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Learning Outcomes

• By the end of the session you will have had the 

opportunity to:

– Consider various male and female causes of 

primary and secondary infertility;

– Explore methods of investigation and treatment 

cycles;

– Consider psychological implications as well as 

well as physical implications resulting from 

investigation and treatment



Infertility

• 50 million couples world wide experience infertility
– https://www.mhtf.org/2017/01/18/the-burden-of-infertility-global-prevalence-and-womens-voices-

from-around-the-world/

• The main causes of infertility are:

– unexplained infertility (no identified male or female cause)

– ovulatory disorders

– tubal damage

– factors in the male causing infertility

– uterine or peritoneal disorders



Infertility

• In approx. 40% of cases, disorders are found in both the man and the 

woman. 

• Due to the varying causes of infertility thorough investigation of both 

partners is essential: 

– semen analysis

– assessing ovulation

– tubal damage

– uterine abnormalities 

– screening for sexually transmitted infections



Treatment

• Once a diagnosis has been made regarding cause there are 

three treatment pathways:

• Pharmacological

• Surgery

• Assisted reproduction techniques (ART)



The NHS has stopped funding IVF, or drawn up plans to axe or 

drastically scale back provision in one in 10 parts of the country, 

amid deepening rationing. 

Fertility experts said swingeing cuts across the country meant a 

“bleak picture” for couples struggling to conceive, with current 

provision already at levels not seen since 2004.

Thirteen clinical commissioning groups (CCGs) are consulting on 

plans to stop funding any IVF treatment, or to dramatically reduce 

what is on offer, while six areas have already taken such decisions.

Charity Fertility Fairness said couples across the country were being 

left to suffer stress and anxiety as funding pressures caused NHS 

bodies to draw up restrictions “out of the blue”.

By Laura Donnelly,  Health Editor  The Telegraph

22 September 2016 



Human Fertilisation and Embryology Act 
(HFEA)

What is the purpose of the 

HFEA Code (8th Edition)?

The use and storage of 
sperm, eggs and embryos for 

human application, as well 

as all research involving the 

use of embryos.

HFEA Code of Practice
Edition 8.0 
First published 2009 
Revised April 2010, April 2011, October 2011, 
April 2012, October 2013, October 2014, April 
2015, 
October 2015, July 2016





Chances of Pregnancy

People who are concerned 

about their fertility should be 

informed that over 80% of 

couples in the general 

population will conceive within 
1 year if:

– the woman is aged under 40 

years and

– they do not use contraception 

and have regular sexual 

intercourse.

– Of those who do not conceive 

in the first year, about half will 

do so in the second year 

(cumulative pregnancy rate 

over 90%).



Defining Infertility

• In primary infertility, 
pregnancy has never 
occurred. 

• In secondary infertility, one 
or both members of the 
couple have previously 
conceived, but are 
unable to conceive again 
after a full year of trying.

• Silent epidemic 
emotional and 
psychological distress



Prevalence

– Epidemiology studies are hard to define  Due 
to differing populations, definitions, selection bias 
and methodologies employed

– Estimates show that >80% of couples will 
conceive within 1 year if they do not use 
contraception and have regular sex.  Of those 
who do not conceive in the 1st year, about half 
do so in year 2

– A small proportion experience unresolved 
infertility. 



Changes in Trends

• Delayed childbearing:

– Delay in marriage

– Wider education and career opportunities

– Increased choice and efficacy regarding contraception

– The chance that birthing a healthy baby reduces considerably 
for every year of maternal age over 30

– Increased pelvic inflammatory disease / IUCD

– Smoking reduces fertility in men and women (NICE 2013)

– Excess alcohol

– High caffeine

– Increased stress

– Environmental toxins. 



Conflicting Priorities

• Infertility is often seen as a low priority in surveys of 
community health need priorities

• Self funding often the only option   Money and 
social status determining who gets care

• Drug companies are very profitable

• Treatments often result in multiple pregnancies, 
increased hospital admission, need for neonatal 
care  Increased healthcare costs.



Initial Investigation and Management of The 
Infertile Couple

Initial Management (Often by local doctor)

•Involvement of both partners
– In approximately 30% of infertile couples, the important 

abnormality is identified in the male. In another 30%, 
abnormalities are detected in both partners. Thus, there is a male 
factor contributing to infertility in over half of all infertile couples. 

•Rubella

•Folic Acid

•Detailed drug history

•Give up smoking

•Reducing alcohol



Initial Management - Male

•Male infertility can be caused in men by factors such as hormone 
disorders, illness, reproductive anatomy trauma and obstruction, and 
sexual dysfunction.

• These factors can temporarily or permanently affect sperm and 
prevent conception. 

