Knowledge, Perception, and Acceptance of Assisted Reproductive Technology Among Women Attending an Obstetrics and Gynaecology Clinic in Southeastern Nigeria
ABSTRACT
Background: Infertility is an important reproductive-health concern with substantial social and economic consequences, while access to assisted reproductive technology (ART) remains uneven in many low- and middle-income settings. This study assessed awareness, knowledge, perceptions, acceptance, and perceived barriers related to ART among women attending an obstetrics and gynaecology clinic in southeastern Nigeria. Methods: A descriptive cross-sectional survey was conducted at Alex Ekwueme Federal University Teaching Hospital Abakaliki, Ebonyi State. The intended sample size was 384, calculated using Cochran's formula; the final analytic sample comprised 364 women. Data were collected using a structured questionnaire informed by the Health Belief Model and Theory of Planned Behaviour. Results were summarized using frequencies and percentages, with item-specific denominators reported where responses were incomplete and multiple-response items identified explicitly. Results: Among 324 women with a recorded response to the awareness item, 300 (92.6%) had heard of ART. The retained composite classification indicated that 78% had good knowledge, although a prominent misconception remained: 272 of 364 respondents (74.8%) incorrectly believed that ART always guarantees success. Perceptions were generally favourable; 320 (88.0%) agreed or strongly agreed that ART is socially acceptable, and 344 (94.5%) agreed or strongly agreed that it gives hope to couples experiencing infertility. Among 348 women with a recorded acceptance response, 272 (78.2%) reported personal acceptance of ART. High cost was the most frequently identified system-level challenge (272/364, 74.7%). Conclusion: In this tertiary-care sample, awareness and favourable attitudes toward ART were common, but important knowledge gaps and financial barriers remained. Patient counselling should emphasize realistic treatment outcomes and procedure-specific information, while affordability and access require health-system attention.
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1. INTRODUCTION
Infertility is defined as failure to achieve pregnancy after 12 months or more of regular unprotected sexual intercourse (World Health Organization [WHO], 2025). It is a global reproductive-health problem; WHO estimates that approximately one in six people of reproductive age experience infertility during their lifetime. Population-based estimates vary according to definitions and methods. In a current-duration analysis of Nigeria Demographic and Health Survey data, the estimated 12-month prevalence of infertility among couples at risk of pregnancy was 31.1%, underscoring the importance of context-specific epidemiological interpretation (Polis et al., 2017).
The consequences of infertility extend beyond clinical reproductive impairment. Across many settings, infertility is associated with psychological distress, stigma, gendered blame, marital strain, and financial burden (Inhorn & Patrizio, 2015; Naab et al., 2013). Male factors contribute substantially to infertility worldwide, yet social attribution may remain disproportionately focused on women (Agarwal et al., 2015; Inhorn & Patrizio, 2015).
Assisted reproductive technology comprises interventions that involve in vitro handling of human oocytes and sperm or embryos for the purpose of establishing pregnancy, including in vitro fertilisation (IVF) and intracytoplasmic sperm injection (ICSI) (Zegers-Hochschild et al., 2017). ART services are available in Nigeria, including in public tertiary institutions, but access is constrained by service concentration, treatment cost, and uneven public financing (Ottun et al., 2023; Whittaker et al., 2024). Nigerian qualitative evidence also documents delayed presentation, inadequate information, stigma, and affordability problems among women using ART services (Ezeome et al., 2023).
Availability does not necessarily translate into informed use. Decisions about ART are influenced by awareness, understanding of procedures and outcomes, attitudes toward treatment, perceived social approval, affordability, and access. Nigerian studies have reported varying levels of awareness and acceptance across clinical and community populations (Chikeme et al., 2022; Osian et al., 2019), while more recent evidence from southwestern Nigeria has also described favourable knowledge and attitudes alongside continuing cost and accessibility concerns (Fadare et al., 2026).
