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INTRODUCTION:
Mothering and motherhood have been regarded as issues
of prime importance regardless of religion, geography,
culture, art, mythology and literature. To become a
parent and have children is a desire that leads goals and
life plans of a common man and inability to achieve
that desire may jeopardize the whole life of a person or
a family.1 Inability to have a kid even after 12 months
of unprotected intercourse without use of contraceptives
is known as subfertility.2Subfertility evaluation is usually
started by the gynecologist or the couple is referred to
a fertility center where the couple is evaluated for
subfertility. If age of the female is more than 35 years

or there is history of menstrual irregularities or there is
a known male factor for subfertility then evaluation may
be commenced earlier.3,4Subfertility has two types,
primary and secondary subfertility. Primary subfertility
is the inability to have a child despite unprotected vaginal
intercourse for twelve months among women of
reproductive age (15 to 49 years).
Secondary subfertilitymeans the inability to have a child
after at least one pregnancy. Globally, primary subfertility
is commoner than secondary subfertility. 5

The process of conception in human beings is quite
complicated and a firm understanding of anatomy and
physiology of male and female reproductive system is
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ABSTRACT:
Objective:To explore the causes of male and female sub fertility in the couples undergoing ‘In Vitro Fertilization’ at LIFE
clinic.
Materials and Methods:In this retrospective, cross-sectional, observational study from Lahore, Pakistan all couples coming
for evaluation and treatment for sub-fertility from 1st January to 30th April 2015 at Lahore institute of fertility and endocrinology
LIFE with n=344 patients were included Fertility and Endocrinology (LIFE). Sampling method was non probability consecutive.
The data collection instrument was an especially designed Performa. Causes of Sub fertility male and female were studied and
data was extracted from the files of LIFE.
Results:Out of 344 patients 138(40.1%) had female factors, 122(35.5%) had male factor, 38(11.0%) had combined factors
whereas 46(13.4%) had unexplained infertility. Out of 138, 55(39.85%) females had tubal factor, 2(1.45%) had endometriosis,
21(15.22%) had PCO and 60(43.47%) had unexplained causes of sub-fertility. Out of 122 males, 90 (74.4%) had
oligospermia/asthenospermia and 32(25.6%) had azoospermia.
Conclusion:Tubal factor was a major cause of sub-fertility in females whereas in 2/3 of the females, cause of sub-fertility was
not explained.Among the males,oligospermia was the most common cause and was found in 74.4%. Health education about
menstrual hygiene should be imparted early in life to prevent Sub-fertility due to infection. Premarital counseling and testing
should be made easily available. Andrology should be made part of the Gynecology courses and curricula. Community based
Sub-fertility research should be encouraged to assess the disease burden and frequency of preventable causes.
Keywords:Sub fertility, Females, Males, Causes, Lahore, Pakistan
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essential for evaluating clinician to identify the
investigations needed for a correct diagnosis of cause
of infertility. 6,7,8 Modern laboratory and sonology/
radiology can help an intelligent clinician to think about
the treatment strategies after reaching a meaningful
diagnosis. 9,10The whole record of the couple is to be
scrutinized to look for co-morbid conditions and
associated diseases. Sometimes it is very difficult to
make the couple understand the mechanics of the male
and female genital tract. Conception is the result of
interplay between many physical and biochemical
processes gauged by the biological clock. 11,12The journey
of the egg starts after well-timed ovulation and successful
picking up by the fallopian tubes. 13,14 If semen has been
deposited in the vaginal tract the spermatozoa are needed
to travel all the way through the cervix and uterus to
reach the fallopian tube having the egg. 15,16 After
fertilization the embryo travels to the uterus to be
implanted there and the process of pregnancy starts. So
subfertility evaluation may be a long, tedious and
expensive process. A well prepared couple should have
the awareness and patience to bear the process.
When a couple is labelled to be subfertile stress, anger,
jealousy and frustration may be the usual result that
may overwhelm the couple due to social response or
resentment of close relatives. 17 Subfertility may be an
important cause of marital conflict and may lead to an
unwanted divorce and polygamy.18,19,20. In eastern culture
motherhood qualifies womanhood and so women are
blamed and victimized on being responsible for
childlessness of the couple. 21 World Health Organization
affirmed in 2001 that if subfertility rate exceeds 15% it
may be declared to be a public health problem. 22