•Avoid testicular hyperthermia

•2 semen samples need to be analysed during initial investigation 
Analysed according to WHO Guidelines



Semen Collection

Semen Collection

Abstain for 2 – 3 days

Produce sample by masturbation, not by coitus interruptus

No condoms

No lubricants

Protect the sample from extreme temperatures (<15 C > 38 C)

Volume 2ml or more

pH 7.2 or more

Concentration >40 million sperm per ejaculate 
Motility > 50% or more

Morphology 15% or 30%

WBC’s < 1 million/ml



Male Infertility - Causes

• Hemochromatosis - a metabolic disorder, causing iron deposition in 
the testes.

• Hormone dysfunction – due to disorder in the hypothalamic-pituitary-
gonadal axis.

• Prostatitis 

• Orchitis

• Undescended Testes

• Retrograde ejaculation 

• STI’s

• Testicular Trauma

• Testicular Cancer

• Drug Therapy



The Management of Male Infertility in 

Secondary Care

- Assessment of Secondary Sexual Characteristics and 
Testicular Size

- Endocrine Tests

- Microbiological Assessment of Semen

- Imaging of Genital Tract

- Testicular Biopsy

- Vasectomy Reversal

- Surgical correction of epididymal blockage 

- Gonadotrophin Drugs  Hypogonadotrophic Hypogonadism;

- Intrauterine Insemination  Abnormalities of sperm quality



Female Infertility – Causes

•Temperature charts / LH Detection methods 

(usually discouraged)

•Have regular intercourse throughout cycle

•Serum Progesterone Mid cycle  To detect ovulation





Serum Progesterone

•Serum Progesterone:

•Measure Serum Progesterone 7 days before expected 
period, interpret after next LMP known

•< 16mmol /l Repeat in another cycle If consistently low refer 
to Specialist

•>16mmol/l but < 30 mmol/l Repeat in another cycle If the 
same or lower may indicate need for Controlled Ovarian 
Stimulation by Specialist

•>30 mmol/l Consider as proof of adequate ovulation



Fertility Charts



Ovulation Disorders:

•Discuss risks of:
•multiple pregnancy
•Ovarian hyperstimulation
•Fetal reduction

•Clomiphene Up to 12 cycles 
of treatment (Access to 
ultrasound vital)

•Laparoscopic ovarian drilling 
(laser or diathermy) in women 
with clomiphene resistant PCOS

•Possible anovulation due to 
hypothalmic factors

•Hyperprolactinaemia 



Tubal factors

• Defective ovum pick up 

• Impaired tubal motility 

• Loss of cilia 

• Partial to complete 
obstruction of tubal 
lumen 



Tubal Infertility:

Depending on severity of obstruction:

- Selective Salpingography and Tubal Catheterization

- Tubal surgery

- Adheseiolysis (Laparoscopic)

- Tubal Reanastomosis  (Reversal of Sterilisation)

Often need to consider IVF



Endometriosis

Endometriosis is a condition where the endometrium, begins 
to grow outside the uterus and attaches to other organs like 
the (fallopian tubes or the ovaries)

10% of women of reproductive age are affected worldwide 
contributing to infertility

Surgical ablation of minimal and mild endometriosis may 
enhance fertility

Ovarian stimulation and intrauterine insemination (IUI) may be 
an option for women with minimal and mild endometriosis.

In severe cases  assisted reproduction



Disorders of Vulva and Vagina

Vulvitis and vaginitis are very common infections 

- Fungal or parasitic infections. 

Vaginosis - If the pH rises so that the vagina becomes less acid.

Sexually transmitted infections

- Gonorrhoea, Chlamydia.

Carcinoma of the vulva (approx. 5% of gynaecological cancers) 

Cancer of the vagina is rare.



Other Causes of Infertility

Inadequate cervical mucus:

Poor oestrogen stimulation

Poorly functioning endocervical cells. 

Mucus hostility:

Intravaginal infections 

Antisperm antibodies in the mucus 

The male can develop antibodies against his own sperm

Treatment Option:

Intrauterine insemination (IUI) - sperm are introduced directly into the 
uterus



Specialist Treatment

Involves:

•Counselling and Support

•HFEA Legislation

•Use of appropriately trained staff



Assisted Reproductive Techniques

www.lansinginfertility.com/igcl-ivf.htm

• “Donor insemination (DI): A broad term covering fertility treatment 

using donor sperm where fertilisation takes place inside a woman’s 

body. Donor sperm is introduced either to the woman’s uterus 

(intrauterine insemination), cervix (intracervical insemination), or 

vagina (intravaginal insemination).

• Double embryo transfer (DET): When two embryos are transferred to a 

woman’s uterus at the same time.