Alex Ekwueme Federal University Teaching Hospital Abakaliki (AEFUTHA) provides tertiary obstetric and gynaecological services to Ebonyi State and surrounding areas. Facility-specific evidence on how women understand and perceive ART can inform counselling, education, and service planning. Accordingly, this study assessed awareness and knowledge of ART, described perceptions and personal acceptance, identified perceived barriers, and documented respondents' suggestions for improving understanding and acceptance among women attending the AEFUTHA obstetrics and gynaecology clinic.
2. LITERATURE REVIEW
2.1 Conceptual Framework
The study was informed by the Health Belief Model (HBM) and the Theory of Planned Behaviour (TPB). The HBM proposes that health-related action is influenced by perceived susceptibility, perceived severity, perceived benefits, perceived barriers, and cues to action (Becker, 1974; Rosenstock, 1966). In the ART context, perceived benefit may arise from the possibility of achieving pregnancy, whereas cost, anticipated complications, treatment burden, and limited service availability may function as perceived barriers. Information from health professionals and other sources can act as cues to action.
The TPB emphasizes attitudes toward a behaviour, subjective norms, and perceived behavioural control as determinants of behavioural intention (Ajzen, 1991). ART acceptance can therefore be understood partly through individual attitudes, perceived approval or disapproval from partners and communities, and perceived control over access and affordability. In this study, knowledge items assessed factual understanding, perception items reflected attitudes toward ART, acceptance represented stated willingness, and barrier items captured practical or social constraints relevant to behavioural control.
2.2 Knowledge and Awareness of ART
Published Nigerian evidence demonstrates that awareness of ART does not necessarily indicate detailed or accurate knowledge. Chikeme et al. (2022) found that 90.7% of women attending a fertility clinic had heard of ART, but only 57.9% were classified as aware of ART services in the study's operational measure, and misconceptions about treatment efficacy were common. In a tertiary-care study in Benin City, Osian et al. (2019) reported 73.0% awareness but concluded that detailed knowledge remained limited. Outside Nigeria, Johnson-Ekeleba et al. (2024) similarly found that awareness and acceptability could coexist with gaps in knowledge about specific ART procedures and outcomes.
Misconceptions are clinically relevant because they can distort expectations about fertility treatment. Fertility knowledge research has shown that people may hold inaccurate beliefs despite broad familiarity with reproductive concepts (Bunting & Boivin, 2008). For ART counselling, accurate understanding of treatment indications, procedural steps, success probabilities, risks, and alternatives is therefore more informative than awareness alone.
2.3 Perceptions, Sociocultural Context, and Acceptance
Perceptions of ART are shaped by biomedical knowledge and by social, cultural, ethical, and religious considerations. In Nigeria, clients and providers have expressed support for ART while holding differing views about donor gametes, embryo-related decisions, marital status, and other ethical questions (Ezeome et al., 2021). Such variation cautions against treating religious or cultural identity as a uniform predictor of ART attitudes.
Findings across Nigerian settings are heterogeneous. Olorunfemi et al. (2020) reported low overall acceptability of ART-conceived babies among married women in Benin City, whereas Fadare et al. (2026) reported favourable knowledge, perceptions, and attitudes toward IVF among women attending primary healthcare centres in Ekiti State. Differences in populations, measures, timing, and the specific outcome assessed may explain part of this variation.
2.4 Financial and Access Barriers
Cost is consistently identified as a major barrier to infertility treatment in low- and middle-income countries. A systematic review found that direct ART costs can be high relative to household resources and national income, creating substantial affordability constraints (Njagi et al., 2023). Earlier evidence similarly documented considerable economic consequences of infertility care for women in developing countries (Dyer & Patel, 2012).
Nigerian and regional studies reinforce this concern. Chikeme et al. (2022) identified cost as the principal barrier to ART utilisation among fertility-clinic attendees. Ezeome et al. (2023) reported high treatment cost and lack of funds among Nigerian ART clients, while Ottun et al. (2023) described substantial private-sector IVF costs and limited public-sector provision. Fertility professionals across sub-Saharan Africa have also identified high cost, inadequate public funding, limited clinic availability, travel requirements, and shortages of trained personnel as persistent access barriers (Whittaker et al., 2024).
