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Abstract in English 

Background: Reproduction is one of the main basic requirements of humans. When something 

interferes with their ability to reproduce, crisis may occur, infertility is a difficult emotional 

experience since it has an impact on various aspects of marital or individual life.  

Aim: This study aimed to measure the quality of life among Sudanese infertile couples who 

attending to Dr.Elsir Abu Elhassan Fertility Centre. And to determine the relation between quality 

of life and different demographic factors. 

Method: A cross-sectional study was conducted in Dr.Elsir Abu Elhassan fertility centre, overall 

293 participants attending to centre were ready to fill out our questionnaire set. The specific quality 

of life (FertiQoL) was used to measure the quality of life for couples and relation with demographic 

factor was assess. 

Result: 293 participants were ready to participate in this study. The majority of participants were 

females (64%), about 40% of participants were housewives, Half of participants age were in range 

of (25-35 years old), more than half of them with university education, half of them with marital 

and infertility duration were with range (1year-less than 3 years and 3years-less than 6 years) and 

most of them were primary infertile (68%). only 235 of participants have optionally answered the 

treatment part. The mean Total FertiQoL score in the study population was 72.84 (SD 15.97) and 

this overall FertiQol is only significant by education level, while core and social subscales were 

significant on education and infertility duration only. On subscales the lower impact was seen on 

relational subscale (79.49(SD=17.34)) which was not significant by all demographic factors. The 

higher impact was seen on emotional subscale (66.10(SD=21)) which was significant by gender 

(better scores among male), education and occupation, while mind/body subscale was significant by 

gender, education, occupation and infertility duration. On treatment part only significant was seen 

on tolerability with marital duration. 

Conclusion: The results provide a baseline information about quality of life in Sudanese infertile 

couples. The main finding was that the mean total FertiQoL score in the study population was 72.84 (SD 

15.97). On subscale the infertility had the greatest impact on the emotional domain and lower effect on 

relational subscale. No significant difference on age and infertility type in all scales. Marital duration is only 

significant with treatment domains on tolerability subscale. Gender and occupation status were significant on 

Emotional and Mind/body subscales. Infertility duration was significant with Social, Core and Mind/body. 

Educational level was significant with overall FertiQol, Core, Social, Emotional and Mind/body. 

Key words: infertility, couples, FertiQol.  
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 انًغزخهض

حزٛدبد الاعبعٛخ نانَغبٌ   ٔػُذيب ٚزذلم ئ  يب يٙ لذسرٓى ػهٙ الاَدبة   لذ ردذس أصيخ  رخلش انزكبثش ْٕ أحذ الا:  يقذيح

 الاَدبة ْٕ ردشثخ ػبعفٛخ طؼجخ لاَّ ٚؤثش ػهٗ خٕاَت يخزهفخ يٍ اندٛبح انضٔخٛخ أٔ انفشدٚخ.

ٍ ٚؼبٌَٕ يٍ رخلش الاَدبة ٔانزٍٚ : ْذيذ ْزِ انذساعخ انٙ لٛبط َٕػٛخ اندٛبح ثٍٛ الاصٔاج انغٕداٍَٛ انزٚ أهداف الدراسة

 ٚدضشٌٔ انٙ يشكض د. انغش أثٕ اندغٍ نهخظٕثخ . ثى ردذٚذ انؼانلخ ثٍٛ َٕػٛخ اندٛبح ٔيخزهف انؼٕايم انغكبَٛخ الاعبعٛخ.

 293: رى أخشاء دساعخ يمغؼٛخ يٙ يشكض د. انغش أثٕ اندغٍ نهخظٕثخ   ٔكبٌ أخًبنٗ انًشبسكٍٛ انجبنغ ػذدْى  طريقة البحث

 شبسكبً يٍ انًٕخٕدٍٚ ثبنًشكض ػهٙ أعزؼذاد نًه  الاعزجٛبٌ انخبص ثُب. ي

 ( نمٛبط َٕػٛخ اندٛبح نانصٔاج ٔرى رمٛى انؼانلخ ثُٛٓب ٔثٍٛ انؼٕايم انغكبَٛخ الاعبعٛخ.FertiQoLرى اعزخذاو َٕػٛخ اندٛبح )

( %40( ٔحٕانٙ ) (%64خ انًشبسكٍٛ يٍ انُغبءيشزشكبً  كبَٕا ػهٙ أعزؼذاد نهًشبسكخ يٙ ْزح انذساعخ. أغهجٛ 293 :  النتائج

عُخ(  أكثش يٍ َظفٓى حبطهٌٕ ػهٗ  52-عُخ  52يٍ انًشبسكٍٛ ٍْ سثبد يُبصل  َظف ػذد انًشبسكٍٛ يٙ انفئخ انؼًشٚخ )

عُخ(  6ألم يٍ –عُخ  5عُخ  5ألم يٍ  –عُخ  1يٙ انًذٖ ) رخلش اَدبةانزؼهٛى اندبيؼٙ  َظفٓى نذٚٓى يزشح صٔاج ٔ يزشح 

 ثبنؼانج عٕػبً. يمظ لذ لبيٕا ثًه  اندضء انخبص 235 ٔيؼظًٓى نى ٚغجك نٓى الاَدبة.

نّ ػانلخ يمظ يغ  FertiQoL إخًبنٙ (SD 15.97) 72.84يٗ يدزًغ انذساعخ   FertiQoLكبٌ يزٕعظ يدًٕع َمبط

يذح رخلش الاَدبة يمظ. ػهٙ انفشٔع ٔالاخزًبػٛخ نٓب ػانلخ يغ يغزٕٖ انزؼهٛى ٔ يغزٕٖ انزؼهٛى   يٙ حٍٛ أٌ انفشٔع اندْٕشٚخ

نى ٚكٍ نٓب اٖ ػانلخ يغ أٖ يٍ انؼٕايم انغكبَٛخ. كًب نٕحظ  (SD=17.34) 79.49) انفشػٛخ نٕحظ أٌ انؼانلخ ثٍٛ انضٔخٍٛ 

ٔانزٖ كبٌ نّ ػانلخ يغ َٕع اندُظ )دسخبد انزكٕس أػهٙ يٍ الاَبس(    ((SD=21)66.10)أػهٙ رخثٛش ػهٙ انُغبق انؼبعفٙ

 زٕٖ انزؼهٛى ٔ انًُٓخ. ثًُٛب كبٌ انُغبق انؼمهٙ اندغذ٘ نّ ػانلخ يغ اندُظ يغزٕٖ انزؼهٛى انًُٓخ ٔيذح رخلش الاَدبة.ٔ يغ

 نٓب ػانلخ يغ يزشح انضٔاج. tolerabilityيٙ خضء انؼانج نٕحظ اٌ يمظ 

ٍٛ انزٍٚ ٚؼبٌَٕ يٍ رخلش الاَدبة.كبٌ :رٕيش ْزح انذساعخ انًؼهٕيبد الاعبعٛخ حٕل َٕػٛخ اندٛبح يٙ الاصٔاج انغٕداَ الخلاصة

.ػهٗ (SD 15.97) 72.84يٙ يدزًغ انذساعخ ْٕ FertiQoLانُبرح انشئٛغٙ نٓزح انذساعخ ْٕ أٌ يزٕعظ يدًٕع َمبط 

انًغزٕ٘ انفشػٙ  كبٌ نزخلش الاَدبة الاثش الاكجش ػهٙ انُغبق انؼبعفٙ   ثًُٛب كبٌ انزخثٛش الالم ػهٙ َغبق انؼانلخ ثٍٛ 

. لا رٕخذ ػانلخ ثٍٛ انؼًش َٕٔع رخلش الاَدبة ػهٙ خًٛغ  الاَغمخ. يذح انضٔاج كبٌ نٓب ػانلخ يمظ يغ َغبق انؼانج. انضٔخٍٛ

ثًُٛب َٕع اندُظ ٔانًُٓخ نٓب ػانلخ ثبنُغبق انؼبعفٙ ٔانؼمهٗ اندغذ٘. يذح رخلش الاَدبة كبٌ نٓب ػانلخ يغ انُغبق انًدزًؼٙ 

انُغبق الاخزًبػٙ ٔاندْٕش٘ ٔانؼبعفٙ ٔ انؼمهٙ اندغذ٘ ٔ  ٕ٘ انزؼهٛى را ػانلخ يغٔاندْٕش٘ ٔانؼمهٗ اندغذ٘. كبٌ يغز

FertiQoL. 

 . FertiQoL الاصٔاج  : رخلش الاَدبة الكلمات المفتاحية
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Chapter One 

Introduction 

1.1 Background Information: 

World Health Organization (WHO) defines Reproductive health as “a state of complete 

physical, mental and social well-being and not merely the absence of disease or infirmity, in all 

matters relating to the reproductive system and to its functions and processes”, Reproductive health 

implies that people are able to have a satisfying and safe sex life and that they have the capability to 

reproduce and the freedom to decide if, when and how often to do so
(1)

. 

The clinical definition for infertility is “a disease of the reproductive system defined by the 

failure to achieve a clinical pregnancy after 12 months or more of regular unprotected sexual 

intercourse”. This is keeping with WHO definition of male and female infertility in the International 

Classification of Diseases (ICD 10)
(2)

. 

Meanwhile the WHO‟s epidemiologic definition of infertility as “women of reproductive age at 

risk of becoming pregnant who report unsuccessfully trying for a pregnancy for more than two 

years”
(3)

. 

There are 2 types of infertility: 

Primary infertility refers to couples who have not become pregnant after at least 1 year having sex 

without using birth control methods. 

Secondary infertility refers to couples who have been able to get pregnant at least once, but now are 

unable
(4).

  

The demographic definition of infertility is the inability to produce a live birth, the term usually 

refers to women, but men or couples can be the focus of attention.                                      

Primary infertility is defined as the absence of a live birth for women who desire a child and 

have been in a union for at least 5 years, during which they have not used any contraceptives. 

Secondary infertility is defined as the absence of a live birth for women who desire a child and 

have been in a union for at least 5 years since their last live birth, during which they did not use any 

contraceptive
(5)

.In this research the researcher was decided in clinical definition. 

Reproduction is considered one of the main basic requirements of humans, and a psychological 

crisis may occur when something interferes with their ability to reproduce, crisis of infertility is a 

difficult emotional experience since it has an impact on various aspects of marital or individual life 

such as social relationships, life objectives, self-image and sexual relations, among others
(6).

 

Every culture holds different reasons and beliefs as to why infertility is stigmatized, however 

universal trends keep on
(7).
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Because infertility and fertility care have an impact on quality of life (QoL) of individuals 

experiencing fertility problems, it is important to measure it
(8)

. 

 The World Health Organization defined quality of life as “… individuals‟ perception of their 

position in life in the context of the culture and value systems in which they live and in relation to 

their goals, expectations, standards and concerns”
(8)

. It is a broad ranging concept affected in a 

complex way by the person‟s physical health, psychological state, level of independence, social 

relationships, personal beliefs and their relationship to salient features in the environment
(9).

 

Increasing evidence suggests that infertility represents a negative impact on the quality of life 

(QoL), psychological and social well-being among infertile couples, at the same time as infertility 

treatments are successful in a large proportion of cases they often have a negative impact on the 

patients‟ QoL
(9),(10)

. 

The Fertility Quality of Life (FertiQoL) tool is an international instrument to measure quality of 

life in individuals experiencing fertility problems
(8)

. FertiQoL is a reliable tool that measure the 

impact of fertility problems and its treatment on quality of life, it consists of 36 items that assess 

core (24 items) and treatment-related (10 items) quality of life as well as overall life and physical 

health (2 items). The statistics reliability for the Core and Treatment FertiQoL (and subscales) was 

satisfactory in the range of 0.72 and 0.92. Sensitivity analyses showed that FertiQoL detected 

expected relations between quality of life and gender, equality and support seeking
 (28)

.  

WHO has identified infertility as a major problem in reproductive health 
(11)

.Infertility is a 

public health issue, with more than 10% of the world‟s population having difficulty conceiving 

through natural methods
 (7)

. Infertility is one of the most prevalent health disorders in young adults
 

(12)
. About 15% of couples do not achieve pregnancy within1 year of attempting to conceive and 

thus are labelled as infertile 
(13)

. 

1.2 Problem statement: 

Infertility rates vary among different countries, with the lowest having less than 5%, to over 

30% amongst the highest. In the UK, one out of every seven individuals are said to be infertile. 

Infertility is significantly higher in Sub-Saharan Africa when compared to other parts of the 

world
(11)

.  

Recent global evidence shows infertility as a major public health problem, It is a problem of 

global proportion affecting between 8 and 12 percent of couples worldwide, In developing 

countries, about 25% of couples are infertile due to primary or secondary infertility
(12).

 

The majority of people with infertility issues are residents of Third World countries. There are 

very limited data on the prevalence of infertility in the developing world, but few dated studies 

show that infertility affects more than 20% of people in Gambia, Ethiopia and Nigeria
(7)

. 
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Sudan is the third largest country in Africa with a population of 36,787,000. There is a lack of 

proper infertility statistic in Sudan. However, infertility rate of 11.5% has been reported in 10 out of 

18 Sudanese states, while there is no governmental centre for assisted re-productive technology in 

Sudan, there are 10 private assisted reproductive technology centres in the capital Khartoum
(3)

.   

Although not classified as a life-threatening disease, infertility is a social problem affecting the 

individual, family and society
(13).

  

Infertility is associated with a wide range of social, psychological, physical and financial 

problems for couples. The problem of infertility in today's world has become a social concern that 

leads to a psychological imbalance between couples and sometimes interrupts their relationship
(14).

   

For many couples, infertility causes a serious strain on their interpersonal relationship, as well 

as causing personal distress, reduced self-esteem and loss of the meaning of life. as  well as being a 

medical problem, infertility has psychological and social dimensions, one of the important 

challenges faced by infertile couple is learning how to manage infertility and its treatment in a 

personal sense, in relation with one‟s partner and in different social arenas
(15)

.  

For both partners, infertility is a complex and crisis situation that is usually psychologically 

threatening, emotionally stressful, financially challenging and physically painful most of the times 

due to diagnostic-curative operations undergone
(13)

. 

Until now, health planners have mainly focused on overpopulation in developing countries, 

with emphasis on birth control, At the same time, they have neglected the problem of infertility, 

which has severe psychological and social consequences
(16).

  

Fertility is a vital function of adult development, if this need is unmet, as seen among infertile 

couples, there is a negative impact on their future plans, self-image, self-respect, marriage life and 

sexual life. It is also feasible to see loss of physical and sexual privacy among such couples
(13).

