


PROBLEMS OF FERTILITY
IN GENERAL PRACTICE






PROBLEMS OF FERTILITY
IN GENERAL PRACTICE

BY

JOHN STALLWORTHY
MA (oxmo FRCS FRCOO
Otstctrcn and G logist, Radeliffe lnﬂmurs £ amuner in
vty 40 Gynmeologs ORor Unrversl ue:lorn!mAm
Deplnmml of Obstetncs and Gyneeology Umted Oxford Ho pitals

KRENNETH WALKRER
MB FRCS
Ementus Uml R Royst N rthern Hospital  Aadrologst to the Philip
reathood Chime, Royal Northern Hospital

JOAN LiALLESON

Clinical Assistant, Ob tetrc. Umt, Umvm ty College Hosp tal, London
Hon Medical Officer to the Clinicfo Se 1Disarders North Kenungton
Welfare Centre

MARGARET HADLEY JACKSON
MB BS,DRCOG

Obstetne Consultant to thDeven County
Medical Officer 1o the E eter F P A. Contracepts 2 ds bfm’htyﬂxm:

Wth a Foreword by
SIR EARDLEY HOLLAND

Mo rrcs rrcr rxcog
Lately Preudeat & € 0.0

CASSELL AND COMPANY LTD
LONDON

1953



CASSELL & CO LTD
37/38 St_Andrew s Hull
Queen Victorsa Street

ndon

and at
210 Queen Strect Melbourne
26/3¢ Clarence Street Sydney
PO Boxg Lower Hutt NZ
1068 Broadview Avenue Toronto &
122 East 55th Street New York o2
Avemds g de Julho 1158 Sag Paulo
Galena Guemes Escritorio. 518/520 Florida 165 Buenos Aures
Haroon Chambers South Napier Rgad haracht
15 Graham Road Ballard Estate Bombay 1
17 Central Avenue P O Dharamtala Calcutta
PO Box 275 Cape Town
PO Box 1386 Salsbury S Rhodena
PO Box g59 Accra Gold Coast
Caleada Do Carma s5/20 Lisbon
25 rue Henn: Barbusse Panis 5¢
Tsdands Brygge 5 Copenhagen

First Edition 1948
Second Edition 1953

Published under the auspiees of
The Famuly Planning Association

All vights reserved  No part of this book may
be reproduced n any manner whatsoeser with
out the written pernussion of the Publishers -

PRINTED IN GREAT BRITAIN
Y WESTERN PRINTING SERVICES LTD BRISTOL



AUTHORS' PREFACE

In a work of multiple authorship 1n which the whole of the
matenal has been discussed freely among contnibutors 1t 15
not always possible to assign responsibility for every word
and phrase  The following chapters, however, are the work
of single individuals Chapter 2 1s by Dr Joan Malleson,
Chapters 3 and 4 by Mr Kenneth Walker, Chapter 5 (and
Appendices 5 and 6) by Dr Margaret Jackson, Chapters
6, 7, 8 and g by Mr John Stallworthy, and Chapter 20 by
Dr H Kalmus Chapter 10 1s by Mr Kenneth Walker,
Dr Jackson and the late Dr Maunice Newfield of Harmush
Hamilton Medical Books To Dr Newfield the authors
are also indebted for Chapters 15 and 21 and for general
help in the preparation and production of the work

Much of the remaining matenal has been made available
by the staff and commttees—both medical and lay—of the
Family Planning Association, to whom the authors are
greatly idebted for a large store of authontative informa-
nonkw}uch 15 embodied 1n the text and appendices of the
worl

For criticism and help m reading the proofs, the authors
are grateful to Mrs Margaret Pyke and Dr Portia Holman,
and for kind permussion to reproduce matenal by Dr
Margaret Jackson and Mrs Clare Harvey first published 1n
The Lancet, they wish to thank the editor of that journal

The authors are particularly grateful to Sir Eardley

Holland for s very helpful preface and his general interest
1 the work

March 1948






FOREWORD
BY

Sk EarorEy HoLLAanD

MD,FRCS,FRCP,FRCOG
Formerly President R c0 G

I was about the begmming of the century that man, 1n this
country as in others, began seriously to consider how to
adapt his reproductive pattern to hus rapidly changing social
and economuc conditions  Thus need was felt i every class
of society but the methods of family planmng, both as
regards the investigation and treatment of subfertdity and
the application of contraception, were at first more readily
available to the rich than to the poor It has always been
my view that the use of the crudely narrow term “buth
control”—with 1ts implied restriction on fertdity—was
large measure responsible for the opposition suffered by the
proneers, medical and lay, who strove to make the methods
of family planning available to the people The Family
Planning Association, amongst whose fnends and supporters
*1s the team of experts who have written this book, has of
recent years extended 1ts activities to the estabhshment of
chrucs for subfertiity and sexual difficulties as well as for
contraception Its policy 1s to press for the provision of
public health services to deal with all these requirements of
family ife Thus emphasizes the fact, perhaps nsufficiently
appreciated, that the prevention of conception 1s not an end
1n 1tself, but that, hike the investigation and treatment of
subfertility, 1t 15 a means to the end of making a farmly
plan—n other words, of spacing births and relating size of
farmly not only to social and economic needs but also to
the health and happiness of parents and children alike
In this book, as the table of contents shows, the subject 1s
presented as a whole 1n one wide sweep, 1n which every part
bears upon the rest The first, and largest, part deals with
the problem of infertile marnage, mainly from the point of
view of the gencral practiioner The diagnostic and
therapeutic procedures described 1n thus section do not all,
v
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perhaps, fall within the scope of ordimary general practice,
yet most practitioners could adopt some of them, the selec-
tion depending on their particular bent, and all pract
tioners should understand their purposes and the general
principles underlying them well enough to know when they
should be adopted for the patients i their care  Simlarly,
although only a minority of practitioners could be expected
to acquure the technique of seminal analysis discussed mn this
section and described 1n greater detasl in a spectal appen-
dix, all practitioners should be able to assess the relevant
laboratory findings and use them as a guide to the nextstage
1n 1nvestigation or treatment

The second part deals with clinical contraception, the
problems of which, with the spread of contraceptive know-
ledge to all socral groups, now inevitably arise 1n every class
of medical pracice The fact that many pracutioners are
seldom, 1f ever, asked for contraceptive advice betokens a
most unsatisfac tory relationship in this respect between the
profession and the public  The authors show 1n some detail,
m thewr discussion of the manner in which the subject of
contraception can be touched upon in everyday practice,
how the individual doctor can play s part in remedying
this state of affairs

The third part of the book deals with genetic problems,
including the difficult subject of cugemc sterihzation
Human genetics are bound to intrude more and more 1nto
the field of preventive medicine, and when the question
anses whether, on genetical grounds, a given couple should
have children, the doctor will have to bear an increasing
share 1n the responsibility for the ultimate decision

The work comes to an end 1n a sertes of appendices which
should prove of great use to busy practitioners I may
perhaps draw attention to the lucid directions to patients
on the keeping of cyclical temperature records, and to
the appendix, for laboratory-nunded practitioners, on
spec;al dragnostic methods used 1n the mvestigation of sub
fertilit

Thlsy brief survey mdicates the comprehensive view the
authors have taken of their subject Indeed, by its very scope
their book, the first of its kand, will, I believe, do much to
place an 1important branch of social medicme 1n 1ts night
perspective  The text, though directed 1n the first place to
doctors 1 general practice, cannot fail to be helpful to a
wider public, both medical and lay For doctors will find
1 1t much to extend the scope and 1nterest of their practice,
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and others will be sumulated by 1t to a deeper understand-
1ng of the part played by ferulity problems in the hfe of the
mndividual and of society

EarpLEY HoLLAND
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PROBLEMS OF FERTILITY
IN GENERAL PRACTICE

GHAPTER ONE
STATEMENT OF THE PROBLEM

Prevalence of Childless Marnage

Some years ago an experienced gynzcologist gave 1t as
his opimon that roughly 10 per cent of marrages were
stenle Since then his statement has been so often repeated,
and to the uncntical eye each repetition has looked so like
an independent confirmation, that what was crnigmally one
man s assessment has gradually acqured the status of an
authontative pronouncement In fact there 15 very httle
known, m statistical terms, about the prevalence of invol
untary childlessness in Britam, and the figures suggested
for other countries appear to be equally undependable

The 1911 census of England and Wales showed that
among women who were marned between the ages of
twenty and twenty-four, and whose marnage on the da
of the census had lasted ten years or longer, total childless
ness amounted to 5 8 per cent Unfortunately we have no
comparable figures for its prevalence to day, but 1t 1s
significant that the Royal Commussion on Population, 1n
its White Paper published 1n 1945, stated that there was
no evidence that the fall in the average size of the family
was due to hological factors or to any increase in the
physiological causes of sterility

Responsibility of the Doctor

1t 15 reasonable to inquire, 1f sterility 1s not on the
ncrease, why i recent years its problems should have
played such a large and manifestly growing part in medical
practice Involuntary childlessness 1s no more distressing
to day than 1t has been throughout the ages, yet the
demand for 1ts treatment has become greater than ever
before A part of the explanation no doubt may be found
mn the change that has occurred 1n the intellectual chimate

B 3



4 PROBLEMS OF FERTILITY IN GENERAL PRACTICE

of society People are less inchined than heretofore to look
upon their musfortunes as a sad destiny which they must
accept with fortitude but cannot attempt to influence by
their actions The main reason, however, hes n the fact,
of which the public 1s becoming ncreasingly aware, that
knowledge of the subject 1s rapidly advancing, that the
methods of investigation and treatment now available offer
a real chance, 1 a igh proportion of cases, of eluctdating
and removing the underlying cause or causes of the infer-
tility, 1n short, that there 1s now some point in consulting
a doctor whereas 1n former years there probably was not

This public enhightenment 1s due 1n large measure to
the considerable body of popular literature now available
on problems of fertiity The lterature, naturally enough,
1s of unequal value, yet in practice 1t 1s found that many
of the couples who come for advice and treatment bring
with them a fair knowledge of the nature of the problems
which confront the physician as well as a searching cun
osity about both fundamentals and details which 1t 1s his
duty to satisfy Admittedly a busy general practice does not
casily provide lewsure for such exchanges between patient
and doctor, nevertheless, the patient’s questions should
normally be taken seriously and answered in clear and
sumple terms It should be borne 1n mind that the diagnosis
m difficult cases may call for a sertes of investigations,
sometimes costly, and 1nvolving both partners of the
marnage, and that the treatment following the investiga-
tions may be lengthy and rksome, agamn possibly to both
partners Their co operation 1n all stages will be more
readily secured 1f they can be made to feel themselves to be
collaborators with the doctor 1n an enterpnse upon whose
nature, objectives and chances of success they are at liberty
to seek all the information they may desire

The following chapters discuss the investigation and
treatment of uffertiity, m the male and female, mainly
from the pomt of view of general medical practice, but
they also deal with procedures, more highly technical, on
which the general practhtioner would normally scel
specialist advice It must be admitted that opportunities
for expert assistance arc more easily available 1n London
and other large centres than mn country districts, but there
are good reasons to hope that before long many provincial
hospitals will offer fertihity services and that this develop-
ment will 1volve an ever greater number of hospitals as
the demand for treatment becomes more widely spread
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Relation between Investigation and Treatment

In practice 1t 15 found, as will be shown mn detail later,
that the mvestigation of sterihity 1s 1n some cases followed
by “cure”, and 1n some cases by the discovery that the
couple 15 1n fact not infertile Not infrequently, moreover,
“stenlity” appears to resolve spontaneously, an event
which may explamn the apparent success of many forms of
treatment which appear to be wholly lacking 1n scientific
foundation It 1s tgus clear that no couple should be
regarded as stenle or subfertile until the condition has
been establshed by mvestigations, complete by present-
day standards and embracing both partners, and 1t 1s
worth adding that on such searching mvestigations the
diagnosis of complete sterility 1s very rare Equally impor-
tant 15 the fact that the mere discovery of a healthy pelvis
m the wife, or of motile sperms 1n the husband’s semen
should not 1n 1tself be regarded as evidence of fertility

‘When to Investigate

Before discussing the details of techmque 1t 15 cogent to
ask how long should mantal relations have been estab-
lished before a couple seeking advice on their fertibty may
justifiably be subjected to the necessary investigations”
Matthews Duncan enunciated the rule that a woman should
not be regarded as sterile withm four years of marnage and
many workers have adopted this as a reasonable estimate
According to Meaker, ¢ the greatest gamn will accrue 1f 1t
be considered that one year’s involuntary sterihty calls for
the best possible diagnostic work ~ Perhaps a compromise
between these views may be held reasonable for most
couples

The matter may be stated 1n even more exact terms
The average mterval between the mstitution of complete
mantal relations and concepuon has been estimated at
about four months Ths figure relates to couples living a
regular marned life, not those separated from each other
for long pentods at a time Since many women become
pregnant 1n the first month, 1t follows that a delay of eight
to twelve months need cause no real concern, and ndeed,
unless specral considerations ave present, such as advanced
age or the imminent departure of the husband overseas,
there are no good reasons for imitiating 1nvestigation until
at least exghteen months of ¢ sterihty have elapsed

This pomnt 15 particularly important 1 view of the
distress with which some patients view even a shght delay
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of society People are less mnchned than heretofore to look
upon thewr musfortunes as a sad destiny which they must
accept with fortitude but cannot attempt to mfluence by
their actions The main reason, however, lies 1 the fact,
of which the public 1s becoming increasingly aware, that
knowledge of the subject 1s rapidly advancing, that the
methods of investigation and treatment now available offer
a real chance, 1n a high proportion of cases, of elucidating
and removing the underlying cause or causes of the mfer
tility, 1n short, that there 1s now some pont 1n consulting
a doctor whereas 1n former years there probably was not

This public enlightenment 1s due n large measure to
the considerable body of popular literature now availible
on problems of fertility The hiterature, naturally enough,
1s of unequal value, yet in practice 1t 1s found that many
of the couples who come for advice and treatment bring
with them a fair knowledge of the nature of the problems
which confront the physician as well as a searching cun
osity about both fundamentals and details which 1t 15 his
duty to satisfy Admuttedly a busy general practice does not
easily provide leisure for such exchanges between patient
and doctor, nevertheless, the patients questions should
normally be taken seriously and answered mn clear and
simple terms It should be borne in imnd that the diagnosis
m difficult cases may call for a sertes of mvestigations,
sometimes costly, and nvolving both partners of the
marriage, and that the treatment following the mvestiga-
tions may be lengthy and irksome, agamn possibly to both
partners Their co operation m all stages will be more
readily secured if they can be made to feel themselves to be
collaborators with the doctor 1n an enterprise upon whose
nature, objectives and chances of success they are at liberty
to seek all the mformation they may desire

The following chapters discuss the mvestigation and
treatment of uffertility, m the male and female, manly
from the point of view of general medical practice, but
they also deal with procedures, more highly technical, on
which the general practitioner would normally see
spectalist advice It must be admutted that opportunities
for expert assistance are more easily available 1n London
and other large centres than 1n country districts, but there
are good reasons to hope that before long many provincial
hospitals will offer fertility services and that this develop
ment will mvolve an ever greater number of hospitals as
the demand for treatment becomes more widely spread
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quantity for the easy passage of the sperms from the vagina
to the uterne cavity?® Do these sperms survive well in 1t?

(5) Are the sperms and the ovum free to meet” “Non
patency” of the tubes 15 found 1n about one fifth of ail
cases of sterthity, sometimes due to spasm but sometimes to
genune mechamcal block

(6) Isthe woman, whether menstruating or not, actually
producing ova® Many women expenence occasional anovu-
latory cycles

) Assuming that the ovum 1s fertihzed, are the local
conditions suitable for 1ts early embedding? Does the
endocrine balance favour the mantenance of pregnancy?
Is early habitual abortion taking place?

As nvestigations proceed, most cases will give a clue of
some sort under one or more of these heads All authonities
agree that 1n a Jarge proportion of cases subfertility factors
are present mn both partners A combmation of factors,
some of them vanable and transient, are perhaps more
(l)ftcn found than any one clearly defined and permanent

esion

Even where a serious lesion 15 found, the practitioner
should be cautious 1 giving a totally unfavourable pro-
gnosis It 15 true that such conditions as tuberculoss of the
female generative tract, certan cases of complete azoo
spernua, etc, have not at present proved responsive to
medical treatment, yet there 15 always the possibility that
1mproved therapeutic techmque may offer more favourable
prospects
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1n establisung pregnancs Such women, ofien the 2nxous
and well-read tvpe, are hable to press the pactnozer im0
premature and over-claborate 1mvestizations and treat-
ment and 1t 15 well that thes should feel that hus tardmess
and restraimt are dictated by <ound yusgement. Ueually 1t
15 not difficult to persuade them to 2ccept their alarm as
rrranonal, bat ther will do <o all the more readil and with
real grantude 1of the phvaican shows tolerance and under-
standing of therr feelings

The First Comscitaton

At the first consultation it 1s well to male sure that the
patient 15 1n good general health and fit to undersake
pregnancy A pelvic examination should be carned oat
and a bref explananon gnen of the elementary facts con-
cermng conception. It should be ponted out that farkv
frequent intercourse 15 favourable, and where this does
not occur speczal advice should be gnea aboat the choree
of dates for cortus {sce page §) At the same tme amv cortal
difficultn which mav 1nterfere wath full penetranon shoald
be attended to (see Chapter ' Should the panent demand
more actin ¢ measures, she mav be 1nstructed m the method
of plotting a temperature chart fo- the parpose of deter-
muung her precise ovulation tume (see Chapter 7; 2nd m
the techmque of pre-coital zlkaline douching (wee Chap-
ter 5)

The Fall Intesuzxtion

In cases which warrant senous im estigation but m which
netther the history nor the general cimeal exammaton
suggests any definite lesion, 1t 15 convement to think of the
problems as falling under the following headings

(1) Does coitus occur frequenth cnough to offer a
reasonable chance of conception? Mam cases of * sterihits
are 1n fact traceable to madequate opportumts

(2) Is 1t certam that the semen 1s deposited close enongh
to the cervix? Depositon at a distance of one or two mches
man, 1n some cases, be a subfernhitn factor

(3) Are the sperms of good quantty and guahty?
Aré they suffaenth viable 1= rir0” Severe semnal defi-
cency mav be ed 1n about onesmxth of cases, and
1n about one-third of cases shehter <eminzl defiaencies are
found to contibute to the delay 1n achieving pregnancy

(2) Is the cervical mucus adequate 1 quaht and
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quantity for the easy passage of the sperms from the vagina
to the utenine cavity® Do these sperms survive well mn 1t?

(5) Are the sperms and the ovum free to meet® “Non-
patency” of the tubes 1 found 1n about one-fifth of all
cases of stenility, sometimes due to spasm but sometimes to
genuine mechamcal block

(6) Ts the woman, whether menstruating or not, actuaily
preducing ova® Many women experience occastonal anovu
latory cycles

(7) Assuming that the ovum 1s fertihzed, are the local
conditions smtable for 1its early embedding® Does the
endocnne balance favour the maintenance of pregnancy?
Is early habitual abortion taking place?

As mvestigations proceed, most cases will give a clue of
some sort under one or more of these heads All authorities
agree that 1n a large proportion of cases subfertility factors
are present 1n both {Jartners A combation of factors,
some of them variable and transient, are perhaps more
i)ften found than any one clearly defined and permanent

€s10n

Even where a serious lesion 1s found, the practitioner
should be cautious 1n giving a totally unfavourable pro
gnosis It s true that such conditions as tuberculosis of the
female generative tract, certain cases of complete azoo-
spermia, etc, have not at present proved responsive to
medical treatment, yet there 1s always the possibility that
1mproved therapeutic technique may offer more favourable
prospects



CHAPTER TWO
COITAL PROBLEMS

BEFORE any couple can be serously suspected of sterihty,
1t 1s necessary to ascertain whether cortus has occurred at
switable times for conception and whether the semen 1s 1n
fact being deposited at the cervical os or within reasonable
distance of 1t Such considerations might appear obwvious,
yet they are only too frequently overlooked, particularly
mn_hospital departments where lack of pnivacy renders
difficult the discussion of personal matters Not infre-
quently patients are subjected to varied mnvestigations and
not unti the ‘post contal test” 1s consistentlv negative does
mquiry reveal that there has been no real chance for
conception to occur

Timmg and Frequency of Cortus

If 1t were possible to determine the exact moment of
ovulation, one single act of cotus in any month should be
sufficient to effect conception It 3s known that insemmation
must precede or follow ovulation within a very few hours
if conception 15 to be achieved But although know-
ledge of ovulatory processes has advanced greatly (see
Chapter 7), 1t 1s still not easy to predict the precise date of
ovulation 1 any given case This would be possible only
#f all menstrual cycles were of the same length, if ovulation
always occurred m the same relatron to the onset of men
struation, and 1f indeed an ovum were formed unfailingly
1n every menstrual cycle These conditions are not fulfilled,
however, nor 1s 1t known for how many hours the ovum
remamns fertihizable or the sperm capable of effecting
fertilization

Thus, 1 the present state of knowledge couples who wish
to time therr coitus correctly cinnot expect guidance
except 1n general terms They should be told that ovulation
usually occurs about fourteen days before the onset of the
next period and that they would do well to attempt 1nter-
course at least once or twice during the probable ovulatory
week, but 1n offering this advice too much emphas:s should
not be taid upon “timing , for sensitave people are natur-

8
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ally fretted, and some men are reduced to temporary
impotence (see page 20) by pressure of this sort Moreover,
1t should be recalled that, according to some authonties,
cortus at other times 15 not necessanily nfertile Dichinson
(1938) has assembled from the hterature an impressive
number of cases in which conception appears to have
resulted from 1solated acts of cortus at all phases of the
cycle, even the menstrual days themselves This evidence
has indeed been called nto question as bemng mainly, 1f
not entirely, anecdotal, and on physiological grounds alone
the chances of conception on days far removed from those
on which ovulation would normally occur must be regarded
as excessively small But the fact that there are still differ-
ences of opinion on the matter 15 worth recording, 1f only
as a warning agamnst too ngid recommendations on the
timing of sexual intercourse

Nevertheless, intelligent couples—by the aid of tempera-
ture records such as those discussed on page 81 or, where
they are present, of such symptoms of ovulation as Maitel-
schmerz or “spotting”-—can and do attempt to relate their
coitus to the hours of ovulation, and the adoption of this
practice undoubtedly affords a remedy 1n a certain number
of barren matings, namely those 1n which precise timing
15 rendered wvital by unduly poor viability of the sperm
or the ovum Women who surprise themselves by achieving
a first conception after many years of marriage cannot
usually be classed as those with faults of reception or with
faults 1n the mechanics of the tubes Many such pregnancies
must be due to the chance meeting of ovum and sperm
which have previously missed one another owing to an
exceptionally short lease of hfe The fact that such cases
occur not infrequently should always be pointed out to
couples whose investigations have shown no total bar to
conception

As a practical measure 1t 15 very helpful for the wife to
Leep a calendar to show the relation between acts of cortus
and the menstrual peniods A “year at a glance” type
should be chosen and the practittoner should nstruct the
woman to draw a line through the menstrual days and to
put a cross on the days when intercourse has occurred
Such a calendar 15 valuable both as 2 gwde to “tming”
and as an mndication of how far fallure may be due to
mlstlmmg

It 1s worth notng that women with short cycles who
ovulate 1n every cycle have more opportunities for con-
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ception than those with longer cycles and correspondingly
fewer ovulations But when cycles are very short and the
menstrual flow 1s prolonged, there sometimes arses a
specsal problem of timing For if this flow overlaps the next
ovulation—1 ¢ 1f 1t 1s sull proceeding some fourteen days
before the next period 15 due—the optimal date for frutful
ntercourse may be missed In such circumstances the
woman should be nstructed to douche gently with warm
water and resume coitus earlier than usual A similar
problem 15 occasionally met with among orthodox Jewesses
who remain childless as Jong as the ritual post-menstrual
bath (which must precede the resumption of coitus) 1s
regularly delayed beyond the ovulatory phase—as 1n short
cycles 1t so easily may be, but conceive immedately this
traditional observance 15 relaxed

Inadequate Insemination

Inadequate snsemination 1s a very common contnbutory
factor 1n delayed pregnancy Although in highly fertile
couples the sperms may be vigorous enough to effect con
ception even 1f deposited only at the vaginal mtrortus, in
others, less fertile, their deposition two or three inches from
the cervical os may make all the difference to the chances
of insemmation The acidity of the vagina 1s known to be
detrimental to sperms, many of which, m any case, have
a poor expectation of survival even in the favourable
environment of the cervical mucus plug (see page 45) If
then, there 1s any doubt about the mechanical adequacy
of rotus, a post coital examination should be made soon
after sexual ntercourse (see page 33 and Chapter 5)

Mechancal R JSor Inadequate I

When 1t 15 found, as 1t 1s 1n some cases, that coitus 1s
mcomplete, nfrequent, or even avorded altogether because
1t 15 painful to the wife, the explanation may he 1 undue
ngidity of the hymen If this condition 1 present the
patient should be shown how to stretch the hymen either
digitally or with graduated dilators This simple treatment
will usually suffice, but where 1t does not the hymen may
be eased or mased under anzsthesia, 2 well adminstered
gas bemng adequate 1 most cases Occasionally an abnor-
mally small rigrd vagina s found 1t assocration with hypo-

lastic gemtalia and in this condition improvement Can
usually be obtaned by suitable endocrine therapy (see
page 61) In all cases of dyspareumia attention must of
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course be given to lesions of surrounding structures
Mechantcal difficulties 1n the husband, such as phumosis or
hypospadias, may also call for treatment

Insemination 1s occasionally inadequate owmng to the
cervix being atypically placed Although theoretically this
should not bar conception, 1t probably lessens the chance
1n cases 1 which the viability of the sperms 1s poor This
possibility arises when the position of the cervix 1s such
that 1t cannot be reached by the penss in the usual cortal
attitude In many cases the cervix will become much more
accessible 1f the knees are drawn upwards and outwards to
the shoulders, 1n others, a change to coitus @ #rgo—that 15,
to the normal mammahan posiion—1s sometimes recom-
mended as a means of ensuring the deposition of sperms
1n the neighbourhood of the external os The value of these
expedients can, 1n any given case, be assessed by a post
coutal test
Functional Reasons for Inadeg
1t 15 particularly :mportant, m the 1mvestigation of sub
fertility, to ascertain whether coitus 15 m fact genuinely
established Among patients of all classes there are a sur-
prising number so inhibited sexually and therefore so
ignorant of ordinary sexual matters as to be actually
unaware of what constitutes a normal sexual umon Somé
5 per cent of patients who seek advice for pnmary sterihty
have probably never consummated therr marriage at all
Stallworthy, 1 a sertes of 581 hospital and private patients
with primary sterility, found an intact hymen in 5 per cent
For a simular senes of 397 private patients, Green-Armytage
gives a figure of 4 per cent These somewhat startling
findings afford ample proof of the need for proper pre-
marital sex education and indeed for readily available
sexual advice and gudance on problems that anise during
marnage

Many women who have assured the physician that inter
course 1s regular and satisfactory will nevertheless be found,
on examination, to have an mtact hymen Some women,
on the other hand, confuse themselves and the physictan-
by stating that mtercourse 1s “not nght * or ¢ all wrong”,
when all they wish to 1mply 1s that they do not themselves
attain a satisfactory orgasm Absence of orgasm 1n the wife
has 1 fact very htte, if any, beanng on the chances of
conception, and where a case history appears to suggest
the contrary and the woman states definitely that con-

7,
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ception than those with longer cycles and correspondingly
fewer ovulations But when cycles are very short and the
menstrual flow 15 prolonged, there sometimes arses a
special problem of timing For if thus flow overlaps the next
ovulation—i ¢ 1f 1t 15 still proceeding some fourteen days
before the next penod 1s due—the optimal date for frurtful
mtercourse may be mussed In such arcumstances the
woman should be instructed to douche gently with warm
water and resume coitus carlier than usual A similar
problem 1s occasionally met with among orthodox Jewesses
who remain childless as fong as the ritual post menstrual
bath (which must precede the resumption of coitus) 1s
regularly delayed beyond the ovulatory phase—as 1 short
cycles 1t so easily may be, but concerve immedrately this
traditional observance 1s relaxed

Inadequate Insemnation

Inadequate insemination 1s 7 very common contributory
factor in delayed pregnancy Although in fughly fertile
couples the sperms may be vigorous enough to effect con
ception even if deposited only at the vaginal ntroitus, 1n
others, less fertile, their deposttion two or three mches from
the cervical os may make all the difference to the chances
of imsemination The acidity of the vagma 1s known to be
detrimental to sperms, many of which, 1n any case, have
a poor expectation of survival even mn the favourable
environment of the cervical mucus plug (see page 45) If,
then, there 15 any doubt about the mechanical adequacy
of coitus, a post cortal examnation should be made soon
after sexual mtercourse (see page 33 and Chapter 5)

Mechancal Reasons for Inadeguate I

‘When 1t 1s found, as 1t 1s 1n some cases, that coitus s
incomplete, infrequent, or even avorded altogether because
1t 15 pamful to the wife, the explananion may he 1 undue
ngidity of the hymen If this condition s present the
patient should be shown how to stretch the hymen either
digitally or wath graduated dilators Thus simple treatment
will ustally suffice, but where 1t does not the hymen may
be eased or ncised under anzsthesta, a well admimstered
gas bemng adequate 1 most cases Occastonally an abnor-
mally small nigid vagina 1s found 1n associationt with hypo-
plastic gemtalia, and m this condition improvement can
usually be obtained by suitable endocrine therapy (see
page 61) In all cases of dyspareunta attention must of
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course be gnen to lesions of surrounding structures
Mechanical difficultzes 1n the husband, such as phimosis or
hypospadias, may also call for treatment

Insemination is occasionally mnadequate owing to the
cervix being atypicaily placed” Although theoretically this
should not bar conception, 1t probably lessens the chance
1n cases 1 which the viability of the sperms 1s poor This
possthility anses when the posiion of the cervix 15 such
that 1t cannot be reached by the pemss in the usual coital
attitude In many cases the cervix will become much more
accessible 1f the knees are drawn upwards and outwards to
the shoulders, 1n others, a change to contus a tergo—that 1s,
to the normal mammalian posiion—i1s sometimes recom-
mended as a means of ensuring the de%gsxtwn of sperms
1n the neighbourhood of the external os The value of these
expedients can, in any given case, be assessed by a post-
cottal test

F ! Reasons for Inadeg I f

It 1 parucularly important, in the mvestigation of sub
fertthity, to ascertain whether coitus 1s 1 fact genuinely
established Among patients of all classes there are a sur-
prising number so mnhibited sexually and therefore so
1gnorant of ordinary sexual matters as to be actually
unaware of what constitutes a normal sexual umon Some
5 per cent of patients who seek advice for primary stenility
have probably never consummated their marniage at all
Stallworthy, 1n a senes of 581 hospital and private patients
with primary sterihty, found an intact hymen n 5 per cent
For a similar series of 397 private patients, Green Armytage
gwes a figure of 4 per cent These somewhat startling
findings afford ample proof of the need for proper pre-
martal sex education and ndeed for readily available
sexual advice and gwdance on problems that arse during
marrage

Many women who have assured the physician that mter-
course 1s regular and satisfactory wall nevertheless be found,
on examnation, to have an mtact hymen Some women,
on the other hand, confuse themselves and the physiclan_
by stating that intercourse 13 “not right” or “all wrong”,
when all they wish to imply s that they do not themselves
attan a satisfactory orgasm Absence of orgasm in the wife
has m fact very httle, if any, bearing on the chances of
conception, and where a case history appears to suggest
the contrary and the woman states definitely that con-
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ception than those with longer Tycles and correspondingly
fewer ovulations But when cycles are very short and the
menstrual flow 1s prolonged, there sometimes anses a
special problem of timing For if thus flow overlaps the next
“ovulation-—1 e if 1t 15 sull procceding some fourteen days
before the next period 15 due—the optimal date for fruitful
mtercourse may be mssed In such crcumstances the
woman should be nstructed to douche gently with warm
water and resume coitus earlier than usual A similar
problem 15 occasionally met with among orthodox Jewesses
who remain childless as long as the nitual post-menstrual
bath (which must precede the resumption of coitus) 1s
regularly delayed beyond the ovulatory phase—as 1n short
cycles 1t so easily may be, but concerve immediately this
traditional observance 15 relaxed

Inadequate Tnsemination

Inadequate insemination 15 a very common contributory
factor 1n delayed pregnancy Although in highly fertile
couples the sperms may be vigorous enough to effect con-
ception even 1f deposited only at the vaginal 1ntroitus, 1
others, less fertile, their deposition two or three mnches from
the cervical os may make all the difference to the chances
of insemmation The acidity of the vagina 1s known to be
detrimental to sperms, many of which, 1n any case, have
a poor expectation of survival even in the favourable
environment of the cervical mucus plug (see page 45) If
then, there 15 any doubt about the mechanical adequacy
of cortus, a post cortal examumnation should be made soon
after sexual ntercourse (see page 33 and Chapter 5)

Mechameal Reasons for Inadequate Insemination

When 1t 15 found, as 1t 1s 1n some cases, that coitus 1s
incomplete, infrequent, or even avoided altogether becanse
1t 15 pawnful to the wife, the explination may lie 1n undue
ngidity of the hymen If this condition 13 present the
patient should be shown how to stretch the hymen either
digttally or with graduated dilators This sumple treatment
will usually suffice, but where 1t does not the hymen may
be eased or maised under anzsthesia, a well admimstered
gas bemng adequate m most cases Occasionally an abnor-
mallv small rigid vagina 1s found 1n assocration with hypo
plastic gemtalia, and 1n this condition 1mprovement can
usually be obtamed by suitable endocrine therapy (sce
page 61) In all cases of dysparcunia attention must of
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course be gien to lesions of surrounding structures
Mechanical difficulties 1n the husband, such as phimosis or
hypospadias, may also call for treatment

Insemination 15 occasionally 1nadequate owing to the
cervix bemg atypically placed” Although theoretically this
should not bar conception, 1t probably lessens the chance
1n cases in which the viabihity of the sperms 1s poor This
possibility arises when the position of the cervix 1s such
that 1t cannot be reached by the pems 1 the usual cortal
attitude In many cases the cervix will become much more
accessible 1f the knees are drawn upwards and outwards to
the shoulders, 1n others, a change to cottus g ergo—that s,
to the normal mammalian position—i1s sometimes recom-
mended as a means of ensuring the deposition of sperms
1n the neighbourhood of the external os The value of these
expedients can, 1 any given case, be assessed by a post-
cottal test

F ! Reasons for Inadequate I

1t 1s particularly important, in the investigation of sub
fertility, to ascertain whether coitus 1s 1 fact genuinely
established Among patients of all classes there are a sur-
prisng number so whibited sexually and therefore so
ignorant of ordinary sexual matters as to be actually
unaware of what constitutes 2 normal sexual umon Somé
5 per cent of patients who seek advice for primary sterihty
have probably never consummated their marriage at all
Stallworthy, 1 a seres of 581 hospital and private patients
with primary sterility, found an intact hymen in 5 per cent
For a similar senies of 397 private patients, Green Armytage
gves a figure of 4 per cent These somewhat starthng
findings afford ample proof of the need for proper pre-
martal sex education and indeed for readily avaiable
sexual advice and gwdance on problems that anse during
marrnage

Many women who have assured the physician that mter
course 18 regular and satisfactory will nevertheless be found,
on examination, to have an intact hymen Some women,
on the other hand, confuse themselves and the physician-
by stating that intercourse 1s  not right or “all wrong ’,
when all they wish to imply 1s that they do not themselves
attain a satisfactory orgasm Absence of orgasm m the wife
has 1 fact very httle, 1f any, bearing on the chances of
conception, and where a case hustory appears to suggest
the contrary and the woman states defimtely that con-
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ception occurred on the one and only occasion on which
she achieved a full orgasm, 1t will be generally found that
this was also the first occasion on which full penetration
took place

Particular allowance must be made for the fact that
patients with sexual disabilitics are sometimes too inhibited
to appreciate ther existence Stll more often, perhaps,
they are too confused to be able to speak of the difficulties
which they vaguely sense It 1s not indeed surpnsing that
a woman who has never even learned wor:ig m which
to describe the sexual act or has never expenenced normal
coitus, fails before the task of explaining to the physician
that, for instance, her husband’s ejaculation 1s too pre
aptate for the semen to reach beyond the vaginal entrance,
or that he does not mantain his erection well enough to
achieve satisfactory penetration, or that she herself has too
tough a hymen or (oo tight a spasm to permit such pene-
tration to occur Yet such disorders, even if they are not
total and absolute, may go far to reduce the chances of
conception Thus 1t 1s clear that a careful history which,
by well chosen questions, will reveal any possible sexual
difficulties, 15 an essential part of the mquiry 1 cases of
subfertiity, and mn questioning, the practitioner should
make sure that he offers the patient suitable terms i
which to describe any impediment that may be present

Although, for mnstance, an uneducated woman may
require questioning in very stmple words, most dufficulties
can be ehmunated rapidly by such questions as the follow
mg “How often would you be hikely to have intercourse
1 a week?” “Is 1t satisfactory for both of you?” “Do you
get any pain®” If so, “Are you too tight—too dry—to let
him 1> “Does he get deeply m the passage®” If not,
“Does the seed come too quickly, before he can get m?’
or “Does he keep hus saffness long enough to get mnside?”
Although these expressions can and should be worded
differently for more educated women, such gquestions—
provided they are simple enough for a nervous patient to
understand-—will seldom, 1f ever, be resented

Where such functional difficulties and disorders are
found to exist, 1t 1s best if the practitioner can himself
advise about therr management, but if he feels unable or
unwilling to do so he should not hesttate to refer the case
at once to a gynzcologist or medical psychologist If the
disorder has persisted for some months, 1t 1s not likely to
resolve without further help, and such help may be needed
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by both partners, for the difficulties are not uncommonly
present 1n both, 1f only because “anxiety” states are some-
what infectious, each’partner adding to the difficulties of
the other For convenience, however, the commonest dis-
orders will be considered separately

Functional Disorders Expenenced by the Wife

By far the most important of these 1s the habit of con-
tracting the vagina—to a greater or lesser degree—so that
the perus fails to penetrate fully and causes inevitable dis-
comfort in the attempt Any woman who 15 nervous (or
who has to protect a painful lesion of the gemtal tract) 1s
lhable to arch the lumbar spine automatically and thus to
tighten the vaginal introitus These symptoms do not con-
stitute true “vagimsmus ', which 1s a definite neurosts and
1s mamfested by a muscular spasm sometimes expertenced
m the full length of the vagina and often 1n the general
sheletal muscles as a whole

There 1s no doubt that most cases of vagmnal contraction
are overlooked if patients are examined 1n the Sims position
—the shight flexion of the spine and thighs being usually
sufficient to obviate the spasm It 1s only severe vagimsmus
which will, 1 this position, mamfest 1itself by a sudden
contraction and lordosis For the mvestigation, therefore,
the patient should always be examned lying on the back,
for 1n this position 1t 1s possible to observe minor degrees of
flinching and to ensure their correction by dehberate
flexion of the lumbar spimne A suitable coverlet can be
maintaned throughout the exammation

In cases of true vagimismus any attempt at examination
will produce arching of the back, strong adduction of the
thighs, and a contraction of the vagmal musculature of
such strength as sometimes to provoke great pam When
the spasm 15 extreme, even one exarmining finger may fail
to be admtted

Thus syndrome 1s entirely psychogenic and fortunately
most cases yield to explanation and persuasion The first
step 1n treatment 15 to ask the patient to bend and abduct
the left knee 1t 15 not wise to expect too much flexion, at
first Then the examning finger, well lubnicated, should
be slowly mserted, pressure being directed towards the
urethra rather than to the perineum When this has
entered, the patient must be persuaded to flex and abduct
the other knee also, later 1 the examination, 1t may be
necessary for her to draw both knees upwards and out
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wards towards the shoulders In nearly every case there
will be such a marked lessening of spasm that the patient
herself1s quickly impressed by the casing of her discomfort
During this manipulation the tip of a sccond finger should
be inserted also "Occasionally a vaginal dilator may be
preferable, but 1s usually best reserved for the patient’s own
use After the first examination has been made, she can be
encouraged to attempt the mampulation herself with a
lubricated dilator This will help her to find for herself
which postural changes bring the most relief and therefore
which attitude will be the best for her to adopt during
cortus Oftenitishelpful to correct the lordosts of the lumbar
spie by getting the patient to draw the pubss slightly
upwards—those who cannot do so may be shown how to
lie with a firm pad behind the sacrum, but yet others remain
unrelaxed until the spine 1s completely flexed by drawing
the knees fully upwards and outswards towards theshoulders

Bearing 1n mind that the syndrome 1s a defence against
penetration, 1t 1s not surprising that many patients find
difficulty at first in adopting and maintaming a relaxed
attitude Nevertheless, by persuasion and patience the vast
majority can be helped to overcome thewr spasm For a
severe case, two or three interviews are generally necessary
Although each examination should be conducted gently 1t
13 essential that the exammer 1s firm, and insists on some
progress bemg made on each occasion Women with vag:-
mismus really require an outside authonty to help them over-
come unconscious dreads, and the exammer {or indeed the
husband) who 15 afraid to use authonty will usually fail to
be of anv assistance Those patients who still have an mntact
hymen will be helped by the use of vaginal dilators with
which to practise stretching and relaxation at home None
are helped by being frightened or hurt by the physician’s
attempts at stretching Ifa genumely nigid hymen 1s present
1t 18 best stretched or broken manually under anazsthesia
Pacling should be avoided, and 1t should be the patient
herself who subsequently inserts well lubricated dilators If
she fully flexes her hnees and hips this procedure need
cause hittle pamn

Certain cases of vagimismus also exhibit a hystercal
hyperasthesia which can even spread to the external
genitalia and thighs Pattents with such symptoms fre-
quently require more persuaston than the average an
those who eventually require psychotherapy are generally

found 1n this group
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Vagmismus 1s by no means a disorder of frigid' women
Sometimes the vagina may be anzsthetic to sexual feeling
yet hyperesthetic to stretching or to touch, but sometimes
vaginal desire 18 so urgent that the frustration caused by
unsuccessful penetration results in a severe anxiety neurosis
In general 1t may be said that the prognosts 1s particularly
good 1n these latter cases, for here there 15 a real incentive
for the patient to relax her spasm

Severe vagimsmus 1s commonest 1n women who have
been “conditioned * m nfancy to expect pain from external
manipulation The use of soap sticks, enemata, or painful
treatment for threadworms will be found to figure 1n most
of the case historzes In a minonty the syndrome proves
on analysis to be an expression of unconscious fear, some-
times of childbearing, sometimes of being hurt by the penus,
sometimes even of having the personality disturbed or
domuinated by an outside mfluence Cases which do not
yeld to persuasion after a few imterviews should, where
possible, be referred for psychotherapy, but some may
require prolonged psycho analysis for themr resotution If
this 15 :impracticable the question of surgical assistance will
occasionally arise, but only a very small minonty, possibly
one 1n two or three hundred, should need such treatment
Although severing the muscle fibres can prevent spasm, the
aversion to coitus 1s not really lessened by such means *

It 1s noteworthy that when a marniage 15 annulled on
account of vagimsmus, the law does not 1nsist on treatment
by either psychological or surgacal measures Doubtless the
omussion dates from a time when such forms of treatment
were not available, yet the law appears to accept what s a
fact, that although the affected woman may become normal
at some future date, the estabhished habit wath this particu-
lar husband 15 not likely to resolve

The practiioner called upon to advise mn a case of
unconsummated marriage should make careful and accur-
ate notes of the history and of the condition of the hymen,
particularly 1f he recommends treatment by dilatation
The fact that a hymen 1s eased or absent or even that
pregnancy has occurred, 15 not mn atself a reason for rejec-
tion 1n a petition for annulment The law takes account of
the fact that although severe vagimismus appears most
commonly 1n reaction to the first attempts at cortus, 1t can

3 For a full aceount of the management of such cases se¢ Holland Eardl
arcuna sn the Brutisk Encyelopedia of Medical Pract ce Butterworth. 1937, and

Malleson Joan on  Vagumismus its Etiology and Treatment  Bratish Afedieal
Jourmal 1932 1 213
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sometimes occur on a second marriage, and even m a
multiparous woman

Most women with neurotic sexval difficulties farl to
lubricate naturally during cortus, and 1 the treatment of
dyspareunia no single measure 15 so valuable as the pre-
scription of a non greasy lubnicant to replace the commonly
employed Vaschine Suitable preparations are all pro-
prietary (page 22g), Prentif Lubncating Jelly being one of
the best It 15 practically non-spermucidal “The free ap-
pheation of this to the lower third of the vagina coupled
with full flexion of the knees and hips, will do much to
make the act of coitus less uncomfortable and ultimately
more acceptable

It 15 not necessary here to describe fgidity, the highly
common function~l disorder tn which there 1s partial or total
absence of the charactenstic sexual sensation 1n the vagina
or chitonss or both The female genital tract appears to be
by far the most ¢ hysterical” organ of the body, being sub
Ject throughout its length to anwesthesias, hyperasthesias,
parzsthesias, hypertonus and hypotonus, and hyper- and
hypo-secretion It seems certain that in civilized women 1ts
responsiveness 1s liable to be obscured by anxeties, con-
fhcts fixations, repressions and inhibitions, which can
mamfest themselves 1n an endless diversity of symptoms
It 15 enough to say that although frgidity may mmpair the
happiness of the woman or of the marriage 1t does not
fortunately, unlke some functional disorders of the male,
wmterfere with the chances of conception Lubrication
should of course be adwvised when necessary, and 1t 15 well
to assure the patient that her chances of conception are
not impaired The common belief that some gemtal feeling
1s necessary for conception sometimes causes additional
and needless suffering

Functional Difficulties Expenenced by the Husband

The most common types of male disability are precipi-
tancy, relative disinchination to coitus, and 1mpotence
Although men with such difficulties may sometimes be
found to have a poor sperm count, the assoctatron appears
to be fortuitous, and mn fact there 1s little relationship
between deficiencies of potency and the impawrment of
fertiity The disturbances themselves are not sharply
defined chinical entities, but are often combined or 1nter-
changeable They are so widespread that most normal men
have expertenced them at some tume or another It 1s only



-

COITAL PROBLEMS 17
¥

when they are persistent that medical advice may be
necessary

Although the disabilities are mamly psychogeme, and
indeed may appear mn relation to one woman yet not
another, nevertgeless they may be found 1n association
with local genital disorders which should naturally receive
appropriate treatment Therapeutic measures which reheve
amuety are always valuable, and a careful local examina
tion by a gemito unnary specialist 1s often 1n tself of the
utmost benefit Most men with these disorders prefer to
believe that their ongin 1s “physical” and not “nervous”,
and accordingly medical treatment by tomics etc often
brings greater reassurance, even to perfectly healthy men,
than any persuasive measures, and should not, therefore,
1n suitable cases be wathheld

Of the male disorders, precipitancy 1s certamnly the
commonest The most normal men are Lable to ¢jaculate
prematurely at the beginming of marnage, or after long
periods of abstinence, butin others, who suffer permanently
from the disability, 1t must be usually classed as a symptom
of sexual neuroms It 15 understandable that disappomnt-
ment about past failures can, by mcreasing anxiety, thereby
Increase precipitancy in a most distressing way Neverthe-
less, with reassurance and practice, many men who are
precipitate can achieve some measure of control, and
even 1f the sexual satisfaction of both partners remains
mcomplete, there 15 every chance of conception if the erec-
tion 1s sustamed long enough to achieve penetration

In these cases the husband should be 1nstructed to allow
stimulation to occur slowly, and if he feels gjaculation to be
imminent, to pause mn hus movement and concentrate atten-
tion solely upon control It 1s also important that the wife
should adopt a posttion that facilitates the husband’s rapid
approach The vagmal introitus should be lubncated if
necessary and relaxed by separation of the knees and flexion
of the lumbar spine The couple should be reminded that
repetition of coitus as soon as possible 15 likely to prove
satisfactory

Premature ejaculation 1s more often than not psycho
genic, and severe cases will sometimes require psycho
therapy An effort 15 often made to treat cases along
physical lines Walker (1948) suggests that exercises of the
}}ehnneal muscles and the sphincters are advantageous

€ pattent 15 instructed to stop the stream of urine mter-

mittently duning micturition, and 1f this1s done dehiberately
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and conscously he gamns confidence 1n humself and begins
to excrcise some control during coitus Walker also finds that
1t 15 sometimes uscful to reduce the sensitivity of the glans
pems, before coitus, by applying a 3 per cent percamne
solution or a 1 per cent cocaine omtment Bromides and
Bellergal may also have a favourable effect In a small
munority of cases, division of a tight frenum or the passage
of bougies has been held to help

Faults 1n aclueving or mantaming erection are often
more difficult to manage It 1s not easy for the general
prictitioner to influence deeply unconscious reactions or
to undo the effects of early childhood traiming Infantle
anxieties or fears, parental fixations, and many complex
hindrances 1n emotional development may unfavourably
mfluence adult potency An affectionate and uminhubited
wife can sometimes do much to help, but only too often
anxious and neurotic men seem to choose stmilar types for
therr partners In any case, the husband’s assertion that the
disability 15 entirely on his side should not be accepted
without question, for very often his difficulties are increased
bv his wife’s unhelpfulness, whether 1n cortal posttion or
tension of the vaginal troitus Such men often gam much
n confidence on being assured that their difficulues have
been partly external or “real ’ and not entirely self engen-
dered Indeed, in the treatment of such sexual difficulties
as well s of disorders of fertility, 1t 15 almost invanably
helpful to the couple to free the husband as far as possible
from responsibility Most women prefer infimtely to feel
that whatever disability there may be comes from their own
side, and 1t 15 only too easy to increase the problems and
disappomntments stll further by comments which decry
therr husband s competence

If impotence occurs early i marriage the outlook
1s not unfavourable, for the ordmary burden of “sexual
anxiety” carned by all civilized people 1s much enhanced
by mexpenence The husband should be assured that most
micn at some time or ather have had occastonal failures, and
the wife should be instructed to show nerther disappomnt-
ment nor dismay An attitude of easy acceptance on her
part will often do much to overcome the difficulty Butwhen
the symptom 15 of long standing, and habitual, the outlook
15 less good and the help of a medical psychologst should
undoubtedly be sought Such patients suffer usually with
comadent depression and may be moreinchined toundertake
treatment for this than for the sexual disability 1tself
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Various treatments for tmpotence have been attempted
since time immemonal It 1s outside the scope of this book
to gve a detailed account of recent measures (see Walker,
K “and Strauss, E B, 1948, Loewenstein, J, 1947) Some
cases are found to have libado increased by small doses of
methyl testosterone by mouth But there are hazards m
using this preparation too freely, for large doses used over
several weehks have been known to depress spermatogenesis
serously 1n some men For mmpotence 5 to 10 mg daily
can be given for a month, alternatively 10 mg_twice daily
can be given during the wife s ovulatory week Loewensten
has advocated the use of a mechanical support to assist
a poor erection, and this may sometimes help when other
remedies have failed

‘When impotence does not respond to treatment artificial
msemmation with the husband’s semen may be carned
out Two conditions must be fulfilled first, that the
semen 15 satisfactory and second that he 15 able to produce
some Some impotent men are not only unable to have
cortus but incapable of masturbation, and when this 15 the
case semination 1s 1mpossible A case of pregnancy has
been recorded where the semen from a nocturnal emission
was conveyed by the syringe descnibed on page 21 This
marriage had remained unconsummated for 10 years

More uncommon, but important 1n 1ts bearing on fer
tility, 1s the disorder characterized by nabihty to ejaculate
1 spite of mamtenance of'normal erection Sometimes this
condition 15 intermittent and sometimes neither partner 15
aware of 1ts exstence, 1 fact the diagnosis may be made
only when repeated post coital examination of the cervical
plug yelds consistently negative results For such men
masturbation 15 sometimes possible, but even then the
ejaculate may not always contain spermatozoa The condi
tion may be regarded as a defence aganst losing control,
and treatment 1s accordingly extremely difficult, for the fear
that such control may be lost may have become too ntegral
a part of the psychic structure to be casily abandoned
Some 1ndication of 1ts early ongin 1s shown by the fre
quency with which the patients give a history of nocturnal
enuresis mto late childhood It 1s easy to see how the
danger of ‘lettng go * or ‘““soiling”—often so seriously
over emphasized in the nursery~—may still be influencing the
function of adult serminal emussion Oceastonally, treatment
by reassurance and explanation has some effect but some-
times even prolonged psycho analysis fails to effect a cure

o
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A problem commonly met with i the 1nvestigation of
fertility 15 that of the husband whose sexual desires are so
much inhibited that he 1s only very seldom conscious of a
desire for cortus Such men are inclined to rationalize therr
disability as due to overwork, or to over-fatigue or 1l
health, and to question this dubtous explanation 1s usually
disturbing to both partners Clearly, 1t 15 not possible to
gauge what amount of sexual actiity 1s normnl for any
one man The capacity vanes greatly i different indisi-
duals and mn the same mdnidual at different times
Vanations 1n health, fatigue and boredom undoubtedly
modify desire Nevertheless, if a healthy man below the
early sixties, living 1 normal conditions, evinces httle or
no sexual desire, there 1s usually some evidence to suggest
that sexual energy 1s bemng unconsciously deflected, often
nto compulsive and unnecessary “overwork ” Many such
men show little pleasure 1n feminine matters or mn sexual
mtimacy, so 1t 1s not easy for the wife to exert any dehiberate
stimulation Persuasion 1s seldom effective and if sug
gestions are made as to treatment—e g on such matters as
the timing of coitus, or the mvestigation of semen, or the
mstitution of a post cotal test—desire 1s hable to fail pre-
cisely when such procedures depend on 1ts presence, orit
may even become submerged completely Delicacy, judge-
ment and kindness are invanably necessary m the handling
of such marital situations

It may be hoped that before long there will be a greater
number of medical psychologists 1n all parts of the country
to whom such cases m1y be referred

Finally, there 15 the problem of the couple whose diffi-
cultzes are so great that 1t 15 most unlikely that normal
coitus will ever be established Although many such mar-
riages break down, a surprising number appear to be well
adjusted and happy For these 1t 15 often of particular
1mportance that the wife should have the compensation of
childbearing and that the couple should have this bond
to cement their marriage, and 1t may accordingly be
advantageous to discuss with them the question of artt
ficially anduced insemination There 1s no reason to beheve
that the husband’s semen would be inferor to the average,
but the usual mvestigations can of course be made If these
prove satisfactory the couple may resort either to msemina-
tion by the practitioner’s aid (see page 11 1) or, preferably,
the wife may be taught to ¢nsure msermnation herself by
means of semen acquired either during a precipitate coitus
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or 1n any other acceptable way For this purpose she
should employ a blunt glass syringe,! which should be
cleansed only with plamn water and dried thoroughly
Syringe and teceptacle should be warmed to body heat
The wife can quite easily learn how to insert such a syringe
and myject the semen as deeply as possible 1nto the vaginal
passage This can be effected even if severe vagimsmus
is present, provided that the knees are drawn nght up
to the shoulders The practitioner shauld always teach
the techmique of nserting the syringe and make sure
that the wife can manage 1t efficiently The 1njection of a
little jelly tinged with say, Methyl Violet, 1s a ready check
on the patient s competence Dates approximating to her
ovulation time are naturally the best to choose (see Fage 8)

Although the procedure 1s obviously exacting for both
husband and w1[1;, the fact remains that such couples are
sometimes on sufficiently good terms with each other to
undertake 1t, and that 1t can, n fact, en1ble them to have
children Others, perhaps most, would feel disinclined to
attempt 1t, but may be influenced and encouraged by the
physictan The kindly approval of the physictan 1s in fact
an almost essential prerequisite

It 1s hardly necessary to add that such cases are handled
most successfully by practitioners who are themselves rela-
tively free from inhibitions and embarrassments Those
less fortunate would perhaps be wise to refer the task to
specialists 1 these matters As for the couples them
selves, they will be found to be most deeply appreciative
of assistance 1 therr disability, for often their greatest
tragedy lies in the difficulty of getting sympathetic and
understanding adwice, the lack of Wth%l accentuates their
feeling of nadequacy and distress The amount of happiness
conferred on such a couple by the advent of children 15
valued out of all proportion to the effort needed to help
them to overcome their excessive cultural restrictions

* Such 23 the Vaginal Tnsermnation Synnge obtamable from Aflen and Hanbury s
The use of this Syringe has been fully described 1n the Practitioner August 1952



CHAPTER THREE

THLE INVESTIGATION OF MALE
INFERTILITY

AT one time the possibiity that the husband mght be
responstble for the absence of children was not recogmized,
and operations were performed on the wife without the
fertiity of the husband having been first ascertaned Even
nowadays this 1s by no means rare, and many women are
dilated and curetted on the blind assumption that this
will do good It 15 difficult, or even impossible, to supply
statistics of the frequency with which the husband 1s»
responstble for a barren marnage, for n many cases there
are adverse factors on both sides and the responsibility 1s
shared Had the subfertile husband been married to a
highly fertife wife, or the subfertile wife to 2 hughly fertile
husband, conception would probably have occurred But
because neither party 1s completely fertile the marriage
remains without children It 1s a fair assumption that 1n
about one sixth of all barren umons the husband 15 so
wfertile as to make 1t extremely unhhely that any woman
would concerve by him, and 1n about two-thirds of cases
his condition must be considered as a factor in the child-
lessness This 1s sufficient to indicate how umportant 1t 1s
to make a thorough investigation of the male

THE EXAMINATION OF THE HUSBAND

‘When a couple remams childless after a reasonable tume,
sav, eighteen months, has elapsed, the usual custom 18 for
the wafe to seek medical advice The doctor would do well
to pomnt out at this early stage that as both sexes have
their responsibility 1n the production of children, her hus
band should also submit a specimen of semen for examina

tion If the matter 15 put properly to him, the husband will
seldom object It 18 mmportant, however, to make 1t clear
that 1 mvestigatmg lis fertilty s vinlity 1s not beng
called mto question Fertility and virihty are often con
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fused and men are apt to resent any question of their
capacity as husbands

The mnvestigation of the husband divides atself naturally
mto two parts the semen analyss and the chimcal examina
tion When later the results of these two cxaminations
are correlated they may be found to throw hght on each
other, the medical history and the chmcal investigation
of the gemtal tract may explan the seminal findings and
the latter may perhaps suggest the meed for a further
clinical 1nvestigation designed to discover the cause of the
anomalies and defictencies found 1 the semen

Although 11l health may be a cause of lowered ferulty,
1t 15 not necessanly associated with this condition It 1s
indeed important that 1t should be widely known that
many subfertile people enjoy robust health, for 1t 15 often
assumed that because a man 1s young and healthy, there
15 no need for him to be examined Many of the men who
come for an mvestigation of ther fertility, and who are
afterwards found to be subfertile or even sterile, are young
and vigorous and 1 enjoyment of perfect health It 15 only
after they have submitted a spectmen of semen for analysis
that the true state of affairs 1s revealed In the rare event
of a husband s refusing to submut to the “indigmty” of a
seminal exammation, some indication of hus fertihity can be
obtained from a post cortal test (see page 33 and Chapter 5)

The Gemtal Tract

Before describing the cltnical examination of the husband
something must be said about the anatomy and the
physiology of the male reproductive organs

The gemtal tract may be divided to three parts the
organs for the production of sperms—ie the testes, the
accessory glands, and the organs for the storage and con
duction of sperms

The Testes —These oval shaped glands are responsible
also for the elaboration of an mternal secretion which 1s
necessary to the sexual drive— ¢ the hormone produced
by the interstitial cells of Leydig lying between the tubules
—but 1t 15 with the formation of sperms that we are now
mawnly concerned On mucroscoprcal exammation the walls
of the tubules are found to be lined with layers of germmal
cells m process of maturation Five different types of these
cells can be recogmized m this order as we pass from the
outer layers of the tubules towards the lumen, spermato
goma, pnimary spermatocytes, secondary spermatocytes,
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‘The Chinical Exanunation

Medical History ——When inquinng into the pattent’s past
medical history 1t should be borne 1n mind that iilnesses
occurring at or about the time of puberty are of special
mmportance For example, an attack of mumps after the
age of twelve carres wath 1t a greater nisk to the integrity
of the testes than an attack before the onset of mncreased
testicular activity This also applies, 1n a lesser degree, to
1llnesses which, unlike mumps, are not associated with
testicular complications The patients habits, diet and
mode of ife should also be mquired 1nto, for 1t 15 well known
that fertiity may nse or fall with the general level of
health During this preliminary investigation a spectal look-
out should be kept for any signs or symptoms suggesting
dysfunction of the endacrine glands, the pituitary and the
thyroid bemng of particular :mportance 1n this connection

