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ABSTRACT

The objectives of this study arc to describe the differientials of socio-demographic
characteristics, reproductive history, and ctiology of infertility between primary and
secondary infertility at TuDu Ob/Gyn Hospital, Hochiminh city in Vietnam, and to
examine the relationships of some selected socio-demographic and previous reproductive
history factors with etiology of infertility.

The study used primary data conducted from March 5 to 16, 1996 at TuDu Ob/Gyn
Hospital in Hochiminh city, Vietnam. 312 infertile couples of sampled were used for this
study.

Results showed that of 312 infertile couples, 61.9 percent had primary and 38.1
percent had secondary infertility. The infertile couples are relative old, with a mean age of

wives of 33.1 years, and 35.9 years for their husband. The mean education level of wife



il
and husband are also relative high. Most of them have a duration of marriage from 2-5
years, and their mean duration of infertility is 5.8 years. The main cause of infertility is
ovulatory disorder (46.8 percent), followed by tubal obstruction (30.4 percent), male
problem (20.2 percent), and unexplained infertility (10.9 percent).

Of all the socio-demographic, reproductive history, and eﬁology factors examined,
husband’s educational attainment, age at marraige of wife, duration of marriage,
gynecological diseases, contraceptive used, and etiology of infertility have significant
differences between primary and secondary infertility group.

Most of characteristics of respondents do not have relationship with etiology of
infertility. Only age, menstruation and length of menstrual period have significant
relationships with ovulatory disorder. Tubal obstruction was related to education kevel of
wives and PID. Poor semen quality were not significantly influenced by any factors. And
Azoospermia and Oligospermia were influenced by venereal discases only.

These results reflect a growing problem of infertility. They also suggest the need
more attention about to medical techniques for diagnosis and treatment. And increased
knowledge of behavioral patterns and risk factors allow for better reproductive planning
and prevention of infertility through public health programs and health education

campaigns.
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CHAPTER ONE

INTRODUCTION

1.1 Rationale and Justification

The ability to reproduce is a basic element of reproductive health, which can be
defined as the ability of women to undergo pregnancy and child birth safely, and that
reproduction is carried to a successful outcome. Infertility, involving the loss of
fundamental reproductive choices and the denial of expectations, is onc of the heated
reproductive health problems. WHO (1991) estimate that primary and secondary
infertility affect 8 to 12 percent of couples (50-80 million people) worldwide. And the
past2decadeshaveseenamatkedincreaseinﬂmcincidenceofinferﬁlity(Gomcl'and
Rowe, 1992).

Infertility itself may not threaten physical health but it can have a serious impact
on the mental and social well-being of infertile couples (Fathal]a, 1989). In many
countries, the stigma of unwanted childlessness often leads to marital disharmony,
divorce, or ostracism. For the benefits of women and their family, therefore, treating
infertility is important.

Vietnam has been facing with high population growth. The average annual
growth rate of the population for the 1979-1989 intercensal period was 2.1 percent
(Intercensal Demographic Survey, 1994). Population increased from 53 million at the
time of the 1979 census to 64.4 million in 1989, and 72.5 million in 1995. With pressure

of high population growth, Viethamese government have mainly concentrated on



reducing population, and infertility still plays a minor role. However, there are 1 million
infertile couples in the whole country from a total of 13 million married couples.

Hochiminh city, one of the three biggest cities in Vietnam, has about 7-10
percent of coppl&s of reproductive age who are infertile (Ministry of Health, 1990-1995).
This is equivalent with international levels. Moreover, according to the annual reports of
TuDu Ob/Gyn Hospital in Hochiminh city in 1993 the number of delivery was 26,201
cascs with 7,142 cases of infertility. Thus it is estimated that 1 in 3.7 couples coming for
treatment arc unable to have children, and in 1995 this rate was one-third. Although
there has been increasing awareness in the medical commonly as well as public opinion
about this issue. So far, the studies are still limited and incomplete.

Culturally Vietnamese society has followed confucianism. In many ways
Vietnamese culture and society show the deep impression left by more than 1,000 years
of polical and social domination by the great Chinese empirc to the North.
Understandably, Vietnamese ideas concemning family behavior are saturated with
Confucian values derived from traditional China. Confucianism promoted marriage over
celibacy and demanded fertility, happiness itself being defined in terms of fertility.
Accordingly, pregnancy is welcomed with joy and pride. In view of these attitudes, the
failure of a couple to have offspring is great personal misfortune. It may even be
regarded by them and by others as shameful, and can give to gossip and slander. These
values encourage reproduction and reward the image of parenthood form the basis of a
pronatalist society. In other words, all married couples should reproduce or want to

reproduce.



Basedonabovemsons,asystmmﬁcsmdyonmccauscsofinfcrﬁlityis
necessary. This study's goal will examine causes of infertility, and how socio-
demographic factors, and reproductive history are related to them these two forms of
infertility.

Hopefully, this study will provide valuable and useful information to social
policy makers as well as public health center and medical workers, as well as providing
the basis for further studies and more effective programs to decrease the current rate of

infertility.

1.2. Objectives
The main objective of the study is to examine the factors associating with the

ctiology of infertility.

The specific objectives
1. To compare distribution of socio-demographic characteristics, reproductive
history, and ectiology of infertility of respondents between primary and secondary
infertility categories.
2. To examine the extent to which sclected socio-demographic characteristics,

reproductive history are associated with causes of infertility.



CHAPTER TWO

LITERATURE REVIEW

2.1 Overview etiology of infertility

Involuntary infertiity is a worldwide problem which appears to vary in
prevalence, distribution and actiology between various communities, even in the same
country (Belscy, 1979 and Sherris, 1983). Most studies from industrially developed
countries indicate that about 15 percent of all couples will experience either primary or
secondary infertility at some time during their reproductive lives, and about half of these
couples will never succeed in having as many children as they wish (Healy, Trouson and
Andersen, 1994). According to Marshall (1992) approximately 15 percent of couples in
the USA are infertile, and about 1-2 percent are sterile. The average level of infertility in
Africa is 10.1 percent, with a high of 32 percent in some countries, while certain tribes
bave higher infertility rates. Usually primary infertility is higher in other regions of the
world, but secondary infertility is more common in Africa, and secondary infertility rates

are very complicated to determine (Gerais and Rushwan, 1992).

Infertility affects couples, both parties must be evaluated to establish etiology to
treat. The causes of infertility may vary from one geographic and social area to another.
According to Speroff (1994) usually 50 percent of causes are of female problem, 35
percent are a male problem, 10 percent are unexplained, and 5 percent result from

unusual problems. The global data of WHO reveal the following causes of female



infertility: Tubal factors 36 percent, ovulatory disorder 33 percent, endometriosis 6
percent, and no demonstrable cause 40 percent. A similar distribution was found in Asia,
Latin America, and Middle East, whereas in Africa most infertile women had tubal
infertility. Unexplained infertility (both partners considered) has been found in 8 to 28
percent of couples (Healy, Trouson, Andersen, 1994).

Between 1978 and 1982, a pilot study of infertility in Africa examined 8504
couples and found that uncxplained infertility accounted for 35 percent of the women and
50 percent of the infertile men in the sample. Ovulatory disorder was 35 percent, 32
percent for tubal obstruction of the infertile women. About 66 percent of African women
experienced tubal obstruction compared to about 33 percent worldwide (Gerais and
Rushwan, 1992).

In a study of Serour et al (1991) from November 1980 to August 1989 in
Muslim world, of 1488 infertilc couples, causes were as follows: 20.6 percent had either
an insufficient sperm count, 40 percent of insufficient motility, and more than 40 percent
abnormal sperm. Both husband and wife of 181 couples (12.2 percent) suffered from
infertility in which unexplained causes were 3.3 percent. And they found that 64 percent
of infertile couples were of female origin, in which tubal problems was mainly responsible
(42 percent), followed by owvulatory disorder (25.3 percent), multiple factors (23.4
percent), pelvic endometriosis (5.6 percent), and cervical effects (4.2 percent).

In Vietnam, the prevalence of infertility is estimated at 8 to 10 percent of

couples. Although no study of the etiology of infertility has been published, there are



many annual reports of Departments of Gynecology. In Hochiminh city, data from the
annual reports of TuDu Ob/Gyn Hospital, of causes infertility are described in Table 2.1.

Table 2.1. Percentage distribution of etiology of infertility at TuDu Ob/Gyn Hospital

1993 - 1995

Etiology of infertility 1993 1994 1995
1. Azoospermia 10.52 3.53 5.38
2. Oligospermia and Poor semen quality 10.98 9.97 12.01
3. Tubal obstruction 44.50 56.22 46.62
4. Ovulatory disorder 17.80 20.60 2531
5. Endometriosis, myomas 6.45 6.87 7.58
6. Abnormalities 1.01 — 0.37
7. Unexplained 438 0.85 1.18
8. Forgotten IUD 3.81 2.01 1.51

Total 100.0 100.0 100.0

Number 7,142 6,992 9,725

The findings in Table 2.1 shown that nearly half of causes resulted from tubal
obstruction, followed by ovulatory disorder (one-fourth), oligospermia and poor semen
quality (one-tenth). Forgotien TUD was likely a special cause of infertility. According to
Knndsen and Rasmussen (1993), there are several reasons for this phenomenon: the
IUD may fragment at removal, the absence of threads may be misinterpreted, or the
patients may simply have forgotten that she had an IUD inserted. In this case, a new TUD
was probably inserted and later removed, but without removal of the old TUD. In
Vietnam the TUD is the predominant contraceptive method. Therefore the problem of

forgotten IUDs is often underestimated.



