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1:  Chlamydia 

 

What is Chlamydia? 

Genital Chlamydia is a bacterium infecting the genital tract, eyes, and throat. It is the most 

commonly reported bacterial sexually transmitted infection (STI) at Genito-Urinary Medicine 

(GUM) clinics, for example in the United Kingdom an estimated 5-10% of sexually active adults 

are infected. 

How is Chlamydia caught? 

Anyone who has sex can get genital Chlamydia infection. The people at risk are those having 

unprotected sexual intercourse (i.e. not using condoms), especially those with more than one 

sexual partner and those who change sexual partners. 

What are the symptoms? 

At least 50% of infected men and 70% of women do not have any symptoms and consequently a 

large proportion of cases remain undiagnosed. If men are symptomatic, they may experience a 

burning sensation while passing urine or notice a white discharge coming from the tip of the 

penis. 

If women are symptomatic, they too may experience discomfort while passing urine, lower 

abdominal pain, bleeding between periods or notice increased vaginal discharge. Some only 



develop symptoms when the infection spreads from the vagina and neck of the womb into the 

womb itself, the fallopian tubes, and the pelvis. 

What are the consequences? 

The consequences of undiagnosed infection can be serious. In men, infection can spread to the 

testicles, resulting in swelling and pain. In some cases, fertility can be affected. In women, 

untreated Chlamydia may lead to pelvic infection (pelvic inflammatory disease). Recurrent 

abdominal pain, pain during sex, pregnancy in the tubes (ectopic pregnancy) and infertility are 

recognized consequences of pelvic inflammatory disease. Chlamydia can also be passed to a 

baby from the birth canal of an infected mother. This can result in sticky eyes or, less commonly, 

a severe chest infection. Occasionally inflammation of the joints can result in arthritis. 

How Chlamydia is diagnosed 

Recently, new laboratory tests have been introduced to diagnose genital Chlamydia infections 

using non-invasive samples, such as urine or self-taken vulva-vaginal samples. 

Most testing for sexual infections is done in STI clinics (also called GUM clinics) which have 

specialist facilities for testing and systems for contacting, testing and treating sexual partners.  

Testing for STIs, including Chlamydia, is now offered by some doctors, contraception clinics 

and young people‟s sexual health clinics. Some people now choose to be tested for Chlamydia 

and some other infections when starting a new sexual relationship. 

A person with confirmed Chlamydia should also be offered screening for other sexually 

transmitted infections, which may be present without symptoms.  

How is Chlamydia treated? 

Once diagnosed, uncomplicated Chlamydia infection is easy to treat and cure. There are a 

number of antibiotics which are used to treat Chlamydia infection. Azithromycin (single dose) or 

doxycycline (twice daily for 7 days) are currently the most commonly prescribed treatments. 

You will be asked not to have sex until the course is finished. Being treated once, however, does 

not protect you from getting Chlamydia again. It is therefore essential that your partner is also 

treated. This is coordinated through the GUM clinic in your area. They will treat your partner 

and ask for the names of past partners. 

There is no need to be embarrassed or frightened, as your confidentiality is assured. 

This is the only way the spread of Chlamydia can be halted. Vaccines may play a role in the 

future, but this remains a long way off. 

How can you protect yourself against Chlamydia? 



Sexually active men and women can reduce their risk of Chlamydia by reducing their numbers of 

partners, reducing frequency of partner change, and by using condoms correctly and consistently 

during sexual intercourse. 

 

2:  Endometriosis 

 

What is endometriosis? 

Endometriosis is when the cells that normally line the inside of the uterus (endometrial cells) 

grow outside the uterus, most commonly on or in the ovaries, and on the internal lining of the 

pelvis (the peritoneum), but rarely affecting other structures including the bowel and even the 

lungs. 

Who gets endometriosis? 

Women at any age between puberty and menopause may be found to have endometriosis. The 

exact incidence is unknown. It can affect women of all racial groups and irrespective of whether 

they have had children. There is a family tendency to endometriosis. Minor degrees are very 

common and are probably normal; it only becomes a problem when the condition is more 

extensive. 

What causes endometriosis? 

The cause remains unknown despite much research, however there are two main theories as to 

how it develops: - 

- In all women during menstruation some blood travels into the pelvis via the fallopian 

tubes.  It is thought that the endometrial cells may then implant and grow, but why this 

should become extensive in only some women is not clear. 

- It is suggested that other cells may transform into endometrial cells (metaplasia) however 

it is unknown what factors could produce this transformation.  Endometriosis depends to 

some extent on the female hormones estrogen and progesterone to grow. 

What are the symptoms of endometriosis? 

The classic symptoms are pain with periods (dysmenorrhoea), pain with intercourse 

(dyspareunia) and pain at other times. The periods may be slightly irregular with spotting 

beforehand. However the majority of women with endometriosis who have only tiny 

insignificant spots will have no symptoms and even very extensive endometriosis may not 

produce pain. 



Does endometriosis cause infertility? 

While there is no doubt that very extensive endometriosis will cause infertility due to scar tissue 

(adhesions) produced by the endometriosis, the relationship between lesser degrees of 

endometriosis and infertility is not clear. Treatment of minor endometriosis will not necessarily 

improve fertility. 

How is endometriosis diagnosed? 

The only current reliable method of diagnosis is laparoscopy, where a "telescope" is used to 

inspect the pelvis via a small incision just below the umbilicus under general anesthesia. This can 

normally be done as a day- case procedure. 

What treatment is available for endometriosis? 

The choice of treatment always depends on the particular circumstances of an individual woman 

and what particular symptoms she is experiencing. There are two approaches:- 

1. Drug therapy: The drugs used all aim to make the areas of endometriosis disappear, over a 

course of treatment which is usually 6 to 9 months. During this time pregnancy cannot occur. 

The drugs commonly used are:- 

a. Oral contraceptive (birth control pills). These are synthetic hormones which stop 

ovulation and therefore stop the ovaries producing their hormones as well as acting 

directly on the endometriosis tissue. The side effects are nausea, weight gain, breast 

tenderness, changes in libido and mood changes.  Serious side effects, e.g. blood clots, 

stroke and heart attack can occur rarely. 

b.  Progestogens. There are various drugs in this group including Provera and Duphaston. 

They also reduce ovarian hormone production and affect the endometriosis tissue directly 

but high doses are needed to achieve the best results. Side effects include weight gain, 

bloating and mood changes. 

c. GnRH analogues: These drugs are synthetic, copies of the natural GnRH hormone 

which is produced naturally by the brain.  They act by switching off the ovaries, thus 

making levels of estrogen and progesterone very low, similar to those seen in 

postmenopausal women. As a result the side effects are those experienced by older 

women - hot flushes, vaginal dryness and possibly depression. They cannot be taken 

orally and must be given as a nasal spray, implants or injections. 