It 15 also worth while mquiring 1nto the occupation of
the patient Certamn chemicals used 1n industry, such as
lead and coal tar products, are absorbed 1nto the body and
these may have an adverse effect on the germnal epithe-
lum Radiation and heat also affect the testes, and although
there exist no statistics to support thus, 1t may well be that
workers 1 foundnes and research workers exposed to
vanous radiations in physical laboratories may suffer from
lowered ferulity When atormc energy 1s employed on a
large scale for industrial purposes, everything will have to
be done to protect those who work with atomuc piles that
15 possible One of the chief difficulties 15 the disposal of
the wradiated water used mn cooling, but according to
reports the authonties are fully aware of this and are satis
fied with the precautions they are taking

An inquiry should next be' made nto the sexual history
of the marnage and the frequency of intercourse ascer-
tamed It 15 obvious that a wife 1s unlikely to concewve 1f
tercourse takes place but rarely

External Appearances The gemtal tract should be care
fully examimed with the patient recumbent on 2 couch
A glance will be sufficient to determme the general con
figuration of the trunk and limbs and the distibution of
body hair Old operation scars should be noted, especally
those situated m the nexghbourhood of the gemtal organs
A herniotomy scar may well have a bearing on fertilty,
since 1t 1s always possible that the vas deferens or the blood

supply of the’ testicle may have been damaged at the
operation
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spermatids and spermatozoa In addition to these germmnal
cells there are certain sustentacular or supporting cells of
Sertoh  These project radially nto the lumen and sup
poﬁt and supply nutnment to the more active germnal
cells

Spermatogenes:s 15 the process by which the outer layers
of cells are transformed to the mature spermatozoa found
in the layers adjacent to the lumen Unfortunately 1t 1s a
process which 15 very easily upset and 1t 15 no exaggeration
to say that the cells lining the semimferous tubules are
among the most delicate cells in the whole body, far more
delicate than the cells of I eydig which are responsible for
the elaboration of the male hormone The formation of
iEerms may be disturbed not only by local conditions

e testes but also by disorders in other parts of the body,
such as infective processes Among the fgctom nfluencing
the sermniferous function may be mentioned age, nutrition,
body temperature, nfections, neoplasms, obstructions 1n
the genital efferent ducts, disturbances of circulation,
great changes 1n altitude, constitutional states, endocrine
mmbalance and irraciation Some of these factors will be
discussed later

The Accessory Glands ——The accessory glands which play

a part i male reproduction are the epididymes, the pros-
tate, the semunal vesicles, Cowper’s glands and the small
glands found n the urethral epithehum The eprdidymes
and the vesicles, as well as the vasa, act also as storage
places for sperms As soon as spermatogenesis 1s established
1n the testis 1t 1s believed that waves of activity proceed i a
penstaltic fashion from the distal to the proximal segments
of the tubules and that sperms pass thence 1nto the rete testis
and thence 1nto the coiled tube of the eprdidymis Here they
undergo further maturation and become motile When
sexual intercourse takes place the activaty of the accessory
sexual glands increases and their secretions are poured mto
the posterior urethra Penstaltic waves begin to travel
along the vasa deferentia from the epididymes towards the
ejaculatory ducts By the violent contractions occurning at
the orgasm the sperms, muxed with the accumulated
secretions from the accessory glands, are expelled 1nto the
female passages 1n a series of jets It will be easily realized
that with so many glands playmng a part 1n 1ts formation
the exact constitution of the semen will vary from time to
time Too much stress should not therefore be put on the
results of a single semen analysis
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swollen many years after he has recovered from his infec-
tion The presence of a varicocele 1s usually of very httle
moment, but a hydrocele 1s more often assocrated with
imparred fertility The prease cause of a given hydrocele
cannot usually be determined, but many cases are due to a
mild infection of the tesus or epihidyrms Even when
infection 1s not present, the testis may be wnjured by pres-
sure of the surrounding flmd

Abnormalities of the Vas ——An effort should be made to
palpate the course of the vas until 1t merges with the
epiidyms During the last few years attention has been
called to a condition which 1s usually referred to as con
gemtal absence of the vas It 1s not usually diagnosed until
an attempt 1s being made to remedy azoospermia by the
operation of vaso epididymostomy, when 1t 15 discovered
that there 1s no vas to anastomose to the epididymis In
some cases the end of the vas 1s discovered when the cord
1s followed until 1t disappears 1nto the external ring, but
m others no trace of 1t can be found The condition 1s
generally put down to a congenutal deficiency, but 1n my
opinton this 15 not always the true explanation In two of
my cases 1t appeared to be the result of some degenerative
process of an obscure nature Two inches above the
epididymus a vas was discovered It was convoluted, of a
yellowish colour, without a lumen 1n certamn areas and
distended by a fatty flurd 1n others, It was very friable and
on attempting to dissect 1t out, 1t broke and voided, not
pus, but a milky flud Where 1t had completely disap
peared, 1n_the neighbourhood of the epididymus, 1t was
represented by a serpigenous line of fat and this process of
degeneration appeared to have spread into the emdidymal
canal The patient gave no history of having suffered from
any previous testicular trouble, and on examining the
oppostte side, a similar condition was found I am there-
fore of the opimion that absence of the vas may be either
congemtal or acquired In the latter case 1t 15 due to some
ii(iigeneratlve process of which we have at present no know-
edge

Examunation of Prostate and Vesicles ———After the external
gemitahia have been examined a finger should be mtroduced
mto the rectum to palpate the prostate and vesicles The
size of these structures vanes greatly in different men and
1s generally correlated with the size of the external genitalia

hus, 1n cases of hypogonadism and hypopituitarism, they
are small Indurated and tender areas suggest the existence
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Attention 15 now dirccted to the external gemitaha The
devclogmcnt of the Eems seldom has any beaning on the
patient’s fertiity, although a condition of hypospadias by
altenng the dircction of ejaculation and reducing the
Iikelihood of semen beng deposited 1n the neighbourhood
of the cervix, must be regarded as bemng unfavourable
The discovery of a stncture may suggest that the past
urethral infection responsible for 1t was also associated with
epididymits and subsequent blocking of epididymal canals

Lxamination of Testes ——Great gentleness must be exer
cised 1n palpating the outline of the testes and the fingers
should have previously been warmed Their size should
first be gauged The total mass of the two testes varies
greatly in different individuals and, speaking generally, 1t
may be said that those with large gonads are likely to
prove more fertile than those with small ones When the
testes are so small that they cannot be considered normat
signs of hypopitwitarism should be looked for The dis
covery of an undescended or an incompletely descended
testicle 15 of the utmost 1mportance If a testicle 1s retamed
within the abdomen 1ts spermatogenic function 1s generally
completely arrested, although 1t 15 said that repeated
examination of the semen of cryptorchids may occasionally
reveal a few sperms An undescended testicle 1s one which
1s not fully developed, 1ts development being usually pro
portional to the stage 1n 1its descent at which 1t has been
arrested Even 1f the testicle on the other side has com
pletely descended, 1t 15 sometimes an organ with an im
parred spermatogeme functuon

On palpation, the normal testis feels firm, resistant and
elastic Degeneration may be associated with either soft-
ness and flabbiness or induration and fibrosis The fibrosis
may affect only the coverings of the testicle or 1t may impl-
cate also 1ts parenchyma Inquines should be made con
cerning past trauma’ All males are hikely to be able to
recall some minor myury 1n the past from a kick or a ball
This 1s of little account, but mjuries assocrated with pro
longed pain and stll more with bruising and swellng are
of considerable 1mportance The epididymes should also
be carcfully palpated, for the discovery of an area of
induration at the lower poles 1s strongly presumptive of a
past attack of epididymitis and of the possibiity that the
canal on that side 15 occluded It 1s remarhable how long
such signs of a past infection may persist It s often possible
to tell a patient which of the two testes was previously
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never be used for collecting semen, because 1t may contan
sufficient traces of the chemicals used 1n 1ts manufacture to
arrest the motility of the sperms Semen should be collected
n a dry, clean mde-momicd bottle or glass tube equipped
with a ‘well fitting stopper The tube should be warmed 1n
the axilla to blood heat before the collection of the semen
and then allowed to cool down gradually The methods
sometimes employed by patients to keep the specimen warm
are likely to do more harm than good, since a temperature
of 37° C provokes great sperm activity so that by the time
the specimen reaches the laboratory the sperms are 1 a
state of exhaustion All that 1s advisabless that thereceptacle
should be placed 1n a small box wrapped 1 cottonwool,
this 15 sufficient to ensure that cooling 15 not too sudden
The specimen should arnve at the laboratory within two
or three hours of 1ts collection Should a specimen be sent
by post all that the analyst can doas tostudy the morphology
of the sperms and to estimate therr number No mnformation
can be given 1n such a case as to their motihty and viability

When freshly ejaculated, healthy semen 1s a gelatinous
fimd which afterwards becomes more hqud The time
taken for this varies in different patients and 1s influenced
by the surrounding temperature, but liquefaction 1s usually
complete within an hour Those laboratories which special
1z¢ 1 semen analysis usually report their findings 1 a
special form under the varous headings set out below
The forms used by the Famuly Planming Association Labora
torzes are reproduced 1n Appendix 6

Volume

'The total volume of semen expelled at a single ejaculation
vanes widely on different occasions and 1s, to some extent,
influenced by the length of the preceding pertod of contt
nence In most men 1t ranges between 2 and 5 cc A large
volume must be considered favourable to conception
because 1t provides a satisfactory pool from which sperms
may eventually reach the cervix A large quantity of semen
15 also more efficient 1n buffering the aad secretions con
tamned 1n the vagina It 1s sometimes assumed that a large
volume 1s necessanly associated with a low sperm count,
but this1s not always the case When thevolumeisunusually
small three explanations must be constdered—faulty ejacu
lation, reduced secretion 1n the accessory sexual glands, or
obstruction of both ejaculatory ducts Theresa type of case,

Y no means rare, m which only a few drops of opalescent
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of infection, and when these are found prostatic flud
should be obtuned by massage for examunation Ifno flud
can be expressed from the meatus the uninc passed subse-
quently to the massige should be examined for the presence
of pus or threads Normal prostatic secretion contains only
afew leucocytes, not more than one or two per microscopic
field Sperms may also be found 1n the expressed secretion
but their presence or absence 1s of no sigmficance In no
case should the examination of the secretion expressed by
massage and the discovery of sperms mn 1t be regarded as a
substitute for semen analysis When pus cells are found i
the urime a bacteniological report will be of ndsantage

Further Climcal Examination ——1t has been said that the
germinal cells of the testis are among the most delicate
the body and that all infections, whercver they are situated,
may have an mjunous effect on them This being so the
chmical examination of the patient must be a very com-
prehensive one 1if foct of mfection m the throat, sinuses,
teeth, lungs and ntestinal tract are to be excluded Such
an exammation should, however, be postponed until the
report on the semen has been received and there are clear
mdications that it 1s needed Otherwise much unnecessary
trouble will have been taken

LABORATORY TFSTS AND OTHER EXAMINATIONS

Semen Analysis

The importance of the semen analysis 1n the nvestigation
of male ferulty cannot be over stressed It should be
realized, however, that the subject has now become so
speciahized that there are comparatnely few laboratories
n which a complete and entirely satisfactory analysis can
be undertaken Reports submutted by those who have no
special experience of this tvpe of 1nvestigation should
therefore always be accepted with some degree of caution
It 15 to be hoped that when the mmportance of the proper
treatment of subfertihity 1s more widely realized, the general
level of semen analysis thronghout the country will be raised

Collection of the Specimen ——Errors which may senously
affect the results are often made 1n collecting the semen
There are two methods of obtaimng a spectmen—by with-
drawal and bv masturbation—and 1t may be left to the
patient to decide which of these 15 the more acceptable to
him It 15 usual to preseribe three or four days’ continence
prior to the taking of a specimen A rubber sheath must
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semnologists For example, Harvey and Jackson place the
abnormality rate which should be regarded as a sign of
fertility as hgh as 35 per cent

It should be borne 1n mind that the type of abnormality
1s of some importance, 1ll formed heads beng more un
favourable than 11l formed tails Davidson accepts a semen
as adequate when the abnormality rate for heads 1s not
over 25 per cent and for tails not over 30 (})er cent, provided
the total abnormality rate does not exceed 35 to 40 per cent
Abnormalities may be the result of imperfect spermato-
genesss, of arrested development with prematuredetachment
from the germunal epithelium, or of the degeneration ofihat
was onigally a satisfattory sperm Other cells of testicular
ongin may also be found i the semen, but unless these are
present 1n large numbers they are of no particular moment

The discovery of leucocytes 15 of greater importance If
they are present 1n large numbers (one mullion per cc or
more) an infection of the gemtal tract, but not necessarly
of the tubules, must be suspected Organisms as well as
leucocytes may be found 1in the semen but 1t must not be
assumed that they are an indication of tubular mfection
They are often due only to accidental contamination of the
semen after or during emssion

Motilrty

Motihty 1s not necessanly equivalent to fertihzing
capacity, since a lighly abnormal type of sperm may stll
be actively motle But 1t 1s obvious that the ability of a
sperm to reach the ovum depends to a large extent on 1ts
own actwity and that when motility 1s poor 1t 1s much less
likely to prove successful

It must be remembered that the 1mtial motility of sperms
i freshly ejaculated semen 1s generally poor, 1t 1s only
after hquefaction has taken place that movement becomes
vigorous Motihity persists for varying lengths of time 1n
different specimens and under different conditions of
storage Some motile sperms may be expected to survive in
good quality semen for as long as twenty four hours at
37° C If the semen 1s kept at cool room temperature
(about 20° G ) 1t 15 not uncommon to find some sperms still
moving seventy two hours after gjaculation (the maximum
so far observed 1s five days), while at 4° G motihty may be
retained for as long as seven days These figures refer to
undiluted semen, 1if the semen 1s diluted 1 1n 10 or 1 1n 20
with a suitable medium—e g Walton s buffered glucose
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flud are submutted for examnation These cases of complete
failure to ejaculate have been considered on page 19

Density of Sperm Population

Great vanations are found in the number of sperms con
tamed 1 a cubic centimetre of semen and authonities differ
as to the level below which a man should be considered
mnfertile Hotchlass records that 1n 150 barren marmages
(mn which the wives were without major faults) the sperm
count gave 1n average of 64 million as compared with an
average of 120 million among 200 men whose wives had
concetved He does not state however whether cases of
azoospermia were imncluded 1n the first group Meaker holds
that most fertile men have counts of over 100 million and
that conception rarely occurs when the count 1s below
6o mulion To the wrter (K M W ) both of these author
1ties appear to lay too much stress on density of population
and to have set the standard of normalty too high This
view 15 shared by those working at the Exeter Climc
Harvey and Jachson (1g45) state that, 1 a group of 44
husbands showing densities of between 26 and 50 million,
22 produced pregnancies (16 while under observation and
g without any treatment) These workers also record con
ception occurring i cases i which the sperm counts have
been consistently below 5 mllion per cc The lowest
counts so far recorded 1n a husband known unquestionably
to have produced a successful conception are 0 4, 10,01,
and o 2 million per cc In this case the four specimens
were examined within a period of seven months, two before
and two after the conception occurred (personal communi-
cation)

Abnormality Rate

It 15 generally accepted that the semen of highly fertile
men and ammals contams few sperms of abnormal struc
ture A hugh rate of abnormality may therefore be regarded
as a sign of mnfertiity There 15 difficulty m establishing 2
standard of normahty as different abnormality rates are
hkely to be found 1n a given specumen of semen by two
different observers, particularly if methods of fixing and
stamung are dissimular Hotchkiss found that the average
percentage of abnormal sperms among 105 husbands whose
wives were barren was 15 per cent, whereas among 200
men of proved fertihty 1t was only 11 per cent These
figures are much lower than those supplied by Brtish
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40 per cent there should not be more than 20-25 per cent of the
sperms with abnormal heads

Basic Motilily
In a specimen receved for exammation half an hour after
productron at least 50 per cent of the sperms should be motle after
the specimen has been mncubated for 1 hour at 37 C 1n suitable
diluting fluid
Viability

For a specimen received half an hour after ejaculation and kept
at37 C nsuitablediluting flnd the fall in the percentage of moule
sperms between the first and third hour of tncubation should not
be more than 20 per cent, and between the first and fifth hour not
more than 50 per cent, and ths fall should be so distributed that
the ratios of the percentage motlity at 1 and 3 hours, and at
12pd 5 hoursadd up to atleast 1 5

(If the spectmen has been produced more than half an hour
before 1t 13 recerved for examunation the basic motility and via
bility wall be relatively lower )

Fuller details will be found 1n Appendix 6

It must be remembered that any analysis refers only to
the particular specimen which at that moment 15 under
consideration Another specimen examined a short time
afterwards may give either a less favourable or a more
favourable result and 1t 1s only after the examination of
several samples that any rehiable conclusions can be drawn
as to the general level of the patient s fertiity

Grades of Fertility

As a guide to the practittoner 1t may be helpful to append
a table which shows the relative frequency of the vanious
grades of male ferulty found in practice This table 1s
based on the semen findings 1n a serses of 972 men and we
are indebted to H A Dawidson for its use It should be
realized first that 1t does not give any indication of the
mcidence of male fertility 1 the commumty All these hus
bands were examned because their wives had not yet
praduced a child or else had failed to give birth to a second
child 1t was thus a hughly selected group and not a farr
sample of the population See Table 1, p 34

Post-cortal Tests

It must be borne n mind that a semen analysts only
reveals the state and the behaviour of sperms within the
male secretions, and that 1t throws no light on how they
will behave when ejaculated nto the female passages
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solution (sce p 237)—the period of survival 1s mncreased at
all temperatures by a few hours A rapid loss of motility,
especially if 1t 1s associated with agglutination, must be
looked upon as being an unfavourable sign The condition
known as necrospermia, 1n which no movement at all 15
observed 1n a fresh specimen, 15 extremely rare It 1s usually
the result of a faulty method of collecting the semen

Harvey and Jachson (1945) defined basic motility as the
percentage of progressively motile sperms found 1 diluted
semen after an hour s incubation at '37° C From a number
of observations on men of proved fertility, they constructed
a composite curve which indicates the minimum values for
basic motility which can be regarded as satisfactory for
specimens recewved for examination at different times after
emussion The essential data are tabulated in Appendix &

Viabihity 1s judged by observing the fall m activity which
occurs m diluted semen kept at 37° C after two hours and
again after five hours In satisfactory specimens there 1s
usually hittle reduction in motility between the first hour and
third-hour observations, but the motility may fall to half its
onginal value by the fifth hour Ths 1s true of spectmens
recewved 1n a laboratory within three hours of ejaculation
Should greater delay occur motility 1s likely to fall more
rapdly (For further details of methods see Appendix 6 )
The Interpretation of Semen Findings

It may be helpful to give some indication of what can be
passed as a satisfactory semen What should we expect of
a man 1f he 15 to be considered capable of bringing about
conception® It should be realized that 1t 15 1mpossible to
lay down any hard and fast rule, for the assessment of the
value of the semen does not depend on one or even two
1tems, but on the general impression 1t gives The author
(K M W) 15 indebted to Margaret Jackson and H A
Dawidson for their help m this attempt to draw a line be
tween satisfactory and unsatisfactory semen

A specimen cannot be regarded as entirely adequate
unless 1t satisfies the following conditions

Volume
I5¢c or over
Density
40-50 million per ¢ ¢
Morphology
6o-65 per cent of the sperms should be normal
Aotz Although the fotal abnormality rate may be as high as
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mesion 15 made i the scrotum and the ghstening white
tunica of the testis 1s exposed This 1s then stabbed with a
pomnted terotome If the scrotal masion 15 made under
Yocal anzsthesia, this stab will cause pain unless the cord
has been infiltrated previously with the anesthetic A small
button of testicular tissue can be extruded through the
wound m the tunica albugmea by a hitle gentle pressure
This 15 smipped off with fine 1ridectomy scissors and placed
immediately 1n a small tube contaimng Boumn’s fixing
solution Bleeding from the testis usually stops with pres-
sure, but 1f 1t continues the bleeding pomt should be
underpinned with a suture of fine catgut The patient
should be kept at rest for some hours after the operation
i order to reduce the nsk of hamatoma formation He
should also wear a suspensory bandage for a few days

‘What help can be expected from the bropsy report on
the testis? First 1t will throw valuable hght on the previous
semnal findings An example of this has already been
given above 1n connection with the differential diagnosis
m cases of azoospermia If no sperms have been found
1 the semen and yet the section of the teshis shows active
spermatogenesis 1n the great majonity of tubules, 1t 1s
almost certam that the azoospermia 1s due to occlusion of
the ducts Occasionally the appearance of the tubules may
provide some hint as to the precise cause of the infertibity,
suggesting, for example, that 1t 1s due to mfection, or to
toxzmia or to 1rradiation The biopsy will also assist prog-
nosis and allow us to decide whether treatment with
hormones can possibly have any favourable result When
a section of a testis 15 examned under a mucroscope con-
siderable vanations will usually be found m different parts
of 1t, some tubules even showing spermatogenesis, while
others are n a state of complete degeneration In other
words, those lesions which impair fertility are likely to have
a patchy distribution mn their imtial stages Later, if the
process continues, the whole of the semimferous function of
the testis wall be destroyed

Five broad types of reports may be recewved from the
microscopist  that normal spermatogenesis 1s 1n progress in
most tubules, that spermatogenesis stops at a level below
that of full maturation, that many of the tubules are under
going degeneration, that they are so much destroyed that
they are only represented by fibrous tissue, or that some

gross lesion 1s present, e g a severe chromc infection such as
caseous tubercle
»
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TABLE 1
RELATIVE FREQUENCY OF VARIOUS GRADES OF MALE FERTILITY
Grade of fertsluty Total rumbers  Percentage

Men who could be passed
as fertile and capable of
bringing about concep

ception 1n a fertile wile 255 26
Borderline cases 116 12
Defintely subfertile 509 525
Completely sterile 92 95

Lven a fecbly moving sperm may succeed m penetrating a
normal cenical plug and a vigorous sperm may fal to
mvade one that 1s abnormal A post coital test’ (hnown
also as a Sims test or Huhner s test) 1s therefore a usefuf
addition to a semen analysis By exammng a sample of
mucus from the wife’s cervix a few hours after mnter
course extremely valuable imnformation can be obtamed
about the reactions of the husband’s sperms to her secre
tions Post coital tests have thrown considerable light on
barren marriages and they should always be carned out
when, m spite of favourable reports on both sides, the wife
fails to concene

Observations show that sperms survive m the vagina for
only a few hours, but that in the cervical mucus they can
survive much longer, as long, indeed, as 150 hours after
mtercourse A post cortal test provides therefore useful 1n
formation concerning the viability of sperms The techmque*
and findings are described in Chapter 5 -

Testicular Biopsy

The microscopic exammation of a small fragment of
testis settles not only the question whether an azoosperma
15 due to a blockage in the efferent duct system or to an
absence of spermatogeness, but 1t also reveals the state of
the seminiferous tubules As 1t inflicts but httle hardship
on the patient and can be carried out under local anzxs-
thesia or a short intravenous anzsthetic, 1t should always
be resorted to i case of doubt Testicular biopsy also
provides an 1deal method of controlling treatment, as
without 1t patents may often be subjected to long and
costly courses of injections without any hope of their being
successful It 15 useless, for example, to give a patient
hormones 1 the hope of simulating spermatogenesis 1f the
tubules are 1n a state of complete fibrous degeneration

The technque of the operation 1s as follows A half mch
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prolonged subfertihty Should there be any doubt con-
cermng the adequacy of the patient’s diet he should be
given vitamm E 1n the form of wheat germ o1l capsules
m doses of 10 to 15 mg daily (Some recent 1nvestigators
have advised much larger doses ) This may besupplemented
with capsules and tablets contaiming A, B, G and D as well

Pyrexia

It has long been known from ammal experiments that
an increase 1n body temperature reduces or brings to a
standstill the spermatogenic function of the testis, and 1t 15
generally beheved that the higher temperature within the
abdomen 1s an 1mportant factor i the mfertthty of crypt-
orcluds Recently MacLeod and Hotchhiss, 1n a study of
six healthy male volunteers who underwent a single fever
treatment, found that their sperm counts sank to a low
level from 25 to 55 days after the treatment and that thus
low level was maintaned for from fifteen to fifty days after
the imtial fall It 1s obvious therefore that the fever as well
as the toxzmua 1s of importance 1 cases of wnferuhty fol-
lowing acute infections

Constututional Causes

Among these causes endocrine disorders are of special
mmportance Thus, 1t 1s certan that thyrord disturbances
and hypopituitarism and hypogonadism bave a profound
effect on spermatogenesis, and some workers indeed regard
endocrine imbalance as the underlying cause 1n most cases
of infertility 1n which no local cause 1n the gemtal tract can
be found Unfortunately, 1t 1s impossible to confirm or
refute this extreme view, for mmor degrees of endocrine
deficiency cannot at present be detected etther by chmcal
examination or by laboratory tests

There are reasons to believe that the disturbances
occurning 1n the endocrine glands and the central nervous
system m such conditions as neurasthema and anxiety
states have some influence on spermatogenic function This
may account for the fact that some ferule couples,
after adopting 2 child and thus securing relief from therr
anxiety, proceed to produce children of therr own

Infreq and Uy factory I

se
These factors 1n male mnfertihty have been discussed on
page 19



CHAPTER FOUR

THE CAUSES AND TREATMENT OF
MALE INFERTILITY

tology

Many of the factors responsible for infertility are still un
known’and the most complete nvestigation will often fail
to reveal why a young man in excellent health and with an
apfparcntly normal gemtal tract 1s ether stenle or so
infertile that s wife 1s unlikely to concerve At one time
the wnter (K M'W ) made careful inquinies into the fer
tlity of the dpauent’s parents, grandparents and married
brothers and sisters 1 the expectation that sometumes
genetic factors might explain such cases, but there was
no evidence that this was the case It 1s, of course, ohvious
that the words ““hereditary sterility” are a contradiction i
terms, but a reduced level of fertility might well be passed
on from parent to child, and indeed R A Fisher has put
forward cogent arguments for the view that 1t 1s

Age
Unlike the female, the male may be able to reproduce
himself until quite an advanced age Exner reports that i
a group of 165 elderly men sperms were found i the
semen 1 the following percentages between sicty and
seventy 1 68 5 per cent of cases, between seventy and
eighty m 59 5 per cent and between eighty and ninety m
48 per cent While 1t 1s true that elderly men retan the
capacity to reproduce themselves the density of sperm
_population 1s hhely to be Jess 1 an old than mn a young
man s semen

Faulty Nutrition
It'is well known that for the health of the testis the diet

must contain an adequate amount of vitaruns A and E,

but under normal conditions 1t 1s seldom that infertility can

be explained by dietary deficiency Under war conditions,

however, this factor may well be decisive, for our recent

records include several patients whose privitions 1n

Japanese prisoners camps hgvc resulted 1n serious and
3
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generally been exaggerated Its chief danger 1s that 1t may
produce a bhilateral epididymitis with occlusion of the
epididymal canals Fortunately, the treatment of this
diseasé has been revolutiomzed by the discovery of peni-
cillin and the sulphonamides By these powerful remedies
the progress of the disease is rapidly arrested and 1t can be
confidently anncxgated that such complications as bilateral
epididymitis will become ranties 1n the future (The treat-
ment of an established occlusion of the epididymal canals
1s discussed on page 40 )

Should epididymutis occur 1 the course of a genital
mfection, gonococcal or otherwise, 1t 1s probable that the
sk of a subsequent blockage will be reduced by early
multiple small ncisions 1nto the swollen eprdidynus with a
pomted tenotome

Mumps

The orchitis which occurs as a comphcation of mumps
1s an important cause of infertility, especially if the attack
occurs during or after puberty The frequency of the com
plcation ranges, according to vanous authonties, from
17 per cent (Bernard) to 33 per cent (Laveran) Umlateral
mvolvement 1s commoner than hilateral in the proportion
of 10 to 1 The orchitis usually develops when the parotid
swelling 1s at 1ts height but 1n rare cases may precede 1t
It 15 now becoming recogmzed that pressure exerted for
even a few hours upon the testicular germunal cells may be
sufficient to destroy the future reproductive capacity of the
young patient These cells are so delicate that merely a
temporary arrest of blood supply may lead to necrosis and
subsequent testicular atrophy Even if atrophy does not
occur the tubules are generally damaged, with subsequent
azoospermia 1n graver cases, and oligozoospermua 1n those
less severe Thus 1s one of the commonest causes of azoo-
sperma 1n a healthy young man In such cases the Leydig
cells are not affected and the endocrine balance 15 m no
way disturbed In all cases of acute orchutis, therefore,
particularly when the patient 15 past puberty and the swel
hing 15 bilateral, immediate steps must be taken to relieve
the tenston 1n the swollen organs by multiple small incisions
This 13 best done by exposing the testicle through a scrotal
wound and stabbing the swollen organ 1n several places
with a pomted tenotome This treatment 1s also to be
recommended 1n cases of acute epididymitis m whach there
15 always the risk of subsequent occlusion of the epididymal
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Treatment of Leslons of the Genital Tract

Arrested Descent of the Testicle

It has been said that an undescended testicle 1s also an
mcompletely developed testicle and the degree of fallure 1n
spermatogenic function 1s generally proportional to the
level at which the testicle has come to rest The question
anses whether the function can be restored by bringing
the organ downinto the scrotum In the writer’s (K M W ’s)
experience an operation 1s not hihely to prove beneficial of
postponed unul the patient 1s adult When carned out
earlier 1t 15 more likely to have satisfactory results Thus,
MacCollum (1935), 1n an investigation of 89 patients with
imperfectly descended testicles subjected to orchidopexy
10 to 3o years previously, estimated therr fertility as being
61 per cent of what might be considered normal, in con-
trast to the estimated 10 per cent of fertihty in panents
who had not undergone any operation Thus clearly md-
cates the desirabihity of operating 1f descent does not take
Elacc erther spontancously or by endocrine therapy on a

oy’s reactung puberty

Vancoceles and Hydroceles

An operation on 2 varicocele 1s more hkely to impaur the
function of the testis than to improve 1t Ligature of the
veins 1n the cord 15 often followed gy fibrotic changes 1n the
testicle and by the appearance of hydrocele Nor 1s 1t
advisable to operate on hydroceles unless they are tense
and causing pressure on the testis As many so called
1diopathic hydroceles are 1n reality nfective mn ongin too
much must not be expected of any operation

Infections of the Gemtal Tract

Experiments on dogs have shown that the sulphonamdes
may induce an arrest of spermatogenesss, and for this
reason their use was for a long time avorded 1n the treat-
ment of infertlity associated with mfectons But 1t 15 now
known that this action 1s only temporary and not likely to
occur unless large doses are given, there 1s accordingly no
ohjection to the admimistration of these drugs for the treat-
ment of infections, whether n the gemtal tract or elsewhere
1n the body Pentcillin may also be used When the prostate
and the vesicles are infected, prostatic and vesicular massage
should be wnstituted

Gonorrheea has 1n the past been looked upon as a major
cause of stenhity, but its importance i this respect has
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only hope of overcommng 1t 1s by the operation of vaso-
epididymostomy, first advocated by Martin in 1909 Owing
to the smallness of the structures mnvolved and the lability
of the new opening to become fibrosed during the process
of healing, ths operation was so seldom successful that for
a long time 1t fell into disrepute, but interest 1n 1ts posst-
bilities was revived when Hagner m 1931 reported 19
successful results in g1 cases

The techmque usually employed 15 as follows After
hiberation of the testicle from its coverings the vas 1s
1solated 1n the neighbourhood of the globus major and a
lateral anastomosis made between 1t and the epididymal
canal Before domg so the operator must make sure that
sperms are plentiful in the part of the eprdidymis selected
for anastomosis The finest silk and needles, such as those
used for operations on artenies, and ophthalmic mstruments
should be used Hagner employs as a suturing material
the finest silver wire’ During convalescence gonadotropic
hormones should be given Even 1f the operation 15 success-
ful 1t may be several months before sperms reappear mn
the semen

Hormone Treatment

The hormones commonly used 1n the treatment of male
ifertility are testosterone and anterior pituitary hike hor-
mones The admimstration of thyroid gland 1s desirable
1n the cases 11 which there are also signs of hypothyroidism,
and 1t may be helpful to middle aged men whose sexual
capactity 1s on the wane

Testosterone ——This hormone acts chiefly on the acces-
sory sexual glands and on the ejaculatory mechanism, and
there 1s no reason to believe that 1t has a stmulating effect
on the semimferous tubules Some authoritres, indeed, hold
the view that 1ts action on spermatogeness 1s depressing
and that 1t should not be given 1n cases of oligozoospermia
That testosterone increases the actty of the accessory
sexual glands 15 shown by the greater volume of the semen
that usually follows 1ts use Among the accessory glands are
the eprdidymes and 1t 15 1n these organs that the sperms
reach the final stages of their maturity The use of testo
sterone 15 therefore particularly indicated where the
volume of the semen 1s small and when many abnormal
sperms are found in the semen Because of its action on the

¢jaculatory mechanism 1t may also be given a trial 1n cases
of blockage of the ducts Y &
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canal It might be thought that a haphazard puncture of
the epididymis with 2 tenotome would 1tself mnflict damage
on the canal, but expenience has shown that there 1s less
sk of this than of damage from the acute mfection Rest
mn bed during an attack of mumps does not appear to
reduce the madence of orchutis matenally and 1t 1s to be
hoped that a serum will eventually be found which has a
protective action on the testicle Prophylactic treatment
by stilbeestrol 1s being tried out, particularly i Amenca,
and although 1t 15 too early to pass judgement, st would
appear to be of considerable value as a preventative
measure
Trauma h
The function of the testis may also be damaged by
trauma As previously stated minor 1njury 1s not likely to
have any further result than immediate discomfort, but
where the blow has been severe enough to cause swelling
and prolonged pam, permanent damage may result Sull
more serious 1s the damage done by a partial torsion of the
cord which s spontaneously corrected The interference with
its blood supply may cause permanent damage to the
semimiferous tubules ‘A clumsily performed operation for
the radical cure of 2 herma with post operative swelling
of the testicle may have a simlar result

Occlusion of the Efferent Ducts

The commonest situation for a blockage 1s n the ept
didymal canal but the ejaculatory ducts mayalso be stenosed
as a result of previous attacks of prostatitis It 1s beheved
that obstruction of the vas deferens 1s of rarer occurrence,
but the chinical investigation of this structure 1s exceedingly
difficult The treatment of an occluded ejaculatory duct 1s
also very difficult and 1t may be impossible If no help 15
obtamned from a long course of prostatic massage (and this
1s only likely to be successful when the obstruction 1s recent
and due to inflammatory exudates which have not yet
become orgamized mnto adult fibrous tissue) an attempt may
be made to catheterize the duct through a posterior
urethroscope Unfortunately the opemung on to the veru
montanum 15 often so sitnated that this 1s impossible The
utmost gentleness must be exercised throughout the opera
tion, as otherwise more harm than good may be done
1f the obstruction 1s situated 1n the epididymal canal the
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or deficient sperm the embryo 1s likely to die with conse-
quent miscarrage This relationshup between male infer-
tility and miscarriage 15 recewving attention by certain
workers who maintain that a ngh ratio of abnormal sperms
may come to be recogmzed as an ifaportant factor in
repeated abortion

General Advice to Patient

The treatment of infertility 1n the male 1s often tedious
and prolonged and 1t 15 best to warn a husband that 1t
may be so He should be told not to expect any quick
results and not to be disappointed 1f the treatment has to
be changed because 1t has proved unsatisfactory The desire
for a child may be very strong and both husband and wife
are hable to become 1mpatient and over anxious 1f improve-
ment 1n their condition 15 not soon apparent It 1s better
therefore not to embark on what may be a long and
expenstve treatment unless they are prepared to persist
with 1t, the cost of a six weeks’ course of hormone therapy
n;ay entail an expenditure of some ,£3 5s on preparations
alone

Tact must always be shown in discussing prognosis with
the patient and 1t 15 only 1n exceptional cases that he should
be told that this 1s hopeless Our knowledge of the factors
responsible for such a conditton as ohigozoospermia 1s
indeed so elementary that 1t 1s rarely possible to give a
dogmatic prognosis Sometimes, indeed, the unfavourable
features 1n the semen disappear at a later date without
treatment Not only do many men feel that they are in
some way to blame for their subfertility, but owing to the
confusion which exists in their minds between subfertiity
and sexual capacity, the news that they will never be able
to give their wives chuldren undermines their potency For
this reason alone a too adverse report should never be
given
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Testosterone proptonate 1s usually administered by intra
muscular njections and 15 put up 1n ampoules contaming
5, 10 and 25 mg Methyl testosterone can be given orally
tn doses of 5 to 15 mg d-uly, 1t 1s best absorbed by allowing
the tablet to dissolve slowly under the tongue Sometimes
the author employs an emulsion of crystals prepared under
the trade name of Micryston Testosterone, which 1n doses
of 0 5 to 1 ¢ ¢ jected 1nto muscle provides a deposit from
which hormone 15 absorbed 1nto the system for several days
An 1njectton of such an emulsion has thus an action com-
parable to that produced by the mmplantation of pellets
under the shin

Anterior Prturtary-like Hormones ——Unfortunately our sup
ply of anterior pitwitary hke hormones 1s less satisfactory
than that of androgens Those 1n most common use are pre-
pared from the anterior lobe of ammal pitwitanes (AL P),
from the unne of pregnant women (P U ) or of menopausal
or oophorectomized women (OO), and from pregnant
mares serum (MS) All these extracts have 1n common
the capaaty to stmulate ovarian development i other
words, they are gonadotrophic hormones They may be
used therefore to stmulate testicular activity and are parti-
cularly indicated 1 cases of oligozoospermia and astheno-
spermma (poor motility and viabihity)

The most useful preparations for this purpose are hor
mones prepared from pregnant mares serum (e g Gestyl),
njected twice a week to a weekly total of from 1200 to
2000 umits  Unfortunately such preparations are wmevitably
expensive, and few patients can afford the large doses
sometimes prescribed After six weeks’ treatment another
specimen of semen should be analysed

Up to the present treatment with all antertor pitwitary-
Iike hormones has been disappomnting, but 1t 15 only fair to
add that hormones of this type are frequently used in
hopeless cases m whach the tubules ate so badly degenerated
that no treatment could possibly be of avail” Whenever 1t
15 possible to do so, hormone therapy should be controlled by
testicular biopsies The imjection of these hormones 15
rarely followed by 1ll effects, but a few patients may of
course show an allergic reaction to horse serum

Male responsibility for Muscarriage

1t should be remembered that a husband s responsibility
for the birth of a child does not end with the fertihzation of
his wife Should the ovum be fertthzed by an unhealthy
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or deficient sperm the embryo 1s hikely to die wath conse-
quent muscarnage Ths relationship between male infer-
tility and muscarnage 15 receving attention by certain
worhers who maintain that a igh ratio of abnormal sperms
may come to be recogmzed as an important factor
repeated abortion

General Advice to Patient

The treatment of infertility 10 the male 1s often tedious
and prolonged and 1t 1s best to warn a husband that 1t
may be so He should be told not to expect any quick
results and not to be disappointed 1f the treatment has to
be changed because 1t has proved unsatisfactory The desire
for a child may be very strong and both husband and wife
are hable to become smpauent and over anxious if improve-
ment 1 their condition 1s not scon apparent It 1s better
therefore not to embark on what may be a long and
expensive treatment unless they are prepared to persist
with 1t, the cost of a s1x weeks’ course of hormone therapy
ﬁay ental an expenditure of some £3 55 on preparations

one

Tact must always be shown n discussing prognosts with
the patient and 1t 1s only 1n exceptional cases that he should
be told that this 1s hopeless Our knowledge of the factors
responsible for such a conditon as ohigozoospermia 1s
mndeed so elementary that 1t 15 rarely possible to grve a
dogmatic prognosis Sometimes, indeed, the unfavourable
features i the semen disappear at a later date without
treatment Not only do many men feel that they are in
some way to blame for their subfertility, but owing to the
confusion which exists 1 their minds between subfertility
and sexual capacity, the news that they will never be able
to give their wives children undermines their potency For

this reason alone a too adverse report should never be
given
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witlin esghteen hours of her wistt, and to 1void douching
or bathing between whiles If no sperms or only a few
mnactive forms are found at this mnterval, exammnations at
progressively shorter intervals after coitus should be made

The actual techmque of casrymg out the test 15 com
prauvely sumple As already stated, materal for 2 com
plete examnation should be collected from the vagmal
fornices and from the cervical canal

Vaginal Aatenal ——The simplest method of collecting
matenal from the vagina 15 by means of a small spoon,
made of bakelite or other plastic (sec Fig 28, opposite),
passed well up into the formsces before a speculum i -
serted and gently scooped round A loopful of the matenal
so collected 1s placed on a clean shide, mixed with a drop
of normal salime and covered with a cover shp, 1t x then
ready for microscopic examunation Observation 15 made
easier by cutting down the hght with thediaphragm, but dark
ground illumuation 15 quite unnecessary for the detection
of sperms and such org as trich and }

Cerveal Material ~—Tor the collection of an adequate
sample of cervical mucus the use of a platmum loop (as
advocated by Huhner) 15 seldom adequate The quichest
and at the same time most efficient method 15 by means
of suction_using a shghtly curved cannula with a lateral
hole (see Fig 2¢} A Bonney's intrautenne cannula or a
male silver catheter does very well for obtaming samples
from the lower cenvical canal, but something finer 15 needed
for removing matenal from near the mternal os An ordin-
ary 10 cc syringe or a firm rubber bulb will be found
adequate for effecting suction It 15 worth mentioning as 2
practical pomt that canpule used for collecting samples
of mucus must, after each test and before stershzation, be
washed very thoraughly with a good detergent, such as
“Bnlhanz” made by Messts G Gurr & Co, lest fragments
of mucus contamng sperms should be left behind to confuse
the result of a subsequent test

Having exposed the cervix with a byvalve specufum and
wiped the vagmal surface with dry, clean cottonwool,
samples of mucus are then collected, f possible one from
the lower and one from the upper cervical canal, using
different cannulz for each sample Great gentleness x5
needed, for otherwise bleedng wall occur from the cervical
mucosa, and although this does not matter as far as
pagient s concerned the blood obscures the microscopic
Field and vatates the pH esumation The mucus 15 expressed
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Fic » Instruments needed for collect ng vaginal fluid and cervieal mucus

A Fner cannula with lateral hole made to fitreco ds 7 nge wherebysuction
can be effected for mucus from upper cervical canal B Bakelite spoon and

holder C W de bore annula with lat al hole and bulb for suct on for
mucus [rom lower cervical canal



Fic 3 Postcoital cervical mucus
A Typical good field—clear mucus s 1th plenty of normal sperm c1 b
found and few polyme rphs or mucus cells about 50 per cent of these sperm
vere moule 18 hours alter coitus
B Poor ficld—granularopaque mucu few sperm foundafierscarchng many
polymorphs and mucus cells None of these sperm 1 ere moving 15 hours
aftcr cortus
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on to a shde and, without dilution, 15 compressed between
cover sbip and shide The post-cortal spectmen of mucus 1s
then ready for direct examnation

The following data should be recorded for each test the
date 1n the woman’s menstrual cycle, the number of hours
that have elapsed since cotus, notes on the result of the
exammation of the wet films together with observations
on the naked-eye appearance and the abundance of both
vaginal flnd and cervical mucus Notes on the microscopic
examnation should include the following particulars

The Vaginal Flud ——The character and abundance of
epithelial squames and of leucocytes, the types and pro-
fuston of bactenal flora, the presence or absence of tricho-
monas or momsha, the presence or absence of sperms and
whether those present are motle or immotile (Fig 1,
facing page 46 )

The Cerrical Mucus —The character and abundance of
bacterra and of cellular elements {which will mclude
leucocytes, squames from the vagina, cells from the cervical
mucosa and occasionally red blood corpuscles), a rough
estimate of the percentage of clear or practcally clear fields
to those packed with cells and/or granular debris and
bactena, the presence or absence of sperms with a rough
estimate of therr numbers (1 ¢ xspermsin y fields) and of the
proportion of sperms that are motile (see Fig 3, oppostte)

Stamed films can of course be made from both vaginal
and cervical samples, details of methods of fixation and
stamning are given i Appendix 6

Simularly, estumations of pH can be made after the
matenal has been taken to the laboratory, preferably by
means of the qumhbydrone electrode, because of the
protein error inseparable from colonmetnc methods of
estimating pH 1n fluds such as those we are dealing with

Further useful information can be gathered by carrying
out mvaston or mcompatbility tests (Miller and Kurz-
rock, 1932, Lamar, Shettles and Delf, 1940, Barton and
Wiesner, 1946), m which the woman's cervical mucus 1s
exaruned i zitro mixed (@) with semen from her hushand
and (4) with semen from a man of known hugh fertility
In these tests mucus s collected from the woman at least
ten days after the last cortus and, either on a shde or 1n 2
capillary tube, 15 brought 1n contact with the semen to be
tested Observations are then made of the rate and degree
of imvasion of the mucus by the sperms and the duration
of thewr survival m 1t (See Appendix 6 )
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For a discussion of the bacteriology of the cervical canal
and the difficultes encountered in culturing organisms
from this situation reference may be made to any standard
work on bactenology—e g Crmickshank’s The Normal
Bactenial Flora of Man Although a dnersity of muicro-
organisms, often 1n profusion, can commonly be demon-
strated 1n Gram films of cervical mucus, 1t 1s not easy to
culture them There seems httle doubt that the normal
cervical secretion contains a bacteriostatic or bacteriolytic
substance, possibly a Iysozyme sumilar to that described
by Alexander Fleming mn 1932 as occurring In many
human fluids and tissues, particularly m those which stand
guard at points where mnvading micro-orgamsms have easy
access to delicate mucus membranes (eg tears, nasal
mucus, sputum) Oddly enough, although he exammed
a great number of secretions and tissues, cervical mucus
was apparently not among them, at any rate 1t 1s not
mentioned m his paper

Interpretation of Post-coital Tests

The mterpretation of the results of post-coital tests 1s not
simple, indeed 1t 1s 1mpossible to define i precise terms
those findings which may be regarded as satisfactory or
those which must be regarded as negative or unsatisfactory
It 15 clear, however, that one “bad ’ result cannot be
accepted as final, nor indeed that one “good” result can
entirely exonerate the husband The examimation may
have to be repeated many times, and at vanous mtervals
after cortus, before an opmion can be given It 15 not
widely enough recogmzed that, during the vanous phases
of the menstrual cycle, the vagmal smear and cervical
mucus 1n the normal fecund woman undergo considerable
and regular changes in cellular content, gH, amount,
consistence and receptivinty to sperm These changes,
which call for careful study, are set out 1n Table 2

Findings in Fertile Women

It will be seen that m the case of a fecund woman
married to a fecund husband one may expect to find
sperms 1n the vagina readily up to eighteen hours after
cortus but with some difficulty later than this, only very
rarely, howes er, will sperms remain motile 1n this situation
for more than two hours In other words those sperms that
fail to enter the cervical canal soon can be regarded as a
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dend loss as far as fertilization 1s concerned In the cervix,
however, at about the mid pomnt n the cycle (1e round
about ovulation), plenty of tpx‘ogressxve]y motile sperms will
commonly be found up to forty hours or even longer after
normal coitus (The longest mterval noted by the author
was 120 hours ) Just after and before menstruation, intra
cervical sperms 1re often immotile even very shortly after
cortus It will moreover be observed that 1n fecund women
the mucus at the time of ovulation, and just before and
after, tends to be plentiful, clear and with a good thread, 1n
fact the character of the cervical mucus 1s a useful pomnter
to the imminence of ovulation It 15 of interest to note that
the healthy cervical canal provides an environment int
which sperms can survive afft]er gjaculation at body tem
peraturc for longer than in any other known medwim
Vital processes are certainly involved, because good ovula
tory cervical mucus extracted and placed 1n an 1mcubator,
1n a damp chamber, ceases to afford a favourable environ
ment to sperms, which in such extracted mucus lose
motility many hours earlier than do those left in the mucus
remaiming 1n the cervical canal Immotile but histologrcally
well-preserved sperms can be found up to twelve days
after coitus m normal mucus

Findings relating to the Male

Regardless of the percentage of abnormal forms the
husband’s semen 1t 1s rare to find more than 1o per cent
of abnormal sperms m stamed films of cervical mucus,
most of those present being forms capable of active move
ment (e g sperms with pear shaped or tapering heads and
microsperms) From this 1t may reasonably be assumed
that most of the sperms found 1n _cervical mucus get there
by virtue of their own motility The degree to which the
male partner 15 responsible for a  bad” post cortal result
(1e sperms absent, or few or immotile) can, as already
stated, be assessed only by a detailed analysis of his semnal
flud, and by the case lustory and climcal examinations
(sec page 25) There 15 some correlation, however, be
tween the husband’s sperm count and the basic motility
and viability of hus sperms as demonstrated 1n the semmal
analysis and the result of post contal tests on the wife For
example, 1 a seres of 6oo such tests (some of them
repeated many times in the same case), carried out on
various days in the cycle and at vanous antervals after
coitus 1 cases . which the husband s semen had been
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examined, 1t was found that where the sperm count lay
between zero and 1 mullion per ¢ ¢ nearly go per cent of
the post cortal tests, as far as cervical mucus was con-
cerned, were completely negative (1¢ no sperms found,
motile or 1mmotle} Where the count was between 1t 5
and 20 mllion per c ¢ about 65 per cent of the tests were
negative, but chre the count was over 20 million per ¢ ¢

the number of negative results fell to only 20 per cent

In only about 1 per cent of the women 1n this last group
were the post coital tests mvartably negative, 1n the rest
positive tests were obtained on one or more occasions In
other words, where the seminal analysis 1s reasonably good
one should expect, provided one looks dibigently and often
enough, to find sperms 1 the cervical mucus up to forty
hours after cortus Cases 1 which no sperms can ever be
found 1n the cervical mucus, mn spite of adequate semen 1
the husband and apparently satisfactory cortal techmque,
are rather rare and present an interesting problem, they
can only be detected by repeated post coital tests

Findings relating to the Female

The post coital examnation of films from the vagina and
cervix, m addition to establishing the presence or absence
and the condition of sperms 1n the female lower reproduc
twve tract, provides information about the woman herself
and her share in the nfertility of the mating

The Vagimal Fim ——Evidence of hypercestrimzation
(unopposed action of cestrogens) may be shown i the
vaginal film by the presence of excessive desquamation of
epithehal squames, both cormfied and uncormified, by
numerous Doderlemn bacillt (Grade I or IT Flora) and
marked acidity, and 1t 15 where such conditions exist that
moniha may flourssh in the vagina

Lowered ovarian activity 1s mamifested 1n the film by a
lack of the normal complement of cormfied epithelial
squames and an excess of cells from the basal layers of the
vaginal mucosa, by a profusion of pus cells, a Grade ITI
flora (diphtheroids, small bacilli and coccr but no Doder-
lem bacilh) and reduced acdity

A type of vagmal film met with rather commonly n
mfecund women 1s one m which there are plenty of
squames with small pyknotic nucler, a farr number of pus
cells, and a profision of small bacilli and cocer often com
Pletely covening and obscuring the outline of the epithelial

cells It 1s 1n these two last types that Trickomonas vaginalis
E
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may commonly be found, but 1t 15 not at all clear that its
presence has, m atself any beaning on fertility

Cervical Mucus ——In the cervical mucus 1t 15 possible to
distinguish varnous types of unsatisfactory or hostile secre
tion There are women who never produce plentiful, free
flowing, clear mucus at any time o(p the cycle {even in the
ovulatory phase) and whose mucus rematns scanty through
out Ths class can be further subdivided nto those with
mvarably scanty but fairly clear and untenacious mucus,
and those 1n which the mucus 1s mvanably scanty, opaque,
cellular and extremely tenacious On the other hand,
there are cases tn which the mucus 15 plentiful 1n the mid
cycle but gelatinous or frankly tenacious and packed with
cellular elements (polymorphs, lymphocy tes and cells from
the cervical mucosa), and finally those rare cases m which
the mucus, both microscopically and macroscopieally,
appears satisfactory i every way and yet can be shown
tn 21vo and tn viro to be lcthal to sperms of good viability

#H of Cerveal Mucus ——Tt 1s not possible to make any
dogmatic statement about variations n the pH of cervical
mucus 1n relation to degree of fertility, nor has any defimite
correlation been found between the character of the mucus
and 1ts pH But there 1s no doubt that the reaction of
cervical mucus at all times 1n the cycle tends to be on the
alkalne side The change over at the external os from the
normally acid reaction of the vagina (range 4 3-6 5) to the
alkaline reaction of the cervical canal (range 7 0-86) 15
almost as clear cut, though not so great, as the difference
1 reaction on either side of the pylorus between the gastric
and duodenal secretions

The beanng of this remarkable difference mn reaction
on the ascent of sperms in the female gemtal tract 1
uncertain, but 1t has been held by some authonties that
the alkalinity of cervical mucus 15 an ymportant factor 1t
the attraction of sperms deposited 1 the vagina up mnto the
cervical canal

tiology of Cervical Mucus Hostihity

In the hight of present expertence 1t 15 not possible to
state that the findings of any one of the above types of
mucus 1n the presumptive ovulatory phase necessanly
mmplies that conception cannot take place but 1t 1s pro-
bably safe to say that women who tend repeatedly to
exhubit such types of mucus are hable to have great diffi
culty 1n conceiving and are only likely to do so if the nature
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of therr cervical mucus can be changed or if therr husbands
are exceptionally fertile

The precse ztiology of these hostile cervical plugs 1s
sull far from clear but the results of treatment suggest that
mfection, failure to ovulate fegularly, endocrine imbalance
(eg hyperthyrordism), chromc pelvic congestion and
uterine hypoplasia all play a part, ether together or
separately How far the general metabolic state, mncluding
factors affecting general health, diet and i particular
vitamun 1ntake, bear on this subject 1s still quite uncertan
Much research mto the bacteriology and the biochemstry
of the cervical secretion will be needed before the solution
1s found In passing, the well known fact may be recalled
that conception can and does often take place m the
presence of a purulent cervical plug and a non specifically
mfected cervical canal, as also when there 1s a heavy
nfection with the gonococcus It may also be stated that
there 15 no satsfactory evidence that occlustve caps, con
doms, or Eroperly tested spermucides have any injurious
effect on the cervix or vagina or that they induce stenlity
Thas cannot be said of the “gold pin” and Grafenberg ring
which may produce considerable damage (see page 185)

A word should be added about women who have been
deprived of their cervical mucus by the complete amputa-
tion of the cervix or extensive comzation These surgical
procedures are generally effective for the treatment of
mucopurulent discharge, but if thoroughly carried out, they
deprive the woman of her mucus producing cervical cells
and may thus very seriously impair her fernhity True, the
subjects are usually multiparous women who may have no
further nterest m child beanng, but 1 women who still
hope for offspring the results, as far as fertthty 1s concerned,
are anything but sansfactory In fact, the chances of concep
tion after all the cervical mucosa has been removed are
very slender

Findings and Case Histories

When the findings i post cortal tests are examimed
certamn farrly well defined types emerge

(1) The normal fertile response (outhined 1n Table 2 and
lustrated by the first case), i which sperms are found
in the vagina up to about eighteen hours after coitus and
i which, about ovulation time, plenty of progressively
motile sperms are found 1n good free flowing, clear mucus
up to forty hours or more after coitus At other times 1n the
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cycle, although sperms are found 1n the cervix, they may
not be motile Thus type of response may, of course, be
found 1n 1nfertile couples, and 1n such cases the cause
of the mfertiity has to be sought elsewhere, ¢ g tubal
abnormalities
(@) Normally fertile couple, with seceptive mucus n orulatory phase and
perfectly adequate semen
Mrs H, aged 25, was marned for a year dunng which time
she had used contraceptives In May 1946 she abandoned these
and by August had concewved (L M P on August 10th, 1946)
The medical history was uneventful Menstruaton started at
13}, and the pertods lasted 3-4 days 1 a 26 day cycle Pelvic
examination was normal Between May and Auvgust she very
Xindly submutted to threc post coital examunations which allus
trate well the sort of results that may be expected i fertile couples
and the influence of the phase of the cycle on the character of
the cervical mucus and survival of sperms The first test was
carnted out on the 22nd day of the cycle, 7 days after coitus,
no sperms were found i the vagma but large numbers all
mmmotile were present 1n the cervical mucus which was scanty
and tenaclous The second test was carnied out on the 18th day
of the cycle, 42 hours after cortus, agan no sperms were found
m the vagina, but masses, also immotle, were present 1n the
cervical mucus which was scanty and shghtly tenacious The
third test was on the 10th day of the cycle, 16 hours after
cortus, sperms were easily found 1n the vagmal film and masses
were present 1n the cervical mucus which was plentiful, clear
and free flowing More than 50 per cent of these sperms were
motile many progressively so Semunal analysis (repeated
several times) gave the following findings 2 count of 8o-180
mllion per c ¢, 10 per cent abnormal heads, and good basic
motility and viability
(b) Good receptive mucus severe tubal stenosss perfectly adequate semen
Mrs S, aged 30 and married for 8 years had not used
contraceptives for 7 years but without achieving pregnancy
She had had pleunsy soon after marnage and more recently
several attacks of coliis’ Menstruation started at 15 and
pertods lasted 5 days in a 28 day cycle Pelvic examnation
revealed a cervical erosion, and tubal msufftation demonstrated
severe tubal stenosis with complete absence of normal fluctua
tions (confirmed by a second test) In a post cortal test on the
11th day of the cycle and 40 hours after coitus no sperms were
found 1n the vagina but large numbers were present mn the
cervical mucus which was plentiful clear and runny More than
50 per cent of the sperms were motle many progressively so
Semunal analysis gave the following findings a count of 380
million per c ¢ , 8 per cent abnormal heads, and excellent basic
motlity and viability
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(2) Cases n which few sperms are found 1n the vagmna or
cervix, though of those 1n the cervical canal a fair propor-
tion are motile, some progressively so In these cases there
1s usually a good ovulatory mucus The fault commonly lies
1n the husband, suggesting a partially inadequate semen

(a) Good recephioe mucus moderate semnal nadequoty with reduced sperm
count and poor mabihity
Mrs C, aged 36 and married 7 years, had not used contra
ceptives for 6} years She had had one doubtful miscarnage at
the age of 34 The medical hustories of wife and husband were
uneventful Menstruation started at 12 and the periods lasted
3-4 days m a 26/30 day cycle Pelvic examnation and tubal
nsufflation yielded normal findings The first post coital test
was carried out on the 215t day of the cycle, 19 hours after cortus
No sperms were found 1n the vagina, but n the cervical mucus,
which was rather scanty and tenacious a farr number were
present and one was seen moving sluggishly The second test
was on the 12th day of the cycle, 14 hours after coitus A few
sperms were found both i the vagina and the cervix, and 1
the cervical mucus which was plentiful, clear and runny, two
sperms were found moving both progressively A third test on
the 14th day of the cycle, 6 hours after cortus, showed plenty
of sperms 1n the vagina a fair number 1n the cervical mucus,
which was plentiful and runny but only a few moving m the
cervix three progressively Seminal analysis {repeated once)
gave the following findings a count of 50-60 million per cc,
an average of 20 per cent abnormal heads, poor basic motihity
and very poor viability

(b) Mild uterine hypoplasia adequate ovulatory mucus sperm count much
reduced good motrlrty and vrability of sperms
Mrs M, aged 30f and mammed 5 years had not used
contraceptives for 33 years yet failed to concewve Her history
was uneventful Menstruation started at 154 and the penods
lasted 4-6 days in a 26/27 day cycle Her husband had had
mumps with orchitis at the age of 17 Pelvic exammation
revealed a half retroverted, somewhat hypoplastic uterus Two
wsufflations were carned out of which the first showed tubal
occlusion due to spasm, and the second showed patent and
penstaltic tubes In a post coital test on the 22nd day of the
cycle, 8} hours after cortus, 6 sperms were found 1n the cervical
mucus one moving sluggishly The mucus was somewhat
scanty and tenacious Another test on the 18th day of the
cycle, 8o hours after cortus, showed a fair number of sperms,
one of which was motile 1n the cervical mucus The mucus
was somewhat scanty and tenacious A third test on the Y5th
day of the cycle 28 hours after cortus, showed n the cervical
mucus which was clear and free flowing, a farr number of
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sperms, about 25 per cent of which were motile, two or three
progressively Semimal analysis (repeated several times) gave
the following findings a count of 3~10 million per c ¢, 25 per
cent abnormal heads, and good basic motility and viabibty

(3) Cases 1n which sperms are found readily enough m
the vagina and cervical mucus, but 1n which, even at short
intervals after coitus, the sperms are usually immotile
(with possibly a few oscillating forms) 1n the cervical canal
The female secretions may or may not appear normal This
type of response suggests poor viability of sperms and/for
marhed cervical hostlity

