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Intrauterine insemination (IUI) together with controlled
ovarian hyperstimulation (COH)has been increasingly used
for the treatment of variety of subfertile indications, both
male and female or even combined. The overall success
rate of IUI ranges from 4% to 66%. The wide variance of
success of the procedure is likely to be influenced by a
number of factors. The pregnancy rate in the local setting
has never been determined. This cross-sectional study
reviewed all available clinical records of patients
undergoing fertility work-up who had sperm processing in
a hospital-based andrology unitand who underwent
intrauterine insemination in either the hospital-based
facility or a private clinic from January to December, 2004.
Objective: It aimed to determine the pregnancy rate
following IUIand assess the intrinsic and extrinsic variables

, affecting its success and describe the IUI's pregnancy
outcome. The intrinsic factors include patient's age (male
and female), number of subfertility years, previous
reproductive history specifically involving the different
factors (male, cervical, uterine, ovarian, tubal, peritoneal).
Extrinsic factors include treatment effect and timing of IUI
(medicine administered, monitoring of number and size of
follicles, endometrial thickness, total motile count
inseminated, number of inseminations) and preference for
facility (hospital-based clinic or private clinics). Results:
Forthe period of one year, there were a total of 1051cycles
of IUI,305 in the hospital-based facility and 746 in private
clinics. Dueto limitation of accessible data, only 424 cycles
werestudied. However, out of the 424 cycles data retrieved,
only 365showed IUI outcomes. The overall pregnancy rate
following IUI was 2.47%. In this study, it seems that only
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the wives' age (younger) and years of subfertility «2.9
years), were found to be associated with pregnancy rates.
The median female age was 35.4 years (range 23.4·48.2),
and median male age was 36.5 years (range: 25.0 • 54.4)
with a median duration of subfertility of 6.0 years (range:
0.3·18.0). Conclusion: There is no sufficient evidence to
conclude that the other factors studied under treatment,
different parameters and topography are associated with
rates of pregnancy following IUI.
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I,ntrauterine insemination (IUI) following
controlled ovarian hyperstimulation (COR) has

been increasingly used for the treatment of a variety
of indications, such 'as non-severe male factor
subfertility as well as other fertility conditions like
unexplained infertility, cervical mucus hostility,
ovulatory dysfunction 1,2 and endometriosis.v'

It allows direct placement of processed,
technically superior (h ighly motile), bulk of
concentrated sperm into the uterus, which greatly
reduces the distance of sperm travel from vagina to
the fallopian tube. It also involves fractionating or
washing of sperm before being injected into the
uterine cavity.'

Success of the procedure is not merely due to
the physical intervention of increasing sperm
concentration higher in the reproductive tract.
Outcome is likely to be influenced by a number of
factors. Furthermore, to obtain a higher likelihood
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of achieving pregnancy, IUI is usually synchronized
with ovulation.

Generally, IUI is considered to be an
intermediate step of low to moderate complexity
before the application of more costly and rigorous
options of sophisticated assisted reproductive
technologies (ART) such as in vitro fertilization
(IVF) with or without intracytoplasmic sperm
injection (ICSI).6

Careful patient selection criteria coupled with
successful ovarian stimulation appear to be the model
for IUI success.' Early assessment of couples needs
and detection of poor relative chance with IUI allows
expedited treatment and prevents any wasteful and
unnecessary treatments.

The overall success rate of IUI ranges from 4
percent to 66 percent. 1.2.5 The wide variance in
pregnancy rates achieved may be due to the small
size of the study populations, variability in
characteristics of the subjects, ovarian stimulation
protocols and insemination techniques.'

Several prognostic factors for IUI outcome have
been proposed, including the 1) age of the woman,
2) endometrial thickness-and follicle number by the
time of ovulation, 3) etiology and duration of
infertility, 4) presence and type of ovarian
stimulation,S) time and number of inseminations,
6) percentage of sperm with normal morphology,
and 8) total number of motile sperm inserninated.v'

Determining a universal threshold for IUI success
is difficult and therefore, it has been recommended
that each center should evaluate its results and define
a threshold for its population and laboratory."