 

Although its importance, the prevention and management of infertility often remains a public 

health problem of low priority, especially for low-income countries
(5)

. 

1.3 Justification: 

The inability to conceive children is stressful situation for couples around the world, the 

global reports of infertility showed that the developing countries have higher infertility rate rather 

than developed one. African countries are number one in all developing countries
 (7)

. Sudan is 

African country with high infertility rate
(3)

 . Infertility besides being a medical condition is a social 

situation too. Infertility is a low-control, chronic stressor with long-lasting negative social, 

psychological and economical consequences which needs to be cared for. The way that infertile 

couples deal with infertility partially they are affected by existing culture, on the one hand, and the 

community they live in it on the other hand. Through there is a rapid implementation of Assisted 
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Reproductive Technology (ART) in low-in-come countries, yet the accessibility and the cost for 

most couples are unaffordable, most of these services need over or under counter payment. 

Insurance for private infertility care rarely exist and cost of services are mostly covered by out of 

pocket payment (OoPP). 

Many studies have shown that infertility was effect on the quality of life in both men and women 

regardless to their cause. To the researcher‟s knowledge there are no such publications in this topic 

in Sudan. This research will help in adding new data about quality of life among infertile couples in 

Sudan. The research was done in Dr.Elsir Abu Elhassan Fertility Centre, the private centre was 

published in1999 as the first centre specialist in fertility and laparoscopic in Sudan. 

1.4 Objective: 

1.4.1 General objective: 

 To measure the quality of life in Sudanese infertile couples who attend to Dr.Elsir Abu 

Elhassan Fertility Centre.  

1.4.2 Specific objectives:   

 To assess the quality of life among various infertile couples on emotional domain. 

 To assess the quality of life among various infertile couples on mind/body (physical) 

domain. 

 To assess the quality of life among various infertile couples on social domain.   

 To assess the quality of life among various infertile couples on relation domain. 

 To assess the quality of life among various infertile couples on treatment domain. 

 To determine the relation between quality of life and different demographic factors (age, 

gender, infertility duration, marital duration, education, employment and pregnancy) 

among various infertile couples. 
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Chapter Two 

                                                     Literature Review 

2.1 Introduction: 

Human instinctively desire to have offspring. Reproduction is one of basic things that human need 

to survive. 

 Approximately 15% of couples are infertile
(17)

. The incidence of infertility and etiology differ in 

different societies, about 25% of couples in developing countries are infertile due to primary or 

secondary infertility, Sub-Saharan Africa is higher when compared with other parts of the world, 

the studies show that the infertility prevalence in Nigeria is  about 22%
(12)

.The 11.5% of infertility 

rate has been reported in 10 out of 18 Sudanese states
(3)

.  

2.2 Infertility:  

2.2.1 History of infertility definition: 

 In 2006, The International Committee for Monitoring Assisted Reproductive Technologies 

(ICMART) was published the first international standardized definitions for reporting ART 

(Assisted Reproductive Technology) procedures as the first glossary that documented the result of 

meeting report entitled Medical, Ethical and Social Aspects of Assisted Reproduction and published 

by the World Health Organization (WHO), in 2002.     

In 2008, the WHO together with ICMART and other experts revised the glossary.  

In 2009, after review and approval through WHO processes, the glossary was published in English 

at the same time in the Human Reproduction and Fertility or and Sterility journals, and was sub 

translated into Spanish and Portuguese.    

 In 2014 the ICMART, together with WHO and the other experts, agreed that the 2009 glossary be 

revised and expanded.                                                                                  

In 2017,This International Glossary on Infertility and Fertility Care, was revised to harmonize 

clinical practice and research and to inform patients and policy
(18).

 

 2.2.2 Infertility definitions and Types: 

This Glossary clinically define infertility as A disease characterized by the failure to establish a 

clinical pregnancy after 12 months of regular, unprotected sexual intercourse
(18),(2)

  or due to an 

impairment of a person‟s capacity to reproduce either as an individual or with his/her partner. 

Fertility interventions may be initiated in less than 1 year based on medical, sexual and reproductive 

history, age, physical findings and diagnostic testing. Infertility is a disease, which generates 

disability as an impairment of function
(18),(19)

. 
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Meanwhile the WHO‟s epidemiologic definition of infertility as women of reproductive age at risk 

of becoming pregnant who report unsuccessfully trying for a pregnancy for more than two years
(3)

. 

There are 2 types of infertility: 

Primary infertility refers to couples who have not become pregnant after at least 1 year having sex 

without using birth control methods. 

Secondary infertility refers to couples who have been able to get pregnant at least once, but now are 

unable
(4)

. 

The demographic definition of infertility is the inability to produce a live birth, the term usually 

refers to women, but men or couples can be the focus of attention.        

Primary infertility is defined as the absence of a live birth for women who desire a child and have 

been in a union for at least 5 years, during which they have not used any contraceptives. 

Secondary infertility is defined as the absence of a live birth for women who desire a child and have 

been in a union for at least 5 years since their last live birth, during which they did not use any 

contraceptives
(5)

 . 

Clinical and epidemiological definitions are appropriate for clinical settings where the aim is to 

determine causes and provide treatment, on the other hand, the objective of the demographic 

definition is the measurement the patterns and trends of infertility on a population level
(5)

. 

2.3 Infertility causes: 

Due to difficulty in defining the infertility, a comprehensive overview is not available. The World 

Health Organization (WHO) includes infertility as a chronic disease, still, it‟s an unclear 

pathological status and one‟s access to treatment is not always a strict medical or health promotion 

need. Procreation is not a purely biological phenomenon, it involves complex individual, social and 

cultural processes that are closely related to biology. Still, infertility is often considered as a 

medical condition rather than a complex problem that involves socioeconomic, demographic, 

cultural and psychological aspects requiring analysis
(5)

. 

2.3.1 Male factors: 

Male factor infertility is the underlying cause in 30% to 50% of cases
(17)

. Feasible links between 

male infertility and health include genetic, developmental and lifestyle factors
(20)

.  

2.3.1.1 Genetic factors: 

Approximately 10% of the human genome is involved in reproduction, it is reasonable to assume 

that a genetic mutation affecting reproduction, 33 genes have been identified as responsible for 

nonsyndromic male infertility
(20).
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2.3.1.2 Developmental factors: 

Some evidence supporting a new concept that poor semen quality, testis cancer, undescended testis 

and hypospadias are symptoms of one basic entity, the testicular dysgenesis syndrome (TDS), 

which may be increasingly common due to adverse environmental influences. Experimental and 

epidemiological studies suggest that TDS is a result of disturbance of embryonal programming and 

gonadal development during fetal life
(21).

 

2.3.1.3 Life style factors: 

Lifestyle factors are associated with the development of chronic disease, the studies suggest a relationship 

between lifestyle factors and male infertility. Current data suggest that obesity has negatively impacts on 

male fertility, it was associated with lower semen volume, lower sperm motility and erectile dysfunction in 

infertile couples. On the other hand men with hypertension, cardiac disease and peripheral vascular disease 

were found to have increased rates of seminal parameter abnormalities. Infectious diseases may also affect 

somatic and reproductive health, for example: schistosomiasis which is endemic in some developing 

countries the infertility is due to hormonal imbalance and testicular tissue damage
(20)

.  

2.3.2. Female factors: 

One of the most important determinants of fertility is the age of the woman, which reaches its 

highest level around 25 and starts declining until 35, the moment when the quality of ovulation 

begins to decrease the likelihood of miscarriages was increase. Statistics on female fertility indicate 

that a healthy woman between ages 20 and 24 years needs an average of 3 or 4 months to conceive, 

whereas between ages 35 and 40 years it can take up to 12 months or more
(5). 

The most common causes of female infertility are anovulation, tubal disease, pelvic adhesions, 

endometriosis and unexplained infertility
(22).

 

2.3.2.1 Abnormalities in Oocyte Production: 

Disorders of oocyte production are a common cause of female infertility. The most common 

disorders of oocyte production are anovulation, oligoovulation, depletion of the follicle pool and 

aging of the ovarian follicle which are resulting in poor oocyte quality
(22).

 

2.3.2.2 Hyperprolactinemia: 

Infertile women with hyperprolactinemia and anovulation often achieve pregnancy after treatment 

with a dopamine agonist
(22)

. 

2.3.2.3 Anatomical Factors in the Female: 

1) Fallopian Tube Causes of Female Infertility:  

Fallopian tube disease is a major cause of female infertility. Prevention of Chlamydia infection will 

reduce the prevalence of distal occlusion of the fallopian tube
(22). 
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2) Pelvic Adhesions: 

Following pelvic surgery, adhesions develop in approximately 75% of women.  

The mechanism of postoperative adhesion formation is not fully understood, but it involves attack 

of fibroblasts into the postsurgical fibrinous bridges
(22)

. 

3) Uterine Factor Infertility: 

Congenital uterine anomalies impact reproductive and obstetric outcomes. Only the septate uterus 

was associated with a reduced rate of spontaneous pregnancy. The probability of pregnancy 

following IVF was not affected by the common congenital uterine anomalies
(22).

 

4) Cervical Factor Infertility: 

The cervix is an active participant in carry sperm from the vagina to the upper reproductive tract. In 

the normal cervix, the secreted cervical mucus has physicochemical properties that facilitate the 

transport of sperm. Congenital malformation and trauma to the cervix may impair the ability of the 

cervix to produce normal mucus
(22)

. 

2.3.2.4 Genetic Causes of Infertility: 

For many decades, it has been known that major chromosomal abnormalities are often associated 

with infertility. Women with 45X (Turner syndrome) have premature depletion of the oocyte pool 

and are naturally sterile. Translocations and interstitial deletions of the X chromosome are 

associated with premature ovarian failure, although the identity of the genes in these deletions 

remains to be established. In infertile men, Yq11 microdeletions are observed in about 5% of 

cases
(22)

. 

2.3.2.5 Unexplained Infertility: 

The term referred to conditions when couples do not have an identifiable cause of infertility. Step-

wise treatment of unexplained infertility with clomiphene, IUI and IVF will result in pregnancy for 

most couples where the female partner is less than 40 years of age
(22).

  

In general the prevalence of infertility is higher in developing countries, where infertility is 

basically found in women and is usually the result of untreated sexually transmitted diseases (STDs) 

or illegal abortions, on other hand the decline in birth rates in developed societies has been justified 

by important social and economic factors, which include the change in the role of women in the 

labor market, the postponement of maternity, birth control and the availability of safe and legal 

abortions, these factors, which affect the reproductive decisions taken by couples, are also the 

factors responsible for the main incidence of primary infertility in these societies
(5)

. 
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2.4 Infertility treatment: 

Getting pregnant is not easy, because fertilization (a meeting that takes place at the right time and in 

the right place between the male and female gametes after a long journey to reach the outer third of 

the fallopian tube) is only possible a few days a month, once fertilization is achieved, the fertilized 

egg must nest in the mucous membrane lining the uterus, then pregnancy will began. The 

complexity of fertilization an egg by a sperm makes pregnancy a miracle of nature. Unlike other 

health events, infertile couples spend many years for waiting a resilient solution that in many cases 

not occur. In addition infertility does not produce symptoms or associated pain, does not affect 

functionality, it is not a real life threat and treatment can be freely chosen treatment, because its 

progress does not threaten a couple‟s survival
(5).

 

2.4.1 Initial Infertility Evaluation: 

Three tests should be done in early infertility evaluation which are semen analysis, documentation 

of ovulation and a test of tubal patency
(22)

. 

2.4.2 Assisted Reproductive Techniques: 

ART include all those techniques or biomedical procedures aimed to facilitating the process of 

natural fertilization when this is impossible, repeatedly fails or when there is an implied risk for the 

expected mother or fetus
(5)

. 

Most famous Assisted Reproductive Technology is: 

1. Controlled ovarian stimulation (COS)/ovulation induction (OI).  

2. Transvaginal ultrasound aspiration (egg retrieval). 

3. Artificial insemination (partner sperm or donor sperm) (IA):   

    Intrauterine insemination (IUI).   

4. In vitro fertilization (IVF): 

    Intracytoplasmic sperm injection (ICSI) techniques. 

Most people receive IVF treatment or intracytoplasmic sperm injection (ICSI). 

The use of different assisted human reproduction (AHR) procedures depends on multiple factors 

related to the particular situation of each person or couple, usually it progress from simpler 

treatments such as programmed intercourse or artificial insemination to more complex procedures 

such as in vitro fertilization (IVF)
(5)

. 

2.4.3 Treatment of Unexplained Infertility: 

Lifestyle changes (Many obese an ovulatory infertile women can achieve pregnancy by lifestyle 

changes including calorie limitation and moderate exercise, many very lean an ovulatory infertile 

women can achieve pregnancy by gaining weight especially by increasing body fat), timing of the 
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intercourse, IUI, clomiphene and clomiphene plus IUI are atypical starts of unexplained infertility 

treatments, then moves in sequence to treatments
(22).

 

 IVF is a well-established procedure for the treatment of infertility caused by female or male factors 

or certain types of unexplained infertility. It involves several related procedures, including testing 

and medical appointments, hormone therapy or ovarian stimulation, oocyte retrieval, semen 

preparation, insemination, assessment of fertilization, assessment of embryo cleavage, embryo 

transfer, cryopreservation of excess embryos, and establishment of pregnancy
(5)

. 

2.5 Infertility consequences: 

In the 20th century infertility treatment interventions are described as a double-edged sword that 

may create psychological, social, ethical, financial and legal problems
(14)

. 

In developing countries, the infertility consequences range from economic hardship to social 

isolation, violence and denial of proper death rites. Many families depend on children for economic 

survival, especially in old age
(23)

. 

A psychological crisis may occur when reproduction appears impossible. Most researchers conclude 

that infertility is a more stressful experience for women than men. Previous studies reported more 

negative feelings and more psychiatric distress about infertility among men with male factor 

infertility compared to men in couples receiving other diagnoses
(23)

.  

An infertility crisis is a difficult emotional experience because it has an impact on various aspects of 

marital or individual life such as social relationships, life objectives, self-image and sexual 

relations, among others
(6),(13)

. 

For both partners, infertility is a complex and situational crisis that is usually psychologically 

threatening, emotionally stressful, financially challenging and physically painful most of the times 

due to diagnostic-curative operations undergone, On the other hand, the treatment protocol is 

physical and emotional burden, huge stress and disappointment
(13)

.  

2.5.1 Economic consequences:  

Health systems have the responsibility to provide health services and to meet consumer satisfaction, 

besides it responsibility to protect house-holds against excessive or catastrophic health costs. The 

Key mechanisms of financial risk protection against illness include risk pooling and prepayment. 

