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Tubal, Uterine and Cervical Factors

Professor Dr. Taher Abdel Rahim Shaheen

Part Twelve * Arabic and English Review Edition

Editorial Note

This part covers printed pages 37-40. It completes the discussion of ovulatory
disorders, then addresses tubal, uterine and cervical factors and begins the treatment
of female infertility.

Historical numbers and terminology are retained as printed and should not be treated
as current diagnostic standards or recommendations.

Scientific and source review is required, particularly for the proportion attributed to
tubal disease, postcoital sperm counts, terminology concerning cervical mucus and
antibodies, and the description of the physician’s role.
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Infertility « Its Causes and Advances in Treatment

Anovulation and Tubal Disease

Printed page 37

The preceding discussion attributes the condition to interruption of enzyme pathways involved in the
conversion of androstenedione, testosterone and oestrogen, accompanied by increased luteinising hormone
and follicle-stimulating hormone. The terminology reflects the source and requires modern review.

Anovulation with Apparently Normal Cycles

A normal menstrual cycle does not necessarily confirm ovulation. The source relates oocyte development to
the secretory phase of the endometrium and states that inadequate ovulatory or luteal development may lead
to failure of conception or early miscarriage. The condition may be difficult to diagnose, with abnormalities
arising during the first half of the cycle and impaired follicular development.

2. Tubal Disease

The fallopian tubes collect the oocyte and transport the gametes and fertilised ovum. The fimbriae bring the
tubal opening close to the ovary and help draw in the oocyte. Transport and nourishment of the fertilised ovum
depend on muscular movement of the tubal wall, ciliary activity and tubal secretions.

Tubal factors are reported to account for approximately 20% of infertility, although the proportion varies
considerably between populations.

Congenital reproductive-tract abnormalities may occur, but inflammation is identified as a major recognised
cause of tubal damage.

Inflammation may close the fimbrial end of the tube and lead to fluid accumulation, hydrosalpinx or pyosalpinx.

Acute salpingitis may follow sexually transmitted infection such as gonorrhoea, or other bacterial, fungal or
viral infection introduced around surgery. Tubal tuberculosis may occur in women with pulmonary tuberculosis,
although the source describes it as a rare cause of secondary infertility. The discussion continues on the next
page.
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Infertility « Its Causes and Advances in Treatment

Tubal, Uterine and Cervical Factors

Printed page 38

Infection associated with insertion of an intrauterine contraceptive device, abortion, termination of pregnancy
or the puerperium may cause cornual occlusion without obvious change in the remainder of the tube.

Pelvic inflammation associated with appendicitis and peritonitis may produce peritubal adhesions without
damaging the tubal mucosa.

Inflammation affecting the tubal lumen may cause loss of cilia and damage or thinning of the inner tubal wall.
Thus, even when the tube remains anatomically patent, injury to its wall and lumen may severely impair
function and gamete transport. The original wording concerning the inflammatory layer requires review.

3. Lesions of the Uterine Cavity

Abnormalities that distort the uterine cavity may interfere with implantation or pregnancy. The source also
discusses fibroids and endometrial or mucosal lesions, although the wording is unclear and requires author
review.

Acute intrauterine infection after pregnancy with retained products and curettage may cause complete or
partial adhesion of the uterine walls. Intrauterine adhesions producing this condition are described as
Asherman syndrome.

Congenital uterine abnormalities are said not usually to prevent conception, but may be associated with
recurrent miscarriage.

4. Cervical Factors

After ejaculation in the vagina, semen collects around the cervix and sperm enter the cervical mucus. Around
ovulation, cervical epithelial cells produce abundant watery mucus containing long molecular chains and
water-filled channels.
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Infertility « Its Causes and Advances in Treatment

Cervical Mucus and Female Infertility

Printed page 39

The molecular structure of periovulatory cervical mucus is described as forming channels that facilitate
passage of sperm into the uterine cavity. The source states that sperm enter within two to three minutes
of deposition and gives figures of approximately 100,000-200,000 sperm in cervical mucus, remaining at
that level for about 24 hours after intercourse. It also refers to about one million sperm reaching the
fallopian tube. These figures and parts of the wording require source verification.

Under the influence of progesterone, cervical mucus becomes less favourable to sperm penetration.

Impaired sperm penetration may also be associated with cervical inflammation or antisperm antibodies
in cervical mucus or seminal plasma. Abnormal cervical mucus secretion and progestogenic effects are
discussed as additional factors; the causal wording requires scientific review.

Female Causes of Infertility

« Disorders of ovulation.
« Failure of gamete interaction or fertilisation, as described in the source.
* Tubal obstruction or impaired ciliary function.

* Congenital or acquired lesions of the uterine cavity.
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Infertility « Its Causes and Advances in Treatment

Treatment of Infertility in Women

Printed page 40

Chapter Two
Treatment of Infertility in Women

1. The Physician’s Role

The physician cannot guarantee pregnancy, but may help shorten the time needed to achieve it. Couples
in their thirties are encouraged to seek timely assistance when a problem is recognised. The source states
that the physician has four principal objectives:

1. Investigate the causes of infertility or subfertility, assess the condition and select appropriate
treatment, with the aim of enabling pregnancy where possible.

2. Obtain accurate information and exclude unclear or unreliable information.

3. Provide emotional support during attempts to conceive. Infertility may make couples feel that an
important part of married life has been lost. Investigations, including scheduled intercourse, may impose
shame, distress and a heavy emotional burden. Couples need an opportunity to discuss concerns,
understand risks and treatment, and receive support, including through peer groups.

Group meetings can help individuals address their difficulties, recognise that they are not alone and learn
how others have coped with infertility. The source emphasises that ordinary day-to-day stresses and
frustrations should not automatically be assumed to be the cause of failure to conceive.

10