(a) Endecrine umbalance, marked cervical hostilily adequate semen
Mrs R, aged g4 and marned 11} years, had failed to con
cewve after trying for g years The medical histones of wife and
husband were uneventful Menstruation started at 12 and the
pertods lasted 6~7 days 1n a 28 day cycle She was stout and
rather cyanotic Pelvic exanunation yielded normal findings
Tubal insufflation showed apparent bilateral tubal occluston,
which was later confirmed by uterosalpingogram A post
contal test on the 16th dav of the cvcle, 8o hours after costus,
showed a far number of mmmotile sperms m the cervical
mucus which was somewhat scanty and cloudy A second
test on the 14th day of the cycle, 1} hours after cottus, showed
masses of sperms m the vagina and cervix but all mmmotile
The cervical mucus was not typically ovulatory, bemng both
scanty and cloudy Seminal analysis gave the followng
findings a count of 140 million per c ¢, 20 per cent abnormal

heads, and good basic motiity and very farr viabihty

(b) Farr ovulatory mucus good sperm count low motslity and mabshty

Mrs G, aged 31 years and marned 8 years, had failed to
concewve 1n spite of never using contraceptives The medical
histories were uneventful except that the husband s sexual
performance was subnormal, cottus was imfrequent and erections
tended to fade Menstruation started at 12 and the periods
lasted 4 days m a 27/29 day cycle Pelvic examunation and
tubal insufflation yielded normal findings A post cortal test
on the 1oth day of the cycle 13 hours after cortus showed a
farr number of sperms m the vagina and cervix A few were
seen moving sluggishly (not progressing) 1 the cervical mucus,
which was moderately clear and runny In a second test on
the 10th day of the cycle, 12} hours after cortus plenty of
sperms were found m both the vagina and the cervix_but only
a few were seen osallating after warmuing the shde The mucus
was moderately ¢lear and shghtly tenacious Semunal analysis
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gave the following findings a count of 175 mullion per cc,
20 per cent abnormal heads, and poor basic motility and
wiability

(4) Cases sn which sperms are found 1n the vagma and
cervix only at short ntervals after coitus, or m which, at
rather longer ntervals, they can be found 1n the vagina
but not at all in the cervix, or can be found 1n the cervix
after prolonged search This suggests oligozoospermua,
teratozoospermia, poor viability of sperms and for extreme
cervical hostihty

(a) Utenne hypoplassa  marked cervscal hostshity  shght costal difficulty
perfectly adequate semen
Mrs G, aged 37 and marnied for 10 years, after pracusing
withdrawal for the first 3 years had thereafter tned unsuccess
fully to conceive Apart from some cortal difficulty, the medical
histones were uneventful Menstruation started at 15 and the
penods lasted g days m a 28-day cycle Pelvic exammation
revealed a markedly hypoplastic uterus with a long conical
cervix, there was considerable vaginal spasm Tubal insufflation
was attended by extreme spasm of the fallopian tubes but a
utero-salpingogram showed that there was no organic obstruc
tion Ten post-contal tests were carried out (mostly round about
the date of ovulation) at vanous intervals after coitus, ranging
from 1 hour to 40 hours The cervical mucus was mvanably
scanty cellular and tenacious Sperms were always present m
the vagmna up to 20 hours after cortus but were only found
twice 1n the cervix, once 5 hours (immotile) and once 1 hour
(motile) after cortus Semunal analysis (repeated several times)
gave the following findings a count of 80-250 mullion per c.c,
an average of 18 per cent abnormal heads, and good basic
motlity and viability

(b} Cervical erosion and nfection unth some hostilsty of mucus moderate sperm
count poor mability
Mrs T aged 26, had been marned 3} years and bad not
used contraceptives She had one doubtful early mscarnage
one year after marntage The medical history was uneventful
and there was no cotal difficulty Menstruation started at 14
and the pertods lasted 7 days 1n a go-day cycle Pelvic examina
tion revealed a somewhat bulky, half retroverted uterus and a
cervical erosion The findings on tubal insufflation were normal
The post costal test was repeated 12 times at mtervals raning
from 2} to 63 hours afier cortus and on varous days of the
cycle In the ovulatory phase the cervical mucus was usually
plentifil, but cellular and moderately tenacious Sperms were
found with great difficulty 1n the vagina and not at all in the
€erviX except on two occasions when the post cortal intervals
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were very short (3 and 2} hours) On those occastons sperms
were plentiful both i the vagina and 1n the cervix and were
motile n the latter Semunal analysis (repeated several times)
gave the following findings a count of 22-65 million per c ¢,
an average of 16 per cent abnormal heads, farr basic motilty
but very poor viability

(c) Muld uterine kypoplasia, scanty mucus, marked ohgozoospermsa and some
lteratozoospermia
Mrs S, aged 23 and married 2 years, had used contra
ceptives for only the first 6 months but thereafter faded to
concewve Both husband and wife were born abroad and he
had had mumps at the age of 15 or 16 years with a
orchitts There was no coital difficulty Menstruation started
at 13} and the penods lasted 3—4 days 1n a 24/25-day cycle
On pelvic exammation the uterus was found to be cochleate
and hypoplastic A tubal fation performed elsewhere was
reported as normal Six post cortal tests were carned out at
vanous intervals after coitus ranging from 12 to 6o hours, on
various days of the cycle The cervical mucus was inyanably
scanty, though somewhat clearer and less tenacious between
the 7th and 10th days of the cycle than at other imes One
sperm was found on ‘one occasion m the cervical mucus Not
one was ever found 1n the vagina Semmal analysis (repeated
several times) gave the following findings a count of -3
hon per cc, an average of g8 per cent abnormal heads, and
fair basic motility and viability of the few sperms present

(d) No obvtous abnormality n wife adequate mucus, low sperm count
extreme teratozoosperma
Mrs B, aged 30 and marned for 6 years, had tried to con
cewe for 23 years without success The medical histortes of
wife and husband were uneventful Menstruation started at
15 and the periods lasted 6-7 days 1n a 28/g0 day cycle Pelvic
exammation and tubal msufflation yielded normal findings
Four post cortal tests were carried out at intervals after cottus
rangmng from 5 hours to 40 hours, at various times 1n the cycle
There was good ovulatory mucus near the time of ovulation
No whole sperms were ever found 1n the vagmna or cervix except
at the 5hour interval when a few immotile sperms were
detected 1 both situations Seminal analysis {repeated several
times) gave the following findings a count of 5—zo rullon
er cc, an average of 8o per cent abnormal heads, and
extremely poor basic motiity and viability

(5) Cases m which prolonged search fails to reveal
sperms exther 1 the vagina or cervix even at short intervals
after coitus This suggests either azoospermua, 1mpotence,
failure to gaculate, or extreme Yaginismus
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(a) Mild uterine hypoplasia menstrual srregulanty, adequate mucus perfectly
adequate semen farlure to gaculate although penetration occurred
Mrs N aged 32 and marned 8 years, after cottus interruptus
for several years had been trying to concewve for at least 2 years
without success The medical hustories of wife and husband
were uneventful Menstruation started at 15} and the periods
lasted 5 days 1n a 28-day cycle, but in the last 3 months the
losses had been prolonged and irregular Pelvic examunation
led 2 hat hypoplastic, cochl uterus, the cervix
appeared healthy Tubal nsufflation yrelded normal findings
Post cotal tests were carried out on three occasions, at intervals
ranging from 6 to 18 hours afier coitus round about ovulation
date, but sperms were never found 1n the vagina or cervix,
although there was plenty of clear runny mucus The patient
msisted that penctration’ occurred but was uncertan herself
whether ejaculation took place the husband, as quite often
happens 1n these cases, was under the impression that 1t did
Semunal analysis (repeated several times) gave the following
findings a count of 120~305 mullion per ¢ ¢ , an averageof 10 per
cent abnormal heads, and excellent basic motihity and viabihty

(b) Uterine kypoplasia  trichomonal vagimbis extreme vaginssmus and farlure

lo penetrate moderately adequate semen

Mrs K., aged 33, had been marned 8% years without con
cewing Coatus had never been successful, notwithstanding this
contraceptives had been used for the first 6 years of marriage The
medical hstortes of wife and husband were uneventful Men-
struation started at 13} and the peniods lasted 3-4 days 1n a
26 day cycle Pelvic examination revealed extreme vagimsmus
and a hypoplastic hi uterus  Trucki ginalts was
present 1n the vaginal films Tubal insufflation showed extreme
spasticity of the tubes but utero-salpmgography showed these
to be patent Four post cortal tests were carried out at vartous
mtervals after coutus ranging from 6 to 40 hours on varous days
m the cycle, but sperms were never found n the vagma or
cervix although a good ovulatory mucus was present Sermnal
analysis (repeated several times) gave the following findings
2 count of 15-80 miilion per cc an average of 25 per cent
abnormal heads and fair basic motility and viability

(<) Cervical erosion and infection  complete azoosperma

Mrs C, aged 29 and mamed 5} years had used contra
ceptives for the first 4 years but thereafter failed to concewve
She had had a partal thyrotdectomy for mild Graves s disease
Just before marnage Her husband s medical history was un
eventful and there was no coital difficulty Menstruation started
at 15 and the periods lasted 6-7 days 1n a 28 day cycle Pelvic
examunation revealed a large cervical erosion Tubal insuffla-
tion yielded normal findings Three post contal tests were carried
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were very short (3 and 23 hours) On those occasions sperms
were plentiful both in the vagina and 1n the cervix and were
motile in the latter Serunal analysis (repeated several tumes)
gave the following findings a count of 22-65 muthon perec,
an average of 16 per cent abnormal heads, fair basic motdity
but very poor viability

(c) Muid uterine hypoplasia  scanty mucus, marked oligozoospermua and some
teratozoospermia
Mrs S, aged 23 and married 2 years, had used contra
ceptives for only the first 6 months but thereafter faled to
conceive Both husband and wife were born abroad and he
had had mumps at the age of 15 or 16 years with 2 mild
orchitis There was no cortal difficulty Menstruation started
at 13} and the pertods Insted 3-4 days mn a 24/25-day cycle
On pelvic examination the utérus was found to be cochleate
and hypoplastic A tubal fation performed elsewhere was
reported as normal Six post coital tests were carned out at
various ntervals after cortus ranging from 12 to 60 hours, on
vanous days of the cycle The cervical mucus was mvanably
scanty, though somewhat clearer and less tenacious between
the 7th and 1oth days of the cycle than at other times One
sperm was found on one occaston 1n the cervical mucus Not
one was ever found 1n the vagina Seminal analysis (repeated
several times) gave the following findings a count of -3 ml
Lion per ¢ ¢, an average of 38 per cent abnormal heads, and
fair basic motility and viability of the few sperms present

(d) No obvous abnormahty n wrfe adequate mucus low sperm count
extreme teratozoosperma
Mrs B, aged 30 and marned for 6 years, had tried to con
cetve for 21 years without success The medical histories of
wife and husband were uneventful Menstruation started at
15 and the periods lasted 6-7 days 1n a 28/30 day cycle Pelvic
exammation and tubal nsufflation ytelded normal findings
Four post coital tests were carried out at intervals after cortus
ranging from 5 hours to 40 hours, at vartous trmes in the cycle
There was good ovulatory mucus near the tme of ovulation
No whole sperms were ever found m the vagma or cervix except
at the 5 hour mterval when a few ummotde sperms were
detected n both situations Seminal analysis (repeated several
times) gave the following findings a count of 5-20 milhion
per c€c, an average of 80 per cent abnormal heads, and
extremely poor basic motihty and viabihty

(5) Cases i which prolonged search fails to reveal
sperms either 1 the vagina or cervix even at short ntervals
after cortus This suggests either azoospermua, rmpotence,
failure to ejaculate, or extreme vagirusmus
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Douching with Milton’s flud (one part 1n three parts of
warm water) 1s also effective, particularly if discharge 1s
considerable and offensive Milton’s flmd, or a modifica-
tion of 1t, 1s commonly used 1n vetermary work for Tri-
chomontasis in the cow—and the wrnter has found 1t a
valuable additional therapeutic agent m women mfested
with this wrritating parasite, especially af the habats of the
host are not particularly cleanly Milton’s fluid (warm and
undiluted) can also be used with benefit for washing out
the bladder 1n those unfortunate cases where the parasite
has penetrated to that viscus, and, where the husband 1s
suspected or known to be carrying the Trichomonad m
the urethra and/or bladder or under the foreskin and thus
constantly remfecting the wife during coitus, rmgation of
the male urethra and bladder and washing the glans penis
with Milton’s fluid 1s indicated

Mombasis —Gentian wiolet 15 an effective remedy mn
thuis conditton It may be applied as a 1 per cent aqueous
solution to the vaginal walls or inserted 1n suppository form
(gentian violet, glycerine and borax suppositorzes, BD H )
every third night for three or four occasions Some patients
are wntolerant of more frequent or larger doses than this
A rubber fingerstall can be used for 1ts msertion to avord
staming the finger Alkalme douches also help to control the
condition and to allay irntation

Chronie Pelnic Congestion associated with Retroversion, Chrome
Constipation or Sedentary Habits ——The treatment comprises
mampulation of the uterus and msertion of a Hodge
pessary (or ventro suspension 1f these are not effective),
postural exercises, and regulation of the bowels

Endocernicitss with or without Erosion ——The following
measures are all of value but obviously the simpler ones
should be tried first painting with Negatol, full strength,
tsertion of glycerine and 1chthyol pessaries, light electric
cautenzation, administration of sulphonamides, 7-8 grams
every 24 hours for 2-3 days, admimstration of pemarlln,

100,000 umts twice a day for § days, pelvic short-wave
diathermy

Scanty Mucus dunth H) popl djor Ovarian Deficsency

or Anovulatory Cycles ——The fo’ll{:wmg measures are of estab-
Lshed value

(a) Admunistration of cestrogens and progesterone or
cthisterone by mouth, mjecton, or local apph%anon

By mouth —Sulbeestrol (3-2 mg daily for 12-16 days
starting on the 4th day of menstruation) followed by
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out at various wntervals after cortus, ranging from 4 to 6o hours,
and on vanious days in the cycle, but sperms were never found
1 the vagina or in'the cervix The cervical mucus was plentiful
and runny, but heavily loaded with leucocytes and mucus cells
Sermunal analysis (repeated once) showed complete azoospermia

‘Treatment

The first essential 15 to assess, if possible, the relative
degree of responsibility of husband and wife, and to plan
treatment accordingly If both the post coital test and the
sermnal analysis suggest that most or the whole of the
responsibility falls on the male partner, treatment should
follow the lmes laid down 1n ghapter 4 On the other
hand, if the mfertiity factors seem to lie mainly mn the
wife, 1n her cervical canal or elsewhere, then treatment
must necessanly be directed towards her If both show
faults, a joint and co-ordmated therapeutic plan will be
nceded, but precisely what forms the treatment should
take and 1 what order 1t should be arranged will depend
on the results of other examnations besides the post coital
test The only measures discussed 1n this section are those
that have an effect—direct or indirect—on the cervical
canal or the vagina

Excessive Desquamationand Marked Acidry —~——For thesecon
ditions, and as a general stimulus to the ascent of sperms,
alkaline douching 1s of value The best time for this pro
cedure 15 just before bedume, and 1t should be adopted
mghtly, duning the first half of the menstrual cycle after
the period ceases

The following are suitable solutions 1 teaspoonful of
sodium bicarbonate 1n 1 pint of warm water, 2 teaspoon
fuls of Nutr1 Sal (Ortho Pharmaceuticals, Ltd ) n 7 pmt
of warm water

Vaginal Spasm, awkwardly placed Cernx and Premature
Eyaculation —If any of these are present, mstructions
should be gwven on coital posttion and techmque (see
Chapters 2 and 4)

Truchomonas Infections —— These may be controlled, 1f not
cured, by cestrogens given by mouth (eg stlbastrol
o 5-1 mg daily) and jor locally in the form of a suppository
(e g Kolpon Vaginal Tablets (Organon) contaimng 1,000
units of cestrone) 1n the first half of the cycle, followed
1 the second half by the mghtly use of some form of
vaginal suppository lethal to Trichomonas vaginalis The
following are conventent preparations SV C Tablets
(May and Baker), or Carbarsone Suppositones (Ely Lally)
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whether by reason of impotence, malformation of the penss,
mtractable vagmismus, or extreme displacement of the
cervix, recourse may be had to direct or artificial insemina-
tion using the husband’s semen (ATH) In theory ths
measure should also be of nse, i conjunction with other
forms of treatment, m cases m which there 15 cervical
hostility and/or poor semen, but 1n practice AT H seems
of little value in such cases, normal intercourse being just
as or even more effective Any treatment given for such
cases 15 best directed towards improving the quahty of the
mucus and/or of the semunal flud

Finally, 1t should be realized that in some cases of the
type that have been considered 1n this chapter 1t 15 not
always easy to assess the extent to which endocrine im-
balance, general 1ll health and faulty dietetics are respon
sible for the infertility, When such doubts exist 1t 1s
obviously desirable, before finally embarking on a line of
treatment, to seek the opimon of an endocnnologist or
general physician
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Ethisterone (5-15 mg daily for 8-10 days before the
next period) Recently Ethunyl Estradiol has become
readily available This cestrogen 15 both more powerful
orally and less toxic than Sulbeestrol and 15 therefore to
be preferred 1n most cases—though, for reasons which are
not yet clear, some women respond more favourably to
Stilbaestrol or  Dienastrol  The suggested dosage of
Ethuny] Estradiol 15 0 025-0 05 mg daily for 12-16 days,
starting on the grd or 4th day of menstruation Ethmyl
(Estradiol may also be followed by Ethisterone n the
dosages suggested above

By Injection —@Estradiol benzoate (25,000-50,000 Inter
national Umits every three days for four doses starting on the
fourth day of menstruation) followed by progesterone
(5-10 mg every three days until the next period starts)

Locally —Kolpon vagnal tablets (sce above) inserted
vagmally 1n the first half of the cycle

b) Dilatation and curettage

¢) Pelvic short-wave diathermy (two or three applica
tions weekly for at least two months)

Of more doubtful value are

(a) Serum and chononic gonadotrophins given by m
jection, as suggested by Hamblen and Daws (1945), €8
Gestyl (Organon) 400 umts daily, or every other day, for
a penod of 12 days starting on the fourth day of menstrua-
tion, followed by Pregnyl (Organon) 500 umts daily or
every other day for another 12 to 14 days

(8) Irradiation of pituttary or ovaries by small doses of
X-rays This requires considerable skill and expenience 0
avoid overdosage, and should not be lightly undertaken
Excessive dosage would produce the reverse of the desired
effect and result 1 an artificially induced menopause

Cases showng evidence of Eperthyroudism ——For these suit
able measures are rest and the admimstration of bromudes,
phenobarbitone, thiounicil, cestrogens, etc under proper
medical supervision

Cases showing evidence of Hypothyrodism ——These call for
the admmistration of thyroid extract 1n graded doses

General measures that may favourably nfluence the cer-
vical and vagmnal secretions 1nclude regulation of the diet,
supplemented where necessary by additional vitamins, cal
cum and 1ron, and regulation of the patients rest and

exercise .
In cases in which the semen 1s not depostted satisfactonly,
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by means of the kymograph (g 6, facing page 67) which
has the advantage of keeping, in the form of a tracing, 2

crmanent record of what happens when the gas 1s passed
into the uterus Varnous clatms, some of which areas yet un
grovcd, have been made for this instrument For example, it

25 been credited with the abihty to differentiate between
spasm and organic blockage, to reveal the presence or
absence of tubal peristalss, and to detect occluston of one
tube when the other 1s patent These claums have yet t0
stand the test of critical examnation, and m the meantime
1t 15 wise to remember that kymograpluc tracings art sub~
ject to sumiar fallactes of interpretation as are msufflation
tests with the more simple apparatus

Tnjection of Radio-opaque Substances
In 1914 Rubm and Carey were ndependently expen-

mentmng wath the mjection of radic-opaque materals 1nto
the utenne cavity It was found that substances such a5
Iiprodot would outhne the uterus and m most cases pass
1mito the tubes and through them nto the pentoneal cavity
It was obvious that this provided a means by which tub:
patency could be mvestigated, but 1t was not wadely used
;mu\ after the msufflation test was estabhshed some years
ater
In many cases 1t was found that one or both tubes would
fail to outhne, or the material would pass some distance
along the tube and then be apparently arrested 10 ats
progress The obvious deduction was that the tube was
bloched, and the new test was heralded as bemg more
accurate than gas msufflation and as having the addstonal
advantage that 1t would reveal the actual site of the ble
ifone cxsted In the hight of further expenence, it 61 e
sard that when the tubc outlines and 2 spill occurs mto the
pentoneal cavity then, without question, that tube 18

atent, but af the tube fails to outline, or does so without
spill mnto the pelvic cavity, then one 15 not justified, 08 this
evidence alone, n diagnosing blocked tubes Orgamc
blockage may cause this fasture to outhne, but m many
cases the occlusion 3s apparent rather than real, and 15 due
to spasm as already described i the section dealing with
gas nsufflation Tn such cases the spasm can be rehieve
by the use of surtable spasmolytics, such as nitroglycenne,
and 3t should be noted agan that atropmng 15 not usually
effectrve for this purpose In ScLere cases As can be seen
from Figs 4 and 5, spasm may affect both tubes simul
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taneously, or 1t may affect one tube on one occasion and
the opposite tube on another

The ‘test 15 best performed under the fluorescent screen,
for by this means the reaction of the uterus and the tubes
can be studied more closely and only sufficent radio-
opaque flud need be mjected to give the required informa-
tion In a case 1n which the tubes are widely patent this
will often prevent the deposit of an excess of lipiodol, or of
simlar matenial, 1n the pouch of Douglas At any stage of
the examination, 1f a permanent record 1s required of the
findings, a film can eastly be taken and the screening then
contmued

With this techmque 1t 15 not uncommon to observe an
untable uterus contracting violently and exgellmg its
contents into the vagina with no filling of the tubes Lesser
degrees of the same reaction are also common, and 1n
these cases, 1f screeming were not performed, the clue to
the cause of the occlusion could easily be missed On other
occasions, tubes wiach have failed to outhine will be seen
to fill 1n a normal way when the uterus, under vision with
the fluorescent screen, 1s mampulated by movement of the
mserted cannula or by traction on the volsellum A further
advantage of the screening techmque 15 that any extra
vasation of radio opaque material mnto the vascular chan-
nels can be detected at once and the danger of embolism
thus reduced

Assessment of Findings

From the above discussion 1t can be seen that tubal
patency can be diagnosed with certamnty when gas passes
through the tubes or when radio opaque matenal flows
through them into the pertoneal cavity It cannot be
emphasized too strongly, however, that tubal blockage due
to disease 15 far more difficult to diagnose with aceuracy
owmng to the high incidence of uterine and tubal spasm m
untable utenn If an error in diagnosis 15 made and a
plastic operation 1s performed when spasm 1s the cause of
the occlusion, then the chances of conception occurrnng
later will be still further decreased

A working rule worthy of consideration 1s that when
investuigations for tubal patency, whether by gas insuffiation
or by the jection of radio opaque matenals, fail to
demonstrate patency even when spasmolytics are used,
then before telbng the panent that her tubes are blocked
a further opinion should be obtamed from someone more

F



Tie 6 Electnic kymograph i action showing recording of apparently
occluded tubes
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taneously, or 1t may affect one tube on one occasion and
the oppostte tube on another

The ‘test 15 best performed under the fluorescent screen,
for by this means the reaction of the uterus and the tubes
can be studied more closely and only sufficient radio-
opaque fluid need be mjected to give the required informa-
tion In a case m which the tubes are widely patent this
will often prevent the deposit of an excess of lipiodol, or of
simlar materal, m the pouch of Douglas At any stage of
the examination, 1f a permanent record 1s required of the
findings, a film can easily be taken and the screeming then
continued

With this techmque 1t 15 not uncommon to observe an
wntable uterus contracting violently and e(gcllmg ats
contents 1nto the vagina with no filhing of the tubes Lesser
degrees of the same reaction are also commeon, and 1n
these cases, 3f screeming wese not performed, the clue to
the cause of the occlusion could easily be mussed On other
occastons, tubes which have failed to outline will be seen
to fill 1n a normal way when the uterus, under vision wath
the fluorescent screen, 1s mampulated by movement of the
mserted cannula or by traction on the volsellum A farther
advantage of the screening techmque 15 that any extra-
vasatton of radio opaque matenal into the vascular chan-
nels can be detected at once and the danger of embohism
thus reduced

Assessment of Findings

From the above discussion 1t can be seen that tubal
patency can be diagnosed with certainty when gas passes
through the tubes or when radio opaque matenal flows
through them into the pertoneal cavity It cannot be
emphasized too strongly, however, that tubal blockage due
to disease 15 far more difficult to diagnose with accuracy
owng to the igh meidence of uterme and tubal spasm m
umtable uter: If an error 1 diagnosis 1s made and a
plastic operation 1s performed when spasm 15 the cause of
the occlusion, then the chances of conception occurring
later will be still further decreased

A working rule worthy of consideration 1s that when
mvestigations for tubal patency, whether by gas msuffiation
or by the injection of radio opaque materals, fal to
demonstrate patency even when spasmolytics are used,
then before telling the patient that her tubes are blocked
a fur;her opiion should be obtaned from someone more
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expertenced i this work It 1s hoped that the projected
development of medical services will include the establish
ment of clinics at which an opmton can be obtamed m all
regions throughout the country

Reassurance of the Patient

A patient advised to have her fertiity s esugated will
naturally wonder just what 15 mvolved and may ask for
further snformation on the subject A few mnutes” explana
tion, helped out 1f necessary with a simple diagram, will
convey sufficient information on the anatomy of the pelvic
organs to enable most women to understand what 1s 1
volved 1n the tests It should be powted out that these
tests are not usually pamful, although m rare cases I
which a woman 15 ether unduly sensitwe or has 2 tightly
closed cervix, particularly if this 1s associated wath an acute
anteflexion, there may be severe discomfort Fortunately,
these patients can usually be detected beforehand by
ordinary careful pelvic exammnation, and most women
when told that at a ferulity clinic not more than five or
ten women 1n every hundred demand an anzsthetic will
decide for themselves that there can be little to worry about

At the time of the mvestigation 1t should be explamed
that when the sound or dilator 1s passed nto the uterus
there may be some slight discomfort such as 15 expenenced
at a menstrual period If a patient knows what to expect
she forgets many of her fears It must be remembered that
the gentleness and skill of the operator ate the main factors
controllng the amount of discomfort the patient has to
endure She should also be told that the tests, whether by
msufflation or lipiodol myection, take only a few mnutes
to perform and do not require admission to hospital I
when liptodol 1s used the tubes outline m part or i whole
but without spill nto the pertoneal cavity, then a further
screenng or film will be required some hours later by
which time spill may have occurred This second exam
Ination 15 sometimes made twenty-four hours afier the first
and 1t 15 well to explam the reason for it beforehand to
avoid musapprehension if the pausent 13 ashed to report
back for a further picture

he?

Insuft ar Ute

The question 1s often rased as to which 1s the better
method of investigation, insufflation or hiprodol 1jection
The consensus of opimon among expenenced worhers 15
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that each method has certain advantages over the other
but that, as a usual routine, 1t 15 advisable to use gas
msufflation first Ths test 1s perhaps a little simpler to per-
form It does not require as elaborate an apparatus and
for that reason 1s cheaper The radiological techmique of
screening under the fluoroscope, or taking serial films, has
become safer with the use of water soluble radio opaque
media m place of iprodol and the other oily preparations
which were onginally used The new matersals are less
mntating to the tubes and the perttoneum and the danger
of 01l embolus 1s removed They are rapidly absorbed from
the peritoneal cawnty and are excreted in the unne Water
soluble media commonly used 1n Great Britain are one of
the propnietary preparations of diodone 1n aviscid medium
Viskiosol 1s at present used 1n the Oxford Department

Technique of it and Uty 1} b

These tests must be performed with scrupulous attention
to aseptic technique This can be most readily mamtained
1f the patient ss 1n the hthotomy position, and if a table or
couch suitably equipped for this 1s not available, 1t should
be remembered that the Clover’s crutch as used 1 md-
wifery practice can be employed An anzsthetic 1s rarely
necessary, but when the patient 1s unduly sensitive or appre-
hensive a munimal dose of pentothal 15 useful If this 1s
used for utero-salpingography 1t 15 the more tmportant to
adopt the screemng techmque and to have the patient
nearly awake before the lipiodol 1s injected, so as to reduce
the danger discussed later of producing a massive o1l
embolism

As a first step the pelvis 15 exammed to confirm the
position of the uterus so that the sound, and dilators if
necessary, can be passed with a2 muumum of trauma and
without danger of perforating the uterus This grave event
15 particularly liable to occur through the operator, having
falled to make this prelimunary examination, proceeding
to pass the sound 1nto a retroverted uterus as if 1t were m
the anteverted position The chances are of course increased
if the patient 15 anzsthetized

When the exact position of the uterus 1s determined the
cervix 15 exposed with a smtable speculum If good hghting
1s not available a useful mstrument 15 the dlummated bi-
valve speculum modified by the author (see Fig 7, facing
page 67) * The antenor hip of the cervix 1s then gently
grasped with a single toothed volsellum Thus usually causes

2 Bratuh Medweal Journal 1041 2 656
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expenienced 1n this work It 1s hoped that the projected
development of medical services will include the establish
ment of clinics at which an opinion can be obtained m all
regrons throughout the country

Reassurance of the Patient

A patient advised to have her fertility mnvestigated will
naturally wonder just what 1s 1nvolved and may ask for
further information on the subject A few minutes’ explana
tion, helped out if necessary with a simple dragram, will
convey sufficient information on the anatomy of the pelvic
organs to enable most women to understand what 1s 1
volved 1n the tests It should be pornted out that these
tests are not usually panful, although mn rare cases 1n
which a woman 15 exther unduly sensitive or has a tightly
closed cervix, particularly af this 1s assocrated with an acute
anteflexion, there may be severe discomfort Fortunately,
these patients can usually be detected beforchand by
ordinary careful pelvic examination, and most women
when told that at a fertility chimc not more than five or
ten women 1n every hundred demand an ansthetic will
decide for themselves that there can be little to worry about

At the time of the nvestigation 1t should be explamed
that when the sound or dilator 1s passed into the uterus
there may be some shght discomfort such as 15 expenienced
at a menstrual period If a patrent knows what to expect
she forgets many of her fears It must be remembered that
the gentleness and shall of the operator are the man factors
controlling the amount of discomfort the patient has to
endure She should also be told that the tests, whether by
nsufflation or lipiodol injection, take only a few mnutes
to perform and do not require admussion to hospital If
when Liprodol 15 used the tubes outline m part or m whole
but without spill mnto the peritoneal cavity, then a further
screemng or film will be required some hours later by
which time spill may have occurred This second exam-
1nation 1s sometimes made twenty four hours after the first
and 1t 1s well to explain the reason for 1t beforehand to
avord musapprehension 1if the patient 1s asked to report
back for a further picture

Insufflation or Utero-Salpingography”

The question 1s often raised as to which is the better
method of nvestigation, msufflation or lipiedel 1mjection
The consensus of opinion among experienced workers 18
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even nausea and vomiting These sequelx seldom occur
when volumes of 100 cc or less of gas are used When
they do occur they are of short duration when carbon
dioxade gas 15 used because of 1ts rapid absorption from the
pentoneal cavity It should also be noted that they furmsh
supplementary proof of tubal patency If a permanent
record 1s desired an X-ray film of the upper abdomen taken
at this stage will show a subdiaphragmatic gas bubble

Dangers of and Uty

Gas nsufflation and utero salpingography are easy to
carry out, but 1t 15 well to remember that they are not free
from risk, particularly of infection and embolism The
exercise of due care, however, reduces the chances of these
grave complications to a mimunum

Infection

This may be mtroduced from without if aseptic pre
cautions are not scrupulously observed, or infection already
present 1n the cervix, endometrium or tubes maybe spread
by the mampulatons The result may be a severe and
generahized peritomtis For this reason neither msufflation
nor lipiodol 1njection should be performed on any patient
whose cervix 15 infected or who has any vagmal mfection
A clean cervical erosion, that 1s to say one which 1s not
associated with a muco purulent discharge, 1s not a contra-
indication to the test, but 1f there 1s any doubt 1n a given
case the cervical erosion should be treated first (see page
94) or a second opinion should be obtained

Embolism

Either gas or 6il embolism can occur and many examples
of both may be found 1n the hterature None the less, 1f
nerther msufflation nor utero salpingography 1s performed
on the eve of a period, or durmg the week following a
pertod, or immediately after a curettage or biopsy has been
performed, then the risk of embohsm 15 very shght In spite
of a wide experience of these procedures the author has not
yct seen a case

It 15 thus evident that these tests should be performed
only at a carefully selected time 1n the menstrual cycle,
and from thus 1t follows that an appomtment should be
made beforchand either with the hospital chinic or the
specialist who 1s to perform the tests An inquiry must be
made as to the date of the first day of the last period and
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no discomfort, but when 1t does the pain tends to be midlme
hypogastric 1n site and 3 probably caused by uterine spasm
One should be doubly careful of diagnosing organically
blocked tubes i such cases The exposed cervix 1s washed
with aqueous flavine or biniodide and a sterile uterine sound
15 passed to measure the length of the cavity This measure
ment 1s recorded n the notes If the sound passes easily
chlators will not be necessary, but 1f the os 1s closed dilators
to the size of a number 4 Hegar are used The cannula 15
then mserted Two useful types are those 1llustrated 1n
Fig 8 The screw type has the advantage that no volsellum
1§ necessary but it causes greater trauma to the cervix than
the other None the less 1n most unanzsthetized patients
1t can be screwed imnto place without causing distress

With both types 1t 15 advisable, for utero salpingography,
to use 2 metal adaptor, so that the syrninge by which the
material is wnjected can be fitted directly Rubber con
nections are very liable to shp and become soahed m the
greasy matenial, and when this happens 1t 15 difficult to
re-attach them firmly until the whole apparatus has been
cleansed and re-sterlized The delay thus necessitated 15
appreciated by neither the patient nor the X ray depart-
ment Incdentally, n a busy department co operation for
this type of examination 15 most easily obtamned if the
cannula 1s mserted before taking the patient mnto the screen
ing room The exammnation then requires only a few
minutes

Before msufflation 1s performed a useful tip, once the
cannula has been 1nserted, 1s to fill the vagma with a flud
such as weak dettol solution Any escape of gas round the
cannula 1s then immedrately detected by its bubbling
through the flud The gas should be njected slowly
(4060 c ¢ per minute) and to a pressure not greater than
200 mm of mercury Sudden injection 15 dangerous, for 1t
may wmduce too lugh a pressure with possible rupture of 2
blocked tube and even dissemmation of mnfected material
from the tube into the pentoneal cavity Moreover, apart
from the danger of rupture the sudden distenston of the
uterus and tubes causes pam, and spasm may result When
the tubes are patent this fact may be confirmed by ausculta
tion If a stethoscope 15 1E:Iaccd over ether 1hac fossa the
bubbling of the gas 1nto the peritoneal cavity can be heard
When the patient sits up after the insufflation the gas which
has entered the peritoneal cavity tends to collect under the
ciaphragm and may cause referred pain in the shoulder and
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even nausea and vomiting These sequele seldom occur
when volumes of 100 cc or less of gas are used When
they do occur they are of short duration when carbon
diotde gas 15 used because of 1ts rapid absorption from the
pentoneal cavity It should also be noted that they farmish
supplementary proof of tubal patency If a permanent
record 1s destred an X-ray film of the upper abdomen taken
at this stage will show a subdiaphragmatic gas bubble

Dangers of Insuffl and Ut I phy

Gas nsuffiation and utero-salpingography are easy to
carry out, but 1t 15 well to remember that they are not free
from nsk, particularly of infection and embohism The
exercise of due care, however, reduces the chances of these
grave complications to a mummnum

Infection

This may be introduced from without if aseptic pre
cautions are not scrupulously observed, or infection already
grdent 1n the cervix, endometrium or tubes may be spread

y the mampulatons The result may be a severe and
generalized peritonitis For this reason nerther msufflation
nor hipiedol 1njection should be performed on any patient
whose cervix 1s infected or who has any vaginal imfection
A clean cervical erosion, that 15 to say one which 1s not
assocrated with a muco-purulent discharge, 1s not a contra-
ndication to the test, but if there 15 any doubt in a given
case the cervical erosion should be treated first (see page
94) or a second opinion should be obtained

Embolism

Erther gas or 6il embohsm can occur and many examples
of both may be found 1n the hterature None the less, 1f
nerther msufflation nor utero salpingography 1s performed
on the eve of a penod, or during the week following a
period, or immediately after a curettage or biopsy has been
performed, then the risk of embohsm 1s very shght In spite
of 2 wide expenence of these procedures the author has not
yet scen a case

It 15 thus evident that these tests should be performed
only at a carefully selected time 1n the menstrual cycle,
and from this 1t follows that an appomntment should be
made beforehand erther with the hospital chimc or the
specialist who 13 to perform the tests An inquiry must be
made as to the date of the first day of the last penod and
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no discomfort, but when 1t does the pain tends to be midline
hypogastric in site and 1s probably caused by uterine spasm
One should be doubly careful of diagnosing orgamically
blocked tubes mn such cases The exposed cervix 15 washed
with aqueous flavine or biniodide and a sterle uterne sound
15 passed to measure the length of the cavity This measure
ment 1s recorded m the notes If the sound passes easily
dilators will not be necessary, but 1f the os 1s closed dilators
to the size of a number 4 Hegar are used The cannula 15
then mserted Two useful types are those ilustrated n
Fig 8 The screw type has the advantage that no volsellum
1§ necessary but 1t causes greater trauma to the cervix than
the other None the less 1n most unansthetized patients
1t can be screwed mto place without causing distress

With both types 1t 1s advisable, for utero salpmgography,
to use a metal adaptor, so that the syringe by which the
matenal 15 injected can be fitted directly Rubber con
nections are very ltable to sip and become soaked m the
greasy matenal, and when this happens 1t 1s difficult to
re-attach them firmly unti the whole apparatus has been
cleansed and re stenihized The delay thus necessitated 15
appreciated by neither the patient nor the X-ray depart-
ment Incidentally, m a busy department co operation for
this type of examination 15 most easily obtaned 1f the
cannula 15 mnserted hefore taking the patient into the screen
mg room The examnation then requires only a few
minutes

Before nsufflation 1s performed a useful tip, once the
cannula has been 1nserted, 1s to fill the vagina with a flud
such as weak dettol solution Any escape of gas round the
cannula 15 then immediately detected by its bubbling
through the flud The gas should be injected slowly
(40-60 ¢ ¢ per minute) and to a pressure not greater than
200 mm of mercury Sudden myection 1s dangerous, for 1t
may induce too high a pressure with possible rupture of a
blocked tube and even dissemination of infected materral
from the tube into the pentoneal cavity Moreover, apart
from the danger of rupture the sudden distension of the
uterus and tubes causes pain, and spasm may result When
the tubes are patent this fact may be confirmed by ausculta
tion If a stethoscope 15 placed over etther thac fossa the
bubbling of the gas mnto the pertoneal cavity can be heard
When the patent sits up after the insufHlation the gas which
has entered the pertoneal cavity tends to collect under the
diaphragm and may cause referred pain in the shoulder and
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Causes of Tubal Spasm

The question naturally anses, why a healthy woman
with an apparently healthy pelvis should have blocked
tubes Or why a woman whose tubes appear to be blocked
after careful and repeated examinations may still on
occasions conceive Or why a woman whose pelvis 15
healthy, whose tests are all satisfactory, who lives a normal
hfe with a healthy and ferule husband, fails to concerve,
yet does so shortly after adopting 2 child

All such cases can be satisfactorily explamned by the
recognitron of spasm of the uterus, the tubes, or both The
1rritable uterus 1s as much a chinical entity 1n the fertihty
clmic as 1t 15 1n the labour ward The wrntability may be
induced m the course of the investigation, 1 which case
tubal occlusion may be diagnosed ncorrectly, or 1t may be
a more permanent state and itself be a major factor m
causing sterility Thas 1s most likely to occur 1n the nervous,
highly strung, emotional type of woman who may have
other mamfestations of autonomic mstabihty Spasmodic
dysmenorrhcea, recurrent abdominal pam due to colonic
spasm, or renal pain due to pelv: ureteric spasm are but a
few of the ways i which this mstability may be shown
These patients frequently resent pelvic examinations and
complain of pamn when the cervix or uterus 1s palpated or
moved even though the pelvis 13 m fact free of organic
disease Holding the cervix with a volsellum causes severe
hypogastric pain and the passage of a sound may be
followed by either famting or vormting The ijection of
lipiodol reveals the typical picture of the wrritable uterus,
already described and illustrated 1n Fig 4 Much more
research work has yet to be Jone on this important, but as
yet unexplored, aspect of infertihity

Causes of Tubal Block

Organcally blocked tubes are usually the result of pre-
vious tnflammatory disease, but on rare occasions absence
of one or both tubes may occur as a developmental defect
The tube 15 by far the narrowest portion of the female
reproductive tract and 1t 1s not uncommonly the site of
iflammation which may arise erther from within the tract
or from without, causing salpmgitis It 15 not surprising
therefore that followmg salpmgitss the lumen 15 sometimes
obliterated, in fact the surprising thing 1s that this does not
happen more often Of the mfections arising within the
reproductive tract, those most commonly followed by tubal
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the length of the usual menstrual cycle, and with this
mformation an appointment can be given for a day on
which the tests can be performed with the maximum safety
Ten to fourteen days before a pertod 15 due 15 a safe time
to choose As a further precaution, before the tests are per
formed, 1t 15 wise to ask again the date of the last period
or even better the date when the next one 1s expected This
nformation should also be recorded on the patrent’s notes

It will be seen from the above that the test 1s performed
at, or just after, the expected tume of ovulation, and when
deswred the post coxtaf) test, tubal msufflation, and the
taking of an endometrial biopsy can all be arranged i that
order for the one appointment This combimation of mvest:
gations has been used for several years at the Oxford Fer
tility Chinic, and elsewhere, with economy of effort and
satisfaction to all concerned

Statistical Findings

Sharman 1n a study of a consecuttve and unselected
series of 500 cases of primary sterihity at Glasgow found
that insufflation revealed apparent non patency m 38 per
cent, and 1n a sertes of 1063 he believed that “true non
patency” existed 1n 25 to 30 per cent In Ins view there 13
Iittle difference in the results whether msufflation or iprodol
mjection 15 used * Green-Armytage m London states that
complete tubal blockage occurs 1n about 29 per cent of all
cases but 1n only 14 per cent of patients wath primary
sterility The suggestion 1s that post abortal or post partum
sepsis 1s responsible for much tubal damage and hence for
much acquired steriity Moore Whate, also of London, 1n
a series of 928 patients found tubal occlusion i 20 per cent
At the Excter Clinic, Margaret Jachson found tubal
abnormalities (partial or complete occlusion and/or absence
of persstalsis) 1 about 30 per cent of some goo cases 0
primary and secondary sterthity, but rather fewer than
1o per cent showed complete orgamc occlusion on further
examination Stallworthy at Oxford found apparent occlu-
sion 1n 22 per cent of a sertes of 752 consecutive patents,
but subsequent tests with the use of spasmolytics reduced
thus figure to 14 per cent and there was evzdence to suggest
that even this low figure was too lgh and due to an un-
determined madence of “irnitable uter” with associated
unrelieved spasm -

1 Synce this was wnitten Sharman (1947) o a subsequent publication has stated
that o us Jatest serics the incidence of non patency was 20 5 per ent and he believes

that this very closely represents the correct figure
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1 spute of pelvic activity there may be no nise of tempera-
ture and no disturbance of the sedimentation rate In these
cases, even when the adnex are climcally normal, the
tubes are most probably nvolved 1n 2 silent tuberculous
salpmgitis and are usuaily, but not always, blocked Shar-
man found an madence of unsuspected tuberculous endo-
metrits of 53 per cent 1n over 800 patients complaiming
of a pnimary sterility, and 1 750 patients attendmng the
Oxford Fertility Chinic there was an incidence of 3 per cent
At Exeter the inaidence was about 2 per cent

These are cases of unsuspected tuberculosss, but i view
of the 1mportance of this infection 1n relation to sterility
1t should be remembered that the total incidence 1s pro-
bably greater than that already recorded Any woman
complaiming of sterity should be suspected of having a
tuberculous infection 1f 1n the absence of any lhistory of
pelvic sepsis she 15 found to have umilateral or bilateral
tubal thickening Contrary to the usual teachung on this
subject there 15 now ample evidence that a woman may
have extensive tuberculous disease 1n her pelvis but stll
retain a normal menstrual cycle In fact amenorrhoea
occurred 1n less than 20 per cent of the patients attending
the Oxford Chmic with this disease Fifty per cent had
normal periods and the remainder had either marked
rregulanty or menorrhagia In the Oxford senes no patient
with a proved lesion has concaved, but extra uterine
pregnancy has been found 1n tubes which were the site of
healed tuberculous lesions

Treatment of Tubal Occlusion

Lattle 15 yet known for certain about the treatment of
occlusion due to spasm, but 1nvestigations now 1n progress
should do much to clarify the position in the near future
The major question to be decided 1s whether, 1n a partr-
cular case, the spasm 1s imtiated by the mampulations
attending 1nsufflation or utero salpingography, or whether
1t 1 a mamfestation of a utermne trntability which 15 itself
the factor interfering with the normal functioning of the
organ and hence responsible for the infertihty The latter
state of affairs implies the ewstence of an autonomuc
mstability 1n which anxiety or emotional stress could be
the exciting cause of the uterine or tubal irmtatton Even
a great desire to concetve may i this way destroy the
chance of 1ts own fulfilment When thus occurs the adoption
of a cluld may, as alrcady suggested (sce page 73), alter
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blockage are gonorrheea, post abortal, and puerperal
mnfections, and the two last are the commonest causes of
acquired sterihty following a pregnancy None the less, 1t
should be remembered that severe and widespread pelvic
sepsis may, and usually does, resolve completely, leaving
a healthy uterus with patent and physwologically normal
tubes With the advent of chemotherapy and 1ts pro
gresstvely wider use m clinical medicine the incidence of
complete recovery will mncrease

Acute appendicitis with pentomtis or pelvic abscess
formationt may leave disorgamzed and blocked tubes, as
may also pneumococcal or tuberculous pentomtis Any ol
these conditions may occur long before puberty and per-
manently damage the tubes in the early years of hfe As
the onginal 1nfection may not have given rise to an acute
emergency but merely to a penod of 1ll health, 1t not
uncommonly happens that exammation and possibly
operation 1n later years reveals tubes which are disorgan
1zed and bloched even though there 15 no defimte history
of any pelvic infecion On the other hand, 1t should be
remembered that many patients complamng of sterihity
are found to have patent tubes in spite of the fact that they
have had a previous serious peritoneal infection

The importance of pelvic tuberculosts as a cause of tubal
occlusion has been recogmized only in the last few years
and there 1s evadence to suggest that 1t 1s the most important
of all pelvic infections m this respect It has been found
that women who appear to be perfectly well, who have no
personal or family history of tuberculous infection, whose
menstrual history 1s normal m every way, may none the
less have an active tuberculous endometritis The report of
the pathologist on a biopsy specimen of endometrium 18
often the first evidence that tuberculosis 1s present in the

elvis
At this stage 1t must be emphastzed that a diagnosis and
prognosis must not be based on one specimen of endo-
metrnium  If tuberculos:s 1s suspected the biopsy should be
repeated and, as described mn the following chapter, the
endometrium should be cultured as well as exammne
histologically In normal endometrium 1t 1s not uncommon
to see aggregates of lymphoid tissue which may easily
decewve the mnexpenenced pathologist mto believing that
he 1s dealing with a tuberculous infection Many patients
with proved active tuberculous endometritis appear on
examimation to have no focus of mfection elsewhere, and
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a mechamical block preventing the sperms from meeting
the ovum but usually the muscular wall of the tube has
been damaged by the dis¢hse responsible for the blockage
On occasions, however, 1t happens that only the fimbrial
end 15 occluded by filmy adhesions while the remainder of
the tube 15 healthy This type of occlusion 1s well demon-
strated by a charactenstic utero-salpingogram 1 which
the tubes outhine with a bulbous extrermty at the ampullary
end with no spill into the penitoneal cavity

‘When tubes are orgamcally blocked there 13 no hope of
conception unless ther patency can be restored, and for
this tﬁe safest way 15 by plastic surgery The alternative
method of trying to free adhesions by nsufflating at a hugh
pressure should not be used, for 1t mnvolves the nisk of
rupturing the tube The decision to operate 1n a given case
should not be made lightly and should be the responsibility
of a gynzcologist expenenced mthistype of work He should
be gwded 1n hus deciston by the nature of the old infection,
when this 1s known, by the site of the blockage, and by the
absence of any evidence of recent inflammation at the time
of operation In the hght of the data recorded earler (see
page 74) on the mcidence of endometnal and tubal tuber-
culosis 1n these cases, 1t 15 the more important to make
certain that there 1s no active lesion present before advising
operation An essential safeguard 13 to have the endo-
metrium examuned by a competent pathologist before a
laparotomy 1s performed It should be noted, however,
that a negative endometnial bropsy does not exclude the
possibility of tubal tuberculoss bemng present

The prognosis for pregnancy 1s bad when active uterine
or tubal tuberculosis 1s present It1s equally bad when tubes
have been disorgamzed by 2 former lesion now quiescent
In the presence of actinty the choice of immediate treat-
ment lies between a sanatorium routne, radical surgery, or
irradiation of the pelvis The chorce 15 not an easy one to
make Ifthe patientsin the late thirties and has no active
lesion elsewhere, there 1s much to commend a radical
clearing of the pelvis by total hysterectomy with bilateral
removal of the adnexe This should be followed by an
adequate holiday after which the patient may adopt a chuld
without fear of a spreading infection

In younger women the attitude should be more con
servative For example, in 22 patients with endometrial
tuberculosis observed at the Oxford Ferulty Clime 18 have
remaned well with no apparent spread of the disease One
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the whole picture With the cessation of mental conflict
following v 'satisfying adoption, the stmult provoking the
uterus cease, 1t becomes more normal 1n 1ts activity and
pregnancy may follow For this reason 1t 1s obvious that
when adoption 15 advised 1n these cases the patient and
her husband should understand that they must be prepared
for the subsequent arrval of a chuld of therr own

As the very exsstence of the “imtable uterus” 1s at
present under examunation, and as this conception of 1ts
nfluence on fertility 1s new, 1t follows that the best method
of treatment has probably still to be discovered It will be
equally clear that adoption 1s not a method which will
commend 1tself widely to men and women who are anxious
to produce a child of their own 1he rational method of
treatment would be to rcheve the spasm, and much worh
has still to be done to discover the xtiology of this con-
dition before therapeutic measures can be firmly estab
lished In the meantime 1t 1s recommended that the patient
should take spasmolytics such as mtroglycerme gram s
or pethidine 50 mg before retiring on' the days of the
fertile pertod Intercourse should if possible be’ confined
to these days i each month during the course of treatment,
for this would give the best chance of conception In severe
and ntractable cases relief of uterine spasm can be secured
by surgical means, exther by alcohol mjection of the pelvic
plexus near to the ampulla of the rectum, or by presacral
neurectomy These procedures should not be adopted
hightly and should be performed only by a gynzcologst
shilled 1n therr techmque

In many patients uterme 1rntability 1s associated with
varymg degrees of gemital hypofunction This may be
manufest by a late onset of puberty, scanty periods with
typical hygogastric dysmenorrheea, and mnfertibty In such
cases the correct treatment 15 to give cestrogenic hormones
mtermittently, or to use a combmation of cestrogenic
hormone and progesterone, with or without pelvic dia
thermy, as described on page 61 Treatment of gemtal
hypofunction should be both advised and supervised by a
gynzcological specralist The reason for this 1s that the con
ditron 1s not always easy to recognize n 1its mlder forms
and the mjudicious use of acstrogenic hormones can be
followed by irregular, and sometimes excessive, bleeding

ngn‘ons 1n Tubal Occluston
In tubal occlusion due to orgamc blockage of the tubes
(sce page 73) the prognosis 1s not good Not only 1s there



CHAPTER SEVEN

OVULATION AND THE ENDOCRINE
BALANCE

In the act of conception the two principal players are the
ovum and the sperm It follows therefore, as stated in
the introductory comments (see page 7), that one of the
prerequusites for conception 1s that ovulation, or the shed-
ding of an ovum, must occur Partly because Nature 15
profhigate m the number of sperms produced, but largely
because seminal flud 1s relatively easily obtained for exam-
mation, there 1s usually httle difficulty in studying the
sperm (sce Chapters g and 4) The study of the ovum,
howeser, 15 attended with much greater difticulty Amoroso
and Stallworthy devised a techmque by which they hoped
to collect the ovum.when 1t reached the uterine cawity
but all efforts were fruitless At the present time only
ndirect methods are available for deterniming whether
ovulation has mn fact occurred, except in those cases
which abdominal section provides an opportumty of direct
nspection of the ovanes The presence of a recent corpus
luteum 1s then proof that ovulation has occurred

Anovulatory Cycles

It should be emphasized that such proof 15 necessary
even 1n cases 1n which menstruation 1s normal and regular,
for menstruation does not necessarily imply ovulation
Indeed, the occurrence of regular bleeding without pre-
hmunary ovulation, 1 e of so-called anovulatory cycles, 1s
by no means uncommon The frequency of such cycles 1n
healthy women 1s not yet known, but there 1s considerable
evidence that 1t 15 much greater than 15 usually recogmzed,
and that anovulatory cycles arerprobably the rule rather
than the exception 1n the adolescent female In a study of
women complaing of sterility Sharman found that 64
per cent were having anovulatory cycles at the time of
their examination

Anovulatory bleeding 15 often a temporary phase, but
the cause of this 15 not at present understood beyond the
fact that the pnimary site of altered function 15 almost

-9
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atient has now been under observation for nme years

here have been no conceptions 1n this series Penodic
examnations are of course essential, for they serve to
detect carly local spread when this results 1 enlarged or
adherent adnexa In the series under review, when such
changes were observed, the condition was treated by sur
gical means as already described The hope of the future
Lies 1n the development of chemotherapeutic or antibiotic
substances effective against the tubercle bacillus

Just as no operation for tubal occluston 15 justified 1n the
grcsence of active uterine or tubal infection, so none should

e performed until 1t has been shown that the husband 15
fertile The results of plastic surgery by shlled surgeons m
carefully selected cases are claimed by some authorties
to be encouraging A success rate as high as 20 to go per
cent has been mentioned by some workers The prognosis
obviously depends on the site of the block and the extent
to which the remainder of the tube has been damaged The
most hopeful cases are those 1n which the fimbnal end of
the tube has been occluded by adhesions without damagmg
the tube, while the least encouraging are those m which
the blockage has occurred in the proximal or nterstinal
Eortlon of the tube In the former patency can be restored

y opening the tube (salpingostomy), while n the latter
the tube has to be remodelled over a ureteric catheter or
that portion of the tube distal to the site of the block has
to be transplanted 1nto the uterus The subsequent beha
viour of the tube can be followed by wnsufflation or hptodol
injection In the light of the evidence now available on
utermne and tubal spasm, 1t scems possible that 1n the past
needless operations have been performed on tubes which
were not organically blocked This may provide an explana
tion of the high success rate claimed by some surgeons
when compared with the more moderate figure given by
others
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certanly m the pituttary gland or the associated hypo
thalamic region of the brun It s generally known {gat
apart from 1ts other hormonal activities the antertor portiont
of this gland secretes hormones which have 2 selective
action on the ovarses These “gonadotrophic” hormones,
of which there are believed to be two, have not as yet been
1solated in pure chenncal form They are frequently spohen
of as Prolan A and Prolan B, although the better termino-
logy 15 Follicle sumulating Hormane (I SH) and Lutem
rzing Hormone (LH) Between them they control the
mataration of the ovanan Graafian follicles, ovulation,
and the development of the corpus luteum FSH 15 the
follicle sumulating hormone under the mfluence of which
the follicle from which the ovum 1 to be Isberated 15
matured or nipened LH causes the npened follicle to
rupture with hiberation of the matured ovum and the
immediate subsequent development of the corpus Tuteum
1n the ruptured folhcle I LH 1 not produced 1n effectve
strength, then ovulation does not take place, and m pro-
portion to the amount of FSH produced, either regular
anovulatory bleeding occurs, or, with excessive stumulation
of the ovary, follicular retention cysis are formed and
srregular bleeding occurs such as that found typrcally
the condiion known as metropathia hemorrhagiea
Although this 1s the generally accepted view of the
way i which FSH and LH control the ovanan cycle it
should be emphasized that as nerther substance has been
isolated m pure form there 15 no absolute proof that the
control of ovulation 15 as outlmed above

We have, then, the facts that regular monthly bleedmg
can occur m the absence of ovulation and that the gonade
tropinc hormones have not been ssolated m pure form an
cannot therefore be estimated with accuracy Tor ths
reason ndirect methods have to be used to determmne
whether or not ovulation has occurred, the commonest
being endometnal bropsy, basal temperature records and
biocherucal tests These methods should be considered 11
some detail

(1) Endometrial Biopsy

Under the mfluence of FSH the ovanan follicles
mature and produce cestrin Later 1 the cycle, under the
influence of LH, ovulation and corpus-luteum formation
oceur, with the production of stall more cestnn and, this
qume, of progesain from the corpus luteum as well These



OVULATION AND THE ENDOCRINE BALANCE 81

two hormones, cestrin and progestin, have a specific and
charactenistic effect on the endometrium (Estrin causes 1t
to proliferate, becommng thicker and more vascular with
both glandular and stromal hypertrophy When ovulation
occurs, and the corpus luteum 15 formed, the progestin
now hberated acts on thus proliferated endometrum and
causes the glands to secrete These changes are easily
recognized hustologically and are proof that the endo
metrium has been subjected to the action of progestin This
1 turn means that a corpus luteum 1s active and therefore
that ovulation has occurred

Teckmque of Biopsy

Ths simple operation must be performed with scrupulous
attention to asepsis The techmque 1s 1dentical with that
already described on pages 68—9g for the investigation of
tubal patency, except that a biopsy curette 1s used 1n place
ofa cannula Several mstruments for this purpose are avail-
able, three of which used at the Oxford Fertility Clinic are
illustrated (Figs 8, 9a and B, facing pages 8o-1) Exceptn
those rare cases 1 which extreme anteflexion makes the
passage of a sound difficult an anzsthetic 1s not required

The strip of endometrrum obtained 1s immediately placed
m a “fixaton fluid” such as Bown'’s fluid or 4 per cent
formol The specimen should be reported upon by a patho-
logist accustomed to the interpretation of endometrial
sections, and to assist m the correct diagnosis he should
be notified of the date of the last and subsequent menstrual
penod and of the nature of the menstrual cycle For private
patients the pathologist’s fee for this report 1s usually one
or two guineas If the presence of tuberculous endometnitis
15 suspected then two biopsy specimens should be removed
One 15 treated as above and the other, intended for bacterio-
logical culture, 1s sent dry, 1n a sealed and stenile contamer,
1f the laboratory 1s near at hand If1t 1s not, or if the speci-
men has to be forwarded by post, the strip of endometrium
should be sent 1n stenile saline

From the description already given of the indirect effect
of ovulation on the endometnium, 1t 15 obvious that to
provide the necessary information the biopsy must be per-
formed gfler the presumed date of ovulation As this 1s
fourteen or fifteen days before the onset of the next pertod,
a biopsy taken a week before menstruation 15 duc will give
a positive result 1f ovulation has in fact occurred None the
less, owing to vanations which so commonly occur mn



U r0gs 51 pua aains
10 uamBaeu L sauaina dsdow s saus wouznsn] g 4 86 Dig




OVULATION AND THE ENDOCRINE BALANCE 81

two hormones, eestnn and progestin, have a speafic and
characteristic effect on the endometrium (Estrin causes 1t
to proliferate, becoming thicker and more vascular with
both glandular and stromal hypertrophy When ovulation
occurs, and the corpus luteum 1s formed, the progestn
now lhberated acts on this prohferated endometrium and
causes the glands to secrete These changes are easily
recogmzed Instologically and are proof that the endo-
metrium has been subjected to the action of progestin This
1m turn means that a corpus luteum 1s active and therefore
that ovulation has occurred

Technique of Biopsy

Ths simple operation must be performed with scrupulous
attention to asepsis The techmque 1s 1dentical with that
already described on pages 68-g for the mvestigation of
tubal patency, except that a biopsy curette 15 used m place
ofa cannula Several instruments for this purpose are avail-
able, three of which used at the Oxford Fertihity Chinic are
illustrated (Figs 8, ga and B, facing pages 80-1) Exceptin
those rare cases mn which extreme anteflexion makes the
passage of a sound dafficult an anasthetic 1s not required

The strip of endometrium obtained 1s immedhately placed
i a ‘fixaton flund” such as Boun’s flud or 4 per cent
formol The specimen should be reported upon by a patho
logist accustomed to the nterpretation of endometrial
sections, and to assist m the correct dragnosis he should
be notified of the date of the last and subsequent menstrual
pertod and of the nature of the menstrual cycle For private
patients the pathologist s fee for this report 15 usually one
or two guineas If the presence of tuberculous endometritis
18 suspected then two biopsy specimens should be removed
One s treated as above and the other, intended for bacterio-
logical culture, 1s sent dry, 1n a sealed and sterile contamer,
if the laboratory 1s near at hand If1t 1s not, or 1f the speci-
men has to be forwarded by post, the strip of endometrium
should be sent 1n stenle saline