This study aimed to determine 1) the prevalence
of pregnancies following intrauterine insemination;
2) the variables both intrinsic and extrinsic factors
affecting its success. The intrinsic factors include
patient's age (male and female), number of
subfertility years, previous reproductive history
specifically involving the different factors (male,
cervical, uterine, ovarian, tubal, peritoneal). Extrinsic
factors include treatment effect and timing of IUI
(medicine administered, monitoring of number and
size of follicles, endometrial thickness, total motile
count inseminated, and number of inseminations per
cycle); andB) describe the pregnancy outcome
following IUI.

Topography or location of clinics from the
processing laboratory has not been assessed, as review
ofliterature has not shown it as a factor determining
IUI success. The type of IUI facility, whether hospital-
based facility or a private clinic-based facility has also
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been partly assessed. The perceived differences
between the two may be secondary to patient's ease,
quality of instruments or supplies used, and time
from processing to insemination, emotional
preparedness of both patient and doctor, and
temperature changes to and from the unit and the
cost of the procedure.

MATERIALS AND METHODS

Study Design

All available clinical records of patients
undergoing fertility work-up who had sperm
processing done at the Advanced Reproductive Care
Unit, St. Luke's Medical Center and who underwent
intrauterine insemination from January to December
2004 were reviewed, looking into factors affecting
IUI success.

Terms of Reference

A cycle is defined as a period of time when
ovulation is achieved by ovarian stimulation
followed by timed intrauterine insemination to
complete treatment for sub fertility indications.

Subfertility, not absolute infertility, refers to
failure to conceive after one year of unprotected
sexual intercourse. Relative subfertility is the reduced
chance of conception because of one or more factors
in either or both partners."

Patient Evaluation

Subjects

The subjects consisted of patients who were
referred to a facility for sperm processing to undergo
IUI in different clinics. For the period of one year,
there were a total of 1051 cycles ofIUI, 305 done in
a hospital setting and 746 in private clinics. Due to
limitation of accessible data and absence of IUI
outcomes, only 365 cycles were included in the study.
Furthermore, cycles with unknown data for each
factor being assessed, were excluded from the
analysis.

As far as factors are concerned, the predominant
parameters were considered singly and multifactorial
correlation was not computed.

All cycles had patients with at least one patent
tube according to a hysterosalpingogram (HSG),
hysterosalpingosonogram (HSSG) or laparoscopy.
No donor specimen was used for all couples.
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Ovarian Stimulation

All women in the study underwent ovarian
stimulation either by using clomiphene citrate or CC
(Clomid, Clostil, Serophene or Ovamit), follicle
stimulating hormone or FSH (Puregon, Organon,
The Netherlands, or Gonal F. Serono Aubonne,
Switzerland), a combination of CC and FSH or CC
+ FSH/LH (Humegon, Organon, The Netherlands
or Pergonal, Serono Aubonne, Switzerland).
Ovarian and endometrial responses were monitored
by transvaginal ultrasonography on cycle days 8 or
more until scan showed lead follicle was at least
16mm in mean diameter. Afterwhich, 5,000 to 10,000
IU of Hcg (Pregnyl; Organon or Profasi; Serono)
was administered.

Sperm Preparation

Semen samples were collected by masturbation
in clean containers and allowed to liquefy at room
temperature. Prior to preparation, sperm
characteristics were assessed according to the WHO
standard (1999). Manual counting chamber was used
to calculate parameters.

The Andrology Unit used the following as a
guide for sperm processing: swim-up for normal,
oligospermia and debris> 4; straight was for
oligoasthenospermia (OA) and debris + I; gradient
processing for normal, oligospermia and moderate
OA; and fiber wood filtration for OA,
oligoasthernoteratozoospermia (OATS) and debris
>4. Selection of the sperm washing technique was
tailored to individual cases, depending on the quality
of the specimen submitted for washing, to maximize
sperm recovery.