2.2 The relationship of previous reproductive history with infertility

There are three clear links in the causal pathway for pelvic inflammatory discase
(PID): lower genital tract sexually transmitted diseases (STD), followed by upper genital
tract PID and then tubal infertility. This pathway also entails two clear relationships that
have a temporal lag in clinical expression: STD leading to PID and PID leading to tubal
infertility. Therefore, any infection of genital tract might lead to tubal infertility. Sciarra
(1994) recognized that a gynecological history of sexually transmitted diseases (STD),
pelvic inflammatory disease (PID) and infection-related pregnancy complications or
normal childbirth and abortion were directly related to infertility.

Women with untreated STDs can suffer complications such as pelvic
inflammatory diseases that can result in ectopic pregnancy or infertility due to damage of
Fallopian tube.

In Africa, up to 64 percent of female patients had prior infection, 49 percent of
couples and 11-15 percent of patients in other parts of the world had infectious of tubal
disease as the cause of infertility. Westrom's study (1980) found that after PID 6-60
percent of patients became infertile from pelvic adhesion and destructive tubal damage.
Heisterberg (1992) has documented that the frequency of infection following induced
abortion is 5 percent. Sequelae of postabortal infection are similar to and occurs with the
same frequency as sequelae to spontancous PID. Thus, secondary infertility was found in
10 percent of women with postabortal infection, spontaneous abortion in 22 percent of

cases, dyspareunia in 20 percent, and chronic pelvic pain in 14 percent.



But sometimes PID doesn't have any symptoms. According to Cates et al
(1994), asymptomaticPlDaccomtsformoreﬂmnSOpercentofallPH)cases.Inastudy
of Gerais and Rushwan (1992) about 24 percent of women with primary infertility and
40 percent of women with secondary infertility had no previous history of PIDs or STDs
and had tubal obstruction.

The risk of developing tubal infertility is lower among those who use any
contraceptive method than it is with those who use no method. The protective effects of
cmnacepﬁwusemevenlﬁ@erammgwmnenathighﬂskofsminfecﬁon,mpeciaﬂy
those who use barrier and spermicide methods. Grimes (1992) boldly stated that the IUD
poscs a threat to future fertlity because it causes pelvic infections. But studics have found
no increased risk of infertility in copper and hormone TUD users, but some studies do
indicate an increased risk shortly after insertion that is due to the insertion instrumentation
used. A Swedish study found no difference in pelvic infection risk between IUD and non-
IUD, nonhormonal contraceptive users. All studies show a strong relationship between

STD/PID and infertility (Cates, Wasserheit, Marchbanks, 1994).

For men, sexually transmitted discascs may cause epididymitis or blocked sperm
ducts, or there may be sperm production disorder;duetovadcocelc,honnonal
imbalance, or systematic discasc or illness (Novak, 1992). Imade et al (1993) indicated
that for infertile men, 63 percent had a history of STDs, with 55 percent of it having

repeated exposures to STD.
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Infertility is becoming an increasing more serious medical and social problem.
Becausc of the widespread availability of abortion for unwanted pregnancy, and the
current prevalence of venereal diseases, infertility is found in an increasing number of

women and men.

2.3 The relationships of socio-demeographic characteristics with infertility

2.3.1 Age

Fecundability is strongly influenced by the ages of the partners, especially that of
the female. In women, the decline in fecundability occurs for most women in the fourth
decade as evidence by a modest decline in population fertility statistics (Martin, 1992).
The decline becomes more pronounced in the age range of 35-40 years, with a sharp
decline evident in most women in their forties. Marshall (1982) recognized that
fecundability is maximal at about age 24, during the ages 24-30 there is a slight decline,
and after age 30 the decline becomes quite rapid and infertility accelerates after 35 years.
According to Copeland 1993, increasing age exerts a deleterious effect on conception
rates, with 74 percent of women younger than 31 years, 61 percent 31 to 35 years and 54
percent older than 35 years, respectively, being able to conceive.

In men, fecundability is also maximal at age 24-25 (Marshall, 1982). However,
Copeland (1993) indicated that although fertility decreases with increasing age it is
difficult to determine whether this is due to the age of the man, the age of the partner, or

a reduction in coital frequency.
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2.3.2 Age at marriage

In developing countrics, age at marriage is considered an important determinant
of fertility reduction. Generally, women who marry young will have a longer duration of
marriage and have borne more children. This mean that fecundability of women not only
‘depends on the extent to which fertility is controlled within marriage, but also through
postponing of age of entry into marriage. Age at marriage is delayed, age at first
pregnancy is too. Cultural norms, demographic patterns and socio-economic factors all
plays a part in shaping the character of marriage in a society (Karim, 1984; Azis et al.,

1985). Education is one of the most important factors influenced with age at marriage.

2.3.3 Education and occupation

Education and occupation reflect the socio-economic status of people. In term of
education, it was found that level of education of the wife is more strongly correlated with
a couple's fertility than the education level of husband. Women who have high education
are more likely to postpone their age at marriage and childbearing beyond the average age
of marriage. This means that female education also effects the duration of marriage and
opportunities for having children. A study of Sundby and Olsen (1992) found that
education was positively related to age at first intercourse, marriage, pregnancy attempt,
and infertility. It is not known whether this was due to higher prevalence among the
educated or more educated people secking treatment for infertility. According to
Cocharane (1979), women's education is likely to raise the age at marriage, has a positive

relationship to more favorable attitudes towards birth control, greater knowledge of



contraception. Therefore, more educated women delay delivering birth. It may also have
a relationship with fecundability. Furthermore, education increases awareness,
acceptability and access to health services, thus leading to a higher likelihood to seek

mnfertile treatment.

Occupation can also be important in relation to exposure to toxins, heavy metals,
heat, or radiation, aswellastoprcssurcandmcthanalstressthatmightbedccrease
fecundability.

2.3.4 Residence

Many studies have demonstrated wide variation in infertility rates between
regions within the same country. In Thailand, women living in the South were
approximatelytwiceaslikclytohavcsecondaryinfcrﬁlityﬁmﬂ:ose sampled in any other
region. The Northeast region, in particular, had an exceptionally low rate of secondar&r
infertility (5 percent). And the estimated prevalence of secondary infertility has risen only
slighdly in four regions, but in Bangkok, it has doubled to 14 percent (Koetsawang et al,
1985).

According to Gerais and Rushwan (1992) the highest prevalence of infertility in
Africa occurs south of Sahara. The prevalence of secondary infertility ranges from 1
percent to 23 percent in four areas of New Ireland (Scragg RFG, 1959). This

inconsistency indicated that regional factors, maybe duc to the differences of cultural or

11
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geography factors, are related to infertility.

2.3.5 Duration of infertility

Duration of infertility is another important variable in determining the chance of
pregnancy. Prolonged duration of infertility is ominous. In explained infertility, whereas
84 percent of couples with less than 3 years of infertility achicve pregnancy within 18
months, 56perccntwiﬂ13w5ycarsofinfcrlilityand30perccntwithgmatcrthm5
years of infertility become pregnant (Copeland, 1993). Analysis of the cumulative
pregnancy rates in couples with male prbblcms, and a short duration of infertility,
indicates that substantial spontancous pfcgnzmcy rates still occur.

Through the studies reviewed above, we have recognized socio-demographic
factors such as age, age at marriage, education, residence, duration of infertility, and
previous reproductive history of couple as being to infertility.

In the present study, the analysis is based on hospital data collected from a
selected population of patients attending the hospital. Thus it will be important to

determine diﬁ'erenﬁalsrepmtedhoﬁ\ersmdi&malsofomdinﬂﬁssmdy.

2.4. Conceptual framework

Based on results from previous studies reviewed above and the current situation
in Hochiminh city, a framework for the study is shown in Figure 1.

The conceptual framework outlined in Figure 1 is based on the premise that

socio-demographic characteristics and the reproductive history of the couples are
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to affect infertility. Etiological factors are directly related to infertility. When one couple
is infertile, they always have etiology of infertility. Either primary or secondary infertility,
ctiologies of infertility are the same. Therefore, ctiology of infertility and types of
infertility are likely dependent variables in the conceptual model. And socio-demographic,
reproductive history factors are independent variables.

Figure 1. Conceptual framework of etiological factors of infertile couple

Socio-demographic factors Reproductive history
. Age, Residence . Contraceptive used
. Education . Number of pregnancy
. Occupation . Delivery, miscarriage, 1. A/M.R
. Age at marriage ectopic pregnancy, Cesarian,..
. Duration of marriage pregnancy . Gynecological discases
. Duration of infertility . Sexually transmitted urethritis
of husband
A J
Etiology of infertility
Female Male
. Abnormalities . Azoospermia
. Tubal obstruction . Poor semen quality
* Unexplained mfertility
INFERTILITY
Primary

: Secondary
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2.5. Hypotheses
From the objectives and conceptual framework above, the study has two major

hypotheses as followed.