2. Surgery: In general a hysterectomy and removal of both ovaries (TAH, BSO) is the only 

permanent cure for endometriosis, however surgery may be used just to remove the areas of 

endometriosis and improve fertility. Traditionally this has required a major operation, 

(laparotomy); however recent advances in technology have allowed the development of 



laparoscopic surgery which avoids a long stay in hospital and subsequent recovery time. Surgery 

for endometriosis is often amenable to laparoscopic surgery. 

Does the treatment work? 

All the treatments are effective in improving endometriosis for the majority of women, however 

irrespective of what treatment is used; a significant proportion of women will have a recurrence 

of their endometriosis. The different drugs are equally effective but a particular woman may find 

one suits her better than another due to the side effects. Often a combination of drugs and surgery 

is used. TAH, BSO remains the only permanent cure, but with earlier and better treatment this 

may hopefully be avoided. 

 

 

3:  FIBROIDS 

Uterine Fibroids are the commonest benign (non-cancerous) tumor found in women.  

Approximately one fifth to one third of all women have some fibroids of one sort or another.  

The fibroids themselves are composed of a certain type of muscle called smooth muscle which 

the womb is made up of.  They start off as a single cell and then grow in a circular type of 

pattern, bigger and bigger under the influence of one of the female hormones, estrogen.  Fibroids 

are not present before periods start and shrink in size after the menopause (as long as HRT is not 

taken).   

They are more common amongst some racial groups, particularly amongst African and Afro 

Caribbean women, where they tend to be not only more common, but more numerous and cause 

problems at a younger age. 

Fibroids can vary in size from only a few millimeters all the way up to 30 or 40cm.  Fortunately 

it is unusual for them to reach the larger size.  They can also vary in the position they are found 

in the uterus (womb).  They can be found hanging on a stalk, either inside the uterine cavity 

itself, or hanging off the outside (pedunculated).  They can distort the inside cavity (submucus), 

be in the wall of the womb itself (intramural), or be bulging from the outside wall of the womb 

(sub serous). 

The symptoms women will get from these fibroids will depend on the number, size and location 

of them.  The presenting symptoms also tend to be extremely variable from patient to patient and 

where some patients can experience absolutely no symptoms at all, even from very large 

fibroids, other patients can experience symptoms from relatively small ones.  Directly trying to 

compare the size of fibroids with another person is therefore a pointless task. 

Symptoms 



As previously noted, women can present with an enormous variety of problems associated with 

these fibroids.  Below is a list of various symptoms that may affect the person and some people 

may suffer from multiple symptoms. 

- Heavy Periods 

Although there are many causes of heavy periods (menorrhagia) fibroids can be one of these.  

They can cause heavy periods for two main reasons, firstly by increasing the size of the womb 

and hence increase the blood flow to the womb, as well as by increasing the surface area of the 

inside of the womb, hence there is more area to bleed.  Submucus fibroids particularly contribute 

in this second way.  Even if the uterus itself is not greatly enlarged a relatively small submucus 

fibroid can distort the inside cavity of the womb and significantly influence its surface area, 

hence the amount of blood loss.  Fibroids though do not generally cause irregular bleeding, 

bleeding after intercourse or bleeding in between periods. 

- Painful periods 

Although it is unusual for fibroids to directly cause painful periods (dysmenorrhoea) certain 

fibroids, particularly ones lower down in the womb, can cause pain with the period itself.  More 

commonly though, a large mass of fibroids can contribute to generalized pelvic pain which can 

occur at anytime throughout the menstrual cycle. Symptoms relating to the sheer size of the 

fibroid Some fibroids get so large that the patients starts to notice certain symptoms relating to 

the sheer mass of the fibroids, including abdominal distension and if the patient feels her own 

tummy she can often feel a lumpy texture from the multiple fibroids themselves.  The pressure 

symptoms that can also be caused by these fibroids can cause the patient to feel as if she wants to 

pass urine more frequently as the fibroids press on the bladder. 

- Infertility 

Approximately a third of all patients with fibroids present with infertility or sub fertility.  The 

exact way that fibroids interfere with fertility is not clear cut but there are several ideas.  They 

can either cause a problem by altering the blood supply to the womb, altering the way the womb 

rhythmically contracts, blocking the fallopian tubes by distortion or reducing the chance of 

implantation if they distort the inside cavity of the womb itself.  In some people the fibroids also 

set up an inflammatory reaction in the lining of the womb which may also reduce the chance of 

implantation. 

The fact that a patient has fibroids does not mean that they will be infertile.  Some fibroids are 

either too small or in the wrong place to contribute towards their infertility.  It is also of note that 

some patients can have multiple fibroids and still have absolutely no problems getting pregnant.   

The group of patients though who present to an infertility clinic, tend to be a special group of 

patients where the fibroids are more likely to be contributing to the overall picture, depending on 



their size and location.  Certainly, if the fibroids are distorting the uterine cavity and are 

submucus, then these are more likely to be contributing, whereas other smaller sub serous 

fibroids are less likely to be contributing to the overall picture.  Fibroids that distort the uterine 

cavity as well as by increasing the sheer bulk of the womb can also contribute to early pregnancy 

loss. 

During pregnancy, the fibroids can not only contribute to early pregnancy loss but also can 

outgrow their blood supply and cause pain during the pregnancy as well as making the baby lie 

in an unusual way and make a caesarean section necessary. 

- Diagnosis 

Most fibroids these days are diagnosed by ultrasound either through the abdomen or with a 

transvaginal probe that‟s inserted into the vagina.  The transvaginal probe gives far better and 

more accurate pictures as it is close to the womb itself.  Normally the size and location of these 

fibroids can be clarified by the use of ultrasound but sometimes various other tests are necessary. 

These include high tech methods such as magnetic resonance imaging which is unusual these 

days unless there is a particularly unusual presentation of the fibroid.  More commonly and 

particularly in the infertile patient, they can be picked up by a hysterosalpinogram which can 

show if they distort the inside of the womb.  This is an x-ray where a special contrast medium is 

injected into the womb and various x-rays taken.  The dose of these x-rays is extremely low and 

generally equates to the radiation that a person gets from flying once across the Atlantic. 

They can also be diagnosed at operation either by laparoscopy (which involves a TV camera 

being put through the belly button under general anesthetic) or hysteroscopy (where a smaller 

TV camera is inserted through the neck of the womb-cervix).  Quite often laparoscopy and 

hysteroscopy are performed after the fibroids have been diagnosed by transvaginal scanning.  

This will assess their significance and to assess whether they need to be removed or not.  

Laparoscopy and hysteroscopy will then also tell us the best way in which they are to be 

removed. 