3. METHODOLOGY
3.1 Study Design and Setting
A descriptive cross-sectional survey design was used. The study was conducted at the Obstetrics and Gynaecology Clinic of Alex Ekwueme Federal University Teaching Hospital Abakaliki (AEFUTHA), a public tertiary referral institution serving Ebonyi State and neighbouring areas in southeastern Nigeria.
3.2 Study Population, Sample Size, and Sampling
The target population comprised women aged 18–49 years attending the AEFUTHA obstetrics and gynaecology clinic. The intended sample size was calculated using Cochran's formula for a proportion when population size is not specified: n = Z²p(1 − p)/d². With Z = 1.96, p = 0.50, and d = 0.05, the calculated sample size was 384 (Cochran, 1963). The final analytic sample represented in the descriptive dataset comprised 364 women.
Participants were recruited using consecutive non-probability sampling across five clinic days, with recruitment occurring during both morning and afternoon clinic sessions. Women who were critically ill, emotionally distressed at the time of recruitment, or unwilling to participate were excluded.
3.3 Data-Collection Instrument
Data were collected using a structured questionnaire developed from relevant literature and informed by the HBM and TPB. The instrument included sociodemographic characteristics; awareness and sources of information; factual knowledge of ART; perception and attitude items; personal acceptance and perceived barriers; and open-ended suggestions. Response formats included yes/no items, multiple-choice questions, multiple-response questions, and five-point Likert items.
Content was reviewed by obstetricians and gynaecologists, public-health researchers, and a reproductive-health nurse. Face validity was assessed during pilot testing. The instrument was administered in English, with explanation in Igbo when required to support comprehension. A preliminary pilot test involved 10 women attending the National Obstetric Fistula Centre, Abakaliki, who were excluded from the main study. The reported Cronbach's alpha for the multi-item scales was 0.867; because the pilot sample was small, this value is interpreted as preliminary rather than as definitive psychometric validation (Nunnally & Bernstein, 1994).
3.4 Operational Definitions and Scoring
Knowledge was assessed using six factual items scored 1 for a correct response and 0 for an incorrect or 'do not know' response, giving a possible score of 0–6. For descriptive classification, scores of 4–6 were categorized as good knowledge and scores of 0–3 as poor knowledge. This threshold was an operational study definition rather than a clinically validated diagnostic cutoff. Perception was examined primarily at the item level using six five-point Likert statements, allowing the direction and magnitude of specific attitudes to remain visible.
3.5 Data Analysis
Data were analysed using IBM SPSS Statistics version 26. Frequencies and percentages were used to summarize participant characteristics and questionnaire responses. Item-specific denominators are reported where responses were incomplete. Questions for which categories overlapped are explicitly presented as multiple-response items; therefore, percentages for those items may sum to more than 100%. The final report is descriptive and does not make causal or predictive claims.
3.6 Ethical Considerations
Ethical approval was obtained from the Health Research Ethics Committee of AEFUTHA and the Research and Ethics Committee of the African Centre of Excellence in Public Health and Toxicological Research (ACE-PUTOR), University of Port Harcourt, on 31 March 2026. Administrative clearance was obtained from hospital management. Participants provided written informed consent after receiving information about the purpose of the study, voluntary participation, confidentiality, and the right to withdraw without consequence. No directly identifying information was recorded, and questionnaires were coded numerically.
4. RESULTS
4.1 Sociodemographic Characteristics
The final analytic sample comprised 364 women. Age, marital status, and religion were available for all 364 respondents; the reported education categories accounted for 328 respondents and the parity categories for 336. The largest age group was 36–45 years (152/364, 41.8%), followed by 26–35 years (124/364, 34.1%). Most respondents were married (252/364, 69.2%) and Christian (332/364, 91.2%). Among respondents represented in the education categories, 304 of 328 (92.7%) had tertiary education. Occupational descriptors overlapped in the recorded data and are therefore presented as non-mutually-exclusive descriptors rather than as a single categorical variable (Table 1).
Table 1. Sociodemographic Characteristics of Participants
	Variable
	Frequency
	Percentage (%)