- There will be different distributions of socio-demographic characteristics,

reproductive history, and etiology of infertility in primary and secondary infertility.

- There will be relationship between socio-demographic characteristics, reproductive

history factors and causes of infertility.
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CHAPTER THREE

RESEARCH METHODOLOGY

3.1. Definition of terms use
This section presents definitions of etiologies of infertility used in the study.
1. Inofertility is usually defined as the failure to conceive after two year of
mtercourse without contraception. It has two categories; primary and secondary infertility

(WHO, 1991).

2. Primary infertility is defined as when a woman has never conceived despite

cohabitation and exposure to pregnancy for a period of two years (WHO,1991).

3. Secondary infertility is defined as, though having previously conceived, a
woman is subsequently unable to conceive, despite cohabitation and exposure to

pregnancy for a period of two years (WHO,1991).

4. Semen quality and analysis: The sample of semen should be collected by
masturbation. After that, it is evaluated by searching for the presence of sperm cells in the

ejaculate. The criteria of normal semen is shown in Table 3.1.
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Table 3.1. Normal values in semen analysis (WHO, 1987)

. Volume 2-6mi

.pH 72-78

. Count 20 - 250 million/ml

. Motility > 50 percent

. Forward progression 3 (scale: 0-4)

. Morphology > 50 % with no agglunation
. Live/dead > 60 percent

If there is complete absence of sperm from the semen, this condition is known as

azoospermia.

If semen contains less than 20 million sperm in each milliliter, this condition is known

as oligospermia.

Poor semen quality: Refers to incompetent sperm, that is normal sperm morpholity
of less than 30 percent, with less than 60 percent motile spermatozoa characterized by a

slow, nonlinear or weak motility (WHO Manual, 1987).

5. Tubal obstruction: refers to the occlusion of Fallopian tube. It prevents
pregnancy by blocking sperm and egg from meeting and hence not allowing fertilization

to occur (Stovall, Summitt, Beckum, 1992).



6. Ovulatory disorders: are related with ovulation. These may be anovulation or
severe oligoovulation. In the later case, even though ovulation does occur, its relative

infrequency decreases the woman's chances for pregnancy (Speroff, 1994).

7. Unexplained infertility: A infertile couple has what is called unexplained
infertility when all standard clinical investigations yicld normal results. No cause can be

identified (Speroff, 1994).

8. Abnormality: It referred to malformation of genital organs.

9, History of gynecological diseases, sexually transmitted urethritis of men:

when they had diagnosed and treated by qualified medical doctor.

3.2. Methodology

3.2.1 Research design and sample

Tudu Ob/Gyn hospital in Hochiminh city is the largest, and possibly the best
equipped, women's hospital in Vietnam. In 1993 there were 51,286 in-patients, and
32,332 out-patients. The Department of Infertility of TuDu Ob/Gyn Hospital has about
80 to 100 infertile patients per day seeking medical interventions. Therefore, the hospital
is purposely selected as the site for this study.

This study is a clinical study, based on primary collection of data conducted

from March 5 to 16 1996 using a structured questionnaire. Because data collection
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occured over a short period, all eligible infertile couples who came to hospital during the
period of data collection were recruited into the study.
The respondents were included if they met the following criteria:
1. Both partners were present at the Department of Infertility at the time of the
sarvey.
2. And they have been established etiology of infertility in their record.

Therefore, 312 infertile couples were recruited in the study.

3.2.2. Questionnaire and data collection
This study was conducted by using structured questionnaire to interview. This
was combined with hospital records. The questionnaire was divided into three parts (see
Appendix). |
Part 1: General information on the socio-demographic characteristics of the
respondents.
Part 2: Reproductive history of the respondents.
Part 3: Actiology of infertility (Using hospital records)
The interviews were conducted by midwives of Department of Infertility. All

interviewers were trained and supervised by the author.

3.2.3. Data processing and analysis

The data was edited and coded in the field and then input into the computer.

18
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Methods of analysis are as follows:

- For objective No.1, descriptive analysis are used. Crosstabulation and Chi-
square test are applied to describe the distribution characteristics of respondent in primary
and secondary infertility. And to determine the difference of socio-demographic
characteristics, reproductive history, and causes of infertility in primary and secondary

infertility, the Mean, standard error, and range are obtained.

- For objective No.2, crosstabulation and Chi-square, in bivariate analysis are
used to examine whether or not the relationships are statistically significant between
socio-demographic characteristics of respondents, previous reproductive history and
infertile causes. For several variables the marginal number of cases are very small
Although this means that significance is unlikely to be attained, the results are still shown

because of their substantive important.

3.3 Limitations of the study

The following limitations are observed in the study:

The study was conducted over a short time and limited to only one Ob/Gyn
hospital and the population was highly sclective. This study is conducted at Department
of Infertility, then only infertile couples secking medical intervention to want more
children and those who are infertile but they do not need more children have not come
there, then they did not recruite in the study. So the sample is not truly representative of

all couples with infertility in Hochiminh city or Vietnam. Furthermore, the population of
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this study is only experienced group, it lack a control group to compare and the results
could be influenced.

The interviewers tried to interview as many couples as possible to obtain a
heterogenous sample that reflects the diversity of the Hochiminh population. Sometimes,
the interviewers may have missed some cases because so many patients attended.

The data analyzed also has limitations due to sample selection. And the
selectivity of the sample population was likely to have potential effects on results, and
cannot allow generalization, cither to the population of Hochiminh city, or to Victnam
population. However, in linc with our interest in undertaking this study, we believe that
therésultsmaypmvidcuseﬁnhlformaﬁonforsocial workers as well as physicians. The

findings may also be used as bascline data for further studies.
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CHAPTER FOUR

RESULTS

This chapter presents the results of data analysis. This includes two sections.
First, a description of the characteristics of the sampled population, focusing on the
social, demographic variables, reproductive history, and causes of infertility by types of
infertility (primary and secondary infertility). Concurrently, a comparison of the
distribution of the two groups according to the variables is provided. Second, a discussion
of the relationship between causes of infertility and characteristics of respondents, and

4.1 Description of the sample
Of the 312 infertile couples studies, 193 (61.9 percent) had primary infertility

and 119 (38.1 percent) had secondary infertility.

4.1.1 Socio-demographic characteristics of infertile couple
The characteristics of respondents are presented in Table 4.1. Displayed is the
percentage distribution of socio-demographic characteristics for primary and secondary

infertility groups.
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Age

The women interviewed ranged in age from 22 to 46 years, with an average age
of 33.1. The majority of respondents (67 percent) were older than 30 years, with the
proportion of women 6lder than 41 years being 9 percent. It can be said that women in
the sample are relatively old, both in terms of average age and distribution of age. The

results also show no statistically significant age differences between the two groups

@>.05).

For the men, ages ranged from 24 to 59 with a mean age of 35.9 and the
majosity aged over 30 years (83.7 percent). Only 4.8 percent are in the age group 46-59.

No significant difference in the age distributions between groups was observed (P<0.05).

Residence

In terms of residence, the percentage living in rural and urban area are almost
equal. Nearly half of couples live in urban arca (45.2 percent), and 54.8 percent in rural
areas. There is no significant difference between primary and secondary infertility

groups.
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Table 4.1: Percentage distribution of socio-demographic characteristics of infertile couples

Type of infertility
Characteristics Total CHISQ P-value
Primary Secondary
(1=193) (®=119) (n=312)
1. AGE
Wife
.22-25 7.8 6.7 7.4 3.74 0.442
.26-30 26.9 235 25.6
.31-35 31.6 38.7 343
.36-40 22.8 25.2 23.7
.41 -46 10.9 5.9 9.0
Mean 33.1 33.1 33.1
SE 04 0.5 0.3
Range 22 -46
Husband
.24 -30 17.1 15.1 16.3 1.518 0.823
.31-35 33.7 32.8 333
.36-40 321 36.1 33.7
.41-45 13.0 10.1 11.9
.46-59 4.1 59 4.8
Mean 35.9 36.1 35.9
SE 0.5 0.4 03
Range 24-59
2. RESIDENCE
. Urban 46.1 43.7 45.2 0.173 0.676
. Rural 53.9 56.3 54.8
3. EDUCATION
Wife
. No schooling 0.0 0.8 0.3 2.671 0.614
. Primary 15.0 16.0 15.7
. Secondary 28.5 303 29.2
. High school 35.2 29.4 33.0
. College + 21.2 23.5 22.1
Mean 10.1 10.0 10.0
SE 03 0.3 0.2

Range 0-18
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Table 4.1 (continued)