Health care costs were covered through out-of-pocket payments [OoPP] by consumers due to partial 

or complete absence of financial risk protection. In many developing countries infertility 

management in the public health sector was relatively poor quality or completely lacking. Use of 

existing services may be free or require payment of user fees, either over or under the counter. The 

cost of infertility treatment in general and ART specially is often cited as a major barrier, but not 

only in developing countries, but also for high-income countries
(24).
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2.5.2 Psychological consequences: 

The problem of infertility in today's world has become a social concern that leads to a psychological 

imbalance between couples and sometimes interrupts their relationship
(14). 

One of the most difficult emotional consequences of infertility is the loss of control over one‟s life, 

when conception does not occur easily, couples can become confused and angry. In fact, most 

infertility patients especially women consider the evaluation and treatment of infertility to be the 

most upsetting experience of their lives
(25).

  

High levels of stress and anxiety was shown among infertile women with sequential failures in 

childbearing, it is believed that infertility influences women rather than men
(14).

 

Recently, negative psychological effects  has been reasoned due to fertility treatment, The primary 

negative emotional response to both infertility and assisted reproductive treatment (ART) is usually 

anxiety (a sense of threat, tension and worry) or depression (a sense of loss, sadness, lack of 

control), high depression and anxiety levels were shown in infertile women relative to fertile 

females.  the psychological response is mediated by both protective and risk factors models of these 

relationships which are typically circular, they consider as complex interactions between biological, 

psychological and social processes
(26)

. 

Due to emotional consequences of infertility patients require psychological support as part of the 

medical treatment process,  it is the responsibility of all members of the team of a human 

reproduction centre to provide this support
(6)

.  

2.5.3 Social consequences: 

Infertility and its treatment are chronic stressors, low-control with severe long-lasting negative 

social and psychological consequences, infertile people have to learn how to manage infertility. 

They find it hard to manage infertility for themselves as individuals, in relation to their partner and 

to their different social relations (family, family-in-law, friend, co-workers)
(15).

 

In some societies, infertility is apparent as gender-related suffering, mainly as a women-related 

problem
 (14)

. 

Men with problem of infertility often get themselves involved in anti-social behaviours like 

alcoholism, sexual promiscuity, prostitution and smoking
(11).

 

Most traditional cultures place high social values on fertility Since African marriages are based on 

children, infertility could lead to separation and finally divorce. Also infertile couples excluded 

them- selves from social activities because people did not invite them, even functions organized and 

hosted by their close relatives
(11).

 

Decreased distress in infertile women can be related to Support from the social environment, 

especially from the partner
(26)

.  
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2.6 Infertility in Sudan: 

Sub-Sahara Africa shows high rate (85%) of secondary infertility compared to lower rate (33%) in 

infertile women worldwide, the female factors were predominate, tubal factor was the main cause of 

the female infertility. The tubal factor could be due to infectious diseases such as Neisseria 

gonorrhoeae and Chlamydia trachomatis. Sudan shows high rate of primary infertility (68.9%) and 

there were significantly a higher number of female factors among couples with secondary infertility 

compared with primary infertility, anovulation factor was predominated
(3)

.   

Infertility rate of 11.5% has been reported in 10 out of 18 Sudanese states while there is no 

governmental centre for assisted reproductive technology in Sudan, there are 10 private assisted 

reproductive technology centres in the capital Khartoum
(3)

.  

2.7 Quality of life: 

Increasing evidence suggests that infertility represents a negative impact on the quality of life 

(QoL), psychological and social well-being among infertile couples, at the same time as infertility 

treatments are successful in a large proportion of cases they often have a negative impact on the 

patients‟ QoL
(9),(10)

.  

The World Health Organization defines QoL as Individuals‟ perception of their position in life in 

the context of the culture and value systems in which they live and in relation to their goals, 

expectations, standards and concerns
(9),(27)

. 

It is a broad ranging concept affected in a complex way by the person‟s physical health, 

psychological state, level of independence, social relationships, personal beliefs and their 

relationship to salient features in the environment
(9)

. 

The WHOQoL (World Health Organization Quality Of Life) measure the quality of life according 

to 29 facets (e.g. self-esteem, mobility, safety). QoL measurement is important to classify the 

fertility problems associated with poor QoL and advance research in (health service evaluation, 

patient satisfaction and policy making) through the use of a standard measurement tool
(27)

. 

The need to measure and take QoL among infertile is vital, and tackling this measurement barrier 

could lead to improved patient outcomes. The European Society of Human Reproduction and 

Embryology (ESHRE) and the American Society of Reproductive Medicine (ASRM) joined forces 

with Merck-Serono, Geneva, Switzerland (an affiliate of Merck, Darmstadt, Germany) to create 

FertiQoL (Fertility Quality Of Life 2002–2009). The overall aim of the FertiQoL project was to 

develop an international instrument to measure quality of life in men and women experiencing 

fertility problems. Secondary aims were to evaluate the psychometric properties of the tool and to 

translate FertiQoL in 20 languages. The development phase was carried out according to the 

protocol used for the development of the WHOQoL measure
(27)

. The first translation carried out by 
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Cardiff University professional translators and two local fertility experts reviewed it to ensure that it 

was appropriate to local customs and fertility word usage
(28).

 

2.8 Fertility quality of life tool: 

FertiQoL added to existing fertility distress tools by measuring the broader concept of quality of 

life, involving fertility patients in its development and validating it with a large international 

sample, FertiQoL has now been translated into 48 languages and used widely
(8).

 

FertiQoL is a reliable measure the impact of fertility problems and its treatment on quality of life, it 

consists of 36 items that assess core (24 items) and treatment-related (10 items) quality of life as 

well as overall life and physical health (2 items). The statistics reliability for the Core and 

Treatment FertiQoL (and subscales) was satisfactory in the range of 0.72 and 0.92. Sensitivity 

analyses showed that FertiQoL detected expected relations between quality of life and gender, 

equality and support seeking
(27).

  

The 24 items from the Core FertiQoL are categorized into four domains, including the 

emotional, cognitive and physical (marked as mind/body), relational and social domains. The 

emotional domain evaluates the impact of infertility on emotions such as (jealousy & resentment, 

sadness, depression). The mind/body domain refers to the influence of infertility on physical health 

(fatigue, pain), cognition (concentration) and behaviour (disrupted daily activities, delayed life 

plans). The relational domain is used to measure the impact of infertility on partnership (sexuality, 

communication, commitment) and The Social subscale score shows the extent to which social 

interactions have been affected by fertility problems (e.g., social inclusion, expectations, stigma, 

and support). 

The optional treatment module consists of two domains that are used to assess the 

environment (shows the extent to which the accessibility and quality of treatment impacts quality of 

life) and tolerability (shows the extent to which fertility medical services impact on daily life). 

Items from these domains are presented in the questionnaire randomly and rated on a scale of 0 to 4. 

The subscale and total FertiQoL scores are computed and transformed to achieve a range of 0 to 

100, where higher scores indicate better QoL. 

Two additional items (marked A and B on the FertiQoL questionnaire) capture an overall 

evaluation of physical health and satisfaction with quality of life. These are used for background 

information but are not used in the FertiQoL total or subscale scores. The Total FertiQoL score is 

the quality of life for the Core and Treatment FertiQoL combined
(29)

. 
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2.9 Previous studies: 

2.9.1 Psychometric Properties of FertiQoL tool: 

2.9.1.1 The study about Fertility quality of life tool: update on research and 

practice considerations, 2017. 

In study conducted by Emily Koert et al, about fertility quality of life tool: update on research and 

practice consideration. The study was aimed to provide an overview of research base which using 

FertiQol. It was a literature review of published practical research using FertiQoL. Databases were 

included researches on Ovid Medline, EMBASE, Psych INFO, CINAHL and Cochrane between 

2002 (the year FertiQoL was released) and November 2017 as Review papers, study protocols, 

studies not using FertiQol and conference abstracts, all non- English articles and duplicates were 

excluded. Each study‟s purpose and results were reviewed and grouped according to commonalities 

across studies. 41 published articles from 35 independent samples in 23 countries involving 16,315 

participants, mainly in clinical settings, were reviewed. The main result of review showed that 

FertiQoL was a reliable and valid measurement tool for quality of life among people with fertility 

problems in multiple ranges of research and practical goals. Methodological and conceptual 

challenges remain, but these were being addressed. The review also showed that FertiQoL was used 

for three main purposes: (i) To assess quality of life and FertiQoL measurement properties 

(especially Core FertiQoL) using cross-sectional designs. (ii) To identify correlates, predictors and 

consequences of fertility quality of life (some of which included international comparisons). (iii) To 

assess the effect of psychological interventions on fertility quality of life. The range of median 

FertiQoL Core, Treatment and subscale (scaled) scores in 31 samples was between 60 and 75. 

Poorer fertility quality of life was always associated with being a woman, longer duration of 

infertility, poorer psychological functioning and lower patient–centred care. Some FertiQoL 

subscale scores improved after psychological interventions
(8)

. 

2.9.1.2 The study about Psychometrics properties of the Iranian version of 

fertility quality of life tool: A cross-sectional study, Hormozgan, Iran, from April 

2015 to September 2016. 

In study conducted by Seyedeh-Fatemeh Hekmatzadeh1 et al, about the Psychometrics properties of 

fertility quality of life tool Iranian version. Across-sectional study was conducted on 300 women 

who referred to the Omeleila infertility clinic (only referral infertility clinic in Hormozgan), in 

Hormozgan, Iran between April 2015 to September 2016, via a semi-structured interview. The 

study was aimed to testing the psychometric properties of the Iranian version of fertility quality of 

life (FertiQoL). The Convergent validity was evaluated by assessing the correlation between similar 
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content on the 12-Item Short Form Health Survey (SF12), Hospital Anxiety and Depression Scale 

and FertiQol. While the characterize validity was assessed via using the known groups comparison. 

In addition, reliability analysis was carried out with internal consistency. The results were 1) the 

reliability of the Iranian version of the FertiQoL was satisfactory in all dimensions (0.77-0.83). 2)  

Characterize validity showed that FertiQoL can differentiate between female patients with different 

duration of infertility and number of children. 3)  Convergent validity showed a correlation between 

the related dimensions of SF12 (0.43-0.68), Hospital Anxiety and Depression Scale (0.47-0.52) and 

FertiQoL. Then the Iranian version of FertiQoL is valid and reliable for assessing infertility 

problems and the effects of treatment on QoL of infertile patients referred for diagnosis and 

treatment at infertility clinic
(30)

. 

2.9.1.3 The study about The Fertility Quality of Life Questionnaire (FertiQoL) 

Relational subscale: psychometric properties and discriminant validity across 

gender, Italy from February 2013 to January 2015. 

In study conducted by Z. Donarelli et al, about the fertility quality of life Questionnaire relational 

subscale, psychometric properties and discriminant validity across gender. The study was aimed to 

examine the psychometric properties of FertiQoL-REL and to test the discriminant validity of the 

FertiQoL-REL scale with regard to the patient‟s gender. A longitudinal study cross-sectional study 

was done. Data were collected from infertile couples undergoing intrauterine insemination (IUI) or 

in vitro fertilization (IVF) treatment at ANDROS Day Surgery Clinic, Reproductive Medicine Unit 

(Italy), between February 2013 and January 2015, The final sample contain 589 subjects (301 

females and 288 males), the FertiQoL questionnaire, the Dyadic Adjustment Scale (DAS), the 

Commitment Inventory, the Fertility Problem Inventory-Sexual Concern Subscale (FPI-Sex) and 

the ENRICH Marital Satisfaction Scale (EMS) were filled by patients. The results were the 

FertiQoL four-factor solution provided a good fit for the observed data. Reliability of the FertiQoL-

REL was higher for women than men. Significant correlations between the FertiQoL-REL scores 

and all the other measures of marital relationship were found for both women and men. FertiQoL-

REL scores did not differ significantly in women and men. The FertiQoL-REL was able to 

differentiate subjects as regards the Dyadic Adjustment Scale and ENRICH Marital Satisfaction 

Scale threshold, To sum up, the FertiQoL is a gold standard for measuring QoL in infertile 

patients
(31)

. 
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2.9.1.4 The study about Psychometric Properties of the Fertility Quality of Life 

Instrument in Infertile Iranian Women. Tehran, Iran, from January 2014 to 

March 2014. 

In study conducted by Saman Maroufizadeh et al, about psychometric properties of the fertility 

Quality of life instrument in infertile Iranian women. The study was aimed to examine the reliability 

and validity of the FertiQoL in infertile Iranian women. A cross-sectional study included 155 

women with fertility problems in a referral fertility clinic in Tehran, Iran from January to March 

2014 was done. A different instrument was used: FertiQoL, Satisfaction with Life Scale (SWLS), 

Hospital Anxiety and Depression Scale (HADS) and a demographic questionnaire. Construct 

validity of the scale was evaluated using Confirmatory Factor Analysis (CFA). Internal consistency 

was assessed with Cronbach‟s alpha and convergent validity was examined by correlating the 

FertiQoL with SWLS and HADS. The results were the CFA generally supported the four-factor 

model of Core FertiQol and two-factor model of Treatment FertiQoL. Both FertiQoL modules and 

their subscales revealed acceptable internal consistency that ranged from 0.643 to 0.911. On the 

anther hand the FertiQoL might be improved if Q15 and T2 items were removed from the scale. 

These items had low loadings on the Relational and Environment factors which decreased their 

internal consistency. The FertiQoL and their subscales significantly correlated with both SWLS and 

HADS, which confirmed convergent validity. The Persian version of the FertiQoL is a valid, 

reliable instrument to measure QoL in infertile women and seems to perform as well as the original 

English Version
(32)

. 

2.9.1.5 The study about Effect of infertility on quality of life of women: a 

validation study of the Turkish FertiQoL. In Istanbul, Turkey, from May 2011 

to May 2014. 

In study conducted by Ozlem Dural et al, about effect of infertility on quality of life of women: a 

validation study of the Turkish FertiQol. The study was aimed to examine the relationship between 

FertiQoL and the hospital anxiety and depression scale (HADS) in the Turkish population. A cross-

sectional study carried out in the infertility clinic of Istanbul University School of Medicine in all 

female patients who underwent fertility treatments in the infertility clinic from May 2011 to May 

2014 were approached to participate in the study and 389 completed the questionnaires. The results 

were in the four core scales of the FertiQoL measure had a Cronbach‟s a value that was between 

0.70 and 0.89. Two scales (anxiety and depression) of HADS both had a Cronbach‟s a value of 

0.80. These values present a reliable usage of FertiQoL and HADS measures (a>0.60). Significant 

negative correlations were found between the FertiQoL scales and HADS scales, ranging from -
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0.27 (between relational scale of FertiQoL and anxiety scale of HADS) to -0.65 (between mind–

body scale of FertiQoL and depression scale of HADS). The results of this study provide supportive 

data to confirm that the Turkish version of FertiQol can accurately evaluate QoL in women who 

seek fertility treatment in Turkey
(33).