- Treatment options 

It is important to realize that a lot of fibroids do not require any treatment at all.  Although there 

is a very small risk of these benign tumors changing to chance (approximately 1 in a 1,000 may 

have these changes) these tend to be related to the fibroids that are rapidly growing and relatively 

large.  All fibroids should be kept under observation and if they are not being treated to assess 

their rate of growth at a regular basis of between six monthly and yearly.  If the fibroid is not 

causing any major symptoms or appears to be in a location that is insignificant, then expectant 

management is quite often the best path as this does not require any further intervention of a 

surgical nature. 



- Medical options 

Not all fibroids need to be removed by surgery and if the only symptom is one of mild to 

moderate pain, then these can be treated by various forms of pain killing tables from the chemist 

or your Doctor. 

Because the fibroids require estrogen to continue growing, most other forms of medical 

treatment centers around the fact that the patient can be put into a temporary menopause by the 

use of certain drugs called agonists or antagonists.  These tend to be a depot injection given 

every four weeks which puts the patient into temporary menopause, starves the fibroid of the 

estrogen and therefore causes the fibroid to shrink.  These are successful forms of treatment 

although can only be employed safely for a relatively short duration of time.  One of the side 

effects of the menopause is a thinning of the bones (osteoporosis) and this tends to be the time 

limiting factor with treatment in this way.  Normally people would only use these drugs for up to 

six months when one would expect the fibroids to shrink anywhere between a third and a half.  

This method tends to be a treatment that is used in the acute situation or before further surgical 

treatment is required. 

The length of time these drugs (Zoladex Prostap, Cetrotide) can be used for can be lengthened by 

the addition of „add back therapy‟.  This is where extra estrogen is given in the form of the 

contraceptive pill or HRT and can lengthen the time by protecting against the osteropotic 

changes.  This though is not commonly used with fibroids, as again it is difficult to maintain this 

form of therapy for more than a year. 

- Medical options 

More commonly fibroids are removed by some form of surgical method ranging from taking all 

the fibroids and the womb away in the form of a hysterectomy. Although this is a very good 

form of treatment for patients who for instance are getting very heavy bleeding and pain, this 

obviously is not a treatment suitable for the infertile patient. 

Myomectomy is where the fibroids are very carefully removed but the womb itself is left behind.  

This can either be done by keyhole surgery (laparoscopy) or by open surgery (laparotomy).  The 

crucial thing with this type of surgery is that the surgeon is skilled in removing these fibroids and 

very carefully repairing the womb afterwards.  This is of utmost importance in the infertile 

patient otherwise you substitute one form of infertility for another, such a tubal disease due to the 

scarring left behind. Although the fibroid can be removed by keyhole surgery the uterus cannot 

be repaired in such a satisfactory way.  This technique is therefore much better suited to the 

patient who is not desirous of fertility but is one who is having problems with the other 

symptoms.  In the patient who is desirous of her fertility, then an open micro surgical approach is 

the preferred method.  This is where the fibroids are extremely carefully removed and then the 

womb is repaired with a very fine suture material so as to prevent any post-operative scarring 

occurring and to allow the patient to remain as fertile as possible. 



If the fibroids are predominantly growing inside the uterine cavity itself then these can be 

removed by a different form of key hole surgery, namely that of hysteroscopic surgery.  This is 

where a special instrument with a TV camera is inserted through the neck of the womb and the 

fibroids carved out from the inside.  This is the optimal way to treat sub-mucus fibroids.  Again it 

is important that the surgeon performing this is skilled with this approach. 

- ‘Research’ techniques 

There are two techniques that are being investigated at the moment to see if these can be used to 

treat fibroids.   

ITT 

This is where by keyhole surgery a laser fiber or an electric current is passed into the 

center of the fibroid and then under a low heat the fibroid is „cooked‟ from the inside out.  

This destroys the blood supply to the fibroids and in theory should prevent them growing.  

This is only suitable for small fibroids and has not been found to be particularly good for 

any large fibroids, as the amount of times you have to drill into the fibroid tends to 

outweigh the possible benefits. 

Embolization 

This is a newer technique where the blood supply is blocked off to the fibroid therefore 

starving it of nutrition and causing it to die and shrink.  This has been shown to work 

with solitary fibroids but is more difficult to get a successful result with multiple smaller 

ones.  The main complications with this technique is because you are killing off the 

fibroid, then the dead tissue can get infected and cause a severe problem inside the 

abdomen or womb.  There have been cases reported of the infection spreading and killing 

the bowel.  This technique though has its place in the very sick patients or the one who 

would not be well enough to undergo a major operation.  The patient has to be watched 

extremely carefully after this treatment has been performed for signs of infection.  The 

blocking of these blood vessels is performed by using either small coils or special glues.  

It can also cause a problem with the blood supply to the ovary.  It has been reported that 

up to 12% of patients can suffer premature ovarian failure.  Certainly in well selected 

series this should be significantly lower but obviously would be disastrous in the 

infertility sufferer.  It is for this as well as several other reasons that this technique should 

not be used in patients desirous of fertility.  It is likely to be of more benefit in the other 

patient with major problems particularly menorrhagia from these fibroids where loss of 

the function of the womb or the ovaries would not be so disastrous.  A lot more data 

though needs to be collected before it comes outside the realms of a research tool and into 

the day-to-day practice of gynecologists. 



Embolization Fibroids are a very common factor in infertile women, but the presenting 

problems from these can be very varied as can the treatment options available.  The 

crucial point of note in the infertile patients is that these are treated in a sensible fashion 

in a center that has a lot of experience in dealing with these whilst maintaining fertility.  

There is no place for the patient being offered hysterectomy if she still has not completed 

her family when there are other, more acceptable options open. 

 

 

4:  The Polycystic Ovary Syndrome (PCOS) 

 

Introduction 

The polycystic ovary syndrome (PCOS) is the commonest hormonal disturbance to affect 

women. The main problems that women with PCOS experience are menstrual cycle disturbances 

(irregular or absent periods), difficulty in controlling body weight and skin problems (acne and 

unwanted hair growth on the face or body). Not all women with PCOS experience all of the 

symptoms and furthermore a woman‟s problems may change over time.  

In particular if an individual becomes overweight then her problems are likely to worsen.About 

30% of women have polycystic ovaries, although a smaller proportion will have symptoms of the 

polycystic ovary syndrome  – perhaps 15-20% of women. The problem therefore is extremely 

common, although many women have relatively mild symptoms. 

What are polycystic ovaries? 

Women have two ovaries which are situated in the pelvis alongside the uterus (womb). The 

ovaries have two main functions: the release of eggs and the production of hormones. The 

ovaries contain thousands of eggs which are present from birth. Each egg is surrounded by a 

group of cells which develop into a small fluid filled blister/cyst, or follicle. If a woman is 

having regular periods and is ovulating, one of these follicles grows to about 20mm diameter and 

then releases its egg, which then passes into one of the fallopian tubes. It is in the fallopian tube 

that fertilization occurs and the fertilized egg (embryo) then travels into the uterus where it 

implants into the lining of the uterus (endometrium) and grows as a pregnancy. If fertilization 

does not occur, the endometrium comes away as a menstrual period about 14 days after 

ovulation.  

