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Abstract

Requests for infertility work up are often received in the chemical pathology laboratory. These are sent in from various
consultants in the hospital and even from private clinics. There is ever increasing need to assist the infertile or sub fertile
couples to achieve pregnancy or sexual satisfaction. We set out to find out which gender is being investigated more in
this environment and from where do the requests come. A retrospective study of the master log book in the chemical
laboratory was done for a period of one year (January — December 2014). The result shows that only 6% of males
compared with 94% of females are being investigated in our laboratory. The excel software was used in the analysis of
result. Females are being selectively investigated but in our opinion, this should stop and both partners should be

investigated together to achieve better result.
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Introduction

The quest for procreation is as ancient as the history of
man. In many cultures, for a marriage to be seen as
successful, it must be blessed with pregnancy and
childbirth. For those not interested in childbearing
however, they aim at sexual satisfaction among other
reasons for marital union. No wonder then that help is
quickly sought when either or both of the above
reasons for getting married is/are not achieved as at
when due in the union.

The gynecologist, surgeon (General or Urologist),
General practitioner, Family physician, endocrinologist
and the Chemical pathologist with attendant in
Chemical Pathology laboratory are often contacted
variously for help or assistance.

The control of the gonads, fertility and sexual behavior
in humans is multifactor and this article will be
concerned primarily with the hormonal control.
Gonadotrophin releasing hormone (GnRH) produced
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and secreted in the hypothalamus acts on the anterior
pituitary gland which results in the production and
release of Follicle Stimulating Hormone (FSH) and
Luteinising Hormone (LH). These in turn act on either
the testis (males) or ovary (females) to elaborate
needed sex hormones. This process is regulated by
hormonal and neuro-psychological mechanisms.

Any malfunction in the above stated mechanisms
despite good or normal anatomy of the couple can
result in sexual dysfunction and infertility.

Literature review

Infertility is defined as a couple’s inability to conceive
after 1 year of regular unprotected sexual intercourse, it
is a condition which affects approximately 15% of the
reproductive age population?. A contributing male
factor may be found in over half of cases with up to
40% of those being secondary to male factors alone?3.
Male factor infertility is often characterized by
abnormalities on semen analysis such as low or absent
sperm counts and low motility. The diagnostic ability
of available male investigative tools is limited,
however, and likely underestimates the true prevalence
of male factors in infertile couples. The World Health
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Organization stated that infertility is a major global
public health issue of the last few decades. Infertility is
estimated to affect about 72.4 million people
worldwide with 40.5 million currently seeking medical
care. The overall burden of sub fertility/infertility is
significant; it is likely underestimated, and has not
displayed any decrease over the last 20 years*.The
fertility evaluation is typically initiated for couples who
have been trying to conceive naturally for some period
of time without success.

They should first undergo an evaluation to determine
any barriers or available treatments for their best
opportunity to conceive naturally.

Table 1: Reference values of male reproductive hormones

Normal reference
range

Hormone (units)

Testosterone, bio available (ng dI-1) Total ~ 240-950
testosterone (ng dl—1) >20 years

20-39 years 72-257
40-69 years 40-213
Testosterone, free (ng dl—1)

20-39 years 1.4-20.3
40-69 years 0.6-16.8
Estradiol adult (pg ml—1) 11.6-41.6
Folliclestimulating hormone adult (mIU 0.9-15
ml—1)

Luteinizing hormone adult (mIU ml-1) 1.3-13
Inhibin B (pg ml—1) 47-308
Prolactin (ng ml—1) 2-15

Table 2: Male reproductive hormone evaluation profile
as related to clinical condition

Clinical Folliclestim Luteinizing H Testosterone Prolactin
condition ulating H

Normal Normal Normal Normal Normal
spermatogenesis

Abnormalsperma High Normal Normal Normal
togenesis

Hypogonado- Low Low Low Normal
tropichypogonadi

sm

Hypergonado High High Low Normal
tropic

hypogonadism
/completetesticul
arfailure

Prolactin- Normal Normal Low High

secretingpituitar
ytumor

Evaluation of reproductive failure

Clinical assessment of male reproductive failure
represents a great challenge. Several factors
(environmental, therapeutic, genetic, occupational, etc.)
are responsible for male reproductive failure. These
factors primarily affect the hypothalamic- pituitary-
gonadal (HPG)axis, which results in hormonal
imbalance and testicular damage causing reproductive
failure and infertility.

