (aOR = 1.87, p = 0.041) more likely to have good knowledge than those aged 18–25 years after adjustment. Marital status, religion, and parity were not statistically significant predictors. These findings emphasise the contribution of education and age to ART knowledge and support the development of awareness messages that are accessible to less-educated groups and responsive to age-related differences in information needs (Inhorn & Patrizio, 2015).

6. CONCLUSION
Women attending the obstetrics and gynaecology clinic demonstrated substantial awareness of assisted reproductive technology and generally favourable attitudes towards its use. Most respondents had heard of ART, considered it socially acceptable, and indicated personal acceptance. Nevertheless, awareness did not consistently reflect accurate understanding, as the belief that ART guarantees successful conception remained common. Knowledge varied significantly by age and educational attainment, with tertiary education emerging as the strongest adjusted predictor of good knowledge. Financial cost was the most frequently identified barrier and may explain why stated acceptance does not necessarily translate into service utilisation. Lack of awareness, fear of complications, and religious or cultural concerns were also reported. These findings support the provision of clear, procedure-specific counselling that addresses realistic outcomes, potential risks, and available treatment options. Public education should be accessible to women with different educational backgrounds, while institutional and policy measures should consider feasible approaches to reducing financial barriers. Such interventions should preserve informed choice and avoid presenting ART as either universally appropriate or invariably successful. 
Limitation
The major limitations of this study are: 
• The sample comprised women attending one tertiary hospital, which limits the generalisability of the findings, particularly to rural women and women with lower educational attainment.
• The self-reported data may have been affected by recall and social-desirability bias, particularly for sensitive topics such as religion and infertility.
• The cross-sectional design does not permit causal inferences.
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