 

2.9.1.6 The study about Psychometric characteristics of the FertiQoL 

questionnaire in a German sample of infertile individuals and couples, German, 

from December 2011 to November 2013.  

In study conducted by R.E.Sexty et al, about psychometric characteristics of the FertiQol 

questionnaire in a German sample of infertile individuals and couples from December 2011 to 

November 2013. The study was aimed to tested Psychometric properties of FertiQoL in German 

infertile couples and individuals. Over a period of two years, 596 infertile women and men took part 

in the study conducted at three German fertility clinics, consecutive sampling, potential participants 

were recruited by the administrative staff and asked to fill out the questionnaire package while 

waiting for medical consultation or examination. The  results were the German version of FertiQoL 

in both genders proved to a large extent of validity and reliability on four-factor structure involving 

different socio-demographic and medically relevant aspects in men and women (with the exception 

of an especially strong intercorrelation in Emotional and Mind/Body subscales). Family and 

friends‟ support items loaded weakly on the Social subscale of FertiQoL ( 0.27 and 0.34 in women, 

0.32 and 0.19 in men).The Emotional and Mind/Body subscales revealed a strong intercorrelation (r 

= 0.77, p < .001 in women, r = 0.74, p < .001 in men). Women scored lower than men on the 

Emotional and Mind/Body subscales only and they reported better fertility-specific relational QoL. 

In women, the perceived cause of infertility and already mothering a child related significantly to 

individual FertiQoL scores, while in men, age, educational level, and the duration of their wish for a 

child had an impact on the FertiQoL subscales (all p <.05). The men‟s educational level, the 

women‟s educational level, and the subjective perceived medical cause of fertility problems exerted 

cross-partner effects on QoL (all p <.05). The use of the FertiQoL in fertility care is recommended 

because it can provide important information for the medical staff and the patients themselves on 

the challenges they face in connection with emotional, physical, relational and social quality of life. 

In practice, the questionnaire is a feasible instrument for appraising the way couples with fertility 

problems function psychosocially
(34)

. 
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2.9.1.7 The study about the fertility quality of life (FertiQoL) tool: development 

and general psychometric properties, Australia, Canada, New Zealand, UK and 

USA in 2011. 

In study conducted by Jacky Boivin et al, about the development and general psychometric 

properties of FertiQoL. The study was aimed to psychometric evaluation Of FertiQoL tool, sample 

were taken from one fertility clinic in Australia, Canada, New Zealand, UK and two clinics from 

the USA. Patient advocacy web-sites in these countries (i.e. ACCESS, American Fertility 

Association, Resolve, Infertility Awareness Association of Canada, International Consumer Support 

for Infertility, Infertility Network UK) hosted the online survey. The clinic sample consisted of 291 

women and 75 men, and the online sample consisted of 1014 women and 34 men were use answer 

the standard FertiQoL questionnaire.  The main results were that FertiQoL consists of 36 items that 

assess core (24 items) and treatment-related quality of life (QoL) (10 items) and overall life and 

physical health (2 items). Cronbach reliability statistics for the Core and Treatment FertiQoL (and 

subscales) were satisfactory and in the range of 0.72 and 0.92. Sensitivity analyses showed that 

FertiQoL detected expected relations between QoL and gender, parity and support-seeking. 

FertiQoL was translated into 20 languages by the same translation team with each translation 

verified by local bilingual fertility experts, in conclusion FertiQoL is a reliable measure of the 

impact of fertility problems and its treatment on QoL
(28)

.  

2.9.2 Quality of life in infertile using FertiQol tool among countries: 

2.9.2.1 The study about Quality of life in Indian women with fertility problems 

as assessed by the FertiQoL questionnaire: a single centre cross sectional study. 

Hyderabad, India,   2017. 

In study conducted by Hema Jagdish Desai and Sirisha Rao Gundabattula, about Quality of life in 

Indian women with fertility problems as assessed by the FertiQoL questionnaire. The study was 

aimed to measure the quality of life in women with infertility at single tertiary centre in a teaching 

hospital in Hyderabad, India. A cross-sectional study was done and about 244 women were 

administered the questionnaire. Quality of life was measured using the FertiQoL International 

questionnaire (English/Hindi). The results were, the women age ranged from 20 to 38 years and 

polycystic ovary syndrome was the most common cause of infertility. Core FertiQoL scores were 

analysed in 215 women and Treatment FertiQoL in 156. The mean Total FertiQoL score in the 

study population was 66.1 (SD 13.0) and this overall score was not influenced by socio-

demographic or infertility-specific factors. On subscale analysis the emotional subscale showed the 

lowest scored and the least impact of fertility problems were shown on the relational domain. The 
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mental and physical symptoms as a result of fertility treatment (treatment tolerability) were 

associated with a poorer QoL than accessibility and quality of treatment (treatment environment). 

On the other hand women who had living children and were university-educated had significantly 

better emotional scores while obese (≥35 kg/m2) women and those on ovulation induction treatment 

had poorer mind body and relational scores, respectively. Women with associated co-morbidities 

had worse quality of life on the Treatment Environment scale than those without
(35)

. 

2.9.2.2 The study about Quality of life of immigrant and non-immigrant infertile 

patients in a publicly funded in vitro fertilisation program: a cross-sectional 

study, Montreal, Quebec, Canada, from 1 March 2015 to 31 July 2015. 

In study conducted by J Hasson et al, about quality of life of immigrant and non-immigrant infertile 

patients in a publicly funded in vitro fertilisation program : across-sectional study. The study was 

aimed to investigate whether there were differences in fertility quality of life (FertiQoL) and socio-

demographic characteristics between immigrants and non-immigrant patients who attending to a 

government-funded fertility program. Across-sectional study design was done over a period of 5 

months (from 1 March 2015 to 31 July 2015), where all patients attending the reproductive unit of 

the McGill University Health Centre (MUHC) in Montreal, Quebec were invited to complete a 

survey consisting of a self-report socio-demographic questionnaire and the FertiQoL questionnaire. 

The sample size was calculated based on previous studies calculations which compared FertiQoL 

scores between different groups of infertile patients and according to calculation that about 204 

patients were needed in the immigrant patients group and that 612 patients were needed in the non-

immigrant group (based on a 1:3 ratio of subjects to controls).  The results were in all 1020 patients 

completed the questionnaires 752 (77.7%) non-immigrant Canadian citizens and 215 (22.3%) 

resident immigrants were included in the analysis. Median duration in Canada for immigrants was 4 

years. Immigrants were more likely to have university/graduate degrees (75% versus 64%), to be 

unemployed (37% versus 13.1%) and to have lower annual household incomes (72.8% versus 

39.5%, all P < 0.05). They also reported poorer QoL and achieved significantly lower scores in the 

emotional, mind/body, social, treatment and total FertiQoL domains. Multivariate analysis showed 

male gender, lower education level and Caucasian/ European ethnicity to be significantly associated 

with higher QoL
(36)

. 
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2.9.2.3 The study about Quality of Life and Its Influencing Factors of Couples 

Referred to An Infertility Centre in Shiraz, Iran, from February 2014 to March 

2015.  

In study conducted by Bahia Namavar Jahrom et al, about quality of life and its influencing factors 

of couples referred to an infertility centre in Shiraz, Iran from February 2014 to march 2015. The 

study was aimed to evaluated QoL and its associated factors among Iranian infertile couples. A 

cross-sectional study was done and subjects were selected by simple random sampling from 

infertile couples who attended to Infertility Clinic of the Mother and Child Hospital, Shiraz, Iran 

from February 2014 to March 2015. The 501 infertile couples were eligible and only 499 couples 

were properly completed the questionnaires which consisted of (FertiQoL) instrument that was used 

to measure QOL and an additional questionnaire was used to assess participants‟ demographic and 

clinical characteristics. The results were showed that Couples with lower income levels had lower 

relational, mind/body, emotional and total core scores. Female participants with lower academic 

degrees had lower scores in the emotional subscale, while the male participants with lower 

academic degrees showed lower scores in emotional, mind/body, relational, social and total QoL 

domains. The study also showed that Participants with lower infertility duration obtained 

significantly greater QoL scores. Subjects who had undergone any type of treatment, including 

pharmacological treatment, intrauterine insemination (IUI), intra-cytoplasmic sperm injection 

(ICSI) and in vitro fertilization (IVF) showed significantly lower scores in the environmental 

domain.  

Finally tolerability, emotional and environmental domains were significantly more popular when 

the infertility problem was related to a male factor
(37)

. 

2.9.2.4 The study about Quality of life in Turkish infertile couples and related 

factors, Turkey, from January 2013 to December 2014. 

In study conducted by Asli Goker et al, about Quality of life in Turkish infertile couples and its 

related factors. The study was aimed to assess the quality of life in Turkish infertile couples. A 

cross-sectional study was done on 127 infertile couples who were admitted to Gynaecology clinic at 

Celal Bayar University, School of Medicine Hafsa Sultan Hospital for diagnosis and treatment, 

between January 2013 and December 2014. Data was collected by questionnaire (demographic and 

FertiQol Turkish version) while the medical information was obtained from medical record. The 

results were showed that women had lower overall quality of life than men. Couples who were 

married for fewer than 10 years had a much lower emotional score. Women who had a history of 

infertility treatment, men who have lived in the town or village, men with primary infertility and 

men who have had primary or lower education all had lower scores for mind/body subscale. Social 
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scores were found lower in women under the age of 30, women with middle or low income, men 

who were married for fewer than 10 years, men who did not have children for 5 years or more and 

men with primary infertility. The tolerability and environment scores were significantly higher in 

women who had been married more than once. In conclusion, infertility had an adverse effect on the 

QoL of Turkish couples. The women‟s emotional, mind/body, core, tolerability and total FertiQoL 

scores were lower than were those of the men. The mean total FertiQoL scores decreased in 

younger couples, couples married for fewer than 10 years, men with primary infertility, men with 

lower education and men with longer duration of infertility
(38).

 

2.9.2.5 The study about Cross-cultural comparison of fertility specific quality of 

life in German, Hungarian and Jordanian couples attending fertility centre. 

Hungary, Germany, and Jordan, from February 2012 to June 2014. 

In study conducted by Réka E. Sexty et al, about cross-cultural comparison of fertility specific 

quality of life in German, Hungarian and Jordanian couples attending to fertility centre. The study 

was aimed to measure cross-cultural differences in fertility specific quality of life in infertile 

couples in Germany, Hungary and Jordan who attend a fertility centre. A cross-sectional study was 

conducted in one fertility clinic in Germany, in five fertility clinics in Hungary and in one fertility 

clinic in Jordan. Overall 750 couples (252 couples in Jordan, 246 couples in Germany and 252 

couples in Hungary) who were attending to the medical infertility centres for consultation, they 

were asked to fill out the questionnaire set (The questionnaire consisted of the FertiQoL, 

sociodemographic (were filled by couples) and medical questions (were answered by the first two 

authors based on the medical files of the couples)). Data were collected between February 2012 and 

June 2014. The results were showed that Jordanian couples had the shortest relationship (5.8 ± 4.3 

yrs.), while they reported the longest duration of child desired (4.2 ± 3.6 yrs.) and fertility 

treatments (3.0 ± 3.3 yrs.). The proportion of high education was considerably higher in Jordanian 

women and men (60 % and 66 %, respectively) compared to the other two samples. Across-country 

study first marked that differences were obtained on Emotional, Mind/Body and Relational 

subscales of the FertiQoL, indicating that Jordanian couples reported poorer fertility-related quality 

of life than Germans and Hungarians (its scored was highest one) (p < 0.001). After controlling for 

the sociodemographic and medical variables, a significant difference only was saw in the Emotional 

domain was observed (p < 0.001)  where Hungarian reported better QoL than Germans and 

Jordanians
(39)

. 
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2.9.2.6 The study about Quality of life in women with infertility via the FertiQoL 

and the Hospital Anxiety and Depression Scales, Istanbul, Turkey,  from 

January 2013 to May 2013.  

In study conducted by Hatice Kahyaoglu Sut and Petek Balkanli Kaplan, about quality of life in 

women with infertility via the FertiQol and HAD scales. The study was aimed to examine the 

relationships between quality of life, anxiety and depression in female patients with infertility. A 

cross-sectional design was done between January 2013 and May 2013 at the Gynaecology and 

Obstetrics Department of Trakya University Faculty of Medicine. 89 women were complete a 

questionnaire that included demographic data, the FertiQoL scale and the Hospital Anxiety and 

Depression Scale. The results were the average total FertiQoL score was 66.0 ± 14.5.There were 

negative correlations between the treatment and core FertiQoL scores and the Hospital Anxiety-

Depression subscale scores. The attempted conception duration was negatively correlated with the 

total and core (emotional, mind-body, and social subscales) scores of the FertiQoL. The number of 

in vitro fertilizations was negatively correlated with the total, core (mind-body subscale) and 

treatment (tolerability subscale) scores of the FertiQoL. In conclusion, infertility significantly 

reduces quality of life in women by increasing their anxiety and depression levels
(40)

.  

2.9.2.7 The study about the fertility quality of life (FertiQoL) questionnaire in 

Taiwanese infertile couples, Taiwan, from June 2010 to August 2010. 

The study was conducted by Pei-Yang Hsu et al, about the fertility quality of life (FertiQol) 

questionnaire in Taiwanese infertile couples. The study was aimed to characterize the fertility 

quality of life (QoL) in Taiwanese infertile couples using an objective measurement tool the 

FertiQoL questionnaire and establish a reference level of QoL for clinical applications and future 

studies. A cross-sectional study design was done in seven fertility institutes where a self-report 

questionnaire was distributed to infertile couples who were undergoing the treatment of in vitro 

fertilization (830 copies). Also the online version of the FertiQoL questionnaire was issued on the 

website of Taiwan Society for Reproductive Medicine and was opened to the public from June 2010 

to August 2010. The results were a total of 534 copies of eligible FertiQoL questionnaires were 

collected. The total scores for the Core FertiQoL and Treatment FertiQoL are 55.12 ±3.72 and 

56.40 ±10.96, respectively. Both the Core and Treatment FertiQoL were significantly higher in the 

males of infertile couples than the females (60.63 ± 14.07 vs. 54.39 ±13.52, p ¼ 0.001, and 59.13 

±12.44 vs. 56.03 ±10.71, p ¼ 0.035, respectively). Significantly better QoL was found in infertile 

patients in the Southern Taiwan, with a Core FertiQoL of 58.21 ±12.70 and a Treatment FertiQoL 

of 58.79 ±10.15
(29)

.  
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2.9.2.8 The study about Social Meaning and Consequences of Infertility in 

Ogbomoso, Nigeria, 2017.  