• Elective single embryo transfer (eSET): When a woman opts to reduce 

the risk of a multiple birth by having one embryo transferred in a 

treatment cycle despite having more available.

• In Vitro Fertilization (IVF): Literally means "fertilization in glassware" i.e. 
in the laboratory. 

• Uterine Embryo Transfer (UET): Transfer of fertilized eggs into the 
uterus”.

http://www.lansinginfertility.com/igcl-ivf.htm


Assisted Reproductive Techniques

www.lansinginfertility.com/igcl-ivf.htm

• “Gamete Intra-fallopian Transfer (GIFT): Retrieval of eggs and transfer of 
unfertilized eggs and sperms into the fallopian tubes by laparoscopy at 
the same settings.  

• Zygote Intra-fallopian Transfer (ZIFT): Retrieval of eggs and transfer of 
fertilized eggs (zygotes) in the fallopian tubes on the next day by 
laparoscopy. 

• Intracytoplasmic Sperm Injection (ICSI): Injection of a single sperm into 
each egg under the microscope.  

• Assisted Hatching (AH): Making a microscopic opening in the embryo 
wall to facilitate hatching of the embryo”. 

http://www.lansinginfertility.com/igcl-ivf.htm


IVF – The Stages

1 Suppressing the natural cycle

Treatment is given either as a daily injection (which is 

normally self-administered unless women are not able to do 
this themselves) or a nasal spray. This continues for about two 

weeks.

• Buserelin 0.5ml daily started on Day 21



IVF – The Stages

2 Boosting Ovulation

– After the natural cycle is suppressed women are given 

Follicle Stimulating Hormone. This is usually taken as a daily 

injection for around 12 days.

– FSH increases the number of oocytes produced - meaning 

that more can be fertilised. 

• Menopur



IVF – The Stages

3 Ultrasound   (The right time for oocyte removal is identified):

Human chorionic gonadotrophin (hCG) is the last drug to inject 
during treatment. 

Administered once at a specific time (36-38 hours before oocyte 
collection), when the maturity of the follicles is adequate. 

Drugs: Ovitrelle (recombined hCG) and Pregnyl, Profasi (urinary hCG) 



IVF – The Stages

4 Aspiration 

– Eggs are usually collected by ultrasound guidance under 

sedation.

– Uterine discomfort and a small amount of vaginal bleeding 

may occur.



IVF – The Stages

5 Fertilising the eggs

Harvested eggs are mixed with partner or donor sperm and 
cultured for 16–20 hours

Those that have become embryos develop in an incubator for 
another one - two days before being checked again. 

The best embryo will be chosen for transfer

Remaining embryos may be frozen for future use, research or 
donated to another couple (depending on the couples wishes).



Intracytoplasmic Sperm Injection 

(ICSI):

• Severe deficits in semen 
quality in male partner

• Obstructive 
azoospermia

• Non-obstructive 
azoospermia

• Previous IVF with a failed 
/ poor result



IVF – The Stages

6 Embryo transfer

– One embryo will be transferred (HFEA regulation)

• The number of embryos is restricted because of the risks 

associated with multiple births. Remaining embryos may be 

frozen for future IVF attempts, if they are suitable.



IVF – The Stages

7 Luteal Support

– To Maintain the endometrium

Cyclogest pessaries 400mg BD rectally



Oocyte Donation:

Indications:

Premature ovarian failure

Some Chromosomal abnormalities

Ovarian failure following chemotherapy



Psychological Support

• During Treatment

• Coping with Loss

• Childlessness

• During Pregnancy

• Postnatally
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Scenario and Ethical Questions

Megan is 37 years old and works in a council office. She is 

desperate to have a child. Her partner, Jack, is a painter and 

decorator and they have been trying for a baby for over 2 years. 

Megan is very overweight with a Body Mass Index (BMI) of 40 

(240 lbs). She comes to see the practice nurse and asks to be 
referred to a fertility clinic. Megan is advised that she is not 

eligible for referral as she does not meet the criteria for fertility 

treatment as she needs to have a BMI of 30 or less to be 

considered. The practice nurse provides Megan with information 

regarding options for weight loss. Megan went to her General 

Practitioner and was give the same advice. She went online and 

read accounts of other women who had a high BMI and were 
given IVF and had a successful pregnancy. One blog advised 

that women refused IVF because of their weight should ‘find 
another doctor’.



Ethical Questions

What should Megan do and why?

Are people entitled to treatment they want?

When might it be ethical to withhold treatment due someone 

being overweight?

Is fertility treatment a need or a want?

Should people be held responsible for unhealthy lifestyles?

When resources are expensive and/or scarce, should those who 
have had a healthy lifestyle be prioritised?
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