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SUMMARY 
Several Assisted Reproductive Techniques such as GIFf, ZIFT, IVF-ET have been 

developed to effectively achieve pregnancies in infertile couples. Each of these techniques 
have their indications and successful pregnancy rates. We report a new technique called 
Translaparoscopic Semen Intrafallopian Transfer (SliT), in which prepared semen is 
directly introduced into one or both the fallopian tubes laparoscopically timing with 
ovulation. Out of SO patients who underwent this new technique, 16 achieved pregnancy 
giving a success rate of 32% which compares favourably with other established Assisted 
Reproductive Techniques. 

INTRODUCTION 
Treatment of Infertility using Assisted 

Reproductive Techniques has gained popular­
ity in the last dacade. For couples with un­
explained or male infertility there are different 
methods of treatment such as Intrauterine 
Insemination (lVI), Gamete Intra Fallopian 

, Transfer(GIFI), Zygote Intra Fallopian Transfer 
(ZIFI) or In-vitro Fertilisation- Embryo Transfer 
(IVF-ET}. All these methods of assisted re­
production in induced cycles increases the 
chance of fertilisation because there are more 
oocytes, the semen is artificia1ly improved and 
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the sperm's path is shortened. 
Jansen and Anderson (1987) reported on 

the catheterisation of the fallopian tubes through 
the vagina under ultrasound guidance, using 
a specially designed device. Catheterisation 
and transfer of capacitated spermatoza to the 
oviduct resulted in a few normal pregnancies. 
LaterTransvaginal IntrafallopianSemen Transfer 
was successfully attempted by Holst and Forsdahl 
(1988) employing blind catheterisation ·of the 
fallopian tubes transvaginally using a specially 
designed catheter. In Ten women with unex­
plained infertility who underwent this proce­
dure four normal singleton pregnancies re­
sulted. 

We report a simplified cost effective tech-

tr 
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nique called the TranslaparoscopicSemen Intra 
Fallopian Transfer (SIFT). In this technique 
prepared semen is directly introduced into one 
or both fallopian tubes timing with ovulation. 

MATERIALS AND METHODS 

Patients 
Fifty couples underwent the SIFT tech­

niques during March '90 - April '91, their 
infertility ranging from 4-7 years. The causes 
of infertility in these patients were due to 
cervical hostility, tubal (single patent tube), 
male and unexplained factors. Infertility in 8% 
(4) of the women due to cervical hostility, bad 
a negative or a poor post coital (PCT), per­
formed in three different cycJes. 

In this test cervical mucus, collected from 
the cervical canal 6 brs after coitus was ex­
amined for the presence ofprogressivelymotile 
sperms. At least 10-15 active sperms with 
forward progression have to be present for a 
positive PCT. Cervical mucus is most favourable 
for sperm viability during the preovulatory 
phase, at which time, under the influence of 
high levels of estrogen, the cervical mucus is 
thin, watery and relatively acellular. There­
fore, the test should be carried out as close to 
the ovulatory period as possible. 

Infertility due to the male factor was found 
in 54% (27). These men bad a sperm count 
in the ran~e of 10-30 millions/ml and motility 
at the end of 1 hour was not Jess than 50% 
with Jess than 20% abnormal forms. Infertility 
in 30% (15) of the women was due to the tubal 
factor where they bad only one patent tube. 
The remaining8% (4) were with infertility due 
to unexplained factors. 

The investigations of the couple included 
a hysterosalpingography and diagnostic 
laparoscopy to confirm patency of the tubes, 
rule out Endometriosis and adhesions of the 
tubes with other pelvic structures. The semen 
sample was analysed and its processability was 
also assessed. The minimum criteria for in-

elusion into the SIFT programme was a total 
count not less than 10 mil Iion/ml with a motility 
of 50% or more and Jess than 20% abnormal 
forms. A semen culture and sensitivity test 
was done prior to the procedure and any in­
fection present was appropriately treated. 

INDUCTION OF OVULATION 
Ovulation was induced by using Clomiphene 

Citrate (CC - 100 mg!day) alone on days 
2-6 of the cycJe, or in combination with per­
sonal1y tailored doses of Human Menopausal 
Gonadotrophin (bMG) from days 4 depending 
on the result of fol1icle growth monitored daily 
ultrasonographicaJiy with a 5 mHz vaginal 
probe (Aioka SSD 630; Mitaka-shi, Tokyo, 
Japan). A dose of 5000 I.U. of Human Cho­
rionic Gonadotrophic (bCG) was given 34-40 
hours prior to the procedure. 