In study conducted by Fehintola A. O et al, about Social Meaning and Consequences of Infertility in 

Ogbomoso, Nigeria. The study was aimed to investigate the perceived causes and impacts of 

infertility in the context of patient seeking care at Bowen University Teaching Hospital Ogbomoso 

in Oyo State. A cross-sectional study was done among women of reproductive age (15-49 years) a 

purposive sampling methodology was used take a total of 200 women, data collected by 

quantitative( semi-structured interviewer administered questionnaire) and qualitative (4 Focus 

discussions groups) were research techniques. The results were approximately 40% and 60% of the 

respondents seeking care for infertility were suffering from primary and secondary infertility 

respectively. Perceived meaning and etiologies of childlessness were multidimensional, but 33% of 

the respondents not sure of the fundamental factor. 79% were under pressure to become pregnant. 

The high quality of fertility within marriage has placed a larger proportion of them under pressure 

from their husbands (25%), their mother-in-law's (40%), and the community (14%). This study 

concluded that women regard infertility to be caused by multiplicity of factors. Most of these 

etiologies were unscientific and unverifiable. Fruitful beliefs also put enormous burden on those 

women suffering from infertility including adverse psychosexual effects. The continuous pressure 

due to infertility in this group of patients requests for urgent intervention as most of these women 

become susceptible to high risk sexual behaviour, depression and other severe consequences 
(12)

. 
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Chapter Three 

 Research methodology 

3.1 Study design: 

      This study was conducted through an observational descriptive cross-sectional facility based 

study. 

3.2 Study area: 

Khartoum state is capital city of Sudan, the largest city of population, the city located in the 

heart at the confluence of the White Nile and Blue Nile, with population of 5,989,000 (2020)
(41)

, 

there was 10 private infertility centres in Khartoum state, the study was conducted in Dr.Elsir Abu 

Elhassan Fertility Centre. 

3.2.1 Study setting:  

Dr.Elsir Abu Elhassan Fertility Centre, the private centre was published in1999 as the first 

centre specialist in fertility and laparoscopic in Sudan. The centre is located in Khartoum 2 in 31
st
 

Ave E, closed to Yastashfon clinic. The main services that provide by centre were In Vitro 

Fertilisation (IVF), Intra Uterine Insemination (IUI) and pregnancy follow-up. The centre was used 

the most recent techniques to provide these services like Embryo freezing, choosing the best 

genetically sperm and knowing the genetic maturity of the sperm. 

3.3 Study duration: 

This research was completed within 7 months from 1
st
 August 2020 to15th February 2021.  

3.4 Study population:  

 Infertile couples who attend to Dr.Elsir Abu Elhassan Fertility Centre. 

3.4.1 Inclusion criteria: 

 Sudanese couples. 

 Willing to participate. 

 Couples in treatment process. 

3.4.2 Exclusion criteria: 

 Both or one couple suffering from mental illness.  

3.5 Variables: 

3.5.1 Dependent variable: 

Quality of life in Sudanese infertile couples who attend to Dr.Elsir Abu Elhassan Fertility 

Centre.  
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3.5.2 Independent variable: 

  Infertile couples who attend to Dr.Elsir Abu Elhassan Fertility Centre.  

Martial duration, Infertility duration, Education level and Pregnancy.  

3.5.3 Background variable: 

Sex, Age, Occupation.  

3.6 Sampling type and technique: 

The non-probability sample was taken by convenience sampling technique. 

3.7 Sampling size:  

The simplest formula for known population n=N/ (1+N*(d)
2
) was used to calculate our sample 

size where: 

 n= Sample size, N= Total population size, d= the degree of accuracy (0.05). 

Total population= 

1) Number of patients per day (50, 24, 36, 20, 45, 35), the average was 210/6 =35 patients. 

2) Number of patients per week=35×6=210 patients. 

3) Number of patients per month=210×4weeks=840 patients. 

4) Number of patients per year=840×12months=10080 patients. (Total population). 

5) Sample size=10080/ (1+10080(0.05
)2 

) =384.7=385 patients =192couples. 

293 patients were willing to participate in study among this month. Also the patients become 

repeated during this period so I couldn't get all number. 

3.8 Data collection tool and technique: 

Data was conducted through using self-administered written questionnaire which contain 

closed-ended questions, a questionnaire had 2 parts (data regarding to demographic information 

were obtained via modified part and Arabic version of standardized questionnaire of FertiQol was 

used to measure quality of life). FertiQol tool  (consist of 36 items: 2 items were background 

information about overall physical health and quality of health satisfactions, 10 items were 

retreatment items (environmental (accessibility and quality of treatment) and tolerability (the impact 

of the medical services on daily life) ), 24 items were core items which consist of 4 domains: 

emotional ( jealousy , resentment, sadness and depression), mind/body (physical health, cognition 

and behaviour), social (stigma, support, expectation and inclusion) and relational (sexuality, 

communication and commitment) ) was filled by infertile couples (one for husbands and other for 

wives)from 27/10/2020 to 26/11/2020. 

The pre-test was done in 20 women and 18 men who they attending to Hawwa centre for 

fertility( the centre is located at Khartoum, Juba Street, from period of 17/10/2020 to 20/10/2020, 

the modification were done in some worlds in standard questionnaire to be suitable for Sudanese 
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culture before it distributed to patients in Dr.Elsir Abu Elhassan Fertility Centre, where 

questionnaires were distributed by researcher to patients every day from Saturday to Thursday from 

9 a.m. to 12 noon in period of month.  

3.9 Data analysis: 

Data was analysed and the statistical package of social science (SPSS) version 26 was used to 

ensure effective information was extracted. Data were presented by figures, tables and chart. 

Results were discussed and compared with correlated studies. 

3.10 Ethical consideration: 

Permission was obtained from the International University of Africa and from the Dr.Elsir Abu 

Elhassan fertility centre (Annex v), the purpose of the study was explained in details before 

administrating questionnaire and only participants voluntarily willing to take part was included 

(verbal approval was taken), the participants were assured of the confidentiality and secrecy of the 

information they provided and no financial benefit was offered to participants, participants had right 

to withdraw at any time without any deprivation. 
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Chapter Four 

 Result 

 293 participants were willing to participate in study. All of them answered the demographic part, 

the 2 questions about overall physical health and quality of health satisfactions and 24 core items. 

Only 235 of them were optionally answered the treatment part. The analysis results were as the 

following. 

 

 Demographic Information: 

 

  
 

 
 

 

Figure 4.1: The Gender distribution of respondents who attend to Dr.Elsir Abu 

Elhassan fertility centre, Khartoum, 2020 (n=293). 

 

The figure Shows that the majority of the participants were Females by 64.2% (n=188) and 35.8% 

(n=105) were males.   
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Figure 4.2: The age categories of respondents who attend to Dr.Elsir Abu 

Elhassan fertility centre, Khartoum, 2020 (n=293). 

 
The figure shows that about 46% of the participants' age group was 25 years-less than 35 years 

(n=135), followed by 35.2% of those whose age group was 35 years-less than 45 years (n=103). 

Then 11.6% (n=34) of the participants' age group was (15 to 25) and only 6.8% (n=20) of them 

were too old that their age group was (45 to 55). Very interestingly was noticed that only one 

person (one participant) was above 55 years old. 
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Figure 4.3: The education level of respondents who attend to Dr.Elsir Abu 

Elhassan fertility centre, Khartoum, 2020 (n=293). 

 

 
The figure shows that more than half of the participants studied university level (n=152), 26.62% 

(n=78) Secondary, 10.24% (n=30) Elementary and 9.90% (n=29) above university, while 1.37% 

(n=4) were never study before. 
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Figure 4.4: The occupation status of respondents who attend to Dr.Elsir Abu 

Elhassan fertility centre, Khartoum, 2020 (n=293). 

 
The figure Shows that about 39% (n=115) of the participants were housewives, about 22% (n=64) 

were employees in public sector, 20.48% (n=60) self-employees, about 17% (n=49) of were other 

types of occupation and only about 2% (n=5) were retired.  
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Table 4.1: The marital duration of respondents who attend to Dr.Elsir  

Abu Elhassan fertility centre, Khartoum, 2020 (n=293). 

 

 

Marital duration Frequency Percent 

1year-less than3years. 80 27.3 

3years-less than6years. 86 29.4 

6years-less than9years. 48 16.4 

9years-less than 12years. 35 11.9 

More than 12years. 44 15.0 

Total 293 100.0 

 

 
The table shows that the marital duration for 29.35% of the participants was (3 to 6 years), 27.30% 

was (1 to 3 years), 16.38% was (6 to 9 years), 15.02% was (more than 12 years) and 11.95% was (9 

to 12 years). 
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Figure 4.5: Pregnancy distribution before start treatment for respondents who 

attend to Dr.Elsir Abu Elhassan fertility centre, Khartoum, 2020(n=293). 

 
The figure shows that the majority of the participants did not get pregnant before start treatment by 

68% (n=199) and 32% (n=94) get pregnant before start treatment.  

This figure indicate most of participants were primary infertile.  
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Table 4.2: Infertility duration of respondents who attend to Dr.Elsir Abu 

Elhassan fertility centre, Khartoum, 2020 (n=293). 

 

  

 

Infertility duration Frequency Percent 

1year-less than3years. 105 35.8 

3years-less than6years. 103 35.2 

6years-less than9years. 40 13.7 

9years-less than 12years.  27 9.2 

More than 12years. 18 6.1 

Total 293 100.0 

 

 

 

The table shows that the infertility duration for 35.84% of the participants was (1 to 3 years), 

35.15% was (3 to 6 years), 13.65% was (6 to 9 years), 9.22% was (9 to 12 years) and only 6.14% 

was (1 to 3 years). 
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FertiQol Part: 

Table 4.3: The Overall physical health of respondents who attend to Dr.Elsir 

Abu Elhassan fertility centre, Khartoum, 2020 (n=293). 

 

The 

overall 

physical 

health 

rate 

 
 

 

Very 

Poor 
Poor 

Neither 

Good nor 

Poor 

Good 
Very 

Good 
N 

Weighted 

Mean 
Attitude 

Count 1 3 32 135 122 293 

3.28 

 

Very 

Good 

% 0% 1% 11% 46% 42% 100% 

 

The table shows that about 88% of the participants rate their healthy as good/very good, 11% rate 

Neither Good nor Poor and only 1% response with poor healthy. As the weighted mean is equal to 

3.28 it concludes that in general the participants rate their healthy as Very Good. 

Table 4.4: Quality of health satisfactions of respondents who attend to Dr.Elsir 

Abu Elhassan fertility centre, Khartoum, 2020 (n=293). 
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Count 15 11 15 92 160 293 

3.27 

 

Very 

Satisfied 

% 5% 4% 5% 31% 55% 100% 

 

The table shows that about 86% of the participants are satisfied with their quality of life, 5% neither 

satisfied nor dissatisfied and only 5% and 4% response with very dissatisfied and dissatisfied 

respectively. As the weighted mean is equal to 3.27 it concludes that in general the participants are 

Very Satisfied quality of life. 
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Table 4.5: Fertility Quality of Life of respondents who attend to Dr.Elsir Abu 

Elhassan fertility centre, Khartoum, 2020 (n=293). 

 

 

 

FertiQol Domains Mean Standard Deviation Items numbers 

 Emotional Subscale Score 66.10 21.73 6 

 Mind/Body Subscale Score 68.98 25.98 6 

 Relational Subscale Score 79.49 17.34 6 

 Social Subscale Score 76.56 22.11 6 

 Environment Subscale Score 73.95 19.16 6 

 Tolerability Subscale Score 72.82 23.37 4 

 Core FertiQoL 72.79 17.93 24 

 Treatment FertiQoL 73.39 16.93 10 

 FertiQoL 72.84 15.97 34 

 

 

 
The overall FertiQoL total and subscale scores were shown in Table 5 an average over all FertiQoL 

was 72.84 with standard deviation of 15.97, while the average of Core FertiQoL and Treatment 

FertiQoL were 72.8 and 73.39 with standard deviation of 17.93 and 16.93 respectively, which were 

almost similar. In addition, the average of subscales were found to hover around (66.10 – 79.49). 

The least impact of infertility was shown on relational subscale, while the most impact were on 

emotional and mind\body scale. 

The impact on environment, tolerability, core, treatment and overall FertiQol were same. 
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Table 4.6: FertiQol vs Gender of respondents who attend to Dr.Elsir Abu 

Elhassan fertility centre, Khartoum, 2020 (n=293). 

  

FertiQol Domains 
  

Gender 

P-value Female Male 

Mean Standard Deviation Mean Standard Deviation 

Emotional Subscale 

Score 
63.39 21.13 70.95 22.04 0.004 

Mind/Body Subscale 

Score 
66.49 24.95 73.45 27.28 0.028 

Relational Subscale 

Score 
79.7 17.71 79.13 16.72 0.784 

Social Subscale Score 76.84 23.22 76.07 20.07 0.776 

Environment Subscale 

Score 
74.81 19.49 72.36 18.55 0.351 

Tolerability Subscale 

Score 
71.57 22.5 75.15 24.88 0.263 

Core FertiQoL 71.6 17.62 74.9 18.37 0.131 

Treatment FertiQoL 73.19 16.67 73.76 17.51 0.808 

FertiQoL 72.1 15.61 74.18 16.57 0.285 

 

 

The table shows that the FertiQoL results on different genders. Males showed a statistically 

significantly higher FertiQoL scores in emotional and mind/body aspects in the Core FertiQoL 

subscale (70.95 vs. 63.39 in the emotional domain, and 73.45 vs. 66.49 in the mind/body domain).   

That mean the impact of infertility on emotional and mind/body subscales were more in females 

than males. 

The score was not different statistically on the rest of the six domains. 

The mean scores of the Core FertiQoL, Treatment FertiQoL and overall FertiQoL were (71.6 vs 

74.9, 73.19 vs 73.76 and 72.1 vs 74.18) respectively in females/males of infertile couples, although, 

the variation among male group was higher than the variation within female group, but still the 

differences between the two groups not statistically significant. 
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Table 4.7: FertiQol vs Age of respondents who attend to Dr.Elsir Abu Elhassan 

fertility centre, Khartoum, 2020 (n=293). 