Type of infertility
Characteristics Total CHISQ P-value
Primary Secondary
(n=193) (®=119) (n=312)
Husband
. Primary 6.2 9.2 7.4 9.330 0.023
. Secondary 223 28.6 24.7
. High school 47.7 30.3 41.0
. College + 23.8 31.9 26.9
Mean 11.2 11.2 11.2
SE 0.3 0.2 0.2
Range 3-21
4. OCCUPATION
Wife
. Housewife 14.5 15.1 14.7 0.854 0.94
. Farmer 8.3 8.4 8.3
. Worker 347 32.8 34.0
. Professional 17.6 15.1 16.7
. Business 249 286 26.3
Husband
. Unemployed 1.0 0.8 1.0 2.468 0.65
. Farmer 12.4 11.8 12.2 '
. Worker 53.9 48.7 51.9
. Professional 17.1 24.4 19.9
. Business 15.5 14.3 15.1
5. AGE AT MARRIAGE
Wife
.18-25 48.7 51.3 49.7 10.204 0.037
.26-30 254 36.1 29.5
.31-35 17.1 9.2 14.1
.36-40 6.7 3.4 5.4
.41+ 2.1 0.0 1.3
Mean 26.9 25.4 26.4
SE 0.4 0.4 0.3

Range 18-43
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Table 4.1 (continued)
Type of infertility
Characteristics Total CHISQ P-value
Primary Secondary
- (n=193) n=119) (n=312)
Husband
.18-25 23.3 27.7 250 7.126 0.129
.26-30 39.4 48.7 42.9
.31-35 233 12.6 19.2
.36-40 7.8 6.7 7.4
.41-53 6.2 4.2 54
Mean 29.7 28.5 29.3
SE 0.4 0.5 0.3
Range 18-53
6. DURATION OF MARRIAGE
.2-5 55.4 38.7 49.0 12.116 0.007
.6-10 29.5 36.1 321
.11-15 10.4 21.8 14.7
.16-20 4.7 34 4.2
Mean 6.23 7.73 6.8
SE 03 0.4 0.2
Range 2-20
7. DURATION OF INFERTILITY
.2yms 21.2 31.9 253 4.939 0.176
.3-5yms 38.9 30.3 35.6
.6-10yrs 25.9 24.4 253
.11-20yrs 14.0 13.4 13.8
Mean 5.94 5.49 5.8
SE 0.3 04 0.2
Range 2-20
Educational attainment

The mean education of wives is 10.0 years, with 33 percent having a high school

education level. Most had a secondary education level or higher (84.3 percent), with over
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half of women having high school education or above (55.1 percent). Compared to the
educational statistics derived from the Intercensal Demographic Survey of 1994, only
13.0 percent of Vietnamese women have a high school education level or above, thus it
can be said that the education level of women in this study is high. The differential is
certainly due to the selectivity of patients in a hospital setting. The distribution of both

groups are similar, and statistically insignificant (P>.05).

For educational attainment of men, there is a statistically significant difference
between the primary and secondary infertility group (P<05). The mean education level
is 11.2 years, with 41 percent men having a high school education. If compared with the

education level of their wives, husbands have a higher education.

There are different educational distributions of both groups. In the primary
infertility group, the majority of respondents have a high school level of education or
above (71.5 percent), and nearly half have a high school education level (47.7 percent).
In the secondary infertility group, 62.2 percent have a high school level or above with the

highest at 31.9 percent with a college level of education or above.

Age at marriage
It is observed that nearly half of respondents married before age 25. A further
20.8 percent married after 30 years of age. Only 1.3 percent of women marricd afier 40

years of age. The average age at marriage is 26.4 years old. The mean age at marriage
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of primary infertility group is higher than of the secondary infertility group, with 25.9
percent women in the primary group, and 12.6 percent in the secondary group marrying
after age 30. In the secondary group, no one married afer 40 years old, but 2.1 percent
in the primary infertility group married after age 40. Therefore the age at marriage of the
primary infertility group is higher than that of the secondary group. There is a statisticalty
significant difference between primary and secondary infertility groups (P<0.05) in the
age at marriage distributions.

Data derived from the Vietnam Intercensal Demographic Survey of 1994
showed that for Vietnamesec women the mean age at marriage was 23.3 years, so age at
marriage of women in this study is higher. In Vietnam, as well as in other countries in
Somh-Ea;'t Asia, childbearing mainly takes place within marriage. Therefore, the first
dayofmmﬁagcislikelyﬁleonsetofexposm'ctoclﬁldbemingandmeagcatwhicha
woman marries has a direct bearing on her reproductive performance. Hence, age at
marriage has a direct relationship with fecundability. In this study, 26.4 of women can be
said that to have had late marriage, and their effective fecundability also begin later. In
‘women, according to Healy et al (1994) fecundability is maximal at about age 24, and
decline slightly during ages 24-30, and after age 30 the decline is quite rapid. Therefore,
in this study women with late marriage entry directly into the decreasing fecundability
stage.

In terms of age at marriage of husband, the average age is 29.3 with 42.9

percent of age at marriage in the ages 26-30. Only 5.4 percent married after 41 years of
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age. There is no statistically significant differences primary and secondary infertility

group.

Occupation

The lowest proportion of women are farmers (8.3 percent), with 14.7 percent
housewives or unemployed. The highest percentage is 34.0 for worker, followed by 26.3
who are business women, and 16.7 of women work at professional jobs such as teacher,
doctor, and technician. For men, only 1.0 percent are unemployed. Slightly over one-
half are worker (about 51.9 percent). The proportion of farmers, business, and
professional or technicians are similar (12.2, 15.1, and 19.9 percent, respectively). There
is no statistically significant difference between the infertility groups in terms of

occupational distribution (P>0.05).

Duration of marriage

The mean duration of marriage of sampled couples is 6.8 years, with a range
from 2 to 20 years. Nearly half have a duration of marriage from 2 to 5 years (49
percent), and 32.1 percent from 6 to 10 years. The lowest proportion is 4.2 percent of
duration of marriage from 16 to 20 years. There is a statistically significant diﬂ'ereﬁcc
between the two infertility groups (P<0.05). The mean duration of marriage in the

primary infertility group was 6.23 and for the secondary group was 7.73. The percentage

of couples with a duration of marriage over 11 years was 15.1 for the primary group, and



29

25.2 for secondary group. It can be said that duration of marriage in secondary infertility

is longer than that of the primary infertility group.

Duration of infertility

The average duration of infertility is 5.8 years, with the same range of duration
of marriage. No statistically significant differences between primary and secondary
infertility group was observed (P>0.05). The highest percentage is of duration 3 to 5
years (about 35.6 percent), followed by group 6-10 years and two years (25.3 percent),

and the lowest is 13.8 years for durations over 11 ycars.

From the discussion above, we can conclude that the characteristics of
respondents in primary and secondary infertility group are not appreciably different in
most variables. Significant differences are observed for education attainment of husband,

age at marriage of wife, and duration of marriage.

4.1.2 Previous reproductive history of infertile couples
In this section several topics will be discussed: history of ]Sregmmcy,
gynecological discase, family planning methods ever used, and the history of sexually

transmitted urethritis of husband.
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History of pregnancy

As scen from Table 4.2, the proportion of women who had been pregnant is
38.1 percent, and approximately 61.9 percent of women had never become pregnant.
For the secondary group, almost two-thirds of women had been one pregnancy, and 4.1
percent of women had become pregnant four times.

However in the secondary group only 29.4 percent had given birth. This was
due to miscarriage or induced abortion, or ectopic pregnancy. The percentage of induced
abortion were 11.8 percent of the sample, 31.1 percent of secondary infertility group.
Although the proportion of induced abortion was not high, it is important to study
induced abortion to see whether or not it is related to the ctiology of infertility. The
highest frequency of induced abortions was four times. One-fifth of women had
undergone one abortion. Among those who ever used induced abortion, the percentage of
women who had complication is 21.6, which is 6.6 percent of the secondary infertility
group. Over half of women of the sccondary infertility group had experienced a

miscarriage (56.3 percent). Few women (4.6 percent) have had a ectopic pregnancy. -

Table 4.2 also presents the number of living children of respondents. A high
proportion (89.4 percent) of couples do not have any child. Very few couples have two
or more living children (1.0 percent), even though these couples have children in
accordance with the National population policy, 'each family have only one or two

children', they would like to have more duc to remarriage, but they cannot become

pregnant.



Table 4.2. Percentage distribution of history of pregnancy

Type of mfertility
History of pregnancy Total
Primary Secondary
1. Number of pregnancy
.0 100.0 0.0 61.9
.1 - 65.5 25.0
.2 - 16.8 6.4
.3 - 13.4 5.1
4+ - 4.1 1.5
2. Number of delivery 29.4 11.2
.1 - 25.2 9.6
. 2 - 2.5 1.0
.3 - 1.7 6
3. Number of miscarriage 56.3 21.4
4. Number of Induced abortion 31.1 11.8
| - 20.2 7.7
.2 - 10.1 38
. 4 - 0.8 3
5. Complication of LA - 6.6 2.6
6. Ectopic pregnancy - 4.2 1.6
6. Number of living children
.0 100.0 72.3 89.4
.1 00 25.2 9.6
.2+ 0.0 2.5 1.0




Family planning practice

From Table 4.3 it can be scen that there is a statistically significant difference
between primary and secondary infertility group (P<0.05) in terms of family planning
practice. In the secondary group, 42.9 percent had ever used, while only 19.2 percent
had ever used contraception in the primary group. Overall, neady one-third of couples
have ever used contraceptive (28.2 percent). The proportion who ever used traditional
methods was higher than those who had used modern methods.

