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INTRODUCTION

Although infertility is nota disease in Lhe classic sense.
iLis an extremely important personal coneern for many
couples and a significant health problem for the medical
profession. 1t is a health problem with very delinile
psychological. cmotional. physiological and sociul
implications. 1 is a problem with a sligma which ofte
Jeads lo menlal disharmony. matrimonial disharmaony.
divorce and ostracism.

According to the World Health Organisation (WHO)"?
infertility is defined as the inability to cstablish a pregnancy
swithin a specified period of time. usually 1 year, in couples
of child reproduclive age who arc having regular
intercourse withoul contraception.

In considering infertility asa health problei. theabove
definition is too restrictive and unrcalistic for women aged

30-35 years. who have voluntarily delayed child bearing,. -

w0 wail for 1 year before being attended lo.}

In Africa where the premium is so much on pregnancy
shortly afier marriage and in Nigeria in particular where
pregnancy is sometimes a precondition for marriage. the
above definition is nol ounly untealistic. but is-alio
psychologically u nacceptable.>” ‘

The problem of infertility in the developed and
developing world has grown to the extent that il is now a
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social concern. Evidence [or this comes from the many
reports oh Lhe subjectin news magazines and some popular
press. Gynaccologists and Obstetricians who are intercsted
in reprotinetive health for women {hroughout the world

cannol afford to ignore the prablent. e okl

The objectives ol this revicw therefore are £ highlight
the basit requircients ofnormal repraduction {endow ed
by nature). whal can goWrong. {he scope of the prablent.
what rethedics are available including the recent advaneces
in assisied reproductive lechnologies.

Suggesticns have also been prolfercd ou he
preventlon and early treatment of sexually (ransmitied
discases STDs and pelvic inflamnalory discase (PID)
which have been clearly recopnized 2 worldwide as (he
main cause af primary and sccandary inlertility and also
celopic pregnancy

The Scope of the Probiem {Prevalence/

Epidermiolegy)

On the basis of the WHO study and other reports?
aann || js conservalively assumed that belween 10 and
20 pergent ol couples. expericnce some ot ol
involuntary infertility problem during their reproductive
lives. Extrapolating this to (he plobal population. itcan be
snid thdl about 60-90 million people may be expericncing
either primary or secondary infertility at the present finie
Because of the high incidence ol STD, PID and preguancy
related infections. the sub-Saharan Africa s the highest
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in those areas of the world were fertility is the highest.
This is likely due to the fact that those areas of highest
fertility also have a high incidence of STDs which can
cause infertility.

it - M Anate, et al
R prevalence of infertility ol aboul 30-30% with the higher
o figure reported from Gynaccology clitic attendance in
some parls of Africa including Nigerintatian
ok In the USA. alter excluding couples who have elected
:

tobe sterilized. it is reported that aboul 13.9% of marricd.
i potentially fertile couples. have infertility problem al some
time in their lives™?? In the United Kingdom, the
prevalence of infertility is reported Lo be 22% of all patienls
attending the gynaccology clinics™® and this is believed
to be probably representative of most trban centres in the
g developed world. - Y

e From the most comprehensive study ol infertility
between 1979 and 1984151 i( was demonstrated thal
infection-related diagnosis were clearly the most importan
factors among infertility patients world-wide accounting
for up to 64% of female paticnls in the African cenlres

¢ and about 38%.of palients in other arcas of the world.
il These studies have highlighted a somewhal
paradoxical situation. internationally. infertility is greatest

Centres for Discase conirol in the USA have shown
that after a single episode ol PID, about 12% of the paticnls
will be inferlile. after two episodes 25% will be infertile
while after three episodes. the incidence is more (han
50%2 . Delay in the treatment of the PID is reported (o
carry worse prognosis, '

DIAGNOSES OF INFERTILITY

The precise dingnosis of the cause(s) of inferlility is
the hallmark of the basis of the proper and possible
successful management of the problem. The diagnosis of
impaired lecundability depends largely on the kiowledpe
of the requircments for normal fertility and the possible
lesions that can impair Lthese.

These are shown in Table L.