From the description already given of the indirect effect
of ovulation on t]l:;e endometrium, 1t 15 obvious that to
provide the necessary mformation the biopsy must be per-
formed affer the presumed date of ovulation As ths 1s
fourteen or fifteen days before the onset of the next period,
a biopsy taken a week before menstruation 15 due will give
a positive result :f ovulation has n fact occurred None the
less, owmg to vartations which so commonly occur n
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menstrual rhythm, 1t 1s advisable as a further precaution
to record later the date of onset of the following menstrua
tion Ifit 15 found that this menstruation started later than
was anticipated then, ovulation may have taken place
after the biopsy was performed Failure to recogmze this
possibility may obwviously lead to an mcorrect diagnosis of
anovulatory bleeding

On some occasions, although the biopsy reveals evidence
of secretory changes indicative of ovulation, the histologrcal
picture 1s not that of a full progestational response The
interpretation of such section 1s not always easy, but 1t
would appear to be erther that there has been inadequate
corpus luteum activity or that the endometrium has for
some unexplained reason reacted madequately to a normal
stimulation

Apart from the danger of sepsis already referred to there
1s a remote possibility of the biopsy curette dislodging a
fertihzed ovum which has just become embedded, but this
risk 15 extremely small

(2) Brochemzcal Estimation

When ovulation occurs the corpus luteum which 1
formed produces the hormone progestin Thus 1n the course
of 1ts metabolism yields a substance called pregnandiol
which 15 excreted 1n the unine and can be wsolated from 1t
The process of 1solation, however, 15 tedious and calls for
slalled laboratory assistance, and for these reasons preg-
nandiol estimation 1s little used as a test for ovulation I
the techmque becomes simplified, as seems likely, the test
will doubtless be used more widely

(3) Basal Temperature Records

An extremely useful method of determining not only the
fact that ovulation has occurred but also the ttme of its
occurrence 1s by studying the daily waking temperature
record Van de Velde showed as early as 1904 that vara
tions 1n body temperature occurred during the menstrual
cycle, and 1t 1s now known that these vanations are due to
the nfluence of the hormones progestm and cestrin Pro
gestin causes a rise n temperature and cestrin a fall These
fluctuations can be reproduced experimentally or chnically
by the admumstration of the respective hormones
already explained progestin 1s formed 1n the corpus luteum
which develops in the ruptured follicle immediately follow-
ing ovulation, but 1f anovulatory cycles are occurnng 1t 15
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not produced and in these circumstances there 1s not a
rise 1n the basal temperature
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In a typical menstrual cycle of 28 days’ duration 1t 15
found that on or two days before menstruation the waking
temperature falls to approximately 98° F (see Fig 10)
‘With the onset of the menstrual flow there 1s a further fall,
often to a level as low as g7° F, but before the end of
menstruation there 1s a nse to g8° or gg° F Following
menstruation, m the follicular or pre ovulatory phase of
the cycle there 1s a fluctuating level of g8 to gy F with
a sudden fall to about g7° F fourteen or fifteen days before
the next period 15 due Within twenty four to forty eight
hours, however, this fall 15 replaced by a sudden nse to
99° or even higher, and the temperature 1s sustained at this
level throughout the luteal or post ovulatory phase until
1t falls again on the eve of menstruation If conception has
occurred this fall does not take place but the temperature 1s
sustained at the hugh post ovulatory level

It will be understood that the temperature charts are not
all as dramatic as the one illustrated 1n Fig 10a One show-
g a less clearly defined nse 1s seen m Fig 108, but con
ception has occurred 1n this case, as can be deduced from

[
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the sustamned rise after the twenty-eighth day Pregnancy
terminated at term with the birth of a healthy son

When ovulation does not occur, and when consequently
there 13 no corpus-luteum formation and no progesterone
phase, there 15 of course no mse of temperature 1n the
second half of the cycle To express the same fact m a
different way 1f a chart fatls to show such a nse of tem
perature, 1t 15 a reasonable inference that ovulation has
not occurred In such a case the best check 1s provided b
an endometnal biopsy on the eve of menstruation, by whcl
ume the fully developed progestational phase of the endo-
metrium should be present I%the biopsy reveals an absence
of secretory changes then the diagnosis of failure of ovula
tion 1s confirmed

Two pomnts of practical importance become obvious
from the above discussion The first 15 that by keeping 2
daily waking temperature record a woman of even average
intelligence can determine almost exactly the tme of
ovulation 1n her cycle, for this occurs when a sudden drop
of temperature 15 followed by an equally sudden nse some
fourteen or fifteen days before the next period 1s due She
15 thus aware of the most fertile phase of her monthly cycle
and, when a pregnancy is much desired, can put this
Lnowledge to good account

The second point of importance 13 that, 1if the tempera
ture 15 mamtained at the high level when the next period
15 due, it provides the earhest possible evidence of preg
nancy From the waking temperature chart, 1n fact, early
pregnancy can be diagnosed as dependably as by the
Zondek-Aschheim and other laboratorv tests, and far more
cheaply and simply This early information 1s of the greatest
value to those women who habitually abort or to those
who, having at last achieved a much-wanted pregnancy,
naturally wish to adopt all reasonable precautions agatnst
abortion Forewarned in this way, they can plan to avoud
those tndiscretions, such as travelling, extreme fatigue an
ntercourse, to which abortion 1s often due

Methods of Recording Temperatures

As these waking temperature changes are evidence ofa
metabolic reaction to the fluctuating level of the hormones
1t 1 obvious that 1t should not matter by what method the
temperature 1s taken, whether orally or rectally There
15 of course a difference 1n the temperature which would
be recorded at any one time if taken simultaneously by
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different routes For example, the rectal temperature 1s
usually about o0 5-1° F higher than the oral reading
Moreover, the oral temperature 1s easily disturbed by other
factors such as drinking hot or cold fluds, or not keeping
the mouth properly closed, so for practical purposes 1t may
be useful to teach the patient to take the rectal temperature
at the same time each evening or morning The daily read-
ang should of course be recorded and the sigmificant vara-
tions already described are most easily recogmized 1f the
recordings are made on a temperature chart or sheet of
graph paper so that the level can be seen at a glance (For
further details of thus techmque see Appendix 4 )

(4) Study of Cervical Mucus and Vaginal Smears

Expenence at fertiity chimcs has shown that at the time
of ovulation there 1s usually an increased secretion of
cervical mucus This may be sufficient for the woman to
become aware of a vagmal discharge for a day or two when
none 1s apparent for the remainder of the cycle Occasion
ally this discharge 1s blood stained Even when no external
discharge 1s apparent, exposure of the vagmal vault will
show that there 15 a flow of clear mucus from the cervix
which may extend beyond the cervix into the formx It
has been described as “the mucus cascade’ by Barton and
Wiesner

The cervical mucus undergoes cyclical changes 1n physt
cal properties which call for further investigation, but
about which enough 1s already known to reveal whether
or not ovulation has occurred (see page 47 and Table 2)

In the same way the vaginal epithelum undergoes
cyclical changes, and vaginal smears specially stamed by
vanants of the Papanicolaou techmque can be used as a
means of assessing the phase of the cycle and whether
ovulation has occurred These tests are not widely used
and their mterpretation calls for considerable expernence
For these reasons, and because the information yielded by
them can be obtamed far more easily by such methods as
keeping temperature records, they must be regarded as
beyond the scope of everyday medical practice

(5) Symptoms of Ovulation

In most women proof of ovulation, apart from the
occurrence of pregnancy, must be sought by one or more
of the indirect methods referred to above Some women,
however suffer abdominal pain at the time of ovulation,
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» and 1 many this 1s associated with vaginal bleeding Such
bleeding may take the form of a stamned mucus discharge,
but there may even be a brght loss usually of short dura
tion and lasting from a few hours to a day The pamn
occurs 1n either iltac fossa according to which ovary 15 the
site of the ruptured follicle It 1s usually sudden n onset
and 1s occastonally acute, and 1t may be assocrated with
vomiting and even transient collapse The pain does not
usually last for more than a few hours, but 1t may be
followed by tenderness localized to the iliac fossa and the
hypogastrium Furthermore, as already explamned, the tem
perature at this stage of the cycle may nse suddenly to
99~100° F The pan 1s due to pentoneal wntation by
blood leaking from the ruptured follicle, and on rare occa
sions extensive internal hzmorrhage may occur with
associated shock

Abdominal section 1n these severe cases reveals a pen
toneal cawity filled with blood and suggesting the presence
of a ruptured extra-uterine gestation, but examination o
the tube and ovary discloses that the former 15 mtact and
the latter the site of a bleeding follicle Thus can be sutured
without resort to the drastic procedure of removing the
otherwise healthy ovary. It must be emphasized that 1t 15
only rarely that section 1s required

Some women experience this mid monthly pamn fre
quently, while others have 1t on only one occasion or two
or three times at the most When the pain 1s night sided
the careless cimician may, and often does, diagnose appen
dicitss, and many women have been subjected to unneces
sary operation and had a normal appendix removed
through the surgeon’s failure to take account of ovulation
as a possible cause of abdominal pain The differential
diagnosis turns on the following pomnts

(@) The pan begmns 1n the thac fossa and does not settle
there later after the preliminary para umbilical distribution
charactenistic of the 1leo czcal appendix syndrome

(8) It occurs about a fortmght before the next perod

1s due
(¢} Itis often associated wath some vaginal bleeding

Treatment of Mid monthly Pain ~
Treatment consists in giving sedatives and reassurance,
while watching for any ewvidence of continuing nternal
bleeding If this occurs the pelvis should be explored as
already explamed, but fortunately this course 1s seldom
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necessary When, as infrequently happens, md monthly
pamn recurs with successive periods and so distresses the
patient that she sechs for advice two methods of treatment
are available If the woman 1s married she should be told
that with the establishment of pregnancy the pamn will
cease Moreover, she can be informed that the pain marks
the phase of her monthly cycle at which she 15 most fertile
If for any reason pregnancy cannot be attempted, then
ovulation’ may be suspended temporanly by giving cestro-
genic hormone to inhibit anterior prtuttary actmvity and
thereby lessen the formation of the gonadotrophic hor-
mones Stlbeestrol, mn a dose of 1 mithgram daly for ten
days immedhately following the peniod, 1s usually effective
and if this 15 done for three months then frequently the
cycle of pamnful ovulation 15 broken and no further com-
plant 1s made even when ovulation returns

Treatment of Anovalation

The fact that ovulation 1s an essential precursor to con-
ception has been referred to at the begmning of the chapter
Methods of detecting the occurrence of ovulation, or 1its
absence, have now been described, so the obvious and very
mmportant question anses as to what treatment can be
given to those women who are anxious to conceive but are
not ovulating In the first place, disappomting though 1t 1s
to admut 1t, the fact must be faced that at the present time
there 15 no effective specific treatment Ths 1s contrary to
whatis claimed for certain propnetary hormone preparations
but none the less 1t 15 true On the credit side 1t should be
remembered that fortunately the occurrence of anovulatory
cycles 1s commonly of lumted duration and normal men-
struation with preceding ovulation spontaneously recurs in
many cases The obvious rational Line of treatment 15 to
administer gonadotrophic hormones and possibly as effec-
tive preparations become available these will yreld results
more encouraging than those obtained so far In the mean-
time the results are disappomting According to Hamblen
and Dawis, however, the treatment 15 worth trymg m those
cases 1 which investigation shows that the only apparent
cause of sterility 15 that ovulation 15 not occurring The
preparations available for clinical use are of two main
types, the serum gonadotrophic hormones and the choriontc
gonadotrophic hormones “The former are prepared from
the serum of pregnant mares and are rich m follicle stmu-
lating properties while the latter, prepared from the urine



CHAPTER EIGHT

THE RELATION OF
PELVIC DISORDLRS TO INFERTILITY

From the discussions i the previous chapters 1t will be
clear that the factors most often responsible for infertility
are those which are not apparent on ordinary routme
cltmeal examination Typical examples are azoospermia n
the male, tubal spasm or occluston, anovulatory bleeding,
and tuberculous endometritis 1n the female In'the face of
such determinants of nfertihity the practitioner does well
to hesitate before assuring a woman anxious to concene
that there 15 ‘ nothing to worry about” sumply because
exammation has revealed a healthy or apparently healthy
pelvis Such advice, given on such evidence, has been
responsible for depriving many women of the babres they
mght otherwise have had The corollary 1s of course
equally as smportant If the pelvic exammaton reveals
some abnormal condition such as fibroids, uterme ms
placement or ovarian cyst, the natural tendency 1s to mndict
thus as the cause of the infertihity, but m the hight of present
knowledge of ztiology this assumption cannot be justified
A wrong decsion made and acted upon at this stage may
agan deprive the woman of her chance of conceiving and
bearing children

The pomt may be illustrated by an example A woman
n the late thirties, 1n robust health and with no menstrual
dysfunction, consults her doctor because after several
years of married ife she has not concetved In the course O
examnation he finds that the uterus contans some fibroids
and, assuming that these are probablv responsible for her
sterthity, tells her to see a surgeon The surgeon confirms the
ciagnosis and perhaps performs a hysterectomy with the
result that at the end of treatment the unfortunate woman s

hght 15 much worse than at the beginning If, on the other
Eand, he 15 more conservative in outlook and practice, the
surgeon will probably perform a myomectomy, but if the
cause of the sterility 13, for example, azoospermia, even this
correct treatment of the fibroids wall not solve the patient s

go o
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problem Yet everybody concerned has acted 1n good faith,
the one thing lacking has been a balanced view of the
pathogenesis of subfertility Such errors will be avoided by
the establishment throughout the country of clinics at which
an nformed opimon can be obtammed on all the many
problems assoctated with chuldbearing

General Princaples

Although every case presents its own particular problems
and must accordingly be apprased separately, 1t 1s possible
to define certain general principles which govern the rela-
tion between pelvic disorders and fertihty

The first 15 that apart from blocked tubes, or tubes which
are grossly disorganized by infection, there 1s no local
pelvic disorder which can wathout further mnvestigation
be held responsible for sterthity 1n a woman who 15 men
struating normally and whose marriage has been consum-
mated It must of course be remembered 1n this connection
that gemtal hypoplasia and anovulatory bleeding, both of
which are frequently responsible for infertthty, are not
primanly pelvic disorders but, as emphasized 1n previous
chapters, manifestations of pitwitary dysfunction Women
have conceved and been delhvered of healthy lving
mfants 1n spite of <evere cervical tears and infections,
utenine musplacements, fibroids, ovarnan cysts, endome-
triosis, and even carcinoma of the cervix None the less
each of these conditions 1s tkely 1n any particular individual
to 1m¥1aur fertlity and, as explained wn the later sections of
this chapter, m some of them the onset of pregnancy can
be a serious complication

This leads straight to the second principle—namely, that

TABLE 3
PELVIC ABNORMALITIES IN 750 CASES OF PRIMARY AND AGQUIRED
STERILITY
Percentage
Condutson detected tnerdence
Retroversion 10
Ccrvical infection erosion and
polypr
Fibrowds g
Severe hypoplasta 1
Cysts 1
Sepsis (excluding tuberculous
nfections) o8

‘Tuberculous infections 3
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Cervical Infections

As shown n Table 3 these are very common It 15 well
known that they are also common during pregnancy, and
at every antenatal chmc of any size there are always
patients complaining of a troublesome discharge onginating
from an mfected cervix or a cervical polyp or eroston Itis
probable that the cond:ition 1s not 1n 1tself a serious factor
in delaymng conception, but none the less 1t should be
treated before pregnancy occurs This 15 desirable for two
reasons In the first place, 1t 15 a good practice whenever
possible to eradicate all known focs of infection before 2
pregnancy begins so that the patient may enjoy the best
possible health during gestation and the smallest chance of
developing sepsis as a result of the labour Secondly, 1t
often happens that a woman complaining of sterility con
cewves soon after an infected cervix has been satisfactonly
treated, or a cervical polyp has been removed With the
advent of specific chemotherapy a valuable new method
of treating these cases has been provided The response of
an nfected cervix to sulphonamide or pemcillin therapy
15 often dramatic

A word of warming should be given about the treatment
of cervical infections and erosions The techmque ©
cauterization 15 dealt with mn most gynxcological text-
books With the exception of cases in which there 15 an
extensive endocervicitis, superficial radial cauterization 13
an effective treatment easily performed without admitting
the patient to hospital When there are extensive cervical
tears or a badly infected cervix with endocervicrss, in-
patient treatment 1s needed for careful repair of the tears
or deep cauterization of the infected areas From time to
time the tragic results of bad treatment are seen The
patient 1s usually a young woman, often nuiliparous, whose
cervix has nevertheless been amputated by some well-
meaning surgeon for the treatment of vaginal discharge of
cervical ongin The lacerated cervix following childbirth
or abortion 1s also too often amputated istead of bemng
repaired The danger 1s that steniity may follow the
operation (see page 53), or 1f conception does occur, the
nisk of abortion or premature labour 15 greatly increased

Fibroids
These are not uncommon I women over 30, and con-

t to what many text books would suggest are found
f;ilrly frequently ' the age group zo0-30 At the Oxford
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Fertiity Clinic 3 per cent of the patients attending were
found to have unsuspected fibroids As a contrast to ths
the records of any large matermty department would show
that the assoctation of fibroxds and pregnancy 1s by no
means uncommon, the tumours being usually felt for the
first tme on the enlarging pregnant uterus As therefore
the tumours are found n both infertile and pregnant
patients, the question naturally anses whether they do in
fact cause stenth

It can be stated at the outset that fibrords which do not
cause menstrual symptoms are unhkely to be responsible
for sterility It 15 true that on occastons they may so distort
both tubes as to make fertihzation unlikely, but when this
occurs there are usually other symptoms such as dys-
menorrhcea or menorrhagla In doubtful cases utero-
salpingography, as described 1 Chapter 6, 15 a most useful
method of determiming whether such distortion 1s present
etther 1n the utenne cavity or i the tubes When fibrords
give nise to symptoms such as menorrhagia or dys
menorrheea, the possibslity of their being responsible for
stertlity 15 greatly increased, for in these circumstances the
tumours are usually intramural or even submucous, thus
distorting the uterne cavity or the tubes or both These
are the cases 1n which pregnancy so often follows skilfully
performed myomectomy Bonney (1946) records that n
137 women of childbearing age who were anxious to
conceve, the operation was followed by conception m
52 cases or 38 per cent In this connection 1t must be stated
that the treatment of fibroids during the childbeaning age
does not come within the scope of general surgery Whether
the woman s hopes are to be shattered by a hysterectomy
or fulfilled by myomectomy wall usually depend on the
surgeon’s expertence and skill An expenenced gynzcologst
can give a very accurate opinton on the important question
whether myo ny will be techmcally possible, but the
patient should none the less realize that at operation a hys
terectomy may be found necessary The aim of surgery 1n
this condition 15 the avoidance of unnecessary hysterectomy

Fibrouds and Pregnancy

The next important aspect of the subject 1s how fibroids
and pregnancy affect each other Can pregnancy seriously
complicate fibrods, or fibroids senously complicate preg
nancy? If the answer were yes 1t would follow that all
fibrowds detected 1n the fertility clinic should be removed
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Cervical Infections

As shown in Table 3 these are very common Tt 1s well
known that they are also common during pregnancy, and
at every antenatal chnic of any size there are always
patients complaining of a troublesome discharge onginating
from an infected cervix or a cervical polyp or erosion Ttis
probable that the condition 1s not n 1tself a senous factor
in delaying conception, but none the less 1t should be
treated before pregnancy occurs This 1s desirable for two
reasons In the first place, 1t 15 a good practice whenever
possible to eradicate all known foci of mfection before a
pregnancy begins so that the patient may enjoy the best
possible health duning gestation and the smallest chance of
developing sepsis as a result of the labour Secondly, 1t
often happens that a woman complaining of sterility con
cewves soon after an mfected cervix has been satisfactonly
treated, or a cervical polyp has been removed With the
advent of speaific chemotherapy a valuable new method
of treating these cases has been provided The response of
an infected cervix to sulphonamude or pemcillin therapy
15 often dramatic

A word of warning should be given about the treatment
of cervical mfections and erosions The techmque of
cautenization 15 dealt with 1 most gynzcological text
books With the exception of cases m which there 15 an
extensive endocerviatss, superficial radial cauterization 13
an effective treatment easily performed without admutting
the patient to hospital When there are extensive cervical
tears or a badly mfected cervix with endocervicitis, 1
patient treatment 1s needed for careful repair of the tears
or deep cauterization of the infected areas From time to
ume the tragic results of bad treatment are seen The
patient 1s usually a young woman, often nulliparous, whose
cervix has nevertheless been amputated by some well
meaning surgeon for the treatment of vaginal discharge of
cervical ongin The lacerated cervix followmng childbirth
or abortion 1s also too often amputated mstead of being
repaired The danger s that steriity may follow the
operation (see page 53), or if conception does occur, the
risk of abortion or premature labour 1s greatly mcreased

Fibroads
These are not uncommon 1n women over 30, and cont-

to what many text books would suggest are found
g;lrr]);r frequently m the age group 20-30 At the Oxford
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former conviction, decided that they now wanted another
child After some months of disappomtment they sought
medical advice Examination revealed an unsuspected fibroid
the size of an orange m the fundus of the uterus, but the sperms
were healthy, ovulation was occurring, the tubes were patent,
and the endometrium was in good condition It was considered
that there was no evidence that the fibroid was causing the
delay 1n conception and that an operation would result m
some months® delay before the patient would be fit to concerve
At the age of 42 those months were possibly wital For this
reason the couple were merely given advice on the fertile
period and to their delight conception occurred two months
later and resulted 1 the birth of a healthy daughter

The treatment of fibroids during pregnancy 15 easier to
outline They are best left alone except on those rare
occasions when they cause obstructive symptoms such as
retention of unine, which has already been discussed, or an
acute abdomen due to torsion or hemorrhage Their treat
ment when they cause dystocia at term does not come
within the scope of this work It should be emphasized,
however, that the size of the fibroids 1s not of 1tself a vald
reason for their removal dunng gestation This should be
obvious when one remembers the extraordinary accom
modating powers of the abdomen durning a multiple preg-
nancy, but none the less patients are sometimes advised
to have their fibroids removed dunng pregnancy because
“they are so large there will be no room for the baby”
Unfortunately, hysterectomy 1s the method not uncom-
monly employed, with tragic consequences to women
longing for parenthood that can well be imagined A good
example of the satisfactory results of 2 more conservative
attitude 15 grven m the following case record

A woman aged 34, suffering from menorrhagia, was admitted
to hospital under the care of a general surgeon for hysterectomy
for fibroids The tumours, which were multiple and ncluded
a large one 1n the cervix, filled her pelvis and extended into
her abdomen up to the level of the umbilicus The surgeon
thought that, the patient being smgle, myomectomy would be
preferable to hysterectomy and accordingly referred the case
to a logical colk E ton confirmed his
findings but also revealed an area of suspicious softening above

e cervix and some bluing of the vagmna Pregnancy was
suspected and confirmed by 2 unne test, so the operation was
deferred and the pregnancy allowed to contnue Apart from a
threatened miscarnage at 4 months 1t progressed uneventfully
to term As the cervical fibroid made a vagmnal delivery im
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before pregnancy occurred But fortunately this 15 not
necessary Its true that these tumours, which may undergo
degeneration at any time, are particularly hable to do so
during pregnancy and the puerperum The type of
degeneration which most commonly occurs at these times
1s necrobiosts or so called *“red degeneratton” This 1s
characterized by pamn and tenderness over the site of the
tumour and occasionally by a mild pyrevia of gg-100° F
The condition 15 not serious and the symptoms subside 1
a few days with rest i bed and sedatives The fact that
this complication may occur does not justify the wholesale
removal of small fibroids which are causing no symptoms
Once 1t has occurred, however, myomectomy should usually
be performed before the patient starts a further pregnancy,
but operation may be deferred untl the child 1s weaned 1f
this assists the domestic arrangements

It has been pomted out (see page g5} that fibrods
should be removed before pregnancy if they cause such
symptoms as menorrhagia and dysmenorrhoca A further
important mndication for their removal 1s when they are so
situated as to cause, or threaten to cause, pressure sym
ptoms 1 the pelvis The cervix 1s the usual site for such
tumours, and cervical fibroids should always be removed
when detected 1n women anxious to concerve There are
two reasons for this First, enlargement during pregnancy
1s Lable to cause acute retentton of urne, and secondly,
even 1f this does not occur, obstruction at term 1s almost
mevitable In cases of retention the only effective treatment
18 to remove the fibroid, though with cervical tumours this
almost always necessitates termination of the pregnancy
as the first stage of the operation Often, indeed, 1t 13
necessary to perform a hysterectomy for a_tumour which
could have been removed by myomectomy had pregnancy
not also been present

Myomectomy 1s also indicated before pregnancy if the
tumour 15 large Frankl once stated that degeneration,
erther msidtous or acute, was an mevitable complication
of large fibroids, and for this reason most British gyneco
logists adwise the removal of any fibroid which can be
casily palpated through the abdomen, whether 1t 15 causing
other symptoms or not There are of course occasions on
which this general rule 1s best 1gnored, as illustrated by the
following case record

A woman of 42 lost her only child aged g years Both she
and her husband were ternbly distressed and agamst ther
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cystic ovary 15 seldom larger than a goose’s egg It 15 due
to retention cysts 1n the Graafian follicles and as these
regress the ovary will return to its normal size Ifn a given
case the precise cause of the ovanian enlargement 1s doubt
ful a straight X-ray examnation of the pelvis may clear
up the difficulty by showing the translucency or the calc
fied elements charactenstic of a dermoid cyst If radio-
graphy does not help, then rather than perform an unneces-
sary sectton 1t 15 advisable, 1n the absence of symptoms, to
postpone operation and to re examine the pelvis a month
later If the tumour 15 enlarging it 15 a new growth and
should be removed

Sepsis

Reference has been made earher (see page 74) to the
fact that the most common form of pelvic infection encoun-
tered n the fertiity climc 15 tuberculous The attitude to
pyogenic nfections of the tubes has changed 1n the last
twenty years At one time they were treated as surgical
emergencies and treated by removal of the tubes, but 1t
was then discovered that even with respect to primary
mortality the results were much mproved when the con
dition was treated conservatively ‘and the patient was
nursed on the four F 5 * routine—namely, Fowler position,
fomentations, fluids and four hourly pulse and temperature
chart The advent of chemotherapy has sull further 1m-
proved the results None the less cases of chromc tubal
sepsis of pyogemc ongin still occur from time to ttme and
cause stenility by blocking the tubes A pyosalpinx requires
removal, but lesser degrees of damage can sometimes be
treated by conservative plastic operations on the tube
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possible, a Cazsarean multiple myomectomy was performed
Since then this patient has twice been delivered vagmally of
healthy infants

Severe Hypoplasia

This condition 15 difficult to define for the standards must
of necessity be arbitrary Some expenienced workers regard
1t as one of the most important causes of sterthity In severe
cases there 15 a small rudimentary uterus with either
primary and permanent amenotrrheea or scanty losses at
very mfrequent mtervals Often assoctated with the utermne
condition 15 a poorly developed vagina with a constricted
conical vault The treatment with cestrin and progesterone,
combined with pelvic diathermy, has been referred to on
page 61 The prognosis must be guarded but 15 by no
means hopeless, especially 1f the cond:tion 15 diagnosed and
treatment mstituted while the patient 1s young In cases m
which the shape of the vagna results i dyspareama
plastic surgery gives good results

Ovaran Cysts

An emnent American gynzcologist once stated that
every ovarian cyst was potentially fatal This sounds serious
but unfortunately 1t 1s true The most bemgn looking
tumours are all too frequently mabgnant, and benign or
mahgnant ahke they are peculiarly hable to cause an acute
abdominal emergency by torsion, infectton or rupture
For these reasons any woman who has an ovanan cyst
should have 1t removed, and arrangements for 1ts removal
should be made when 1t 15 first diagnosed The fact that
the woman 15 complaimng of steriity, or 1s found to be
pregnant, 15 no reason for departing from this rule There
1s one pomt, however, that requires emphasis—namely,
that 1n ‘women of child beaning age ovaman cysts should,
when possible, be enucleated so as to conserve healthy
ovarian tissue When this 1s done 1t 1s_equally umportant
that the cyst should be examined carefully 1n the theatre
before the operation 1s continued, so that before leaving
the ovary the surgeon can be assured that the tumour 18

enign
b Ofgxc note of warning should be sounded On occasions
there 1s some uncertainty whether an enlarged ovary
revealed on pelvic examnation 15 a small ovanan cyst or an
enlarged cystic ovary It will be appreciated that wherezlds
the former 1s a new growth the latter 15 not An enlarge
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been explained (see page 80) that with the Liberation of
the ovum the ruptured Graafian follicle undergoes a raprd
transformation to become the corpus luteum Before the
fertihzed egg has embedded 1n the uternne decidua some
three to seven days later, this corpus luteum has become
well developed and has started to secrete progestin, the
utenne sedative It must, of course, be emphasized that
the sedative action of progestin 1s but one ofits effects on the
uterus, though during gestation 1t 15 a most 1mportant one
During pregnancy, after a period of great activity, the
corpus luteum wanes until by about the twelfth week most
of the progestin required 1s being formed by the now fully
differentiated placenta

It 15 well known that most abortions occur during the
first twelve weeks of pregnancy In other words, they oceur
durning the unstable period of early feetal development
when the hormonal control of the growing uterus 1s bemng
transferred from the maternal glands to the placenta It1s
thus a reasonable assumption that 1f at ths stage abortion
15 threatened, or occurs, 1t may be due to an nadequate
supply of the uterme sedatve, and this 15 1 fact the
rationale of the admmistration of progestin mn cases of
threatened or recurrent abortion It 1s well to remember,
however, that sedatives are’grven to promote rest in place
of exatement or activity, and if such excitement and
activity can be avoided 1n the first place there will ysually
be no need for the sedatives This aspect of the treatment
of abortion 1s too frequently overlooked During the first
twelve to fourteen weeks of pregnancy the uterus appears
to be most wrrtable at the times when menstruation would
have occurred had gestation not taken place Increased
pelvic congestion, or direct pelvic trauma, at these times
15 particularly dangerous, and for this reason sexual 1nter-
course, especially 1f the gravid uterus 1s also retroverted,
the consumption of gin and cocktails, long journeys by car,
and excessive fatigue are best avorded if the pregnancy 1s
to be given a chance of progressing It 1s interesting to note
1 this connectron that rail, air and sea travel appear to
mvolve less hazard than travel by road

Every woman should have these matters explaned to
her when she first sces her doctor early in pregnancy, and
this 1s even more necessary if she has already had an
abortion In such cases, 1f no history can be obtained of a
predisposing factor which may have been responsible for
the abortion, 1t 1s reasonable to assume that the uterus



CHAPTER NINC
PROBLEMS OF ABORTION

A piscussion of the problem of mfertility would not be
complete without at least a passing reference to the subject
of abortion Failure to conceive 13 a ternble disappointment
to many women, but when conception 1s followed by the
loss of the much-wanted infant, even mn 1ts embryo state,
the shattening of hopes temporanly raised may produce
profound psychological disturbances It 15 easy to realize
the mental conflict which can result if abortion recurs
with successive pregnancies So much has been published
on the place of hormone therapy wn the treatment of
abortion that many doctors are now a hittle confused 1n
therr attitude to the whole subject There 1s a natural
tendency 1n the circumstances to lose a sense of proportion
and to forget those commonsense things which are still
more mmportant than hormones

A young woman was sent by her doctor to a fertity chmic
because she had, much to her distress, aborttd at three monthsn
three successive pregnancies The usual question was ashed asto
what hormone should be used to safeguard any further preg
nancy The patient was a perfectly fit young woman with a
healthy pelvis She had marned a satlor 1n the Royal Navy
who after a short leave returned to sea but not before his wife
had started her first pregnancy Some three months later he
returned for a few days and following the reumon the first
abortion took place On his next leave the second pregnancy
started to be followed by abortion when he agam returned
When for the third time the same sequence occurred the anxious
pair sought medical advice and were relieved to learn that abst
nence and not surgery or injections was 2}l that would probably
be required A honeymoon 15 not the best way to rest a pregnant

uterus

Admistration of Progestin
The two ovanan hormones, cestrin and progestin, are
1 some respects antagonustic in thewr effect on uterine
actvity (Estrmn 1s 2 sumulant which excites more frequent
and powerful contractions, while progestin acts as a seda
tive and helps to keep the uterus at rest It has already
100
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able evidence to suggest that the treatment may not be
Justifiable

Admmistration of Vatamun E

Considerable evidence has been advanced to suggest that
the vitamins, particularly vitammn E, are also essential for
the maintenance of normal pregnancy and that vitamm E
deficiency may itself be a cause of abortion Although the
claim has not been completely established, there 1s sufficient
evidence to make 1t reasonable, or even advisable, to
supplement the diet with extra vitammn E A useful way of
giving 1t 18 1 the form of Bemax which, 1 addition to
other valuable ingredients, contamns adequate vitamin E
1f taken 1n the prescribed doses, or 1t can be given as wheat
germ oil capsules A synthetic form 1s also available, but
there are still some doubts as to uts efficacy, and until
this 1ssue 15 settled the natural products should perhaps be
preferred

Syphihs and Aborhon

The importance of syphihs as a cause of abortion was
somewhat overrated 1n the past, but the prompt detection
and treatment of maternal syphilis are nevertheless so
smportant for the unborn child that routine Wassermann
testing of the blood 1n early pregnancy should be univer
sally practised Syphilitic infection of the feetus can be a
cause of abortion 1n the later months, but 1t more com-
monly results i premature labour

Rhesus-factor Incompatibility

Blood testing has come into promunence recently for a
different reason During the last few years considerable
attention has been focused on the subject of erythroblas-
tosts foctas and the underlying blood 1ncompatibility
which gives nise to 1t The subject has now assumed great
clmical 1mportance not only because of the risks to the
foetus but also because of the possibility of unfortunate and
even fatal transfusion reactions occurnng in sensitized
patients The condition may on rare occasions be a cause
of abortion m the later weeks of pregnancy, and for this
reason and because the subject 1f studied 1n’all 1ts imphca-
tions 15 chfficult and confusing, an attempt 1s made 1n the

following paragraphs to set out the main facts as simply as
possible
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may be more wrritable than usual and to combine advice
with the administration of progestin This can be gwen
tramuscularly 1n doses of 10 umts! on alternate days for
two or three injections beginning on what would normally
have been the first day of the period The cost would be
approximately ten shillings for three injections, or thuty
shillings for the three months’ course An alternatiy e method
of admimstration 1s by the oral route, using ethisterone
Fifteen milhgrams given daily for the week of the sup
pressed peniod would cost about ten shllings The implanta-
tion of a 25- or 50-mg tablet of progesterone deep mnto the
gluteal muscles 15 a useful way of admstermg this

ormone 1n such cases

While the admimstration of progesterone 1s a logical
method of treatment 1n these cases 1t 1s of course difficult
to assess the results scientifically In the opmion of the
writer 1t 1s more 1mportant that the woman should take
care of herself during the early months of pregnancy,
following the precautions already indicated, than that she
should receive hormone treatment If in spite of reasonable
care abortion 15 threatened, or if there 1s a lustory of
abortion with the previous pregnancy, then 1t 1s reasonable
to admumster progestin

More recently 1t has been suggested that the cestro
genic hormones should be used 1n treatment of threatened
abortion The basis of this treatment 15 the claim made by
Smuth et al (1941) that cestrin stimulates placental hor-
mone production with a resultant mereased formation of
progesterone This claim has since been disputed by
several workers mcluding Sommerville et al (1949)

Moreover 1n 1930 Parkes showed that m rodents
pregnancy could be terminated at any stage of gestation
by the admmstration of cestrin, and Leyland Robmson et
al (1935) reported bleeding and utermne contractions m
three out of twelve patients to whom this hormone was
given 1 an attempt to procure a therapeutic abortton
This was 1n spite of the fact that the doses were consider
ably less than those recently recommended 1n the treat
ment of threatened abortion

From the above conflicting evidence 1t would appear
that at the present tume there 15 not a proven case for the
admmstration of stilbeestrol, or other cestrogenic prepara
tion, in the treatment of abortion In fact there 1s consider-

tab (Boots) Proluton (Schering)

sl IR R R
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bodies m the blood of the recipient 1 the same way as the
sheep cells are hemolysed 1n the rabbit The reaction to
this second transfusion may be so violent that 1t proves
fatal Thus 1s the undoubted explanation of many hitherto
unexplamed transfusion deaths where there was no ques-
tion of error 1n the usual grouping or cross matching These
are usually deseribed as “intra group” tranfusion reactions

(6) A somewhat ssmilar phenomenon may occur when
a Rhesus negative woman marnes a Rhesus positive man
If pregnancy occurs the infant may be born with erythro-
blastosss as a result of the Rh incompatibility The reason
for this 1s that the male transmits the Rh factor to the
feetus, with the result that the feetus 1s Rh positive even
though the mother 1s Rh negative If the man 1s_homo-
zygous for Rh (1 e 1f he has a genetic constitution that can
be represented by Rh Rh) he will transrmt this character-
sstic to all hus offspring, 1f he 1s heterozygous (1 ¢ has the
genetical constitution Rh rh), only half the offspring on
the average will be affected

(7) When the condition 1s thus transmitted, the agglutin-
able factor 1 the foctal blood, as was first postulated by
Levine 1n 1941, may pass through the placental circulation
mto the maternal bloodstream The reaction 1s then the
same as that described when a transfusion of Rh positive
blood 1s given to an Rh negative patient The maternal
system produces antibodies to this agglutinable factor, and
these antibodies can be detected and estimated in the
laboratory

(8) The sensitization of the mother to produce these
antibodies 15 often a slow process and may extend over
several pregnancies In such cases one or more normal
children will be followed by one suffenng from erythro
blastosis  If before her first pregnancy the mother has
already been sensitized by a transfusion of Rh-incompatible
blood then the trouble may be manufest in her firstborn

(9) The explanation of these events 1s brefly as follows
The maternal antibodies pass through the placental arcu
lation imnto the foctal bloodstream where they produce
hamolysis of the feetal red cells To compensate for this
destruction the foetal blood forming tissues hypertrophy,
and accessory areas of such tissues may develop throughout
the body The resultant disturbance to the developing
foetus may be so severe that intra uterine death occurs
with abortion or premature labour If the wnfant 15 born
ahive 1t may be jaundiced or anzmic, and ather condition
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(1) It s common knowledge that 1f the red blood cells
of one ammal, say a sheep, are injected 1nto the circulation
of another ammal, for example a rabbit, they stimulate the
production of antibodies which would bring about the
destruction of any sumilar cells injected at a later date
Thus fact 15 used 1 such well-known blood tests as the
Wassermann and gonococcal fixation tests

(2) It has also been long reahzed that in the human
subject a blood transfusion cannot be given wathout nsk
unless the blood groups of both donor and recipient are
known so that compatible blood can be selected As an
extra precaution the blood to be given should be cross
matched with serum from the patient The reason for this
1s that 1f incompatible blood 1s transfused the red cells of
the donor are agglutinated or clumped together, and mn the
resultant reaction there may be suffictent mnterference with
renal function to cause the death of the patient

(3} Further, 1t 15 known that in some circumstances,
even 1f the blood has been accurately grouped and cross
matched, there may be a severe and even fatal reaction
Fortunately, ths 15 rare but when 1t occurs 1t does so 1 2
patient who has been transfused before, or 1n a woman
who has been pregnant The trouble in these cases 15 not
agglutination of the red cells, for this possibility has been
eliminated by careful cross matching, but an event akn to
that described above in the rabbit when sheep cells are
jected

(4) The explanation 1s that there exsts i the blood,
quite apart from the factors which normally have to be
considered 1n every transfusion, at least one other agglutin
able factor, the Rhesus factor, whose sigmficance has only
1 the past few years been recogmzed Eighty five per cent
of people, male and female, have this factor in their blood,
wrespective of its group, and 1t 18 called the Rhesus
factor because 1t 15 always 1pn:semt in the blood of the
Rhesus monkey These people are said to be Rh positive
while the remaining 15 per cent of the community who do
not possess the factor are said to be Rh negative i

(5) Now 1f a patient who 1s Rh-negative 1s transfuse
with Rh positive blood a senstization or xmmumzauog
may occur as a result of which antibodies are develope:
to the agglutmable factor If when these antibodies have
been formed a further transfusion of Rh-positive blood 15

ven, the result of the immumzation becomes manifest,
Gor the red cells of the donor are hazmolysed by these anti-
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needle should be dry and stenle (Synnges stenhized by 1m-
mersion 1 alcohol should not be used ) The Mistry of
Health has divided the country into regions for blood trans-
fusion services and 1n each region there 1s a central labora-
tory where this testing 15 done on request

Fertiity Advice after Aborfion

The question 15 often ashed as to what can be done for
a patient who, having aborted, 1s anxious to conceive
agamn It 15 obvious that an endeavour should first be made
to discover the cause of the abortion A history of indis
cretion, as described earher 1n the chapter, may provide
the necessary clue Faling this the general or pelvic
examination may yteld relevant information, as for example
evidence of chronic nephntis or of some precipitative
factor such as fibroids, a double uterus, or a retrodisplace-
ment If; as 1s usually the case, no cause 15 found, and »f
the patient 1s well, there 1s no reason why she should not
lead a normal kfe and conceive agamn as soon as possible
The habit of advising against a further pregnancy for
arbitrary periods of many months 15 deep rooted but has
Iittle to commend 1t 1n these cases None the less 1t should
be remembered that many women when they abort bleed
excessively and have a resultant anzmia Others retam
placental fragments of varying sizes, as a result of which
they may have irregular bleeding, stained discharge, and
menorrhagia associated with uterine sub mvolution In
such cases the anzmia should be combated with iron and
the placental fragments carefully evacuated by gentle
curettage, and 1t 15 desirable to recommend waiting until
full health 15 restored before deliberately embarking on a
further pregnancy

Habitual Abortion

A very difficult group of cases are those 1n which abor-
tions occur repeatedly Patients who abort 1n this way are
often described as “habitual aborters”, and from time to
time claims have been made for the successful treatment
of this condition The fact remains, however, that 1t still
constitutes a problem which 1s largely unsolved Among the
cures suggested have been the adminstration of thyroid
and vitamns, arsenucal therapy even in the absence of
clinical or laboratory evidence of syphilis, and hormone
therapy with progestin and gonadotrophic preparanons
There 15 some evadence that the “rrnitable uterus’ to which
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may develop so rapidly that death occurs within the first
few days of Iife

(10) Transfusion of the infant at birth with antibody
free Rh negative blood 15 Iife saving to many infants who
would otherwise die At the present time there 1s no
method whereby the sensitized mother can be desensitized,
and until this becomes possible there 1s no way of treating
the condition while the mfant 1s i uters, and no wav of
preventing a recurrence of the trouble 1n subsequent preg
nancses A pathologist skilled 1n this subject can predict,
however, after testing both husband and wife, how great
the chances are of subsequent pregnancies bemng affected

The subject of Rh incompatibility 1s of course far more
complex than may appear from this brief description, but
what has been said of 1ts relationship to intra uterne foetal
death will, 1t 15 hoped, be of help to those who wish to have
a working knowledge of this difficult and perplexing subject

Some Practical Considerations

Rhesus testing of expectant mothers 1s now a routme
practice 1n many large matermty umts For the same
reason obstetrscal flying squads use Rh-negative blood
for the emergency transfusion of patients whose Rhesus
group 15 unknown The object o? routmne testing 15 10
protect both the mother and the child If the mother 1s Rh
negative she will, 1f she needs a transfusion, receve Rh
negative blood Moreover, if she 1s Rh negative the husband
15 tested too, and if he proves to be Rh positive, arrange-
ments are made for closer superviston of the patient 1n the
later weeks of pregnancy This mvolves periodic testing of
the mother’s blood for the presence of antihodtes, for 1
these are present in increasing amounts 1t means that the
feetus may be affected The question of premature nduc
tron of labour when the child 1s viable must then be con
sidered and arrangements should be made for transfusion
of the newborn infant should this be necessary It 1
obvious that considerable team work 15 required for the
expert handling of such a case, and for this reason the
delivery should take place i a well equipped matermty
home or hospital with adequate pathological facthties

A pathologist tramed i this work, 1f he has good testing
serum available, can give a report on the Rhesus factor of
a sample of blood within about five hours He needs 5 €€
of whole clotted blood Given this amount he can if required
also test for antibodies It 1s essential that the syringe and
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well defined, and each case must be considered on 1its
ments There are, for example, types of uterme malforma-
tion which are benefited by plastic operations such as the
removal of a rudimentary horn, but there are many for
which surgery would appear to offer Little prospect of
improved function and’ it should be remembered that
function 15 more mportant than anatomuical shape For
pronounced rrntability the logical treatment would appear
to be by sedation, as for example by the admnistration of
phencbarbitone (lurmmnal) gramn 1 daily, m combination
with the measures already discussed for the treatment of
threatened abortion (see page 100)

The work of Walker and others has shown that abortion
1s on occastons assoctated with a sub fertile male For thus
reason 1n cases of recurring abortion 1t 1s advisable to have
the male carefully tested and 1f the specimens are of poor
quality he should be referred for further investigation and
treatment to a genito urinary specialist nterested in
fertility Christie Brown has suggested that 1n such cases
the prognosis can be improved if the nest i which the
fertilised egg develops, namely the decidua, 15 better pre-
pared to compensate for an ovum lacking i vitality as a
result of fertilization by a sperm of poor quality He advises
gving the patient both progesterone and cestrogemic
hormone from the time of ovulation until the 16th week
of gestation Ethisterone mg 10, and Diencestrol mg 0 6
are given daily

Threatened Abortion
Although the detailed treatment of abortion does not
come within the scope of this book there 1s one pomnt to
which a bnef reference may be made How long should the
{)anent be kept 1 bed when abortion has threatened?
n our view a week without bleeding should pass before the
patient resumes an active existence This 15 reasonable
Confusion arises and many patients are quite unnecessarily
sentenced to 2 further and even prolonged term m bed
when, as 5o often happens, a dark Il))lood staned discharge
persists or recurs on the resumption of activity Thus dark
discharge 1s not of serous sigmficance, and indeed 1s
rather to be expected if there has been any considerable
vaginal bleeding It should be recalled that the bleeding
15 arrested by the formation of a clot over the intra utenine
site, and 1t 15 the absorption and hiquefaction of this clot,
and not a recurrence of actual bleeding, that gives nse to
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reference has been made in Chapter 5 may also be a cause
of abortion, and if this 15 so 1t would follow that 1t miy
be the responsible factor 1 cases an which abortion 15
habitual An autonomic nervous system sufficiently un
stable to respond violently to stmuli of mimmal ntensity
could well provoke strong uterine contractions In this way
emotional disturbances, even excessive anxiety lest ms
fortune should overtake the pregnancy, could itiate an
abortion, and once abortion has occurred the increased
anxiety on the next occasion might well predispose to a
recurrence When this cause 1s suspected the importance of
winning and mamntaiming the confidence of the patient
cannot be over emphasized None the less 1t wall be obvious
that problematical causes, such as autonomic instability,
should not be postulated i any given case until all other
gossthle factors have been investigated and elmnated
or that reason a careful history and thorough general
and pelvic examination are essential, as are also blood
tests for syphilts and rhesus incompatibility These latter
tests are particularly important when the abortion occurs
1n the later weeks of pregnancy, as 1t so often does with the
“habitual aborter” " The reason for the tests has been
explamed earlier in the chapter
'he 1mportance of a careful history 1s illustrated by the
following case record
A woman of 34 consulted her doctor during the early weeks
of her eighth pregnancy She stated that on the previous
occasions abortion had occurred, but further questioning
revealed that these seven abortions had all been mduced Now
for the first me the patient was anxtous to have a child And
this she did, though 1t must be granted that she was very
fortunate
If neither the history nor the exanmunation reveals any
explanation for the repeated abortions, 1t 1s worth while
examimng the uterus under the X ray screen during the
jection of a radic opaque matenal such as lipiodol The
techmque 15 the same as that already described in Chap-
ter 6 The examnation may reveal some unexpected
uterine abnormality such as a double uterus of one degree
or another, for the madence of congenital abnormalities
3s relatively hugh n these cases of repeated abortion The
screemng will also reveal utenne rrratability if ths s pre-
sent, and also, rarely, the presence of mtramural fibrowds
Unfortunately, at the present time the treatment o
nether uterme malformation nor uterine writability 1s



CHAPTER TEN

ARTIFICIAL INSEMINATION

I TECHNICAL ASPECTS

DIREGT or artifictal insemination (A1) has been con
sidered for many years—to our certan knowledge for over
a century—as a means of overcoming barrenness in human
beings In domestic ammals the practice dates very far
back, but rather as a convement way of making full use
of and conserving valuable sires than of combatmg sterility
Its applicaton to human bengs has always provoked
heated controversy and stll does In patriarchal com
mumties such as those of the Arabs and Turks 1t 1s unlikely
to be readily accepted, i those with a matnarchal pattern
such as the American 1t has already become firmly estab-
lished In Brtamn 1t has been practised for many years in
a very hirmted number of cases, but of these only a few
records are available Maron Sims evoked a storm of
criticzsm 1n the middle of the nineteenth century when he
described AT wath the husband’s semen, and 1t 1s only in
recent years that the subject has agamn come to the fore

It should be clearly understood that the two types of
artificial 1nsemination—namely, insemination with the
husband’s semen (A IH ) and insemination with semen
from a donor (AID)—have quite distnct uses and
mvolve equally distinct moral and legal problems These
problems are considered elsewhere (see page 115) and this
section 15 concerned exclusively with the techmical aspects
of both types of artificial insemination

Tnsemmation with Hosband s Semen

The former, ATH, has been advocated m cases 1
which there are psychological and mechanical difficultres
associated with coitus, eg impotence, vagimsmus, mal-
formation of male external gemtals, misplaced cervix and
so forth It has also been used when post coital tests have
been repeatedly negative, due either to hostile vaginal or
cervical secretions or to poor quality but not hopelessly

$31
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the vaginal discharge Complete rest should be resumed
only 1f the discharge 15 braght red 1n colour When a recur-
rent or persistent shght staned discharge suggests a
threatened abortion, and occurs apart from any free vaginal
bleeding, 1t should be remembered that a cervical polyp
or vascular erosion 1s quite possibly the origurof the trouble
With a suitable speculum and a good light such as 1s pro
vided by the 1nstrument mentioned on page 69, the cervix
can be gently exposed without nisk of mterfering with the
pregnancy Polyp: can be easily avulsed but 1t should be
remembered that thewr base tends to bleed more freely
during pregnancy than at other times Erosions are best
not imnterfered with during the pregnancy, but the cervix
should be cauterized at the postnatal examnation if the
condition 15 then still present
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infecund semen And finally 1t has sometimes been adopted
as a “lst resort™ procedure

ATH 15 not always practicable Thus, 1t 15 an essential
condition that the husband should be able to produce
semen by masturbation, for »f, as eccasionally happens, he
15 mmgablc even of this, no artificial device has yet been
found by which semen can be obtained Insermination by
means of expressed vesicular and prostatic secretion, or of
sperms obtuned by epididymal or testicular puncture, 13
deomed to failure

Inserunation with Semen of Donor

ATD has been advocated {a) mn cases mn which the
hushand 15 hopelessly and 1rremediably stenle (mfecund)
and m which the wife 15 apparently fecund, () 1n cases
of Rhesus incompatibility, 1e 1n which the wife 1s Rh
negative and there have been one or more fretal disasters,
(c) mn cases 1 whuch the husband has a severe hereditary
disability, (d) as a long-term eugemc means of improving
the stock by seminatng with sperms from stres of out
standing mental nd physical attnbutes Only the first
three of these indications have so far been serously con-
templated, or followed, mn Britan, and the number of
resulting cluldren 1s stilf too smalf to yustify any assessment
of the results

Chowce of Donor

The potential donor should be healthv and well endowed
physically and mentally and gve a fumly history free of
alcoholism, crumnality and hereditary defects and discases
He should not have any unusual physical features which
might facihtate hus :dentificanon  His semen should be of
Iigh quality He should already have produced a family of
tus own, thus providing evidence of his fecundity and
capaoty to produce desirable offspring  Che possession of
a famly has the further advantage that it satisfies the
donor’s own parental instincts He shoutd be of sufficiently
mature age to mahke possible a just assessment of
quahties Needless to say he should also be Wassermann-
negative and belong to 2 Rhesus group compatible wath the
woman's

To find men who satisfy all these conditions and are
willing to undertahe the required responsibiitics 15 not
easy and mn fact those who carry out AID have very

few donors to draw upon
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It 1 worth adding that, although i theory the number
of conceptions that mught be brought about with one
spectmen of semen s very high, this could hardly occur
m practice m wview of the different ovulation times of
dxﬂ'}c)rcm patients

The donor must 1 all cases remam anonymous His
sdentity must not, on any account, be revealed to the
reaprents, nor thars to lnm The burden of secrecy must
be carned by the doctor alone Thas precaution 15 designed
not merely, as some writers on the subject have held, to
prevent unscrupulous exploitation of the knowledge by 1l
cisposed persons, but to avert the risks of emotional ten-
sions such are only too hable to anse between the rea-
prents and the donor 1{ they are known to each other

Technsque of Artufieat Isemination

The techmique 15 stmple and s essentially simular in both
types of msemimation  Semen should be callected, without
the aid of a sheath, direct nto a glass tube warmed by
hand to body temperature Ideally st should be vsed as
soon as posstble after hguefacton 15 complete In practice,
however, some delay 15 not uncommon, and 1if the semen
cannot be mtroduced until some hours after 1t has been
collected, 1t should i the meantime be kept cool, preferably
at about 4° C_Various special methods of collection, stor-
age, etc have been and are bemg mvestigated (e g dduting
the semen with a buffered glucose solution, collecting the
first fraction only of the gyaculate, stonng at extremely low
temperatures m carbon thoude snow, cenmfugm% when
the density of the sperms s low, and so forth) but all these
are stll in the expenmental stage In the author s expen
ence 15 hours is the longest storage tme of semen used
successfally for A I

For the actual insernmation only two mstruments are
needed—i ¢ a speculum and a synnge A glass synnge can
be used (2 cc 13 a convement capacity) with a long-
handled piston and a metal bayonet fitng cannula, or a
fine canmnula made entirely of plastic and Jong enough to
reach the cervical canal may be fitted to an ordmary
record syninge ‘The cannula should have a capaaty of ¥ or
z cc and be so graduated that the semen 15 measured into
and delivered from the cannula {Fig 11 faong page 113)
Provided that there 15 no need to economuze semen and
that both the woman and the danor can be regarded as
festile, 1t 15 not essential to introduce a speculum, rorz ¢ ©
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resort to which almost mnvariably implies some 1mpairment
of fertthty on one or both sides Indeed, A TH —except
when 1t 15 used to overcome mechanical difficulties on
exther side—seems to offer very small chance of fertithzation,
and certamnly does mot appear to be any more effective
than normal cottus Naturally 1ts results can only be
apprased 1f the cases for which 1t 15 used are selected with
scrupulous care If1t1s adopted 1n all types of subfertiity
1t will be overvalued, for 1t will then be credited with
pregnancies which 1 fact resulted from ordinary cortus
and were perhaps favoured by the measures adopted for
the treatment of one or both partners When however 1t 1s
reserved, as it should be, manly for cases mn which the
quality of the semen seems below the normal for concep
tion, or for genune cases of cervical hostility, the results
1n our experence are extremely discouraging

2 PSYCHOLOGICAL, LEGAL AND MORAL ASPECTS

The problems of A I D, as dscussed for instance at con-
ferences on the subject or 1n the carrespondence columns
of the medical journals, are curiously remote from those
that actually arise 1n practice Thus, to take an obvious
example, the doctor 15 not faced with the problem of over-
coming psychological resistances to the procedure, though
admuttedly 1n many persons such resistances are deep and
deasive His task 15 rather to dispel over sanguine expecta
tions, to point out the difficulties, moral, legal and psycho-
logical as well as techncal, which his patients may have
failed to realize, and to ensure, as far as lies within his
power, that if 1n the end they mamntamn their resolve and
decide that AT D 1s the most acceptable solution to therr
problem, they will do so wath no 1llustons as to the potential
consequences of their joint undertaking The point 1s worth
emphastzing, 1f only to dispel misapprehension about the
circumstances i which the problem of AID ordinanly
anses between the doctor and patient Couples to whom
the 1dea of msemunation by donated semen 1s abhorrent
~and there are many such—or who regard the procedure
as a form of adultery, or who without reflecting too deeply
upon 1ts implications would reject 1t on religious grounds,
do not come to the doctor to change their minds for them
They ether resign themselves to childless marriage or seek
what satisfaction may be found 1n the adoption of chuldren
Smmlarly the perplexing moral and psychological pro
1
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of semen 15 ssmply deposited 1n the postenior formx and
the.woman should then 1f possible rest 1n the horzontal
position for half an hour or more If; on the other hand, 1t
Is necessary to canserve semen (as, for example, m AID
when one sgecxmcn of hugh fertility 13 to be used for several
women), then the cervix should be exposed with the
patient in exther the left lateral or the hithotomy position and
about 025 t0 075 cc of semen ntroduced slowly and
gently 1nto the cervical canal In ATH cases, when the
procedure 15 adopted either because the husband’s semen
1s of poor quality or because there 15 cervical hostihity, or
both, 1t 13 necessary to introduce the semen as near as
possible to or just through the internal os and agam only
a small volume (0 25-0 5 ¢ ¢ ) can be used with advantage

Ttmung of Inserunation

The timing of the msemination m relation to the men
strual cycle 15 of course of extreme importance and 15 In
fact the major difficulty i the procedure The wafe should
be mstructed to heep a menstrual calendar and to record
her morning rectal temperatures and any subjective sym
ptoms of ovulation (see page 84) This wull help to narrow
the likely days down to a small number, and one or two
msemunations should be carned out each month dunng
these theoretically fertile days at two- or three day inter-
vals For how many months 1t 15 necessary or desirable to
attempt msemination 1n any given case depends on the
degree of fertility both of the recipient and the donor and
on the persistence of the woman and the doctor On theo
retical grounds, because of the shight myury to the cervical
tissue winch occurs when intra cerwical inserunation 1
attempted, the nsk of producing sperm anubodies m the
recipient by repeated insemination must be borne 1n mind,
but so far there s httle or no evidence to support this

posstbility

Results of Insemtnation

In a short series of successful cases the number of msemi-
natons needed to mduce conception ranged from 1 to 25,
the attempts were made on most days of the cycle between
the 5th and 25th days but ali the successful wsemunations
were cartied out between the gth and 15th days As 1s to
be expected the results of ATD, which usually involves
the mtroduetson of highly fertile sperms 1nto a potentially
ferule woman, are far and away better than those of ATH,
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marnage and of how far this may be endangered by child-
lessness—1n short, all that goes to make up the doctor’s
expenience must ulumately decide whether the request
for AID, no matter how urgently pressed, should be
acceded to or demed

There are some arcumstances 1 which the issue cannot
for a moment be mn doubt If for instance the request
comes from an unmarried woman, AID s utterly
unjustifiable even 1if the doctar has no reason to suspect
an ulterior motive, and 1n fact A I D has sometimes been
sought by unmarned women 1 the hope of using the
ensuing pregnancy as a means of forcing a reluctant lover
mto marriage Equally there can be no question of ATD
1f the doctor 15 not satisfied about the genetical equipment
of the female partner, or 1f there 1s a hint of conspiracy to
secure the nhentance of title or estates which, m defanlt
of progeny, would pass to others Even 1f the doctor 15
quite certain that there 15 no mtention or possibility of
defeating the ends of the law, 1t 15 still his duty to explamn
the legal problems of AI D to the couple and to satisfy
humself that both partners fully understand the difficultses
that may possibly anse for them or the progeny These
questions are further discussed on page 118

Apart from these and hke contra indications, each case
should be considered on its ments The procedure should
be carned out only 1f the doctor 1s satisfied that AID
would m fact be the best course, psychologically and
morally, and even then only under the safegnards discussed
on page 112 It 15 worth adding that m the view of the
Family Planmng Association A I D 1s suitable 1 only an
exceedingly small number of cases It recommends that
applicants should be advised to consult with spectahsts,
believing that 1t 15 not within the province of the Famuly
Planming Association Clinues to offer the necessary advice