For modemn methods, there is a statistically significant difference between the

mfertility groups (P<0.05), for nearly all methods. For traditional methods, there is no
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significant difference between groups (P>0.05) for any method. In the sccondary

infertility group, 16 percent used TUD, but nobody used IUD in the primary infertility

group.

History of disease

As displayed in Table 4.3, over half of women (52.6 percent) have had
gynecological discases such as cervicitis, vaginitis, PID, and so on. Approximately 34
percent had experienced cervicitis, 17 percent of women had pain in their lower
abdomen, 15.1 percent had experienced vaginitis, and only 2.9 percent PID. Increased
leucorrhea is usually onc of the symptoms of gynecological discase, as well as on¢ of the
causes of women visiting medical personnel. Therefore, a high proportion can be found
in this category (about 36.5 percent). The percentage with others discusses is small.

Other disorders included: myomas, endometriosis or dysmenorrhea. In the secondary
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infertility group, incidence of gynecological discasc is higher than for the primary
infertility group, 60.5 percent and 47.7 percent respectively. The difference is significant
(P<0.05), and is related to the proportion of tubal obstruction in cach group.

Among specific disorders only cervicitis and vagjnitis have statistically significant
differences between the primary and secondary infertility groups.

In the secondary group, cervicitis is found for 42.9 percent, and vagnitis for
20.2 percent. While in the primary group cervicitis is found for 26.4 percent, and
vaginitis for 11.9 percent only. For other discases, proportions are similar.

No man in the study reported a history of mumps orchitis, or testicular injury.
Sexuaﬂytmmﬁaedweﬂniﬁsisﬁkelymlatedmvmereﬂdiscases.Vayfewmspmdenw
(3.5 percent) had a reported history of venereal diseascs. The incidence in each group

was similar. Therefore, the potential for study of this problem is limited.

36564 | (o131



Table 4.3 Percentage distribution of reproductive history of infertile couples

by type of infertility
Type of infertility
Reproductive history Total CHISQ  P-value
Primary Secondary
A. History of diseases
1. Gynecological discase  47.7 60.5 526 4.86 0.027
2. Cervicitis, 26.4 46.2 34.0 12.86 0.000
3. Vaginitis 11.9 20.2 15.1 391 0.047
4. PID 26 34 29 0.16 0.69
5. Increased leucorthea 33.7 41.2 36.5 1.78 1.18
6. Pain at Jow abdomen 14.5 21.0 17.0 2.20 0.137
7. Others 2.5 6.2 4.8 2.19 0.138
8. Venereal discase of 3.1 4.2 35
husband

B. Family planning
1.Ever used contraception 19.2 42.9 282  20.39 0.000
2. Condom 1.6 8.4 4.2 8.64 0.003
3. Ppill 2.1 7.6 4.2 5.56 0.018
4. TUD 0.0 16.0 6.1 32.72 0.000
5. Injection 0.5 0.0 0.3 0.62 0.431
6. Rhythm 10.4 12.6 11.2 0.37 0.542
7. Withdrawal 8.3 13.4 10.3 2.13 0.145
C. Others
1. Sperm count (million/mi)

. No sperm 3.6 0.8 2.6 4.80 0.441

.<=20 11.4 7.6 9.9

.21-40 13.0 10.1 119

.40 + 72.1 81.5 75.6

Mean 69.4 74.6 71.3

SE 3,3 3,7 2,5
2. Menstruation

. Regular 64.8 63.9 64.4 0.02 0.871

. Trregular 35.2 36.1



Table 4.3 (continued)
Type of infertility
Reproductive history Total  CHISQ P-value
Primary Secondary
3. Length of menstrual cycle
. <= 25 days 4.1 1.7 3.2 3.54 0.617
. One month 57.0 57.1 57.1
. One-two mths 26.4 24.4 25.6
. Two-three mths 52 84 6.4
. Over three mths 4.1 34 38
. Amenorthea 3.1 5.0 38
Other factors
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Sperm density is one of most important criteria of male fecundability. For

women, menstruation reflects aspects of hormone level as well as ovulation. Therefore,

this section presents selected characteristics of husband and wife such as sperm density,

menstruation, and length of menstrual period.

For the primary infertility group the average sperm density is 69.4 million, and

74.6 million for the secondary infertility group. The difference between the two groups is

not statistically significant. A very high proportion (87.2 percent) displayed normal sperm

density.

Over 60 percent for women had regular menstruation (about 64.4 percent), and

the rest experienced irregular menstruation and amenorrhea (35.6 percent). There is no

significant difference between the two infertility groups in terms of menstruation.



Similatly, there is no significant difference in terms of the length of the
menstrual period. Most women have a monthly interval for menstruation (57.1 percent),
with 25.6 percent reported a one to two monthly interval. Only a small proportion report
other intervals.

4.1.3 Actiology of infertility

As can be scen from Table 4.4, the characteristics of the wife were mainly
responsible (55.1 percent) for infertility. They were followed by 20.2 percent of causes
related to the husband, 13.8 percent were of both partners, and 10.9 percent were related
to unexplained infertility. The results also showed that there is a statistically significant
differences between primary and secondary infertility groups (P<0.05). In the secondary
infertility group, 64.7 percent of infertility was related to the wife, and 4.2 percent to both
partners, while for the primary infertility group 49.2 percent were related to the wife, and
19.7 percent for both partners.

According to Martin (1992), the 40-50 percent of infertile was related to
females, 30 percent to males, 10-20 percent to unexplained infertility. Generally the
proportions they described were based on global data, but the causes of infertility may
vary from place to place among social groups, and over time. The results of this study are
different from their. They are also different from the results obtained from the annual
reports of TuDu Ob/Gyn hospital, 22 percent, 68 percent, 5 percent, and 5 percent to

males, females, unexplained infertility, unusual problems respectively.

36
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The results in Table 4.4 also present prevalence distribution for each cause. For
all of causes, the percentage of owvulatory disorder is the highest (about 46.8 percent),
followed by poor semen quality (30.4 percent), tubal obstruction (25.6 percent), 10.9
percent unexplained infertility, and oligospermia (9.6 percent). Tubal obstruction
includes endometriosis and myomas as they can compromise fertility by causing pelvic
adhesions, distorted anatomy, and ovarian or tubal damage. Remaining causes exhibit a
small percentage. Therefore, the predominant causes are owulatory disorder, tubal
obstruction and poor semen quality.

In terms of female causes, a significant difference between the two infertility
groups is observed (p<.05) for tubal obstruction. Among the secondary infertility group,
tubal obstruction is reported by 31.9 percent, and for the primary group i reported by
21.8 percent. Among causes of the husband, poor semen quality exhibits a statistically
significant difference between the two infertility groups (P<.05). In the primary infertility
group, poor scmen quality was reported by 37.8 percent, and 18.5 percent of the
secondary infertility group.

From the discussion above, we can conclude that for history of disease, family
planning practice and etiology of infertility of respondents in the primary and secondary

infertility group are appreciably different.
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Table 4.4: Percentage distribution of etiology factors of infertile couples

Type of infertility
Etiology Total CHISQ P-value
Primary Secondary
(n=193) (n=119) (n=312)
1. General etiology 20.87 0.000
. Wife 49.2 64.7 55.1 8.33 0.039
. Husband 22.8 16.0 20.2 1.44 0.696
. Both wife and 19.7 4.2 13.8 1.86 0.390
husband
. Unexplained 8.3 15.1 109 3.54 0.598
2. Abnormality 1.0 0.0 0.6 1.24 0.265
3. Ovulatory disorder 48.7 43.7 46.8 0.74 0.389
4. Tubal obstruction 21.8 31.9 25.6 3.99 0.045
5. Azoospermia 3.6 0.8 2.6 2.28 0.130
6. Oligospermia 10.9 7.6 9.6 0.93 0.334
7. Poor semen quality 37.8 18.5 30.4 12.99 0.000

Correlates of education level of wife

Generally education is known as an important factor that influences to
knowledge and behavior of person. Pregnancy take place on boby of women. Behavior
and knowledge of woman are more or less related to their pregnancy. Therefore, in order
to understand more education level of wife, this section will present details of the
relationship between education level of wife and age at marriage, contraceptive used and
duration of mfertility.

The results from Table 4.5 showed that the education level of a woman is
clearly related to her age at marriage. Women having higher education are more likely to

postpone their marriage. The percent married under age 25 decreases with education;



decreasing from 62.5 percent for those with primary education level to 29 percent for
women with a college or higher level of education. For age at marriage 36-40, 8.3 percent
of women with a primary education level married at these ages, compared to 11.6 percent
of college or above educated women. As Martin (1994) indicated, education affects the
quaﬁtmn and tempo of fertility partly through its impact on age at marriage. The Chi
Square test indicates that the relationship is statistically significant at 0.05 level.

Table 4.5: Percentage distribution of age at marriage, contraceptive used,
duration of marriage, duration of infertility by wife's educational level.

