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Unexplained infertility
When a couple seek advice on infertility the first steps (after a
history and examination of both'partners) are to arrange a
semen analysis and a properly timed postcoital test. Ifboth of
these results fall within the accepted limits of normality an
immunological factor is an unlikely cause. Most of the
diagnostic effort will now fall on the woman, while the man is
usually regarded as normal and has no further investigation.
The investigations required to make a diagnosis of "un-

explained infertility" include several months' basal body
temperature charts, measurement ofserum concentrations of
prolactin and midluteal phase progesterone, and laparoscopic
examination of the pelvis (including hydrotubation) in the
secretory phase of the cycle combined with diagnostic
curettage. Laparoscopy is essential: it may disclose un-
suspected polycystic ovarian disease, endometriosis, and
occasionally unruptured luteinised follicles.

In many cases the results of all these'tests are normal, and
the couple will then be reassured that further attempts at
pregnancy may be successful. Indeed, in many couples
pregnancy follows without further intervention.'2 In those
who do -not succeed, however-and before the woman is
labelled as having unexplained infertility-furtherinvestiga-
tion of ber partner must be undertaken.' Studies employing
the zona free hamster egg penetration test have shown
defective sperm function in cases of unexplained infertility
where conventional tests of semen quality have indicated
complete normality.4 In many but not all of these patients the
low penetration rate of the sperm is associated with an
increased incidence of abnormal morphology and poor
movement.56 Sperm motility is usually assessed subjectively
with light microscopy, but a more refined analysis may be
made using timed exposure photomicrography,7 video-
micrography,8 or laser Doppler velocimetry.9

Nevertheless, movement characteristics alone cannot be
used to predict the adequacy of sperm function in cases of
unexplained infertility. Similarly, although the hamster egg
penetration test is ofvalue in predicting potential fertility and
is frequently used as a screening procedure for clinical
programmes of in vitro fertilisation,'0." extensive studies by
Overstreet using a "mixed gamete assay" (human sperm with
zonae and hamster eggs) have identified couples in whom the
man's sperms were successful in the hamster egg penetration
test but unable to bind to or penetrate (or neither) the zona
pellucida.'2 Some in vitro fertilisation programmes have
reported lower fertilisation rates in couples with unexplained
infertility than in those with obstructive fertility."3 By
contrast, others have found no difference in fertilisation and
pregnancy rates between the two groups provided that tests

have been done to exclude abnormal semen."415 When
fertilisation does not occur in vitro fertilisation may be used
diagnostically to determine which gamete is at fault. In most
cases the failure will lie with the sperms. Abnormalities of
oocyte development may also be detected, however, though
we do not know either their frequency or their importance as,
a cause of unexplained female infertility.
The inadequacy of the traditional approach to semen

analysis for assessing male fertility is more than equalled in
some clinics by an insufficient.investigation in women ofboth
the follicular and luteal phases of the cycle. A single
midluteal phase measurement of the serum concentration of
progesterone is often used as the sole evidence of ovulation,
despite considerable variation among clinics of what is
normal.'6 Such measurements indicate only that ovulation
may have occurred in that particular cycle, however, and do
not show a luteal phase which is normal throughout.
Although- luteal phase deficiencies may be diagnosed histo-
logically,"' serial estimations of serum progesterone concen-
trations throughout the luteal phase are more informative.
E A Lenton and colleagues showed that about half the