Psychological Objections

In practice these prove far less serious than mght be
surmused from public discussions on the subject, presumably
for the reason already mentioned, that persons with a
psychological resistance to AID find some other way of
satisfying their parental needs It has been suggested that
the husband mght find 1t very difficult to reconcile himself
to hus wife’s having a child not his own, with consequent
danger to the stability of their marmage Actually the
reverse 15 often the case, for there can be no doubt that
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blems which, mn discussions on the subject, anse for the
doctor or for the potential donor of semen solve themselves
in practice in a simple and satisfactory manner Doctors
who object to ATD, or who cannot make up their munds
about 1ts ethical justificatton or psychological consequences,
do not adopt the procedure, and 1f asked about 1t by ther
patients, they will usually and, granted therr premises,
nghtly exercise their mfluence against 1t Men who regard
masturbation as sinful 1 all circumstances, or who believe
that the ultumate nshs of AID outweigh its smmeduate
advantages, do not volunteer to become donors In short,
the situation as 1t normally anses concerns three groups
of persons—the couple who desire A I D, the doctor who
has satisfied himself that the destre 15 deep felt and shared
by both partners of the marnage, and the donor who
believes that by making his sperms available he can con
tribute to the solution of a tragic human problem, and the
only serious question that anses 1s how these three groups
can collaborate to the greatest advantage and with the
least sk, immediate or remote, to the couple or the
potential progeny

The Doctor’s Responsihility

It should be saxd straight away that for the doctor the
first and most vital problem 13 whether or not the couple
ualify, temperamentally and 1n sense of responsibility,
or the onerous undertaking of becoming joint parents to a
child who would 1n fact be the offspnng of only one of
them There must be no question of eagerness on the one
side and reluctance on the other, none of persuadmg a
couple, or one or other member of 1t, of the desirability
of a course about which there may be even famt doubt
On the contrary, as suggested above, the doctor must rather
satisfy humself that the couple not only desire AID but
fully understand the imphcations of what they desire Are
they sure that they both want a child produced by donated
semen® That there has been no pressure by one partner
on the other against a resistance that may emerge again
when 1t 15 too Iate? That therr parental desires could not
equally be satisfied, and with less nsh, by adoption? It 15
impossible to give detarled gmdance on the conduct of the
prelminary consultation The doctor s chimical mstinct, his
Judgement of the demeanaur of the couple, ther mental
balance, sincerity, sense of responsibility and capacity
for parental love, his estimate of the stability of their
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presumably 1t would be easy for an unscrupulous doctor,
on the pretext of carrymng out A TH , to mux fertile semen
from a donor with the infertile semen obtained from the
husband Tlus, however, 1s not an argument agamnst A1 D,
though possibly 1t offers reasons for hedging the procedure
n with every possible safeguard, all human expedients, how-
ever beneficent 1n purpose, may be turned to evil ends and
there 15 no reason to believe that A I D 1s any exception
The Medical Defence Union, in a memorandum on the
legal aspects of artificial insemination, particularly warns
the practitioner of the need for protecting humself, as far as
possible, agamnst charges of neghgence or consprracy It
urges that he must exercise every care not only 1n carrying
out the procedure but 1n the selection of the donor, and
further, 1n view of the possibihty of conspiracy 1n cases
nvolving the inhentance of titles, estates or funds, that he
should safeguard himself by obtamung an assurance o
wnting ‘that the birth of a child by the wife would not
defeat claims of any persons contingently interested in
default of their having 1ssue” It also recommends that
1n all cases the request for AT D should be confirmed mn
wntng by both the husband and the wife, and that the
procedure should 1n no case be adopted for couples under
twenty one years of age The documents should be wit-
nessed by some responsible and 1mpartial third person to
whom the practitioner has explamned exactly what 1s
mvolved and the reasons for obtaining the signed state-
ment The memorandum also pomnts out that although
the courts have not yet been called upon to decide whether,
in a legal sense, A I D 15 equivalent to adultery, the doctor
would do well to ensure that neither lis patients nor the
donor were ivolved 1 divorce proceedings As a further
safeguard 1t suggests that the wntten consent of the donor’s
wife should also be obtained
- The legal difficulties concerned 1n the registration of the
progeny seem at the moment to be surmountable The
child would only be legitimate 1f the husband were regs-
tered as the father, though to do this would n fact be
perjury It seems possible, however, that changes m the
method of birth registraton will mn future render thus
problem less serious than 1t 1s at present

Biological Aspects

Of the possible biological consequences of AID two 1n
particular must be considered first, that 1t may sometimes



118  PROBLEMS OF FERTILITY IN GENERAL PRACTICE

many marnages have been saved by ATD The fact that
the husband has not prevented the reahzation of his wife’s
fondest wish usually strengthens, rather than weakens, the
bond between them, and indeed 1n many cases st 15 from
the husband not the wife that the suggestion of AID
first comes A man who loves his wife cannot but feel
distressed by the knowledge that 1t 15 through lum that her
desire for matermity 1s frustrated Such a man seldom
objects t0 ATD i hus wafe desires 1t and 1t 15 surprising
how soon he may forget that the child 1s not lis own An
mteresting confirmation of the success of the experiment
may be found 1 the fact that many couples who have had
achildby AID return after an 1nterval for the procedure
to be repeated What they have gained may be discerned
not only 1n the satisfaction of the wife’s maternal mstncts
but 1n the change produced 1n the atmosphere of the house
by the presence of the chuld

It 15 sometunes argued that for the husband to condone
A1D 15 tantamount to lus permutting his wife to take a
lover, and admuttedly among those who object to AID
on rehgious grounds there are many who can discern 1o
fundamental difference between this procedure and adul
tery But for the couple that makes the request the distinc
tion between the two 1s decisive Adultery involves a deep
emotional relationship, the intruston of a third party
between the husband and the wife, the probabihity 1f not
the certainty of the break up of therr marnage A1D, by
contrast, 1s as impersonal as a transfusion from a blood-
bank, and the relationship between the reciprent and the
donor 1s about as mtimate Neither the wife nor the hus
band knows the rdentity of the donor, he does not know
thers This precaution 15 essential and mvariable (see
page 113) And m such circumstances, whatever may be
the tedching of some rehigrous denominations on she sul
ject, or whatever views may be put forward by legal
authorities (and 1n fact these are sharBIy divided on the
matter), for the couple themselves A I D “offers an enncht
ment of therr marnage whereas adultery would disrupt it

Legal Aspects

Because there are no precedents, A I D presents difficult
problems for the lawyer Obviously 1t could lend stself to
fraud and abuse, especially where matters of mheritance
are concerned The means by which the wife has con
cewved are known only to the doctor and the couple, and
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according to the Church, was ordamned for two purposes
which must not be scParated-——namcI), the procreation of
children and the satisfaction of sexual needs AID 1s
held to violate this fundamental pninciple by pursuing the
procreative end alone But m fact the Anglican Church,
n permutting the use of birth control under certain con-
ditions, has already sanctioned the separation of the two
ends of marnage

ese arguments are stated merely as examples of the
polemucs that encompass thus most difficult subject It 1s
unlikely that they would carry the shightest conviction to
anybody who does not share the deeper assumptions on
which they are based All that can be stated with certamnty
15 that m this matter everyone must be gwmded by his own
feelings or convictions or by the ruling of s church
Those who believe that neither ATH nor ATD 1s per-
missible 1 any arcumstances must of necessity use thewr
wfluence agamst 1ts adoption But the fact remains that
many medical men and women who have personal know-
ledge of the strength of parental mstncts and of the
happiness that follows the birth of 2 chuld m the childless
home favour artifictal insermnation 1 properly selected
cases, without compromusing 1n any way with their moral
principles or rebgious faith
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result 1 the dissemimnation of harmful recessve characters
—1e when apparently healthy carners of genetical defects
act as donors 1 a large number of cases, and secondly,
that 1t may conceivably result 1n incestuous untons between
the progeny of different mothers by the same donor These
rishs will remamn small as long as recourse to AID
remains, as at present, comparatively rare, but if 1t came
to be widely practised they might assume serious pro-
portions One obvious safeguard would be to set a strict
Iimut to the number of cases that could permussibly be
mseminated by any grven donor, another, which though
not practicable at present would have to be considered if
the practice became common, would be to nstitute 2
register recording the paternity of all children conceived
by AID Meanwhile, the doctor faced with a request for
A1D has no alternative but to weigh 1ts potential advan
tages 1n the case before him against 1its hypothetical
biological dangers And if he decides in favour of AID
he must exercise that care in the selection of the donor
enjoned 1n the section dealing with techmical aspects of
the subject (see page r12)

Moral Aspects

Any survey of this most important aspect of AID 1
bound to be unsatisfactory The fact must be accepted
that between those who feel an mstictive aversion to this
method of solving the problem of childless marmage and
those, not less high-minded and not less concerned with
ultimate moral values, who do not, there 1s a sharp division
that cannot be bridged by discussion, no matter how
scrupulously or dispassionately carred out Yet some
attempt to state the issues 1s essential—perhaps more than
ever 1n an age which 15 unnspired by a common faith and
lacking 1n a common convictien on the relation between
ends and means

One religious denomination—the Roman Catholic
Church—has spoken unequivocally on the subject It will
condone neither AIH nor AID, for both mvolve the
ein of masturbation, and the latter, m the view of the
Church, of adultery too The special commuttee nomunate:
by the Archbishop of Canterbury to examne the problem
m 1ts published statement (1948), sanctioned AIH,
but 1t was unable to extend 1ts approval to AID
One of the theological arguments that have been advanced
agamst this procedure turns on the fact that marnage,
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CHAPTER ELEVEN

THE SCOPE OF CONTRACEPTION
IN GENERAL PRACTICE

WiTH the spread of contraception through all social groups,
questions concerned with 1ts application must now mevit-
ably arse m every class of general practice

The following chapters are therefore concerned in part
with a clinical survey of contraceptive methods 1 popular
use about which pauents may sometimes seek expert
advice, and 1 part with a more speciahzed problem,
namely the choice and fitung of the various types of contra-
ceptive occlusive caps The need for the requisite technique
arsses not only m prvate practice but 1n the growing
number of clinics which are bemng established by local
authonties and by such bodies as the Famuly Planning
Association  Up to date hsts of these chinics are given on

- pages 21626

Sexual Maladjustment 2nd Functional Disorders

Of the medical aspects of contraception, there is one
which calls for spectal discussion

It1s fairly common knowledge, now, that faulty sexual ad-
Justments may precipitate an acute anxiety neurosis Most
people are hiable to experience occasional anxiety symp
toms, such as the diarrheea, palpitation, etc , which occur
at times of strain But most can control these well enough,
unless faced with some abnormal strain such as repeated
sexual frustranon Many cases of nervous breakdown are
finally caused by some chance interference with the
satisfactory completion of the sexual act

Such mterference may anse from mtrinsic causes, for
some degree of psychical impotence or fingidity 1s extremely
common, or from extrinsic causes, such as mcompetence
in the married partner or the use of unsatisfactory methods of
contraception Thus, a very common finding 15 that the
husband disturbs the harmony of coitus by withdrawal
{cortus mterruptus or “being careful™), wath the result that

125






CONTRACEPTION IN GENERAL PRACTICE 127

capable of reaching a *“chmax”” 1t 15 necessary for her health
that she should do so The patient will often reply that she
never gets any satisfaction at all, as she has been “holding
back”, regarding this as an additional safeguard, she adds
that she 15 no longer interested 1n such things It may be
possible to pomt out how many of her symptoms have
appeared since the begmmng of this practice, and to dis-
cover whether her husband also shows signs of nervous
stramn

Although many patients make light of the importance of
sexual matters to themselves, under the 1mpression that 1t
1s more becoming to do so, they soon abandon this attitude
when they find that the physician 1s serious 1n his approach
to the subject The practitioner who has thus gamed the
confidence of hus patient can give a very real service not
only to her but oil:en, mdirectly, to the other members of
her family

It 15 a curious fact that so many obstetricians ignore the
importance of contraceptive instruction In private practice
such disregard may cause Iittle more than inconvenience
to the patient, for she can usually seek advice elsewhere,
but 1n hospital practuce to withhold contraceptive advice
may lead even to tragic consequences It 15 by no means
unusual to hear 1t said at a contraceptive chinic, ““ The doctor
told my husband that 1f I get pregnant agam I shall lose
my lfe—but he never told us what to do” Patients are
continually bemg discharged even ffom leading hospitals
with warnings of this sort Equally irrational 1s the practice
of discharging from hospital patients who have been treated
for self inflicted abortion wathout giving them advice on
contraceptive precautions Since few patients dare approach
the staff in such a matter, 1t means that the principles of
prophylaxis are entirely disregarded

Every hospital authonty, whether doctor or nurse, who
treats a pattent m this way 1s throwing a tremendous
burden upon the wife and husband The woman may
return to her home and attempt a hfelong abstention from
sexual mtercourse More often she simply postpones mantal
relations until she dare no longer do so for fear her husband
should be unfuthful Sexual mtercourse 1n such circum-
stances, whether 1t 1s followed by pregnancy or not, must
inevitably arcuse the woman’s resentment and the mans
anxiety and remorse

The present more enlightened atutude of the medical
profession towards contraception 1s doing much to over-
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one or other partner 1s disturbed, psychically or somatically
or both, by inadequate attarnment of the impending
orgasm In such cases the mere prescription of a suitable
contraceptive device often produces incalculable benefit

The assurance offered by many practitioners, that they
are seldom 1f ever asked for such advice, betokens a most
unsatisfactory relationship between the medical profession
and the public Many women are firmly convinced that
their family doctor will be unsympathetic to birth control
and hence will seldom seck his advice and sk a rebuff
Even when they are not rebuffed they very often receive
advice that 1s extremely musleading Thus, patients often
volunteer the information that they cannot be pregnant
because they used a method which, according to ther
doctor, was mfallible—this “infallible” method being per-
haps the use of some soluble suppository as the sole contra
ceptive device It 1s not of course necessary that every
general practitioner should be expert in the fittng of
occlustve caps, but 1t 1s most desirable that he should have
a clear 1dea of the relative effectiveness of different methods
and know better than to tell his patients that any method
1s infallible

The reluctance of patients to broach the subject of con
traception will often throw the obligation to do so on the
practittoner himself, and n this he should usually succeed
without running 1nto difficulties with prejudiced patients
If, for instance, the patient’s history and condition suggest
the presence of anxicty neurosis, 1t 15 not difficult to dis-
cover her contraceptive habits by asking how many chil
dren, or pregnancies, she has had On her reply, one can
say “And 1s that enough for you, or do you want a larger
family?” If she says “No”, she usually does so“wlth
emphasis It 15 then easy for the physician to askh “And
do you know what to do to protect yourself?” Immedxately,
the whole question 1s opened and the woman 1s only too;
glad to say she 1s trusting to such and such a method but
15 not certamn as to 1ts advisability, 1ts risk, and so on

At this point 1t may be possible to explam to the patient
that although a method such as “being careful” may have
been effective for a while, 1t 1s very far from dependable,
that 1t 1mposes a great nervous stram on her husband as
well as on herself, and that expert opimon 1s agawmnst 1t
Once the patients confidence has been gamned 1t 15 not
difficult to mnquire whether or not she 1s achieving shatls
faction 1n spite of this method, or to explam that if she 15
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CLASSITICATION AND ASSESSMENT
OI' CONTRACEPTIVE METHODS

ConTrACFITION 13 concerned with preventing sperms
from mecting the unfertilized ovum This presents a very
thfficult problem, for the ¢jculated semen of a fertile man
contuns two to three hundred million sperms, most of them
mtenscly active and competng to make their way up the
femnle gemtal tract towards the ovum

Ihe vaginal pII 1s considerably lower than that of the
semen, and 1t 13 known that after 1 few hours in the vagina
ll sperms that remun there are virtually immobihzed Un-
fortunately 1t 1s impossible to state the period more precsely,
for the pI varies widely in different women and 1n the same
woman from d1y to day Thus, during and after menstru-
ation 1t 18 Iess acid than at other times It 1s probable that
no sperm could effect conception fter longer than about
six hours 1n the vaginn

The pI1n the ccrvical canal, uterus and fallopian tubes,
on the contrary, 1s cither neutral or just on tﬁe alkaline
sule of neutrality, and here the sperms may remain active
for many hours or even days The meeting place with the
ovum 1s usurlly 1n the ampullary end of the fallopian tube,
so that segmentation 13 well advanced by the time the
fertthzed ovum reaches and becomes embedded 1n the
utering mucost

Classification of Contraceptive Methods
The methods which have been devised for circumventing
conception may be roughly clasmfied mto the following

groups

?{Thc couple m1y bstun entirely from cortus

2) Sexual mtercourse my be confined to the phase of

the cycle 1n which 1t 1s believed there 1s no ovum avaulable
for fertilization~—the so-called “snfe period”

(3) The semen may be prevented from entering the
female genital teact—1 € by cortus interruptus or by covering
the perus with a sheath into which the semen 1s deposited

129
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come 1gnorance and prejudice Local authonties are still
slow, however, 1n making full use of the facilitzes permtted
by the Ministry of Health for the provision of contraceptive
advice, and until contraceptive service 1s available for all
working-class women, the famuly practitioner should regard
1t as his responsibihity to advise his patients about the
efficacy of the methods they may be using, or to give them
suttable 1nstruction, or to refer them to the nearest climc
where such nstruction 1s available

The practiioner with knowledge of these important
aspects of farmly health will soon find what a vast amount
of unhappiness 1s caused by ignorance and sexual malad
Justment, and how much of this 1t 1s 1n s power to reheve
by a httle sympathetic and practical advice *

1 Excellent works are available on the subject Parenthood Design or dcadent by
Michadl Fiddding {Wilhams and Norgate paper 33 cloth 48 ) 28 sunable for
and educated lay readers Burth Control by Helena Wright (Cassell 15 ) 1y excellent
for the wider public and a very sumple short statement Fractical A

Spating can be obtamed (83d post frec) from the Famuly Planning Association
69 Eccleston Square London SW
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obtamed by the use of two or more measures together
This fact 15 not widely recogmzed by the public, most
couples choosing one method and trusting to 1t alone
Thus, among 100 consecutive patients referred for advice
to the Mumecipal Birth Control Clinc of Ealing, the fol-
Jowing methods were found to have been practised

Withdrawal 57

Use of a sheath

Chemucal contraception (by means

of soluble pessaries)
Post coital douching 9
Abstention 5

It will be evident that some of the couples had used
more than one method, though not simultaneously, but
on the other hand 15 of the 100 couples had not pre-
viously attempted any method at all In one family the
wife, an eclamptic, had had 11 pregnancies, the last ro
having been concewved 1o spite of withdrawal, whach the
couple were still practising behieving 1t to be better than
no method at all All the couples may be taken as represen-
tative of the population 1n a poor workng class area of the
district, the women had all been referred by medical
officers for reasons of 1ll health, and were probably not
more experienced or more interested i birth control
methods than the average person

The technique taught at most birth control climcs
mvolves the use of a mechanical device (an occlusive cap)
covered with a contraceptive paste and sometimes supple
mented by a chemcal suppository, or a sheath 1n conjunc
tion with a chemcal spermicide For patients who are
prepared to take a shght chance the simplicity of a single
contraceptive device may appear to offer overnding
advantages -

The practittoner consulted about these methods should
be able to give a fair 1dea about their probable efficacy
and to know which of them may suitably be recommended
Among the questions he must be prepared to answer 1s
whether any method could prove mjurious to the woman’s
health, or, should pregnancy madvertently result, to that
of the child Such nsks to health as may bé assocrated wath
any given method will be referred to later mn detail, but
apart from wradiation, referred to above (see page 130),
there 15 no evidence whatever that contraceptive practices
could damage a feetus concewved 1 spite of precautions

It 15 after all reasonable to suppose that of the many
K
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(4) The cervix may be covered by an apphance (occlu-
stve cap) designed to prevent the direct depositton of
sperms 1n the cervical onfice

(5) The sperms may be destroyed within the vagina by
chemical means—e g contraceptive su positorzes or jellies

(6) The semen may be removed flr)om the vagina by
means of a post cortal douche

(7) Mechanical apphances may be fitted 1nto the cer-
vical canal (stud or wishbone pessanies) or nto the uterine
cavity (Grafenberg ning), allowing sperms to reach the
ovum and posstbly to fertiize 1t, but by therr presence
preventing the nidation of the fertihized ovum and thus the
occurrence of pregnancy

(8) The production of ova may be mhibited by irradia
tion with X rays or radium

(9) Spermatogenesis may be inhibited by the apphca
tion of heat to the testes

(10) Immunity to sperms may be stmulated by the
mjection of semen with the consequent production of so-
called spermatoxins

It need hardly be said that these methods are of most
unequal value and that some indeed are dangerous,
meflective or both Irradiation, for example, when 1t does
not produce complete sterility, increases the mutation rate
and may result 1n the birth of defective offspring The
production of spermatosns 13 uncertan and there 1s no
way of assessing the duration of the immumty or of the
number of njections required for 1ts production Attempts
to arrest spermatogenesis by heat have given vanable and
undependable results The use of intra cervical and mntra-
utertne appliances will be discussed 1 some detail later
(see page 185), but 1t may be stated at once that methods ~
mvolving such expedients are extremely hazardous an
have been condemned by most competent authorities In
any case these last expedients are uncommon, and the
only ones which ment detasled consideration, on the
grounds of their prevalence or utility, are those set out 1
paragraphs 1 to 6 m the above classification

Effectiveness and Risks of Comaron Methods

Before proceeding to a detailed discussion of contra
ceptive devices and methods, 1t 15 well to state that cven
among those that have a useful part in practice there arg
none that can alone give complete security agamnst undesxr{;
conception, but a very high degree of sccunty can be
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obtamed by the use of two or more measures together
This fact 15 not widely recognized by the public, most
couples choosing one method and trusting to 1t alone
Thus, among 100 consecutive pattents referred for advice
to the Mumaipal Birth Control Chnic of Eahng, the fol-
lowing methods were found to have been practised

‘Withdrawal 57
Use of a sheath
Chermcal contraception (by means

of soluble pessaries) 9
Post cortal douching 9
Abstention 5

It will be evident that some of the couples had used
more than one method, though not simultaneously, but
on the other hand 15 of the 100 couples had not pre-
viously attempted any method at all In one family the
wife, an eclamptic, had had 11 pregnancies, the last 10
having been concewved 1 spite of withdrawal, which the
couple were still practising believing it to be better than
no method at all All the couples may be taken as represen-
tatwve of the population 1n a poor working class area of the
distract, the women had all been referred by medical
officers for reasons of 11l health, and were probably not
more expenienced or more 1nterested 1 birth control
methods than the average person

The techmque taught at most birth control chnics
mvolves the use of a mechanical device (an occlusive cap)
covered with a contraceptive paste and sometimes supple
mented by a chemical suppository, or a sheath in conjunc
tion with a chemcal spermicide For patents who are
prepared to take a shght chance the simplicity of a single
contraceptive device may appear to offer overnding
advantages -

The practitioner consulted about these methods should
be able to give a fair 1dea about their probable efficacy
and to know which of them may suitably be recommended
Among the questions he must be prepared to answer 15
whether any method could prove injurious to the woman s
health, or, should pregnancy inadvertently result, to that
of the child Such nsks to health as may be assocrated with
any given method will be referred to later 1n detail, but
apart from irradiation, referred to above (see page 130),
there 1s no evidence whatever that contraceptive practices
could damage a foetus concewved n spite of precautions

It 15 after all reasonable to suppose that of the many
K
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millions of competitors for the fertilization of one ovum,
the victor 1s not likely to be an extrmnsically damaged
sperm Furthermore, expenience has shown that the use of
such appliances as the sheath, or of the occlusive cap with
a sutable suppository, does not i any way adversely
influence the woman’s health or fertility -

Notwithstanding all this, 1t 1s the duty of the practitioner
to pomt out to couples that fertihity decreases consider
ably with increasing age, and that, since a nulhparous
woman has no chance of esttmating her own fertility,
she would be most unwise to postpone her first pregnancy
for long, unless her age were at the most 1n the early
twenties The relation between contraception and fertility
15 indeed of such importance that 1t should always be dis
cussed with patients at the first consultation It should be
ponted out that fertility 1s Iikely to dimimsh from the late
twenties onwards, but at the same time the reassurance
should also be offered that, provided intra uterine apph
ances are not used, early marriage with contraception will
no more jeopardize the chances of pregnancy than would
the simple postponement of marriage until chuldbearing
becomes econonucally possible

Green-Armytage (1943) and tus co workers have recently
offered experimental evidence for the view that the pre
sence of semen m the vagma 15 necessary for the full
development of hypoplastic gemitalia, but Sharman (1945)
and others have completely failed to confirm these findings,
which m any case must be regarded as mherently impro-
bable The matter was well summed up 1n a leading article
1n the British Medical Fournalt 1n the statement that “there
15 little likelthood that contraceptive measures of the kind
generally employed at present have any tendency to impair
the potential fertility of couples *

It seems probable that the so called dangers of contra
ception should be looked for, rather, m the fact that many
couples have no active desire for parenthood until they
have attained 1t Nature, not having foreseen contraceptive
practices, has ensured parenthood only by bemng lavish
with sexual desire And many of the finest potential parents
remain unaware of the deep pleasures of parenthood until
an accidental pregnancy reveals their existence

A final word may be said about contraception towards
the end of reproductive hfe Since pregnancies have been
known to oceur at the menopause, even twelve months after

* March 23 1946



CLASSIFICATION OF CONTRACEPTIVE METHODS 133

the cessation of menstruation, 1t 15 desirable to continue
contraceptive measures for one or two years after the last
pertod The fear of pregnancy causes much mental distress
to some women at the climacteric, a fact which should be
borne 1n muind by the physician when dealing with meno

pausal disorders

‘Therapeutic Sterihzation _

For cases 1n which pregnancy would always be dangexous
to health or hfe, sterihization offers a permussible and more
certamn method of avording pregnancy than contraception
It can relieve the patient both of anxiety and of the trouble
and expense of repeated contraceptive precautions In
most cases 1t may be best for the woman to employ
contraceptive measures, but on the understanding that 1f
they should fail therapeutic abortion wall be performed by
hysterotomy and the fallopian tubes tied ‘at the same
time Such a woman should be sterihzed if the abdomen
happens at any time to be opened for other reasons, and
sinilarly the woman who must always be delvered by
Czsarean section could be stenihzed when a further preg-
nancy would be contra indicated
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CHAPTER THIRTEEN

COITUS INTERRUPTUS, “HOLDING
BACK” AND ABSTENTION

Cortus Interroptus

This procedure, also known as “withdrawal” or “bemng
careful”, 15 the most widely used birth control method n
the world and probably the oldest Yet though 1ts efficiency
must have been questtoned since time 1mmemorial, 1t 1s
only 1n recent years that 1t has been held m serious dis-
repute
rom the pomnt of view of effectiveness the method must
be consuidered hazardous Its aim 1s simple enough to
obtan sufficient sumulation for orgasm but to withdraw
the pems from the vagina just before the emussion But this
does not take account of the msufficiently recognized fact
that the pre e¢jaculatory flid may contain active sperma
tozoa Thus Abraham Stone, 1 an examnation of spect
mens of mucus that appeared at the male meatus during
erection, found spermatozoa 1n 5 out of 24 specimens from
18 subjects

A more commonly recogmzed defect of the method 15
the difficulty of withdrawing the penss i ime For some
men the uming of this act 1s impossible, for others by no
means too difficult, but even for them the control and skill
required will vary with temporarv condittons such as
fatigue, alcoholism, and the intensity of emotion during
the cotal act Taking these factors mnto consideration, no
man should be regarded as skilled 1n the method unul he
has practised 1t consistently and successfully, and even
then he must be warned “that all his efforts may be
vitiated by the presence of sperms in his pre gjaculatory
mucus

It 1s understandable that a method so widely hnown,
which costs nothing and requires no preparation, should
some time or other have been used by most couples And
although large families are often found 1n which all the
children have been concetved 1n spite of 1ts ap'ﬁllcauon, the
parents are probably nght lx;:elxevmg that therr care has
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gone some way towards spacng the children, and that
perhaps even more pregnancies might have occurred
without 1t

It has already been stated that any method of contra-
ception which mterferes with the contmuity and satisfactory
completion of the sexual act 15 liable to precpitate or
accentuate a condition of nervous strain {anxiety neurosts)
which, while not endangering life, may very serously
1mpair health and happiness Unfortunately the recogm-
tion of anxiety meurosis may volve difficult diagnostic
problems, and only too often 1ts mamfestations are over-
looked or musinterpreted It 1s perhaps an advantage that
exarmning boards are nowadays giving increasing atten
tion to the subject, for this means that 1t 1s only a matter
of time before the syndrome 15 studied in medical schools
and accepted as a contributory factor i many varneties of
111 health

The practiioner on the lookout for the condition will
find many examples i his practice for mnstance, in newly
married women with nsomnia, mdigestion and lassitude,
1n whom (as a carefully ehated history will show) the full
sexual orgasm has not been established, often as a result
of faulty sexual techmque which can be remedred by
proper advice, or equally commonly n couples whose
symptoms are directly attributable to the long continued
practice of coitus mnterruptus

It has been suggested that i the male this practice may
cause direct injury to the gemtal system, such as prostatic
enlargement, congestion of the semnal vesicles, etc But
this view 1s not generally upheld, and 1t 15 probable that
trauma should be looked for rather in the nervous system
than in the gemtal tract

Withdrawal before ejaculation causes some deprivation
of pleasure to the man, as well as the stramn (very severe
for some) of keeping control throughout a process which
should normally be spontaneous and completely unin
hibited Some men can apply such restraint even for many
years with apparent mmpumity, but others quickly show
signs of less satisfactory health or temperament

The wife s reaction too 1s variable Withdrawal seems to
produce little or no 1ll effect 1n women able to reach their
orgasm either before or in spite of the mterruption of
cottus, or 1n those who feel able to trust their partner and
have no share 1n the responsibility of timing withdrawal
Agan, m women who are equally frigid whether cortus 1s
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mterrupted or not, the practice can hardly affect the
difficulties with which they have already to contend

“Holding Back”

There 15, however, a further restramt to be considered
It 15 commonly held, though quite erroneously, that if the
woman does not experience an orgasm the likelihood of
conception 15 much dimimished Some women are able to
exert so much control as entirely to inhibit their orgasm
This practice 15 called “holding back” and 1ts value 1s so
much taken for granted by many women that, unless
the practitioner refers fo 1t specfically, he may recommend
a change from an unswitable method of birth control to a
better one and yet leave the woman practising her own
restraint believing 1t to be an additional safeguard It can
be sa1d with certamnty that holding back 1s quite meffective
as a contraceptive measure and 1s always detrnimental to
the women who adopt 1t The very fact that they have to
exercise this restrant proves that they are capable of
orgasm and desire 1t The repeated frustration leads in
many mstances to fngidity, and an acquired fngidity of
;lhxs type must mevitably mjure emotional or physical

ealth

The direct physical results of holding back are of gynzco-
logical mmportance The exact process of orgasm in the
female 15 less simple than 1n the male, and 1s associated
with mvoluntary contraction of groups of muscles, manly
of the vagina, cervix, uterus and pelvic floor Dunng
coitus the entire gemtal tract becomes tumescent, but after
the orgasm detumescence takes place, very sumilar to the
process in the pems of the male Fallure to achieve an
orgasm leaves these organs 1n a state of congestion which 1
necessanly greater i a highly stmulated than 1n a figid
woman With constant repetition of these events, a con
dition of chronic pelvic congestion becomes established
the ovaries become hypersensitive, causmg discomfort or
even pelvic pam, refiex backache 1s common and leu-
corrthaca and menorrhagia are frequent concomtants

It 1s strange that the parallel syndrome 1n the male 15 50
much more widely recogmzed Aching testicles and sacral
backache are known to be relieved by orgasm, even by
nocturnal emission The equivalent reaction i the female
1s incomparably more common, but because women know
so little and say even less about their sexual reactions,
gynzcological departments are continually used by patients



COITUS INTERRUPTUS 137

who hope to find, 1n a bottle of medicme, relief from the
results of unsatisfactory coitus In the circumstances 1t 15
perhaps fortunate that ergot controls menorrhagia, and
“mst alba daily may relieve pressure from the pelvic
colon upon a hypersensitve ovary, and there are always
the bromdes to compensate 1n some measure for deficien-
cies 1n our medical and psychological equipment

Abstention

Continence must be constdered partly because, like safe-
period mtercourse (see Chapter 15), 1t has been sanctioned
as an alternauve to the use of contraceptive apphances
by some religious denorminations, and partly because there
are some couples who regard 1t as the only morally per
missible way of hmiting the s1ze of their famulies

The problem 1s a difficult one There can be no doubt
that 1n mankind the sexual impulses are far greater than
would be required for the reproduction of one child every
twelve or exghteen months The urgency of these impulses
varnes of course n different persons, according to ther
health and endocrine balance, and probably 1t depends as
much on psychical as on physiological influences

We may consider first how continence would affect the
newly marned couple In many instances finanaial diffi
culties or housing problems will have forced them either
to postpone marnage for many years, or to marry early
but postpone starting a famly, 1 order that the wife
may be able to carry on her employment It 15 common
Lnowledge that there are many personal and social disad
vantages associated with very long engagements, and early
marriage with the postponement of children 1s, for most
healthy young people, the more acceptable alternative
‘What, then, can be ther phight if they are denied the full
use of contraceptive measures® Even to day 1t would be
hard to find a better statement of the problem than that
offered by Lord Dawson of Penn 1n 1921

Imagme a young couple n love with each other being
expected to occupy the same room ang abstam for two years
The thing 15 preposterous You might as well put water by
the side of 2 man suffening from thirst and tell him not to drink

And further than that if the efforts to abstam are senously
made _the stran mnvolved 1s harmful to health and temper—if
the efforts do not succeed the minds of husband and wife are
troubled by doubts and anxieties which are damaging to their
ntimate relationships
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These views are amply confirmed m the day to day
experience of the consulting room and birth control climc
It 1s the poorest people, hving perhaps 1n one room, with
no opportunity of privacy or of separation, to whom
abstention 1s likely to be most distressing A chme patient
who already had six children, and whose husband had
been unemployed for two years, spoke simply of ther
sexual life “Why, doctor, 1t 1s the only happiness we can
afford »

The effects of abstention, or the efforts to achteve 1t,
may be no less disastrous for middle-aged couples n whom,
after years of marriage, the cottive impulse 1s usually less
urgent Most people who are hving under the intimate
conditions of marnage find that sexual ntercourse 1s an
wmportant factor i the mamtenance of a harmonious
marital relationship Its accomplishment brings a recurring
sense of physical and psychological well being, and a
reassurance of bemng loved, of potency and self esteem To
many people the value of this reassurance may altogether
outweigh the purely sensual pleasure of the act There 15
indeed much truth m the view sometimes expressed, that
m a avilized society cortal acts are performed more often
for the attamnment of reassurance than for the fulfilment
of mere sexual desire

Thus, the physicran who recommends abstention should
realize that he may be mnflicing a burden far greater than
would be involved i the mere deprivation of sexual
pleasure He must face the fact that the efforts to act on his
advice may produce symptoms of anxiety neurosis, either
m the form of functional ill-health, or 1n disturbances of
temper or disposition

So far we have been concerned with the reactions of the
average man or woman, but an important mnority exists
(often among most cultured and outstanding people) 10
whom the sexual mstinct has become altered 1n 1ts develop
ment, so that 1ts adult mamfestations are unusual, mdeed,
1t may be so repressed that normal desire 15 wholly absent
Persons of this type cannot easily understand the sexual
feelings and needs of others, and 1f they happen to be in
a position of influence (e g as teachers, doctors or munisters)
their advice, which must 1nevitably be biased by their own
expertence, may prove harmful to more normally con-
stituted people

Among the opponents of contraception there are some
who feel that any artifictal interference with the sexual
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process 15 “unnatural” and repellent Prejudices concern
ing the sexual organs and sexual intercourse are widely
diffused among civihized communities, and since they are
deeply felt 1t 15 hardly possible to dispose of them by mere
argument or persuasion Occasionally those who hold such
views may be brought to agree that an artificral contra-
ceptive apphance m the vagima 1s no more unnatural than
a denture 1 the mouth, but usually they are unable to
understand that everyone else does not share their repug-
nance and their disapproval

Not infrequently the problem arises in a special form,
when only one of a couple wishes to abstam, etther from
religious conviction agamnst birth control or from disin
chnation to cottus based on some individual mhibition In
such cases the decision may produce great unhappiness,
and deep unspoken resentment 1n the deprived partner
The sttuation 15 particularly difficult when a woman with
average sexual needs 15 marred to a reluctant husband
It 15 rarely that a woman can bring herself to acknowledge
greater sexual desire than her husband 1s willing or able
to satisfy, with the result that more often than not the
husband remains unaware of the difficulties he 1s making
for hus wife

Fxplanation, and advice on contraception, may help
some 1ll adjusted couples, provided that their abstention
has been mmposed on them by external circumstances and
has not ansen as the expression of deep rooted dishke of
sexual intimacy Where such dislike exists 1t may some-
times be resolved by the help of a skilled psychologst

In dealing with all such problems 1t should be borne 1n
mind that 1t 1s always unwise to urge a particular form of
sexual behaviour on another person, for the sexual hfe of
every mdvidual 15 mtimately bound up with his physio-
logical and psychological needs and those of his partner
The most the physician can generally attempt 15 to remove

fear or ignorance where they contribute to unsausfactory
sexual adjustment



CHAPTER FOURTEEN

THE SHEATH, DOUCHING AND
CHEMICAL METHODS

The Sheath

This appliance 15 popular throughout the world Its great
advantages are that 1t 1s cheap, potentially very efficient,
and easily obtainable As well as affording protection
against pregnancy, it may be regarded as a farly good
safeguard agamst venereal infection

The term sheath may be taken to mnclude thick rubber
washable sheaths, fine amimal skins, and the more popular
thin rubber condom, or “French letter® All these are
made 1n sizes suitable for fitung over the erect pems They
are put on before mtercourse and the semen being deposited
1n the sheath, there can be no rish of impregnation 1f the
sheath 15 perfect and correctly used In practice, however,
these 1deals are not very often attamed

Sheaths when ready for use are rolled like surgical finger-
stalls and they can be unrolled over the erect pems very
quickly The patient should be instructed never to allow
the penis to enter the vagma without the sheath already
mn positton Very few people realize that there may be
some leakage of sperms long before emission, and that 1f
cortus 1s repeated after emussion a sheath must be freshly
appled to prevent impregnation by sperms left on_the
surface of the pents After emission the sheath should be
steadied with two fingers and withdrawn with the pems
It 1s undesirable to watt too long, for, as the penus shrmnks,
the semen may leak round the edges of the sheath

Condoms are often made with a teat end to act as 3
receptacle for the semen, which might otherwise be forced
up the sides of the pems and leak round the edges of the
sheath Nevertheless, the teat end may be rather clumsy,
and at the beginming of marnage 15 hable to nterfere with
the easy stretching of the hymen When condoms without
a teat end are used, a small overlap should be left at the
end for the reception of the semen, and if this precaution
1s taken the plam condom need cause no uncomfortable

140
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constriction to the male and may perhaps be considered
preferable In either case, before putting on the sheath,
the air should be expelled from the teat or the overlap by
squeezing with the fingers

One of the difficulties with the sheath, particularly at
the beginming of marnage, 15 that madequate secretion
from Bartholin’s glands may cause imnsufficient lubrication,
with consequent discomfort to both partners and risk of
tearing the dehcate rubber In such cases a non greasy
lubricant jelly (see page 229) should be smeared over the
surface og the sheath—such a preparation bemg mcom
parably more efficient than vaseline, which, though popu-
larly favoured, causes detertoration of rubber and for this
reason alone should not be used with any sheath intended
for repeated use

Occasionally 1t 1s desirable to place a very hittle of the
lubricating substance on the mside of the sheath as well
as the outside, though care must be taken not to use too
much lest this should produce a tendency for the sheath
to slip off during the coital movements Lubncation of the
mside of the sheath 15 a particularly useful expedient m
cases 1 which the use of the sheath results i excessive
blunting of sexual sensation

It has already been pomnted out that no single contra
ceptive expedient 15 as effective as a combimnation, and for
greatest security 1t 1s desirable that when the sheath
15 used the woman should also insert a soluble suppository
before cortus This can easily be effected while the husband
15 adjusting the sheath For experienced couples an alter-
native procedure 1s to keep at hand some quickly acting
spermicide, to be used 1 the event of tearing of the sheath
This acadent 15 usually evident ymmediately on with
drawal, and the woman should cope with 1t at once ether
by prompt douching or by nserting a spermicidal jelly or
suppository Should nesther of these courses be practicable,
the vagma can be rapudly cleansed by two fingers covered
wath soap, which 15 an excellent spermicide

1t should be remembered that if a washable sheath 1s
employed 1t must be thoroughly cleansed before the next
cortus

These nstructions, apparently so elaborate when set out
1n detail, are 1n fact not hard to master, and many couples
are well content with this method for their permanent use
If 1t were generally acceptable, contraceptive technique
would present few problems and could ensure a very high
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degree of successes, but 1 fact the disadvantages of the
sheath are to many people nsuperable

Some Disadvantages of the Sheath

From the man’s point of view one of 1ts chief defects 1s
that even the finest cover over the pems may produce
some blunting of sexual sensatton This 15 particularly so
in uncircumcised men On the other hand, 1t should be
realized that what to some men 15 a defect may for others
be an advantage, particularly for those whose ejaculation
1s too precipitate and for whom blunting of sensation
facilitates the prolongation of cortus

Thus of course applies only 1f erection 1s normal A large
proportion of men who suffer from erratic or incomplete
erection cannot use the sheath at all, and for many couples
the interruption while the sheath 1s bemng adjusted 15 to
say the very least tircsome On this account 1t 1s unwise to
urge the method on apparently unwilling patients, for
many men are most diffident about admtting sexual
culties and would prefer even to be thought obstinate for
therr refusal to co operate

From the woman’s pomnt of view the physical drawbacks
are usually shighter than from the man’s In fact many
women cannot tell whether a condom 15 being used or not,
though this 15 certainly not true of all There are, however,
many women who mntensely dislike Anowing that a sheath
15 used, and there are also couples who value the mtimacy
of complete genital contact very lughly for purely emotional
reasons, as do many women t¥le presence of semen 1 the
vagina

It 15 doubtful whether wearing a sheath 1s ikely to cause
sufficient imnterference with sexual feehng to precipitate an
anxuety condition m either the man or the woman, pro
vided that they do not actively dislike the method, but
where 1t produces disturbance’ or interference with the
orgasm 1 erther partner, 1t should obwviously be changed
on purely medical grounds

Inducations for the Sheath

In general, the indications for the sheath may be set out
as follows

(1) For couples for whom pregnancy would be disas
trous For such couples a relable sheath (provided that
the husband can be depended on to use 1t correctly)
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supplemented by a contraceptive Jelly or suppository will
give the lnghest degree of security

(2) At the beginning of marnage, when the woman has
not learnt the use of an occlusive cap

(3) For those who are unable to secure personal mstruc-
tion on the fitting of such a cap

(4) For women after chuldbirth until the cap has been
refitted

(5) For cases m which for some anatomical or other
reason the womnan cannot safely be fitted with a cap

(6) In emergencies when the cap 1s not available

(7) In certain cases of premature ejaculation

(8) In cases 1n which there 15 nisk of either partner
transmitting venereal disease

(9) In cases m which the wife or husband has a strong
aversion to the occlusive cap

Chrowce and Care of Sheaths

The choice of sheaths, their keeping properties and their
price are matters of great importance Although there are
many kinds on the market, only very few are consistently
dependable Sheaths which appear intact to the naked eye
may, on microscopical examination, prove to be niddled
with holes Furthermore, rubber penshes rapidly, particu-
larly 1f roughly handled, brought mnto contact with grease
or kept in a warm place For this reason patients should be
particularly warned aganst carrying sheaths about in-
defintely 1n a pocket-book

Condoms

The traffic 1n * French letters 15 scandalously corrupt
Chemusts can exploit the gullinhity of their customers to
an apparently unhrmted extent They will sell for 10s 6d
to one man, as the “best sheath 1n the shop”, one which to
another, 1n a different envelope, they will sell for 6d , and
still make a good profit Moreover the chemist 1s under no
compulsion to keep his stocks fresh, so that the customers,
particularly i smaller shops, stand a real chance of getting
sheaths so old that the rubber has serously detersorated
The purchaser should 1nsist on a make which bears a date
after which the rubber will not be considered safe for use
Dependable condoms are mentioned 1n Appendix 3, which
sets out a lst of contraceptives approved by the Famuly
Planming Association The rubber of these condoms 1s fine
and highly distensible, and each has passed a special high
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pressure test It must be emphasized that the qualty of
many condoms advertsed as “tested and guaranteed”
leaves much to be desired, wnd for ths reason preference
should be gmven to preparations which have passed the
scrutiny of expert bodies such as the Famuly Plannmg
Association’s Medical Commttee

It 15 widely held that condoms, which bemg made from
very thin rubber are meant to be used once only, are
mpractical for use m the tropics In fact thcz can be
supphed packed for use abroa(f, and they can be posted
regularly to any part of the world and depended on to
retam their elasticity 1n the worst climates for at least a
few weeks But whatever the guarantees offered with such
products, patients should nevertheless be mstructed to test
them before use by snflating with ar

Washable Skeaths

Washable sheaths are made of thicker rubber, and
though less pleasant than the condom can be used agamn
and agam for several months On account of the thickness
of the rubber and therefore 1ts lesser distenstbibity, such
sheaths are made 1 three sizes—small, medium and large
—the small or large sizes beng only rarely required
Patients who use such sheaths should be instructed to put
them, after use, straight mto a receptacle full of water
Later the sheath should be washed with plamn water, or
with sop and water, tested for possible leakages by filhng
with water or by mnflation, dried, and powdered with
French chalh Unfortunately, sheaths Leep best of they are
stored flat, nithough 1t 15 essential that thaZ' should be
rolled before apphication The French chalk should be
shaken off before cortus, for otherwise there 15 a xisk o
discomfort to the woman

General Conclusions

Of recent years some practitioners have been inclmed
to regard the sheath with disfavour, mamtaming that the
cap 15 4 more acceptable device for both husband and wife
as well as the more effectrve as a safeguard agawnst preg-
nancy But this is by no means always so, for where the
husband and wife have no objection to the sheath, s
advantages are considerable Indeed, there 1s no safcrfor
more sumple method of contraception than the use of 8
good tested sheath with a soluble suppository serted 1m0
full accordance with the practitioner’s mstractions
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The Post-coital Douche
Thus practice 15 widely used n France, but 1s not so
pular 1n Britain It necessitates the woman getting up
g‘%m her bed immediately after cotus and thoroughly
_washing out the vaginal passage

Disadvantages of Douching

The disadvantages of this procedure are obvious First
1t 1s most uncertain, with an estimated failure rate of over
7o per cent The reasons for its falibility are readily under-
standable, for 1f the semen 1s emtted against the cervical
onfice, some sperms (which n witro travel at an average
rate of 3 6 millimetres a minute) will, even within 2 minute
or two, have reached further into the canal than the
douching solution can penetrate It has also been held that
at the moment of orgasm some of the semen 1s aspirated
directly into the uterus, but though this has not been estab-
hished ‘and appears improbable, the mere possibility, if
only 1 exceptional cases, furnishes a further reason for the
frequent failure of the method

Successful douching calls for skill and great care The
ruge of the vagina are intricate and there 1s always a
chance that a few sperms will escape from a douche
unskilfully admimstered, later to find their way up the
cervical canal The disturbance of the whole procedure to
the woman can hardly be overestimated It calls for activity
and intelhgent foresight at a moment when there 15 a
}i'hysmlo@czﬂ demand for complete rest and relaxation

hus, the use of a post coital douche produces 1 many
women a dismchnation for cortus and many husbands too

are most averse to subjecting their wives to 50 objectionable
an ordeal

Advantages of Douching

The advantages of the douche are mainly that 1t 15 cheap
and accessble Once the requisite apparatus has been
bought the method costs nothung, but unfortunately 1t 15
Just the women who can only afford a syringe or douche-
can and nothing more whe have so few of the tolet
facihies which 1ts use demands In some cases, when there
15 a sk of gonococcal mfection, a douche of potassium
permanganate (5 graws to the pint) may serve as a pro
phylactic The method also has its value for those women,
admttedly exceptional, who have a neurotic objection to
semen m the vagmal passage Patients often ask whether
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regular douchung 1s necessary for health and cleanhiness
The answer most certamly 1s not as a routing

The pracuce of douching can be combined with the wse
of an occlusive cap, 1nd 15 still so recommended by some
experts Used 1n this way, the douche 15 delayed untl such
time as the woman wishes to remove her cap In cases
which, for any reason, it 1s not easy to retam a cap durmg
the necessary eight post coital hours, such a techmque
offers manifest advantages

Technique of Douching
It 13 wmportant that patrents should understand the
techmque of douching The solution must distend the
vagmnal walls and thus obliterate the ruge where the
sperms may be protected Sufficient pressure for ths pur
pose can only be attaned by closing the vagmal orifice
around the douche-nozzle, either by pressing it tightly on
to the nozzie with the fingers, or, if a bulb or “wharhing
spray * syringe 1s used, by pressing the comcal shaped
shield around the vaginal orifice Excessive tension must
not be employed, however, smce this mght force the
solution past the cervical os mto the uterus With the
ordmnary douche-can this possiahity can be avoded by
hnuting the height of the can to not more than two feet
ahove the nozzle, releasing the flmd when the vagina B
full and then fushing the passage agam With the wharling
spray syrnge the bulb must be pressed only between the
Lgumb and forefinger, which can exert sufficent yet not
excessive pressure When this applance 13 used the solu
tion 15 returned several times from the bulb to the vagna
antd the semen 15 thoroughly mixed with the douchmg
fimd Espectal care should be taken to clean the synnge
thoroughly after use )
Plain water 15 highly spermacidal, but usually a chenucal
of some sort 1s added to the douche Two simple household
substances, very much more spermuaidal than the popular
dettol or potassium permanganate, are vincgar {a table-
spoonful to a pmt of warm water) or a lather of soap
Both these matenals are cheap and always to be found 1n
the household It 1s only occasionally that soaﬁ solutton
causes smarting 1n the vagina, and i such cases the vmegaé
or plamn water should be substituted or the vagina should
be finally ninsed with plam water The douching fluy
should m all cases be comfortably warm

It 15 well for the practitioner to bear 1 mund that while
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1t takes but a moment to advise douching, 1t 15 altogether
a more lengthy matter to follow his recommendation The
tidet 1s seldom 1nstalled 1n British bathrooms, there may
be no hot water supply, and the bathroom and water closet
are often separate Ihe most comfortable time for douching
1s when the patient 15 1n her bath and can use the syringe
while lymg down sn warm water At other times most
women find the procedure chilling, tiresome and laborious

Chem:cal Contraceptives

These are among the simplest and most popular of
birth control devices They have ther chief value n
practice when used in conjunction with other contra-
ceptives such as occlusive caps or sheaths, but very com
monly they are adopted as the sole contraceptive pre-
caution, with a failure rate that has been variously esti-
mated but 1s usually fairly high

A useful classfication of chemical contraceptves 1s 1nto
three main groups (1) suppositories (also commonly known
as “soluble pessartes”), (2) sem flud preparations such as
Jellies, pastes and creams, and (3) foam producing prepara-
tions The suppositories in ther turn are of two main types,
depending on whether the spermicidal agent 1s incorporated
m a cocoa butter or glycerine gelatin base, and the foam
%roducmg preparations are available mn a tablet form

nfortunately the Pharmacopeia does not contain iy
chemucal contraceptives as such, so that the practitioner 1s

bound to rely upon proprietary preparations (see Appen
dix 3)

General Principles

Before considering the various types separately, 1t will
be well to examine the general principles underlymng therr
use For whatever the form the contraceptive may take—
suppository, jelly or foam tablet—these principles are the
same They mvolve the introduction mnto the vagma of
spermicidal substances, preferably 1n a vehicle which serves
both to disperse the spermicide (and thus to facilitate 1ts
contact with sperms) and at the same time to form an
effective mechanical barner across the cervical canal
Thus, 1t 15 evadent that the term chemical contraceptive,
too ngidly appled, 1s a misnomer The spermucaidal action
of the so called chemical contraceptives 1n fact 15 only one
of the attributes on which therr value depends Besides this

must be reckoned the barmer action of the dispersed
L
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vehicle, which, 1n some preparations of this class, 15 far
more mmportant than their spermicrdal action, fulfilling a
useful contraceptive function

Suppositorses

These preparations, usually cone- or disk-shaped, com
prise a spermicidal substance 1n a cocoa butter or glycerine
gelatin velucle In ether case the vehicle 15 designed to
melt at shghtly below body temperature, preferably within
a very few minutes of the suppository bemg mserted nto
the vagina The mode of use depends on whether the
suppository 1s employed as the sole contraceptive measure
or 1n one of the approved combinations of measures Ifit1s
the former, all that 1s required 1s that the suppository should
be inserted deeply into the vagina three to ten munutes
before cortus, the woman remaining recumbent in order
to avoid leakage of the melted vehicle The use of suppost
tories m conjunction with the sheath or the occlusive cap
15 described 1n the sections dealing with these methods

For many years the most favoured spermicides were salts
of quinme, usually incorporated m cocoa butter More
recently other substances have been employed, such as
lactic acid, bonic acid, salicyhic acd and hexylresorcinol
All these substances have their value, but their spermictdal
activity varies with the pH of the vaginal contents and at
the best 1s not very high In fact, 1t may be assumed that
the effectiveness of the preparations mto which they are
incorporated turns at least as much on the barrier action
of the vehicle—whether cocoa-butter or glycerine-gelatin
—as on the actual destruction or immobihzation of sperms
m the vagina

The most strking advance yet made in chemical contra
ception developed out of an 1nvestigation conducted over
the period 1g28-38 under the direction of Dr John R
Baler i the Sir Willlam Dunn School of Pathology at
Oxford This nvestigation, which mnvolved a study of the
scientific basis of chemical contraception, the evaluation
of existing products, and the testing of many substances
which had previously never been used as spermucides,
resulted 1 the discovery of two compounds—phenyl
mercuric acetate and phenyl mercuric mtrate—which
appear to fulfil the requirements of the 1deal spermicide
In the first place, they are harmless to the tissues, secondly,
they are the most spermicidal substances ever vestigated,
and thirdly, 2 most important attribute chnically, they are
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active both n acid and 1n alkaline media The acetate has
the further advantage that 1t forms the more soluble solu~
tion m water, and for this reason 1t was adopted 11 1938
as the active pnnaple 1 the contraceptive suppositones
issued by Brntish Drug Houses under the name Volpar
(a contraction of the words “voluntary parenthood )}

Volpar suppositortes (or gels) are cast m the form of
small flat disks, each weighing 2 5 grams, and dusted with
sterilized starch granules to prevent the gels from sticking
to each other or to the glass tube 1 which they are packed
The vehicle 1s of the glycenne gelatin type, melung rapidly
at body temperature and giving a flmdity favourable to
rapid diffusion of the spermucidento the semen It appears
probable that though this vehicle, like those of other
chemcal contraceptives, exerts a barrier action across the
cervix, the efficacy of Volpar depends mainly on its phenyl
mercuric acetate content In any case, thus 1s now regarded
as one of the most dependable of all available suppositories,
whether used alone or 1 conjunction with other devices
The fact that nerther the active pninciple nor the vehicle
mjures rubber enhances 1ts uscfulness It 15 worth adding
that the Volpar products darken the colour of rubber,
but this phenomenon has no sigmficance, though 1t 1s
sometimes dlsquletmg to patients

Of suppositonies 1 general 1t may be said that therr use
calls for very little forcthought or mtelhigence and does
confer some security Even if the woman has omutted to
sert the suppository before coitus, she can do so soon
afterwards and the safeguard wall sull be better than none
at all There are some women who have used suppositones
throughout their whole married hife, spacing therr chuldren
exactly as they have wished, while m others the method
has apparently conferred no protection at all Between
these extremes can be found every degree of failure and
success

It 15 too early to give rehable statisties as to the efficacy
of the Volpar Gels employed alone with no mechanical
barner In clime practice—from which stanstes can
readily be collected~—such methods are seldom chosen
because most patients attending clearly require the fullest
possible precautions Some years ago figures were collected
concerning a commercial “‘quinine pessary 1n a cocoa-
butter base, which suggested a success of about 54 per cent
Such supposttorses are sull widely used by the public, they
cost comparatively little, are effective whether the vagina
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1s dry or lubnicated, and keep well mn temperate climates
though not as well 1n the tropics Their disadvantages are,
first, that for some couples the cocoa butter has a shightly
unpleasant odour and greasiness, secondly, that the quinme
may produce, 1n one or other of the partners, a local
irntant or general toxic reaction, and thirdly, that because
of the effect of the greasy base upon rubber they cannot be
used 1n _conjunction with occlusive caps or washable
sheaths Nevertheless, they can be used with the condom,
and except for their zsthetic disadvantages are very effec
tive m this combination It cannot be claimed, however,
that apart from being less sticky they have any ments that
are lacking 1n Volpar Gels

Finally, 1t must be mentioned that 1 a very small pro
portion of women the Volpar products provoke an allergic
reaction, local or general This appears to be of no great
consequence and the remedy 1s to replace Volpar by one
of the other approved products The suggestion that the
regular and frequent use of Volpar might, through the
cumulative effect of the mercurral active principle, produce
toxic symptoms, has proved entirely without foundation
1t was disposed of by a thorough and panstaking mvestiga
tion published by Eastman and Scott in Humar Fertihly

n 1944

Contraceptive Jellies and Pastes

These terms are applied to sem fluid preparations put
up 1n collapsible tubes and designed for use alone or 1
conjunction with such devices as occlusive caps Prepara
tions 1n this class keep well and can be used 1n any climate

‘When the jelly or paste 1s used 1 conjunction with a cap,
the patient 15 usually nstructed to smear a lttle of the
preparation all over the rubber, and to apply a dose of
about one teaspoonful or more on to the upper (cervica
surface In most Famuly Planning Association clinics 1t 15
customary to recommend Volpar Paste as the first choice
for use with caps, but experts vary somewhat i ther
choice of products The fact that Volpar Paste, though
highly spermicidal, has not very good lubricating properties
15 one reason for the occasional substitution or combination
of other preparations It should be added that Volpar Paste
15 so designed that the spermicide diffuses readily, yet 1
spite of this the product also has good lasting power

Some of these products are designed by the manufac
turers to be used as the sole contraceptive measure They
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are then myjected 1nto the vagina by means of an applicator,
and 1t 15 probably nghtly claimed that on the whole they
gve a higher degree of sccunty than does the ordmary
suppository thus used When used alone they are mtro
duced deeply 1nto the vagina with a view to protecting the
cervix agamnst mvasion by sperms Unfortunately this
procedure 15 not always as easy 25 it sounds In some
mstances the nozzle through wiich the jelly or paste 1s
expressed 15 too pornted for safe mnsertion, and the woman
should cover the tip with her 1ndex finger and ntroduce
1t thus shielded nto the vagina This 15 not difficult in
the recumbent posiion Once the nozzle 15 1n place she can
withdraw her finger and express the jelly from the tube
with one or both hands The average amount for a sigle
application 1s about 5 c ¢

‘With some preparations a single glass or metal nozzle 15
provided which must obviously be cleansed after each
mjection, with others there are separate nozzles meant to
be thrown away after use, for each separate applicationt

The advantages of jelhes and paste are that they can be
used 1n any chmate and do not depend for therr effective
ness on the condition of the vaginal secretion Therr draw-
backs are that they are costly and rather cumbersome and
ostentatious 1n use For these reasons, they are not widely
employed 1n Britam and are mainly reserved for such cases
as the following

(1) For use by couples who either cannot or will not
use a mechanical device In such cases jelhkes may be
preferred to suppositories 1 the hope that they may offer
greater security

(2) For rapid mtroduction 1f 1t 35 found that a sheath
has slipped off or become torn

Foam producing Preparations
ese preparatrons are available mn tablet form Lake
other chemical contraceptives they exert both a spermucidal
and a barner action
Unfortunately the tablets do not always disintegrate to
produce the gaseous foam, and m some cases therr disinte-
gration 15 very slow and incomplete This 1s because their
effectiveness depends 1n large measure on the presence of
sufficient vaginal mosture to ensure ther solunon Manv
women, however, particularly fngid women, produce very
Iittle vaginal secretion, other women, who usually secrete
adequately, may fail to do so on occasion In these carcum-
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stances the tablets, as well as being ineffecttve, sometimes
remaiung undissolved many hours after thear introduction,
may also produce a stinging pain of the vagma and pos
sthly of the pems These defects can to some extent be
overcome by dipping the tablets for a moment 1n water
before mtroducing them mto the vagima, but to many this
1s tiresome and 1t may even be unavailing, the effervescence
thus mtiated often stopping when the tablet has undergone
only partial or insufficient solution

On the other hand, the tablets have qualities which con
tinue to commend their use 1 some cases They are mn
odorous and neither sticky nor greasy, and unlike other
suppositories they heep excellently i the tropics Many
women with adequate or excessive vaginal secretion
definutely prefer them to the suppositortes with a glycerme
gelatin base whach are normally used mn conjunction wath
rubber occlusive caps or sheaths