Educational level *
Variables CHISQ P-value

Primary Secondary High school College
®=48) (@=91) (®=103)  (n=69)
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Age at marriage
. Under 25 62.5 50.5 56.3 290  21.180 0.011
.26-30 16.7 33.0 25.2 40.6
.31-35 12.5 13.2 12.6 18.8
.36-40 83 33 5.8 11.6
Total 100.0 100.0 100.0 100.0
Contraceptive used
. Ever used 14.6 27.5 233 46.4 17.189 0.000
. Never used 85.4 72.5 76.7 53.6
Total 100.0 100.0 100.0 100.0
Duration of infertility
.2t05yrs 43.8 64.8 63.1 63.8 29.447 0.00005
. 61010 yrs 20.8 28.6 20.4 31.9
A1+ 35.4 6.6 16.5 43
Total 100.0 100.0 100.0 100.0

Note (*): Education level of wives have not included one case of no schooling.
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Thercfore, higher female education leads to a deferment of marriage and to later
family formation. The education level of a woman is also related to contraceptive use.
From Table 4.5, it can be seen that the proportion of women who ever used
contraceptive increased from 14.3 percent for those with a primary education level to
46.4 percent for women with college or above education level. Thus, women having
higher education are more likely to use contraceptive than those with a lower education
level.

There is a statistically significant relationship between education level of wife
and duration of infertility (P<.05). Almost two-thirds of women with a coliege or above
education Jevel had a duration of infertility of 2 to 5 years, compared to 43.8 percent of
those with a primary school level of education. Over one-third of women with a primary
school level of education had experienced a duration of infertility of over 11 years.

This composes to only 6.6, 16.5 and 4.3 percent to secondary, high school,
college educated women respectively. Thus can be concluded that women have higher
education level are more likely to have a shorter duration of infertility than those who
have lower a education level. Possibly, women with education will recognize their
infertility problem sooner than those who have lower education level.

From the discussion above, wccanconchndcthatawommwithhigheducation

level usually has a postponement her marriage and higher level of use contraceptive.



4.2 Correlates of etiological infertility

Based on the results presented in the previous section, this section will present
details of the relationship between causes of infertility and selected socio-demographic
and reproductive history variables. The causes discussed will include ovulatory disorder,
tubal obstruction of females, and oligospermia and poor semen quality of males. As
unexplained infertility cannot be related to specific causes, it will not be analyzed in this

section.

4.2.1 Ovulatory disorder

Owulation is related to levels of female hormone. Therefore, this section will
focus on the factors that have a relationship with female hormones of contraceptive
methods. The oral pill and mjection are hormonal contraceptives. However, there was
only one case of injection, so oral pill and injection are combined into one category. The
results presented in Table 4.6 show the relationship between owvulatory disorder and
individual characteristics of female respondents.

There is a statistically significant relationship between age and owulatory
disorder. Women aged over 40, compared to women ages less than 40 are significantly

more likely to experience an ovulatory disorder.
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Table 4.6 Percentage distribution of ovulatory disorder by socio-demographic,
reproductive history of wife

Ovulatory disorder
Characteristics Total CHISQ P-value
Yes No
(n=146) (n=166)
1. Age
. Under 40 44.7 55.3 100.0 (284) 5.48 0.019
.40 + 67.9 32.1 100.0 (28)
2. Educational attainment *
. Primary 47.9 52.1 100.0 (48) 0.261 0.967
. Secondary 48.4 51.6 100.0 (91)
. High school 45.6 544 100.0 (103)
. College + 44.9 55.1 100.0 (69)
3. Occupation
. Housewife 42.2 57.8 100.0 (45) 371 0.445
. Farmer 34.6 65.4 100.0 (26)
. Worker 49.5 50.5 100.0 (107)
. Professional 42.3 57.7 100.0 (52)
. Business 52.4 47.6 100.0 (82)
4. Residence
. Urban 45.4 54.6 100.0 (141) 0.20 0.651
. Rural 48.0 520 100.0(171)
5. Menstruation
. Regular 26.4 73.6 100.0 (201) 94.68 0.000
. Irregular 83.8 16.2 100.0 (111)
6. Menstrual period
. <= 25 days 30.0 70.0 100.0 (10) 115.63 0.000
. 30 days 21.9 78.1 100.0 (178)
. 1to 2 mths 80.0 20.0 100.0 (80)
. 2t0 3 mths 95.0 50 100.0 (20)
. Over 3 mths 91.7 83 100.0(12)

. Amenorrhea 83.3 16.7  100.0 (12)



Table 4.6 (continucd)

Ovulatory disorder
Characteristics Total CHISQ P-value
Yes No
(n=146) (n=166)

7. Contraceptive used

. Ever used 38.6 61.4  100.0 (88) 3.27 0.070
. Never used 50.0 50.0 100.0 (224)

8. Hormonal contraception
. Ever used 57.1 429 1000014 2.40 0.120
. Never used 35.1 649 100.0(74)

Note (*): Education of wives has not included one case of no schooling
Of women who are under 40 years old 44.7 percent have an ovulatory disorder
compared to 67.9 percent for women who are over 40 years old. These results can be
understood in terms of change in female hormones. According to Speroff et al (1994),
changes of female hormone level takes place from age 37-38, which reflects lesser
follicular competence. The changes accelerate after 40 years of age. Therefore, this is

correlated with the decrease in fecundability that occurs with aging.

For educational attainment, occupation, residence, contraceptive used, and
hormonal contraceptive used, there are no statistically significant relationships with
ovulatory disorder (P>0.05). The distributions are similar among categories of these
variables. Owulatory disorder can take place for women at any education level, any place
of residence, and any occupation. As only 14 women had used hormonal contraceptives,
it is difficult to study the relationship between use of hormonal contraceptives and

ovulatory disorder.
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Both menstruation and length of menstrual period are significantly related to
ovulatory disorder (P<0.05). That menstruation and length of period are related to
female hormone levels are well-known. They usually reflect the situation of female
hormone levels. Generally, women who have menstrual periods at monthly intervals are
almost all ovulatory, only 5 percent are anovulatory (Speroff ct al, 1994). From the
results shown in Table 4.6, it can be scen that of women who have trregular intervals,
83.8 percent have owvulatory disorders, while only 26.4 percent of women who have
regular intervals have disorders. This suggests that if a women has irregular

menstruation, she is at high risk of ovulatory disorder.

In terms of length of menstrual period, the lowest percentage of women who
have ovulatory disorder were for those who had menstrual periods at monthly intervals
(about 21.9 percent). The proportion of women who have owvulatory disorders and who
have menstrual intervals over one month was over 80 percent. The highest proportion of
ovulatory disorder was for 2-3 months (95 percent). The findings show that women who
have menstrual periods at monthly intervals usually are more ovulatory than those who
have longer periods. For amenorrhea, ovulation does not take place. Almost all women
who are amenorrheic almost all had ovulatory disorder. For menstrual periods under 25
days, only 30 percent of women who had an ovulatory disorder. From this result it can
gaid that menstrual period are related to ovulatory disorder. From the length of menstrual

period, we can estimate the risk of ovulatory disorder.
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4.2.2 Tubal obstruction

Tubal obstructions usually take place through peritubal or periovarian adhesions,
or damaged tubes cause infertility through preventing egg pick-up and transport. They
usually follow septic abortion, puerperal infection, peritonitis from other causes, or
abdominal operation. Generally, tubal obstructions follow infection. Therefore, this
section will examine if the infection factors have influenced tubal obstruction in the
sample.

In terms of contraception, the TUD is a foreign object inserted into the uterus of
women. And induced abortion is one technique that is used for pregnancy termination.
Both, if not properly done, can induce infection at the time of operation. They will be

selected for analysis.

Table 4.7 provides the percentage of the tubal obstruction by characteristics of
women and by infective factors. The percentage distribution of tubal obstruction
increased by age, from 22.3 of women who were younger than 30 years old to 32.4 of
women who were age 36-40. Speroff (1994) indicated that when women enter their 30s,
there is a greater likelihood of them being affected by a number of diseases that can
interfere with fertility. So we can understand why rate of tubal obstruction increased with
age. But for the age group over 40 years old, the proportion of tubal obstruction
decreased to 14.3 percent. For this group, the main cause of infertility is ovulatory
disorder (67.9 percent), with tubal obstruction a relatively minor cause. The relationship

between tubal obstruction with age of females is not significant (P>.05).
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There is a significant relationship between tubal obstruction with educational

level of women (P< .05). The incidence of tubal obstruction decreases from
secondary choll to college or above level (35.2 percent to 14.5 percent). Women with
higher education level are less likely to get tubal obstruction than those who have
lower levels of education. This may be related to knowledge of women. That is,
women having high educational level have more knowledge to prevent infection; then
they can protect themselves against infective discases, or if they get infected, they

know how to obtain treatment. Therefore, there is less tubal obstruction among them.

The proportion of women with tubal obstruction is the lowest for women
who had professional jobs (about 15.4 percent). This can be related to educational
level of women. Professional jobs require a high educational level. The percentage
differences between rural and urban residence in tubal obstruction are not great.
Similar to age and occupation, residence differences are not statistically significant

®> .05).

