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Artificial insemination
for all?
Artificial insemination by donor (AID) is available (mostly
semiprivately) in some 22 centres in Britain, of which seven
are in London. In 1976 (the most recent year for reliable
figures) at least 700 pregnancies were achieved by AID.
Nevertheless, the distribution of centres providing the service
is uneven-for example, there is none in the south or north-
east of England or in Wales. The AID subcommittee of the
Royal College of Obstetricians and Gynaecologists has called
for new facilities to be set up to meet "a substantial
and growing demand for AID," and has produced a booklet'
for patients seeking advice about the treatment. The booklet,
funded by the DHSS, gives succinct advice on such matters
as confidentiality (which must be absolute), complications of
pregnancy (the incidence of which is normal), and legitimacy
(which remains a confused question, though the booklet
advises that "babies born within a marriage are presumed to
be legitimate"). If a couple decide to go ahead with AID,
what problems can they expect, and what are the prospects for
success ?
The indication for AID (usually gross male subfertility or

familial disease) must be carefully checked. All women
undergoing AID should first be investigated to rule out any
obvious bar to fertility,2 3 but even then AID is no guarantee
of conception. In recent published series the proportion of
women who conceived has varied from 37% to 71% when
frozen semen was used,4-7 and from 42% to 84% with fresh
semen.8-12 (One report'3 from California gave a conception
rate of 940% when clomiphene was used to induce ovulation:
17 women had 15 full-term pregnancies, including two sets
of twins.) About half the patients who conceive do so within
three cycles of starting treatment.8 912 The side effects of
treatment are few: gonorrhoea is one risk, but screening is
possible even when fresh semen is used'4 and is easier still
with frozen semen.
The debate about the ethics of AID"'5-7 seems now to have

been resolved, but one aspect of the treatment that should
not be ignored is the psychological problems81' that may
occur in couples. Apparently unsuitable cases,3 such as patients
with unstable marriages, are usually refused treatment.
Nevertheless, in some series5 uUp to half of patients defaulted
during six months of treatment, and couples should, perhaps,
be offered better psychological support during a course of
AID.7 In some circumstances help given to a couple to
accept and enjoy their childlessness may be preferable to
helping persistence with a treatment that makes them uneasy.

Follow-up studies12 after successful pregnancy with AID are
few, but we have no evidence that the incidence of marital
breakdown rises. There is little information on the long-term
welfare of the children.15
The source of semen remains a problem. Most centres still

use the long-suffering medical undergraduate, although four
years ago we drew attention18 to disquiet among clinical deans
over this practice. There is no consensus about how often a
man's semen should be used successfully. In Denmark6 the
limit is 15 pregnancies, and in Britain a limit of 20 has been
tentatively suggested-a figure which seems rather high.

Should AID be more widely available within the National
Health Service ? At present it is mainly provided by university
departments of obstetrics-and by private practitioners, whose
fees may be far from nominal. The service is not particularly
expensive, but in theory it diverts NHS resources which
could have been used for the care of the sick. Potentially
about 30% of the population3 could benefit from AID, but
until more people know about the service and it has become
more widely acceptable the full extent of demand will be
impossible to assess.
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Pyomyositis
A recent review from Nigeria' reminds us that, while pyomyo-
sitis is mainly a disease of the tropics and subtropics, it may
also be seen in Europe. The muscles most commonly affected
are those in the gluteal or quadriceps group, but any large
muscle may be infected. Usually the first symptoms are pain
in the affected muscle, followed within the next week by fever,
localised induration, and oedema. A minor degree of leucocy-
tosis and eosinophilia (about 100 ) is commonly present at this
stage.
Symptoms gradually progress, so that between 10 and 20

days after the onset the muscle mass is definitely oedematous
and tender. At this stage aspiration ofthe muscle will yield pus,
which usually produces a growth of Staphylococcus aureus. If
no effective treatment is given, the infection will progress until
finally the whole muscle is destroyed and replaced by a bag of
pus. The muscle abscesses are often multiple, and occasionally
there may be evidence ofmore disseminated pyogenic infection
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