Intrauterine Insemination (IUl)

Intrauterine insemination was performed within
24-36 hours of hCG administration. In the sperm
processing facility, the washed sperm is placed in a
warmer and kept at 3JDC until insemination. The
cannula used was either Cook's or Wallace
intrauterine catheter. In both facilities, single or
multiple usage of catheters was not considered. In
private clinics, the processed sperm is transported as
soon as it is asked to be sent, with no note of exact
time. The inseminate in tubes were kept close to body
temperature and held after palms are warmed by
rubbing them together or placed close to the chest. .
Both the types of cannula and the manner of

sterilization techniques were not noted. For all cycles,
a standard inseminate of 0.5 ml was generally used.
Patients were asked to rest or stay in bed for a
minimum of 10-15 minutes post-IUI. Luteal support
in the form of progesterone was not included because
of limited available data.

Statistics

Data were analyzed using Statistical Package for
the Social Sciences (SPSS) 14.0 for Windows.
Descriptive statistics, such as means and standard
deviations for continous variables, while frequencies
and proportions for categorical variables, were used
to describe the data. Differences in means and
proportions were tested using independent t tests, and
chi-square tests or Fisher's exact tests, whichever was
appropriate, respectively. Patients or cycles with
unknown data were excluded from the analysis. All
tests were two-tailed and considered significant at
p<0.05.

RESULTS

Overall Clinical Results

Data from the 365 cycles revealed that the median
female age was 35.4 years (range 23.4 - 48.2), and
median male age was 36.5 years (range: 25.0 - 54.4)
with a median duration of subfertility of 6.0 years
(range: 0.3 - 18.0). (Table 1)

Indications for the IUI showed that there were
132/321 cycles with male factor, 23/349 with cervical
factors, 132/354 uterine, 138/354 ovarian, 117/346
tubal, and 158/179 with peritoneal factors. The
pregnancy rates were 2.8%,2.3%,2.5%,2.5%,2.6%,
and 2.2%,respectively. There is however, no sufficient
evidence to conclude that the history of involvement
of the different factors (male, cervical, uterine,
ovarian, tubal, and peritoneal) are associated with
pregnancy. (p>0.05) (Table 1)

The overall rate following IUI of processed sperm
is 2.47%. The mean age of the wives who had
pregnancy from cycle of 32.1 years (SD 3.6) was
significantly lower than the mean age (35.6, SD 4.7)
of those who did not get pregnant (p=0.012).
Although the mean age of the husbands whose wives
got pregnant was 3.5 years younger than those whose
wives did not get pregnant, there is no sufficient
evidence to conclude that it was significant (p=0.067).
The women who got pregnant had been sub fertile
for a mean of 2.9 years (SD 2.3) while those who
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did not get pregnant had been subfertile for a mean
of 6.4 years (SD 3.8). The observed difference in the
mean number of years of subfertility was highly
significant (p=O.007) (Table 2)

Treatment Effect

A total of 351 inseminations were performed
following ovarian stimulation (OS) with different

Table 1. Correlation of pregnancy rates and previous reproductive history.

History offactor involvement Pregnancy per cycle
Yes No Total P value*

Freq % Freq %

Male 0.168
Yes 6 4.5 126 95.5 132
No 3 1.6 186 98.4 189
Total 9 2.8 312 97.2 321

Cervical 1.000
Yes 0 0.0 23 100.0 23
No 8 2.5 318 97.5 326
Total 8 2.3 341 97.7 349

Uterine 0.162
Yes 1 0.8 131 99.2 132
No 8 3.6 214 96.4 222
Total 9 2.5 345 97.5 354

Ovarian 0.320
Yes 5 3.6 133 96.4 138
No 4 1.9 212 98.1 216
Tota 9 2.5 345 97.5 354

Tubal 0.723
Yes 2 1.7 115 98.3 117
No 7 3.1 222 96.9 229
Total 9 2.6 337 97.4 346

Peritoneal 1.000
Yes 4 2.5 154 97.5 158
No 0 0.0 21 100.0 21
Total 4 2.2 175 97.8 179

* Fisher's exact test

Table 2. Correlation of pregnancy rates, age and years of subfertility.

