Primary infertility and health-related quality of life in Upper Egypt
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Abstract

\Objective: To assess the effect of infertility on the health-related quality of life

and sexual function of infertile women in Upper Egypt.

Method: The Quality-of-Life Questionnaire (QLQ) C30, version 2, and a visual

analog scale were used to assess the quality of life and sexual satisfaction of

116 women with primary infertility and 116 fertile women with similar

sociodemographic characteristics. We also looked for associations between

the results and infertility duration.

Results: Compared with the fertile women, the women with primary infertility

had significantly lower scores for both health-related quality of life and sexual

function, and their sexual function was the most disturbed during the fourth,

fifth, and sixth years of their marriage.

Conclusion: Women with primary infertility need to be treated medically and

psychologically to improve their quality of life and sexual function.
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1. Introduction

Infertility, which occurs in about 20% of all couples [1], is defined as the inability to conceive after a year of unprotected and appropriately timed sexual intercourse without using any method of contraception. It is one of the most emotionally debilitating conditions, and can be a significant social and public

health problem [2]. Most infertile women are anxious and dissatisfied with their lives; they consider infertility a stressful condition and even a major life crisis [3, 4]. The importance of the maternal role makes primary infertility a painful problem that can seriously affect a woman’s emotions and quality of life.

Infertility can lead to a sense of hopelessness in a woman, to the point of straining her relationships with her husband, family, and friends [5]. Involuntary childlessness results in social stigmatization in many cultures, and places women at risk for serious social and emotional consequences [6]. Studies have reported a strong negative association between primary infertility and physical function [7]. Primary infertility has been linked to a higher vulnerability to depression, anxiety [8, 9, 10], ongoing stress, and

stressful events [11]. In the last decade, instruments assessing quality of life have been used to measure the physical symptoms and other effects of primary infertility on a woman’s daily life [12]. The present study was conducted in Upper Egypt, as an example of a Middle Eastern community, to compare the health-related

quality of life (HRQL) and global health status of women with and without primary infertility.

2. Patients and methods

This study was conducted from December 2008 through June 2009 at Sohag University Hospital, Sohag, Egypt, after approval from the review board of the Department of Obstetrics and Gynecology of Sohag University. Couples attending infertility and family planning clinics at Sohag University Hospital were approached, and those willing to sign written informed consent were menrolled. The women were free to withdraw from the study at any time without being denied full clinical care. Personal and medical information was kept confidential and never made available to a third party. The inclusion criteria for the study group were normal results of semen analysis for the husband; a stable and regular marital relationship in the prior year; no history of term delivery; and no present use of any method of contraception. The control group consisted of fertile, nonlactating women who came for the insertion of an intrauterine device and were not using hormonal means of contraception. The Quality of Life Questionnaire C-30, version 2 (QLQ-C30 v2) developed by

Aaronson et al. [13] for cancer patients was used to collect information. This questionnaire is normally self-administered. It includes function scales, global  health/quality of life [QoL] scales, and symptom scales, which together reflect the multidimensionality of the quality of life concept. It has been translated in many languages and assessed for reliability and validity for many target

populations. The QLQ-C30 v2 consists of 5 function scales relating to physical, role, cognitive, emotional, and social functioning; 3 symptom scales inquiring about fatigue, pain, and nausea and vomiting; 1 global health scale relating to QoL; and 6 single items inquiring about dyspnea, insomnia, loss of appetite, constipation, diarrhea, and financial difficulties. Each of the multi-item scales

includes a different set of items. No item occurs in more than 1 scale. High global scores on the functional scales indicate a healthy level of functioning in their areas of investigation; a high global score on the health status/QoL scale indicates satisfactory QoL; and high global scores on the symptom scales indicate that the symptoms of interest may point to problems worthy of attention. To calculate the global score on each of these scales, the mean score for the different items is calculated and then transformed linearly so that the global score ranges from 0 to 100 [13]. Questionnaire and scoring procedure are available free of charge for noncommercial use at http://groups.eortc.be/qol/questionnaires_qlqc15pal.htm.

Two methods were used to assess the effect of primary infertility on sexual function. The frequency of sexual intercourse in the prior month was recorded for both groups and then compared. Moreover, satisfaction with one’s sexual life, the frequency of sexual thoughts and fantasies, and the perceived importance of having a satisfying sexual life were measured using a visual

analog scale (VAS) ranging from 0 mm (not at all) to 100 mm (very much) [14]. The scores for each group were compared.

The primary outcomes were the results of the QLQ-C30 v2 and the sexual function assessments. The secondary outcomes were the relationships between QoL scores and infertility duration. Statistical analysis was performed using the software SPSS for Windows, version 15 (SPSS, Chicago, Illinois,

USA). Continuous data are reported as mean ± SD and categorical data as number (percentage). The t test for independent samples, the 2 test, and the Fisher exact probability test were used as appropriate. P <0.05 was considered significant.