Subfertility is a social stigma and a couple is afraid to
accept it and here comes into play the role of the family
physician. A general practitioner or a family physician
has a unique opportunity to help a childless couple.
Initial workup and support can help the scared subfertile
couple to think about visiting a fertility physician. An
early visit to a fertility center may be of great value in
terms of right and timely investigation.23 The sub fertile
couple is needed to be evaluated before detailed
investigations. A detailed history and physical examin-
ation may point towards an area to be investigated if
analyzed thoughtfully with an inquisitive mind. A well
concerted effort may help the clinician to tailor the
treatment strategy to have a fruitful outcome.24 Couples
across the globe are affected by the sub-ability to have
children which is a source of personal discontent and
social resentment. 2 A well prepared couple has the
awareness and patience to bear the process.25The couple
may need psychosocial counseling which may include
family counseling.26 Anatomy and physiology of the
reproductive system may be compromised as a cause
of subfertility. Sometimes genes may be implicated.27

Prevalence of subfertility in different regions is different
mainly due to environmental factors as well as
reproductive behaviors, smoking and pollution etc.28

Present study was designed to explore the causes of
male and female sub fertility in the couples undergoing

‘In Vitro Fertilization’ at Lahore institute of fertility and
endocrinology LIFE clinic.

MATERIALS AND METHODS:
In this retrospective, cross-sectional, observational study
from Lahore Pakistan all couples coming for evaluation
and treatment for subfertility from 1st January  to 30th

April  at Lahore institute of fertility and endocrinology
(n=334) were included. Sampling method was non
probability consecutive. The data collection instrument
was a specially designed performa validated by
biostatistician and epidemiologist of LIFE research
center.  Causes of male and female subfertility were
studied. Data was extracted from the files of LIFE. Data
was entered into SPSS version 15.0 and descriptive
analysis was done for frequencies and percentages for
categorical variables.  Mean, S.D and variance were
calculated for numerical variables.

RESULTS:
In this study unexplained subfertility was seen in 13.4%
(46) of the couples, both males and females were
implicated in 11.0% (38) of the couples, only females
were said to be responsible in 40.1% (138) of the cases
where as in 35.5% (122) couple males were implicated
(n=344).  In the females 43.47% (60) had unexplained
subfertility, in 39.85% (55) tubal factors were said to
be responsible, 15.22% (21) had PCO and 1.45% (2)
had endometriosis (n=138). Amongst the males
oligospermia was found in 74.4% (90) and azoospermia
in 25.6% (32) (n=122) (Table 1, Figure 1,2 & 3)
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Table: 1

Sr.

1

2

3
4

Total

Variable

Female factor
Tubal factor
Endometriosis
PCOS
Un-explained
Male factor
Oligospermia
Azoospermia
Both responsible
No cause found
(female/male/unexplained)

Frequency

138
55
2
21
60
122
90
32
38
46

344

Percentage

40.1
39.85
1.45
15.22
43.47
35.5
74.4
25.6
11.0
13.4

100 %

Figure: 1
Breakup of causes of subfertility

female factor

male factor

both

no

38 46
138

122



DISCUSSION:
In our study only females were found to be responsible
for subfertility in 40.1% of the couples, only males in
35.5% (122), both males and females in 11.0% (38) and
unexplained subfertility was seen in 13.4% (46) of the
couples. In males oligospermia was found in 74.4%
(90) and azoospermia in 25.6% (32). In females
unexplained subfertility was found in 43.47% (60), tubal
factors in 39.85% (55), PCOS in 15.22% (21) and
endometriosis in 25.6% (32).
Subfertility may be primary or secondary depending on
the history of pregnancy in the past.29Primary subfertility
is more common in developed countries as compared
to developing countries where secondary subfertility is
also prevalent. 30,31