     



The second main function of the ovary is the production of hormones. Hormones are substances 

that are released into the blood stream and circulate around the body influencing other organs. 

The hormones from the ovary influence many  parts of the body, in particular the uterus and 

breasts. There are many hormones that are released from the ovary and they fall into three main 

groups: estrogens, androgens and progestogens. Women make all of these hormones, but 

sometimes in different proportions. Testosterone is the main androgen hormone, made by the 

ovaries of all women. Estrogen is made out of testosterone and helps the lining of the womb 

(endometrium) to grow. 

Polycystic ovaries contain many small follicles which each contain an egg and have started to 

grow, but do not reach a mature size and instead remain at a size of about 2-9mm in diameter. A 

polycystic ovary usually contains at least twelve of these small follicles or cysts. The ovaries are 

also slightly enlarged and their central hormone producing tissue (stroma) is also thickened. The 

diagnosis is best made by an ultrasound scan which visualizes the ovaries and the small cysts 

within them. Sometimes blood tests show characteristic changes in hormone levels, although 

these changes are not universal and can vary considerably between different women.  

The ultrasound picture is not always clear and some women with the polycystic ovary syndrome 

may have an ultrasound scan that does not demonstrate polycystic ovaries. The syndrome is 

defined by the presence of at least two out of the following three: 

1) Signs or symptoms of high androgens (unwanted facial or bodily hair, loss of hair from the 

head, acne or an elevated blood level of testosterone) – after other causes for this have been 

excluded, 

2) Irregular or absent menstrual periods – after other causes for this have been excluded, 

3) Polycystic ovaries on ultrasound scan Women with polycystic ovary syndrome may have the 

following hormonal disturbances: 

Elevated levels of:  

- Testosterone: an ovarian androgen hormone that influences hair growth; 

- Estrogen: an ovarian hormone that stimulates growth of the womb lining               

(endometrium); 

- Luteinizing hormone (LH, a pituitary hormone which influences hormone production by 

the ovaries and is important for normal ovulation); 

- Insulin (a hormone that is principally involved in utilization of energy from food), which 

when elevated may stimulate the ovary to over-produce testosterone and prevent the 

follicles from growing normally to release eggs and hence cause the ovary to become 

polycystic. Indeed it is high levels of insulin that is thought to be one of the main 

problems for women with polycystic ovary syndrome. Insulin becomes more elevated in 

women who are overweight. 



There are many other subtle hormonal abnormalities that affect ovarian function and influence 

the menstrual cycle, fertility, bodily hair growth, body weight and general health. 

Investigations 

Standard blood tests include measurements of: 

-  The following hormones: testosterone, luteinizing hormone (LH), follicle stimulating 

hormone (FSH), thyroid hormones, prolactin. Sex hormone binding globulin (SHBG) – 

the protein that carries testosterone around the blood is also sometimes, but not always, 

measured. AntiMullerian Hormone (AMH) is a more recent test that may also sometimes 

be suggested. 

-  Glucose tolerance test – a sugary drink is given first thing in the morning on an empty 

stomach and blood taken at the time of the drink and then again after 2 hours. This helps 

to see how well the body handles sugar in food and is a screening test for diabetes. In 

essence it helps to assess the action of insulin. 

-  Cholesterol levels (best done first thing in the morning before anything is eaten or drunk) 

An ultrasound scan of the pelvis allows visualization of the ovaries and also the womb – it is 

important also to measure the thickness of the womb lining (endometrium). 

 

What causes polycystic ovary syndrome? 

It is now thought that having polycystic ovaries may run in families and there is evidence of a 

genetic cause. Some women may have polycystic ovaries and never have symptoms - or for that 

matter never know that they have polycystic ovaries.  

In fact, it appears that between 20 – 33% of women in the UK have polycystic ovaries, of whom 

perhaps three-quarters have symptoms of the polycystic ovary syndrome – often these symptoms 

are mild.  There are racial differences, with women from Southern Asia, for example having a 

higher rate of PCOS and disturbed insulin metabolism than European Caucasian women. 

Ovaries do not suddenly become polycystic, but women who have polycystic ovaries may 

develop symptoms at any time, for reasons that are not always clear. A gain in body weight is 

often the precipitating cause for the development of symptoms. The appearance of polycystic 

ovaries does not disappear although symptoms may improve, either naturally or as a result of 

therapy. 

It appears that one of the fundamental problems is with over production of insulin due to 

inefficient handling of energy from food. Whilst the extra insulin is working hard, but 

ineffectively, to turn food into energy it fails and gets turned into fat. The high levels of insulin 

have other effects in the body – including stimulating the ovaries to over produce androgens 



(mainly testosterone), preventing normal ovulation and also longer term effects on the circulation 

(leading to high cholesterol levels and an increased risk of cardiovascular disease: heart attack 

and stroke). There is also an increased risk of diabetes occurring in later life.  

The balance of hormones is affected by body weight and being overweight can greatly upset this 

balance and make the above symptoms worse. Some women with polycystic ovaries only 

develop symptoms if they put on weight. Being overweight (obesity) is commonly associated 

with the polycystic ovary syndrome and this increases the risk of heart disease and high blood 

pressure in later life. Many clinics now measure cholesterol levels and if they are abnormal, 

dietary advice is given. A high fiber, low fat and low sugar diet at a young age, together with 

regular exercise, may help to reduce problems such as high blood pressure and heart attacks 

when older. Smoking cigarettes seriously worsens the risk of developing these problems. 

Another problem sometimes seen in later life is "late onset diabetes" in which the body is unable 

to use sugar efficiently. If this occurs it is then necessary to reduce the dietary intake of 

carbohydrates and sometimes to take oral medication. The risk of both cardiovascular disease 

and diabetes can be reduced by keeping to the correct weight for your height.  

The small cysts in the ovaries do not get larger; in fact they eventually disappear and are 

replaced by new cysts. Unless they develop into a mature follicle that will ovulate when it is 

about 20mm in diameter, the cysts are on average 5mm and no greater than 9mm. These are not 

the type of ovarian cyst that require surgical removal, as such cysts are 50mm or larger. The 

cysts of the polycystic ovary do not cause ovarian cancer. 

Women with infrequent or absent periods are at risk of excessive growth of the lining of the 

womb (endometrium). It is important that the endometrium is shed on a regular basis to prevent 

this from happening for if the endometrium becomes too thick it may sometimes develop into 

cancer of the womb (endometrial carcinoma). The endometrium can be seen on an ultrasound 

scan and if it appears too thick, or irregular, a dilatation and curettage (D & C) operation is 

advised in order to examine the endometrium under a microscope.  