	Age (n = 364)
	
	

	18–25 years
	64
	17.6

	26–35 years
	124
	34.1

	36–45 years
	152
	41.8

	≥45 years
	24
	6.6

	Marital status (n = 364)
	
	

	Single
	80
	22.0

	Married
	252
	69.2

	Divorced
	8
	2.2

	Widowed
	24
	6.6

	Religion (n = 364)
	
	

	Christianity
	332
	91.2

	Islam
	16
	4.4

	Traditional religion
	16
	4.4

	Education (reported categories, n = 328)
	
	

	Secondary
	24
	7.3

	Tertiary
	304
	92.7

	Parity (reported categories, n = 336)
	
	

	None
	120
	35.7

	1–2
	128
	38.1

	3–4
	40
	11.9

	≥5
	48
	14.3

	Occupational descriptors (N = 364; overlapping)
	
	

	Civil servant
	136
	37.4

	Health worker
	60
	16.5

	Business
	60
	16.5

	Student
	40
	11.0

	Trader
	36
	9.9

	Teacher
	24
	6.6

	Public servant
	20
	5.5

	Nurse
	32
	8.8

	Corps member (NYSC)
	4
	1.1

	Hairdresser
	4
	1.1


Note. Percentages for age, marital status, religion, and occupational descriptors use N = 364. Education and parity percentages use the number represented in the reported categories. Occupational descriptors overlap and therefore do not sum to 100%.
4.2 Awareness of Assisted Reproductive Technology
A recorded response to the yes/no awareness item was available for 324 respondents; 300 (92.6%) reported having heard of ART. Among these 300 women, health workers were the most frequently reported source of information (188, 62.7%), followed by media (112, 37.3%) and the internet (76, 25.3%). Knowledge of specific methods was also commonly reported: IVF and IUI were each identified by 236 women (78.7%), while surrogacy and egg or sperm donation were each identified by 224 (74.7%). Source-of-information and method categories were treated as multiple-response items (Table 2).
Table 2. Awareness of Assisted Reproductive Technology
	Awareness item
	Frequency
	Percentage (%)

	Heard of ART (n = 324)
	
	

	Yes
	300
	92.6

	No
	24
	7.4

	Sources of information among those reporting awareness (n = 300; multiple responses)
	
	

	Health workers
	188
	62.7

	Media
	112
	37.3

	Friends/family
	16
	5.3

	Internet
	76
	25.3

	ART methods known among those reporting awareness (n = 300; multiple responses)
	
	

	IVF
	236
	78.7

	IUI
	236
	78.7

	Surrogacy
	224
	74.7

	Egg/sperm donation
	224
	74.7


Note. Percentages for the initial awareness item use n = 324 recorded responses. Source and method items use n = 300 women who reported awareness; multiple responses were summarized, so percentages may sum to more than 100%. IVF = in vitro fertilisation; IUI = intrauterine insemination.
4.3 Knowledge of Assisted Reproductive Technology
Knowledge varied across specific ART concepts (Table 3). Nearly all respondents correctly recognized that ART can be used to help couples conceive (352/364, 96.8%), and 316 (86.9%) knew that ART procedures are available in Nigeria. Knowledge that donor eggs or sperm may be used was also high (332/364, 91.3%). However, 272 respondents (74.8%) incorrectly endorsed the statement that ART always guarantees success; only 80 (22.0%) correctly identified the statement as false. The retained composite classification showed 78% of respondents in the good-knowledge category and 22% in the poor-knowledge category (Figure 1).
Table 3. Knowledge of Assisted Reproductive Technology (N = 364)
	Statement
	True, n (%)
	False, n (%)
	Do not 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 (22.0)
	12 (3.3)

	Fertilisation outside the 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)


Note. For the statement “Always guarantees success,” the correct response is False. For the remaining items, the correct response is True.
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Figure 1. Level of Knowledge of Assisted Reproductive Technology (ART)
4.4 Perceptions and Attitudes Toward Assisted Reproductive Technology
Perceptions were generally favourable (Table 4). A total of 320 respondents (88.0%) agreed or strongly agreed that ART is acceptable in society, and 344 (94.5%) agreed or strongly agreed that ART gives hope to couples experiencing infertility. Most respondents also indicated that they would recommend ART to others (308/364, 84.6%) and that ART should not be stigmatized (320/364, 87.9%). In relation to religion, 244 respondents (67.0%) disagreed or strongly disagreed that ART contradicts religious beliefs, while 104 (28.6%) agreed or strongly agreed with that statement.
Table 4. Perceptions and Attitudes Toward Assisted Reproductive Technology (N = 364)
	Statement
	Strongly agree, n (%)
	Agree, n (%)
	Undecided, n (%)
	Disagree, n (%)
	Strongly disagree, n (%)