Pregnancy per cycle N Mean Std Dev Median Min Max
by age, years of subfertility

Wife's age 2.3
Pregnancy 9 32.1 3.6 31.6 27.7 36.9
No pregnancy 351 35.6 4.7 35.4 23.8 48.2
Total 361 35.5 4.7 35.4 23.8 48.2

Husband's age 1.8
Pregnancy 9 34.1 3.9 34.1 29.0 41.4
No pregnancy 347 37.6 5.7 36.5 25.0 54.4
Total 356 37.6 5.7 36.4 25.0 54.4

Years of subfertility 2.7
Pregnancy 9 2.9 2.3 2.2 1.0 8.4
No pregnancy 332 6.4 3.8 6.0 0.2 15.0
Total 341 6.3 3.8 6.0 0.2 15.0
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ovulation induction medicines. Pregnancy rates were
noted only in the following regimen: 14.3% for
clomiphene citrate (CC) with FSH, 2.17% for
CC+Hcg, 3.85% for CC+FSH+Hcg.

There is no sufficient evidence to conclude that
Hcg is associated with pregnancy from' cycle studied
(p=1.000).

Ovarian Monitoring Parameters

It was observed that the means for ovarian
monitoring parameters (total number of follicles,
number of follicles per monitoring site, follicle size
(left, right, or both), number of collapsed follicle,
number of collapsed follicle per monitoring site,
number of corpus luteum, and number of corpus
luteum per monitoring site) were lower for those who
got pregnant from present cycle compared to those

who did not get pregnant. However, there are no
sufficient evidences to conclude that the means were
significantly different (p>O.05). Same results showed
no significant differences in follicle size, endometrial
thickness noted between those who got pregnant and
those who did not.

There are no sufficient evidences to conclude that
the follicle sizes were significantly different between
those who got pregnant compared to those who did
not (p<O.05). (Table 3)

There are no sufficient evidences to conclude that
endometrial thickness were significantly different
between those who got pregnant compared to those
who did not during the present and future cycles
(p>O.05).

There are no sufficient evidences to conclude that
the endometrial measurements were associated with
pregnancy rate (p>O.05). (Table 4)

Table 3. Correlation of pregnancy rates and size of ovarian follicles.

Ovarian monitoring Pregnancy from present cycle (per cycle basis)
Yes No Total X2 P value*

Freq % Freq %

Mean follicle size 0.4 0.819
1.5 - 2.0 4 57.1 149 50.3 153
2.1 - 3.0 3 42.9 133 44.9 136
> 3 0 0.0 14 4.7 14
Total 7 100.0 294 100.0 303

Mean right ovary follicle size 0.2 0.924
1.5 - 2.0 2 50.0 107 49.8 109
2.1 - 3.0 2 50.0 100 46.5 102
> 3 0 0.0 8 3.7 8
Total 4 100.0 215 100.0 219

Mean left ovary follicle size 0.5 0.796
1.5 - 2.0 3 50.0 100 51.5 103
2.1 - 3.0 3 50.0 82 42.3 85
> 3 0 0.0 12 6.2 12
Total 6 100.0 194 100.0 200

Table 4. Correlation of pregnancy rates and endometrial thickness.

Pregnancy per cycle
Yes No Total

Freq % Freq %

3 37.5 116 38.0 119
3 37.5 114 37.4 117
2 25.0 75 24.6 77
8 100.0 305 100.0 313

Endometrial thickness

<8
8-10
>10
Total

X2 = 0.0, P = 0.999
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and multiple clinical pregnancies. From this, 8/365
were singleton and no multiple livebirths.

Follow-up after one year from the last IUI
performed revealed 14/230 (6.1 %) couples had
treatment independent pregnancies, while 31230
(1.3%) got pregnant from future IUI's.