 

  
FertiQol Domains 

  

Age 

  p
-v

al
u

e 

 

15 years-less 

than 25 years 

 

 

25 years-less 

than 35 years 

 

 

35 years-less than 

45 years 

 

 

45 years-less 

than 55 years 
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Emotional Subscale 

Score 
60.91 18.32 65.83 21.13 67.48 23.4 68.96 22.48 0.547 

Mind/Body Subscale 

Score 
65.69 24.62 69.01 26.27 70.06 26.05 68.54 27.95 0.941 

Relational Subscale 

Score 
76.72 17.59 78.89 17.9 80.95 16.93 80.42 15.89 0.733 

Social Subscale Score 68.75 21.69 78.12 23.5 78.52 19.45 68.33 23.12 0.054 

Environment 

Subscale Score 
78.7 16.07 72.01 20.26 75.25 18.13 72.92 21.78 0.430 

Tolerability Subscale 

Score 
72.92 29.37 72.82 21.75 72.79 23.85 72.27 22.82 0.998 

Core FertiQoL 68.01 17.65 72.96 17.61 74.25 18.13 71.56 19.7 0.462 

Treatment FertiQoL 75.81 19.19 72.42 16.58 74.02 16.73 72.59 17.92 0.896 

FertiQoL 70.73 16.44 72.39 15.97 74.5 15.34 70.73 18.88 0.694 

 

The table shows the mean scores on different age groups. There were no statistically significant 

differences in average of all domains nor the overall FertiQoL according to age categories. 
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Table 4.8: FertiQol vs Education level of respondents who attend to Dr.Elsir 

Abu Elhassan fertility centre, Khartoum, 2020 (n=293). 

 

FertiQol Domains 

  

Education level 

  
P
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e 

Never 

study 

before 

Elementary Secondary University 
Above 

University 
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Emotional Subscale 

Score 
27.08 18.16 58.75 23.66 67.04 21.18 68.23 20.96 65.37 20.08 0.001 

Mind/Body 

Subscale Score 
34.38 12.44 55 30.37 66.24 27.6 73.99 23.49 69.4 21.37 0.000 

Relational Subscale 

Score 
62.5 15.59 80 17.89 78.1 17.27 80.78 16.17 78.3 22.11 0.254 

Social Subscale 

Score 
45.83 16.32 69.03 26.91 73.56 20.53 80.18 21.76 77.73 17.76 0.002 

Environment 

Subscale Score 
97.92 2.95 78.13 21.67 74.51 18.99 72.27 19.08 75.96 17.77 0.249 

Tolerability 

Subscale Score 
62.5 53.03 73.75 31.45 73.09 23.1 74.46 21.38 64.18 24.21 0.331 

Core FertiQoL 42.45 8.94 65.69 20.47 71.23 17.81 75.79 16.75 72.7 16.85 0.000 

Treatment 

FertiQoL 
80.21 25.04 75.94 23.72 73.8 17.35 73.36 15.64 70.07 16.41 0.774 

FertiQoL 53.26 12.15 70 19.27 71.65 16.61 74.77 14.96 71.59 14.24 0.043 

 

The table shows that the overall FertiQol mean scores were significantly statistically differ from 

education level to another, as well the core FertiQoL, that is their p-value were (0.043 and <0.001) 

respectively, while not the case for Treatment FertiQoL which it‟s p-value was greater than 5%. 

For core FertiQoL domains The P-value were less than 1% in Emotional, Mind/Body and Social 

Subscale Score that is the average scores differences were statistically significant for the different 

Education levels, while the differences were not significant for Relational Subscale Score. 

None of the Treatment FertiQoL sub-domains was statistically significant, not the average of 

Environment Subscale Score nor the Tolerability Subscale Score. The highest impact was shown 

never study before and lowest impact shown among university education.  
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Table 4.9: FertiQol vs Occupation of respondents who attend to Dr.Elsir Abu 

Elhassan fertility centre, Khartoum, 2020 (n=293). 

 

FertiQol 

Domains 

  

Occupation 

  

P
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Employment 

(Public sector) 

Self-

employment 
Retired House wife Others 
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Emotional 

Subscale 

Score 

67.32 21.77 67.57 19.89 87.5 12.15 61.92 22.46 70.32 20.98 0.021 

Mind/Body 

Subscale 

Score 

73.89 22.24 71.67 24.97 82.5 13.63 63.41 27.68 71 26.75 0.041 

Relational 

Subscale 

Score 

78.39 17.77 81.32 15.41 77.5 13.37 78.41 18.68 81.46 16.29 0.724 

Social 

Subscale 

Score 

78.39 16.11 76.87 20.82 87.5 13.18 75.4 26.59 75.43 19.64 0.717 

Environment 

Subscale 

Score 

73.3 19.37 70.64 19.29 81.94 4.81 76.93 19.47 70.73 18.1 0.259 

Tolerability 

Subscale 

Score 

74.65 18.9 72.3 24.24 97.92 3.61 73.03 23.53 68.43 27.47 0.268 

Core 

FertiQoL 
74.5 16.05 74.36 16.94 83.75 7.85 69.78 19.52 74.55 17.62 0.157 

Treatment 

FertiQoL 
73.98 15.19 71.47 16.34 89.93 3.66 74.98 17.08 69.58 19.28 0.177 

FertiQoL 73.39 15.2 73.39 15.63 84.9 6.2 71.62 16.81 73.1 15.93 0.453 

 

The table shows the FertiQoL average Scores and ANOVA –F-test results on different Occupations. 

FertiQoL scores in emotional and mind/body aspects in the Core FertiQoL subscale‟s P-value found 

to be less than 5%, that is, the average scores differences were statistically significantly according 

to Occupation. While the average scores for remain four core FertiQoL sub-domains were not 

statistically significant, as well as the two treatments sub-scale. 

Neither the average score of overall FertiQoL nor the core FertiQoL nor the Treatment FertiQoL 

were statistically significant differ according to occupation. 

The highest effect was shown among housewives. 
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Table 4.10: FertiQol vs Marital duration of respondents who attend to Dr.Elsir 

Abu Elhassan fertility centre, Khartoum, 2020 (n=293). 

 

FertiQol 

domains 

Marital duration 

P
-v

al
u

e 

1year-less than 

3 years 

3 years-less 

than 6 years 

6 years-less 

than 9 years 

9 years-less 

than 12 years 

More than 12 

years 
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Emotional 

Subscale Score 
67.34 22.91 64.97 19.82 65.19 21.32 70 19.41 63.92 25.43 0.711 

Mind/Body 

Subscale Score 
73.18 23.82 68.7 25.97 67.62 27.74 72.86 23.16 60.32 28.61 0.094 

Relational 

Subscale Score 
80.99 18.03 77.08 18.28 78.3 17.34 85.95 12.87 77.65 16.4 0.097 

Social 

Subscale Score 
80.52 25.85 76.36 20.1 72.66 20.72 80 15.19 71.31 23.63 0.115 

Environment 

Subscale Score 
76.91 16.97 69.95 17.23 75.88 18.28 73.25 22.89 74.79 22.66 0.306 

Tolerability 

Subscale Score 
78.89 19.97 70.36 23.21 64.97 27.97 77.42 21.39 71.47 23.2 0.032 

Core FertiQoL 75.51 18.16 71.78 17.08 70.94 18.85 77.2 14.42 68.3 19.78 0.111 

Treatment 

FertiQoL 
77.9 14.65 70.15 14.87 70.42 18.48 75.34 15.95 73.13 21.27 0.079 

FertiQoL 75.79 15.77 70.94 15.03 70.76 16.87 76.04 13.59 70.94 18.18 0.146 

 

 

The table shows the mean scores on different marital duration. There were no statistically 

significant differences in average of all domains nor the overall FertiQoL according to marital 

duration accept the Tolerability Subscale Score, its P-value found to be less than 5% that‟s, the 

average scores of Tolerability differ significantly according to marital duration. The lower impact 

was shown among who had marital duration 1 year-less than 6years, while highest impact among 6 

years-9 years. 
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Table 4.11: FertiQol vs pregnancy before start treatment of respondents who 

attend to Dr.Elsir Abu Elhassan fertility centre, Khartoum, 2020 (n=293). 

 

 

FertiQol Domains 
pregnant before start treatment 

P-value 

Yes No 

Mean Standard Deviation Mean Standard Deviation 

Emotional Subscale Score 67.38 21.37 65.49 21.92 0.490 

Mind/Body Subscale Score 70.43 23.89 68.3 26.94 0.512 

Relational Subscale Score 79.57 17.6 79.46 17.25 0.961 

Social Subscale Score 78.06 17.32 75.86 24.06 0.428 

Environment Subscale Score 74.46 21.64 73.71 17.9 0.779 

Tolerability Subscale Score 68.99 23.5 74.68 23.15 0.080 

Core FertiQoL 73.86 16.66 72.28 18.52 0.482 

Treatment FertiQoL 71.73 17.97 74.2 16.4 0.295 

FertiQoL 73.18 16.09 72.68 15.94 0.803 

 

 

The table shows the mean scores and –T-test results on previous pregnancy status. There were no 

statistically significant differences in average scores of all domains and the overall FertiQoL as 

well according to previous pregnancy status. That is FertiQoL score is not different for infertile 

couples irrespective of whether they get pregnant before start treatment or not.   
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Table 4.12: FertiQol vs Infertility duration of respondents who attend to 

Dr.Elsir Abu Elhassan fertility centre, Khartoum, 2020 (n=293). 

FertiQol 

domains 

Infertility duration 

P
-V

al
u
e 

1 year-less 

than 3 years 

3 years-less 

than 6 years 

6 years-less 

than 9 years 

9 years-less 

than 12 years 

More than 12 

years 
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Emotional 

Subscale 

Score 
68.93 21.94 66.59 20.00 60.21 21.82 67.59 20.55 57.64 28.52 .105 

Mind/Body 

Subscale 

Score 
73.69 24.08 70.06 25.25 63.54 27.75 68.06 24.10 48.84 30.34 .002 

Relational 

Subscale 

Score 
80.83 18.38 77.87 17.13 77.29 17.60 84.57 13.71 78.24 16.01 .334 

Social 

Subscale 

Score 
81.31 23.75 76.86 19.67 67.50 20.09 77.62 16.43 65.74 28.82 .003 

Environment 

Subscale 

Score 
75.41 19.35 72.26 18.06 77.53 16.27 72.10 23.04 70.57 23.54 .566 

Tolerability 

Subscale 

Score 
74.92 21.82 72.41 24.37 68.37 26.88 75.00 19.67 70.31 24.10 .691 

Core 

FertiQoL 
76.19 17.65 72.85 16.75 67.14 19.11 74.46 15.39 62.62 21.71 .007 

Treatment 

FertiQoL 
75.17 17.16 72.33 16.08 72.95 16.73 73.55 16.23 70.44 22.15 .790 

FertiQoL 
75.66 16.06 72.43 15.19 68.18 15.79 73.96 15.25 67.48 18.84 0.062 

 

The table shows that for core FertiQoL domains The P-value were less than 1% in Mind/Body and 

Social Subscale Score that is the average scores differences were statistically significant for the 

different Infertility duration, while the differences were not significant for Emotional and 

Relational Subscale Score. 

None of the Treatment FertiQoL sub-domains was statistically significant, neither the average of 

Environment Subscale Score nor the Tolerability Subscale Score. 

Moreover, the average core FertiQoL score were statistically significant differ according to 

Infertility duration, while not the case for Treatment FertiQoL and overall FertiQoL as well not 

statistically significant. The lower impact was shown among who has infertility duration 1 year-

less than3 years. 
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Chapter Five 

 Discussion 

This study evaluated the QoL in couples with infertility problems and the variables that influencing 

the Qol in those couples. About 293 participants were willing to participate.  

5.1: Demographic Information: 

The main finding of analysis showed that in (figure 4.1) the majority of participants were female 

(n=188), for this reason the result found about 40% of participants were house wife (figure 4.4).    

Half of participants' age (figure 4.2) were in range of (25-35 years old), so more than half of them 

with university education (figure 4.3) and half of participants with marital and infertility duration 

(table 4.1 and 4.2) were with range (1year-less than 3 years and 3year-less than 6 years). Most of 

participants were young and better scores were obtain with less duration. Most of them were 

primary infertile (figure 4.5) which similar to what found in study done in Saad Abualila Teaching 

Hospital in Khartoum, Sudan
(3)

 that high rate of primary infertility among Sudanese infertile 

couples. 

5.2: FertiQol: 

In FertiQol part the participants had very good general physical health and very satisfied about their 

general life (table 4.8 and 4.9). This result may be due to our general Sudanese perception to our 

life satisfaction.  

The mean Total FertiQoL score in the study population was 72.84 (SD 15.97),which is higher than 

total FertiQol (66.1 ± 13.0) in Indian women
(10)

, than in Iran (62.57 ± 16.89)(42), in study done in 

Canada 
(36)

 among Non-Immigrants and immigrants couples the total FertiQol were (68± 17 versus 

65 ± 18, P < 0.01, respectively), in Turkish women
(33)

 total FertiQoL(67.10 ± 16.71), than in 

Turkish  women (66.0 ± 14.5 )
(40)

. This due to different culture among countries, this indicate that 

Sudanese have better life satisfaction than many other countries. 

The finding similar to that found in study done among couples with unexplained infertility and 

polycystic ovary syndrome(43) which found that  total FertiQol scores (72.3+14.8) in Women with 

PCOS, and lower than those with UI (77.1+12.8; P, 0.001), also similar to 72.27 (SD=10.42) in 

Turkish secondary infertile women(44)
. 
This because all this studies (include our study) have high 

relational score, that indicate the role of marital relation on Qol regard less to cause of infertility.  

5.3: FertiQoL Subscale:  

On subscales the higher impact was seen on emotional subscale (lower score) and lower impact on 

relational subscale (higher score).which is similar to what were found in studies in Indian 

women
(10),

 in Turkish women
(33),

 in Turkish women(44). This studies done in different culture but 
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similarity due to similarity in gender, education and occupation status, which indicated the effect of 

this factor on over all result. 

The emotional score was 66.10(SD=21) which is similar to German couples, higher than in Jordan 

couples and lower than in Hungarian couples. Mind/ body was 68.98 (SD=25) is similar to Jordan 

while it lower than in both Hungarian and German couples. Relational was 79.49 (SD=17.34) which 

similar to German, higher than Jordan and lower than Hungarian couples. Social was 76.56 (22.11) 

which higher than Jordan and German couples where lower than Hungarian couples, in study 

conduct on Germany, Hungary and Jordan infertile couples
(39)

. This different due to different 

demographic factors. 