SPERM PREPARATION 
Semen was obtained by masturbation in a 

sterile container and prepared by the swim-up 
technique, which was modified from the tech­
nique reported by Mabadevanand Baker(1984). 
For swim-up 2 ml, of culture medium was 
added to 1 ml of semen and centrifuged at 800-
1000 rpm for 6 minutes. The supernatant was 
decanted and 2 ml or Earle's Bicarbonate culture 
medium was added to the sperm pellet and the 
peJiet was thoroughly mixed with the culture 
medium using a 1 ml syringe and centrifuga­
tion was repeated. The supernatant layer was 
decanted off and the culture medium was stratified 
over the sperm pellet and incubated at 37°C 
for 30 minutes. Active sperms moved up into 
the culture medium and only the supernatant 
was used for insemination. 

SIFT TECHNIQUE 
The SIFT technique was a simple 

laparoscopic procedure, which was done 34 to 
40 hours after administration of hCG. The 
procedure was done under I.V. Sedation 
(Diazepam 10 mg + Pethidine 100 mg). The 
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Couples were asked to abstain from inter­
course during the periovular period and until 
48 hrs after insemination. This w~s aimed to 
ensure correct pre-established abstinence be­
fore ejaculation and also as a means of check­
ing that if pregnancy ensued, it was indeed the 
result of the result of the SIFI' technique. 

patient was placed in the supine ppsition and 
abdomen painted with spirit. Local Anaesthesia 
(1% Xylocaine) was jnfiltrated around the 
umbilicus. Pneumoperitoneum was created by 
passing a 12 ems long verres cannula. About 
1.5 to 2 litres of Carbon-dioxide gas was 
insufflated into the peritoneal cavity through 
the cannula. An incision of 0.25 to 0.5 em 
was made below the umbilicus to pass the 6 
mm trocar cannula, through which the Storz 
double puncture laparoscope-was introduced. 
A second incision 0.25 to 0.5 em was made 
in the left lateral region 3 to 4" away from the 
midline to insert a 4 mm trocar cannula. A 
Semm's grasping forceps was passed through 
this to grasp the fallopian tube at the fimbria) 
end. A puncture was made at the right lateral 
region 2" away from the midline, to pass another 
needle (16 G. 18 CM.) with stilette. The 
fallopian tube was held firmly to the fimbria! 
end and cannulated to the lateral1/3rd portion. 
The stilette was removed, the GIFI' catheter 
(William Cook, Australia, K GIFI' 1010.5 . 

RESULTS 

. OFR. 16 G. 50 CM) loaded with 0.3 to 0.5 ml 
of processed semen was fed into the cannula. 
The cannula was slowly withdrawn and with 
the GIFI' catheter in situ, 0.1 to 0.2 ml of the 
processed sample was slowly injected. The 
same was done to the other fallopian tube. 
After insemination both the trocars were re­
moved, pneumoperitoneum reduced and the 
two incision were sutured using linen. 

The SIFI' Technique was an out-patient 
procedure and the patient could be sent home 
within 2 to 2 1/2 hours, after the procedure. 

Out of the 50 patients who underwent 
SIFI' 16 pregnancies were achieved. There 
were 12 clinical pregnancies as evidenced by 
progressively rising serum Beta hCG levels 
combined with identification of a gestational 
sac by ultrasound. Out of these 12, there were 
7 normal deliveries. 2 ectopics and 3 missed 
abortions. However there were 4 biochemical 
pregnancies wherein there was a rise in serum 
Beta hCG but a gestational sac was not docu­
mented by ultrasound. 

There was a success rate of 32% by the 
SIFI' technique. Out of these, patients stimu-

Table II 

Relative success rates of IVF-ET, GIFT 
& SIFT 

Procedure 

IVF- ET 

GIFI' 

SIFI' 

Success Rate 

15- 20% 

20- 25% 

32% 

Table I 

Success rates with two ovulation stimulations 

Stimulation Total CC + HCG CC + HMG + HCG 

No. of Patients 50 27 23 

Pregnancies 16 (32%) 7 (14%) 9 (18%) 

• 
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lated with clomiphene Citrate and Human 
menopausal gonadotrophin showed a better 
success rate of 18% compared to those who 
were stimulated with Clomiphene Citrate alone 
who showed a success rate of 14% (Table 1). 
There are reports (Table II) of success rates 
being 15-20% in IVF-ET procedures (Hurley 
et al., 1991 and Talbert et al., 1991) and 20-
25% in the GifT procedures (Talbert et al., 
1991 and Corsan & Kummann 1991). Our 
centre achieved a success rate of :h% out of 
the 50 patients who underwent SIFT, which 
favourably compares with other Assisted 
Reproductive Techniques. 

CONCLUSION 

SIFT a simple, cost effective procedure. 
This technique will eliminate the use of ex­
pensive equipments required for IVF or GIFT. 
We believe it will supplement the existing 
Assisted Reproductive Technique to success­
fully achieve pregnancies in infertile couples 
at a much lower cost than procedures such as 
GIFT, ZIFT and IVF-ET. 
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