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

	Contradicts religious beliefs
	40 (11.0)
	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)


Note. Percentages are calculated using N = 364 for each item.
4.5 Acceptance and Perceived Barriers
A recorded response to the personal-acceptance item was available for 348 respondents. Of these, 272 (78.2%) reported that they personally accepted ART, 60 (17.2%) were unsure, and 16 (4.6%) did not accept ART. Across the broader sample, the most frequently reported potential reasons for reluctance were expense (80/364, 22.0%) and fear of complications (76/364, 20.9%). High cost was also the most frequently identified major challenge to ART in Nigeria (272/364, 74.7%), followed by lack of awareness (124/364, 34.1%) and religious or cultural barriers (96/364, 26.4%). Public awareness and counselling or education were the most frequently proposed approaches to improving acceptance (Table 5).
Table 5. Acceptance of and Perceived Barriers to Assisted Reproductive Technology
	Item
	Frequency
	Percentage (%)

	Personal acceptance of ART (n = 348)
	
	

	Yes
	272
	78.2

	No
	16
	4.6

	Not sure
	60
	17.2

	Potential reasons for reluctance/non-acceptance (N = 364; multiple responses)
	
	

	Expensive
	80
	22.0

	Fear of complications
	76
	20.9

	Perceived as deceptive
	32
	8.8

	Against religion
	24
	6.6

	Major challenges in Nigeria (N = 364; multiple responses)
	
	

	High cost
	272
	74.7

	Lack of awareness
	124
	34.1

	Religious/cultural barriers
	96
	26.4

	Fear of failure/judgment
	64
	17.6

	Limited access
	36
	9.9

	Ways to improve acceptance (N = 364; multiple responses)
	
	

	Public awareness
	252
	69.2

	Counselling/education
	164
	45.1

	Involvement of religious leaders
	96
	26.4

	Government subsidies
	56
	15.4


Note. Personal acceptance percentages use n = 348 recorded responses. Other subsections are multiple-response summaries using N = 364; percentages therefore may sum to more than 100%.
4.6 Suggestions for Improving Understanding and Acceptance
Respondents most frequently suggested increasing public awareness (188/364, 51.6%) and reducing cost (108/364, 29.7%). Counselling, involvement of religious leaders, improved accessibility, and availability of experienced personnel were also proposed (Table 6). Because respondents could provide more than one suggestion, percentages sum to more than 100%.
Table 6. Suggestions for Improving Understanding and Acceptance of Assisted Reproductive Technology (N = 364)
	Suggestion
	Frequency
	Percentage (%)

