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INTRODUCTION 

Infertility IS the compla1nt of approximately 10% of couples wh1ch 

makes 11 one of the most common problem for wh1ch people seek medical 

adv1ce 

Infertility has several definttions and medical, demographiC, and 

popular usage may differ (wentz, 1988) and the Amencan Fertility Society 

considers couple infertile when unable to achieve pregnancy with stipulated 

penod of t1me. usually one year, of unrestricted co1tus and without any 

contraception including lactation (Wallach, 1989)_ 

The percent of mamed couples unable to conce1ve varies as reported 

by different authors. 10% (Waf/ach, 1989) 15% (Wentz, 1988), while 

(Behrman and Patton, 1988) reported that it climbed from 15% to 18- 20% 

in the past decade Hamitton (1992) mentioned that there 1s little evidence 

that is real and a recent community based study found a prevalence of 

infertility within general population of 14% (Rempleton eta/, 1990). 

As regards the causes of infertility the tuba-pelvic factors now a days 

represent the commonest cause Thts ts due to an 1ncrease in sexually 

transmitted d1seases particularly. whiCh cause pelv1c Inflammatory d1sease 

[PID). 

Tubal and peritubal factors are reported 1n 25-50% of 1nfertlle women 

(Dhaliwal et al, 1987) In conjugation witn ectopic pregnancy are recognized 

sequellae of PID Also. there is a close response relat1onsh1p between acute 

salpingitts and infertility such that the rate of Infertility due to tubal dysfunction 

mcreases w1th the number cmd seventy of ep1sodes of salpingitis (Sellars et 

af, 1988) 
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The factors most seriously as well as most frequently influence 

rnfertrlrty me related as to anatomrc and pathologrc alteratron of fallopian tube, 

and peritoneal scarnng from pelvic endometnosis or from other causes of 

extra-pelv1c rnfectlons "appendicrtts or dtverttculifts'' may produce a similar 

rr1fkJence on tubal motrllty as gonococcal endosalprngrtrs '.vhrch rs the drsease 

that most commonly alters cilra and produce anatomrc deformrty (Rock, 

1992)_ 

The sequellae of PIO now cause a signrficant morbrdrty 1n women of 

childbearrng age (Westrom, 1988) Attempts must be made to reduce both 

the prevalence and complrcatrons of those conditions as the proportion of 

women dragnosed as havrng tubal occlusion after one infectiOn was reported 

as 2 - 8%, rising to 75% after three infections (Stacey et al, 1989) Also, 

Westrom {1988) stressed that tubal occlusion is a major cause of tubal 

.nfert1l1ty, while Williams {1992) reported that clinical Investigators believe that 

about 30% of patients w1th mfertility have the endometnos1s as the only 

predominant cause. 

In developing countr:es and particularly in rural areas where bilharzia! 

tuberculous Infections are common the tubopelv1c factor may be related to 

those infections 

Failure of ovulation accounts for 10 - 15''/o, cerv1cal factor accounts for 

5''/o, tubal factor accounts for 30 -40%, the uterine factor accounts for 5%, 

and the rernain1ng 10-20% of Infertile patients no apparent cause is present 

Many physicians use the term pelv1c inflammatory d1sease to descnbe 

a var1ety of infections in the pelvis Acute or chron1c. surgical, sexually 

transm'1tted infections, tuberculosis and others 
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The term is non-specifiC and inaccurate 1n that an 1nflammat10n does 

not necessanly result from mfection Whenever possible, the term pelvic 

mflammatory disease should be replaced by more appropriate and descriptive 

terminology such as acute salpingo-oophoriiiS, pyosalpinx with pelv1c 

pentonit1s. acute tubo-ovanan abscess and other more acceptable terms 

However. th1s IS not always possible (Thompson and Spenser, 1992) 

Meanwhile, Cartwright (1988) limitS PID terminology to venereally acqu1red 

acute salpin~it1s, and considers pelvic 1nfec110ns follow1ng obstetrical delivery 

or gynaecologtcal operations are not constdered PID. 

Infertility is well-recogn1zed important sequel! a of genital tract Infection_ 

Of major concern is the current epidemic of sexually transmitted diseases and 

associated secondary ep1demic of tubal obstruction and ectopic pregnanc1es 

In additton, rt 'nas been suggested that certa1n sexually transmitted pathogens 

may d1rectly contribute to infertility or reproductive wastage (Sweet, 1989) 

The most common and most Important long-term sequellae of salpingitis is 

involuntary inferttlity wh1ch occurs 1n about 20% of the cases (Westrom, 1975 

and Westrom, 1980) 

Pelvic infections include the fof/owing types: 

Sexually transmitted d1seases 

2 Infections caused by introduction of foreign material mto the uterus such 

as: 

a lntrautenne devtce 

b. Hysterosalpmgograrn 

c Tubal 1nsufflat10il 

d 011atat1on and cure:tsge 

e Pregnancy 1nterrup:1on 

l PelviC Infections follow1ng major gynaecolog1c operattons 



4 Puerperal and post-abortal infections 

5_ lnfectrons rn the pelvis due to pnmary pathology 1n the gastrorntestinal 

tract 

6_ Tropical infection (Thompson and Spencer, 1992). 

7 Tuberculosrs 

The incrdence of acute salpingrtis rn rndustrralrzed countries has 

rncreased from 20% to 50% over the past decade (Westron, 1980). It is 

estimated that 18 - 20 /1000 women between 15 and 27 years of age acquire 

acute salpingitis each year in developed countrres (Eschenbach eta/, 1977)_ 

The United States is 1n the midst of an eprdemrc of sexually transmitted 

diseases. Between 1950 and 1975 the lnctdence of reported gonorrhea rn the 

total United States populatron tripled to its hyperendemrc rate of more than a 

millron cases reported annually. because of the under-reportmg it is estimated 

that over 3 million cases occur each year rn the United States In addrtron. 

chlamydrae have become recognrzed causing an even more common sexually 

transmitted disease and recent estimates suggest that 3- 5 million cases of 

chlamydral infection occur annually rn this COL.'ntry As a result of thrs eprdemic 

and the widespread use of rntra-uterrne contraceatrve device the rncrdence of 

acute salpingitis has also increased (Westron. 1980). 

It is difficult to estrmate the true 1nc1dence of tne disease not only 

because cl1n1cal diagnos1s wrll be confirmed 1n only two thirds of suspected 

cases but also because serrous infection may occur with few symptoms 

(Buchan and Vessey, 1989) 

Acute salprngitis 1s the most common orevalent 1rnportant complication 

of sexually transmitted d1sease paHrogens J\n cs!1mated one millron women 

a-year are treated for 11 rn the Un1ted States of Arner1ca (Curran, 1980) The 

same was reported by Washington and Kutz (1991), who mentioned lhBI 
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