The Table 4.7 also shows the relationship betweeen contraceptive use, IUD,

and induced abortion with tubal obstruction. No significant relationships are observed

(P> .05), with proportions similar among groups.
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Table 4.7 Percentage distribution of tubal obstruction by individual characteristics of

female respondents
Tubal obstruction
Characteristics Total CHISQ P-value
Yes No
(n=80) (n=222)

1. Age
. Under 30 22.3 77.7 100.0 (103) 4.39 0.221
.31-35 27.1 72.9 100.0 (107)
.36-40 324 67.6 100.0 (74)

.41 + 143 85.7 100.0 (28)
2. Education *

. Primary 27.1 72.9  100.0 (48) 8.96 0.029
. Secondary 35.2 64.8 100.0 (91)

. High school 243 75.7 100.0 (103)

. College + 14.5 85.5 100.0 (69)
3. Occupation

. Housewife 37.8 62.2  100.0 (45) 7.29 0.121

. Farmer 19.2 80.8 100.0 (26)

. Worker 28.0 72.0 100.0(107)

. Professional 15.4 84.6 100.0 (52)

. Business 24.4 75.6  100.0 (82)
4. Residence

. Urban 24.1 75.9 100.0 (141) 0.31 0.574

. Rural 26.9 73.1 100.0 (171)
5. Contraceptive used :

. Ever used 28.4 71.6 100.0 (88) 0.49 0.48

. Never used 24.6 75.4 100.0 (224)
6. IUD

. Ever used 42.1 57.9 100.0 (19) 2.23 0.13

. Never used 24.6 75.4 100.0 (69)



Table 4.7 (continued)
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Tubal obstruction
Characteristics Total CHISQ P-value
Yes No
(n=80) (n=222)

7. Induced abortion

. Never used 31.7 68.3 100.0 (82) 0.31 0.98
. One time 33.3 66.7 100.0 (24)
. Two times + 30.8 69.2 100.0 (13)

8. Complication of induced abortion
. Yes 50.0 50.0 100.0 (8) 1.28 0.256
. No 28.6 71.4 100.0 (28)

9. PID
. Yes 55.6 444 100.0 (9) 4.34 0.037
.No 24.8 75.2 100.0 (303)

10. Other diseases
. Yes 28.8 71.2 100.0 (163) 1.82 0.176
. No 22.1 71.9 100.0 (149)

Note (*): Education of wives has not included one case of no schooling
For complications of induced abortion, there differences are large, 50 percent
who ever experienced an abortion and 28.6 percent for those who had never experienced,

but abortion had a tubal obstruction. The difference is not statistically significant.

There is a strong relationship between tubal obstruction and PID. The
percentages are 55.6 for women who have experienced PID versus 24.8 percent for
women who have not had a PID. The difference is statistically significant (P<.05). Other
infective diseases are not significantly related to tubal obstruction (P>.05). Many

previous studies have shown that a number of women have experienced PID but have not



49

had symptoms. Thercfore, in the present study 24.8 percent of women who didn't have
PID in their history had tubal obstruction, this may have been a result of asymptomatic

PID, or they have had endometriosis, or myomas.

4.2.3 Poor semen quality

Of 312 infertile couples studied, 95 (30.4 percent) had poor semen quality
cause. Table 4.8 shows the results of socio-demographic characteristics and history of
husband analyzed in the poor semen quality group. No statistically significant
relationships among all factors with poor semen quality were observed (P>.05). The

findings suggest that poor semen quality weren't influenced by these factors.

Of men 31-35 years old, 34.6 percent had poor semen quality, the highest of
any age group. But the differences among age groups are not great.

The proportions with poor semen quality does not vary greatly among education
groups, ranging from 26.1 to 32.5 percent. The proportion with poor semen quality is
highest for the farmer group (41.5 percent). Although the proportions among occupation
groups are quitc different, they are statistically insignificant. Relationship between
residence, venereal discases history of husband and poor semen quality are also
insignificant.

From the above findings, it can be concluded that in order to get better

understanding about poor semen quality, it is necessary to examine other factors such as
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life style related to health risk behavior, including smoking, alcohol, male hormone, and

80 On.

4.2.4 Azoospermia and Oligospermia

The information presented in Table 4.4 show that the number of cases of
azoospermia is only 8 (2.6 percent) and oligospermia is observed for 30 men (9.6
percent). Azoospermia and oligospermia are defined by the same criteria, that is sperm
density under 20 millions per ml. Literally, azoospermia is referred to as no sperm, and
oligospermia is referred to few sperm. In the study, it should be noted that there is no
case of mumps orchitis, injury testis history, and the number of cases of azoospermia are
very few. Therefore, we can rationaly combine both causes in analyzing the relationship
between them and infective factors namely, sexually transmitted urethritis history. It is
generally known that sexually transmitted urethritis infects the genital organ. The
inflammation of genital organ will occlude or damage the vas deferens and consequently
sperm density will be influenced. Based on this explanation, the study will examine the

relationship between infective factors and azoospermia ans oligospermia.

The relationship between azoospermia, oligospermia and individual
characteristics of husband is presented in Table 4.8. The results show that only venereal
disease history has a significant relationship with azoospermia and oligospermia (P<.05).
All socio-demographic factors tested has no statistical relationship with azoospermia and

oligospermia. However, there appeared to be different distributions of azoospermia and
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oligospermia in each group. For age, the lowest percentage of azoo-oligospermia is 5.4
for age group 41-45, and the highest is 33.3 percent for age group over 50. For
education, the lowest proportion of azoo-oligospermia is 7.1 percent of college or above

educational level, while for the remaining groups, the proportions are similar.

The proportion of azoo-oligospermia is 0.0 percent for unemployed, 21.1

percent for farmers, 14.9 percent for business men. For residence, the proportion of
azoo-oligospermia in rural areas is higher than that of urban areas, 14.6 percent and 9.2
percent respectively. It is possible that the different distribution reported above may be
due to differences in life style.

A total of 45.5 percent of men who ever had vencreal diseases experienced
azoospermia or oligospermia compared to only 11.0 percent for those who never had
venereal diseases. Conclusively, sexually transmitted discases are related to sperm

density.
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Table 4.8. Percentage distribution of azoospermia, oligospermia and poor semen quality

by characteristics of husband
Azoo-Oligospermia Poor semen quality
Characteristics Total
Yes No Yes No (n)
(n=38) (n=274) (n=95) (n=217)
1. Age
. Under 30 17.6 824 314 68.6 (51)
.31-35 12.5 87.5 34.6 65.4 (104)
.36-40 9.5 90.5 26.7 73.3 (105)
.41-45 5.4 94.6 27.0 73.0 37
.45+ 26.7 733 333 66.7 (15)
Chi-square 6.658 1.845
P-value 0.115 0.764

2. Educational attainment

. Primary 17.4 82.6 26.1 73.9 (23)

. Secondary 11.7 88.3 32.5 67.5 an

. High school 14.8 85.2 32.0 68.0 (128)

. College + 7.1 92.9 27.4 72.6 (84)
Chi-square 3.44 0.87
P-value 0.33 0.83

3. Occupation

. Farmer 19.5 80.5 41.5 58.5 41)

. Worker 10.5 89.5 25.9 74.1 (162)

. Professional 9.7 90.3 35.5 64.5 (62)

. Business 14.9 851 29.8 66.1 CY))
Chi-square 3.17 4.66
P-value 0.36 0.19

4. Residence

. Urban 9.2 90.8 26.2 73.8 (141)

. Rural 14.6 85.4 339 66.1 a7
Chi-square 2.10 2.15

P-value 0.146 0.14



Table 4.8 (continued)
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Azoo-Oligospermia

Poor semen quality
Characteristics Total
Yes No Yes No (n)
(n=38) n=274) (n=95) n=217)
5. Venereal diseases
. Yes 45.5 54.5 36.4 63.6 (11)
. No 11.0 89.0 30.2 69.8 (301)
Chi-square 11.80 0.18
P-value 0.000 0.66
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CHAPTER FIVE

SUMMARY AND RECOMMENDATION

5.1 Summary

This study has examined the variation in socio-demographic, reproductive
history, and etiology of infertility processes between primary infertility and secondary
infertility, and the variables related to etiology of infertility in TuDu Ob/Gyn Hospital,
Hochiminh city, Vietnam. The analysis focussed on a sample of 312 infertile couples

interviewed during 5 to 16 March, 1996 in Hochiminh city.

The results revealed that of the 312 couples, 61.9 percent had primary infertility
and 38.1 percent had secondary infertility. The infertile couples are relative old, with an
average age of wives of 33.1 years, 35.9 years for their husbands. The mean education
level of wife and husband are also relatively high, 10.0 years and 11.2 years respectively,
with a high school education or above of wives and husbands found for 55.1 percent,
67.9 percent respectively. Worker is the main occupation of respondents. Nearly half of
couples have a duration of marriage from 2 to 5 years, with an average duration of
marriage of 6.8 years. And the mean duration of infertility is 5.8 years.