	Public awareness
	188
	51.6

	Reduce cost
	108
	29.7

	Counselling
	48
	13.2

	Involve religious leaders
	40
	11.0

	Improve accessibility/availability
	40
	11.0

	Experienced personnel
	8
	2.2


Note. Multiple responses were summarized; percentages may sum to more than 100%.
5. DISCUSSION
5.1 Awareness and Knowledge
Awareness of ART was high among women with a recorded response to the awareness item: 300 of 324 (92.6%) reported having heard of ART. Health workers were the most commonly reported information source among those aware of ART. This pattern is broadly consistent with Nigerian evidence showing substantial exposure to ART information in tertiary-care settings, although reported awareness varies by population and measurement. Chikeme et al. (2022), for example, found that 90.7% of fertility-clinic participants had heard of ART, but only 57.9% met that study's operational measure of awareness of ART services. Osian et al. (2019) reported 73.0% awareness in another Nigerian tertiary-care sample, while Fadare et al. (2026) recently reported high IVF knowledge in a primary-care sample in southwestern Nigeria.
The principal knowledge concern was unrealistic expectation of treatment success. Nearly three quarters of respondents incorrectly believed that ART always guarantees success. This misconception is clinically important because ART outcomes vary by age, diagnosis, procedure, clinic characteristics, and treatment cycle, and treatment cannot be presented as a guaranteed route to pregnancy. The result supports counselling that distinguishes general familiarity with ART from accurate procedural and outcome knowledge. This distinction is also consistent with fertility-awareness research showing that broad familiarity can coexist with incorrect beliefs (Bunting & Boivin, 2008).
5.2 Perceptions and Acceptance
Perceptions in this sample were predominantly favourable. Most respondents regarded ART as socially acceptable, considered it a source of hope for couples experiencing infertility, supported recommendations to others, and opposed stigmatization. Among respondents with a recorded personal-acceptance response, 78.2% accepted ART. These findings are compatible with the favourable perceptions and attitudes reported by Fadare et al. (2026), but they differ from the low overall acceptability of ART-conceived babies reported by Olorunfemi et al. (2020). The studies assessed different populations and constructs; acceptance of treatment, perceptions of IVF, and acceptability of children conceived through ART should therefore not be treated as interchangeable outcomes.
Religious considerations were present but not uniform. Approximately two thirds disagreed or strongly disagreed that ART contradicts religious beliefs, while more than one quarter agreed or strongly agreed. Nigerian qualitative research has similarly shown that ART-related ethical and religious views can vary according to the procedure and the issue under consideration rather than following a single categorical position (Ezeome et al., 2021). This supports individualized counselling that explores patient values without assuming acceptance or rejection on the basis of religious affiliation alone.
5.3 Financial and Access Barriers
High cost was the dominant perceived challenge, identified by 74.7% of respondents. This closely parallels the 76.6% cost barrier reported by Chikeme et al. (2022). It is also consistent with Nigerian qualitative evidence describing lack of funds and high service cost among women using ART (Ezeome et al., 2023), and with systematic evidence showing that ART costs can be unaffordable relative to household resources in low- and middle-income countries (Njagi et al., 2023).
The affordability problem occurs alongside constraints in service distribution and public financing. Ottun et al. (2023) documented ART activity in a Nigerian public tertiary institution but also described substantial private-sector treatment costs. Across sub-Saharan Africa, fertility professionals have identified high costs, inadequate public funding, limited clinic availability, travel requirements, and workforce constraints as interrelated barriers to access (Whittaker et al., 2024). The present findings therefore support both educational and structural responses: accurate counselling can improve informed decision-making, but education alone cannot overcome financial and geographic constraints.
5.4 Strengths and Limitations
A strength of the study is its focus on women attending a large tertiary obstetrics and gynaecology service in southeastern Nigeria and its simultaneous assessment of awareness, factual knowledge, attitudes, acceptance, and perceived barriers. The use of both HBM and TPB constructs also provides a coherent framework for interpreting informational, attitudinal, social, and access-related influences.
Several limitations should be considered. First, the study was conducted in a single tertiary hospital and used consecutive non-probability sampling, limiting generalizability to women in rural communities, primary-care settings, or other regions. Second, the sample was highly educated among respondents represented in the education categories, which may increase awareness and favourable attitudes relative to the broader population. Third, self-reported responses may be affected by social-desirability and recall bias, particularly for sensitive issues such as infertility, religion, and treatment acceptance. Fourth, some items had incomplete responses or overlapping categories; item-specific denominators and multiple-response notation were therefore used to avoid treating all categories as mutually exclusive. Fifth, the pilot reliability estimate was based on a very small sample and should be interpreted cautiously. Finally, the cross-sectional design is descriptive and cannot establish causal relationships or predict actual ART utilisation from stated acceptance.
6. CONCLUSION
Women attending this tertiary obstetrics and gynaecology clinic generally reported high awareness of ART and favourable attitudes toward its use. Nevertheless, an important knowledge gap remained: many respondents believed that ART guarantees treatment success. Personal acceptance was common among respondents with recorded acceptance data, but high cost was the dominant perceived barrier, alongside concerns about awareness, culture or religion, treatment failure, and access. These findings support patient counselling that communicates realistic success probabilities, risks, alternatives, and procedure-specific information. Public education may improve informed understanding, while sustainable improvements in utilisation will also require attention to affordability, service availability, and equitable access. Because the study is single-centre and descriptive, the findings should be interpreted as context-specific rather than as population estimates for Nigeria.
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