 

Treatment of the polycystic ovary syndrome: 

1. Menstrual irregularities 

Irregular and unpredictable periods can be unpleasant and a nuisance as well as suggesting 

irregular ovulation and the risk of endometrial thickening. If pregnancy is not desired the easiest 

approach is the use of a low dose combined oral contraceptive (that is a contraceptive pill). This 

will result in an artificial cycle and regular shedding of the endometrium. Some women cannot 

take the pill and require alternative hormonal therapy to induce regular periods, such as a 

progestogen for 5-10 days every 1-3 months, depending upon an individual‟s requirements. We 

believe that it is important to have a period at least once every 3 – 4 months to prevent abnormal 



thickening of the womb lining. An alternative is to use a progesterone secreting coil (Mirena 

Intrauterine System) which releases the hormone progesterone into the womb, thereby protecting 

it and also often resulting in reduced or absent menstrual bleeding. 

2. Infertility 

If ovulation occurs erratically it will take longer than average to get pregnant and if ovulation is 

not occurring it is not possible to conceive without treatment. If the menstrual cycle is irregular it 

is necessary to take steps to make it regular in order to achieve monthly ovulation and hence a 

better chance of conception. There are a number of treatments that are used to stimulate regular 

ovulation.  

Women who are overweight have a reduced chance of conception, whether naturally or with 

assistance and an increased risk of miscarriage and other pregnancy related complications. 

Weight loss is important before starting fertility therapy and this is best achieved by a strict diet 

and exercise program. 

First it is necessary to check that the fallopian tubes are open and that your partner‟s sperm count 

is normal. The first drug to try is usually a tablet called clomifene citrate (Clomid), which 

induces ovulation in about 75% of women of whom perhaps 50-60% can expect to get pregnant 

after 6 months‟ therapy. If clomifene does not work the alternatives include daily hormone 

injections of a drug that contains follicle stimulating hormone (FSH) or alternatively an 

operation performed by laparoscopic (“key hole”) surgery in which the ovaries are cauterized 

(called ovarian diathermy or “drilling”) – both will induce ovulation in about 80% of women.  

Treatments to induce ovulation must be monitored by ultrasound observation of the developing 

follicle in the ovary. This requires attending the fertility clinic on a regular basis in order to 

prevent the main side effect, which is a multiple pregnancy.  The aim of the treatment is to 

induce the release of only one egg. Another risk of treatment is the ovarian hyperstimulation 

syndrome (OHSS), when the ovaries respond over-sensitively and can make the individual very 

unwell. 

Metformin is a drug that has been used for many years for the treatment of diabetes. It helps the 

body use insulin more efficiently and therefore it was thought that it might help to correct one of 

the fundamental abnormalities of the syndrome, thereby improving ovarian function. Large 

studies however have failed to demonstrate any clear benefit from the use of metformin and so 

we only recommend it for women with a proven problem with high glucose levels. 

3. Skin problems 

If androgen (testosterone) levels are high the skin may be affected. Acne (spots) may occur on 

the face, chest or back. Sometimes there is also unwanted hair growth on the face, chest, 

abdomen, arms and legs. These problems may be confined to small areas of the body, but 



sometimes they are more prominent, especially in women with darker hair or skin, simply 

because the unwanted hair is more noticeable than in fairer people. A less common problem is 

thinning of hair on the head, although if this occurs it is rarely serious. Being overweight 

probably causes the worst problems for women with the polycystic ovary syndrome as obesity 

aggravates imbalances of the hormones that control ovulation and that affect the skin and hair 

growth.  

The contraceptive pill Dianette contains cyproterone acetate (an anti-androgen) and is an 

effective therapy for acne and unwanted hair growth. Spironolactone is another effective 

preparation, particularly for older women who may also have high blood pressure (for whom the 

contraceptive pill may not be allowable). There is a new contraceptive pill, Yasmin, which 

appears to combine the best qualities of Dianette and Spironolactone and has also shown to be 

effective with few side effects. 

Physical treatments such as electrolysis and waxing may be helpful whilst waiting for the above 

medical treatments to work, as the drug therapies may take 6-9 months or longer before any 

benefit is perceived. However electrolysis and waxing are expensive and should only be 

performed by properly trained therapists as scarring can result from unskilled treatment. 

Recently laser therapy has proven effective, particularly for women with dark hair and fair skin. 

Shaving can help some women and does not make hair grow back faster. 

There is a new topical preparation, Vaniqa (Eflornithine) which appears to be very useful in 

helping reduce unwanted bodily hair. Vaniqa may cause some thinning of the skin and so high 

factor sun block is recommended if you are in the sun.4.  

Weight 

Being overweight worsens the symptoms of PCOS. It can be very hard to lose weight and there 

isn‟t a simple solution. Having PCOS does not make you gain weight, but women with PCOS 

find it easy to put on weight as their metabolism works inefficiently to deal with food.  Regular 

physical exercise (at least 20-30 minutes of hard exercise 5-7 days per week) will increase the 

body‟s metabolism and significantly improve the ability to lose weight and improve long term 

health. 

Much has been written about diet and PCOS. The right diet for an individual is one that is 

practical, sustainable and compatible with your lifestyle. It is sensible to keep carbohydrate 

content down and to avoid fatty foods. It is often helpful to sit down with a dietician to work out 

the best diet for you.  A number of drugs are available that may help with weight loss.  

These can be prescribed by general practitioners and their use must be closely monitored. 

Sometimes surgery to either reduce the size of the stomach or place a band around the stomach 

(bariatric surgery, gastric banding) may be helpful for those who find it very difficult to lose 

weight. 



5: Ovulation Defects 

 

The release of an egg from the ovary is known as ovulation. It is estimated that problems with 

ovulation occur in 25% of infertile couples. This is an important problem to identify, as most of 

these patients can be treated successfully. 

Normal ovulation 

The female reproductive cycle is controlled by hormones produced by the hypothalamus and 

pituitary glands at the base of the brain. These hormones promote the development of eggs and 

production of hormones from the ovary. 

The ovaries are glands about two inches long that lie either side of the uterus in the pelvic cavity. 

Every month the ovaries take it in turn to release a mature egg, which is picked up by the nearest 

fallopian tube where fertilization takes place. 

Luteinizing hormone releasing hormone (LHRH) produced by the hypothalamus stimulates the 

release of follicle stimulating hormone (FSH) and luteinizing hormone (LH) from the pituitary. 

Ovulation is triggered by a steep rise in LH. Ovulation usually takes place 14 days before the 

start of the next menstrual period (i.e. Day 14 of a 28 day cycle, Day 20 of a 34 day cycle, where 

the first day of bleeding is known as Day 1). Normally ovulating women may notice pain or 

abdominal discomfort at the time of ovulation and occasionally have some slight vaginal 

bleeding. Regular periods, premenstrual tension and dysmenorrhea (period pains) usually 

indicate ovulatory cycles. 