5.4: FertiQol vs Gender: 

The demographic variable has different effect on the different aspect of infertile life, on the gender 

Our study finding that significant difference in the emotional and mind/body quality of life 

subscales, male scored higher on these subscales than female. 

our finding is consistent with finding that infertility has negative emotional difficulties among 

Gambian women(45)
. 
Due to similarity in culture as supposed woman become mother immediately 

after married. 

Also consistent with the finding among Turkish infertile couples on emotional and mind/body with 

higher score in male
(38) 

and contrast to our finding no significant different on core, tolerability and 

total FertiQoL scores. 

In study done in German, Italian and French couples in Spain (46)
 
it consistent with our finding that 

higher scores among Italians men than women in the emotional (+13.74; P < 0.001), mind/ body 

(+13.39; P < 0.001) and contrast the finding on social (+4.11; P = 0.004) subscale, the finding that 

French individuals had significantly lower emotional (−6.44; P = 0.003), mind-body (−7.41; P < 

0.001) and relational scores (−4.75; P = 0.02) among men than women, while German individuals 

showed higher social scores (+6.41; P < 0.001) but lower relational scores (−7.40; P = 0.002) in 

men than women. 

Our finding is consistent with  the study conduct on Germany, Hungary and Jordan infertile 

couples
(39)

. And contrast to our finding that no significant on social subscale like that found in 

Jordan and Hungarian. 

Our study consistent with study finding done among German and Hungarian couples(47) that 

significant differences in the German  group were detected on Emotional and Mind/Body scales 

with high scales among males. And contrast our finding that Hungarian group has significant 

difference among all subscales. 
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In study done in couples
(48)

 which consistent our finding that infertile women had significantly 

lower levels of QoL than their partners in emotional and mind/body and contrast our finding on 

social subscale . As general the effect of infertility on women more than men on emotional subscale 

due to nature of women to be a mother regardless to culture. 

5.5: FertiQol vs Age: 

On the  age our study finding that there was no significant difference among couples age groups and 

Qol in all subscales, in study done in Turkish women consistent with our finding
(40)

 which finding 

no significant relation between women's age and Qol. 

Some studies contrast our finding, which found that the Turkish younger women obtained low 

scores from emotional, social and core subscales, while the younger men obtained low scores only 

from the emotional subscale
(38),

 In study done among Iranian infertile women found that the 

younger age is predictor of a lower Emotional and Mind-Body subscales of QoL, while older age 

had lower Relational subscale of QoL(42)
,
 in study done in Turkish women(44) found that a 

statistical significant relation in age group less than 30 years on Relational subscale (high score) on 

the other hand, the worst Environment subscale was obtain at ages between 30 and 35 among 

Turkish women. This different may be due to present of some confounding factor as income, live 

with nuclear family and cause of infertility which is not mention in our study. 

5.6: FertiQol vs Education: 

On education variable our study found that total FertiQol, core, social, mind/body and emotional 

were significant statistically with education level and non-significant with rest subscale. The better 

scores obtain among who have university education. 

 Our finding consistent with studies done among Iranian women and Turkish women(42)
,
(44)

 
were 

found Educational status had a positive impact on Qol. Our finding is contrast with study done in 

turkey
(40) 

that was found no significantly correlated with FertiQoL scores and education among 

women. 

 In study done in Indian women
(10)

 it consistent with our finding, which was found  that university 

education had better impact on emotional subscale in Indian women, at same time this study 

contrast our finding that no significant difference on relational and significant on total FertiQol, 

core, social, mind/body. In study done in Turkish couples
(38)

 was consist with our finding in that 

men with higher education obtained better scores from the emotional, mind/ body subscales and 

contrast our finding in tolerability subscale in men and there was no relationship between the 

women‟s educational level and FertiQoL subscale scores. As we noticed different results were 

obtained from the same country. The only two studies found no significant relation between 

education level and FertiQol, the majority of participants with primary and less education while the 
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rest studies talking about university education and more, this indicated the role of education in all 

life aspects (This indicate the role of education in changing the infertility perception among 

couples) as all this studies were talking about better emotional score with university education. 

5.7: FertiQol vs Occupation: 

On occupation our study finding that occupation only was statistically significant in emotional and 

mind/body subscale with low score among house wife. Our finding consistent with study done in 

turkey
(49) 

which found that Higher emotional and mind/body FertiQoL subscale scores were 

recorded among male participants who were in employment in comparison with female participants 

(P=0.003) and compared with male participants who were unemployed (P=0.005). Our finding 

contrast the study done in infertile Turkish couples
(38)

 found that women who had higher income 

had better scores in social domain, the study done in turkey To investigate the effect of a previous 

IVF failure on the quality of life among infertile couples
(50),

 it found that low income had lower 

score compared with middle and high income in environmental subscale. Psychologically when the 

human had income source this lead to stability in your emotion and their react socially due to their 

ability to cope with different situation, so it normal to saw different effect of occupation on various 

domains. 

5.8: FertiQol vs Marital Duration:  

On marital duration our study finding that only statistically significant in Tolerability Subscale 

Score. Our finding contrast with the study
(38)

 finding in Turkish women and men who were married 

for fewer than 10 years had a significantly lower emotional score, while men who were married for 

fewer than 10 years had low social score, FertiQoL, mind/body and core subscales. This may be due 

to different marital duration as in our study most of them less than 6 years. 

5.9: FertiQol vs Infertility Duration:  

While on infertility duration our study found that were statistical significant different between 

infertility duration and mind/body, social and core FertiQol.  

Our finding is contrast to what found in Iranian women(42) that duration of infertility was not 

associated with QoL,  in study  done in turkey
(50)

 the infertility duration was found to have an effect 

on quality of life 0n the environment scores only in the couples without history of IVF failure.  

Our finding consist with finding in Indian women
(10)

 that duration of infertility less than 5 years 

resulted in better mind/body scores (p=.048), In study among Turkish women(44)found that  

Prolonged duration of infertility was associated with lower scores of mind/ body, social, and 

tolerability domains besides the total QoL score (p < 0.05). May be less duration of infertility 

indicate better relation between husband and great hope in treatment. 
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5.10: FertiQol vs Infertility Type:  

The infertility type was not statistically significant differences in all FertiQol domains related to 

infertility type. Our finding is consistent with finding in Indian women
(10)

. This finding contrast 

with finding in study done in turkey among infertile women(44) that found higher score in women 

with secondary infertility, In the Core, Emotional, mind/body and social subscales, for the treatment 

subscale, women with secondary infertility also had higher scores in the tolerability domain, the 

overall total scores were also significantly higher in women with secondary infertility. These effect 

seem normal because the felling of how have child, should be better than who never birth child. Our 

finding may be due to low percentage of participant with secondary infertility (32%). 

5.11: FertiQol as general:  

As general the median subscale scores in FertiQoL Core, Treatment and subscales (median 

FertiQoL scores in the range of 60 to 75 across 31 independent samples) as was found in a systemic 

review done on 23 countries
(8)

, indicate that fertility Problems have a moderate impact on quality of 

life, with some subscales impacted more than others. The lack of a clinically meaningful threshold 

is an issue for the interpretation of FertiQoL scores
(8),(9)

.  
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Strength and limitations: 

The strength of the study is: 

 The detailed questionnaires.  

 To the best of our knowledge, this was study had originality of evaluating and implicated 

the fertility-related QoL when cost is not a barrier for patients in Sudan. 

This study had several limitations: 

 The sample of the study taken from single-centre (Dr.Elsir Abu Elhassan fertility centre) it 

prone to selection bias (participants were volunteer), It consisted of couples with secondary 

and primary infertility at different phases of their treatment processes (the duration of the 

treatment process had an effect on the QoL of the couples). The secondary infertility group 

was small (32% of participants). 

 Most of participants were women (some of them their husband not with them and often men 

not willing to participate). 

 The sample wasn't complete due to repetition of patients among the study period and not all 

were willing to participate. 

 The non-probability sample prevent from generalization of result.   
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Chapter six 

Conclusion and Recommendation 

6.1: Conclusion:  

 The main finding was that the moderate effect on total FertiQoL score was shown among 

infertile couples who attend to Dr.Elsir Abu Elhassan fertility centre in period of August 

2020 to February 2021.   

 On subscale: 

  The highest impact on emotional subscale.  

 The lowest impact on relational subscale.  

 On Treatment subscale Environment and Tolerability subscale were almost similar.  

 On relation between FertiQol and different demographic factors, No significant difference 

on age and infertility type in all scales.  

 Marital duration is only significant with treatment domains on tolerability subscale.  

 Gender and occupation status were significant on Emotional and Mind/body subscales. 

 Infertility duration was significant with Social, Core and Mind/body. 

 Educational level was significant with overall FertiQol, Core, Social, Emotional and 

Mind/body.  
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6.2: Recommendation:  

6.2.1: For ministry of health level: 

 The health system capacity needs to be built to prevent and treat infertility problems.  

 The health system capacity needs to follow up and provide psychological and emotional 

support among infertile couples. 

6.2.2: For health professional level: 

 FertiQoL scoring could work as tools for identifying patients' psychological need or 

lifestyle modification among couples experiencing infertility.  

 It is important to increase awareness of the tool among clinical staff.  

 Actively reply about the infertility impact among patients, this could facilitate the 

intervention and lead to improve treatment success. 

6.2.3: For the community level: 

 Promote healthy behaviours that help to maintain and preserve fertility (reduce exposure to 

occupational and infectious agents that threaten fertility). 

6.2.4: For the study centre level: 

 It is recommend to facilitate the psychological support especially for women. 

6.2.5: For future level:  

 It is recommended that future studies should be conducted with larger populations and 

different centres. 
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Annexes 
Annex I: Location of Khartoum State Localities 2019. 

Annex II: Location of Khartoum Locality 2019. 

Annex III: Location of Dr.Elsir Abu Elhassan Fertility Centre. 

Annex IV: Questionnaire about Quality of Life in Sudanese infertile couples who attending to 

Dr.Elsir Abu Elhassan Fertility Centre in Arabic language. 

Annex V: Permission from Dr.Elsir Abu Elhassan Fertility Centre. 

Annex VI: FertiQol scoring. 
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Annex I: Location of Khartoum State Localities 2019.

 

 

Annex II: Location of Khartoum locality 2019. 
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Annex III: Location of Dr.Elsir Abu Elhassan Fertility Centre. 

 

 

Annex IV: Questionnaire about fertility quality of life in Sudanese infertile couples who attending 

to Dr.Elsir Abu Elhassan Fertility in Arabic language. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

57 
 

 

 .0202داَيٍ انذيٍ يعاَوٌ يٍ تأخز الاَجاب، انخزطوو، انسوداٌ َوعيح انحياج نذى الأسواج انسو

أٔب اٌجبؽضخ ش٠ٕت ظٛازاٌد٘ت أؽّد ع١عٟ أرعٙد ثأْ ٘رح الاظزجبٔخ ثغسض اٌجؾش اٌزى١ٍّٝ ١ًٌٕ دزعةخ اٌّبععةز١س   

 فٝ اٌصؾخ اٌعبِخ  ٘رح الاظزجبٔخ ظٛف رعبًِ ثعس٠خ ربِخ ثغسض اٌجؾش اٌعٍّةٝ فمة ا اٌّرةبزوخ فةٟ ٘ةرا اٌجؾةش      

طٛع١خ ٚلا٠ٛعد ِمبثً ِبدٜ ٌٙرح اٌّربزوخ ٚ ٠ؾك لاٜ ِرزسن اٌزٛلف ٚلذ ِب أزاد ذٌه، ثّٛافمزه ظٛف رىْٛ 

ِرةةزسن، اٌسعةةبت اٌزىةةسَ ثٍّةةٝ الاظةةزجبٔخ ثؾةةس      385أؽةةد اٌّزعةةٛع١ٓ اٌةةر٠ٓ ٠رةةٍُّٙ اٌجؾةةش ٚاٌةةر٠ٓ عةةددُ٘     

 ٚٚظٛػ.

 انقسى الاول: انًعهوياخ انسكاَيح الاساسيح. 

 انتي تُاسثك.أختز رقى الاجاتح 

 انزقى انسؤال انخياراخ رقى الإجاتح

 
 ( أٔضٝ.1

 ( ذوس.2
 1 اٌغٕط

 

 ظٕخ. 25ظٕخ ٚالً ِٓ  15( 1

 ظٕخ. 35ظٕخ ٚالً ِٓ  25( 2

 ظٕخ. 45ظٕخ ٚالً ِٓ  35( 3

 ظٕخ. 55ظٕخ ٚالً ِٓ  45( 4

 ظٕخ. 55( أوضس ِٓ 5

 2 اٌفئخ اٌعّس٠خ

 

 ( ٌُ ٠عجك ٌٝ اٌدزاظخ ِٓ لجً.1

 ائٝ.( الاثزد2

 ( اٌضبٜٔٛ.3

 ( اٌغبِعٝ.4

 ( فٛق اٌغبِعٟ.5

 3 اٌّعزٜٛ اٌزع١ٍّٝ

 

 ( ِٛظف لعبع عبَ.1

 ( ِٛظف لعبع خب .2

 ( ِزمبعد.3

 ( زثخ ِٕصي.4

 ( أخسٜ، أذوس٘ب ...................5

 4 اٌٛظ١فخ

 

 ظٕخ. 3ظٕخ ٚألً ِٓ  1( 1

 ظٕخ. 6ظٕخ ٚألً ِٓ  3( 2

 ظٕخ. 9ظٕخ ٚألً ِٓ  6( 3

 ظٕخ. 12ألً ِٓ ظٕخ ٚ 9( 4

 ظٕخ. 12( أوضس ِٓ 5

 5 فزسح اٌصٚاط

 
 ( ٔعُ.1

 ( لا.2

/ أٚ ً٘  ً٘ ؽٍّذِ

لجً  ؽٍّذ شٚعزه

 ثدا٠خ اٌعلاط

6 

 

 ظٕخ. 3ظٕخ ٚألً ِٓ  1( 1

 ظٕخ. 6ظٕخ ٚألً ِٓ  3( 2

 ظٕخ. 9ظٕخ ٚألً ِٓ  6( 3

 ظٕخ. 12ظٕخ ٚألً ِٓ  9( 4

 ظٕخ. 12( أوضس ِٓ 5

اٌفزةةسح اٌص١ِٕةةخ ٌزةةأخس   

لجةةةةةةةً أٚي  بةالأغةةةةةةة

أٚ ثعةةةةد أخةةةةس ؽّةةةةً / 

 ؽًّ

7 

 

 