Sperm Parameters

The pregnancy rate (PR) for post-washed
specimen was a for total motile count (tmc) < 1
million/ml, 55.6% for 1-5m/ml, 22.2~/o for 5.01-
l Om/rnl. None in lO.01-20m, and 22% for >20m/
ml.

There was a total of 363 inseminations of which
only 81284 got pregnant with only one cycle and
1/59 multiple inseminations (2x).

Eight (89%) of those who got pregnant and 276
(78%) of those who did not during the cycle had
single IUls but the obseved difference was not
statistically significant (p=0.690). (Table 5)

Topography

The rates of pregnancy from present cycle for
those whose IUls were done in the hospital based
facility was 2.8% and 2.1 % for those done in private
clinics. There is no sufficient evidence to conclude
that the rates of pregnancies from present cycle were
significantly different between IUI facilities (p= 1.000).
(Table 6)

Pregnancy Outcome

IUI-related pregnancies showed 7/365 to be
intrauterine while there was 1/365 both for ectopic

DISCUSSION

Intrinsic Factors

Age

A strong association exists between subfertility
and increasing female age. The reduction in fertility
is greatest in women in their late 30s and early 40s.
For women aged 35-39 years, the chance of
conceiving spontaneously is about half that of
women aged 19-26 years. The natural cumulative
conception rate in the 35-39 age group is around 60%
at one year and 85% at two years.

This marked, age-related decline in spontaneous
conception is also mirrored in the outcome of assisted
conception treatment.

Recent evidence shows that male fertility also
declines with age. Genetic defects in sperm and
oocytes that are likely to contribute to impaired
gamete function and embryonic development
increase with age. The age-related decline in female

Table 5. Correlation of pregnancy rates and IUI frequency: (single vs multiple).

IUI frequency Pregnancy per cycle
Yes No Total

Freq % Freq %

Single 8 88.9 276 78.0 284
Mulitple I I I.l 78 22.0 79
Total 9 100.0 354 100.0 363

Fisher's exact test p = 0.690

Table 6. Correlation of pregnancy rates and preference for IUI location (Hospital based facility vs private clinics).

Facility Pregnancy per cycle
Yes No Total

Freq % Freq %

Hospital-based 6 2.8 212 87.2 218
Clinic 3 2.1 142 97.9 145
Total 9 2.5 354 97.5 363

Fisher's exact test p = 1.000 NS
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fecundity is caused by a steadily reducing pool of
competent oocytes in the ovaries."

Brzechffa, et al. 's retrospective study of 208
patients reported no demonstration of a statistically
significant difference in clinical pregnancy and live
birth rates with increasing male partner age after
controlling for the age of the female partner. The
same was noted in this study."

Duration of Subfertility

Tomlinson, et aI. demonstrated in a retrospective
study of 260 IUI cycles, the logistic regression analysis
revealed a 10% conception rate per cycle if the
duration of infertility is beyond 72 months. While
those with shorter duration or history of infertility,
the conception rate was 20%.6 Goverde, et al. in
2000 failed to demonstrate such association in their
randomized control trial."

This study affirms this parameter having an
important effect on IUI outcome. The women who
got pregnant had been subfertile for a mean of 2.9
years (SD 2.3) while those who did not get pregnant
had been subfertile for a mean of 6.4 years (SD 3.8).
The observed difference in the mean number of years
of sub fertility was highly significant (p = 0.007).

The longer a couple has to try to conceive, the
smaller the chance of spontaneous conception. If the
duration of subfertility is less than three years, a
couple is 1.7 times more likely to conceive than
couples who have been trying for longer. With
unexplained sub fertility of more than three years, the
chances of conception occurring are about 1-3% each
cycle."

Reproductive History

Another facet of factors associated with IUI
success is the etiology of female infertility.