After ovulation the follicle from which the egg has been released forms a cystic structure called 

the corpus luteum. This is responsible for progesterone production in the second half of the 

cycle. 

 

How can you tell whether you are ovulating normally? 

Women who fail to ovulate or who have abnormal ovulation often have a disturbance of their 

menstrual pattern. This may take the form of complete lack of periods (amenorrhea), irregular 

periods (oligomenorrhoea) or occasionally the cycle is short due to a defect in the second part 

(luteal phase) of the cycle. 

 

Detecting ovulation 

Tests for detecting progesterone can provide indirect evidence of ovulation. The basal body 

temperature chart is a traditional way of monitoring ovulation. Progesterone causes a slight 



temperature rise - an elevation of about i/2 degree Fahrenheit in the second half of the cycle 

suggests that ovulation has taken place. A single blood test to measure progesterone performed a 

week after ovulation and a week before the next period can help confirm ovulation. This level 

should be at least 30nmol/L. 

Patients may notice a change in their own cervical mucus. This should be thin, stretchy and 

colorless (like the white of a raw egg) just prior to ovulation. Another way of monitoring 

ovulation utilizes a home urine testing kit that measures luteinizing hormone (LH). This hormone 

rises sharply 24 - 28 hours prior to ovulation. Increased amounts of LH appear in the urine 

during this time and kits are 70% accurate in detecting this surge. However the exact timing of 

ovulation based on these kit results is still difficult and results may be confusing and unreliable 

in some cases. 

Probably the single best way of confirming ovulation is with the use of ultrasound scans (either 

transabdominal or transvaginal). These can be used to track the growth of the fluid filled sac that 

contains the egg (follicle). Once this measures 18 - 22mm in diameter, ovulation is imminent.  

Following ovulation, the follicle usually collapses and this is the best evidence of ovulation. 

Defects detectable by ultrasound are follicles that do not grow at all, or not to a big enough size, 

or occasionally follicles that do not rupture at the appropriate time (luteinized unruptured 

follicles). These defects may be associated with a low progesterone level (i.e., less than 

30nmol/l) in the second half of the cycles. 

 

What are the causes of ovulatory problems? 

Failure of ovulation occurs either when there is a disorder of the ovary itself or when there is a 

failure of the pituitary gland to provide the correct signal to the ovary. In addition there is a 

disorder called polycystic ovary syndrome (PCOS) which is associated with ovulatory infertility.  

Primary disease of the ovary itself occurs in approximately 30% of women who have absent 

periods. An example of this is premature menopause. In such patients it is not possible to 

stimulate ovulation. However, in a small proportion of those patients, ovulation can resume 

spontaneously.  

Apart from the above group, it is usually possible to stimulate ovulation by careful selection of 

the correct drug or hormone. 

Polycystic ovary syndrome 

In PCOS there are multiple tiny cystic areas in the ovaries which can be detected by ultrasound. 

Around one in five women have "polycystic" ovaries on ultrasound, but the full blown syndrome 

is much less common. It may be associated with a hormone imbalance, obesity, excess body hair 



and irregular menstrual cycles which may be anovulatory. Women with PCOS may have a raised 

LH level. This has been linked with a slightly increased chance of miscarriage compared to the 

general population. 

 

What treatments are available? 

It is important to diagnose the cause of the failure to ovulate before treatment begins. Hormonal 

disorders caused by serious dysfunction of the hypothalamus or pituitary need full investigation 

and often have specific therapies to correct the problem. 

It is worth noting that one of the most common causes of poor pituitary signal to the ovary is 

weight loss. This loss of weight does not have to be severe, as in patients with anorexia nervosa.  

Even a small amount of weight loss (around one stone) may be enough to stop ovulation. In such 

cases the correct treatment is to regain the weight that has been lost. Although it is possible to 

stimulate ovulation successfully, if the patient is underweight there is evidence this may be 

harmful to both mother and baby. 

 

Drug therapy 

The most commonly prescribed drugs are described below. There is no increased risk of birth 

defects from fertility drugs.Clomiphene citrate (Serophene/Clomid) or Tamoxifen (Nolvadex), 

these drugs are most often used to stimulate ovulation in women who may have long irregular 

cycles or infrequent periods. These tablets have an anti-estrogenic effect. They work by 

triggering the body's own pituitary hormones which in turn leads to the stimulation of the 

ovaries. The starting dose is usually one tablet a day for five days. 

The first tablets can be started on days 2, 3, 4 or 5 of the cycle. The patient's response should be 

monitored, as if ovulation fails to occur, the dose can be increased for subsequent cycles. Human 

chorionic gonadotropin (HCG, Pregnyl, Profasi) is given to trigger ovulation, like the woman's 

natural LH surge. Ultrasound may be used to determine the best day to administer HCG. If 

ovulation does not occur, the patient becomes a candidate for FSH or LMG (see below). 

Clomiphene and Tamoxifen increase a woman's risk of twin pregnancy from 1 in 80 to 1 in 20. 

However, the risk of having more than two babies is 1%. Occasionally ovarian cysts occur 

following Clomiphene/Tamoxifen administration. These usually resolve spontaneously when the 

drug is stopped. 

Side effects can include hot flushes and mood swings early in the cycle, depression, and nausea 

and breast tenderness later in the cycle.  Severe headaches or visual problems, though rare, are 

indications to stop the medication immediately. 



These drugs can have an adverse effect on cervical mucus making it thicker than usual. It is 

therefore important to check on sperm/mucus survival with a post coital or post insemination 

test. If consistently negative, due to poor mucus, a change of medicine is often advised.  

Clomiphene may cause an inappropriate rise in the LH level in the first half of the menstrual 

cycle. If this happens an alternative medication should be used.  Clomiphene should not be taken 

for more than 6 months because of the possible increased risk of ovarian cancer associated with 

prolonged use. 

Follicle Stimulating Hormone FSH (Metrodin HP, Gonal-F and Puregon): These are potent 

injectable "fertility drugs" containing FSH which normally stimulates the ovary. They are often 

prescribed for anovulatory women who have tried Clomiphene without success. The drugs are 

given daily or on alternate days until the ovary responds by producing follicles containing eggs. 

Intensive monitoring, ideally using ultrasound scans in combination with estrogen and LH 

assays, is required. There is a risk of multiple pregnancies associated with this treatment and that 

is why most clinicians prefer to start with a low dose and increase it gradually. A normal starting 

dose might be one or two ampoules beginning on day 2 - 4 of the cycle. If tests indicate that the 

response is poor the dose can be increased, the aim being to stimulate one or two follicles to 

grow. 