CHAI TER FIFTEEN
THE SAFE PERIOD

BEFORE entering upon a discussion of the safe pertod, 1t
will be as well first to dispose of an awkward problem of
terminology Quite simply, the problem 15 whether or not
the restnction of cortus to the infertile phase of the cycle,
assuming for the moment that such a phase exsts, should
be regarded as merely one among the many methods of
contraception, differing only 1n techmical detail and not 1
prinaaple from the other expedients discussed i thus
secion Admuttedly there are no differences in objective
Safe penod mtercourse, hke ordinary contraception, 1s
practised by those who wish to satsfy their coitive 1m-
pulses while as far as possible avoiding the chances of
conception But whereas birth control by chemucal and
mechamcal devices 1s condemned as “unnatural” by the
Roman Catholic Church, safe period intercourse has ats
approval, as a “natural’ method of spacing births or
limiting farmly numbers

It 15 thus seemly to adopt a termuinology which respects
this distinction  restncang the term * contraception ’ to
mechamcal or chemieal methods of birth control, or to
those which, hike coitus interruptus, mvolve extra vagimnal
ejaculationr, while regarding safe period intercourse as a
natural practice which satisfies all the requirements of
normal, umnterrupted and unprotected coitus

Possibly 1t may seem that we have here a distinction with
no real difference, but no one could hold this view who
has studied the wntings of Catholic authors on the subject
For them the distnction 1s absolute Contraception 1s
smnful and no more 10 be condoned than any other un-
natural vice, safe period intercourse on the other hand,
though Iike contraception 1t 1s directed to family hmitathon
or spacing, 1s not merely sancttoned but, because dunng
the fertile phase of the cycle 1t may call for considerable
restraint, 15 even regarded as a positive virtue

Al wath C Method

In the following pages, therefore, safe perod ntercourse
will be discussed not as a method of contraception but as
1R
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an alternative to such methods, whether the alternative 13
adopted to the complete exclusion of contraception, or only
durning the 1nfertile phase of the cycle as 1t may be by some
couples when they have reason to believe that their usual
contraceptive precautions can be safely dispensed with

This alternation of contraception with safe penod mter
course calls for special consideration It has been held
aganst the safe period that 1t mvolves a regulation of
mantal life, not by the normal penodicity of sexual destre
but arbitranily by the calendar, impelling couples to an
ummpassioned coital routine during the stenle phase of
the cycle, but imposing restrants and frustrations upon
them when their sexual impulses are at therr peak and most
urgently 1n need of satisfaction Ths 1s a serzous objection
and 1ts force should not be underrated, but clearly 1t does
not apply when contraceptives are ordmanly employed
and only relinqushed when 1t seems almost certam that
the chances of fertilization are negligible, 1f not completely
absent The fact must be faced that to some sensitive
couples, admttedly a mmnonty, the use of contraceptives 1s
always wrhsome, always inhibitory to destre and capacity,
and for these at least there can be an mestimable gamn 1
happiness and mantal harmony from the knowledge that
through certamn days 1n every cycle cortus may be enjoyed
unprotected by contraceptive devices

It must be realized, however, that such a switch over
from contraception to a safe period mtercourse 1s not
within the capacity of all couples If the intelligence of the
wife 1s not of a high order, high enough at least to enable
her to esumate the phases of her cycle, or if her pertods are
grossly wrregular, the use of safe-period mtercourse 1s to0
hazardous, and she and her husband should be urged to
depend on contraceptwves throughout the whole length of
the cycle Further conditions which may prohibit the use
of the safe period, temporanly or for good, are discussed
later 1n this chapter

Phystological Basis of the Safe Period

Perhaps the chief miting factor on the widespread use
of safe-pertod intercourse 15 that it calls for mntelligent
co operation on the part of the patients, based on a fair
understanding of the established facts about the events 1
the menstrual cycle The practitioner will find 1t con
venient to expound these facts m some such sequence as
the followng Furst, the patients must be assured that
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the human female ovulation occurs once m each cycle,
and once only There may mdeed be anovulatory cycles
(see page 79), but these excepted the generalization holds
true, and suggestions to the contrary—for mstance, Samuels’s
yiew that ovulation occurs twice mn each cycle—are entirely
agamst the weight of saientific evidence ‘Secondly, ovula-
tion bears a definite time relation to the onset of menstrual
bleeding, and 1s not stimulated, as 1t 1s n some ammals,
by the act of coitus According to some authorities this
generalization apples only where there 15 a settled mantal
relationship and not where couples are reumted after long
separation But although violent cortus could concervably
precipitate ovulation 1n a Graafian follicle about to burst,
1t seems unlikely that 1t could do so at other imes Never-
theless, the practitioner would do well to mention the
pont as a possible cause of fallure m some cases Thirdly,
he should explamn that 1n every cycle ovulation precedes
the onset of menstruation by fourteen days

‘The exposition of this third pomt cannot be too precise
Many patients have picked up the notion that ovulation
always occurs at the mud cycle, half way between the onset
of one menstrual period and the next This view 15 erroneous
and musleading, and can most effectively be dispelled by a
visual demonstration, 1n the form of simple line drawings,
of the events m cycles of different duration

A converuent method is to show 1n three hines of different
lengths—representing short, average and protracted cycles
—that ovulauon always bears the same time relanonshup
to the onset of the following menstruation Thus, 1
Fig 12, the top line (A) represents an 18 day cycle, the
mddle ne (B) a 28 day cycle, and the hottom hine (C)
a 35 day cycle, but in all cases there 15 a 14 day interval
between ovulation and the onset of the next penad
Ovulation does indeed occur mdway 1n the 28 day cycle,
but 1n the others there are considerable differences between
the pre- and post ovulatory phases (sometimes called the
follicular and luteal phases), the post ovulatory phase
being constant and the variations in length alwaps occurning
1n the pre-ovulatory phase

The patient 15 now ready to understand, what without
these prehminanies would be so perplexmg, why ovulation
time must be reckoned not by counting forwards from a
known date—namely the onset of the last period—but by
counting backwards from a date that can be assessed onlv
approximately—namely the onset of the next period
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Clearly, if all cycles were of precisely the same length
there would be no further problem But 1n fact cycles vary
in duration, 1f only by 2 day or two, even mn women who
are regarded as “quite regular” A range of variation of
four or five days 1s indeed by no means uncommon, women
who describe themselves as having a 28-day cycle some
times menstruating at intervals (from the onset of one
pertod to the onset of the next) as short as, say, 24 days
and as long as 32

Ov Mz
M LA
ov M2
" . B
Ov Mz
" . Iy
Fro 12

OVULATION IN AVERAGE LONG AND SHORT CYCLES

The three honizontal lines represent complete menstrual cycles The mtervals shown
by the intersecting lines represent days In cach cycle M1 stands for the first day of
menstruation Ov for the date of ovulation and Ma for the first day of the following
menstruation It will be seen that 1n all three cycles the post-ovulatory phase 1s the
same length—i ¢ fourteen days The vamations always occur in the first or pre
ovulatory phase

Assessment of the Safe Period

For any patient contemplating the use of safe period
mtercourse, the implications of these facts cannot possibly
be overstressed Before trusting herself to this complex
method she should keep a menstrual diary for at least six
months, and preferably longer In such a diary she should
record the onset and duration of every menstrual period, s0
that eventually she may obtan a very farr idea of the
duration of her shortest and longest cycles

The practical apphcation of this knowledge may be
made clear by a simple example Let 1t be supposed that,
at the end of six or more months, the patient finds that the
duration of her shortest cycle 1s 25 days and of her longest
cycle 30 days She may then reasonably assume, 1f her
menstruation begms on July 1st, that the one following
may be expected not earlier than July 25th (if the ¢y cle s
among the shortest) or later than July goth (if 1t 15 among
the longest) Counting back 14 days from July 25th would
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brng her to July 11th, and from July goth to July 16th
Tt follows therefore that ovulation will occur on any day
from July r1th to July 16th imnclusive, and this period must
accordingly be regarded as part of the potentsally fertile
phase of her cycle

But only a part For the ovum may remain fertihzable
for a day after ovulation, which would extend the poten-
nally ferule phase forward to July 17th, and sperms
emitted m the gemtal tract three days earlier may still retain
their capaaty for ferlizing the ovum, which would bring
the potentially fertile phase back to July 8th Thus, m this
particular 1nstance the narrowest himts_that may safely
be prescribed for the ferhile phase are from July 8th to
July 17th, although for extra security 1t 15 well t0 add a
couple of days at each end, bringing the hmts to July 6th
and July 1gth

If in this hypothetical case safe period ntercourse 1s the
sole precautionary measure, then the couple must be com-
pletely continent duning the whole of the period from
July 6th to July 1gth mclusive, but may enjoy unprotected
cortus from the cessation of the menstrual flow until July
6th, and then agamn from July 20th until the onset of the
next period For couples who use contraception there need
of course be no such period of enforced continence In their
case cortus should be protected 1n the ordinary way dunng
the fertile phase, but may be enjoyed wathout the usual
contraceptive precautions throughout the rest of the cycle

Temperature Records and Ovnlation Symptoms

An alternative method for estmating the fertile phase 1s
by means of the cyclical temperature records described on
page 82, or by taking special note of the mamfestations
of ovalauon—namely Matlelschmerz and ovulatory bleeding
or “spotting”—discussed on page 85 Any woman whose
cycheal temperature record 1s” of the type that offers
unambiguous evidence of the separation of the ovum, or
who has equally unambiguous Mattelschmerz andjor ovula
tory bleeding, maysafely assume that her cycle will enterupon
an mfertile phase three days later The three-day time lag
ensures the necessary margin of safety The safe pertod
estimated on this basis 1s necessanly more restricted than
that estimated on the basis of a carefully kept menstrual
diary Its total duration indeed, unless the couple are
prepared to take nsks which may prove unwarrantable,
extends only until the onset of the following period But 1f
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the periods are trregular, and particularly if the cycles
are very short, this restricted safe pemod 1s the more
dependable, being based on a direct cxpenience of ovulation
and not merely on an estimate of a range of dates within
which 1t will probably occur

The Practitioner’s Responsibility

The duty of the practitioner 15 at any rate clear If the
woman 1s unintelligent or over-confident he must warn her
agamnst attempting the method at all The over confident
type 15 easily recognizable It includes women who would
rather trust to their memory than go to the trouble of
Leeping a menstrual diary, or who state firmly that they
are quite regular and have a cycle of such or such a fength,
or who prefer to estimate the range of days withm which
their ovulation may occur by mental anthmetic rather than
by the slightly less fallible method of counting backwards
on the calendar

If the woman seems inteligent enough to heep a men
strual diary, but not so mtelligent as to be entrusted with
the calculations, the practitioner should advise her to send
the diary to him and let him make the calculations on her
behalf This system has lately been adopted, apparently
with success, at the Margaret Sanger Bureau m New York
Here the patients are mstructed to hand their menstrual
dianes to the chmic doctor and then to let him know at
once, by letter, the date of onset of therr menstrual flow
With this information before lim the doctor 1s able to tell
the panents, by return of post, when the fernle and
mfertile phases of their cycle will begm and end, thus
taking over a responsibiity which 1 private practice can
usually be left to the patients themselves

In dealing with mtelhgent and trustworthy women who,
by the duration and regulanity of their cycles, are constt
tutionally adapted to the method, the practitioner 1§
entitled to say that safe period intercourse offers as great
an expectation of success as do the contraceptive methods
recommended and taught in birth control chnics Like
these methods 1t must be correctly apphed, and like them
it admittedly has what has been styled an “inevitable
faulure rate’ (sce page 16g), but with'these reservations it
may be recommended as a substitue for contraception
(e g to Roman Catholics) or as an alternative to 1t during
the mfertile days of the cycle

For women who are prepared to use the more restricted
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safe pertod, the first duty of the practioner 1s to ensure
that they understand, and are prepared to follow, the
precise techmque of making cyclical temperature records,
and he must then scrutinize these records with a view to
deaiding whether they belong to the type that offers
unequvocal evidence of ovulation  Simularly, m advising
women with Muttelschmerz or “spotting”, the practitioner
must first dectrde whether these symptoms are unequivo-
cally present, and not as 1 some cases autosuggested, and
then, 1f the matter 15 beyond reasonable doubt, he must
still warn the women that the safe period must not be
assumed to begin until three days after the cessation of theirr
symptoms Ths safety margin 1s vatal, for there are reasons
to believe that the pain and bleeding may occur shortly
before the separation of the ovam and not synchronously
with this event

Contra mdications of Safe-penod Intercourse

Finally, patients must understand that there are circum-
stances 1 which they must on no account put therr trust
1 the safe penod as a method of avoiding conception
Some contra mdrcations have been mentioned already for
mstance, great menstrual wregulanty and the habitual
occurrence of very short cycles These contra mndications
are not necessarily absolute, however, for although they
mtroduce an additional element of nisk and uncertainty
they do not wholly rule out the practice of the method
under skilled medical supervision

But 1n some cases safe period ntercourse 1s wholly
mapplicable For instance, the techmque cannot be 1m-
parted 1o mentally subnormal patents, nor should 1t be
entrusted to those too feckless to fullow consistently the
directions essential to success The expenenced practitioner
can recogmze almost at a glance the pattents who may
and those who must not be taught the method It 15 well,
100, to regard the menstrual arregulanty that occurs at
about the ime of the menopause as an absolute contra
mdication, rather than to let the patient risk an unwanted
conception near the end of her reproductive hife

Difficulties sometimes anse from the occurrence of
amenorrheea, for instance after childbirth or muscarriage,
for mn this event the basis of the necessary calculations 1s
lacking And even when the periods start agam, 1t must
not be assumed that the cycles will be of the same length
as before The whole business of keeping a menstrual diary
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over a period of months must start afresh, the method not
bemng resumed untl the cycle has become fully re estab
hished and 1ts ran%e accurately calculable

Fmally, 1t should be borne tn mind that the character
of the cycle sometimes changes after ilness and 1n pertods
of mental stress, sometimes after 2 change of climate or
altitude, and occasionally without any obvious reason
The successful use of the safe period thus calls for a careful
record of menstruation throughout the whole of repro
ductive life If the cycles become longer or shorter, or if the
difference between the longest and shortest cycles becomes
greater or less than before, extra precautions must be taken
until the new rhythm has become well enough established
to be used as the basis of fresh calculanons

Summary and Conclusion

Safe pertod mtercourse 1s a permussible alternative to
contraception for Roman Catholics, and by some other
couples 1t may be used mstead of therr ordinary contra-
ceptive devices during the mfertile phase of the menstrual
cycle The sequence of phases 1n the cycle can be estimated
by a dnversity of methods of which three m particular can
be recommended to patients, as calling for intelligence and
care rather than recourse to special apparatus The first
15 by keeping a menstrual diary for at least six months,
but preferably longer, using the record m every cycle as 2
basis for calculating the range of days within which the
next ovulation may be expected The second 1s by keeping
a cyclical temperature record, looking out for the character
1stic notch 1n the curve that betokens the transition from
the pre-ovulatory to the ovulatory phasc (sce page 83)
And’ the third 15 by taking note of certam symptoms—
particularly abdomtnal pam (Muttelschmers) and shght
vaginal bleeding—which 1n some women marh the :mmt
nence of ovulation Whichever the method employed 2
margin of safety must be added to allow for the viabtlity
of the ovum for some hours after the rupture of the follicle
(say twenty-four hours) and for the viability of sperms mn
the favourable environment of the cervical plug (say three
days) This means that cotus three days before ovulation
and one day after 1t must be regarded as potentially fertile
and for added security yet a further day or two should be
added at both ends Dunng the fertile phase of the cycle
thus estimated, ordinary couples who wish to avord con
ception must use one or other of the combinations of contra-
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ceptive devices recommended 1n this section Roman
Catholic couples who wish to avoid conception must, 1n
this phase, exerase complete restramt

The efficacy of the method 15 subject to considerable
vanation, depending on such factors as the mtelligence of
the couple, the regulanty and duration of the cycles, and
the intervention of such factors, physical or emotional, as
are known to disturb established menstrual rhythms It s
completely contra indicated during periods of amenorrheea,
such as follow pregnancy or abortion, and must continue
so until, on the evidence of a carefully kept menstrual diary,
the rhythm has become completely re established and
predictable
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over a pentod of months must start afresh, the method not
bemg resumed until the cycle has become fully re estab
lished and 1ts range accurately calculable

Finally, 1t should be borne 1 mnd that the character
of the cycle sometimes changes after illness and m periods
of mental stress, sometimes after a change of chimate or
altitude, and occasionally without any obwvious reason
The successful use of the safe period thus calls for a careful
record of menstruation throughout the whole of repro
ductve hife If the cycles become longer or shorter, or if the
difference between the longest and shortest cycles becomes
greater or less than before, extra precautions must be taken
until the new rhythm has become well enough established
to be used as the basis of fresh calculations

Summary and Conclusion

Safe-period 1intercourse 15 a permussible alternative to
contraception for Roman Catholics, and by some other
couples 1t may be used instead of thewr ordinary contra-
ceptive devices dunng the mfertile phase of the menstrual
cycle The sequence of phases 1n the cycle can be estimated
by a diwversity of methods of which three 1n particular can
be recommended to patients, as calling for mtelligence and
care rather than recourse to special apparatus The first
15 by keeping a menstrual diary for at least six months,
but preferably longer, using the record 1 every cycle as 2
basis for calculating the range of days within which the
next ovulation may be expected The second 1s by keeping
a cychcal temperature record, looking out for the character-
1stic notch 1n the curve that betokens the transition from
the pre-ovulatory to the ovulatory phase (sec page 83)
And’ the third 1s by taking note of certain symptoms—
particularly abdominal pamn (Mittelschmerz) and shght
vagmal bleeding—which m some women mark the immi
nence of ovulation Whichever the method employed 2
margin of safety must be added to allow for the viability
of the ovum for some hours after the rupture of the follicle
(say twenty-four hours) and for the viability of sperms 1
the favourable environment of the cervical plug (say three
days) This means that coitus three days before ovu]atllon
and one day after 1t must be regarded as potentially ferts be
and for added security yet a further day or two should lc
added at both ends During the fertile phase of the cycle
thus estimated, ordinary couples who wish to av;_nd con
ception must use one or other of the combinations of contra-
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meet the different mechanical conditions that may be found
m the vagmna, the principles underlymg their application
are the same 1n all cases Correctly used, each type forms a
mechanical barner 1mperceptible to both partners but
preventing the direct emission of semen against the cervix
They are not intended to fit tightly across the vagina, but
rather by their presence to merease the distance that must
be traversed by the sperms on their way to the cervical os
When the Dutch cap 1s used the rubber, at least on the
cervical side, 1s covered thickly with a spermicidal paste,
when the cap 1s of the Dumas or cervical type, the paste
15 mtroduced also mnto the dome to about one-half of its
depth, 1n order effectively to protect the entrance to the
cervix For even greater secunty a spermudical suppository
may be mserted below the cap, either just before or just
after cortus If the cap 1s left 1n place for exght hours after
cortus 1t may be safely removed wathout the trouble of
douching, for by then there will be no active sperms left
1n the vagina

The average retail price for these appliances vares for
Dutch caps 1t 15 from 55 to 8s 6d , for Dumas caps, from
5s to 7s 6d, and for cervical caps, 33 6d The cervical
and Dumas and ordinary-weight Dutch caps may last
anything from nine months to three or four years, provided
that the cimate 15 temperate and that neither grease nor
vaseline 15 applied to the rubber In tropical climates, caps
may have to be renewed every three to six months, and
should be stored 1n powder 1n air tight tins

Care of Caps ——After use the cap should be washed with
soap and water, dried and put away 1 a box, ready for use
when tequired It 15 a common practice to cover the cap
with French chalk or powder, with the object of pre-
serving the rubber If this 15 done, 1t must exther be washed
again before use, or shaken free of the powder, for otherwise
an undesirable paste will be formed when the cap 1s used
agam Since these caps normally last as long as two or
three years and cost only a few shillings, the additional
trouble hardly seems worth taking Latex and some other
rubber caps do, however, last better if powdered C:

aps
which are used for fitting purposes should of course ge
washed and sterihzed by boiling

Method of Fitting

There are certain poimnts common to the fitung of all

caps which can convemently be considered together
N



CHAPTER SIXTEEN

THE PRINCIPLES OF THE
OCCLUSIVE CAP

UNTIL 2 new and easier method of contraception has been
discovered, some form of occlusive cap will remamn the
method of choice for most couplés It must be remembered
that the sheath, the only other harmless device which offers
a comparable degree of securnty, 1s unacceptable to so
many people that the use of a cap must often be the
alternative method And 1n fact, supplemented by a
chemical contraceptive, 1t 15 more commonly prescribed at
birth control clinics than any other contraceptive measure
or combination of measures

The technique of fitting occlusive caps 1s not difficult,
but very defimitely 1t calls for practical apprenticeship, and
the physician who wishes to ‘acquire the requisite skill 15
strongly urged to put 1 a few sesstons at a teaching chimie
Although a theoretical knowledge alone may suffice for
some cases, there are many which demand real experience
1 the choice and the fitting of the cap Details of post
graduate sessions with practical demonstrations can be
obtamned from the Famly Planming Association, 69
Eccleston Square, London, SW 1

The practitioner should reckon that to fit and teach a
patient the full techmque will take two consultations, the
first averaging a half to three quarters of an hour, the
second about a quarter of an hour In addion to the cost
of thus service, the patient will have to spend some g5 6d
on the apphance and the first supply of chemical contra
ceptives Poor patients, for whom such costs are prohibitive,
should be referred to the local mumicipal chime, if they are
ehgible on grounds of 1ill-health, or to the nearest clic
under the auspices of the Family Planning Association (see

Appendix 2}

Types of Caps and Principles of Application
Three types of caps are most commonly used 1n Bntain
the Dutch, Dumas and cervical (Figs 13, 19 and 22) But
although these differ 1n degall, for they are designed to
162
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reason the fitting chosen at the first consultation should be
regarded as provisional The question whether the size 15
correct should be decided when the patient returns with
the cap already tn place, at the next appowntment It 15
thus obvious that the practitioner will need a far supply
of old caps for fiting purposes These can be stenlized by
boiling, and the one that seems most suitable can be lent
to the patent for subsequent practice After her second
attendance, when the correct size has been chosen, the
patient should of course get a new cap for regular use

Tnstruction of Patient

Once the chowce of cap has been made, the patient
should be nstructed to feel 1t iz sify, and to withdraw 1t
from the vagina For a woman who 1s at all diffident this
may be the most difficult moment 1n the whole procedure
A sumple order such as “Now shde your finger well up the
passage and see 1f you can find the cap *, given 1n a voice
which shows that she 15 expected to do so promptly with
no further discussion, will be of great help to her, and
usually, once she has managed this, no further difficulues
will be encountered

‘When she has found the cap and learnt how to extract it,
she should be taught to feel for her own cervix This 15
usually eastest 1f she adopts a squatting or half kneeling
position, mamtaining 1t for the subsequent replacement of
the cap When the patient 1s 1n this position the mndex and
second finger reach well into the vagina, and if she bears
down shghtly, can usually locate the cervix quite easily
She should then be shown once or twice how to insert the
cap, how to make sure 1t 1s fitted correctly and how 1t feels
1f the position 13 incorrect Some patients find 1t easier to
fit a cap whule lying on a bed 1n the dorsal position Finally,
the vulva should be dned with a swab of cotton wool
and the patient allowed to wash her hands and to dress

The ease and celenty with which these instructions can
be carned out vary with the patient, but also with the
expenience and tact of the physician Some women are
strongly disinclined to examme the shape of the vagina
and cervix and can only do so without distress on the firm
assurance of the physician that this act 15 permissible and
necessary  Skill 1n handling difficult cases comes with
practice, but 1t 15 well to remember that 1t 15 precisely the
management of these cases that gives nterest to what can
easily become a monotonous routine
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Later, the details of the chotce and fitung of mdividual
caps will be explained The practitioner wil find 1t useful
to possess a full range of caps of every type and size The
mmtal cost of this equipment 15 roughly £6, and though
the onginal stock will perish 1 two or three years the caps
can be hoiled and used repeatedly for fitng purposes

The procedure m all cases 15 to take a Exll relevant
Iustory * A thorough pelvic exammation 1s then made,
including examination of the cervix, using a speculum and
a good light For the actual fitting, the patient should he
on the back, with the knees slightly flexed The coverlet
should reach well down to the knees so as to mmmize any
feeling of exposure Some experts prefer the S1ms posiion

It 15 not always passible to judge merely from the by
manual exammation which type of cap will be suitable The
Dutch cap has undoubtedly the widest apphcation, and 1t 15
a good practice to try this type first and only to go on to the
others 1f 1t 15 found unsuitable Since there are experts
who prefer the Dumas cap and some who prefer the
cervical cap, absolute superionty cannot be claimed for
any type * In fact there are patients for whom one or other
type 1s the only possible choice And for this reason alone
the practiioner will find 1t necessary to include all types
and sizes 1n his equipment

Before fitting the cap 1t should be well covered with a
non-greasy lubricant (such as KY jelly) or dipped m a
bowl of soapy water If a Dutch cap 1s used, 1t 15 often
advisable to nsert 1t without allowing the patient to see
the size beforehand As she 15 generally unaware that the
cap 15 1n place, this will go far to reassure her that, although
1t appears large, 1t will not cause discomfort During the
process of choosing a switable size, the patient may be told
that nexther she nor her husband should be able to feel the
cap If she seems unconvinced, 1t should be explained to
her that the gemstal organs lack the capaaty for fine
disciminative sensation, and she may be assured that the
great majonty of men and women are unaware of the
presence of an occlusive cap during coitus

As the teaching proceeds 1t will usually be found that the
patient relaxes tﬁc vaginal musculature, necessitating (in
the case of the Dutch and Dumas caps) the use of imncreas
ingly larger sizes Complete absence of vagmismus durug
a full pelvic examination 15 exceedimgly rare, and for this

ung clinic mvestigation showed that of 300 consccutive pau:ng’

1 teachs
6 w:Ar‘c%r:teelil ﬁihecaemcal caps and 43 with Dumas caps all the rest were fitted wii

Dutch caps
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and tone of the vagina Temporary descent of the cervix
. may sometimes confuse the patient and make 1t imposstble

to shde the Dutch cap mto the posterior fornix Fuliness of
the bladder or rectum may be equally a cause of confusion
to the inexpenienced patient To the physician 1t 15 often
disturbing to find how much a saggmng’ anterior vaginal
wall can, during movement 1n the erect posture, lower the
front portion of a Dutch or Dumas cap whach, mn the recum
bent position, has appeared to fit quite well To test the
adequacy of a cap 1n such cases 1t 15 necessary to see whether
two siraight fingers can, 1n any position, dx?lace 1t enough
to reach the cervix It 15 common to find at the second
session that a larger fitting 15 required, and it would thus
have been wasteful for the patient to buy for permanent
use a cap of the size fitted on the first occasion The patient
should also be ashed whether the cap 1s dislodged by
defiecation, as sometimes hapFens with the Dumas ca
This does not necessarily imply an unsuitable chorce, for
the cap 15 not designed to take pressure from the cervical
surface, but 1t 1s a pont, often with several others, which
should be dealt wath before the patient 15 finally dismussed

At the end of the first lesson the patient usually expresses
herself as relieved that the procedure has been so simple,
but 1f she still lacks confidence 1t 1s well to assure her that
the techmique 1s only a matter of knack which 1t 15 worth
learmng at once so as to have at her disposal a method
which can be used when necessary throughout her repro
ductive life In practice very few women are found unsurt
able for wearing a cap, and fewer still are unable to learn
the techmque of using 1t

The method 15 often adopted 1n spite of imitial severe
prejudice, for with regular use this nearly always becomes
mitigated and, on the patient’s own admussion, the trouble
of the method becomes neghgble Wath practice, the
msertion and removal of the cap become so rapid as to
wmvolve but a slight addition to tlgae daily toilet

General Directions to Patient

The woman may be mstructed to msert the cap either
Just before she requires 1t or, if she prefers, a few hours
previously This alternative 15 of the greatest value to
a woman who 15 diffident about any interruption at the
time of coitus or any ostentatious preparation when her
husband 15 present Such women may choose to nsert the
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Conditions which preclude Use of Cap

Very rarely the conformation of the vagina and cervix
may preclude the use of any sort of cap whatever The
commonest causes of this difficulty are

(1) Acute anteversion of the uterine body with a cervix
pointing backwards and a flat anterior vaginal wall

(2) Extreme laxity of the ntroitus associated with cysto
cele and for rectocele, particularly if the vagina 15 short and
the cervix badly spht

The use of the cap may also be precluded 1n cases
which the patient 18 very stout and has fingers too short to
reach the cervix

Occastonally a cap cannot be fitted on account of ex
treme vagmismus, and the best advice, 1f sexual hfe has
not yet been established, 1s that the husband should use 2
condom, 1n the hope that later on, 1f the vaginismus should
resolve, the fitting of a cap will not present any difficulty
In all cases of primary vagimsmus the use of 2 cap should
be discouraged Women with this condttion are invariably
hostile to methods involving the msertion of any apphance,
and 1f the cap chosen 15 of the Dutch type will often feel
discomfort from the pressure of the vaginal walls agamst 1t
It 1s true that a cervical cap may be more suitable, but
when the vagimal ntroitus 1s 1n spasm the woman seldom
finds 1t easy to reach her cervix

The Flrst and Second Consultations
At the first consultation 1t 15 generally suffictent for the
atient to learn how to sert the cap, leaving details of
1ts use, with other adjuvant methods, to be discussed at-the
return visit The patient should be told to practise putting
1 the cap several tumes, to wear 1t one night and to return
wearng it, but on no account to trust to 1t until after her
second consultation She should be told that there 15 no
need for her to be nervous about 1t when she 15 alone, for
if she finds the cap difficult to extract she can leave 1t for
a few hours and try agamn Some patients also need assur-
ance that the cap cannot possibly be lost, erther by falling
out or by getting up into the abdomen
‘When, as sometimes happens, the patient learns ra 1dly,
1t may be tempting to let her forgo the second lesson
which many patients feel sure they do not need But the
greater the experntence of the practitioner, the less Iikely 1s
he to consent to such a course In the first place, difficulties
are always hable to arise on account of the vanable shape
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cervical surface It 1s customary to advise a dose of at least
one teaspoonfitl of paste on the cervical surface so that the
entrance to the os 1s safely embedded 1n the spermtcidal
substance In cases in which the fit of the cap 15 not entirely
satisfactory or 1n which circumstances necessitate extreme
precautions, 1t 15 usual also for a contraceptive suppository
to be placed below the cap 1n order that the bulk of the
semen may be destroyed 1 the lower part of the vagina A
supposttory with a glycerine gelatin base 15 usually chosen,
but m some cases a dry foaming tablet may be recom-
mended (see page 151) The most usual procedure 18 to
msert the suppository a few munutes before cortus, but
women for whom this involves an objectionable interrup-
tion may prefer to leave this particular precaution until
immediately after cortus Ttis probable that the two methods
differ very httle in reliabihity

‘Whether a supposttory 15 used or not, the procedure
recommended 1s to delay the removal of the cap until at
least eight hours after intercourse If intercourse 1s repeated,
some hours later, an additional suppository may be used,
or more paste may be introduced }gy an applicator, the
eight hour period should take effect from the last coitus
Should this occur 1n the morning before nsing, the patient
will have to wear the cap for the first exght hours of the day
For some women this 15 quite moffensive but others experi-
ence considerable leakage and should either wear a diaper
or msert a small wick of cotton wool 1n the vaginal
onifice

Should 1t prove necessary or destrable to remove the cap
earlter than eight hours after coitus, etther on account of
discomfort or because of the chance of its being dislodged
by defiecation, or sumply because the patient dislikes keep-
g 1t 1, the vagina should first be douched thoroughly to
-ensure the destruction of all the sperms

It 15 difficult to make a statistical assessment of the
relative rehabihty of the variants that have been discussed
The type of patients, their mtelhigence, and ther abihity
to pay for their applances vary from practice to practice
and from climc to chmic It has been reckoned that an
occlusive cap used with an efficient spermicide erther
the form of a paste or suppository or both, and retained for
eight hours after coitus, will give an expectation of success
in the order of g6-08 per cent These 2-4 per cent of
failures must be regarded as the “mewvitable failure rate *
that may be expected m a group of women who have used
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cap regularly at bedtime, whether they expect to use 1t or
not, so as to avoid being unprepared on any occasion

In general, the use of the cap 15 easy and comfortable,
and no more harmful to the vagina than the use of a dental
plate 15 to the mouth Simple rules for 1ts removal and
cleansing are naturally important The cap should not be
worn longer than about twenty hours wathout bemng re
moved and cleaned, and preferably not so long 1f there 1
any pathological discharge

Traomatic and other Complications

It 1s remarkable how seldom occlusive caps produce
traumatic effects Occasionally they cause bleeding from
an erosion or appear to exacerbate a trichomonal infection,
and sometimes the chemical contraceptive used as an
adjuvant may produce an allergic reaction in the form ofa
transient vagimtis Quinine-sensttive persons may suffer
discomfort from the use of pessarzes contamnmng this sub
stance, and this applies as much to the husband as to the
wife
A very occasional complication, observed in pattents
who have recently learned the use of the cap, 1s an attack
of urethritis Shght pam and frequency are complamned of
for a few days, although the urine remains free of albumin
Alkabs should be prescribed and the use of the cap with
held until the symptoms have completely subsided It 15
difficult to know whether this syndrome should be classed
as a traumatic or as an infective urethntis It appears t0
be akin to the well known “honeymoon cystitis® which 15
not necessarily associated wath the use of contraceptives

No 1ll results appear to occur if the cap 1s worn for 2 few
hours dunng a menstrual period, though it 1s clearly
undesirable that 1t should be retamned for long m these
circumstances  Patients can usually have a cap refitted
during the fifth or sixth week of the puerperium

Supplementary Techmques

Expert opinions vary as to the supplementary techmques
that should be used with the cap, but 1t 15 agreed that
these may be adapted very widely to mndividual prefer-
ences Some supplementary precautiops are regarded as
essential, however Thus, 1t 15 recognized that no cap can
fit so accurately that sperms may not make therr way
round the mm, and accordingly a spermicidal paste ]t:r
jelly should cover the cap and be spread thuckly over the
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8 Caps should be washed with soap and water, and dried
They may be powdered with French chalk No ordinary omnt
ment should be applied, as rubber perishes if touched by grease
or vaseline

Most caps require renewal about once every two or three
years, rubber penshes with age, and more rapidly in tropical
chmates

Caps should be inspected from time to time to see that no
faults are developing When the rubber loses 1ts elasticity 1t 1s
time for a new caj

It 1s advisable that the fit of a cap should be checked occa
sionally This 1s particularly necessary m the case of newly
married women, and essential after each childbirth

For these return visits 1t 15 always desirable that the woman
should attend with the old cap already 1n position, preferably
having worn 1t for a few hours It 1s not possible for the doctor to
give an accurate judgement about a cap unless 1t has been worn
for a little while Please try to remember this fact!

It 15 adwisable that you should return in.._. _ months

It must be repeated that although these directtons
appear 1mposing on paper, the whole technique takes but a
few moments to apply, and, once acquired, soon becomes
automatic and unobtrusive to most women
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the method correctly, over a period of at least ten years
Where the method has been only partially or carelessly
used the expectation of failure 1s of course much greater
As a further safeguard agamnst carelessness or error the
main points of the techmque can be conveniently stressed
n written nstructions, which 1n private practice may take
account of vanations 1n procedure, but in clime practice
are usually stand-rdized i some such form as the following

Preliminary Instructions ~

Practise placing the cap and removing 1t, until you can do 1t
quite easily Cover the cap with the paste you have been given
before insertion  After use, wash the cap with soap and water
and dry carefully Some women who lack sufficient moisture
find that mtercourse 15 more comfortable if they are moistened
with a lubricating jelly The paste you have been given 1s very
effective, but 1t may not be sufficiently Iubricating for you
Ask the doctor 1f you would like an additional lubricant

Sleep with 1t 1n place, and notice if the cap causes any dis
comfort or becomes dislodged when the bowel 1s moved 1n the
morning Do not trust to 1t with your husband until you have
pard your second visit to the doctor

Return here with 1t already in position This 1s most unportant

Instructions for using cap, size -

1 Lubncate the vaginal entrance if necessary

2 Smear a little paste all over the cap, and apply the dose
of paste (at least one teaspoonful) to the upper surface Insert
at any convement time before use

3 If extreme precautions are needed a supposito
serted below the cap, either just before or just
course

4 The cap must not be removed untl at least exght hours after
intercourse, otherwise some of the sperms may still be active and
able to reach the womb If intercourse 1s repeated, the eight
hours must count from the last occasion 4

5 Very occastonally a cap will cause discomfort when the
bowel 15 moved, or 1f 1t 15 worn during the daytime In su
cases, the sperms may be destroyed by a thorough douche, and
the cap removed at any time The most efficient matenal for
douching 15 vinegar (a tablespoonful to a pit of warm water),
farling this, a lather of warm soapy water 15 most effective

6 A capshould never beworn longer than about twenty hours
without removal for cleansing If mtercourse 15 repeated fre
quently, 1t 15 convenient to douche and remove the cap without
waiting for the eight hours interval

Should a penod start whilst the cap 1s beng worn, blood

will collect into the cap, and eventually overflow No harm
wll result, and the cap may safely be removed at any time

may be
ter mnter
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most of the anterior vaginal wall are covered by the
diaphragm of soft rubber Usually the cap 15 mserted
\m{; the dome uppermost towards the cervix, the freer
edge of the nim being the more conventent for extraction

The size of the cap depends on the length of the vagina
and 1s generally greater m taller women The most usual
fittings for multiparous women tend to be from 75 to
85 mm, whereas 65 to 75 mm would be more usual
among nulliparous patients In cases of retroversion the
distance from the pubic bone to the posteror formix
becomes shorter, and even a multtparous woman may then
wear a cap between 65 and 75 mm 1 size

Fic 14. Durch cap correctly chosen Fic 15 Dutch cap unsuitably chosen.
and placed Note how the front nm b cap ngld sunu::zvngmz,
fits behund the pubic symphyss for the 11l Ettng front nm maght
it access to the upper (cervical) side
of the cap Probably a Dumas eap
could be used

Tt 15 customary to fit the largest s1z¢ which 15 comfortable to
the patient With practice this measurement can b{mughly
estimated at once, and the more correct fitng 15 postponed
until the second attendance when the patient wall have less
tendency to vagimsmus

The smtability of a Dutch cap for any patient depends
upon the shape of the vagmal cavity ‘and the support
which 1s afforded by the vaginal walls In many women the
vagina offers a small mche above the pubic bone nto
which the front im of the cap can rest



CHAPTER SEVENTEEN

DUTCH, DUMAS AND GERVICAL GAPS

THE DUTCH CAP

Tr1s cap 15 the best choice for most women Tt consists
of a crrcular spring covered by rubber which forms the nm
of the cap, across which 1s stretched a soft dome of rubber,
the diaphragm (Fig 13) It 15 made 1n eighteen sizes,
creasing 1n diameter by increments of 24 mm, from 50 to
g5 mm

Fio 13 Dutch cap m2e 7,

Dufferent makes of cap vary mn the stiffness and character
of the metal springs Most clinies employ a cap with a farly
stiff watchspring~ One modification only 1s available at
present, which 15 built on a spirally coiled spring, grvng a
more phable contour Ths 15 often preferred on grounds
of its appearance, and if the ordinary cap 15 uncom
fortable It 1s prescrsbed occasionally for nullipare It 15
not necessanly interchangeable with the stiffer—and
therefore more manageable—Dutch cap which 15 1n more
general use

The cap 1s fitted obliguely across the vagina, i the same
way as a crcular ring used for prolapse The back part of
the rim hes i the postenor formx, and the anterior part
reaches to the back of the pubic bone and hes within an
snch or two of the vagmnal onfice Thus, the cervix and

172
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The accurate fit of these caps depends on the tone of
the vagial musculature, a factor which vanes shghtly
from time to time After a debihtating illness or after chuld-
birth the cap should be refitted, and dunng the early
months of marriage it may require refiting once or twice
A patient fitted at the time of marnage should return for
refitting 1n three or four months, but after that 1t 1s pro
bable, though not certain, that the fiting will be suitable
untl after chuldbirth

The patient may feel disturbed at the front of the cap
being so near the vaginal entrance, fearing on this account
that 1t will be noticeable to her husband Actually this 1s
not so, for the pens enters further back in the vagina and
15 hiable to discomfort from the rim only when the cap 1s
too small

It 1s not rare to find that a Dutch cap does not fit closely
1 front, but leaves a slight gap on either side of the pubic
bone This 13 no contra mdication to its use, for semen 1s
not depostted aganst this part of the vagina

In patients with prolapse, who have to wear a supporting
ring, 1t may be possible to fit a Dutch cap with a rim just
shightly bigger than the nng itself With a httle care, the
cap can be removed and
replaced without any dis
turbance of the nng It 1s
said that the Dutch cap was
origmally made from a sup
porting nng, with a sheet
of condom rubber stretched
across 1t as a diaphragm

There 1s_one other way
of fitting a Dutch cap which
should be mentioned, al-
though 1t 15 but rarely em-
ployed A small size cap
(generally 50~60 mm ) can
be fitted mto the vault of
Fio 15 Dotch can whch " the vagmna, mDmuch the
10 16 Dutch cap which 1 too small same way as a Dumas ca;

A2 e fent bt P cxcept that the Dutch cap,

nught allow 2cces t0 the cerical sur - having a collapsible dome,

e cannot mantain 1ts position
m the same manner (Fig 16) There seem to be very
few cases in which this fitting 1s switable, and when it
has been adopted caps have been known tp drop out of
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Thus niche 1s not likely to be present if the patient has a
tendency to cystocele, and i some women the anterior
vagial wall slopes in such a way that there 15 no place
suitable for the support of the cap (Fig 15) In general
where the uterus 1s retroverted a Butch cap can usually
be worn, the front nm finding 1ts place rather high up
aganst the anterior vaginal wall

In cases mn which the anterior vaginal nall offers hitle
support for the nm of the cap (esther on account of its
shape or the presence of a cystocele), considerable expen
ence 1s required to decide whether the Dutch cap 1s suitable
or not The examining finger will find that the rim drops
i front, and although this may not be uncomfortable for
the woman, 1t 15 important to decide whether 1t can drop
50 much that the pemis may possibly enter between the
antenior vaginal wall m front and the cap behind In such
a case the cap should be discarded 1n favour of another
type, or a stff nmmed Dutch cap may be tried with the
dome downwards Used 1n the reversed positton the nm
has less tendency to sag downwards, and occasionally
patients with a shight degree of prolapse find actual comfort
from the support that such a cap can give In doubtful
cases the woman can be told that if she mserts the cap
when she 15 already in bed the front rim will stay up
sufficiently, but 1f she has been walking about since 1S
msertion she should remember to push the rm up when
she lies down

It has been argued that a large Dutch cap with a stiff
rm must mevitably tend to stretch the vagmal passage
It must be remembered, however, that the vagina 1s not
a hollow tube, but merely a potential cavity with the
antertor and posterior walls lymng i apposition The cap
Les flatly along this potential space, and mn this position
does not stretch the vagina as 1t would 1f 1t lay across 1t at
nght angles A large cap with a stuff rim will occastonally
cause discomfort to the vaginal walls, and very rarely
some women are consctous of nterference with muscular
contraction during cortus Sometimes a Dutch cap causes
discomfort when the woman 15 1 the upright position
The sensation, which 18 described as a vague achmng or
dragging pamn, 15 caused by prolapsed or tender ovarg:s
resting upon the cap, and 15 usually reheved at once bY
recumbency In such cases, if no alternative cap can €
used, the patient should be instructed to douche and remove

the cap directly she rises
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while the nght hand pushes the cap backwards along the
posteror vaginal wall mto the postenior formx The last
part of the cap to disappear must be pushed well up
behind the pubic bone (Fig 17)

Fio 17 Oze of the ways a patient cap hold a Dutch cap for its wserbon

In a farly large proportion of cases the cervix lies in
such a position that the cap can be pushed 1nto the an-
terior formx instead of the posterior one (Fig 18) To aveid
this, the patient should remember to direct the cap back-
wards towards the rectum, not upwards towards the
abdomen It 1s most umportant that she should understand
the difference between these two positions It 1s best that she
should check the position of the cap by feehng for the cervix
with her index or second finger, and thus make certamn
that 1t 1s covered by the soft rubber of the dome As 1t 1s
not possible for all women to reach the cervix, the alter
native guide 1s the position of the anterior nm of the cap
If the cap 1s correctly placed, the nm should be well up
behind tge pubis and comfortable if pushed on by the
ndex finger If incorrect, the anterior nm will be Jower
down, towards the entrance of the vagna, and usually
causes discomfort when pressed on One of the risks of a
small fiting Dutch cap 1s that these signs become less
marked, whereas with a big one the wrong position 15
generally obvious, both to the wife and the husband

In cases in which the cap has been wrongly inserted its
position can often be corrected by pulling the front nm
half-out, and then pressing the extracted portion upwards
towards the pubic bone This wall pont the postertor rim 1n
a more backward direction, and if the cap 15 pushed n
at this angle 1t may adjust wself correctly For such adjust-
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the vagina during ordinary movement, such as walking
When a cap used like this 15 m place, 1t tends to he
vertically down the axis of the vagina, so that the exam
ming finger (and therefore the penis) can equally pass
below 1t or above 1t, 1¢ on to the cervical side The only
advantages of the method are that there 15 no chance of
the cap pressing on the vagmal walls and the fact that
the woman prefers the Jook of a small cap to the big one
Nevertheless, only one or two expertsin this country emﬁ{g
tt, and some clime statstics of small fittings have viel
unsatisfactory figures

Some Advantages of the Dutch Cap

For most women 1t 15 the easiest cap to use, being the
quickest to adjust and extract

Once placed correctly there 1s absolutely no risk of 1ts
becoming dislodged during coitus, provided ahways that
the cap has been correctly chosen

It allows free dramnage from the cervix and s therefore
suitable 1f there 1s any tendency to erosion

The semen 1 the vagina 1s hept further anay from the
external os by this than by any other cap This gives 2
longer tme for the chemical spermicides to act before
the sperms could reach the external os

It can very often be used over a supporting pessary

Some Disadvantages of the Dutch Cap
In some women 1t may cause discomfort if worn mn the

daytime This 1s usually unnoticeable in the recumbent
position

Occasonally 1t may cause some discomfort during
defeecation, 1t may provohe urethritis by pressure, and 1t
may cause discomfort in women with vagimsmus or with
prolapsed or tender ovaries

By covenng the anterior vagmal wall it may whibit
coital sensation 1n the very small munority of women whose
vagnal responstveness 1s lrmuted 1o ths area

Where the vagina 1s short the husband may notice the

posterior rim

Insertion of Dutch Cap
The pz{lm’lt should be mstructed to hold the dome of

h upwards 1n the hollow of her left hand The nm
:s :qfxaegzeg together 1n the centre between the thumb and
first finger and supported thus agamnst the vagmal onfice,
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while the nght hand pushes the cap backwards along the
postenior vaginal walfJ mto the posterior formx The last

art of the cap to disappear must be pushed well up
Ee}und the pubic bone (Fig 17)

Fro 17 One of the ways a patient can bold a Dutch cap for 1ts nserton

In a farrly large proportion of cases the cervix lies m
such a position that the cap can be pushed mto the an-
tenor formix instead of the posterior one (Fig 18) To avold
thus, the patient should remember to direct the cap back
wards towards the rectum, not upwards towards the
abdomen It is most important that she should understand
the difference between these two positions It1s best that she
should check the position of the cap by feeling for the cervix
with her index or second finger, and thus make certain
that 1t 15 covered by the soft rubber of the dome As 1t 1s
not possible for all women to reach the cervix, the alter
native guide 1s the position of the anterior rim of the cap
If the cap 1s correctly placed, the nim should be well up
behind the pubis and comfortable if pushed on by the
ndex finger If incorrect, the anterior nm will be lower
down, towards the entrance of the vagina, and usually
causes discomfort when pressed on One of the risks of a
small fiting Dutch cap 1s that these signs become less
marked, whereas with a big one the wrong position 15
generally obvious, both to the wife and the husband

In cases 1n which the cap has been wrongly mserted 1ts
position can often be corrected by pulling the front nm
half-out, and then pressing the extracted portion upwards
towards the pubic bone Thiswill pomnt the posterior rim 1n
a more bachward direction, and 1f the cap 1s pushed
at this angle 1t may adjust stself correctly For such adjust
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ment of position a stff-rimmed cap with a watchspring 1s
better than one with a spiral rim, for this 1s too yreldimg

It 15 not unusual for 1 woman to find that there are
certun days m the monthly cycle when the cap 1s more
difficult to msert than others Usually these are shortly
before the menstrual period It appears that the uterus hes
lower than usual at these
times, with a consequent
tendency for the nnterior
formx to be more accessible
than the postertor formix
The direction of the cap
into the wrong fornix 1s the
only nustake likcly to arse
from the use of this method,
and until the patient 1s en
tirely farmbar with 1t she
should always attempt to
locate the cervix and make
sure that 1t 1s covered by
the rubber of the dome

Extraction of Dutch Cap

The extractionofa Dutch
cap 1s generally easy The
index finger should hook
down the antemor nm,
pressing 1t agamst the back

of the pubic bone An alternative metho
the anterior rim by grippmg 1t between t

index and second fingers

When the watchspring type of Dutch caf)
may be found to be shghtly out of the circula
drawal It should be pressed back into a crc

been washed and dried

Fra 18 Dutch cap wmeorrectly placed
The rim has been caught in the antertor
fornex and would probably cause discom
fort to both husband and wife Ths 13
the only mistake bkely to occur with thi
cap o with a Dumas It can be pre
vented by careful location of the cervix

d 15 to extract
he tips of the

1s used the rim
r after 1ts with
le after 1t bas

THE DUMAS CAP

This cap 15 mntended to fit mto the vault of the va
reachng from the antenor to the posterior fornix,
thereby covering over the cervix
Since the dome of the cap 1s stu
from below by the bulging m of the vaj
some wstances 1t adheres to the vag
The Dumas 1s considerably smaller

na,
Eand

ff, the cap 15 supported
1nal walls, and 1n
1nal vault by suction
than the Dutch cap
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It has no metal spring and 1s made of thick rubber at the
edges, but_of thunner rubber m the centre of the dome
(Fig 19) Four sizes are used, small, medium, large, and
extra large, and two types are available one 1 a pliable
soft rubber, the other 1n a firm white rubber The latter 15
very suitable for staying up 1n a prolapsing vault (Fig 20)

Fic 19 Dumas cap sz large

In general, this cap 15 unsuitable where the cervix 1s
large or pointed, as the dome 1s not deep enough to contamn
any but an average cervix It should not be worn over a
flat cervix or over one which 1s pointing backwards or 1s
even at nght angles to the axis of the vagina, for n these
conditions the cap 1s hable to become dislodged by the
pems (Fig 21)

In all cases, 1t 15 necessary for the woman to come
weanng the cap before the fitting 15 passed as correct, for
2 spasm of the vaginal muscles may make this cap appear
an excellent choice, whereas subsequent relaxation may
leave 1t totally unsupported

Some Advaniages of the Dumas Cap

It 1s particularly suitable for cases of prolapse with
cystocele, rectocele, or both, especially 1f the vagina 1s short

Less of the vaginal surface 15 covered by this than by a
Dutch cap

Discomfort 1s very seldom caused to the woman by this
cap, even when worn 1n the upright position

Some Disadvantages of the Dumas Cap
It 15 sometimes difficult to msert correctly and to extract
It may occasionally become dislodged during coitus
It may be dislodged during defiecation, but 1f necessary

most women learn to Leep the cap m position by steadyin
1 with the fingers PP Y e
N
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The stiffer type of Dumas 1s sometimes uncomfortable for
the husband

Insertion of Dumas Cap

The patient 15 mstructed to squeeze the sides of the cap
together with the hollow facing upwards, and to push it
thus 1nto the vaginal onfice The anteror part of the cap
1s then pressed upwards until 1t moves mto the antenor
fornix, the back part automatcally passing over the cervix
mto the posterior fornix It 15 necessary that the patent
should feel round the vault of the vagina, to make sure
that the cervix 15 not uncovered

Fic 20 Dumas cap correctly chosen  Fic 21 Dumas cap unsuitably chosen
and placed Tt would probably be dislodged by the
husband

Extraction of Dumas Cap

Extraction of this cap 1s best effected mn the half kneeling
or squatting position, either by dislodging 1t from the fornix
with the night index finger hooking down the left posterior
quadrant of the cap, or by pressing the ball of the thumb
backwards on the antertor rm Once the cap 15 dislodged,
1t can be pulled out quite easily by the finger Extracuon
will be facilitated 1f the vagina 1s shortened by the patient
<bearing down”’, but 1f necessary a loop of fine tape may
be threaded through the edge
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THE GERVICAL OR “PRORAGE” CAP

This cap 15 designed to fit on to the cervix stself, and 15
independent of support from the vaginal walls It has a
firm, rolled rubber mng and a thimble shaped dome
(Fig 22) 1ts fame has been made world-wide by Dr Mane
Stopse, who has advocated 1ts use for many years

Seven sizes are supplied, 00, o,
o}, 1, 1}, 2 and g They are some-
times made with a small tag to
facilitate extraction, but m most
cases this 15 unnecessary Since 1ts
position does not depend on the
vagmal musculature—which 15 a
vartable factor—there 15 little Itke-
lihood that a refitting of the cap
will become necessary except after

childbirth

Fip 22 Seracal cap size 1 This cap can be recommended

only when there 15 a well formed
cervix, with no tear reaching to the base of the cervical
tissue  As with the Dumas cap, 1t 15 contra mdicated
1f the axis of the cervix 1s at nght angles to the vagina, as
1t 15 then hable to be dislodged by the pemis (Fig 23)
It 1s most suttable where the uterus 1s retroverted and the
cervix presents in the axis of the vagma (Fig 24)

The cap 1s not intended to fit the cervix exactly The nm
should normally hie round 1ts base and the dome should
extend further than the cervix, this surplus bemg for the
reception of the cervical and utenne secretion, and of a
contraceptive omtment When the cervix 1s shallow, this
surplus may be excessive and tend to cause displacement of
the cap by the pems In such a case, the same sized cap can
be fitted, but with a shallower dome

The physical effects of this cap have been much dis-
cussed Theoretically, 1t might be expected that a un tight
enough to grp on to a shppery comcal cervix would
nterfere with the blood suppr to the part And this does
happen on occasion, for after removal of a ¢ap a tem-
poranly constncted ning on the cervix has been observed
both by the patient and the physician Nevertheless, cervices
wihich have been treated m this way for many years are
found to be i a perfectly healthy condition In general,
a cap fitting at the base of the cervix with an ample surplus
of dome 15 Iikely to be nnocuous
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In spite of the fact that cervical caps may adhere tightly
they can allow excessive secrenon from anside to escape
round the edges Thus, patients have been known to forget
about the cap and find 3t sull mn place after a normal
menstrual period, apparently with no 1l effect

Fia 23 Cervical cap unsutably  Fra 24 Cervical cap correctly chosen
chosen” Tt would probably be dis and placed
lodged by the husband

Some Advantages of the Cervcal Cap

1t takes up less room than any other cap, and leaves the
maximum exposure of the vagial walls

It 1s the only cap that a waman can buy for herself with
a fair chance of getting a correct fit

It 1s hardly ever uncomfortable 1 use

It may sometimes be employed m cases of prolapse,
particularly where the cervix 1s very long

Some Disadvantages of the Cervical Cap

It 15 very difficult for some women to adjust

Unless the slant of the cervix s entirely smitable, the cap
15 hable to be dislodged dunng cottus

Some cervical secretion tends to collect within the cap,
and this 15 undesirable if there 15 a tendency to cervicitis
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With this cap the pool of semen hes nearest to the
cervical os, thus providing a shorter journey for the sperms
than do larger types of cap

Insertion of the Cervical Cap

The cap 15 held by the patient between two fingers and
mserted with the hollow igcmg upwards Once nside the
vagina 1t 15 pushed up until 1t reaches the cervix and
encloses 1t The cervix should always be located bulging
through the surplus rubber of the dome and the rim of the
cap should be pressed well on to the cervical base

Extraction of the Cervical Cap

When the cap 1s to be removed, the patient should
attempt to hook off the nm wath the tip of her finger, rather
than pull on the dome or on the tag which 1s attached to
some caps It 1s believed by some that prolapse and retro-
version may be caused 1n women who repeatedly subject
the cervix to a strong pulling action In any case, the
suction can usually be relaxed first by the finger before
extraction of the cap

Rigrd Cervical Caps

A modification of the cervical cap should be mentioned
here, although 1ts use 1s not generally to be recommended
It has been the custom on the Continent to fit women with
small metal caps—much hke a thimble—which are placed
on the tip of the cervix, and adhere there by suction
The cap 15 usually mnserted by the physician at the end of
menstruation, and displaced by the patient herself when
the pertod begins The practice appears most questionable,
and such caps are little employed i this country Yet
patients are met with who have used them successfully for
many years and who yet present a perfectly healthy-
looking cervix

A vanant of this cap, made of cellulord and shaped like
a small bow], 1s being used 1n Russia An English physician
who saw this method 1n practice was surprised to note that
the cervices were on the whole remarkably healthy It 15
there the custom for women to attend the factory clinic
weekly by apportment and for the physician m charge to
remove the cap and apply another stenlized one 1n 1ts
place The device seems to be about as effective as the
ordinary removable occlusive cap



184. PROBLEMS OF FERTILITY IN GENERAL PRACTICE

Vagmal Sponge

One further method remains to be mentioned—the use
of a vaginal sponge 1 heu of an occlusive cap It has been
taught that this method 1s easy for a woman to apply
herself, and that she should 1n addition soak the sponge
some sgermlmdal solution or paste In actual fact, even
when chosen and fitted by an expert, 2 sponge seldom proves
effective m occluding the cervix When a small sponge 1s
chosen, the stretching of the vagina, combined with the
coital movements, tend 1nevitably to dislodge 1t mnto one of
the fornices If the sponge 1s too big to be dislodged, 1t wall
almost invariably cause dyspareuma to both partners

It 15 probable that even an indifferently fitting cap gives
better protection than a sponge, so that the indications for
this appliance are very limited

Summary

Many small details may be added to the above general
outhne” Different makers provide modified types of cap
(Vimule, Matrisalus, Hollow-rimmed cervical, etc ) all of
which have thetr accasional uses There are many modifica
tions of techmque, also, which can be appled to different
couples and which make contraceptive mnstruction by 1o
means as “mechanical” as 1t mught appear The practi
tioner who 1s imnterested 1n sexual disorders and the psy
choneuroses will find additional values 1n the work

In spite of the fact that there are some 160 clinics 1n this
country which provide birth control advice, there are not
nearly enough yet to meet the health requirements of the
community Nor are there at present enough practitioners
expert 1n_the necessary techmique Unless some new :mf
simpler form of contraception 1s devised, this field ‘1)
medicine 1s hikely to present an opening particularly suitable
for the married woman doctor who may be unable to meet
the demands of more active general practice
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INTRA-CERVICAL AND
INTRA-UTERINE APPLIANCES

Intra-cernical Apphances

The 1ntra cervical appliances are made 1n several shapes
and usually of gold or gold plated metal They compnse
stems, studs and Y shaped devices known as wishbone
pessartes (Figs 25 and 26) which are all used m the same

Fic 25 Intracervical stud pessary  Fic 26 Intracervical wishbone pessary

way—namely, inserted 1 the cervical canal to reach, in
some cases, beyond 1t to the body of the uterus, with the
object of preventing nidation of the fertilized ovum The
fact that such an apphance, once 1 place, calls for no
special care on the patient s part, makes 1t a very tempting
one to use But unfortunately its presence m the cervical
canal 1s fraught with such danger that there can be no justifica-
t1om_for 1ts empl. m any cr For one thing the
apphance, being partly intra vaginal, forms 2 ladder along
which mfection can pass readily through the cervix beyond
the normal barrier to mfecion—the internal os—into the
body of the uterus Secondly, the faction of the metal
185
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agamst the tssues of the cervical canal may be carcinogenc
~—and tndeed cases of carcmnoma growing round the stem
of a wishbone pessary have actually been recorded The
apphance has been responsible for many deaths and for
some 400 cases of utenne mfection (sometimes of perfora
tion) reported m medical literature

Intra uterme Apphances

A distinction must be made between the mtra cervcal
apphances described above and the Grifenberg ring which
15 wholly intra uterine
Thas aﬁphancc couststs of
a small ning of sprally —_—
cotled silver or go)g wire N
which 13 1nserted mto the
utenine cavity —with or
without anwsthesia — and
1s retamned by the woman,
often for many months
(g 27)

When this device was
first antroduced it was
hoped that 1t would prove
an wdeal contraceptive Fig 27 Grifenberg ning wa uterus
Bemgentwrelymtra-uterine
1t was not lthely to spread infection from the vagna or
cervix mto the body of the uterus, and, swce the mucosa
with which 3t was 1 contact was cast off and renewed m
every menstrual cycle, there seemed httle possibility of 1ts
producing a cargnomatous reachion 4