 جايعح أفزيقيا انعانًيح

 كهيح انطة

 عًادج انذراساخ انعهيا وانثحوث
 

https://medicine.iua.edu.sd/عن-الكلية/أعضاء-مجلس-الكلية/9-الأحداث/89-اختيار-الدكتور-محمد-ساتي-كعضو-لجنة-البحوث-بمجلس-التخصصات-الطبية.html
https://admission.iua.edu.sd/9-الأحداث/59-بشرى-سارة.html
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 International (FertiQol (نيح ونذا لفيزتكوانقسى انثاَي: 

 ج.نحياا َوعيح و نخصوتحاٌ ستثياا

 .ررعسٚ رفىس و١فعٓ وضت ٚ ض أوضسرعى لإعبثخا أْ ِٓ )ٌّسثعا فٟ علاِخ ثٛظع( رأود ٌعفب اي،ظؤ ٌىً

  ٔٙبأ لاإ ،ٌخبصخا ثؾ١بره لأظئٍخا ثعط رزعٍك ثّبز ٚ .ٌؾب١ٌخا نِربعسٚ زنفىبٚأ عبثزهإث١ٓ  ث أز

 .وبفعٍٝ ٔؾٛ  ؽ١برهٔت اعٛخ ض وبفٌم١ب  ٠خٚزظس

 ( أياو انخيار انذى يُاسثكانزجاء وضع علايح )

 جيذ اًجيذ جذ
 لا جيذ

 لا سئو
  انسؤال سئ جذاً سئ

 A ؟رم١ُ صؾزه و١ف     

 راضٍ

 اًجذ
 راضٍ

 ضٍرالا 

لا غيز و

 راضٍ

غيز 

 راضٍ

غيز 

 ضٍار

 نحذ كثيز

  انسؤال

 B ؟عبَ ثرىلًا عٓ ؽ١برهضٍزأذ ً٘ أ     

 طلاقاَإ، لا
نيس 

 كثيزا

شكم ت

 يعتذل

 حذٍاني 

 كثيز

َعى، 

 تًاياً
  انسؤال

     
ظةعفف أزجب٘ةه ٚرسو١ةصن ثعةجت      ً٘ة 

 ؟ثزأخس الأغبة ٌزفى١س ا
1 

     

 لدِب ٌّعٟا ٠ّىٕه لا ثأٔٗ رعزمد٘ةةةةةةً 

ٜ لأخسا ؽ١بره ع خٚ ٘ةةدافأ ٌزؾم١ك

 ؟رأخس الأغبة ٌد٠هوً ثعجت ِرب

 

2 

     
 ٌعبلخا فِعزٕص ثأٔه ررعس٘ةةةةةةةةةةةةةةةً 

 ؟رأخس الأغبة  ثعجت ٘ك ِسٚ
3 

     
اٌزعبِةةةةةً/ عٍٝ  دزاًررعس ثأٔه لب٘ةةةةةً 

 ؟ِربوً رأخس الأغبة ٌد٠هعٙخ اِٛ
4 

 راضٍ

 اًجذ
 راضٍ

 راضٍلا 

لا غيز و

 راضٍ

غيز 

 راضٍ

غيز 

 راضٍ

 نحذ كثيز

  نسؤالا

      

 رزٍمبٖ ٌٞرا ٌدعُا عٓ زاضٍ ٔذً٘ أ

ً ثّرب ٠زعٍك ف١ّب صدلبئهأ ِٓ  وةةةةةةةةةةةة

 ؟ٌد٠ه رأخس الأغبة

5 

     

 ٌغٕع١خا علالزه عٓ زاضٍ ٔذ٘ةةةةةةةً أ

  رةأخس الأغةبة   وًِرب ِٓ ٌسغُا عٍٝ

 ؟ٌد٠ه

*6 

 غانثاً دراًَا اًتذأ

نكثيز افي 

يٍ 

 ٌلأحياا

َعى،   

 ئًاًدا
  انسؤال

     
ٌد٠ه  رأخس الأغةبة وً رعجت ِربً٘ 

 ت؟لاظز١بح ٚ اثبٌغ١سز ٌرعٛا
7 

     

 زٌرعٛا أٚ /ٚ ٌْؾصا ِٓ رعبًٟٔ ٘ةةةةةةةة

 عٍٝ رهزلد َعد يؽٛ ِب ش١ئب اْثفمد

 ِٓ ٌّص٠دا أٚ( طفً عٍٝ يٌؾصٛا

 .)يلأطفبا

8 

      
لأًِ اِب ث١ٓ ن عؼ ِربعسزرزأ٘ةةةةةةةةً  

 ؟رأخس الأغبة  وًثعجت ِربض ١ٌأٚا
9 
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 غانثاً دراًَا اًتذأ

نكثيز افي 

يٍ 

 ٌلأحياا

َعى،   

 ئًاًدا
  انسؤال

     
ثعجت  عزّبع١بًٚي أذ ِعص٘ةةةةةةةةةةةةً أ

 ؟رأخس الأغبة وً ِرب
10 

     

 ف١ّب ؽ١بره شس٠ه ٚ ٔذأ ديرزجب٘ةةةةةةةةً 

 ِٓ ثبٌسغُ ٌْؾٕبٚا ٌّؾجخا ث١ٕىّب

 ؟ٌد٠ه رأخس الأغبة وًِرب

*11 

     
ٌد٠ه  خس الأغبةرأوً رزدخً ِربً٘ 

 ؟ِبرهاٌزصٚ ا١ِٛ١ٌخ اعّبٌه أِع 
12 

     

 زٌؾعٛ ػر١بزلاا َثعد ررعس٘ةةةةةةةةةةةةةةً 

 شادلإعبا ِضً لاعزّبع١خا دٌّٕبظجبا

رةةةةةةةةأخس  وةةةةةةةةًِرب ثعجت دلاؽزفبلاٚا

 ؟ٌد٠ه الأغبة

13 

     
أْ ظسره أ أفساد ْثإِىبْ ررعس ثأً٘ 

 ؟ِب رّس ث٠ٗزفّٙٛا 
14 

 قهيلًا طلاقاًإ، لا
تشكم 

 ليعتذ

 كثيزاً

 اًجذ

َعى، 

تذرجح 

 قصوى

  انسؤال

     
٠ِّةذ علالزةه ثرةس٠ه     ً٘ ِةٓ   ؽ١برهل

 ؟رأخسالأغبة  وًِربثعد 
*15 

     
ثعةةةجت وزئةةةبة لااْ ٚررعس ثبٌؾص٘ةةةً 

 ؟ٌد٠ه رأخس الأغبة وًِرب
16 

     

 ٌد٠ه رةةةةةأخس الأغةةةةةبة وةةةةةًِرب٘ةةةةةً 

 ضٌٕبا ِٓ ْشأ لًأ ثأٔه ررعس رغعٍه

 ي؟طفبأِعُٙ ٓ ٌر٠ا

17 

     
وةةةةةً ٌزعت ثعجت ِربا٠صعغه ٘ةةةةةً 

 ؟رأخس الأغبة 
18 

     
رأص١س ظٍجٟ  رأخس الأغبةوً ٌّربً٘ 

 ؟عٍٝ علالزه ثرس٠ه ؽ١بره
*19 

     

 ِع سٌزؾدا فٟ صعٛثخ رغد٘ةةةةةةةةةةةةةةةةةً 

 ٌّزعٍمخا نِربعس عٓ ؽ١بره شس٠ه

رّب  ؟ ثزأخس الأغبة وًث

*20 

     

 اٌصٚع١ةةخ علالزهفةةٟ ػ ِسربٔذ ٘ةةً أ

 رةةةةةأخس الأغةةةةةبةوةةةةةً ثبٌسغُ ِٓ ِرب

 ؟ٌد٠ه

*21 

     

 ْلأ ع١ٍه عزّبعٟا ثعغ  ررعس٘ةةةً 

 ِٓ ٌّص٠دا أٚ( يطفبأ ٌد٠ه ٠ْىٛ

 ؟)يلأطفبا

22 

     
 رةةةةأخس الأغةةةةبةوةةةةً ِربدٞ رؤ٘ةةةةً 

 ؟ثبٌغعتزن ٌٟ شعٛإٌد٠ه 
23 

     
ٌجد١ٔخ اؽخ اٌسَ اعدٚررعس ثبلأٌُ ٘ةةةةةً 

 ؟ٌد٠ه رأخس الأغبةوً ت ِربثعج
24 
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FertiQol International 

 زٞلاخز١بط اٌعلاض ال١بح ؽدٚ

 لإعبثخا ٠سعٝ ،ٔعُ دٌسا ْوةةةةةب إذا ؟)ردخً أٚ طج١خ زحظزربا أٞ ٠رًّ ٚ٘ةةةةةرا( ٌخصٛثخا طعلا فٟ أدثد٘ةةةةةً 

 عٓ ٚأوضةةةةةةس  رعىط لإعبثخا أْ ِٓ )ٌّسثعافٟ  علاِخ ثٛظع( وةةةةةةدٌزأا ٠سعٝ اي،ظؤ ٌىً .ٌزب١ٌخا لأظئٍخا عٍٝ

 ثؾ١بره لأظئٍخا ثعط رزعٍك ثّبز ٚ .ٌؾب١ٌخا نِربعس ٚ زنفىبأٚ عبثزهإثةة١ٓ   ث أز .ررعسٚ رفىس وضةةت و١ةةف

 .وبفٔت ؽ١بره عٍٝ ٔؾٛاعٛض وبفخ ٠خ ٌم١بٚزٔٙب ظسألاإ ،ٌخبصخا

 غانثاً دراًَا اًتذأ

نكثيز افي 

يٍ 

 ٌلأحياا

  انسؤال ئًاًدا

     
رةةةةأخس الأغةةةةبة  ط ٠ؤصس علا٘ةةةةً 

 ؟عهاِص ظٍجب عٍٝ
T1 

     
ٌعج١خ ا رةةأخس الأغةةبةد خدِب٘ةةً 

 ؟١ٌهإِزبؽخ ٘ب ٌزٟ رس٠دا
T2 

 قهيلًا طلاقاًإ، لا
تشكم 

 ليعتذ
 اًجذ كثيزاً

َعى، 

تذرجح 

 قصوى

  انسؤال

     

 ٌزعبًِ ِعا ع١ٍّخ٘ةةةةةةةةةةً رعزجةةةةةةةةةةس

 ٠خدٚالأرعبطٟ  أٚ /ٚ اتادعسالأ

 ؟ِعمدح ثه خصٌخبا

T3 

     

 رأص١س اتسع ِٓ ِٕصعظ ٔذ٘ةةةةةةةةً أ

 ١ِٛ١ٌخا ٔربطبره عٍٝ طٌعلاا

 ؟ثبٌعًّ صٍخ ذاد لأٔرعخا عٍٝأٚ

T4 

     
اٌعةبلُ اٌعجةٟ   اد فسْ أررعس ثأً٘ 

 ؟ِب رّس ثْٗ ٠زفٌٍّٙٛخصٛثخ 
T5 

     

 اضلأعسا ِٓ ِٕصعظ ٔذ٘ةةةةةةةةةةً أ

 طعلاٚأ ٠خدٚلأ ٌجد١ٔخا ٌغبٔج١خا

 ؟رأخس الأغبة 

T6 

 راضٍ اجذ راضٍ

 راضٍلا 

لا غيز و

 راضٍ

يز غ

 راضٍ

 راضٍغيز 

 نحذ كثيز
  انسؤال

     

 ٔٛع١خ عٓ زاضٍ ٔذ٘ةةةةةةةةةةةةةةةةةةةةةةً أ

 ٌّعبٌغخ ٌه ٌّزبؽخا دٌخدِبا

 ؟ثه ٌخبصخا ٌعبطف١خا دلاؽز١بعبا

T7 

     
أٚ  /ٚ ٌعجٟط اٌعلاارم١ُ و١ةةةةةةةةةةةةةف 

 ؟رٙبرٍم١اٌع١ٍّخ اٌغساؽ١خ اٌزٟ 
T8 

     

 ٌزٟا دٌّعٍِٛبا ٔٛع١خ رم١ُو١ةةةةةةف 

 ٚ/ أٚ  ٌعجٟا طٌعلاي اؽٛ رٍم١زٙب

 ؟ ؽ١خاٌغسا ٌع١ٍّخا / أٚٚ ٠خدٚلأا

T9 

     
رفبعٍه ٜ عٓ ِد زاضٍٔذ ٘ةةةةةةةً أ

 ؟ٌعجٟ ٌٍخصٛثخاٌعبلُ اِع 
T10 
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Annex V: Permission from Dr.Elsir Abu Elhassan Fertility Centre. 
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Annex VI: FertiQol scoring.

 

The 36 FertiQoL items are rated according to 5 types of response scales. 

The response scales are: 

1. Evaluation:  Very poor (0), poor (1), neither poor nor good (2), good (3), very good (4). 

2. Satisfaction:  Very dissatisfied (0), dissatisfied (1), neither satisfied nor dissatisfied (2), satisfied 

(3), very satisfied (4). 

3. Frequency:  Always (0), very often (1), quite often (2), Seldom (3), never (4). 

4. Intensity:  An extreme amount (0), very much (1), a moderate amount (2), a little (3), not at all 

(4). 

5. Capacity:   Completely (0), a great deal (1), moderately (2), not much (3), not at all (4). 

Scores on the response scales are reversed, summed and scaled to range from 0 to 100.  Higher 

scores on the subscales and total scores indicate better quality of life. 
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To score FertiQoL manually use the following instructions: 

 

 

Note: Item number refers to item number on the FertiQoL questionnaire. Items marked „Q‟ are Core 

FertiQoL items and those marked T are Treatment FertiQoL items. Items marked with an R need to 

be reversed before summing. For these items use the reverse of the response scale (4 to 0, instead of 

0 to 4) so that higher scores reflect higher quality of life. 

1) Reverse items. 

2) Calculate raw scores by summing all items that belong to the subscale or total scale. For the Core 

FertiQoL add all „Q‟ items (24 items). For the Treatment FertiQoL add all the „T‟ items (10 items). 

For the Total FertiQoL add all Core and Treatment items (34 items). 

3) To compute scaled scores for the subscale and total scales, multiply the relevant raw score by 

25/k, where k is the number of items in the subscale. The scaled scores range is 0 to 100. 

 4) Use items marked A (general physical health) and B (general life satisfaction) as background 

information. 

To More information see http://sites.cardiff.ac.uk/fertiqol/scoring/  

Example 

 

 http://sites.cardiff.ac.uk/fertiqol/files/2017/04/scoringexample.jpg  

 

http://sites.cardiff.ac.uk/fertiqol/scoring/
http://sites.cardiff.ac.uk/fertiqol/files/2017/04/scoringexample.jpg