TARLE : Requirements for and impairment of fertility in a couple

Impairment (Lesions)

Tumour. inflammation (infection)

Tumour. hypopituitarisin
(Iw_vpogonuclrolrophic-h_\'pognnudrsul)

Tumour, hyper- or hypo-thyroidism

R
A. Male
E‘ Requirements Functions
o L. Hypothalamus Produces GnRH Jor the
3 i anterior pituitary gland
A
o % Pituitary gland Produces LH. FSH. Prolactin
A ICSH. TSH
r £ ; - h
i 3. Thyroid gland Produces sex horinone binding
! globulin (SHBG), T* and T
4. Liver Regulates metabolism of
© endogenous & exogenous sex
TN hormones
i 5. Adrenal glands Produce androgens &
| . Torticosteroids
) i RPN A
i = b Testes Spermalogenesis, Produce
androgens & little Oeslrogen
)
Jf it
L
i ‘F%d
?; 7 Vas deferens Convey sperm [rom (he lestes

b

Cirrhosis

Tumour. adrenal hyperplasia or
insullicicney

Cryptorchidism, germinal cell
liypoplasia. aplasia, sclerosis or alrophy
of seminiferous tubules as in
Klinefelters syndrome. infection (viral
orbacterial), epididymo-orchilis.

Congenital absence, Ligation. occlusion
(blockage) by infeclion
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Requirements
8. Prostate gland
9 Seminal
vesicles
10. Penis

Functions

Lmpairment (Lesions)

Produces acid phosphatasc and
fibrinolysin for the liquelaction
of seminal fluid

Produce seminal fluid in which
the spermalozod resp ire

Dieposit sperm in vagina

Infection

Congenital absence, infection

Hypospadias, pliimosis. urethral
stricture from 8TD, erectile

' dysfunction.

B. Female

Reguirements

1 Hypothalamus

2. Pituitary gland
3. Thyroid gland

4 Adrenal glands
5. Liver

6. Qvaries

7. * Fallopian tubes
8. Uterus

9. Cervix

10. Vagina

Functions

Produces GnRH for the anlerior
pituitary gland, {hyrotrophin

Produces FSH, LH, Prolaclin
and TSH

Produces T'. T*. (SHBG)

Produce androgens and some
oesirogen

Regulales metabolism of
endogenous and exogenons sex
hormones

Produce ova, 0estrogen,

progesteronc and some
androgen

Collecl and convey ova o uterus,
sile of [ertilizalion, convey
fertilized ovum to ulerus

Sustains conceplus, expels ital ternt.

Produce mucus, relains uterine
conlents

Site of sperm entry & depot

Impairment (Lesions)

Infanunation. toxicity, tumour

Adenoma (prolactin producing)
necrosis.

Thyroloxicosis. hypothyroidis

Hyperplasia causing hirsufism and
masculinizalion

Cirrhosis

Congenilal absence, polycysiic,
infection, (viral or bacterial),
adhesions from infection or
endometriosis

Congenital abscnce, blockage by
infection. endometriosis and
ligation

Congenilal absence, didelphis. bicornute,
subseptate, Asherman’s syndrome,
fibroids. adenomyosis.

Congenital absence or poor
development, hostile mucus lo
speri, mucus sperin anti-bodics.
damaged or incompetent 0s

Congenilal absence, infection.
imperforate hymen ot membrane
yaginismus, gynatresia.
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SIGNIFICANT AETIOLOGICAL FACTORS

Apart from the broadly based possible causes of
infertility listed in Table 1, there are regional variations
the world over in the causes of infertility.

Up to 64% of female palients in Africa particularly
sub-Saharan Africa and aboul 38% of patienls in other
areas of the world are reported to have impaired
fertility »*1%H120323 [n Africa, (his is mostly due Lo STDs,
pregnancy related infections and PID. Other ancillary
causes are ulerine fibroids, endometrial adhesions, septate
uterus, etc.

In developed countries with relatively very low
incidence of PID, anovulatory dysfunctions are the
commonest causes of infertilily accounting for aboul 2 1-
30% of infertile women while endometriosis takes over
from PID in these countrigs'/*2* .