Zargar has shown that primary subfertility is quite
common in India as compared to secondary subfertility
but most of the subfertile couples delay to consult the
fertility physician. Male factor was found to be
responsible in 22.4 % whereas ovulatory dysfunction
(17.2%), tubal factor (7.2%), failure of ovaries (8.8%)
and hyperprolactinemia (8.4%) were the causes found
in sub fertile females.32

In a study done in Mongolia, used WHO protocol
'Standardized Investigation of the Infertile Couple' to
explore causes of sub fertility, female factor was
responsible for subfertility in 45.8% of couples, male
factor was responsible in 25.6% of couples and
unexplained subfertility was seen in 9.8% of couples
whereas in 18.8% of couples both the partners contributed
to subfertility. History of STI (sexually transmitted
infection) and PID (pelvic inflammatory disease) were
found to be 33.5% and 25.1%, respectively. History of
STI (sexually transmitted infection) in males was present
in 42% whereas previous testicular damage was seen
in 27.7% of the males.33

Another study done in Mongolia in 2004 also used

WHO protocol. Primary subfertility was seen in 62.4%
and secondary subfertility in 37.6%. Female factor was
responsible for subfertility in 52.7% of couples, male
factor in 6.4% of couples and unexplained subfertility
was seen in 2.2% of couples whereas in 38.7% of couples
both the partners contributed to subfertility. In the female
factor, tubal block was found in 36.5%, pelvic adhesions
in 23.6% and endocrine disorders in 32.8. Females
showed to have four times more inflammatory
complications as compared to males. 34

Elussein analyzed 710 Sudanese couples at Khartoum
Fertility Center in Sudan to explore causes of infertility.
Primary subfertility was seen in 62.4% and secondary
subfertility in 37.6%. Female factor was responsible for
subfertility in 49.3% of couples, male factor in 36.2%
of couples and unexplained subfertility was seen in
13.0% of couples whereas in 1.5% of couples both the
partners contributed to subfertility. Female subfertility
was found to be mostly due to ovulation failure i.e.
60.3%. Male subfertility was found to be due to Oligoz-
oospermia (16.8%) and asthenozoospermia (17.5%). 29

Whitman-Elia examined the diagnosis of the couples
after evaluation and found that male factors caused
subfertility in 40% of the subfertile couples, female
factors in 40-55% and unexplained factors in around
10%. In a very small percentage i.e. 5% mixed factors
were found to be responsible. Female factors responsible
for subfertility were tubal disease, endometriosis and
pelvic adhesions, ovulatory dysfunction and cervical
factors. Hypothyroidism, luteal phase defect and
immunologic factors were also implicated in a small
percentage i.e. 5%. In 10% of the couples cause of
subfertility remained unexplained even after all
investigations. 23

The diagnosis of idiopathic infertility in males reflects
a poor understanding of the factors involved in regulation
of spermatogenesis. Single gene mutations and
chromosomal aberrations are some of the genetic causes
of impairment of spermatozoa, which constitute ten to
fifteen percent of severe subfertility in the males. 35

CONCLUSION:
Tubal factor is the major cause of subfertility in the
females whereas in 2/3rd of the females, cause of
subfertility was not explained. Among the males
oligospermia was the most common cause and was
found in 74.4%.Health education about menstrual
hygiene should be imparted early in life to prevent Sub
fertility due to infection. Premarital counseling and
testing should be made essential. Andrology should be
made part of the Gynecology obstetrical courses and
curricula. Community based Sub fertility research should
be encouraged to assess the disease burden and frequency
of the preventable causes.
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Figure: 2
Break up of female factors
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Figure : 3
Break up of male factors
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