women presenting with unexplained infertility had low luteal
progesterone concentrations, which in many cases were
associated with either low preovulatory oestradiol concentra-
tions or luteinisation of small or unruptured follicles (paper
to 11th World- Congress of Fertility and Sterility, Dublin,
1983). Inadequacies.of the luteal'phase often occur after a
poor follicular phase, though the latter is seldom monitored.
Careful ovarian ultrasonography throughout- the cycle may
detect several anomalies in follicular development, including
the luteinised unruptured follicle syndrome,'& poor or ab-
normal growth of the follicle, and the persistence of cysts,
but ultrasonography should be combined with an endocrine
profile, which..should include serial measurements of con-
centrations of both oestrogen and pro.gesterone-as well as the
gonadotrophic hormones. The last are particilarly important
-Dodson et al observed that inapropriately early surges of-
luteinising hormone in relation to the.normal concentrations
of oestrogen occur in some women with unexplained in-
fertility.'9 Repeated venepuncture has been the most in-
convenient aspect of the combined hormonal and ultrasound
assessment of ovulation, but simple and rapid radioimmuno-
assays are now available -for measuring progesterone in
saliva20' 1'an-d in. capillary blood collected on filter paper after
finger prick.22 Both techniques allow daily specimens to be
collected at home for subsequent assessment at the end ofthe
cycle. The development of a. simplified radioimmunoassay
for salivary oestradiol has recently been reported,23 and these
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techniques should 'allow ibe whole cycle to be monitored
both inexpensively and at the patient's convenience.

Clinicians know how strong the. pressure is to treat those
whose infertility is unexplained. We contend that in many
cases a much more rigorous investigationofsuch couples will
uncover reasons to explain the unexplained and may, thereby,
provide at least some hope for rational and effective treat-
ment in the future.
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Whose data are they anyway?
The Data Protection Act has come near to toppling a
previously unassailable bastion ofdoctor power: access to the
medical record. The General Medical Services Committee
has thought the unthinkable and its policy is one of almost
full disclosure, though consultants want personal health data
excluded from the Act. Even before the GMSC's decision
individual general practitioners have been giving many, or
most, of their patients access to their records, often to the
dismay of local consultants and the disquiet of their local
medical committees. Three papers in this issue report
patients' reactions to this initiative: they were in the main
positive (pp 595, 596, 603). But doubt and hesitation among
other doctors (and somne patients) should not be dismissed as
unregenerate conservatism-the issues are complex.

Firstly, the medical record is not- a single homogeneous
document, and there are therefore different potential bene-
fits and drawbacks. It contains data: history, physical
findings, and the results ofinvestigations; in it doctors record
their judgments and opinions; and it serves as an aide
memoire to prompt the next move-in the process of care.

Disclosure conforms to the spirit of the new law: the
patient has a right to know what the doctor knows (or at any
rate choose to write) about him. After all, it is his body and
his health. Disclosure also provides a check on the accuracy
of the information recorded. Fisher and his colleagues report
12% of patients finding inaccuracies in their records (p 596).
Both of these reasons apply mainly to the data component of
the record and must be taken seriously by even the most
traditional and authoritarian doctor. -For those doctors who
believe that the "don't ask questions, just take the pills"
approach to the doctor-patient relationship is not only
unacceptable to patients but counterproductive, it will seem

logical to share not only the data but also their recorded
opinions and judgment. Communication should improve
once it is based .on shared and, eventually, agreed facts
(provided, as Draper and her colleagues point out, that the
doctor is prepared to explain the content [p 603]).

Finally, claims are made that access should allow, the
patient to take a fair share ofthe responsibility for his health.
This is perhaps the most difficult concept: only half of
Draper's patients thought that it did so, and 60% of Bird's
patients (p 595). In a fundamental,. sociological (and there-
fore to most doctors deeply suspect) sense information is
power, and giving access to the record is. the only way of
ameliorating the gross imbalance of power in. doctor-patient
encounters. This was an explicit objective of Fisher's prac-
tice policy. At this level the aide memoire part has to be
shared too, so that the patient can believe that he knows not
only what the doctor knows and thinks but what he is
planning to do next, and why.

Explicit objections to sharing are mostly centred on the
aide memoire part of the record, ostensibly lest the patient is
frightened by finding that the doctor is reminding himself to
exclude cancer. In fact most patients.have probably thought
of it first; that is probably why they came to $tart with, orwhy
they thought they were referred. What may underlie consult-
ants' objections is the. fear that their letters may give away
hostile or pejorative feelings about the patient. The common
statement that patients would not understand or would be
confused and: worried by the medical data reflects the
arrogance (and inability to differentiate between the inarticu-
late and the unintelligent, an error carefully avoided by Bird)
of some doctors. Proper explanation would have to become
the rule in consultations rather than the exception.. For the
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