In practice, however, the method has often prove
unsatsfactory and sometimes dangerous The msertion o
the ning 1s followed m many cases by menorrhaga an
dysmenorrheea, 1ccompanted only too often by subacute
mfictions of the uterus and tubes Acute salpingiis may
occur even in healthy nullipar, and dangerous compht
cations often ensue 1 women who have previously had a
pelvic infection or who develop gonorrheea wlile the ring
1s 1 siie Such nfection has been known to ncccssxtstc
hysterectomy Obwiously a method which may cause en czi-
metritis, salpmgitis and even perttomts must not be use
for women whose child beaning still Lies ahead of them "

It 15 also noteworthy that 1n about ene case i eight thc
rmg 1s ggected from the uterus, occastonally zvxthglf{f:als c:
patient’s knowledge, and that in a high proportion
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(about one 1n four) 1t has to be removed because of uterine
cramp Moreover, about five per cent of the women found
suitable for the ring become pregnant notwithstanding its
presence—a very high falure rate for so elaborate a
method The pregnancy i such cases may end 1n abortion,
but sometimes proceeds to term without apparent ill effect
to mother or child
In spite of 1ts grave disadvantages the use of the Gréfen
« berg ning may perhaps be justified 1n one type of case—
namely, where contraception 1s imperative, but the hus
band and wife have a strong emotional bras agamst
any other method For such a couple the msertion of a ning
may make the difference between continuing the marriage
or actual separation, but even then the method may be
prescribed only 1f the genital tract 15 completely healthy
and only if the woman fully realizes that the presence of
the ring 15 nether free of nisk nor a complete safeguard
agamnst conception It cannot be too strongly emphasized
that for a nulliparous woman the chowce of such an
appliance 1s wholly unjustifiable



GHAPTER NINETEEN
THE PRE-MARITAL CONSULTATION

It 15 smpossible to suggest an exact routine for pre mantal
contraceptive advice, for each couple presents an essen
tially individual problem All that need be said 1s that the
hysician accustomed to giving advice of thus sort quickly
earns to estimate the probable difficulties of the patient,
and perhaps even of tEe other partner, merely from the
hearsay evidence provided at the consultation

The request for such pre-mantal mstruction usually
anises from the deciston of the couple to postpone the first
{)Iregnancy untll they have been married for a winle

ery often, before the consultation, they will have formed
therr own views on whether the responsibility for the
necessary precautions should fall on the male or the female
partner

If, as 1s usual, the man has the greater self confidence
and experience, the use of the sheath may be recom
mended, but should he have a strong prejudice agamst
this method, 1t 1s unwise to urge 1t upon him Similarly, 1t
should be avoided for men who, ike so many entering
upon marnage, are concerned about their potency and
feel mcreased anxiety at the prospect of using a sheath,
and also for men who, lacking previous sexual experence,
are likely to find the method exacting

For the many couples who are ancous to keep thetr
sexual relationship unhampered by difficulties of contra-
ceptive techmique, the occlusive cap will usually prove
more acceptable than the sheath When the woman 15
willing to undertake the contraceptive precautions, there
18 o reason why she should not learn to use a cap, provided
that there 15 time before marriage for her to do so, and
provided also that she and her future husband are willing
to permit widenmg of the hymenal opening by a Dittle
gentle stretching To some women this suggestion proves
repugnant, but to others the assurance that there need be
no rupture of the hymen to cause pamn during the first
cortus brings great relief Many women havean exaggerated
fear of the pain at deﬂorau%xg, and can be spared suffering

1
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both 1 contemplation and 1n fact if the hymen 15 fully
stretched before marnage

Stretching of the Hymen

The procedure 1s stmple and, given enough time, most
women can carry 1t through without pamn or shock
An 1nterval of three or four weeks before marnage should
generally suffice

Although the possibility of dilating the hymen may be
discussed with engaged couples, 1t should never be urged
upon them and never recommended without the full agree-
ment of both partners

In any given case, an examination of the woman s
necessary, for the size and thickness of the hymen vary
considerably Complete absence of the hymen s by no
means rare, whereas at the opposite extreme 1t may be so
thick that penetration by natural means could hardly be
effected In such cases the value of prehminary stretching
or, more rarely, even of hymenectomy, may be very great
A woman who experiences severe pam which 1s repeated
each time coitus 15 attempted may sustan an emotional
trauma much greater and more lasting than the physical
one

Some women enter upon marnage with a great anxiety
about a possible ijury with loss of blood during cortus,
and in consequence may suffer vagimismus and dyspareunta
long after the defloration has been effected The treatment
of dyspareuma has been described i Chapter 2, but 1t 15
well to reahze that the condition can often be prevented
by previous dilatation of the hymen It 13 by no means
rare to come upon couples who have been marned many
months or even years without achieving full coitus In
such cases, the woman should be reassured and shown
how she herself can dilate the openng, for patents with
dyspareurna generally bear self mflicted pamn more easily
than that which 1s caused by another person

Stretching of the hymen may be undertaken for a few
minutes every day It can be done most conventently 1n
the half kneehing position, and when bathing The ndex
finger, lubricated with ontment, locates the opemung and
the up of the second finger 15 then nserted beside 1t
Inward pressure of the fingers in thus way very soon dilates
the opening, and, after a few attempts, the tip of the thurd
finger can also be mtroduced When the opening 15 large
enough to admut three fingers, 1t 15 almost certain that the
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It 15 1mpossible to suggest an exact routme for pre mantal
contraceptive advice, for each couple presents an essen-
tially indrvidual problem All that need be said 15 that the
thsman accustomed to giving advice of this sort quickly
earns to estimate the probable difficulties of the patient,
and perhaps even of tl};c other partner, merely from the
hearsay evidence provided at the consultation

The request for such pre mantal mstruction usually
arises from the decision of the couple to postpone the first
g’regnancy until they have been marned for a while

ery often, before the consultation, they will have formed
therr own views on whether the responsitbiity for the
necessary precautions should fall on the male or the female
partner

If, as 15 usual, the man has the greater self confidence
and expenence, the use of the sheath may be recom
mended, but should he have a strong prejudice against
this method, 1t 1s unwise to urge 1t upon Exm Sunularly, 1t
should be avoided for men who, like so many entering
upon marnage, are concerned about therr potency and
feel mcreascdg anxety at the prospect of using a sheath,
and also for men who, lacking previous sexual experzence,
are likely to find the method exacting

For the many couples who are anxious to heep ther
sexual relationship unhampered by difficulties of contra
ceptive technique, the occlustve cap will usually prove
more acceptable than the sheath When the woman 15
willing to undertake the contraceptive precautions, there
15 no reason why she should not learn to use a cap, provided
that there 1s time before marnage for her to do so, and
provided also that she and her future husband are willing
to permit widening of the hymenal opening by 2 httle
gentle stretching To some women this suggestton proves
repugnant, but to others the assurance that there need be
no rupture of the hymen to cause pain dunng the first
contus brings great relief Many women havean exaggerated
fear of the pam at deﬂorau%x;}, and can be spared suffering

1
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1f, however, dilatation of the hymen 15 impossible, either
because one of the partners dislikes the idea, or because
there 15 not enough time to permut adequate stretching
before marrage, the couple must be advised that, apart
from the use of a sheath, there reman but two possible
methods the use of contraceptive suppositories or the
practice of withdrawal Sanction of the latter for more
than a very short period 1s mamfestly undesirable (see
page 134), but where the practice 15 combined with the
use of 2 suppository 3t may confer very adequate temporary
Erotcctlon until the hymen 1s stretched and sufficiently

ealed to permut the fitting of a cap Thesuppository recom
mended 1n such ctircumstances may sometimes with advan
tage be of the type with a cocoa butter base, for 1ts shape
and suff consistency make 1t easier to msert than a supposi-
tory with a gelatin base All spermucidal preparations are
lLiable to cause smarting of a torn hymen, but this 1s not
usually severe enough to contra indicate their use

Summary and Conclusion

For many couples a pre mantal consultation 1s of mest-
mable value It enables the practitioner to forestall any
sexual difficulties that may arise and to assess the form that
his advice should take on the subject of contraception In
many cases he may judge that the @sthetic difficulties of
contraception would loom so large that the couple would
be better advised to perrmt a pregnancy to occur i the
normal way and to postpone contraception unul the sexual
relationshup has been well established It should be borne
m mund that of the patients who come for pre mantal
contraceptive advice only a small minonity wish to avord
parenthood altogether The majonty desire merely to
postpone pregnancy either for a few months or unul such
time as they have gamed sufficient economic stabihity for
the reanng of children or until they can be adequately
housed

Nevertheless, the practiioner must face the fact that,
only too commonly, couples who have learned a rehable
method of contraception become so well adapted to the
1dea of avoiding pregnancy that they are liable to put off
the attempt to start a famly until ther fertility has become
greatly diminished or until they both feel * too old * for
such a venture In warmng patients of such mususe of
contraception by nulliparous couples, he should bear m
mind the fact that some truly maternal women avoid



160 PROBLEMS OF FERTILITY IN GENERAL PRACTICE

woman will experience neither pamn nor bleeding durng
cotus, and that she wll be able to use an occlusive cap if
she should so desire

In exceptional cases 1t may be necessary to perform this
operation surgically If the hymen 1s not too thck, forcible
stretching, which wsually entalls teanng can be carmed
out under gas anzsthesia Subsequent pamr and bleeding
should be negligible, and the patient can usually return
home within an hour or two When the hymen 1s really
thick, as 1t 1s 1n some muddle-aged women, 1t mav be wiser
to incise 1t m three or four places and tie any bleeding
ponts with catgut higatures This operation can be per
formed under local anzsthesia, but if the woman 1s nervous
a general an@sthetic should be given, followed by a day’s
rest n bed In every case 1t 1s best to allow as long an
mterval as possthle before marriage, but when catgut
Ligatures have been used an 1nterval of at least three weeks
before cortus 1s desirable

Some patients, and possibly some physicians too, are
opposed to stretching of the hymen on the grounds that 1t
15 not a strictly natural process, and this objection may be
made on physiological or on psychological grounds Some
authonities, however, hold that pamn and bleeding on the
consummation of marriage are not 1n themselves natural,
for 1f the first cottus occurs at the physiologically correct
time—that 1s, at puberty—the hymen 1s so yielding that
pan 15 almost never experienced <

The emotional objections may occasionally be so strong
that, although the patient wishes to undertake the opera-
tion, she 15 unable to bring herself to 1t This aversion t0
touching the genttaha 15 not of course mnate in hutman
beings, as can be scen by the spontaneous behaviour of
mfants and very young children of both sexes But early
traimng, particularly 1n the Victortan tvpe of nursery, 1
s0 harsh and so wmpressive that few children arrive at
adolescence without somie fear or gult assoce ed with
sexual matters The adult frequently interprets these feel-
sngs i terms of distaste, rather than in the more childish
terms of fear and gwlt, and although mhibitions which
have been caused by severe traiung cinnot be fully over-
come, by reason, 1t often helps the patient if this basis o
the difficulty 1s explaned She may then understand that
some of her Ifelong prejudices are no longer vald, and
that they should have no plice at alln the normal marnage

relationship
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If, however, dilatation of the hymen 15 impossible, either
because one of the partners dislikes the 1dea, or because
there 15 not enough time to permit adequate stretching
before marriage, the couple must be advised that, apart
from the use of a sheath, there remamn but two possible
methods the use of contraceptive suppositories or the
practice of withdrawal Sanction of the latter for more
than a very short pertod 15 mamfestly undesirable (see
page 134), but where the practice 15 combined with the
use of a supposttory 1t may confer very adequate temporary

rotection until the hymen 1s stretched and sufficiently
ﬁealed to permut the fitting of a cap The suppository recom
mended 1n such circumstances may sometimes with advan
tage be of the type with a cocoa butter base, for 1ts shape
and stiff consistency make 1t easier to msert than a suppost
tory with a gelatin base All spermicidal preparations are
Liable to cause smarting of a torn hymen, but this 15 not
usually severe enough to contra mdicate therr use

Summary and Conclusion

For many couples a pre mantal consultation 1s of mest1
mable value It enables the practitioner to forestall any
sexual difficulties that may anse and to assess the form that
his advice should take on the subject of contraception In
many cases he may judge that the @sthetic difficulties of
contraception would loom so large that the couple would
be better advised to permut a pregnancy to occur 1 the
normal way and to postpone contraception until the sexual
relationship has been well established It should be borne
n mnd that of the patients who come for pre marital
contraceptive advice only a small mmonity wish to avod
parenthood altogether The majonty desire merely to
postpone pregnancy either for a few months or unul such
time as they have gamed sufficient economic stabihity for
the reanng of children or until they can be adequately
housed

Nevertheless, the practitioner must face the fact that,
only too commonly, couples who have learned a rehable
method of contraception become so well adapted to the
1dea of avoiding pregnancy that they are hable to put off
the attempt to start a family until their fertility has become
greatly dimimshed or until they both feel ¢ too old’ for
such a venture In warmng patents of such msuse of
contraception by nulliparous couples, he should bear m
mind the fact that some truly maternal women avoid



192 PROBLEMS OF FERTILITY IN GENERAL PRACTICE

pregnancy only because their husband 1s not sufficiently
encouraging, and may even beheve that to press for
children 1n such circumstances would be “selfish” In most
cases the best advice to the couple 1s that they should start
a pregnancy within the first year or two of marnage In
this pertod the husband usually finds 1t easter to be unselfish
than mn later years, when the first “bemng m love”” may have
abated Most women are receptive to such advice, partt
cularly if they are reminded that therr fertility s quite
unproved and that delay, should they happen to be sub-
fertile, may be harmful If for nothing else, the pre mantal
consultation 1s of value i affording the practiioner an
opportumty for instilling a realistic and responsible attitude
to the use of contraceptives and to parenthood

In conclusion, a word may be said about the apparent
capriciousness of some patients, who, while declaring that
pregnancy 1s the last thing they desire, bebave so carelessly
with therr contraceptive applhiances that a pregnancy does
1n fact result at once There are women who repeatedly
concetve 1n this way, therr behaviour being apparen y
mfluenced by conflicting desires for the attamment and the
avoidance of pregnancy
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CHAPTER TWENTY

GENETICAL PROGNOSIS AND ADVICE
by
H KALMUS, M D (Prague), Sc D (Prague)
Lecturer 1n the Galton Laboratory Unwersity College, London

Anv attempt by a non climcian to give advice to physicians
about their job needs an excuse In thus case 1t 15 that the
geneticist’s nsight 1nto the physician’s problems 1s pro-
bably not much inferior to the physician’s genetical know
ledge Furthermore, as the famuly doctor cannot avoird
beng asked questions, 1t would perhaps be unfair on the
part of the geneticist not to try to help him So the blind
and the lame may be allowed to walk together for a while
and find out how far they can get

Present Limitat:ons to the knowledge of Human Genetics

It may as well be pointed out from the beginming that at
present they cannot get very far There 1s still much con
troversy, for instance, about the part played by heredity
1 the manifestation of such diseases as tuberculosts, most
psychoses and even epilepsy Very few authonties would
deny some genetical basis for these conditions, but just
how important this may be 1s anybody’s guess This unsatis-
factory state of affairs 1s due probably less to deficiencies
1n genetical knowledge than to gaps i our nsight into the
ztiology of the conditions m question There 1s reason to
believe that the genetical nisk of contracting severe tuber-
culosis, msamty and epilepsy 1s greater if these conditions
are common and severe m the families concerned, but 1in
the present state of knowledge the matter cannot unfor
tunately be stated 1n more definite terms

Useful eugemc advice at present consists largely m
undomg the harm that has been done by propaganda and
counter propaganda based on rudimentary scientific know-
ledge The discouragement of marriage or offspring for
genetical reasons alone 1s fortunately much less often 1ndi-
cated than some anxious couples think Most prognoses,
whether of disease or special gifts, are judgements of pro
bability Nevertheless, the preventive use of human

o
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genetics will undoubtedly increase as science progresses
It will do so m two ways first, by offering more precise
indications for negative measures, and secondly by making
available positive help to genetically threatened individuals
Obwiously ths chatﬁtcr cannot take the place of genetical
tramning or obviate the need for consulting a text book of
medical genetics 1n special cases It can only try to offer
gurdance—within the scope of genetics—on the general
prnciples that should ammate the practitioner when con
fronted with such questions as *“Should we marry?” or
‘““If we marry, should we have children®”’ In so far as these
doubts turn on genetical factors, a direct answer should
seldom be attempted The physician should confine lim
self to explaming to prospective parents the chances of
their children inheriting any diseases which have become
manifest in themselves or 1n their families Questions con
cerming the prevention or appropriate early treatment of
such genetically deterrmined diseases as erythroblastosts
feetalis or hypertrophic pylonic stenosis can of course be
directly answered This mformation, with some account of
the mcidence of the conditions 1n the general population,
should enable the couple to draw their own conclusions

‘The Physician’s Responsibiity m Genetical Matters

The public expects the general practitoner or specialist
to approach problems of disease 1 a manner very different
from that of the eugemst, sociologist or pohtician For
mstance, the prevention of the birth of 2 child which will
later suffer from and perhaps transmt Huntingtons
chorea may not be very important nationally, but for the
parents and the child concerned 1t 15 of the greatest impor
tance Such dispanty between the social and andividual
outlook on disease 1s not confined to conditions under con
spacuous genetical control Many more working hours are
probably lost mn Europe by transitory colds, coughs and
sore throats than by cancer, but cancer 1s still regarded as
mfimtely the more important disease

The possible dysgenic effects of almost any medical or
social advance have been stressed by advocates of com
pulsory sterthzation, and although this 1s not the place to
discuss the ments or dements of thelr case, 1t must be
emphasized that 1t 1s difficult 1f not 1mpossible to reconcile
the role of the doctor, concerned as a friend with the w ell-
being of his patients, with that of the eugenist concerned,
often m a utopian spirt, with the quahties of remote



GENETICAL PROGNOSIS AND ADVICE 197

postenity In his daily practice the physician has to help
those who consult him, and the sole purpose of this chapter
1s to mndicate how a knowledge of genetics can contribute
to this end It should be realized that besides genetical
factors there are many others that may determune the
doctor s final conclusion

Needed for Genetical Pred:

Genetical prediction concerning the offsprng of any
given couple should 1deally be based on three groups of
mformation

(1) On the pedigrees of the prosgectwe parents for two to
three generations, with full data about any children already
born to them

(2) The exact diagnosis and description of all persons 1n
the pedigrees showing hereditary traits, and clear evidence
of their absence 1n the others

(3) A sufficient knowledge of the mode of inherntance
of the conditions concerned

Mostdoctors would agree thataccess tosuch complete data
15 the exception rather than the rule Whle 1t 1s true that
detailed genetical knowledge of the suspected conditions
would facilitate both the construction of pedigrees and
the individual diagnosss, such knowledge cannot usually
be expected of the physician, indeed the data obtaned by
him are only too ofien inadequate to justify a genetic
prognosis But whoever attempts thus task will have to rely
mainly on the Practmoner’s pedigrees and diagnoses, and
some basic advice on how to obtain these may thergfore be
helpful Guidance on the pomt 15 given by the Eugenics
Society 1

Verification of Diagnaesis

The first step, which must be taken jountly by the
mquirers and the physician, 15 to venify any dragnostic
formation and to gather more facts The mquirers are of
course available 1n person and can normally describe their
condition and give the sources (e g doctors and hospitals)
from which their reports may 1if necessary be checked
Furthermore, they can and ‘should be climcally over
hauled Living relatives are sometimes willing to submut to
the same procedure, but more often the doctor must depend
on reports by the inquirer or by other doctors, nurses,
socral worhers hospitals or imnstitutions The established

‘HamMPug

are a Fam Iy Pedigree Cop cs may be obtained from the Eugenucs S
6 Eccleston Square Loadon & W 1 price 84 inclading pestage o 0oty
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farmly doctor 1s sometimes 1n the happy positton of already
having some first-hand mnformation about past events,
and this and the reports mentioned are of course the only
sources of mformation concermng dead members of the
famly It should be added that to ehct all these facts calls
for a'good deal of detective ability and clerical work

A Simple Sitoation

The most important people are usually the couple them
selves, and sometumes 1t 15 practically possible to base one’s
prediction on them alone We may take as a hypothetical
example the problem presented by that well defined and
rare recessive condition alcaptonuria Let 1t be supposed
that the man, who 1s himself the product of a cousin
marnage, shows all the symptoms of the anomaly and that
these are also present in one of his four sisters The woman
who 15 no relation of his does not know of any alcaptonunc
ancestry What are the chances of therr children bemng
affected or transmtters® The answer to the first question
cannot be given with great accuracy, for the frequency of
the gene responsible for this condition 1s not exactly known
But estimating that 1t would occur once mn every 500
chromosomes where 1t 15 locahized, the chances of a child
of this couple bemg affected would be 1 1n 500 as compared
with 1 1n 250,000 1 the general population This value 15
relatively hugh but absolutely neghgible On theotherhand,
the chances that any child of this couple will transmit one
alcaptonuric gene to half 1ts offspring, without atself show-
ing alcaptonura, 1s very slightly over one-half It must be
repeated that these probabilities are based entirely on the
statement that the couple are really not consanguineous

Prediction becomes less certain when the mode of mher:
tance conforms less to pattern than mn alcaptonuna For
nstance, general albiusm, like alcaptonuriz, appears a5 2
simple recessive an most pedigrees But some pedigrees
ndicate different modes of mhenttance for cimeally similar
conditions The doctor should therefore try to satisfy um
self whether he 15 dealing with the recessive form or not
This form could be reasonably assumed 1f an albinord con
dition were present 1 one or more stbs of the affécted
person or 1f hus parents were consanguineous

Cousin Marnage
Consangumty 15 often the couples reason for con

sulung a doctor- before marrtage, and m this section
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the problem will be discussed 1n the form n which 1t
usually arises, namely 1n the progosed marnage of cousins
If there 15 no reason to suspect the presence of a recessive,
the doctor can only explain 1n general terms that, though
the chances of the children of such a marnage exlubiting
some unspecified recesstve condition are hugher than the
average, the majonty can be expected to be quite healthy

Diagnostic Advances

On the other hand, genetical predictton grows in
accuracy with almost every advance in the chncal diagnosis
of the conditions concerned Subclical symptoms will
consequently play an ever increasing part i human
genetics and, where they can be ascertamed with accuracy,
prove of immediate help to the practitioner Some examples
may be ated from recent genetical hiterature

The first concerns the so called congenital dislocation of
the lip This condition, which 15 four to five times as
frequent 1n girls as in boys, was regarded as an rrregular
dominant as long as only the individuals showing the fully
developed dislocation were taken into account, and on this
basts prediction remained very uncertain The application
of modern X ray methods, however, and especially the
careful analysis of radiographs of apparently unaffected
members of families in which the clinically mamifest con
dition 15 present, have shown that 1ts dommance 1s fairly
regular and that the sexes are equally affected *

If; then, the unaffected brother of a girl who has suffered
from congemtal dislocation of the hip asks what the chances
are of lus transmutting the defect to lus children, he should
be advised to have an X-ray prcture of his pelvis subrutted
to an expert for exammnation If no abnormality 1s found
m the configuration of his acetabulum the nsk that he
may be a carner and transmit the morbid gene appears
decreased If, on the other hand, he shows defective
ossification, indicating that he might have developed a
luxation himself, he will transmit a morbid gene to half
‘s children, but because of 1ts low and sexually different
penetrance the chances of disablement m his sons will be
only about 1 1n 40 and of Jus daughters about 1 1n 10

Late and vamable onset represent another diagnostic
difficulty Huntington’s chorea frequently becomes mam
fest only when the mdividual has already begotten all his
or her children Premonutory symptoms of a neuromuscular

2 Faber A {1938)
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character have been described m younger members of
affected families, but sometimes they seem to be absent or
tardy Here agam, the discovery of consistent early dia
gnostic signs, perhaps of a chemical nature, would practically
solve the problem of genetical prediction

Otosclerosis may present the same difficulty but often
however 1t has a somewhat earlier onset In this condition
too, pre-chnical early diagnosis 1n members of affected
famlies might often be of the greatest value

Conductors in Hemophila

It 15 common knowledge that a man suffermng from true
hzmophilia dees not transmt his disability to hus sons, who
therefore need not fear that they wall transmut any further,
but half hus daughters are carriers, 1 e half the total number
of therr sons will be bleeders For a genetical prognosis it 15
now very mmportant to hnow whether the daughter of a
hamophilic father 15 likely to transmut the condition or not
Reports of “sub-hemophilic women” in bleeders’ families
have for a long tine encouraged the hope that 1t would
some day be possible to diagnose every female carner ol
hzmophilia, and the possibility that expert chnical hema
tologists wall be able to do just this seems at Jast about to
be realized

Eplepsy and Mental Defect

Epilepsy and mental defect are caused by numerous
environmental and genetrcal factors All that can generally
be said 1s that the chances of morbid nhentance 1n famtles
which include several epileptics or mentally defectives are
greater than in the general population But only a very
careful clmical mvestigation and a comprehensive study of
the farmily can show whether these chances are particularly
great or small 1 any mdnidual case

Sometmes, as mn traumanc epilepsy, a non genetical
causation may be detected, and no question of inhentance
15 then mnvolved Many cases of deafness and blindness fall
1n the same class and a carefully checked famuly hustory can
often dispel unfounded fears *Fortunately, many of the
Tistorzes of “mental disorder’ which alarm a_couple turn
out on mnvestigation to have been non-inhentable conditions,
such as G P1, post encephalitic symptoms, or semile or
toxic dementia, and among the mentally defectrves may be
found many who were backward only on account of birth

imjury, syphihs or menmngitis
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Mongolism, and deficiencies due to icterus gravis
(erythroblastosis foetahs) will be discussed later (see
page 204)

Tubercalosis

Many tuberculous persons are anxious about the chances
of their offspring acquinng the disease It 1s common know-
ledge that very few adults 1n our urban civihzation have
entrrely escaped infection by the tubercle baaillus, and 1t
thus follows that Pearl’s estimate of the chances of con-
tracting the disease—namely that they are about four
tumes as great 1f both parents have been mfected than 1f
netther has—cannot apply to primary tuberculosis but
only to some graver mamiestation of the disease Even on
this nterpretation Pearl s findings do not 1n themselves
offer defimte guidance on the nisk to the offspring of tuber-
culous parents For one thing the chances mn any gien
case turn largely on environmental factors, and furthermore
1t 15 well known that most cases of the developed disease
respond very well to the methods of treatment now avail-
able Granted all ths, 1t should stll be realized that there
exst some families 1n which tuberculosis 15 common and
severe 1n the absence of any obvious precipitating factors
i _the environment (apart of course from exposure to
mnfection) Experience shows that children born to affected
parents 1n such families do run a considerable risk of
developmg the disease m one of 1ts graver forms, and
weight must be given to this fact in the genetic prognosis

Selective Mating

The deaf, the blind, and to some extent the feeble-
minded show, within each group, a tendency of hke to
mate with ke If ther condition 1s predominantly caused
by one recessive factor, as for nstance among the deaf
mutes, we may expect all the offspnng to be affected—a
very strong indication for advising against parenthood

ammage between members of such families must be
regarded, as far as the common gene 1s concerned, as con-
sangumeous Thus 1f a hereditanly deaf mute girl marries
the unaffected brother of a sumilar deaf mute schoolmate,

e chances, 1f both her parents in law have had good
hearing, would stll be that half the children would be
deaf mutes and the other half capable of transmutting the
condition to thewr chuldren

In general, when both parents are lhable to transmit
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precisely the same condition, the nsks are not merely
doubled but 1ncreased many times

Familial Dasabit of Complex G 1 and E 1 Ongn

There are still all too many heredutary syndromes and
conditions about which almost every detail 1s uncertain
Forms of blindness, cataract, diabetes and phystological
characters like harr and shin colour, which are physically
and morphologically indistinguishable, show a bewildering
wrregularity i therr heredity Thus 1t seems that different
genes may cause indistinguishable end-effects

The confusion 1s increased by the possibility of one gene
manifesting 1tself m different mdividuals 1n a number of
different ways, the connection between these mamfesta
tions being very often obscure at first glance and only to
be elucidated by thorough pathological study Investiga
tions of such a situation, difficult enough 1 expenmental
animals, are only exceptionally possible 1n man However,
a few evamples can be given with some confidence
achlorhydria! occurring 1n families 1s associated mn some
members with pernicious anzma and 1ts nervous sym
ptoms but not n others, blue sclerotics occurring in one
tarmly may or may not be associated with bnitle bones or
with the development of deafness i the third or fourth
decade In fact each condition and each hereditary complex
must be investigated on 1ts own ments and frequently by
new methods, generally speaking there can be no short cuts
to a solution

General Non speaific Risks and Specral Risks

The chances of being born bodily or mentally 1ll or of
developing 1llnesses are quite considerable, but 1t 15 diffi
cult to assess how far genetical factors are responsible
Thus, the Mental Deficiency Commuttee of 1929 estumated
the percentage of mental défectives in England and Wales
as about 8 per 1000 Much higher estimates have appeared
i the US A and Germany These differences are argely
due to the difficulty of drawing the line between feeble
mundedness and normality Among English defectives the
extreme forms have proved more sporadic than the
mulder forms, but there 1s httle doubt that mn both classes
heredity 1s a considerable factor Theress probably a chance
of about 2 per 1000 that a child taken at random will be
mentally defective

1 Wilkamson J F and Brockbank W (1931)
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On the other hand Penrose (1939} has calculated the
expectations of children born to normal parents who have
already had one 1mbeale, rdiotic or unspecified mentally
defective child If the parents are unrelated the chances
that any further cluld will be normal 1s go 1 per cent,
52 per cent will be dull, 16 per cent simpletons, and
2 7 per cent imbeciles or 1diots If, n s;mular circumstances,
the parents are normal and consangumneous only 796
per cent of further children may be expected to be normal,
2 per cent will probably be dull, 4 1 per cent simpletons,
and 143 per cent mmbeales or idiots Affected parents

- produce a higher proportion of affected children

Simularly, insamty 1s widely spread mn the general popu-
lation At the end of 1941 there were 556,000 patients on
the books of all US A hospitals for mental disease, 1e
more than 36 per 1000 Considenng that hardly any
children are found n these instituttons and that more
people are at least temporanly discharged from them than
die durning therr first adnussion, considerably more than
1 per cent of all citizens of the U § A must spend a shorter
or longer period of their life n an institution for the msane
The fanuhal inadence of the mdividual conditions respon-
sible for this varies a good deal, but nearly all of them are
partly of genetical onigin and at the same time widely
scattered in the population It thus appears that in aivilized
countnes the chances of a child chosen at random spending
some time of 1ts Iife 1 an institution for the insane 1s round
about 1 per cent

This estimate apphes, as we have said, to a random
sample Most investigators would agree, however, that the
chances of a child becoming an inmate of an msttution
and remaining there are greater 1f there 1s much msamty
among 1ts relatves, but again, estunates of the magmtude
of these chances vary enormously At one extreme we have
the assumption that such a child will certainly find 1ts way
1nto an institution, and at the other we have the equally
remote assumption that 1ts chances of domng so are 1sig
nuficant All that can be said 1s that rehable estimates of
the sk wall become possible only when the diagnosis and
xtiology of the various types of insamty are based on firmer
ground than at present

Even higher, though less well documented, 1s the nc-
dence of dispositions to allergy, such as hay fever, food
allergies, asthma and eczema which, although apparently
familal, are so frequent that few famles lack affected
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members Contrasted with such figures, especially when
they are added up, many “specific risks” do not seem
particularly great

Non ical and Genetical Consid:

On the other hand there 1s little doubt that, in prevailing
social conditions, the prospects for any children of most
mentally defective or msane parents are very bleak, whether
they are genetically healthy or not, and as there 1s ample
evidence that many of them will not be healthy, this will
provide an added reason against procreation

This 15 not the place to discuss the existence or otherwise
of the so-called soctal problem group, nor 1s 1t possible to
attempt an assessment of the degree to which heredity and
environment contribute to the greater incdence of mental
defect and insamtv 1n certamn families More often than
not such famihes come under the care of a health officer
and thus do not consult the general practiioner There
reman for discussion a few situations 1 which genetical

rediction 1s demanded farly frequently and can 1n fact
ge made with some certainty Sometimes a couple, having
already produced one or several diseased children, inquire
nto the chances of any further offipring being affected In
the case of a “good recessive”, such as amaurotic 1diocy,
phenylketonuria or “sporadic” deaf mutism, the prob-
ability of any further child being affected 15 roughly 1 1n 4
and the chance of 1ts bemng a *“carner ’ 1s roughly 1 m 2

Anhgenie Incompatibihty

Diseases caused by antigemc mcompatibility of mother
and feetus (genetical incompatibility of father and mother)
form a separate class The vast majonty of cases of ery
throblastosis foetalis occur 1 the second, third or later
pregnancy of Rhesus negative mothers Having been senst
tized by a previous Rhesus positive feetus such mothers
produce antibodies deleterous to the embryo Fortunately,
only a small percentage of Rhesus negative mothers become
sensitized, furthermore 1t 15 possible to save 2 high propor-
tion of the dangerously jaundiced babies by a suitable
transfusion Early serological testing of the parents and
children can often help to save the hfe of the newborn infant,
who 1n respectfof1 the Rh[ factor will conform genetically to

majority of the population

thi( 151 po?slxble th:ﬂ Ix’nongohsm can also be classed as
caused by maternal incompatibility The probability of a



GENETICAL PROGNOSIS AND ADVICE 205

further mongol being born after a mongol sib depends
largely on the maternal age In a young mother who has
produced several healthy children after an carly mongol
the chances of a further non mongol child are good In
women of about forty and older who produced their first
mongol child late 1n the stbship, the probability of a further
child being a mongol 1s considerable The detection of sub
chinieal forms of mongolism 1s progressing and may eventu-
ally help 1n the prognosis

Sterility

The problems of human stershty are discussed elsewhere
mn this Eook, but 1t 15 worth recording that tn a number of
cases childlessness appears to be due to some incom
patibility between the couple, whether psychological,
physiological, anatormical or antigenic The couple, m
short, though mfertile with each other are capable of pro
creation with a different partner The 1ssue must usually
remaim uncertam, for this 1s a field m which there can be
few experimental data

It should be added that in cases of mfertility the occasions
are rare 1 which the doctor should advise against pro-
creaton on genetical grounds alone Rather more often
unfavourable factors, not directly concerned with the
genotype of prospective children, may be remforced by
high ‘expectations of an undesirable genotype On the
posttive mde, genetical knowledge sometimes enables the
phystcian to dispel unfounded or exaggerated fears, to per-
fect s diagnoses, and to suggest and carry out pro
phylactic and therapeutic measures for the benefit of his
patients and their progeny

Concluston

Finally, a plea may be made on behalf of human genetics
m the medical curnculum The subject 1s one that should
be taken just as seriously and taught as thoroughly as any
speciahty mn post graduate courses Nobody 1s expected
to perform even a routine Wassermann examination without
having spent a few months m the laboratory Yet many
physicians fail to realize that genetical prognosis mvolves
not less expert knowledge and traimng and should be
undertaken only on the basis of knowledge and experience
m which the study of human genetics forms an essential
part



CHAPTER TWENTY-ONE
EUGENIC STERILIZATION

THE previous chapter refers 1n one place to the misgmded
advocacy of compulsory sterilization as a means of elim
nating genetical defects, but 1t should be emphasized that
this expedient has never been supported by any mfluential
body of British eugenists In fact, the whole weight of
formed opinion, as represented by the Eugenics Society,
has been agamnst permutting compulsory sterilization i any
circumstances whatever, and even voluntary sterihzation 15
supported only under the most stringent safeguards and
with a full sense of its hmitations as a negative eugenics
measure

A dispassionate examnation of the eviderice soon shows
how very little can be achieved by a policy of sterilization,
however vigorously pursued In the first place, such a policy
could only be apphed, with negligible exceptions, to actual
sufferers from inborn defects or diseases It could not touch
the very large numbers of apparently healthy carners of
hereditary defects—that 1s to say, persons hable to transmit
to posterity defects which they do not mamfest themselves
In a very few instances such carriers can be detected for
mstance, 1n the case of hemophiha by the hzmatological
examunation of women whose faruly history suggests that
they may possibly be transmutters But in general the avail
able methods for detecting carriers are laborious, mncom
plete and unrehable, and until better methods are dis
covered by further genetical research, carners will continue
to transmit hereditary defects, no matter how effectively
sterihzation may be applied to persons hnown to suffer
from them

The potential achievement of eugentc sterihization 1s firr
ther limited by the fact that its widespread adoption can be
expected only if the persons most closely concerned have a
responsible attitude towards parenthood Such an atutude
1s niot uncommnon 1n persons with bodily defects, but 15 m-
evitably rare mn those afflicted mn the mind Nor is 1t to be
expected 1n the large group of é’ncntal]y subnormal persons

20
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who, though not certifiably defective, are yet lacking 1n
ordmary prudence or foresight Nevertheless, many persons
with mld degrees of mental defect are aware that they
would not make good parents and would be glad, if they
had the chance, to be nd of the burden of therr unwanted
and genetically undesirable fertiity

It should be added that the problems of genetical disease
would still remain even n the unhkely event of sterilization
being adopted for all transmutters New hereditary defects
would continue to anse by mutation, as they do now
familtes which, as far as 15 known, have never shown them
before

Without underrating these limitations on negative
eugenics, 1t 15 still reasonable to hold that 1t 15 better to
make some effort to ehiminate hereditary defects, however
gradually, than to let them multiply for lack of forethought
and effort Even 1f its effects on postenty were neglgible,
stenthzation could be justified 11 many cases by the contri-
bution 1t could make to human happiness here and now

The Legal Prablem

The practitioner who holds these views 1s faced with a
very difficult problem At the present time eugenic sterih
zation, as distinct from sterihzation for therapeutic ends,
15 1llegal 1n Bratain The operation 1s not legahzed by the
consent of the patient or by the practiioner’s conviction
that the patient s fertilty constitutes a menace to posterity

two or more practiioners agree, on ummpeachable
grounds, that the operation would prevent the birth of
hereditarily diseased children and would make all the differ-
ence to the patient’s chances of mantal happiness, even
that would not safeguard them agaimnst the charge of per-
formuing an 1llegal operation

To these statements, however, there 15 one very impor-
tant qualifi Alithough engenic stenhzation 15 illegal,
no surgeon who has carned 1t out has yet had to answer for

action mn a court of law It has even been held by some
authorities, notably by the late Mr Havelock Ellis, that
against a practitioner of good repute such an action could
not possﬂsy succeed Havelock Ells, mdeed, was opposed
to the enactment of a law permitting eugenic sterilization,
for fear that ats clauses would inewitably include so many

safeguards that the procedure “would be strangled with red
tape ’
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The Brock Commuttee -

Inan attempt to clanify the posttion an mfluentral depart
mental commuttee, under the chairmanship of Mr If’ G
(now Sir Lawrence) Brock, was set up 1n 1932 *“to examine
and report on the information already available regarding
the hereditary transmisston and other causes of mental dis
order and deficiency, to consider the value of sterlization
as a preventive measure having regard to its physical,

sychological, and social effects and to the experience of

egislation 1n other countries permutting 1t, and to suggest
what further inquiries mught usefully be undertaken m this
connexion” This commttee, after taking evidence from
leading medical, legal and genetical authonties, and study
ng reports from countries which already had stenlization
laws (eg Denmark and several American states and
Canadian provinces), recommended that voluntary sterth
zation be legalized for mental defectives and persons who
had suffered from mental disorders, for persons suffering
from or believed to be carrers of grave physical disabihties
known to be transmissible, and for persons beleved to be
Iikely to transrmt mental disorder or defect

Naturally, the commuttee proposed safeguards to ensure
that the operation would 1n fact be voluntary and carrred
out only for the recommended purposes Thus, 1t recom
mended that the candidate for sterilization should himself
apply after having first informed hus partner if marned,
that 1n the case of persons deemed to be so defectve as to
be mcapable of expressing wallingness or unwillingness, the
application should be made by the parent or guardian, that
each application should be supported by two medical prac
titioners, of whom one should 1f possible be the family
doctor and the other an expert mn hereditary diseases, and
finally that the operation should be sanctioned by the
Mumstry of Health

All, 1t must be agreed, very reasonable and moderate,
yet there the matter ended, for the recommendations of the
Broch Commuttee have still to come before Parliament and
until that happens no one can say for certam what would
be the fate of a practitioner charged with stenlhizing a

patient for eugenic purposes

Some Practical Suggestions
Nevertheless, 1t 1s posstble to offer some practical sugges

nons in the matter” First and foremost, the operahon—
whether vasectomy or vasoligature in the male or section or
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hgature of che fallopian tubes m the female—should never
be carnied out unless the eugenic indications are unequvo-
cal The genetical analysis should be exhaustive, and 1f
there 1s any reasonable doubt the data should be submtted
to the adjudication of an expert geneticist Indeed, 2 con
sultation with an authority on the condition of which the
patient 15 believed to be a carner 15 desirable 1n all cases

Secondly, the mere consent of the patient should not be
regarded as a sufficient sanction for the operation The
practitioner should make certain that the patient fully
understands the implications of his request—particularly
the fact that the operation, even if one of the so-called
reversible procedures 1s used, may be urevocable And al
though the consent or even importumty of the patient
would not be an answer to a cimmal charge, and mght
mdeed be regarded as proving conspiracy between the
sterthized person and the doctor, nevertheless such consent
should be obtained i writing, as for any other operative
procedure

Fnally, the pracutioner should never allow himself to be
nveigled into performing the operation for dubious reasons
Couples who ask for stenlization on the ground that 1t 1s
casier and more relable than birth control need, and
should receive, a lesson 1n social responsibility Semetimes
the problem 15 less simple, as for mnstance, when a man asks
to be stenihized because pregnancy would be dangerous to
s wife or because hus wife 15 a carner of genetical defect
It 15 understandable, and even laudable, that the man
should wish to spare tus wife the ordeal of a major surgical
operation by undergoing a comparatively mnor operation
himself For all that to accede to such a request would
transgress medical ethics and almost certanly be legally
indictable The practitioner should point out to the patent
that sterihization may mean the rehnquishment of his fer-
tility for cver not only with his present wife but, mn the
event of her death, with any woman he may happen to
marry after It would make 2 mockery of eugenc sterthza-
tion 1f the operation were applied to the genetically well-
endowed instead of to the affected partner 1 the marnage

Results of Sterilization

L The question sometimes anses whether sterilizaton 1s
able to have any undesrable by effects, physical or psy-
chological Nether vasectomy or vasoligature mn the male
nor operations on the fallopian tubes 1n the female appear

o a—



210 PROBLEMS OF FERTILITY IN GENERAL PRACTICE

to affect sexual destre, capacity or pleasure one way or the
other Vasohgature was formerly advocated as a means of
enhancing sexual potency, but the results were to say the
least disputable The psychological effects of the procedure
are usually good The person who voluntanly seeks eugemc
sterilization 1s usually oppressed by the fear of producing
genetically 11l endowed offspring, and enjoys an immedrate
sense of release when this fear has been removed

Summary and Conclusion

Eugenic sterihzation 1s legal 1n a number of countries
but an offence in British law Admuttedly no action has yet
been taken under the relevant statute (the Offences agamst
the Person Act of 1861), but the existence of this statute
has undoubtedly deterred institutions and private prac-
titioners from carrymg out the operation This fact came
out 1 evidence given before the Broch Commuttee by repre
sentatives of the British Medical Association, who stated
that “many doctors would refuse to make the necessary
recommendations unless they could be given some protec
tion agamst vexatious legal proceedings™, and by hospital
authonties who stated that they would on no account
permut the operation until 1t was legahzed

A mumnonty of practiioners, however, share Havelock
Ellis s view that eugemc sterihzation carned out 1 goo!
faith and with the patient’s full concurrence would not be
actionable, and there are some who would rather take ther
chance of prosecution than turn away patients hable to
transmut dangerous defects to posterity The recommenda
tions 1n this chapter concern some of the more important
safeguards that should be adopted by such practioners 1t
their own and their patients’ interests
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APPENDIX ONE

EXISTING CONTRAGEPTIVE AND SUB
FERTILITY SERVICES

THE existing facilitres for dealing with problems of fertility are
urgently 1n need of extension

Contraceptive services are far more satisfactory than those for
the mvestigation and treatment of subfertility, yet there 15 still
much mantal suffering and frequent recourse to abortion among
town and country women for whom there are no easily accessible
centres for the provision of the necessary guidance To help such
women several organizations were started some twenty five years
ago with the aim of disseminating birth control mnformation,
establishing birth control chmcs, studying contraceptive methods
and urging the Mimstry of Health to permut local authonties to
offer birth control 1nstruction 1n chnies conducted under their

P All these or tons (with the exception of the Con
structive Birth Control Soaety founded by Dr Marie Stopes) are
now incorporated m the Famuly Planning Association which
under the presidency of Lord Horder, carrtes on its work through
medical and lay commuttees

The Famuly Planning Assocration has over sixty branches m
England and Wales nearly all of which are responsible for chimcs
for the benefit of poor familtes i need of contraceptive advice It
also collaborates extensively with local authonties 1n providing
advice 1n cases 1n which further pregnancy would be detnmental
to health Through 1ts medical commuttee 1t has conducted and
continues to conduct, research upon vanous aspects of contracep
tion and has made 1tself responsible for the testing of the dependa
bility and other qualittes of proprietary contraceptives Many such
preparations have been found to be worthless, some defimtely
harmful With the invaluable help of the Eugenics Socicty the
Association orgamzed a team of research workers who devised
standard tests for spernucidal and rubber products and on the
basis of this work drew up 1ts pertodically revised ¢ approved list
of contraceptives As rubber deteriorates with age manu
facturers whose products are included 1n the hst are required to
mark them with the date of manufacture It 1s evident that
through these activities of the Assocration the public enjoys a
measure of protection agamst worthless contraceptives, for
chemusts and other retailers prefer to stock products which bear
the stamp of the Association s approval The approved lists and the
detaled reports on the tests carned out have also helped medical
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practitioners to choose, from the many preparations offered for
their approval, those best adapted to the needs of thetr patients
The latest approved list 1s published as Appendix g on page 227,
and copies are available to medical practiioners on application
to the Famuly Planning Association (price 6d post free) Further
guidance 15 offered to practitioners as well as to students of med:
cne at the regular teaching sessions and lectures and at the
peniodical conferences which are orgamized by the Association
throughout the country Systematic nstruction 1s most readily
available at some of the larger London chnics

Subfertiity

As work proceeded at the F P A chinics 1t became evident that
many working classwomenattended n the hope of obtaining advice
on gynzcological difficulties, and on sterslity A number of chntcs
arranged spectal gynacological sessions, and the Exeter clme,
under the direction of Dr Margaret Jackson, was the first to
build up, where necessary m collaboration with the local hospt
tals, a comprehensive service for the mvestigation and treatment
of subfertile couples Other chnics followed suit and such faciltties
are now available mn many parts of the country though not yet in
nearly enough Some of the smaller clinics feel themselves too
nadequately equipped to do more than give preltmmary adwvice,
but even thus 1s frequently enough to direct the couples concerned
to hospttals, chinics or practitioners competent to conduct full
nvestigation and treatment

On the other side 1t must be pomted out that though 2 few
teaching hosprtals are opening fertility clinics, these, 1n most cases,
still offer a most inadequate service Thus, only a minonty have
proper facilities for seminological investigation or for the treatment
of subfertility 1n the male partner In the great majority of country
places there are no suitable centres to which subfertile couples can
turn for help and guwdance In a few counties working class
couples may be able to secure the necessary help at therr local
hospital, or sometimes at an F P A clmic Butmn general, m rela
tion to the demand, the supply s hopelessly madequate A Lt of
the ehmes which give advice may be found m Appendix 2

When the FP A began to include the investigation and treat
ment of subfertthty among 1ts services an outstanding difficulty
arose from the dearth of semnologists competent to carry out
analyses of semen and make dependable reports on therr findings
To meet this difficulty the Association, 1n 1945 founded a semino
logical laboratory at 33 Wimpole Street, London W 1, to which
private as well as chimc patents could be referred This laborator}l'
15 now working to full capacity, collaborating with various hosprtal
departments as well as with FPA chnics and private practi-
uo\l/l\f}ilc behieving that these services have been of great value to
the community 1 general and to working class families 1 par
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ticular, the F P A feels that 1t 15 undesirable that they should be
Ieft so largely mn the hands of voluntary orgamzations It hopes
that both contraceptive and subferulity chimcs will be estabhshed
on a sufficiently extensive scale as Public Health services, and
indeed that the widespread establishment of such clmics will
supersede the work of the FP A entirely

In the meantime inquirzes about available services may be made
to the Secretary Famuly Planmng Association, 6g Eccleston
Square London S W1 A stamped and addressed envelope for
reply should be enclosed Since the funds of the Association are as
low as the demands made upon 1t are high, subscriptions from
new members or donations are always welcome.
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VOLUNTARY CLINICS UNDER THE
AUSPICES OF THE FAMILY PLANNING
ASSOCIATION

CriNtes are run by local commuttees and, except for the medical
and nursing personnel, the services given are m nearly all cases
voluntary Some clinics recewve grants or per capita fees from the
local health authorities All patients are seen by the medical officer

Some 100,000 women attend the chmcs every year It 1s the
belief of the F P A that these services should be ‘extended and
taken over by the Mimstry of Health

Inttial advice on subfertility 1s avaiable at most climcs, and,
where possible, the local centres for major 1nvestigations have
been listed  Climcs marked with an asterisk (*) hold special sub
fertility sessions and usually undertake full nvestigations (in
sufflation etc ) themselves

The following details are correct for August 1950 but changes
of days and times may occur, and new chmecs are sometimes
added The latest list of climcs can be obtamned (6d post free)
from the Famuly Planming Association, 64 Sloane Street, London,
S W 1, or practitioners can apply to the secretary of theur nearest
centre for fuller details of hours, etc  Many climes close during
August or Bank Holiday week

LONDON AND DISTRICT

Carshalton and District F P A, Welfare Centre Wrythe Lane,
Carshalton, Surrey (Opposite Tudor Post Office, 157 bus
passes the door) Wednesdays 100—11 30 am Thursdays
20—330 pm (Closed Easter and Christmas weeks and
August month )

Croydon FP A, 33 St Jamess Road, Croydon, Surrey (New
patients please write or phone for appomntment ) 'Phone
Thornton Heath 2802 Wednesdays 20-—330 pm an
630—80 pm Thursdays 10 15—12 0 noon, 20—3 30 p 1
and 630—80opm (Closed Easter and Christmas weeks and
2 weeks August

Dagenham angd Dzsmct Birth Control Chmue, Ashton Gardens,
High Road, Chadwell Heath, Essex (near Whalebone Lane)
Wednesdays 2 0—4 0pm (}éy appomtment )

2r
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*Greenwich Branch FP A, Charlton Lane Welfare Centre,
Charlton Lane SE7 Wednesdays 20—40 pm_  Sub
fertility 1st Wednesday in month 4 30—6 op m Any Wednesday
between 20—40 pm by appomntment (Greenwich 1034)
(Closed Christmas, Easter Whitsun and all August )

Hackney and Stoke Newmgton Branch, FPA 2 4 Warwick
Grove, Upper Clapton Road, £8 Wednesdays 6 30—80
pm (by appointment) {Closed August month )

Hornsey Branch F P A, Welfare Centre, Town Hall, Hornsey,
1:\1 8 M)ondays 630—80opm (Closed all Bank Holidays and

ugust

Islmg%gn Chme, 39 Spencer Street Goswell Road EC1
{Near The Angel Underground Station ) Phone Clerkenwell
7086 Tuesdays Wednesdays and Frnidays 20—330 pm,
Mondays and Thursdays 6 0—7 0 pm
Branch
Marylebone Lisson Grove Welfare Centre, 217 Lissson Grove,

Marylebone, N W8 Mondays 60—70pm

*North Kensington Women's Welfare Centre 12 Telford Road
Ladbrooke Grove, W 10, ’phone Ladbrooke 2532 Bith
Control Mondays and Fridays 20—30 pm Tuesdays and
Wednesdays 6 0—7 0 pm  Gynzcology Thursdays 2 0—3 30
pm  Sub fertihty Thursday afternoons (by appontment)
Remedial Exercises Tuesdays 2 0—3 3¢ pm  Marntal and
Nenlious Problems Thursdays2 o—3o0pm {Closed Christmas
weel
Branch Climcs (Birth Control and Gynzcology)

Acton The Mission Hall, Pal Road, Wednesd:
145—245pm

Battersea The Youth Centre, 34 York Road, S W 11 Tuesdays
100—1102m, 145—245pm

Edgware The Watling Centre, Orange Hill Road Tuesdays
100—II0am

Hayes Minet Chme, Coldharbour Lane, Middlesex Wednes-
days 1 45—2 45 pm

Hounslow ~Labour Hall 20 Heath Road, Hounslow, Middle
sex, Mondays 145—245 pm and 530—63 pm,

N Thursdays 10 0—11 6 am , Fridays 1 45—2 45 pm

‘North West' London Women s Welfare Centre, 80 West End
Lane, kalburn, NW 6 Tuesdays 100—110am Wednesdays
230—330pm , Thursdays 5 30—6 3o pm Sub Fertiity 2nd
and 4th Wednesdays i the month, 5 0—6 o pm (byappomt
ment) Marnage Guidance 4th Wednesday m the month (by
appointment)

Richmond Mothers Adwvisory Clinic Health Centre Windham
Road Richmond, Surrey ' Tuesdays 5 30—70 pm, Thurs

wdays 645—8opm (Closed during August )
alworth Women s Welfare Centre 153a East Street SE 17

Nearest Station, Elephant and Castle) New patients please
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write or ‘phone for appointment *Phone Redney 3262 Burth
Control and Gynxcology Tuesdays 2 0—4 0 p m , Thursdays
130—30pm and 530—730 pm, Fndays20—30pm
Bow, Eg Matermty and Child Welfare Centre, Wellngton
Way, Bow, E3  Mondays and Fridays 100—110am
Camberwell Summer Road Infant Welfare Centre, Basmgstoke
House, Sumner Road, SE15 Tuesdays 530—706 pm
(Closed Christmas, Easter and Whitsun weeks and all August )
Stepney, E 3 East London Women s Welfare Centre, 6 Burdett
Road, Stepney, E3 Mondays and Wednesdays 2 0—3 30

pm
Consort Road Infant Welfare Centre, Consort Road, SE
Thursdays g go—1130am
Tulse Hill Branch FP A, Purser House, Tulse Hill, SW2
Wednesdays 530—70 pm (Closed Christmas and Easter
weeks and all August )

PROVINCES

Ashington Women’s Advisory Chmic, Child Welfare Centre,
South View, Ashington, Northumberland 2nd Friday m the
month 20—40 pm and 50—630 pm Last Frday m the
month 10 30—~12 0 noon, 20—4 0 pm and 50—630pm

Basingstoke Famuly Planning Climic, Brambleys Grange, Basing
stoke Hants 1st and grd Fridays in the month 2 0—40pm
{Closed August )

Birhenhead and Distnct Mothers Welfare Clime, 11a Ostont
Road Birkenhead, Cheshire (Near Charing Cross ) Tuesdays
and Thursdays 20—30pm

Birmmgham Women s WEI[arc Centre, 22 Masshouse Lane,
Nr Moor Street, Brrmungham, 5 Mondays, Tuesdays, Wed
nesdays and Thursdays 2 0—4 0 pm , 1st and grd Saturdays
1 the month 2 0—¢ 0 pm Closed Bank Holiday weehs

Blyth & District Womens Adwisory Clinic, Beaulah House,
Blyth, Northumberland 3grd Wednesday in the month 2 0—
40pm (Closed for Summer Holidays )

Bognor Regis F P Clinic Health Centre Westloats Lane, Bognor
Regis Fridays 10 30—1130am

Bolton Family Plannmg Clmic  Temporanly at Queen Street
Mission, Centre Street Bolton Monday g 3o—r1030 am
(except Bank Holidays and Bolton Holidays)

Bristol Mothers’ Welfare Climc Salford Hall, 14 The Barton
St Jamess Brstol 1 Fndays 1045 am—12 45 pm and
2 15—4 15pm Income limt £5 per week

Cambridge Women s Welfare Association, 22 Parsonage Street (off
Newmarket Road) Cambnidge Wednesdays z go—4 30 pm

Cannock & District Mothers Adwisory Chnic, Arthur Street,
‘Chadsmoor, Cannock, Staffs end Thursday mn the month

j02am to I2 noon
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Carlsle & District Womens Adwisory Climc, Eildon Lodge,
Northumberland Road, Carlisle, Cumberland 2nd and 4th
Fndays 1t month 20—3 30 pm  (Closed all August and 1st
week September )

Chesterfield Fanuly Planning Advice Centre Brimngton Road,
Chesterfield Derbyshire 2nd and 4th Thursdays of each
month 20—40pm

Colwyn Bay & District Branch F P A, The Chmie, Nant y Glyn
Road, Colwyn Bay, N Wales Mondays 2 30—330 pm
Closed Bank Holidays

Darhngton Mothers’ Climic, Methodist Church, Corischiffe Road
Darlington Durham Tuesdays 20—4 0 pm (Closed Bank
Holiday Weeks and all August )

Derby Mothers Clinic Maternity and Child Welfare Clime,
Green Street, Derby, Tuesdays 730 pm (Closed Bank
Hohday Weeks )

Epsom & Ewell Branch FPA, Ante Natal Climc Epsom
County Hospital, Dorking Road, Epsom Fridays 70—80
pm (Closed last Fruday July and first August )

Exeter & District Women's Welfare Association, Out Patient
Department West of England Eye Infirmary Magdalen
Strect, Exeter Devon Frdays 130—50 pm  (Closed last
two Fridays Dec and all August ) Sub Fertthty Fridays (by
appointment}

Branch Climes

Barnstaple  North Devon Dispensary Boutport Street, Barn
staple 1st Tuesday in the month 1 45—4 30 pm  (Closed
during August )

Totnes Adult Education Centre, Shinners Bridge, Dartington
3rd Tuesday 1n alternate months beginning January, 12 30—

40pm

Grimsby Branch F P A, M and CW Centre Watkin Street,
Grimsby, Lincs 15t and 2nd Mondays 1n the month 2 go—
40pm (Closed Bank Holidays }

Guldford Womens Welfare Centre, Jarvis Nursing Home,
Stoughton Road, Guildford, Surrey 1st 2nd and grd Wednes
days m the month 2 pm

Halifax Women s Welfare Clinie, Royal Infirmary, Clover Hill
Road, Halfax Yorks Tuesdays 6 o—7 0 pm_and Thursdays
230—330 pm (Closed Christmas weeks and all August )

Hemel Hempstead Marrnied Women s Clinic, Churchill Heath
Park Hemel Hempstead, Herts  1st, 2nd and 4th Tuesdays i
the month 2 j0—330pm

Hereford Women s Welfare Chnic, 1 Charlton Flats, Eign Street
!]')Icregord Wednesdays 20—330 pm  (Closed Boxing

&)

Y
ngh Wycombe Birth Control Chnic, The Rye, High Wycombe

ucks Tuesdays 2 0—330 pm  (Advice given on Medical
gmundsonly)ys 330 pm (. gr
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Hoddesdon Famuly Pl g Advice Centre, Rathmore House,
56 High Street, Hoddesdon, Herts Tuesdays at 2 pm
Laverpool Mothers' Welfare Chinic, 9 Gambier Terrace, Liver
pool 1 Wednesdays, Thursdays and Fridays 20—30pm
Branch Clinies
Luiverpoo! 4 294 Netherfield Road, Thursdays 10 30—11 30
am ~

Laverpool 11 Commumty Council Hall, Townsend Avenue
Mondays 2 0—~30pm
Liverpool 21 Lmacre Methodist Mission, Linacre Road,
Latherland Fridays 20—30pm
Manchester, Salford and Distict Mothers Climic 70 Upper
Brook Street, Chorlton on Medlock, Manchester 13 Mondays
and Fridays 1 30—2 30 p m , Thursdays 10 3o—11 goam and
130—30pm (Closed Bank Hohday weeks ) (Income hmt
£8 per week )
Monmouthsiure Family Planmng Chme, Edncational Settle
ment, Pontypool, Mon 1st and grd Friday n the month 2 30—

33pm

Neéath Married Women s Climic, Physiotherapy Clinic, Metal
Box Co, Ltd , Canal Side, Neath, Glam  1st and 3rd Thurs
days m the month 5 30—7 ¢ pm

Newcastle Womens Welfare Centre, 24 Shieldfield Green,
Newcastle on Tyne, Tuesdays and Thursdays roo—1115
am and20—315pm and6o—7o0pm

Northampton Women s Welfare Clinic, Matermty and Child
Welfare Centre, Dychurch Lane, Northampton 1st four
Saturdays in the month 20— 30 pm_ (Closed Easter and
‘Whitsun, also all August and December )

Norwich Mothers Climic, 4 Ber Street, Norwich, Norfolk
Tuesdays, Wednesdays and Fridays 3 o—5 opm  Wednesdays
70—80 pm (Closed Christmas and Easter weeks and first
two weeks August)

Nottingham Women’s Welfare Association, Methodist Church,
Shakespeare Street (side entrance Shakespeare Villas), Notting
ham Mondays 1 0—4 30 pm (Closed Bank Hohdays )

Osford Family Welfare Association Matermty Dept, Radclhffe
Infirmary, Oxford Entrance Walton Strect Tuesdays 2 0—
40pm (Closed Public Holidays )

Peterborough Marnied Women’s Advisory Clinuc, Infant Wel
fare Centre, Town Hall Peterborough, Northants Fridays
230—430 pm (Closed National Holidays and two weeks
Summer )

Plymouth Mothers’ Advice Centre, Beaumont Welfare Centre,
Beaumont Park Plymouth Tuesdays 5 36—730pm

Portsmouth Famuly Planming Centre, Trafalgar Place, Clive
Road Fratton, P(;fnsmguth Hants Tuesdays 10—30pm

losed Tuesdays after Bank Holida:

Prggo(; and stm);t Mothers Clinic, I?'sazxcastcr Road Congrega
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nonal School, Old Vicarage, Preston Wednesdays 2 0—3 0

pm (Closed Bank Holiday weeks and Preston hohdays }
Reading Women’s Advisory Clinic, Matermuty & Child Welfare

Centre, Star Lane, Reading, Berks Thursdays 2 30—4 30

pm

Rochdale Famuly Planning Chinue, Bailhie Street School Rochdale,
Lancs Tucsdays 2 0—3 30 pm  (Closed Bank Holidays and
Rushbearing Weeks

*Sheffield Womens Welfare Clinmic, Atterchffe Vestry Hall
Atterchiffe Common, Shefficld g Yorks Mondays 6 30—80
pm, Tuesdays 20—3 30 pm, Thursdays 6 30—80 pm,
Frdays2 0—3opm Subfertility 15t Tuesday in month 6 go—
730 pm_(Closed Bank Holdays and all August.)