In industrialized countries, the WHO has reported that
the incidence of infertility due to male [aclors is
approximately the same as the disorders in the female®*
but in Africa, male factors are believed (o account for aboul
20-50% of couple infertility**-*  Some of (hese male
factors include azoospermia, oligospermia, seminal fluid
infection and erectile dysfunction which may be due (o
testicular failure. congenital anomalies. varicocele,
epididymo-orchitis. vas deference occlusion. chronic
alcoholism, elc.

MANAGEMENT STRATEGY

For a rational approacl (o the proper nanagemeni of -

the infertile couples, the recent advances in this feld lake
into accounl a comprelensive histo ry, physical
examination and relevant tests like semen analysis, tubal
patency test by HSG or laparoscopy dye test, post-coital
test, cervical mucus penetration test, antisperm antibody
assay. hysleroscopy, the zona-fiee hamster ege penefralion
tests, endometrial daling, basal body lempceralure (BBT)
chart. varicocele assessment, pituilaty gland ana ovarian
ultrasonography, laboratory assessment of ovulation by
midluteal phase progesterone levels (normal 5-36 ng/ml),
serum prolactin levels (normal 6-24 ng/ml), TSH level
(normal 0.2-5.0 pu/ml), FSH level (normal 4-20 mlu/l),
LH Ievel (normal 4-20 mlu/ml), oestrogen level (normal
50-150 pgg/ml) and T level (normal 50-135 ng/ml).

Table 2 shows the WHO criteria for normal semen
analysis.

Following the necessary investigations appropriate for
cach couple, the correct diagnosis would have been made
and the appropriate treatment of the couple instituted which
could be medical or surgical.

INFERTILITY IN AFRICA
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TABLEIT: WHO criteria for normal semen analysis

Sthndard Tests Results
Volume >2.0mls
PH 7.2-8.0

Sperm concentration >20x 10%/ml

Tolal sperm count >40) x 10%/ejaculale

Motility >50% with forward progression
or 25% with rapid progression
within 60 minutes ol ejaculation

Morphology >30% with normal forms

Pus cells (WBC) <1.0 = 10%ml or <2/HPF

<20% spermatozoa with
adherent particle

Immunobead test

Mixed agglutination test <10% spermalozoa with
adherent particle

Optional Tests
Alpha glucosidase >20mlw/gjaculate
Zinc >2.5 p mol/ejaculate
Total citric acid >52 1w mol/ejaculate
Tolal fruclose >13 p mol/ejaculate

Tolal acid phosphatase  >200w/ejaculate

In the past 2-3 decades, there is no doubt that there
have been some advances in the management of infertily
These have been brought about by betler understanding
and application of reproductive neuroendocrinology with
increasing use of hormonal immunoassay in gvnaecology
practice. improvement and regular use of endoscopy for
key-hole procedures, improved ovarian ultrasonography
for nssessing the growth of follicles (follicular tracking)
and oacyte recovery/harvesting and improvements in (he
various assisted reproductive lechnology (ART)

These are discussed further below.

SELECTED ASPECTS OF SURGICAL AND
MEDICAL THERAPY

1. Macrosurgery

In women with infertility due to tubo-peritoncal
faclors, macrosurgery still has a limited place in the
management of infertility in the developing countries of
Africa wliere facilities for microsurgery arc grossly
inadequate or non-existent.

Inn a series of 317 women who had macrosurgery for
tubo-peritoneal infertility in Ilorin, Anate ef a/* reported a
pregnancy rate of 14.7% with a total commulative
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pregnancy rale of 19.2%. This low yicld was altributed to
many factors like late hospital consultation by the patients.
traditional medication which often causes more damage,
high and gross incidence of PID and high male infertility
factors.