3. Results

The study was conducted with 232 participants, 116 women with primary infertility and 116 fertile women acting as controls. Age, duration of marriage, level of education, and place of residence were similar in the 2 groups (Table 1). All participants answered the QLQ C30 v2 and the results are shown in Table 2. The scores for physical (P <0.05), emotional (P <0.01), and social (P <0.05) functioning were significantly lower for the group of infertile women, but the scores for role and cognitive functioning did not differ significantly between the groups. The global health status/QoL score was significantly lower (P < 0.01), and the scores for fatigue, pain, dyspnea, insomnia, appetite loss, and financial difficulties were significantly higher in the group of infertile women (P <0.05 for all). The scores for nausea and vomiting, constipation, and diarrhea, however, were not significantly different in the 2 groups (Table 2). The results for sexual function are shown in Table 3. In the month prior to the assessment, significantly more infertile women had no sexual intercourse at all, and significantly more fertile women engaged in sexual intercourse 6 to 10 times. There were no significant differences in the number of women who

engaged in sexual intercourse 1 to 5 times or more than 10 times, however. As measured in millimeters on the VAS, both sexual satisfaction and frequency of sexual thoughts (37 ± 6 vs. 63 ± 8, P <0.01) and fantasies (31 ± 5 vs. 59 ± 7, P <0.01) were significantly lower for the infertile women. There was no significant difference between the 2 groups regarding the importance of having a satisfying sexual life. The group of infertile women was then divided into 3 subgroups according to infertility duration (early phase, 1 through 3 years; middle phase, 4 through 6 years; and later phase, 7 or more years). The mean QoL score was significantly lower for the subgroup in the middle phase (5.07 ± 0.43) than for the groups with an infertility of shorter (7.13 ± 0) or longer (7.25 ± 0.91) duration (Fig. 1).

4. Discussion

We assessed the effects of primary infertility and its duration on health-related quality of life and the sexual life of couples in Upper Egypt as an example of a Middle Eastern community. These communities consider infertility as shameful and as a major social problem. The infertile wife considers that she has missed her calling, and consequently assumes a position of inferiority within the family. The stress of the infertile wife is magnified by the social and religious prohibition of adoption in Egypt, and by the possibility that her husband will marry another woman. We noted a strong negative association between primary infertility and physical function, and this finding is in agreement with a report by Lemmens et al. [7]. The infertile women in our study were also more anxious, more depressed, more emotionally unstable than the fertile women. Other studies have also reported that when they are faced with adverse events, women with primary infertility are either very susceptible to develop high levels of emotional distress and other psychological conditions such as depression and

anxiety more so than fertile women [8, 9, 10], or were capable of adapting to these events without serious or psychological compromise [11]. Our study’s findings corroborate those of Wischman et al. [15], who further suggested that the strong desire of infertile women for social acceptability through childbearing may negatively influence their social relations. And our finding that quality of life is significantly impaired in women with primary

infertility corroborates a report by Khyata et al. [16]. The scores for insomnia, appetite loss, and the somatic conditions of fatigue and pain were high for infertile women in our study, and Dyer et al. [17]

observed a strong tendency for involuntarily childless women to somatize and have sleep and appetite disturbances [17]. Shoaib et al. [18] reported a 20.6% prevalence of somatization disorders among women with primary infertility, which they explained by the strong denied or repressed anger that these women often harbor.

The evident financial difficulties that infertile women experienced in our study were caused by the high cost of the long diagnostic and therapeutic procedures that they had been undergoing. Shahin [19] reported the same, also in Upper Egypt, for couples attempting in vitro fertilization, as did Williams et al. [20].

Studies on the psychological impact of infertility are divergent in their results. Whereas Lee et al. [21] found that women with primary infertility had a lower frequency of sexual intercourse and sexual fantasies, and were significantly less satisfied with their sexual lives, than fertile women, Khyata et al. [16] did not. Although we are reporting that our group of infertile women were

significantly less satisfied with their sexual lives, and had significantly fewer sexual thoughts and fantasies, than our group of fertile women, we did not find statistical evidence that the former found their sexual lives less important. We found only a trend, for which we have no explanation. It is possible that a significant difference would be obtained with larger sample sizes. On the other hand, losing one’s maternal role within the family can adversely affect gender identity, sexuality, marital relations, and self-esteem [22] in Egypt. It is therefore also possible that the infertile women in our study maintained an interest in a normal sexual relationship—even with less frequent encounters and a diminished satisfaction—to compensate for the loss of their maternal role. 

In our study, health-related quality of life was significantly impaired for the women with an infertility duration of 4 through 6 years (which we called the middle phase). Infertile couples may feel more depressed in the middle phase because of their repeated failure to achieve pregnancy, whereas the hope for a pregnancy is still high in the early phase, and compensatory emotional mechanisms and social adjustments make the late phase less painful [23]. Fava and Sonino [24] noted that women who underwent unsuccessful infertility treatments often had an overly enthusiastic attitude toward social functions, which these authors understood as a mechanism to overcome inner fears, doubts, and ambivalence. On the other hand, Brenghenti et al. [25] observed that women with a good personality and a high level of self-esteem, who were satisfied with their jobs, had a good relation with their husbands, and were willing to adopt a child, dealt with primary infertility without signs of psychological maladjustment. Guz et al. [23] found, as we did, that depression, anxiety, self-esteem, and quality of life were improved with increased duration; and Upkong and Orjy [9] found that the duration of infertility was not a predictor of poor mental health or quality of life. The limitations of our study include assessing a small sample size and using a complex scoring system that requires a considerable effort of interpretation. However, we found that the QLQ C30 v2 was easy to administer and readily accepted by our participants.

In conclusion, infertile women have a poorer health-related quality of life than fertile women in Upper Egypt. Infertility also has a negative effect on sexual enjoyment and satisfaction, which increases for the first 6 years of marriage and then decreases. It is important to recognize these problems and provide psychological support to all women as they undergo investigations and treatment for infertility.
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