Once the leading follicle has reached 18-20mm in diameter with a good estrogen level, a 

triggering dose of HCG can be administered to induce ovulation. If the woman responds more 

vigorously than expected, i.e. with more than three eggs developing, the doctor may decide to 

withhold the HCG injection so that the eggs are not released. However, as the woman could still 

have her own LH surge and ovulate, it is best to abstain from intercourse to avoid the risk of 

multiple pregnancies. Women with PCOS are most likely to hyperstimulate. 

Despite intensive monitoring, 20% of pregnancies achieved after FSH are multiple (usually 

twins). Multiple pregnancies are known to be associated with increased risk of miscarriage and 

premature delivery. 

Side effects from FSH include breast tenderness, abdominal bloating, mood swings and rashes at 

the injection site. The most serious side effect is the ovarian hyperstimulation syndrome which 

requires hospital admission in 1% of cases for rest and rehydration. The ovaries become swollen 

with cystic areas and cause pelvic discomfort, fluid retention, severe abdominal distension, 

difficulty tolerating oral fluids and difficulty with breathing may result. In almost all cases these 

symptoms settle spontaneously with conservative management. 

FSH is commonly used on IVF and GIFT programs where the intention is to stimulate several 

eggs to grow. 

Human Menopausal Gonadotropin :  HMG (Menogon): This drug contains FSH and LH 

hormones. Its use and side-effects are similar to the pure FSH products. It is commonly used to 

induce ovulation and on IVF programs. 



Luteinizing Hormone Releasing Hormone (LHRH): LHRH can be used as an alternative to 

gonadotropins. In most cases where there is a deficiency of the pituitary hormone, it is as a result 

of a deficiency in LHRH. The logical treatment is therefore to give the LHRH ( a synthetic form 

is available) that has been lacking. The hormone has to be given in a manner which mimics the 

natural secretion of LHRH, i.e. in "pulses" approximately 90 minutes apart. It is now possible to 

give LHRH by means of a small automatic pulsatile infusion pump. The pump is attached to an 

arm or belt and the hormone is automatically injected under the skin of the arm or abdomen. This 

treatment is now given instead of FSH at certain specialist centers. It has the advantage over FSH 

that it produces a cycle which is similar to the natural cycle and multiple ovulations are very 

unusual. 

LHRH analogue Buserelin (Suprefact or Suprecur), Nafarelin (Synarel): These drugs are 

commonly used together with FSH or LMG on IVF/GIFT programs or for women with PCOS. 

They prevent an endogenous LH surge so that spontaneous ovulation is avoided. These drugs 

have a slightly different structure to the naturally occurring LHRH. They have the effect of first 

stimulating the pituitary gland and then de-sensitizing it. This results in a fall in FSH and LH 

levels from the pituitary. 

Bromocriptine (Parlodel): This is a drug which should be used specifically to treat women who 

fail to ovulate because the pituitary is producing too much of a hormone called prolactin. Patients 

with a raised prolactin level should be fully investigated before treatment. A raised prolactin is 

the cause of menstrual disturbance in about 15% of women who have no periods and it responds 

very readily to treatment with Bromocriptine. The drug often causes dizziness during the first 

few days of treatment but the chances of symptoms occurring can be reduced by starting the drug 

at a very low dose and gradually building up to a maintenance dose of 2 to 3 tablets daily. 

Surgical treatment:  

Ovarian diathermy or laser at the time of laparoscopy results in small burns to the surface of the 

ovary. This induces ovulation and lowers LH levels in some cases. The mechanism of this action 

is unknown. This treatment is an option for patients with PCOS not responding to Clomiphene or 

Tamoxifen. 

Although correcting ovulatory dysfunction is one of the most rewarding infertility treatments, 

resulting in conception rates very similar to those of normal fertile women, not all infertile 

women are candidates for "fertility drugs". There is scant evidence that these substances increase 

the pregnancy potential of a normally ovulating woman. 

However, in women with erratic cycles and ovulation, they can be used to produce more 

predictable ovulatory patterns, so that sexual intercourse or artificial insemination can be more 

easily timed. 



Often ovulation induction requires an investment of time, money, energy and emotion before a 

satisfactory formula is achieved. However, for couples who ultimately succeed in producing a 

healthy baby all the effort is justified. 

 

 

5:  Tubal Damage and Tubal Surgery 

Tubal damage is found in almost 20% of couples investigated for infertility and accounts for 

more than 30% of female infertility. 

The fallopian tubes are two hollow trumpet shaped tubes 4 ½ inches long. They are attached to 

the uterus (womb) at their narrowest end and extend outwards towards the ovaries. The internal 

diameter of the fallopian tubes is the width of a fine pin. The finger like processes (fimbriae) at 

the outer end of each tube pick up the eggs from the ovary. The egg is then transported down the 

tube where fertilization and early development takes place. The resulting embryo reaches the 

uterus about five days after ovulation. Transport of the egg along the fallopian tube is dependent 

on the action of cells lining the tube and the muscular contractions of the tubes themselves. 

Infertility can result form damaged or blocked fallopian tubes as this prevents sperm and egg 

meeting in the normal way. 

There are a variety of reasons why tubes can become blocked. Depending on the site of the 

blockage and degree of damage to the cells lining the tubes, surgery can sometimes help to 

restore normal function. 

Tubal investigations 

Hysterosalpingogram and laparoscopy are complimentary investigations giving slightly different 

information about the pelvic organs. There is a very slight risk of developing pelvis 

inflammation following a hysterosalpingogram or laparoscopy. Because of this, some 

gynecologists perform vaginal and cervical swabs to exclude infection prior to these procedures 

or use prophylactic antibiotic cover. 

Hysterosalpingogram (HSG) 

During this investigation colorless contrast medium is injected through the cervix (neck of the 

womb), into the uterine cavity and down the fallopian tubes. The passage of this fluid is recorded 

on an x-ray. This is a useful procedure to check that the cavity is normal and helps to exclude 

polyps, fibroids or adhesions within the uterus. It is usual for the fluid to pass rapidly through 

both tubes and spill out at the distal end. Any hold up of fluid, swelling of the tubes or failure to 

spill is abnormal. However, the x-ray will only show were the fluid has gone. Occasionally 



muscular spasm in the tube can prevent the passage of fluid down one fallopian tube which 

consequently may appear to be blocked. Any abnormality needs further investigation by 

laparoscopy. 

Laparoscopy 

At laparoscopy a fine telescope is inserted into the abdomen under general anesthetic. It allows 

the pelvis organs to be inspected under direct vision. Colored dye is injected through the cervix 

and will spill out at the ends of the tubes if they are patent. The uterus, tubes and ovaries can be 

closely inspected, and areas of endometriosis or adhesions identified. Endometriosis is a 

condition where the tissue which usually lines the womb grows outside, usually in the peritoneal 

cavity. It is associated with infertility in some cases. 

In the past this procedure was only used to diagnose pelvic problems. However, it is now 

possible to treat these conditions laparoscopically - for instance using laser surgery to eradicate 

areas of endometriosis or adhesions. 