2. Microsurgery

For patients with post infectious infertility, the two
aspects of surgical therapy that arc of particular inierest
are microsurgery (o treat tubal diseasc and hyslcroscopy
to treat intrauterinc adhesionsand the ulerine seplun,

The introduclion of microsurgery inlo gynaccology
practice in 1974 provided a useful high technology tool lo
aid in the surgical therapy of the infertile female. The'iniiial
Tope was that pelvic and tubal diseascs could be correcled
with reasonable success using this technique. Afler almost
26 years experience (1974-2000) with microsurgery, the
expectations that this will dramatically improve the
chances of pregnancy in women with tubal disease have
been most disappointing. Conceplion rate after
salpingostomy is no more than 30-40% with very high
percentage of the pregnancy being (ubal eclopic gestations.
Generally, the prognosis for fertility with microsurgery is
inversely proportional to the extent of tubal disease present.

However, (he besl results with microsurgery arc

unquastionably in the tubal reanastomosis for the revetsal |

of surgical sterilization. 291!
3. Hysteroscopy

An area where results have been slightly morc
encouraging has been the hysteroscopic treatment of
patients with intrauterine adhesions (Ashermans
syndrome) and the uterine seplum (hysteroscopic
metroplasty). Mosl of the paticnls with Asherman’s
syndrome present with secondary infertility, with the
primary insult being postabortal or postpartum trauma and
infection. Following hysteroscopic lysis of the adhesions
followed by a period of hormonal therapy (oestrogen) lo
encourage endometrial proliferation, normal menstruation
can be restored in 88% of the patients and a subsequent
pregnancy rate of 32-81% has been reported depending
on the severity of the conditioi, 2267

The sepatate uterus is 4 condition that now lends ilsell
to hysteroscopic metroplasty. In a situation where the
uterus is completely or partially divided by a longitudinal
scptum, pregnancy wastage can often occur, In a scrics ol
367 patients with poor reproductive history treated by
dividing the uterine septum with a seini-rigid scissors under
hysteroscopic control, Sciarra and Siegler ef a/**" reporied
almost 59% full term pregnancy ratc among the patients.

INFERTILITY IN AFRICA
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4, Uterine Leiomyomata and GnRH
agonist (buserelin acetate or suprecur)

Uterine fibroids remain a recognised predisposing
faclor to infertility mostly in the third decade of life in
both developed and developing countries particularly
among the black women, and are of concern (o the
gynaccological surgeon who is trying to preserve fertility.
In this situation, aflera preoperalive hysterosalpinogogram
(HSG) and a thorough endocrine evaluation of the patients.
myomectomy is oflen indicated for the preservation of the
reproductive funclion.

The current availability of gonadotrophin-releasing
hormone (GnRH) agonisls (Buscreline or Suprecur) (o
cffectively block GnRH sceretion. creating a
hypoestrogenic environment. hasadded a new dimension
to the preoperative Lrealment of patients with ulerine
fibroids. Patients so treated with this compound usually
become amenorrhoeic within 4 weeks of treatment with a
significant reduction of ulerine size/voluine ol about 10-
57% within 3 months of the onset of therapy®.

The (herapy is also reporled to result in an 1%
increase in the (reated patients hematocrit and an obvious
decrease in the utcrine vascularity™. '

With the GnRH agonists. we now have the possibiliy
of medical therapy to reduce the uterine valume and
vascularity prior to surgery. thus allowing lor less
hazardous surgical myomectomy and the preservation of
many patients” fertility polential.

5. Fallopscopy (Fallepescopy or
Tuboscopy)

This is another recert advancement in {uboplasty and
fertitity enhancement. Witli improvement in cudoscapic
technology. both transuterine or retrograde fallopscopy arc
now felisible. The ability to visualize the tubal lumen via
a transu(erine microendoscapic systemn (falloposcopy) can
allow therapeutic manocuvres like the removal of
microcellular plugs. intratubal adbesiolysis with a small
plastic inflatable balloon and probing of tubal lumen wilh
a fine plastic probe to sccure tubal potency. thereby
enhancing the lertility potential of many patients with tubal
blockage. Fallopscopy may also be used lo sclecl cases
for mictosurgery, I'VF and for placing gametes or cmbryos
in the fallopian tubes in assisted rcproduclive
procedures, 1014281 i

&
6. Anovulatory Infertiiity

This is aholher area of infertility where a lot of
advances have been made in recent years. Listed in table
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3 are the major causes of anovulation.

TABLE III: Major causes of anovulation

A.