Hendin, et al. 2000's retrospective review of 1728
cycles ofIUI, analysed by logistic regression reported
that the absence of history of any pelvic corrective
surgery was one of the factors directly associated with
a successful IUI outcome." Unexplained infertility
and anovulation were noted to be favorable factors
to predict the likelihood of pregnancy as far as
etiologic factors are concerned in Khalil, et al. 2001's
retrospective report of 2473 cycles.

Montanaro, et al. 2001 did a retrospective
stepwise logistic regression analysis of 495 cycles
which showed a negative impact of the diagnosis of
endometriosis and tubal factor on IUI outcome. The

study revealed that the presence of pelvic
inflammation, regardless of the cause and whether
its consequences' were corrected or not, seems to
decrease the likelihood of conception by IUI. 6

This study however did not show any association
of pregnancy rates and reproductive history factors.
This may not have been reflected because of
limitation of power or number of cases studied and
the presence or absence of corrective surgery and
duration from correction were not included. The
impact of other medical conditions like thyroid
diseases and diabetes mellitus that can affect
reproduction were not included because data were
not available.

Extrinsic Factors

Treatment Effect

Controlled Ovarian Hyperstimulation

The use of ovarian stimulation to improve
pregnancy rate in women undergoing IUI is
common, but is of unproven value. Cumulative
probability of pregnancy showed no differences in
relation to the OS regimen. No differences in the
pregnancy rates between the different regimens were
seen when corrected for age. 10

Mahani, et al. 's study on method chosen for 01
had a critical bearing on success of IUI. The
combined use of HMG+ IUI yielded a higher rate of
pregnancy rate compared with CC+ IUI, CC+ HMG
and natural ovulatory cycle+ IUI. II

This study revealed the absence of association
of OS medicines and pregnancy rates.

Number of Follicles

Duran, et al. considered two parameters with the
strongest impact were related to female factors,
indicating the importance of the number of follicles
and age of the woman for successful reproductive
outcome. These according to them are indicators of
the quality and availability of the female gamete,
which is also the major determinant of successful
outcome in assisted reproduction treatment. 5

On the other hand, this study observed that the
means for ovarian monitoring parameters (total
number of follicles, number of follicles per
monitoring site, follicle size (left, right, or both),
number of collapsed follicle, number of collapsed
follicle per monitoring site, number of corpus luteum,
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and number of corpus lute urn per monitoring site)
were lower for those who got pregnant from studied
cycle compared to those who did not get pregnant.
However, there are no sufficient evidences to
conclude that the means were significantly different
(p>0.05).

The discrepancy maybe due to the age factor that
is expected to affect the response to stimulation with
different 01 regimen and the quality of female
gametes in our study population.

Lining of Endometrium

There are no sufficient evidences to conclude that
endometrial thickness were significantly different
between those who got pregnant compared to those
who did not during the cycles (p>0.05).

It is similar with Nuojua-Huttunen's study of 811
IVI cycles, where the thickness of the endometrium
was not related to treatment outcome.'

Total Motile Count

Due to the lack of standardization of semen
analysis among laboratories, review of literature is
difficult. The facility utilized the WHO, 1987
parameters. All being sperm collected and processed
in the center, the study thus considered and defined
sperm dysfunction as a value of total motile count
that is less than 50 percent of the normal range for
total sperm concentration (>20 m/ml). These two
factors (concentration and post-semen preparation
sperm motility) seem to be the major predictive
factors though others have been proposed.

Pacqualotto, et al. 's retrospective study showed
that the postwash sperm motility at cutoff value of
40% and not the postwash total motile sperm count,
can predict successful IVI outcome. I

Total motile count (tmc) per insemination was
reported by Campana, et al. 1996 to affect the IVI
outcome in IllS cycles, with pregnancy rates
significant for samples with tmc per insemination
~ 1x10.6

Van der Westerlaken, et al. 1998 found that the
total number of motile sperm inseminated was the
only variable that significantly affected the pregnancy
rate: values <2m resulted in the poorest outcome 4.6
PR -IS 9.2% for ~ 2m per insemination, respectively.

