


no test can accurately predict the precise impairment in

fertility.

Cervin is an important major site of nmmunological
activity and being readily accessible we depend on post-
coital test (PCT) and sperm cervical mucous penetration
test (SCMPT) for indirect evidence of antibodies against
sperm. PCT is done 2-24 after intercourse (without use
of any lubricant) during the preovulatory period. It should
be preceeded by 2-4 days of abstinence. Cervical
secretion is collected by a pipette. cannula with a balloon,
tuberculin syringe, torceps or bacteriological loop.
Presence of 8-10 progressively motile sperm under a high
power field indicate a satisfactorry test and rule out sperm
antibody problem. A negative test is indicated by no
sperm, non-motile sperm or sperm without forward
progression. A negative test s a reasonable guide for
sperm antibodies in the seminal plasma or cervical mucus.
Yet when PCT is negative pregnancies are recorded in
10¢%.

absent or incomplete penile penetration, retrograde

A poor PCT may be due to genital abnormalities

ejaculation, wrong timing of PCT, chronic cervicitis ete.

A negative test should be repeated for confirmation.

SCMPT 15 carried out by placing coverslip over a drop
of preovulatory cervical secretion leaving the peripheral
2 mm free. A drop of semen is placed at cach of the 4
edges of the cover slip. Capillary action brings into
contact the sperm and the cervical secretion and normally
the phallanges of sperm penetrate into the cervical
secretion. If sperm antibodies are present the sperm fail
to penetrate mto the cervical secretion and start shaking
or quivering on coming into contact with cervical

secretion.

When SCMPT indicates antibody problem crossover
SCMPT 1s carried out wherein husband’s sperm is tested
with antibody free donor cervical mucus and wife’s
cervical mucus is tested with antibody free donor sperm.
Sperm and cervical secretion from fertile subjects may

be presumed to be free from antibodies. Cross over

SCMPT indicate whether the antibody 15 in the seminal

plasma or cervical mucus.

Lastly. recovery of sperm from the peritoncal cavity. by
colpopuncture or at laparoscopy. following intercourse

reasonably excludes immunological problems.

Treatment for sperm antibody in'the male -

1. Since male genital tract infection is associated with
sperm autoantibodies it should be treated vigorousty.
Semen culture and study of prostatic secretion could

detect the infection in stubborn cases.

1o

Sperm antibody level gradually decreases if the
antigen 1~ withdrawn. Suppression of spermatogenesis
by testosterone substantially decreases the antibodices.

Pregnancy can now be attempted after stopping the

suppression.

3. Intrauterine insemination (IUD) - In the belief that
antibodies bind sperm soon after cjaculation,
ejaculating directly into the media to dilute the
antibodies and rapid processing of the semen s
advocated by many. Addition of galactose (to mterrup
the interaction between galactose residue on the sperm
and galactose recognition sites on the antibody ) or
chymotrypsin (to cleave the Ig molecule of the
antibody and modity it so that motility and fertilisation
potential of the sperm are not affected) to the media
15 also recommended by some.

4. Immunosuppression by corticosteroids - Various

regimes with methyl prednisolone are recommended.

High doses upto 96 mg/day cyclically fromday 1 to 7

orday 22 to 28 of the wife’s cycle is one of the regimes

recommended. Another regimen recommended is
high dose for 2 weeks followed by a medium dose ¢

16 mg for 3 to 12 months. High doses or prolong

treatment carry the risk of hip necrosis.

N

AID - use of donor sperm is a reasonable treatment

6. IVF-ET and ICSI can be logically resorted o tor
poorly responding obstinate cases.

7. Adoption
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Treatment for the female:

I Occluston therapy: Use ot condom for 6-9 months

prevents persistent antigen exposure and significantly

brings down the antibody titre. PCT should now be

posttin e Ttshould be emphasised thatuse of condom

has no etfect on autoantibodies in the male.

10T This by passes the hostile cervix with antibodies

i its secrctions and hence seems to be a rational

treatment

3 Immunosuppression with corticosteroids is advocated
for crrculatime antibodies. Cyelic treatment in the
carlier part of the menstrual cycle is advocated by

many while some advocate continuous treatment.

Apart from osteoporosis. one is worried about
potential dangers to zygote. early embryo and cven
unfertilised ovum.

4. IVF-ET

Adoption

N

Choice for treatment in a couple depends on chance for
success and time needed for success (age of the female
is relevant here) besides cost, invasiveness & risk of
treatment. Lastly. an increased incidence of spontaneous
abortion in immunised women who subscquently

conceive is reported by some workers.
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