Primary ovarian failure

1. Genctic

2. Autoimmune diseasc

3. Cytotoxic chemotherapy

4. Pelvic radiotherapy

Secondary ovarian dysfunction
1. Specific abnormal gonadofrophin regulation
4. Hyperprolactinaemia )
b. Kallman’ssyndrome (h_\’pogoi\ado{mphic.
hypogonadism and anasmia)
2. Functional abnormal gonadotrophin regulation
4. Weight loss
b. Excessive exercise
¢ Drugs (combined aral pills, cytotoxic drugs.
injectable contraceptives)
d. Idiopathic

Gonadrophin deficiency

L. Pituitary tumour

2. Piwitary necrosis (infcction), (hromboasis or
ablation

Disorders of gonadotrophin action

L. polycystic ovarian syndrome (PCOS)

Normogonadotrophic anovulation: In this, the
majority of the patients have polycystic ovarian
syndrome (PCOS) characterized by normal plasma
levels of FSH. clevated levels of LH giving LH/FSH
ratio > |, obesity (BMI > 23) and presence ol
polycystic ovarics on ullrasonography.

In this disorder, after weight reduction. treatment
is by ovulation induction with clomiphene citrate (50-
250mg), human menopausal gonadot:ophin (150 units
1.v. daily) or recombitant FSH (75 units sc). The othier -
alternative trealment for this ursorder is by
laparoscopic laser “drilling” of the o aries (modern
equivalent of ovarian wedge resection :nd pregnancy
rates of 50-60% have been reported atier 6 ovulatory
cycles of treatment 143225

(h)

(¢)

Hypogonadotrophic Hypogonadism Anovulation:
This may be due o weight loss, excessive cxcreise or
cauld be idiopathic, IT the pituitary failure is secondary
to hypothalamic dysfunction, then treatment can cither
be by pulsatile GnRH (15png per pulse i), daily
injection of hMG (130 units) or recombitant FSH (o
induce ovulation while using sonographic follicular
tracking or serial serum estradiol level measurement
to avoid superovulation and mulliple pregnancy, ™

Hypergonadotrophic Hypogondisa Anovalation:
Women in this group may have the so-called resistant
ovarian syndrome (which is rare) in which the ovary
contains thousands of premodial follicles or premature
ovarian [ailure. Pregnancy for this group ol patients
lie in oocyle donation programme, 1428313435

Such patients can also benefit from recent ovarian
surgical transplant (replacement) technology which
has been successfully carried oul at New York
Methodist Hospital. USA by Dr Kulluk Oklay.

Though the technique was initially (o delay or
prevenl menopausc, it is envisaged (hat il can reslore
normal reproduclion. Hence it is net recommended
for women aged 30 years and above,

Those at the root of the technology have
postulated the possibility of taking s good biopsy of
ovary of young women and subject (lic specimen (o

© eryopreservation for future use. It is however stresset

(d

=

(c)

that in thawing the frozen ovary belore lransplant
aboul 30% of the follicles could be lost,

Hyperprolactinaemic Anovaiation: This is mostly
due to pituitary adenoma. Hence images of (he
pituitary gland with CT scan or magnetic resonance
imaging should be perfcrmed to exclude an adenoma
If the pitvitary gland is norinal. treatment with
bromocriptine (2.5 — 25mg daily) has been found
effective in inducing ovulation and successfil
pregnanties achieved, 1424253435

Hypothyroidism Anovulation: Aboul 4% of
hypothyroid women are afflicted with infertifity
characterized by amenorrhoca and hypoy.
prolactinacmia, % Syuch ywomen usually present
themselves when the hypothyroidisn is compensated.
that is. the plasma levels of T? or T are normal or
marginally low while the TSH level is clevated. Also
the prolactin level is elevated while the F3H and LI
levels are within normal limits.

The treatment of such women willi (hyroxin (0.03
= 0.13 mg daily) has been reporied to resull in
normoprelactinaemia, ovulalory meuses and
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successful prcgnancics-“-”-“ It is necessary to slatc
that in the absence of proven hypolhyroidisin, thyroid
therapy has no place in the management of anovulatory
infertility.