The number of inseminated motile sperm was
reported by Khalil, et al. 2001 as one of the six
variables best predicting IVI outcome in a logistic
regression analysis of2473 cycles (PR 5.3 and 12.8%
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for TMC per insemination <5m and > 5m,
respectively).

TMC, however did not show any statistical
difference in relation to success in this study.

Timing of IUI

One of the crucial factors to determine the success
of IVI therapy is the timing of ovulation.
Periovulatory period is a narrow time window
during which the sperm should be made available
and capable of fertilization the oocytes at the site of
fertilization. Several strategies have been developed
to achieve this goal.

Size of Follicles

Perry, et al. 's study among bovines showed
ovulatory follicle size had no apparent effect on
fertility when ovulation occurred spontaneously.
Follicles undergoing spontaneous ovulation do so
at a wide range of sizes when they are physiologically
mature. 12

This cross-sectional study however revealed no
statistically significant difference in success outcome
with different sizes of follicles.

Use ofHcg

Madankumar, et al. 's retrospective study
determined the optimal time for administration of
Hcg in CC induced IVI cycles. They concluded that
there may be physiological reasons to propose that
timing the Hcg to the luteinizing hormone surge will
improve the success rate, but they were not
demonstrated."

Awoniyi, et al.'s retrospective study was not able
to establish any benefit in waiting for a spontaneous
LH surge before administering Hcg in the presence
of mature follicles. The strategy avoids further
monitoring to detect LH surge, allowing treatment
to be planned for a time convenient to the patient. 13

There was no data on the use of monitoring
methods for LH surge in this cross-sectional study.
Nonetheless, there was no significant difference in
IVI success among patients given and not given Hcg.

Number of Inseminations

Sperm washing methods may influence the results
of IVI. Better pregnancy rates may be obtained if
semen is inseminated in a lesser volume and the IVI
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catheter is handled with meticulous care in the
insemination procedure, as in the embryo' transfer
procedure. In the last decade, superovulation with
double IUI has been reported to increase the
pregnancy rate over that with a single application.

However, recent randomized controlled trials
and meta-analyses failed to show such a benefit.
Since double IUI increases both the cost of
insemination and physical and psychological stress
to the patient, the clinician must consider a couple's
willingness for a second IUI in the same cycle. 14

Topography (Location of Facility)

This study did not take into account instruments,
training or skill of performer and ease of procedure,
choice of instruments Icannula, time from processing
unit to time of insemination in clinics.

Despite possibilities of variables of distance and
time of insemination, topography as shown, is not
an associated factor for pregnancy rates and IUI based
on results.

CONCLUSION

In this study, it seems that only the wives' age
(younger) and years of sub fertility «2.9 years), were
found to be associated with pregnancy rates from
intrauterine insemination.

RECOMMENDATION

This cross-sectional study was limited by the
small population reviewed which was just 34.7
percent of the total 1051 cycle referrals for processing.

There has been a difficulty in trying to retrieve
other results and complete all data so that it is
recommended that institutions, especially clinics
wanting to pursue research on IUI success and factors
affecting it and future related topics must have a
database that will be easy to access for such purposes.

Total assessment of the real impact of male
parameters to the outcome of IUI prospectively,
warrants that all possible female factors should be
eliminated in couples undergoing IUI therapy.
Maintaining such a design for a study may take a
long time and is considered to be impractical so that
most reports aiming to study in detail male
determinants of IVI outcome are based upon
regression analyses of retrospective data. Since this
is a cross-sectional study, future prospective studies

are still suggested. Studies to determine the IUI
outcome in association with different medium for
sperm processing, techniques and addition of other
reagents to maximize sperm recovery. A study
comparing postwash sperm morphology, motility,
concentration and total motile counts is
recommended and maybe useful in counseling
patients regarding chance of success and in
determining when alternate methods of ART maybe
a better approach.

Female parameters when assessed prospectively,
must ideally rule out all possible male factors
specifically sperm morphology in the most recent
analysis prior to sperm processing.
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