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Tubal Tests and Semen Analysis

Professor Dr. Taher Abdel Rahim Shaheen

Part Sixteen ¢ Arabic and English Review Edition

Editorial Note

This part covers printed pages 51-54: completion of tubal and cervical testing, semen
analysis, hormonal testing and the beginning of treatment for ovulatory dysfunction.

Reference values, grading systems and doses are retained as historical text and do not
represent current WHO standards or treatment protocols.

Postcoital testing, semen volume, concentration, total count, motility and morphology
thresholds, interpretation of FSH/LH and testosterone, and clomiphene or tamoxifen
doses require complete scientific updating.
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Infertility « Its Causes and Advances in Treatment

Tubal and Cervical Tests

Printed page 51
For greater accuracy, methylene blue dye is injected into the uterine cavity during laparoscopy to
demonstrate tubal passage, although the precise site of obstruction cannot always be established.

Gas Insufflation

The source describes insufflation of the tubes with carbon dioxide to assess patency, while noting risks from
gas obstruction. It states that this method was replaced by laparoscopy and tubal imaging.

Assessment of the Cervical Factor

Testing aimed to determine whether normal sperm could enter cervical mucus. Several historical tests were
developed for this purpose.

Postcoital Test

The couple was instructed to have intercourse and cervical mucus was examined approximately 2-6 hours
later, preferably near ovulation. Microscopy assessed the presence and motility of sperm.

Pus cells, sperm agglutination and abnormal sperm were also noted.
In-Vitro Sperm-Mucus Interaction Tests

Capillary-tube and slide tests evaluated the interaction between cervical mucus and the husband’s sperm,
including penetration, agglutination and abnormal motility.

When agglutination occurred, donor sperm or control mucus could be used historically to distinguish
sperm-related from mucus-related effects. These tests have limited roles in modern infertility practice.
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Infertility « Its Causes and Advances in Treatment

Female Evaluation and Semen Analysis

Printed page 52

Summary of the Female Evaluation

* Basal-body-temperature chart.

e LH/FSH surge assessment, described as occurring about 20 hours before ovulation, and serum progesterone
around day 21.

* Endometrial smear or biopsy.

* Ultrasound assessment of follicular development.

» Serum prolactin and thyroid-function testing.

» Hysterosalpingography or laparoscopy with dye, and pituitary imaging when indicated.
 Postcoital and sperm-mucus interaction tests.

Male Evaluation

Semen analysis is described as the simplest initial male investigation. The sample is collected by masturbation
into a sterile container after two days of abstinence and examined within two hours.

1. Volume: the source states that 80% of fertile men ejaculate 1-4 mL. Low volume is linked to androgen
deficiency or accessory-gland dysfunction, although the original wording is unclear.

2. Sperm concentration: azoospermia is associated with male infertility, but the source notes difficulty defining
a single lower normal limit. It gives a historical range of 15-20 million sperm/mL.

It also suggests that concentrations above 200 million/mL may cause secondary infertility. This statement is
historical and requires verification. Current WHO reference values and repeat-sample requirements must
replace these thresholds.
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Infertility « Its Causes and Advances in Treatment

Sperm Count, Motility and Morphology

Printed page 53

3. Total sperm count: the source sometimes substitutes total count for concentration and gives a historical
lower acceptable value of 50 million sperm per ejaculate.

4. Motility: sperm movement is important for fertilising capacity. The source states that a normal sample
should show good motility in 60% of sperm within one hour and distinguishes progressive from total motility.

The source reproduces a four-grade WHO system: grade 1, rapid forward progression; grade 2, slower or less
linear progression; grade 3, non-progressive movement; and grade 4, immotile. Current WHO terminology
and reference limits differ and should replace this grading in a revised edition.

5. Morphology: sperm form varies even among fertile men. The source contains an internally problematic
statement that more than 80% normal forms would be unusual. White blood cells are discussed as possible
evidence of inflammation, with culture recommended when pus cells are present.

The source links abnormal morphology and impaired sperm production or function to toxic exposures, effects
on the sperm nucleus and supporting structures, reduced motility and concentration, tight clothing, sexual
dysfunction and lipid-lowering drugs. These causal claims require careful modern evidence review.
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Infertility « Its Causes and Advances in Treatment

Hormones and Treatment of Anovulation

Printed page 54

When semen analysis and the postcoital test are normal, the source states that additional male
investigations may not yield definite results. With azoospermia or severe oligozoospermia, further
assessment is required.

1. Hormone Measurement

A high FSH level suggests significant testicular damage, whereas a low or inappropriately normal
gonadotrophin level may indicate hypothalamic-pituitary deficiency. The printed terminology is unclear but
appears to describe hypogonadotrophic hypogonadism.

High FSH with azoospermia may support primary spermatogenic failure. LH and testosterone are also
discussed. The source associates high LH with low testosterone and mentions Klinefelter syndrome, but this
is not the defining hormonal pattern and requires correction.

Treatment of Secondary Infertility or Subfertility

Anovulation

With normal prolactin and appropriate gonadotrophin levels, the source proposes clomiphene or tamoxifen.
These anti-oestrogenic agents stimulate pituitary FSH and LH and are reported to induce ovulation in 80% of
patients.

A historical clomiphene regimen is given from cycle days 5-9, starting at 50 mg daily and increasing to 200
mg if necessary. This must not be used as current prescribing guidance; modern dosing limits,
contraindications and monitoring must be substituted.
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