Table 4 shows the summary of the methods used [or
treating infertility due to ovulatory dysfunction.

TABLE IV: Mcthods of treating anovulatory infertility

1. Clomiphene citrate (clomid)

2. Human menopausal gonadtrophin (hMG)

3. Human chorionic gonadtrophins (hCG)

4 Purified (recumbitant) FSH

5 Gonadolrophin releasing hormone (GnRH)

6. GnRH agonisls }
7. Bromocriptine (parlodelfor hyperprolaclitacinia
¢ Ovarian wedge reseclion or cautery

9. Ovarian laser drilling or macroscopic drilling at.

laparotomy

7. Maleinfertility:

Despite the greal advances made in recent yeats
in the ficld of andrology, the acliology of male
infertility in most cases is still evasive. There is.
lhowever. increasing cvidence that chivironmental
factors play an important role in malc infertility. In
(he investigation of sub-fertility in males, semcy
amalysis still remains the first port of call. The delails
of this are shown in Table 2 of this write up. When
there arc two consecutive abnormal semen analysis
at 3 months apart. the diagnosis of male infertility is
I‘l‘lﬂdﬂ.”'m'”

If sperm number and motility are reduced.
mesterolone (a weak synthetic androgen) can be used
(50 — 100mg daily). In patients with normal sperm
count but reduced motility, lluoxy mesteronc (another
synthetic androgen) can be used (5 mg daily) in the
second half of the wife’s menstrual cycle.

In moderate oligospermia and molility, split
gjaculate or concentraling the morc molile sperm by
a “swim-up” technique (using 2 mls of Ham'’s F-10
solution) can be used for artificial insemination.

A “swim-up” sample or split ejaculate of 0.3 - 1
+ 10%/ml or more sperm density at 95% motility can
also be used for the conventional PR e

If the sperm count is less than 0.3 x 10¢/mlor the
semen sample is azosperinic, some spermolozoa can
aften be obtained cither by perculancous epididymal

Iy
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sperm aspiration (PESA) or lesticular biopsy 137 This
cah be used for IVF combined with intra-cyloplasmic
sperin injection (ICS! ar wicro insemination). 1f the
man has erectile dysfunction, viagra (sildenafil S0mg
daily) is the current drug, ol choice. 1n the preschce of
vas delcrens blockage. surgical reseetion with cnd-
{o-end anastomosis is (he treatment ol choice and the

success rale is about 80 — 90%. "

In vitro fertilization AVE) and assisted
l‘(:prn(lm:ti\'c‘tuclmulo;:_\':

Since 1978, TVF has been an oplion for couples
with infertility. 2" Originally limited (o paticnts
with tubal disease. the assisted reproduclive
lechnology have been liberalized to many other types
of infertility including male infertility. However.
appropriate palient sclection and appropriatc
counselling are essenlial bearing in mind that female
reproductive ability is at ils best during thetr carly
{wenties. falling in the late \wenties and carly thirtics
and dropping sharply aver the age ol 35 — 40
years, ' Patients should not be considered
candidates for assisted reproduction until all standard
irifertility treatments have been applicd.

TVF treatment begins with conirollcd ovarian
stimulation by hMG or recombitant FSH in
combination with a GniH analoguc and human
chlorionic gonadotrophin (HCG). Oocyles are
recovered from maturce ovarian follicles by
laparoscopy. Usually. up to lwo {hirds of the recovered
oocyles arc fertilized in-vitro (test tube or dish) with
{lic partner’'s sperm. The fertilized oocyles (cmbryo)
are either implanted in the uterine cavily or undergo
cryopreservalion for fulure use. In general. 15-20%
of patients who undergo cmbryo transfer may expecl
a clinical pregnancy. About 20% of these clinical
pregnancics will abort spm‘.laneously and about 3%
will result in tubal ectopic Preguancics. while the
remaining 75% will resull in viable births wilh a
substantial number of these being mulliple
pregnancies, »!42827

[VE and assisted reproductive technologics have
been a greal hope for many couples. primarily in the
industrintized countrics. The techhology isexpensive
and requires a high degree of technical skill. The
ptocedure need to be simplified and results improved
so thal these procedures can be applicd lo larger
numbers of deserving palicnts in a cost-clfective
manncr worldwide.