Shropshire Women s Clime Health Centre Murnivance Shrews-
bury (Advice gven on medical grounds only ) 1st Saturday
i themonth20—40pm

Slough & Distnct Mamed Womens Advisory Clme Social
Centre, Farnham Road (entrance Buckingham Avenue)
Slough Bucks Wednesdays 2 0—40 pm Branch Climc
Burlington Clinic, Burlington Avenue, Slough Bucks Frdays
230—40 pm  (Closed Chrnistmas Week and 1st week

August

Southend ‘Women s Welfare Cliue, St John Ambulance Hall
Queen's Road, Southend on Sea, Essex Mondays 3 0—4 30
Pm (Closed Bank Holidays )

Staffordshire (North) Mothers~ Adwisory Clinic, 12 Wellesley
Street, Hanley, Stoke-on Trent, Staffs’ Tuesday and Thurs-
days 1030 am —12 noon and 2 0—330 pm Closed Bank
Holday weeks

Sunderland Branch FP A , Argyl House Belvedere Road
Sunderland Wednesdays 20—30 pm (Closed Public
Halidays)

*Sussex Mothers Clinic, Haywards Heath Matermty and Chld
Welfare Centre Paddockhall Road Haywards Heath, Sussex
2nd and 4th Wednesday mn the month 20—40 pm Sub
chhty (by appointment) 4th Wednesday m the month
windon Famuly Flanning Association Women s Advisory Clnte,
Child Welfare Clinic, Eastcott Hill, Swindon, Wilts Wednes
days 6 308 30 pm

Teeside “Branch FP A » 45 Norton Road, Stockton on Tees

- Thursdays 2 0—3 50 pm (Closed during August )

Ynemouth and District Women s Adwisory Centre, 1 Cleveland
Road North Shuelds Thursdays 145—330 pm  {Closed

v ursday before Chnistmas )

Wamrington and Distnct Mothers Advisory Clhime Therwall
Lane Methodist Schoolroom, Warrington Lancs Wednes
CV‘-‘ 230330 pm Eve Sessions published in Local Press

W( losed Christmas week 2 weeks Easter and all August )

atford & District Branch of the Famuly Planning Association,
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Avenue Chmec {behind Central Library), Watford, Herts
Thursday and Friday 6 0—7 30 pm_(by appomntment only)

*Welwyn Married Women’s Clinic, Commumnuty Centre, Mill
Green Road, Welwyn Garden City, Herts Mondays 6 50—
8 30p m, Thursdays 1 go—3 0 pm Sub Fertihty (by appomnt
ment only), Fridays g go—11 30am (Closed Christmas Week
and 15t week August )

Winchester and District Married Women’s Advisory Chc,
County Welfare Centre, Chamberlayne Road, Eastlegh,
Hants Fridays 20—4opm

Wolverhampton, Staffordshire and District Women’s Welfare
Centre, 62 Heath Street, Wolverhampton, Staffs 15t Saturday
n the month 2 0—40pm

SCOTLAND

*Dundee Mothers Welfare Advisory Clmic, 50 Caldrum Strect,
Dundee 1st Tuesday 1in month 30—4 0 pm, new patients
3rd Tuesday in month § 0—4 0 p m, return vistts

Edmburgh Mothers Welfare Clinic, go East Crosscauseway, off
Nicholson Street, Edinburgh 8 Tuesdays and Fridays 2 0—
30 pm, Wednesdays 6 30—8 0 pm (Closed August )

Glasgow Womens Welfare & Adwisory Chnic, 123 Montrose
Street, Glasgow G4 (New patients please write for appomt
ment ) Mondays and Thursdays 20—50 pm (Closed
Christmas week, Easter week, two weeks July )

Paisley Mothers Welfare Clinic, Russell Institute, Causeyside
Street, Passley, Renfrewshire  Mondays 20—330 pm
{Closed two weeks Christmas, all August and Bank Holidays )

Perth Mothers Welfare Clinic, 8o South Street, Perth, Fridays
10 30—I1130am 1

Stuling FP~ Clmic, Public Health Dept, County Counct
Offices, Springbank, Stiring  Wednesdays 5 o—6 0 p m
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LIST OF PROVINCIAL F P A CLINICS
ARRANGED IN COUNTIES

Counly
Berkshire
Buckinghamshire
Cambndgeshire
Chestire
Cumberland
Derbyshire

Devonshure

Durham
Essex

Hampshire

Herefordshire
Hertfordshire

Lancashire

Lincolnshire
London

Toun

Reading

High Wycombe
Slough
Cambridge
Burhenbead

Derby

Barnstaple {see Exeter)
Dartington (see Exeter)

Exeter

Plymouth

Darlington

Teeside

Dagenham (see London & District)
Southend

Basingstoke

Eastleigh (sce Winchester)
Portsmouth

Hereford

Hemel Hempstead

Hoddesdon

Watford

Welwyn Garden Gity

Bolton

Laverpool (4 centres)
Manchester

Rochdale

Warnington

Gnimsby

Acton {see North hensimgton)
Bow (see Walworth)
Camberwell (see Walworth)
Battersea (see North Kensington)
Edgware (see North Kensington)
Greenwich

Hackney

Hayes (see North Kensington)
Homnsey

Hounslow (see North K.
Ishngton (see Cecile Booysen)
Rensington (see North Kensington)
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Connty

London

Middlesex
Monmouthshire
Norfolk
Northamptonshire

Northumberland

Nottinghamshire
Oxfordshire
Somersetshtre
Staffordshire

Surrey

Sussex

Warwickshire
Wiltshire
Yorkshire

Denbighshuire
Glamorganshire

Angus
Lar%:?rkshre
Midlothian
Renfrewshire
Perthshire

Town

Marylebone (see Islington)
Southwark (see Walworth)
Stepney (see Walworth)

Tuise Hiil

Willesden (see N W London)
Pontypool

Norwich

Northampton

Peterborough

Ashington

Blyth

Newecastle on-Tyne

North Shields (see Tynemouth})
Nottingham

Oxford

Bristol

Cannock

Stoke on Trent (see Staffs, North)
‘Wolverhampton

Carshalton {see London & District)
Croydon (see London & District)
Epsom and Ewell

Guildford

Richmond (see London & District)

Bognor

Haywards Heath (Sussex Mothers
Clintc)

Birmingham

Swindon

Halfax

Sheffield

WALES

Colwyn Bay
Neath

SCOTLAND

Dundee
Glasgow
Edmburgh
Paisley
Perth
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MUNICIPAL CLINICS

Tue followmng local authonties provide advice on contraception
for those women who need 1t on medtcal grounds Apphcation
should be made at the nearest Matermty and Child Welfare

Centre or to the Medical Officer of Health

LONDON AND DISTRICT

Barking Leyton
Ealing St Pancras
Fulham Shoreditch
Holborn Tottenham
Walthamstow
PROVINCES
Barrow m Furness Kingston-on Thames
Bath City Leicester Caty
Birmingham City Lincoln
Blackpool Luton
Mardenhead
Bournemouth Margate
Bradford Mexborough
Brighton Nuneaton
Bristol City (9 centres) Oxford
Bury Poole
Chelmsford Preston
Cheltenham Reading
Crewe Reigate
Dartford Ratherham (2 centres)
Dewsbury St Helens
Doncaster Scarborough
Durham (11 centres) Sheffield City

Essex (12 centres)

Shoreham by Sea

Gilingham Situngbourne and Milton
Gloucester City Southampton (2 centres)
Gnimsby Sunderland
Hastings Sussex

arrow Thurrock
Hull City Wakefield
lford Wembley
Ilicndzzl . ) West Bromwich

ent (28 centres West Ruding (Yorks) (3 centres
Kingston upon Hull Worcester (%lt(yy 16 )

York Gity
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WALES
Aberavon and Port Talbot  Llantrisant
Aberdare Maesteg
Barry Merthyr Tydfil
Caerphilly Ogmore and Garw
Gellygaer Penarth
Llanelly Pontypridd
Rhondda
SCOTLAND

Falkirk Lanark
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THE TPA LIST OF APPROVED
CONTRACEPTIVES:

For many years the Family Planning Association has ivestigated
the qualities of propnetary contraceptives and made the findings
available to interested mqurers The tests have concerned such
matters as the durabihity, agemng and distensibility of rubber pro
ducts, and the spermicidal properties and diffusibility of chemucal
contraceptives Details of the methods employed and the findings
may be obtained on applicatton to the FP A

The following products are approved by the F P A but are not
listed 1n order of mert There can n fact be no generally accepted
standard of ment 1n a matter 1n which mndividual requirements
and preferences play so large a part It should be emphasized that
choice of 2 chemical product cannot be based solely on sperm:
aidal efficiency, such qualities as zsthetic acceptabihity lubricating
properties etc , may be of the utmost importance mn any particular
case_Moreover, any of the products may, rarely cause discomfort
or allergic reactions, and for this reason have to be replaced by
another All that can be said with certamnty 1s that all the approved
products have therr limitations as well as advantages

At the present time rubber apphances often fall short of the
Iighest quality owing to shortage of good rubber and shilled crafts
men All sheaths and condoms 1n the approved list are dated exther
mdmidually or i batches small enough to ensure therr reaching the
purchaser before the rubber has detenorated through age The
adoption of this rule offers the public some safeguard against bemng
offered old and pershed products

RUBBER AND PLASTIC APPLIANCES

(alt sheaths and condoms dated)
Occlusive Caps

Vimule Caps A Lambert & Co, 16 Dalston Lane
London E8
Dutch Dumas type (5 Lamberts (Dalston) Ltd 200 Queens
szes) Cervical bridge Road London E 8
Dutch Caps (Durex) London Rubber Co Hail Lane,
flat or spiral spring Chingford, London E 4

1 Thg Lst 15 1ssued and penodically revised by the Famly Planung Association
227
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Cervical Gaps (Check London Rubber Co, Hail Lane,
pessaries—Durex) Chingford, London, E 4
Vagmal  Diaphragms, Ortho Pharmaceutical Ltd , Lane End,
latex, spwal spring  High Wycombe, Bucks
(Dutch cap type)
Plasic Caps (Dumas Portland Plastics Ltd , Abbey House,
type, 5 sizes) 6 10 Victora Street, London, S W r
Vagmal  Diaphragms,
latex  spiral spring
(Dutch cap type)
“Prencap’ (Dumas | PrentfLtd , Long’s Court, St Martins
type) Street
Cervical Caps
“Cercap’, cavity
rim, Seamless Dome
Cervical (“Racal ) Constructive Burth  Control Socuety,
108 Whtfield Street, London, W1

Condoms and Sheaths

Condoms and Washable A Lambert & Co (address as above}
Sheaths

Condoms and Washable Lamberts (Dalston) Ltd , (address as
Sheaths above}

Condoms (Transyl,
Silvine and Lion)

Sheaths (Silvine and
Lion)

Condoms (Ona and

* Durex)

Sheaths (Durex)

Condoms and Washable Prentif Ltd (address as above)
Sheaths

Condams (Empire} Shteld seamless Rubber Co, 45 City

Road, London, E C 1

London Rubber Co (address as above)

PASTES AND JELLIES
SPERMICIDAL PASTES, JELLIES AND SUPPOSITORIES
to be used with caps, or sheaths condoms for maxumum safety
All products have been tested for spermicidal power according
to the test devised by Dr J R Baher (J Hyg Camb 1937 37 477)
The manufacturers (within each class) are alphabetical order
Cases of mtolerance to any of these products are occasionally
found, a knowledge of the essential ingredients and reaction
enables a practitioner m such cases to choose an alternative
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Essential Spermundal
Aame of Product Manufocturer Reaction Substance

(A) Pastes Jelies and cha
effiiency and which hase been Pl et and hetery e dunng prolonged
P.A. Clinics

use at
Volpar Pastc?® Bntush Drug Houses Ltd  Alkahinc Khmy‘lc Mercunc
ceta
GP Oumtment® Gitmont Products Ltd Aad Hexyl Resorcinol
Ortho Creme?3 Ortho Pharmaceutical Aad Rucinoleic Aad and
Ltd Sodium Lauryl Sul
phate
Orthogynol Jelly? * Ortho Pharmaceutical Aad Rianoleic Aad and
Lud Sodium Lauryl Sul
phate
SUPPOSITORIES
Volpar Gelst Briush Drug Houses Ltd  Alkalne thnyl Mercunic
Acetate
GP Solublest Gilmont Products Ltd. Aad Hexyl Resorcinol
(B) Pastes Jellies and Supposttories which reach the required level of spermcidal
efficiency by laboratory tests
PASTES AND JELLIES
Antemin? Coates & Cooper Ltd ~ Acd Trioxymethylene
sum roct
Sulpho  Succimate
Duracremel London Rubber Co Acd Hexyl Resorcinol
Rendclls-Cream?? W J Rendell Ltd Alkaline  Hexyl Resorcinol
R SUPPOSITORIES
Gynomn® Coates & Cooper Ltd Aad Sodium D chlor Sul
phamide Benzoate
Rendells Gelst W J Rendell Ltd Alkaline  Hexy! Resorcinol
Rendells Foaming W J Rendell Ltd Alkaline  Zme Phenol
Tabletst Sulphate

(@ Pastes Jelles and Supposttonics which do not by laboratory tests peach the
roqued Tevel of spermdal cficency. but wihich have proved satufctory
2n8 harmlcs during prolonged use at ¥ P.A. Cl

PASTES AND JELLIES

Contraceptive Clay & Abraham Ltd ~ Aed Oxyquincline
Gratments Y ¥ Sulphate
Milsani? Menosine Ltd Aad Oxyqumohn:
Sulph
Frenuf Spermicidal  Prentf Ltd. Acd Heyt Resorcanol
Compound?
SUPPOSITORIES
Prenut Gelss Prentf Ltd. Aad Hexyl Resorcnol
NON SPERMICIDAL LUBRICANTS
KY Jel Johnson & Johnson Ltd.
Surgical Lubncam El Lilly & Co Ltd
1 London Rubber Co
Prentsf Surgacal Prentif Ltd.
Lubnicane

2 Products with lubricating base
S0l wih applicator ¢ Non-greasy
Foaming tablets can be used 1n tropics and are les sticky than suppositones with
2 glycerme-gelatin base

oF

# Products 1n form of paste or cream
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OVULATION TEMPERATURE RECORDS!
How to keep the Temperature Chart

t  Ask your chemust for a half minute climical thermometer He
wil tell you how to read 1t and how to shake 1t down After use
always shake 1t down to below g6°, and always wash 1t n cold
water, never in warm Keep the thermometer by your bedside

2 Begin taking your temperature on the first morning of your
menstrual pertod and go on taking 1t every mornng wathout fall
as MI\M as you wake and before you get out of bed, or eat, drink or
smohe

3 For this purpose 1t 1s best to mnsert the thermometer 1n the
rectum (back passage), but 1f you find this difficult, the mouth
will have to do Whichever method you use keep to 1t and state
whuch 1t 15 on the chart The mouth temperature 1s not as reliable
as the other, but if you must use 1t always place the thermometer
well under the tongue and keep your mouth tightly shut

4 Leave the thermometer in the rectum a full three minutes
before reading 1t, 1f you take a mouth temperature 1t 1s best to
leave the thermometer 1n place for five minutes Do not guess the
tume use @ watck or clock

5 As soon as you have taken your temperature make a dot on
the chart on the same level as the figure shown on the thermometer
For 1nstance, 1f the temperature 15 g7 2° make a dot agamst that
figure on the chart, as shown m the specimen chart below Place
the dot for the first morning s temperature on the first upnght
line, for the second mormng s temperature on the second upnght
Line, and so on every day until the beginning of the next penod

. Jom the dots by a hine as shown 1n the specimen chart When the
next period begins go on to another chart

6 If you forget to take your temperature any mornmg leave 2
blank on the chart for that day

7 Any tume you have a cold or other illness make a note of the
days on the chart

8 On occasions when you have sexual intercourse put a arcle
round the dot for the next mormng s temperature (See specimen
chart )

9 Ifyou

1 Copies of ths explanatory leaflet for patients with blank charts may be obtained
omapplication to the Family Planning ation

eep an accurate record you will see that the tem

230



APPENDIX 1V 231

perature vanies from day to day, but the greatest change usually
occurs about 14 days before the penod 15 due to begin About this
time there 15 usually a sudden fall in the temperature followed by
a sudden rise, and the general level of the temperature then re
mains higher untl the next peniod begins The total vanation
may not be more than half to one degree (5 squares equal 1 degree)
501t 15 very important to record your temperatures accurately

i 0:

i Al
5 v
[IFIIEY a{a w1 a[ulwl 8wl 11| (o3 [33]28]74125,36/37136(33100(3 [52133134.33 50

1
ST TTF

Fic 8 Chart showing ovulation about the thirtcenth day of the cycle

10 The most hkely tme for conception 1s when the tempera- _
ture suddenly falls and nises agamn This time 15 called © ovulation
day The egg cell1s then ready to be fertihized The best dates for
having intercourse are the ovulation day self and the day or two
before and after 1t

11 If you keep your temperature charts carefully for at least
three months, your doctor will see 1f you are having sexual mter
course at the night times and wll be able to grve you helpfil
adwvice If your period should be several days late and your tem
perature rematns on the higher level past the usual number of days,

s will be strong evidence that you have become pregnant



APPENDIX FIVE
DESCRIPTION OF SUBFERTILITY CLINIC

Tnis appendix outlmes the early development of a2 Family Plan

mng Assoctatton chmc at which an attempt has been made to
establish a service for the mvestigation and treatment of cases of
nfertility, side by side with a contraception chnic This combina

tion 15 undoubtedly of value since the medical officer sces not
only sub fertile patients, but also highly fertle women who
wish to limut or space their pregnancies, and these form, therefore,
an excellent control group

Premuses

The chimc 15 supported by voluntary contributions and also
recewves grants from a County and a City Health Authonty It
1s housed 1n an Out Patients Department and has the use of 2
large waiting room, two examimng rooms, mterviewing room and
storage space There 1s good lighting and heating, and hot running
water The laboratory tnvestigations (with the exception of the
examination of fresh wet films from the vagina and cervix which
1s done m the clinic) are carried out m an adjouning University
laboratory or 1n the Department of Pathology at the local general
hospatal To this hospital are referred patients needing uterosal
pngography, pelvic diathermy or any surgicalintervention There
are two branch clmics tn other parts of the county with rather
stmilar but less extensive accommodation

Staff .

There are mne or ten secretanial workers (mostly voluntary),
three nurses, one biologst, one chief medical officer and two
assistants

Equipment and Supplies

A good head lamp or other form of illummation

Bivalve speculum with long blades

Small volsellum wath fine tecth

Long dissecting forceps

Wool holding cervical probes

Small sized Hegar dilators

Utenine sound

Suction cannula for collecting cervical mucus

Sharman’s biopsy curette

Gordon kang s or Sharman s insufflation apparatus
232
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2 c¢ synnge with bayonet fitng intra uterine cannula for 1n
semimation, or a plastic graduated cannula made by Vann
Bros

10 cc or 20 cc synnge with bayonet fittng intra utermne
cannula with an acorn (adjustable if possible) for mtrod
opaque o1l

Electric cautery and battery or transformer

Mcroscope, lamp, shdes and coverships

Fixatives for endometnal biopstes and cervical mucus shdes

Bakelite spoons for collecting vagnat flud

Platinum loop for making smears for bacteriological exammna
tion

Supplies of endocrine preparations, vitanuns and certamn pre-

parations for local apphication are kept at the chnic The following
firms have been extremely generous 1n allowing special discount
and free supplies Organon Boots, Glaxo Laboratones, Vitamins
Ltd., Roche and Parke Dawvis & Co

Record keeping

At the first visit a full history 1s taken on a case card designed
by members of the medical sub-comnuttee of the Fanuly Planning
Assocration On this card are entered details relating to age
parents siblings, occupation religion and income both of husband
and wife date(s) of marriage(s) details about pregnancies, use
of contraceptnves, frequency of intercourse adequacy of coital
techmque medical history general and pelvic examnation, and
records of subsequent visits and progress of the case All records
are made at the time of exarmnations or tests

In addition, the wife 15 asked to keep a personal record of
menstrual dates, dates when coitus occurred, and f sufficrently
co operative and mtelligent a chart of rectal temperatures taken
on walking each morning

Examnation

After the history has been taken the patient 13 exammed
chmcally Although the causes of a sterile mating have to be
sought 1n both partners 1t 13 usually possible at a clmc of this
sort to deal only with the wife 1n person An estimate of the hus
band s fertiity and health has to be armved at 1n vanious mdirect
ways by examining samples of semen, by repeated post-cortal
tests on the wife by questioning her, by getting information from
hus doctor or by refernng hum to hus doctor or to a consultant for
exammnation Clearly this 1s an imperfect procedure and rdeally
there should be sessions at which husbands could attend

In the general examnation of the wife special note 15 made of
the body build weight height fat and hair distnbution, breast
development, complexion, pulse rate, blood pressure, septic foct
and operation scars In the pelvic exammnation the following points
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DESCRIPTION OF SUBFERTILITY CLINIC

Trts appendix outhnes the early development of a Family Plan

nng Assoctation clinic at which an attempt has been made to
establish a service for the investigation and treatment of cases of
mfertility, side by side with a contraception chinic This combina

tion 15 undoubtedly of value since the medical officer sees not
only sub fertile patients, but also highly fertle women who
wish to humut or space their pregnancies, and these form, therefore,
an excellent control group

Premises

The clinic 15 supported by voluntary contributions and also
receives grants from a Gounty and a City Health Authonty It
1s housed 1n an Out Patients’ Department and has the use of a
large waiting room, two examining rooms, interviewing room and
storage space There 1s good hghting and heating, and hot running
water The laboratory 1nvestigations (with the exception of the
exammation of fresh wet films from the vagina and cervix which
1s done 1n the chnic) are carried out 1n an adjormng Unnversity
Iaboratory or in the Department of Pathology at the local general
hospital To this hospital are referred patients needing uterosal
pingography, pelvic diathermy or any surgical intervention There
are two branch clinics 1n other parts of the county with rather
simular but less extensive accommodation

Staff .

There are mine or ten secretarial workers (mostly voluntary),
three nurses, one biologist one chief medical officer and two
assistants

Equipment and Supplies

A good head lamp or other form of illurmmation

Bivalve specutum with long blades

Small volsellum wath fine teeth

Long dissecting forceps

‘Wool holding cervical probes

Small sized Hegar dilators

Uterine sound

Suction cannula for collecting cervical mucus

Sharman s biopsy curette

Gordon kung s or Sharman s insufflation apparatus
232
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LABORATORY METHODS USED AT THE
EXETER F P A SUBFERTILITY CLINIG

ArtnoucH this ook aims at describing procedures within the
scope of the general practitioner the demand for expert sermun
ology and the skilled study of post coital mucus 1s so great that
this appendix 1s added m spite of the fact that the methods des-
cnibed are possibly of interest more to the laboratory technician
than to the average pracntioner Many general practitioners,
however, do undertake their own examinations of post cortal
mucus and thereby 1ncrease their own mnterest in the investigation
of fertility

As regards semmnology, most laboratories differ widely m
almost every pomnt of technique and this absence of standardiza
tion 13 responsible for much that 13 confused and unsatisfactory
The methods described below are maimly those used by Dr H A
Dawidson of the F P A Laboratory, 64 Sloane Street, London,
SWi, and by Mrs C Harvey Biologist to the FPA Clinuc,
Exeter Shght differences of reporting and technique have de
veloped, even 1n these laboratories but the fundamental prin
ciples are the same Practical details of technique are included
because 1t 15 just these matters which are the most dufficult to find
described elsewhere

I Seminal Analysis

Collection of Specrmen

Cont, ——Corked sp tubes (3 m X 1}1n) of thin
glass are used, when new these should be washed 1n hot water and
soda, rimsed 1 clean hot water and dried The corks must be a
good fit and should be soaked 1 melted paraffin wax at a tem
perature hot enough to expel any air from the pores The tubes
are ralled 1 cotton wool 20d placed . surtable hoxes

Production of Specrmen ‘This should be collected directly nto
the tube erther after withdrawal or by masturbation A sheath
should not be used as all sheaths at present available even when
washed and specrally treated reduce the activity of sperms and
most untreated sheaths immobilize all sperms 1n a few mmutes
The glass tube should be warmed to blood heat by holding 1t
in the aulla for a few minutes, since contact with cold glass
serously impaurs the activity and reduces the viability of sperms
I diately after prod of the sp the tube should

235
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are particularly noted the character of the vulva, mtrottus and
vagnal walls, the position, feel and appearance of the cervix,
the position, size, shape and consstence of the uterus and ap
pendages, the presence of discharge and 1ts character
At this stage, provided that no obvious defect has been found,
and provided that a post coital test 15 satisfactory, a proportion
of subfertile patients can be given some sumple advice andfor
treatment and told to try again—reporting results 1n a few months
This applies particularly to those who have not been trying for a
grcgnancy for more than a year, to those who have apparently
cen mussing fertile days, and to those with faulty contal techmique,
munor degrees of vaguusmus, etc A fair proportion return preg
nant, the more resistant cases requure detailed and special examina
tions and often prolonged treatment

Specral Examinations

The following special examinations are carried out at the centre
or at the hospitals and pathological laboratortes with which 1t
collaborates

1 Semunal analysts This includes, mn particular, exammnation
of sperm density, basic motility and viabihty and morphology
Testicular biopsy
Examunation of vagmal flud
Exarmnation of cervical mucus
Tubal msufflation
Uterosalpmgography
Endometnal biopsy
Miscellaneous laboratory exammations

The following more general examinations are carried out where
necessary at the Department of Pathology at the local hospital
Wasserman and Kahn tests gonococcal fixation tests, blood
counts, sugar tolerance fests, esimations of the basal metabolic
rate, testing for Rhesus factors and Ascheim Zondek pregnancy
tests It has not been found possible to arrange for hormone esuma
tons or for the esumations of urmary pregnandiol

O~ N U N

Fanal Assessment

Having collected the evidence 1t 1s necessary to sort it out and
to determine where the causes of the sterility he Stenle matings
are most often caused by multiple factors, some bemng present
1n both husband and wife Hence 1t 1s necessary to reiterate the
importance of exammng both partners with thoroughness, and of
co ordinating the results of these exammations and planmng
treatment for them as a umt Moreover, treatment needs to be
controlled and modified by further observations This co ordma
tion 15 one of the most 1mportant of the medical officer s functions
and calls particularly for sound and experienced Judgement

For cases 1n which the prognosis appears hopeless, adoption 13
suggested and, 1f accepted, assistance 1s given 1n 1ts arrangement
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also glass shdes and coverslips, two Thoma hzmocytometers and
a microscope with a warm stage  For the total count and estima
tion of moulity a 1/6 objectne X 10 eye prece with normal
tube length 1s used, giving 2 magmfication of 400

Diluting Flind —The following diluent 1s used
Sodum hydrogen phosphate (Na,HPO,12H,0) 2 o4 grams
P hate (KH,PO

dihydrogen phosy sPOL) 0 08 gram
Glucose 32 grams
Distilled water 1wocce

Ringer s solution and Baker s flud are equally satsfactory but
more trouble to prepare Normal saline 1s not satsfactory The
flmd need not be sterilized, the phosphate buffer can safely be
made up m quantities to Jast a2 month or two, 3 2 g glucose being
added to 100 ¢ ¢ of the phosphate solution as required After the
glucose 15 added the solution will not keep for more than a week
or ten days even 1n cool weather

Muxing ‘Whenever a sample of semen or of diluted semen,
1s examined the flutrd must be thoreughly mixed by bubbling aw
through 1t with a pipette fmmobile sperms settle on the bottom of
the tube and merely shaking the tube or surring with a platinum
loop 15 msufficrent to give a uniform muxture

Warmth ——All glassware and diluting flud used for Iiving
sperms must be at or just above the temperature of the semen
According to work done on ammal sperms sudden cooling causes
loss of activity which may take two or three hours to show 1ts
ﬁf’{l.l effect sudden warming to blood heat has no deleterious
ettect

Technigue As soon 2s the speaimen 15 recerved a drop of
semunal flud 15 placed on a shde warmed for 5 mumutes 1 an
meubator at 37° C and examined on a warm microscope stage
As suggested by Baker (1937) the motihity 1s scored roughly as
3 (good) 2 (far), 1 (poor) or o (no motile sperm found after
careful search) The approximate density having been assessed by
eye a dilution of 1 120 or I m 10 13 made with warm diluting
fluid using 0 5 c ¢ of well mixed semen A 111 20 dilution 15 surt
able if the density has been estimated as 6o milhion sperms per ¢ ¢
or more, for densities lymg between 6o and 20 mullion per c¢
a1 1m 10 dilution 1s used for densities between 20 and 5 million
a 1 m 5 dilution 15 used though the survnal of sperms 1n this
greater concentration 1s not 5o good as 1n the more dilute suspen
sloniI Very thin specimens should only be diluted 1 1n 1 or not
at al

The diluted semen 1s placed i the damp chamber for one hour
to allow conditions to equalize after muxing and to ensure that
the sperms should reach maximum motility which they may not
do if the period of warmung 1s less than one hour Counts.are done
on Thoma counting shdes which together with the measuning
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be corhed, wrapped 1 cotton wool and replaced m 1its box, the
wool prevents too rapid cooling

Age of Specimen The semen should reach the examiner as
soon as possible after 1t has been produced and certainly within
three hours of ejaculation It has been found that rehable con
clusions as to imtial activity and viabihty can be drawn from
specimens up to three hours old, some information can be obtained
from semen which 1s older than this but 1t cannot be regarded as
so useful or so accurate

Tume since last Eyaculation —It 1s important that the examuner
should be mformed of this interval The most satisfactory mterval
1s probably that natural to the couple concerned, m some cases
satisfactory specimens are produced with only 12 to 24 hours
between gjaculattons but m most cases 2 to 3 days seems the
optimal period Very short and very long intervals may give
equally misleading and unrepresentative results

Examnation of Specrmen

Volume This 15 recorded 1n each case Except m cases m
which the volume produced 1s repeatedly low (less than 1 cc)
no close correlation has been found between volume and fertithty
Accurate values cannot be obtaned by simple colort
metric methods because of the protemn content of seminal flud,
and as there 15 httle evidence that pH bears any relation to fertiity
the use of elaborate el TIC hods 15 hardly worth while
Such methods give pH values of 7 4 to 8 4 for semen which has
been allowed to cool exposed to air

Viscossty and Rate of Liguefaction —No simple completely
accurate method of esimating and comparing the viscosities 0
small quantities of sermnal fluad has been found A rough measure
1s made by tahmg the time required for 1 c ¢ to run out of the
standard pipettes used for measuring semen, the flud bemng
drawn up to the 1 5 c ¢ mark and timed until the meniscus has
fallen to the 0 5 ¢ ¢ mark Thus takes 2 to 23 seconds for water an
for completely hquified thmn 1 fluid M ts can
be repeated at suitable mtervals after ejaculation

Count, Mothiy and Viahihiy

These are described under one section since the estt
each 1s part of one procedure

Apparatus A warm chamber running at 37°C 15 requred
and should contain a museum jar 4} 1n X 61 X 61m approxt
mately to serve as a damp chamber The jar contains about 1 mch
of water to which 1 c ¢ of saturated mercurtc chloride 1s added to
prevent the growth of moulds A wooden rack on legs holds the
mental tubes and the jar 15 co;cred byda é;lass Id tSctmc::

led 1n pipettes measuring 4% in and drawn out to

:isxalrl:;ﬁr of noIt) ll)ess than 1 mm at the finc end A numi::lr
of stmilar prpettes accurately graduated from the tip are required,

mation of

expert
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Freshly ejaculated semen cannot be thoroughly muxed or
accurately diluted until hquefaction has proceeded for a quarter to
half an hour, nor can ?hc actvity of the sperms be properly
assessed until hquefaction 15 well advanced This has usually
taken place by the time the specimen 1s delivered at the laboratory,
by which time cooling will also have occurred When specimens
which have been allowed to cool for half an hour or longer are
mixed with warm diluting fld (see p 237) maximum sperm
motlity 15 not reached at once, the percentage of motile forms
nsing gradually up to one hour and occasionally for even longer
We have therefore selected the motility determuned after one
hour s 1ncubation at 37° C 1n diluting flud as the standard for
comparnison and this 1s referred to as the Basic Moahiy The Basic
Motshity figures which according to a number of observations
on semen from men of proved fertihty may be accepted as satisfac
tory for specimens of different ages, are set out m Table 4 *

TABLE 4 (sce page 244)
MINMUM A VALUES

Denuty 40-50 million per ¢ ¢
Morpholosy 6065 per cent normal

Age 1 hours at start of sneubalion

T 2 3 5 6 7
Bauc Motility (per cent fully 4
actwe after t hourat3y C) 50 45 3, 27 21 17 13 IO

Age wn hours at start of ncubation

v, 335 5-7

1abihity ratio 15 125 10 o5

The viability of a specimen as judged by estimating the per
centage of motile sperms after 3 hours incubation and agan

ter 5 hours incubation at 37° G can be conventently stated i
the form of a ratio 1€ _the sum of the ratios of these percentages
to the percentage motility found after the first hour s incubation
This s referred to as the Viabtluty Ratio Ifno fall in activityoccurred
during the whole 5 hours _incubation the sum of the ratios would
be 2 In fact there 1s usually a gradual falling off 1n activity, even
in specimens from ferule men For example the following falls 1n
acuvity may be expected and can be accepted as satisfactory
(Greater and more sudden falls i actvaty will occur specimens
from subfertile men ) -

Moty A convement figure may be obtained by dividing the basic motdity of
@iven specimen by the mumsmum value for an A specimen of the same age
(see Table 4) This makes 1t posstble to compare motilitzes 10 tpecimens of dufferent
2ges where the differences a ¢ not great enough to put them i different groups of
the A and B sysem Forexample aspecimen recerved 2 hours after ejaculation
With a basic motlity of 30 / and one recewved at 3 hours old with a basic motility
of 15/ would both score B for motility In the former case the fraction 15 30/35 =
©86 ‘whic 1n the latter t1s 35/27 =055 Thesc values are parucularly useful
When the effects of treatment arc being stuched
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pipettes used for sampling, have been kept 1 a 37° C ncubator
At the end of the first hour the warmed diluted semen 1s agan
well mixed and a drop placed on each of two Thoma shides One
drop 15 covered immediately with a coverslip and the shide 5
placed on the warm microscope stage, the other s placed under
an mverted glass capsule Lined with filter paper morstened with
2 per cent osmic acid, the osmic vapour permanently immobihzes
all the sperms n a few seconds, the capsule 15 then removed and
the covershp put in place When the warmed shde has been
allowed to stand for 5 minutes a count 1s made of all mmmotile
sperms and of sperms moving feebly but not progressing (fully
active sperms are ignored) A total of 200 to 300 sperms should be
counted and the numbers so obtained may be called a (1mmotile)
and b (feecbly motile) A count 1s then made on the osmicated
shide of all sperms m the same number of squares as were used
for the count on the unosmicated shde, this gives a number ¢
The difference ¢ — (a + b) gives the number of fully motle
sperms corresponding to the total number of sperms ¢ From these
results the number of spermsin 1 ¢ ¢ of undiluted semen (Density),
and the percentage of fully motile and feebly motile sperms can
also be calculated (Mot:lity) A similar estimation 1s made after
3 hours’ and again after 5 hours’ incubation, and a compartson
of the percentage motility present at these three estimations sup
phies mformation about Viabifify It 13 necessary to count an oS
micated shde each time as the total count may be reduced owing
to disintegration of dead sperms or to therr aggregation into large
clumps but mn calculating percentage motility the earliest total
count must be used

Comments The method of counting described above has
been adopted because direct estimation of the number of motile
sperm has been found difficult and unrelable for the following
reasons (1) When a high percentage of sperms are progressively
motile 1t 15 impossible to count 2ll the fully motile sperms present
at one instant 1n the field In even a few seconds the motile sperm3
pasuing through a small field represent the content of a larger
volume of flud than the non motile sperms found m that field
which of course remain unchanged (u) Very rapid counting 15
impracticable because the active sperms agitate the non motile
ones and only careful observation can disunguish between those
osaillating and those merely shaken by others (m1) Frequently
the active sperms tend to be found m 2 focal plane above the
nactive sperms and observations confined to the upper field
would lead to too high a value for motdity It 1s better to make 2
direct count of motile sperms 1f; at the dilution used, the number
of progressively motile sperms m sixteen small squares can all
be seen and counted at once—a number which 1n our experience
does not exceed four The use of diuting flmid facilitates the estma
tion of percentage survival by prolonging the hife of many of the

sperms
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Making Smears ——Mix the semen thoroughly by bubbling awr
through with a pipette and place a drop at one end of a perfectly
clean slide, spread the drop evenly and thinly with the side of the
pipette, any excess of semen being shaken off Dense specimens
may be diluted with an equal quantity of Ringer s solution or
other 1otomc diluent

Fuxation——Immediately after spreading the smear and
before it has dried, mnvert the shide over a watch glass contammg
a drop of 2 per cent osmuc acid (fixation 15 effected by the vapour)
for 5 mmutes Place the shde on a flat surface and flood with
Schaudmnn s flwd (2 parts saturated aqueous mercuric chlonde
to 1 part absolute alcohol) and leave for 5 minutes Shake off the
Schaudinn s fluid and ninse the shide n absolute alcohol saturated
with 1odine, then rinse 1n g6 per cent and 7o per cent alcohol and
wash for 10 minutes n running water

Staumng -After washing place the side in Delafield s heama
toxyln for 20 mnutes, and nnse 1 water Weigerts hema
toxylin (10 minutes) gives rather better preparations but shides
must be washed 1n running water for 1 hour after fizing and
differentiation requires greater care Rimse m 70 per cent acd
alcohol until the film, except the larger nidges 15 almost colourless
(a few seconds only) and examine under a microscope with low
power Sperm tails should stand out clearly, heads should appear
transparent not black, and the background should be colourless
or famntly mauve If differentiation 1s not satisfactory return to
acid alcohol for a short tme Wash m runmng water for 15 minutes
(in soft water districts nnse mn artificial tap water to blue the
hzmatoxylin) Counterstain 1n } per cent aqueous Rose Bengal
for 1 mmute only, rmse in water, take up rapidly through
70 per cent o6 per cent, and absolute alcohol to xylol mount
i Canada balsam A square covership covers sufficient film and
the palest, not the densest, part of the film should be selected

Examnaton It will be found that 1n some cases coagulation
of the seminal flud by Schaudinn s flud causes radiating creases
to appear on the smear which stain deeply however sufficient
sperms can be observed 1n the less dense areas A thin regiom 1s
selected under low power and then examined with a 112 ol
1mmersion objective For maximum accuracy 400 to 600 sperms
should be examned but as a routine practice 200 are counted as
this gves values lying within 3 per cent of the values obtained wath
larger counts

WVhen examimng a stained film for morphology each sperm 1s
considered and if the whole sperm appears normal 1t 1s scored as
such, if the head 1s abnormal in any way 1t 1s scored as an abnormal
head type regardless of whether the middle piece and tail are
normal or abnormal, if the head has a normal appearance and
the muddle piece and tail are abnormal 1t 13 scored under the
appropnate heading Thus each sperm oceurs 1n one category
only and the total of each type can be calculated as percentages
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A fall of not more than 20 per cent

For a specimen recenved 1n motility between 1st and grd
4 hour after ejaculation | hour of incubation

and kept at 37°C 1n | A fall of not more than 50 per cent

suitable diluting fluid m motlity between st and 5th
hour of mcubation

A fall of not more than 40 per cent

For a specimen received mn motility between 1st and 3rd
3 hours after ¢jaculation hour of mcubation

and kept at 37°C 1) A fall of not more than 8o per cent

suitable diluting flud m motihty between 1st and 5th
hour of incubation

The fall 10 motility should be so distributed that the Viabthty
Ratio (as defined above) 1s at least 1 5 1n the case of specrmens
only half an hour old at start of test and at least 1 2 1f, for example,
the specimen 15 3 hours old when received

e g for specrmen half an hour old
Percentage motility after 3 hours’ mcubation = 40 _ 08
Percentage motility after 1 hour s mncubation = 50
Percentage motility after 5 hours mcubation = 35
Percentage motility after 1 hour s incubation = 50

0 =07
15

e g jor spectmen g hours old
Percentage motility after 3 hours’ mncubation == 24 _ o8
Percentage motility after 1 hour s mmcubation = 30
Percentage motihty after 5 hours mcubation = 12

Percentage motility after 1 hour s mcubation = 30 04

12

Comparatrwe Morphology of Sperms

In our experience all methods of preparing stamed films of
semen 1nvolving drying exther with or without heat are lable to
produce distortion of the sperm head and even more of the middle
piece Moreover the sperms become aggregated mnto clumps which
makes critical examunation difficult, and during the process of
clearing such shdes with Chloramine T the larger nd heavier

es of abnormal sperms tend to wash off more easily than do the

z[?.cr types, thus giving a musleading differential count The
following method has been adopted after experimentation with 2
number of fixatnes and stain combmations It gives a clear
defimtion of head middle picce, tail and end piece, and compart
son of stamed films with fresh matertal shows no sigmficant change
of form resulting from the techmque
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Making Smears Mix the semen thoroughly by bubbling aw
through with a pipette and place a drop at one end of a perfectly
clean shde, spread the drop evenly and thinly with the side of the
pipette, any excess of semen bemng shaken off Dense specimens
may be diluted with an equal quantity of Ringers solntion or
other 1sotonic diluent

Fuxation——Immediately after spreading the smear and
before 1t has dried, invert the shde over a watch glass contaimng
adrop of 2 per cent osmic acid (fixation 13 effected by the vapour)
for 5 minutes Place the shde on a flat surface and flood with
Schaudinn s flnd (2 parts saturated aqueous mercuric chlorde
to 1 part absolute alcohol) and leave for 5 mnutes Shake off the
Schaudinn s flud and rinse the shde 1n absolute alcohol saturated
with 10dine, then rinse 1n g6 per cent and 70 per cent alcohol and
wash for 10 minutes 1n runming water

Staning After washing place the shide in Delafield s hama
toxyln for 20 minutes, and minse 1in water Weigerts hzma
toxyln (10 minutes) gives rather better preparations but shdes
must be washed 1 runming water for 1 hour after fixng and
differentiation requires greater care Rinse 1 70 per cent acid
aleohol until the film, except the larger nidges 15 almost colourless
(a few seconds only) and examine under a microscope with low
power Sperm tails should stand out clearly, heads should appear
transparent not black, and the background should be colourless
or famtly mauve If differentiation 15 not satisfactory return to
aad alcohol for a short time Wash mn runming water for 15 minutes
(in soft water districts nnse 1n artificial tap water to blue the
hzmatoxylin) Counterstan 1n } per cent aqueous Rose Bengal
for 1 mnute only, rinse n water, take up rapidly through
70 per cent 96 per cent, and absolute alcohol to xylol, mount
m Canada balsam A square covership covers sufficient film and
the palest, not the densest, part of the film should be selected

xamination —-It will be found that 1n some cases coagulation
of the semmal flud by Schaudinn s fluid causes radiating creases
to appear on the smear which stam deeply, however suffictent
sperms can be observed in the less dense areas A thin regiom 1s
selected under low power and then examined with a 1/12 ol
immersion objective For maximum accuracy 400 to 60o sperms
thould be examined but as a routine practice 200 are counted as
;}“5 gwes values Iying within 3 per cent of the values obtained with
?ll"chlx‘l counts
£n examining a stained film for morphology, each sperm 1s
considered and if the whole sperm appca:gnomglzi 1t s sc}:)red as
;“Ch 'f'the head 15 abnormal in any way 1t 1s scored as an abnormal
cad type regardless of whether the mddle prece and tail are
t“};)mlal or abnormal, if the head has a normal appearance and
: c muddle prece and tail are abnormal 1t 18 scored under the
OmePnatc heading Thus each sperm occurs 1n one Category
nly and the total of each type can be calculated as percentages
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of the total sperm population The abnormal sperms are scored
under the following headmngs Abnormal heads, amorpluc, pear or
tapenng, giant, pin, double, multiple Abrormal muddle and tail,
bent, nng, folded, short, multple collar Examples of some of
these types are shown mn Fig 29 Detached heads and tails are
not included 1 the 200 sperms on which the percentage of
abnormal forms 1s assessed, but the number observed durnng this
count 1s recorded

Other Cells —Polymorphonuclear leucocytes occur quite com-
monly at the rate of half 2 milhon per ¢ ¢ 1n semunal flud even
from fertile men On the routine shde the number of such cells
assocrated with 100 sperms 15 counted and from 2 knowledge of the
sperm density the concentration of polymorphs per ¢ ¢ can be
calculated Cellular elements other than sperms and polymorphs
are not infrequently present particularly 1n specimens from sub
fertile men, but with the exception of cells of the squamous type
1t 18 seldom possible to 1dentify them or state their origin with any
certainty Such cells are counted while the differential sperm
count 15 being made and are scored as  cells of indeterminate
ongin

Fructose —Fructose estimations are now carried out by the
method described by Dr T Mann (Mann 1948) It 1s too early
to say whether this estimation 15 of much chnical value It 1s
quite apparent that, owing to the relatvely low sperm densities
encountered mn human semen, 1t 15 mmpossible to assess sperm
mothty by measuring the rate of fructoloss as can be done, for
example 1n the case of the ram and the bull Nor as yet has any
durect relattonship between androgen levels and fructose content
of semen been established in man though Miss U Parsons,
working at the Molteno I Cambndge has d rated
a very close relationship between androgens and the formation of
seminal fructose 1n rabbis The esimation may be of value 1n
helping to establish a d m cases of permua Since
semnal fructose 1s produced mamly in the seminal vesicles 1ts
presence 1n the semunal flurd suggests that a complete absence of
spermatozoa 15 due either to fallure of the germmal epithehum
or to bilateral non patency of ducts somewhere between the
testes and the serminal vesicles, whereas total or almost complete
absence of fructose 1n assoctation with a small velume, suggests
an obstructive lesion between seminal vesicles and the extenor,
¢ g 1n the gjaculatory ducts

Conclusion

‘Whenever possible more than p should be d
although a man tends to show a charactenstic seminal picture
considerable vanation can undoubtedly occur 1n the same nd:
vidual Therefore when judging a speaimen 1t 13 essential not
only to know the iterval since the previous cjaculation and the
age of the specamen but also whether there 13 any relevant pomnt
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i the lustory that may be responsible for departure from the
norm (e g recent illness, injury, exhaustion, change of occupation)

In an attempt to establish a means of assessing male fertihity
we have taken what 1n our view are the four most :mportant
factors 1n a seminal analysis—sperm density, basic motility,
viability and morphology~—and have allotted to each a somewhat
arbitrary mmimal value for what may be regarded as satisfactory
These rummal values (shown 1n Table 4), or anything above, are
scored as “A’ values, anything below 1s scored as “B  From 2
consideration of results 1t appears that a man’s fertilizing capacity
15 not seriously imparred until he fails to score an “A” for any
of the four factors, while 1t 1s relatively imparred 1f he scores only
one or two “As  Clearly the less fertile the wife the more 1m
portant does the husband s relative infertility become

Examples of Report Sheets are shown on pages 246~7
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Senal o M
Previo s Report No

REPORT ON SEMEN * | chargemate

Nawo and Address v - - Date
Doctor s Name and Address . e
Time produced Method of obtaining specrmen,
Time examuned Last coutos dagn ago
Votumé' Do ofspermperce. will o2
Btruoture sbrotmality (conated ) Total %
Abnormal hesdy % Abnormel mddle & ta % Iumatue forms %
Debrs cells Vsconty
fots E T orar wF A I' ws 1 Ao

For the gmdance of practitioners we print below vanatwons of figures f om gemm J

specimens where the busbsnd s known to have produced & pregaancy

) ) o " )
15~Bco 5 —550 mlhoo 55 10-30% 0-8%

Remarks
Volume Denuty Coms stence
Bamo Motihity Visbibty
Morphology -

normally fertsle
This 1o & border lme [specimen

sublertile

Fia 30
* Report Sheet used at the F P A Laboratory 64 Slaane Strcet London SW 1
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*®
REPORT ON SEMEN

Dase Nue sad Addrers,

Produced. Recerrad. A bre Diteoflant Co g

L p— o8 Viscosiy. P Deomtp o e
Rl L S —

MORPHOLOGY (Sperm Eammuned Toul Normal Speca.

Al p wih Abmormal H 3d__. % Sp wth sormal bead bot boormal mddl or e, e e n ¥
ANALYSIS OF ABNORMAUITIES (o0t perm may sbow several diflerent bormalioe)

HEADS. MIDDLE AND TAIL.
Amorphie Dbl Beat Callar
ParetT penmg. 3 Miple | PP — Wafrple Tl
Gut F lded Tl
P Short Tad
Detached Hesds ‘,} por 100 Db
Tals eomplece 75 Ml ple clements pe 100 ap o

ACCESSORY CELLS {milhosfcc)
Iadetermun te {possibly Teswoular) e e BN, Polymorpha_
Eonnoph Y Asocleate Bades__________

MOTILITY AND VIABILITY

s g p— Y ==
Acsreey
N mber.
Merphology .
VAW e
REMARKS
Fio 31

I Examation of Vagnal Flud

For the method of extraction and examination of wet films see
page 46 After the spoon has reached the laboratory two films are
fixed and stamed as follows

a_For Bacteng Films are dried, fixed by heat and stained
by Gram s method No attempt 15 made to identfy the orgamsms
preasely dunng the examination of the wet film they are grouped
merely as  Doderlem bacith ,  diphtherowds small baailh
and coca (Gram posive or negative), and assessed as ¢ domt
nant many or few

b For Cytology — Smears are fixed by mnverston over 2 per
cent osmuc acd for 5 mnutes After washing they are stained with
Delafield s hematotylin for 15 to 20 minutes They are counter

* Report Sheet used at the Exeter ¥ PA, Chime,

R



248 PROBLEMS OF FERTILITY IN GENERAL PRACTICE

stamed 1n Rose Bengal (3 per cent aqueous) for 10 minutes One
hundred epithehal cells are exammned and the percentage of
squames with large reticulate nucler and with pyknotic nucle: 15
recorded and also the percentage of rounded (basal) cells The
degree of cormification of the squames 1s indicated by the staming
reaction, fully cormfied cells staning red, uncornified cells blue
and mtermediate stages mauve However, small vanations m
staiming time or the presence of semnal flud or cervical mucus
tend to modify the response of squames to stains and any estima
tion of cornification by means of staiming reaction 1s therefore
somewhat unrehable Sperms, pus cells and red blood corpuscles
associated with 100 squames are counted 1f not very numerous
they are scored as ©“ + - 1f there are large numbers m every field

¢ pH ——What remains of the flmid 15 used for making a durect
estimation of the pH by means of a qunhydrone electrode,
adapted so that quantities as small as 0 05 ¢ ¢ can be used and
the determination can be made without transferrmg the flud
from the bakelite spoon 1n which 1t 1s collected

T Examination of Cervical Mucus

For the method of extraction and exarmination of wet films se¢
P 46 If enough mucus has been collected direct estimation of
#H by means of a quinhydrone electrode can be carried out as
for vagmal fluid The rest 1s spread over a shde as thinly as
possible and fixed for staming by exposing 1t to 2 per cent osmic
acid vapour for 5 to 10 minutes The smear 15 stained mn Delafield s
hematoxyhn and counterstained with Rose Bengal

One hundred fields spread over four areas of the smear are
examned It 1s impossible to make an even smear of most cervical
mucus, and fields containing msufficient mucus to stamn purple
and fields too dense for proper assessment of cells are 1gnore
The total number of sperms found 1n 100 fields 1s recorded to
gether with the number of these sperms showing abnormalities
or lacking a tail Other cells (vaginal squames, pus cells and
red blood corpuscles) are not counted but the number of fields
m which they occur and also the number of fields contamning
stained mucus but no cells, or only spermatozoa are recordet
The occurrence of ¢ mucus cells 1¢ cells apparently onginating
from the cervical cubical epithelium or from the endometrium
and occurring 1n the smear 1n vanous stages of degeneration 1
also noted The approximate number of each type of cell per
100 fields can be calculated from these data using the following
formula x = logeq, where x = density per field, q = per cent
of fields from which the particular type of cell 1s absent ¢ = base
of natural logarithm

IV Invasion Test
In order to estimate the distance to which and the rate at

which sperms will invade a gven sample of mucus Mrs Clare
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Hanvey has devised a specially constructed and marked slide
which can now be obtamed from Messrs W Watson & Sons,
313 High Holborn, London, W C 1 (see Fig 32)

The shide 1s divided lengthwise by two deep grooves, and g cm
of the central region 1s divided by transverse hines etched at 2 mm
intervals The grooves prevent the secpage of semen round the
edge of the mucus and mamtamn a standard width of surface
between mucus and semen No corersisp 1s used and therefore all
capllary forces are avoided except those at the flud mterface
and between the slide and the flnds The surface tension forces
set up 1n elastic mucus between a covershp and shde or m 2
capillary tube, must be enormous compared with the motive
power of a progressing sperm

CERVICAL MUCUS SLIDE

LTI
T

[T

SURFACE YIEW

1

END VIEW

Fio 32 Shde for measuring degree and rate of nvas on of cervical mucus by

spermatozoa

Method The mucus 1s spread over as much of the etched
area as 1t will cover 1n the central region between the grooves
It should be suffictent not to draw away from the edge of the
groove and thin enough for the etched lines to show as faint
shadows when the 2/3 objective 1s focused on the surface of the
mucus Approumately 005 c ¢ of semen 15 placed near one end
of the mucus and the drop 1s stroked gently with a platinum loop
until the mucus 1s 1n contact with the semen for the whole width
between the grooves Some seepage of semen over the surface of
the mucus takes place but ceases a few seconds after contact The
shde 15 mncubated at 37°C i a petr1 dish floored with wet
blotung paper and sealed with vaseline It 15 examined with the
2/3 objective after § 1 and g hours (The imtervals at which ex~
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amunations are made can of course be vaned to suit individuaf
workers )

Examination ——The shde 1s moved until the junction of semen
and mucus 1s 1n focus and the activity of the sperms 1 the semen
drop 1s noted The shide 15 then moved unul one transverse line
has been passed and the presence or absence of sperms and their
motility beyond this ine 15 scored The shide 1s then moved agamn
until a second line 1s crossed and so on, 1f no sperms are found m
five fields 1n two consecutive areas the search 1s abandoned and
the shide returned to the mcubator At the third examination
(1e when the semen has been 1n contact with the mucus for
3 hours) a note 1s made of the furthest distance from the interface
at which a sperm has been seen under the 2/3 objective In order
to be certan that sperms beyond this pomt are not beng mussed
the mucus 1s separated by holding a square covershp vertically
with 1ts edge on the etched line beyond which no sperms have
been seen, with the edge of a second coverslip the mucus distal
to this line 1s drawn 2way and placed on an ordinary microscope
shide, covered and examned carefully for sperms under a 1/6 ob
Jective In practice 1t 15 quite rare to find sperms under the 1/6
which have been missed with the 2/3 objective

V Fixation and Staming of Endometnal and Testicular Matenal for
Biopsy

The best routine fixative for endometrial curettings and frag
ments from the testicle 1s Bown's flud  Pieces should be rnsed
first 1n physological saline and then transferred to the fixing flud
In this they may be left for an indefimite period but fixation
overmght 18 the normal procedure After this transfer to 70 per
cent alcohol for 3 to 4 hours, go per cent alcohol for 2 hours,
absolute alcohol for 2 hours, and to benzole till cleared The tume
allowed 1 each alcohol duning fixation will depend on the size
of the curetting and should be mncreased 1f preces are very large,
especally 1f removed during a dilatation and curettage Embed
1n wax and cut sections at 8

It 1s regarded as important to mount a series of sections on
each shde, varymng m number from 20 to 6o according to the
size (rather than the 1 or 2 sections usnally provided)

Take sections down to distilled water and stamn 1 Delafield s
hzmatoxylin for 10 to 12 minutes Rinse under the tap and then
briefly in acid 70 per cent alcohol (15 to 30 seconds) rnse again
under the tap and blue 1 tap water or Scott s artificial tap water
Transfer to 1 per cent eosin solution for 4 to 1 minute Rinse under
the tap and take rapidly through 70 per cent go per cent and
absolute alcohol to benzole or xylol Mount 1n Canada balsam
The tumes 1 the stamns will depend to some extent on the samples
of stain used and should be varied according to the worker s
erience A second shde stamned to show elastic fibres with

W fuchsehn 15 1 valuable addition

Weigert s
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aminations are made can of course be vared to st individual
workers )

Lxamination ——The shide 15 moved until the junction of semen
and mucus 1s i focus and the activity of the sperms 1n the semen
drop 1s noted The shide 15 then moved until one transverse line
has been passed and the presence or absence of sperms and thewr
motility beyond this hine 15 scored The shde 15 then moved agamn
until a second Iine 15 crossed and so on, if no sperms are found in
five fields 1n two consecutive areas, the search 1s abandoned and
the shde returned to the incubator At the thurd exammation
(1e when the semen has been 1n contact with the mucus for
3 hours) a note 1s made of the furthest dsstance from the interface
at which a sperm has been seen under the 2/3 objective In order
to be certain that sperms beyond ths point are not being mssed
the mucus s separated by holding a square covership verucally
with 1ts edge on the etched line beyond which no sperms have
been scen, with the edge of a second coverslip the mucus distal
to this ine 15 drawn away and placed on 2n ordinary microscope
shde, covered and examined carefully for sperms under a 1/6 ob
Jective In practice 1t 1s quite rare to find sperms under the 1/6
which have been missed with the 2/3 objective

V Fization and Stamung of Endometrtal and Testicular Material for
Biopsy

The best routine fixative for endometnal curettings and frag
ments from the testicle 15 Boutn s fld  Pieces should be rinsed
first in phystological saline and then transferred to the fixing flmd
In this they may be left for an indefinite period but fixanon
overnight 15 the normal procedure After this transfer to 70 per
cent alcohol for 8 to 4 hours, go per cent alcohol for 2 hours
absolute alcohol for 2 hours, and to benzole till cleared The time
allowed 1 each alcohol during fixation will depend on the size
of the curetting and should be increased 1f preces are very large
especially 1f removed during a dilatauon and curettage Embed
1n wax and cut sections at §

It 15 regarded as important to mount 2 series of sections on
each shide, varying 1r number from 20 to 6o according to the
size (rather than the 1 or 2 sections usually provided)

Take sections down to dusulled water and stain i Delafield s
hematoxylin for 10 to 12 minutes Rinse under the tap and then
briefly 1t acid 70 per cent alcohol (15 to 30 seconds), rinse agatn
under the tap and blue 1n tap water or Scott s artificial tap water
Transfer to [ per cent eosm solution for % to 1 minute Rinse under
the tap and tale rapdly through 70 per cent go per cent and
absolute alcohol to benzole or xylol Mount n Canada balsam
The times 1n the stains will depend to some extent on the samples
of stain used and should be varied according to the worker s
experience A second slide stained to show clasuc fibres with
Wegert s fuchsehn 15 a valuable addition
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