One-fourth of women had conceived once. Approximately 11 percent of women
had given birth. In the secondary infertility group, slightly over half of women had

experienced a miscarriage, one-third of women had underwent induced abortion, and 6.6
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percent had experienced complications of induced abortion. Very few infertile couples
have living children.

Nearly one-third of infertile couples have ever used contraceptive. Traditional
methods were mainly used. Only women in the secondary infertility group had used TUD,
with 16 percent having used this method. Slightly over half of women had experienced
gynecological diseases. Very few PIDs were reported. Cervicitis and increased leucorrhea
were reported for a high proportion. For husbands, few men have experienced venereal
discases.

The main causes of infertility are ovulatory disorder (46.8 percent), poor semen
quality (30.4 percent), tubal obstruction (25.6 percent), uncxplained infertility (10.9
percent), and oligospermia (9.6 percent). The female causes are mainly responsible (55.1

percent), with 20.2 percent resulting from male causes.

The differences of socio-demographic characteristics, reproductive history,
causes of infertility between primary and secondary infertility group are mot great.
Significant differences were observed for characteristics of respondents for educational
attainment of husband, age at marriage of wife, duration of marriage. For reproductive
history, the differences are in gynecological discascs, family planning practice. Etiology of
infertility has the differences between the both groups.

Fpurcauswofhifmﬁﬁtywcrcexanﬁnedfora relationship with socio-
demographic, reproductive history of respondents. Most of characteristics of respondents

do not have relationship with causes of infertility. For ovulatory disorder, it takes place
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with women who are older than 40 years more often than for those who are younger than

40. Menstruation and length of menstrual period are also related to ovulatory disorder.

For tubal obstruction, significant relationships were observed with education
level of women and PID. With a higher education level, women were less likely to have
tubal obstruction. Women who have experienced PID were more likely to have tubal
infertility.

Poor semen quality were not significant influenced by any factors. Azoospermia
and Oligospermia were influenced by venereal diseases only.

From the findings of this study, we can see that socio-demographic
characteristics and reproductive history of respondents have not influenced much on
ctiology of infertility. Therefore, in order to get better understanding about causes of
infertility, further studies should be taken with other factors such as behavior, attitude as
well as life style related to health risk. And the comparison of control group also is

nescessary.

5.2 Recommendation

The findings for socio-demographic characteristics, reproductive history cannot
be generalized, and therefore, should be viewed with caution since no comparable studics
exist for the general population of Hochiminh city. However, it scems reasonable to infer,
on the basis of the study and significant observed effects of these variables on etiology of

infertility, that these effects are likely to be stronger in the general population.
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The findings from this study have implications for public health programs and
health education campaigns aimed at decreasing the rate of infertility. These are as

followed:

1. As the number of infertile couples recruited in the study, 312 couples in the 10 days
of survey, show that the number of infertile patients attending Department of Infertility is
now so high that it may indeed reflect a growing problem. Health officials need to pay
more attention on medical techniques for diagnosis and treatment. Actually, the diagnostic
procedures and treatments usually are expensive, thus it is important to plan education

campaigns for preventing causes of infertility.

2. Since STDs and PID had strong relationships with sperm density and tubal obstruction
ﬁisimpoﬁmttophnhcal&oducaﬁmcmpaignstoprwemsmmatmmspmsﬂ)k
for most infertility. Concurrently, more educated people known how to obtain treatment
of STDs to avoid sequelac from STD. Health education campaigns using the mass media

are one intervention to promote behavior change.

3. The age of women is an important factor for fecundability. If women have late
marriage, they should know how and when to use contraception to avoid the high risk of
fecundability. If a woman have irregular menstruation or long length menstrual period,
they should obtain medical intervention. Health education programs should provides

information as well as knowledge for the target groups.
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APPENDIX

QUESTIONNAIRE

PART ONE: GENERAL CHARACTERISTICS

ID —-
1. How old are you now ? «—-—
2. How old is your spousc now ? ~=——
3. Where do you stay now ? District -~—
1. Urban 2. Suburban 3. Rural
4. Where does your spouse stay now ? District —-
1. Urban 2. Suburban 3. Rural
S. Whatisyourﬂ:ehighestgrad‘eeducaﬁonlcvel?
1. No schooling 4. High school/vocation
2. Primary school 5. College/University/Higher
3. Secondary 7. exactly finished class
6. What is the highest grade education level of your spouse ?
1. No schooling 4. High school/Vocation
2. Primary 5. College/University/Higher
3. Secondary 7. exactly finished class
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7. What is your present occupation ?

1. Housewife/no working 4. Engineer, doctor, teacher
.2. Farmer 5. Business, seller,
3. Factory worker/handicraft 6. Others

8. What is your spouse present occupation ?

1. No working 4. Engineer, doctor, teacher,
2. Farmer 5. Business, seller, trader
3. Factory worker/handicraft 6. Others

9. Do you work on private or government sectors ?
1. Private sector 2. Government sector

10. Does your spouse work on private or government sector ?
1. Private sector 2. Government sector

11. How much is your family monthly income ?

12. How many children do you have now ?

PART TWO: PREVIOUS REPRODUCTIVE HISTORY
13. How many time for getting married ?
1. Wife: ~—- 2. Husband : -———
14. Age at first marriage:
1. Wife : —— 2. Husband : ~——

15. Age at last marriage: 1. Wife : ——- 2. Husband : ———



16. How long have you lived with your present spouse ? : ——-

17. Have you ever become pregnant? 1. Yes 2. No (skip to Q. 29)
18. How many time did you become pregnant ? —-

19. When did you become the first pregnancy ? -—-

20. How many time did you delivery ?

21. How many times did you have miscarriage ? ~——

22. How many times did you have stillbirth ? ——-

23. Have you had any died children ?
1. Yes 2. No

24, If yes, how many ?  ——--

25. Have you experienced induced abortion / menstrual regulation ?
1. Yes 2. No (skip to Q.28)

26. How many time did you get induced abortion / menstrual regulation ?

27. After you had gotten induced abortion / menstrual regulation, which symptom do you have :

1. Fever + purulent discharge 4. Amenorrhea or oligomenorrhea
2. Hemorrhage ‘ 5. Others (specify)

3. Incomplete abortion 6. Normal

4. Uterine perforation 8. No applicable

28. When did you become the last pregnancy ?
29. Have you ever used contraceptive methods ?

1. Yes 2. No (skip to Q.37)

36564
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30. If so, What methods ? 1. Yes 2. No 8. No aplicable

1. Condom

2. Pill

3.1UD

4. Injection

5. Rhythm

6. Withdrawal

7. Others (specify)
31. When did you start using IUD ?

1. After get married 3. After the last birth, pregnancy
2. After the first birth, pregnancy 4. After get induced abortion/menstrual regulation

5. Others (specify)
32. How long had you used IUD ? —-—

33. When did you withdraw JUD ? -—
34. After the last pregnancy, did you use contraception ? 1. Yes 2. No (skip Q.37)

35. If so, What methods ? 1. Yes 2. No 8. No aplicable
1. Condom
2. pill
3.1UD
4. Injection
5. Rhythm
6. Withdrawal

7. Others (specify)
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36. How long did you use contraception after the last pregnancy ?
37. After give up contraception, How long cannot you become pregnant ? ——
38. Have you ever had gynecological examination before you have treatment of infertility ?
1. Yes 2. No
39. If having, where ?
1. Hospital 2. District hospital 3. Commune hospital
4. Midwife 5. Private clinic 6. Doctor 8. No applicable
40. What reason did you visit that ?
1. Gynecological discase
2. Want to check whether you are having gynecological discases ?

41. What kind of diseases have you had on gynecology ?
1. Yes 2. No

1. Cervicitis

2. Vaginitis

3.PID

4. Painful at low abdomen
5. Increase vaginal discharge
6. Ectopic pregnancy

7. Others (specify)
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42. How many time did you have:

1. 12 2.34 3.45

1. Cervicitis

2. Vaginitis

3.PID

4. Painful at low abdomen
5. Increase vagmal discharge
6. Ectopic pregnancy

7. Others

43. Have you had abdominal operation ?

1.Yes 2.No (skip Q.46)
44. How many time did you have abdominal operation ?
45. What was the reason for having operation ?

1. Ectopic pregnancy 3. Abcess of Faloppian tube,
2. Myoma, ovarian cyst 4. Appendicitis

5. Endometriosis 6. Cesarrian section

6. Others (specify) ——

The following questions are of your spouse :
46. Have you ever had mump orchitis? 1. Yes - 2. No
47. Have you ever had injury testis ? 1. Yes 2. No
48. Have you experienced inflammation or purulent in genital organ?
1. Yes 2. No

48. If yes, how many time¢ ? : -——
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PART THREE: ETIOLOGICAL FACTORS

(Using hospital record)
49. Cause of infertility:
1. Abnormalities 4. Azoospermia
2. Ovulatory disorders 5. Oligospermia
3. Tubal obstruction 6. Poor semen quality

7. Endometriosis, myomas 8. Unexplained infertility
50. Density of spermazoa / ml : -
51. How about quality of sperm ?

1. Good 3. moderate 4. quite weak

2. Quite good 5. weak 6. very weak

52. Howlonghawyoubemtmatedinfaﬂity?
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