Apart from IVE. the olher methods of nssisted
sroductioh or assisled fertility jechnology are as lollows:

R
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Artificial insemination using husband’s
sperm or donor spernt. This has been in
use Tor deccadces

m Al —

Gamele intra-fallopian transfer which
involves the placement of oocytes and
sperm into the fallopian lube by
laparoscopy. Many cases of success(ul
pregnancies by this technique have been
],cpomcd 10,14.30.31.37

(b) GIFT —

Zygole intra-fallopian transler. This
involves in-vitro fertilizalion of oocyles
and then transferring them to (he fallopian
tubes by luparoscopy.™’

() ZIFT —

(d) TET — Tubal embryolransfer which involves the

placement of cleaving embryos into the”

fallopian tube by laparoscopy.

Peritoneal oocyle and sperm transfer. This
isthe placement of oocytes and sperm into
the peritoncal cavity by laparoscope. This
and (d) have not been widely used in
assisted reproductive technology.

{(e) POST —

Subzonal insertion of sperm by micro
injection or micro-insemination. Presently
this technique (SUZI) relics on laser-
assisled (hining of the zona pellucida and
microinjection of sperm under the zona.

(H SUZL —

(z) ICSI — latracytoplasmic sperm injection. This is
2 microinjeclion of a single spermatozon
directly into an oocyle followed by
transcervical transfer of the resulling
embryos into the uterus. This is most ollcn
used in cases of male infertilily duc lo
impaired sperm penelration of oocyles
zona layer, Many full term pregnancics
have been achieved by this (echnology the
world over. "% The Nigerian credit in (his
regard could go to the Bridge Head Clinic,
Lagos.

1CSI was first introduced it 1993 asa new form of in-
vitro fertilization (IVF) and is now acccpted as the
treatment of choice for severe male infertility i many
centre around the world.

However. there is litle information about the long-
term outcome of the children conceived by 1CSI. From
the studies carried oul by Bowen ¢f al, ' therc was no
significant dilference in the incidence of major health
problems or major congenilal malformations in the first
vear of life between the children conceived by ICSI and

tltose conceived by routing IVF or naturally. Both produced
babies of good health and normal development though
(liere is an increascd risk of mild delays in the melal
development index al | year in ICSI children compared
with children conceived by IVF or conceived naturally

9, Human Cioning:

Since the cloning of the sheep Dolly in Scotland
just over 4 years ago. it has been cnvisaged that il
should be possible (o clone human being. This has
provoked a lot of controversy both cthical/inaral and
political/religious the world over to the extent thal
some countrics in Europe and the USA have feg isfirced
againstil

Despile all these opposilion. some ciinent
scientist. including Scverine Antinori a reknowned
Ttalian Obstetrician, are pressing to go ahcad with (he
techinology, they believe that human cloning has a
place in the management of infertile couple who have
no chance of reproduction using other available
methods known (o mankind. Even of recent. there are
alrcady Temale volunteers wan{ing (o be surrogale
mothers to cloned Ituman embryos.

However, the moral and medical concerns of this
techinology and possibly other assisted reproductive
techinologics is the establishmen( of pregnancy in
women biologically beyond the usual age ol
pregnancy. Meamnwvhile the controversy over hutman
cloning lingers on while two genstically modified
Tunian beings have been produced ivi America receitly
(May. 2001). '

CONGCLUSION

Infertility is a serious health problem in the whole
world today. This is because of (e ‘psvehological and
physical sullering (hat it causes and also the cconoinic
consequences il has for both infertiie couples and the
society as a whole. '

Researchers and clinicians need to aggressively fight
the spread of STDs. by diagnosing and treating
asymplomaltic infeclious discase in its carliesl stages, by
conscrvative gynaecologic surgery and by developing new
contraceplive options that resist the spread of the common
pathogens that cause pelvic infection and (ubal discase
(PID).

Wilh Lhis aggressive approach and with (he recent
advances i assisted reproductive technalogy. it should
be possible to make great strides in solving the problem
ol infertility in the years alicad.
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