Endocrine evaluation
An endocrine evaluation of an infertile male should be

performed to check: (1) an abnormal testicular size
and/or pathology; (2) abnormal semen parameters; (3)
impaired sexual function; (4) other clinical findings
suggestive of a specific endocrinopathy. Initial
evaluation should include levels of serum testosterone
(T), luteinizing hormone (LH), follicle stimulating
hormone (FSH), inhibin and also prolactin (if erectile
dysfunction is suspected). Table 1gives the reference
values of these male reproductive hormones, A woman
with a suspicion of chronic anovulation most probably
due to polycystic ovarian (PCO) syndrome, as there is
a long history of irregular cycles and clinical
presentation with hirsutism, her serum levels of
testosterone hormone, sex hormone binding globulin
(SHBG), dihydroepiandrostenedione (DHEA),
dihydroepiandrostenedione-sulfate  (DHEAS) and
prolactin should be evaluated to prove the provisional
diagnosis and to detect the source of excess androgens.
However, early referral of infertile couples to a
dedicated specialist infertility clinic may be indicated
to increase their chance of pregnancy. Other necessary
tests as for male endocrine evaluation above should be
carried out.

Method

After adequate consultation, necessary data was
retrieved from the master result log book in the
Chemical pathology laboratory of ISTH, Irrua, Edo
state, Nigeria. The period analysed was from January 1,
2014 to December 31, 2014. Retrieved data included
sex, clinical diagnosis and the referring clinic. The data
was de-identified to protect the patients/clients.
Analysis was by Excel software package and same
presented as tables and figures.

Arch.Med. Res.Vol. 5, June 2017 | 63



]ABSAdebayo, Osuji; Pattern of request for female fertility hormones in Irrua Specialist Teaching Hospital(ISTH) Irrua, Edo State. Nigeria: One year retrospective study.

Result

A total of 444 requests were received out of which
males were 28 accounting for 6.3%(28/444) and
females were 416 accounting for 93.7%(416/444).

Table 3: No of requests per month and gender

Month Males Females

January 0 0

February 0 0

March 2 35

April 5 86

May 2 48

June 3 52

July 0 0

August 6 70

September 3 22

October 0 2

November 6 57

December 1 44

Total 28 416
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investigation in Males
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Fig.3:Requesting clinics for male fertility profile
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Fig.4: Requesting clinics for Female fertility profile
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Discussion

Despite the fact that male factor accounts for about
40% of the causes of infertility, only about 6% males
compared with about 94% of females are being
investigated in the chemical pathology laboratory in
this center for the given period reviewed. This agrees
with the widely-held belief in many cultures that
infertility is often due to female factor.

Infertile couples are usually advised to start their
investigations after 12 months of trying to conceive or
after 6 months if the female partner is more than 35
years old or immediately if there is an obvious cause
for their infertility or subfertility®.

Infertility is a common clinical problem. It affects 13%
to 15% of couples worldwide®. The prevalence varies
widely, being less in developed countries and more in
developing countries where limited resources for
investigation and treatment are available’. In the
United Kingdom, it is estimated that one in six couples
would complain of infertility®.

Both partners should be investigated at the same time
to achieve better result and there should be proper
counseling by the attending physician or gynecologist.

Conclusion

This study has shown that males are not being
investigated for infertility in this center as often as
females. All efforts should be geared towards
educating males at all referring or contact points. This
type of education is necessary in order to assist
appropriately when investigating couples for infertility.
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