In addition fine fiber optic instruments can now be used to cannulate the fallopian tubes to 

document intra-tubal pathology. Sometimes the cells lining the tubes may be damaged so badly 

that restoring tubal patency by surgical methods would not restore function. In these cases in 

vitro fertilization and embryo transfer (test tube baby treatment) is the best option. 

Ultrasound assessment 

This involves injecting fluid through the cervix into the uterine cavity and fallopian tubes. The 

passage of fluid can be observed at the time of a scan. This new technique is currently being 

assessed and is not widely available at present.  

Causes of tubal disease 

The most common cause of tubal damage is pelvic infection which can destroy the cells lining 

the tubes and cause adhesions which limit their motility. In some cases pelvic infection may be 

due to sexually transmitted organisms such as chlamydia or gonorrhea. However in many cases 

the causative organism is never identified. Other causes include infection following termination 

of pregnancy, miscarriage or a difficult birth, the use of intra-uterine contraceptive devices and 

appendicitis. Tubal damage and adhesion formation can result from endometriosis and previous 

abnormal surgery.  

Pelvic tuberculosis is still a cause of infertility in some ethnic groups. Congenital tubal 

abnormalities do occur but are rare. 

Depending on the severity of the damage - fallopian tubes may remain patent but function 

inadequately, or may be completely blocked. Tubal damage is usually bilateral particularly when 



the cause is infective. It is associated with an increased risk of ectopic pregnancy (pregnancy 

outside the uterus - usually in the fallopian tube). 

Tubal surgery 

The operation performed will depend on the nature of the tubal damage. The chance of success 

will depend on the site of blockage, presence of adhesions, age of the patient and whether tubal 

surgery has been attempted before. It is important that each couple is fully investigated prior to 

the tubal surgery. The female partner needs her hormone profile checked, ovulation confirmed 

and a post coital test to exclude any sperm/mucus hostility. The male partner should have a 

semen analysis performed. If any additional problems are identified the option of IVF should be 

considered. 

Dividing adhesions  

This can sometimes be performed laparoscopically or at the time of a separate operation. 

Adhesions represent internal “scar” tissue and look like cobwebs between the pelvic organs. 

They can reduce tubal motility, cause a blockage of the tube - often at the distal end by 

“gumming up” the fimbriae - or cover the ovaries like cling film and prevent ovulation. 

Pregnancy rates following this treatment vary from 35 - 60%. 

Surgery for blocked fallopian tubes Blocked fallopian tubes can have patency restored if the 

blocked portion is removed and the cut ends joined together. If an operating microscope is used 

to magnify the operating field, success rates can be high. For example, where micro surgical 

techniques are used to reverse a previous sterilization, pregnancy rates can be as high as 70%. 

If the tubes are blocked at the end next to the uterus (cornual end), the pregnancy rate following 

surgery is 30-55%. 

If the blockage is at the outer end of the tube, up to 30% achieve pregnancy following surgery. 

The success rate here is lower as the tubes are often distended prior to surgery and the cells 

lining the tubes damaged. 

If the blockage is within the wall of the uterus tubal implantation can be performed with up to 

25% success.  

Unfortunately there is a possibility that the operation will not achieve tubal patency. 

Alternatively tubes might be open but not function properly and may block again in the future. 

Post-operative evaluation 

It is important to recheck tubal patency post operatively. This may be done by HSG or 

laparoscopy up to a year after surgery. It is important that all other aspects of the couple‟s 

fertility have been assessed and that sexual intercourse is appropriately timed. 



If conception occurs an ultrasound scan should be performed at six weeks gestation to confirm 

an intra-uterine gestation and exclude ectopic pregnancy. It may be appropriate to consider 

IVF/ET if a pregnancy has not been achieved two years after tubal surgery. The best results from 

surgery are usually achieved at the first attempt. If the fallopian tubes become blocked again - 

IVF is usually indicated. 

 

 

6: Premature Ovarian Failure 

Premature Ovarian Failure (POF) or a premature menopause occurs when a woman's periods 

stop before the age of 40. There is often some warning, just as there is at the time of the natural 

menopause (around the age of 50 for most women) with periods becoming irregular and more 

widely spaced. Sometimes, however, periods cease suddenly. The ovaries stop producing the 

hormone estrogen and so symptoms of estrogen deficiency can occur, including hot flushes, 

mood changes and vaginal dryness. The ovaries also stop producing eggs and so conception is 

extremely unlikely. 

There is not always an explanation for a premature menopause. It sometimes runs in families, 

with women having their menopause at a similar age to their mother. Some women have 

abnormalities of the genes that control ovarian function, others make 'autoantibodies' which 

prevent the ovaries from working and a few women can be affected by viral infections of their 

ovaries. The ovaries can rarely start working again on their own, although this is the exception 

rather than the rule, and studies that have examined women with POF report only a minority of 

woman resuming spontaneous ovulations. 

Some women can have quite a long period during which the ovaries are slowing down rather 

than stopping and ovulation may occur from time to time. This is a condition called the 'resistant 

ovary syndrome', during which time the ovaries are resistant to the two hormones that come from 

the pituitary and which stimulate the ovaries to release eggs and estrogen. These pituitary 

hormones are FSH (follicle stimulating hormone) and LH (luteinizing hormone). The levels of 

FSH and LH in the blood at the time of the menopause are very high as they are trying to 

encourage the ovaries to work. POF is therefore diagnosed by at least two blood tests which 

show elevated blood levels of FSH and LH. It is usual to check other hormones at the  same time 

(prolactin, thyroxine, and, sometimes estradiol). 

The ovaries will not respond to the body's natural FSH and LH and this is why they will not 

respond to FSH/LH injections, which are used to stimulate ovulation successfully in other 

women who have ovaries with eggs but a break down in the natural mechanisms that stimulate 

the ovaries. In fact there are, unfortunately, no treatments that will make resistant or menopausal 

ovaries work again.  



Woman with POF should be given hormone replacement therapy (HRT) which will provide the 

right amounts of estrogen (together with progesterone, another ovarian hormone) and an artificial 

menstrual cycle. Estrogen is important to both prevent the above mentioned symptoms and to 

prevent the long term effects of estrogen deficiency (thinning of bones) and cardiovascular 

disease (heart attacks and strokes). It is recommended that HRT is taken at least until the age of 

50. HRT is preferable to the contraceptive pill, which will also provide an artificial menstrual 

cycle but will not allow ovulation to occur and if pregnancy is desired it can occur whilst taking 

HRT, even though the chances of ovulation are extremely unlikely. Nowadays it is possible to 

have 'in vitro fertilization' (IVF) using donated eggs, usually from an anonymous donor, which 

have been fertilized by the sperm of the recipients partner. Egg donation provides an 

approximately 25-30% chance of a pregnancy with each attempt. 

 

 


