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complicate my life ". Certainly, it is a natural phase in adolescence
and there can be very few men who have not had homosexual
experience of some sort at some stage in their lives and probably
very few women. Even so, it is a phase through which the normal
adolescent and child grow and out of which they emerge to their
great comfort and to the fulfilment of their lives, but once again
the theme here is the constant one: if we cannot accept, cannot treat
as human beings of infinite value, those with sexual problems that
differ from our own, we have not made a start on the work that this
symposium intends to lay as its foundations.

INFERTILITY

A. D. H. Browne, M.D., M.A.O., F.R.C.P.T., F.R.C.O.G. (Master of
Rotunda Hospital, Dublin)

Those of you who have been to the Rotunda Hospital chapel
may have seen the beautiful ceiling, now 200 years old, on which
you can see every sign of fertility. The founder of the Rotunda
recognized that fertility was his main object in life and the raison
d'etre of the hospital itself. Infertility in those days was not a
serious problem and certainly not one that worried Bartholomew
Mosse. The natural desire of the married couple is to look forward
in the fullness of time to reproduction. The initial weeks and
months of marriage may be more occupied with the mutual discovery
of love, the acquisition of sexual harmony and the enriching human
relationships that go with this, but soon this gives way to the hopeful
anticipation ofa family ofyoungsters. I need not tell you that where
a marriage is faced by failure to achieve the desired pregnancies,
tensions soon develop-tensions which affect all aspects of married
life, social, personal and intimate. The act of coitus becomes
more deliberate, less spontaneous, and therefore in many ways
less harmonious. Unspoken fears and doubts are felt by husband
and wife and various unco-ordinated efforts may be made by them
to render coitus more fertile.
Now these are unco-ordinated because they are uncommunicated,

and it has already been emphasized by previous speakers that
immense difficulties exist inside the bond of marriage for communica-
tion between husband and wife. They find it difficult to talk about
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their failure to conceive; they bottle it up, tensions develop, and a
whole vicious circle of hardship begins. It is generally the man who
cracks first. He feels that the failure may be his, though he would
be the last to admit it. Very often he makes fumbling efforts to
adjust the mechanics of coitus and very often the whole thing ends
in a dismal fiasco, with loss of face, loss of confidence and perhaps
secret recriminations between the two of them. You, as general
practitioners, perhaps know better than I the sort of resorts to
which men go. They tend to go to clubland; they tend to seek male
company more and more; they may go on the golf course or into
the athletic world, and one finds that the man tends to escape from
the home, while the woman is left sitting at home, biting her finger-
nails and wishing that she could effectively talk to her husband
about it.

It is in these circumstances that I see my patients first. In many
cases they have been to their general practitioners. Sometimes
they come direct, which I do not think is nearly so good, but they
come generally as the result of some sudden and pretty intense
failure perhaps in their sexual life. There is a sudden panic and
an urge to do something about it, and it is relatively uncommon
for a cool discussion between the husband and wife to have taken
place; it is generally an impulsive action by the wife. I do not know
whether this is what general practitioners find but in my practice
it is common enough. Thus, when you as a doctor are faced by a
patient with her sterility problem she may be a good deal more
desperate than she is inclined to admit. In general, one finds a
greater difficulty dealing with the more sophisticated girl. By and
large, she will have read a lot, she will have talked a lot, she may even
have talked to other girls about her problem; very often she comes
all ' dolled up ' and prepared to talk about most things, but the
last thing she is prepared to talk about is the real problem. Of
course, when she comes to me as a gynaecologist the situation has
been to some extent talked about by the general practitioner, but
nevertheless she will come with numerous complaints, perhaps some
rather sketchy symptoms such as abdominal pains or vague feelings
of sickness around period times, odd complaints which do not
mean much. You have got to 'tune in' to recognize that this may
well be a girl who wants to talk not about her stomach but about
her inability to have a child. In my experience, indeed, the two
particular topics which cause the greatest reticence amongst patients
are infertility and dyspareunia. People are naturally reluctant to
discuss these things and they will cover them up with all sorts of
devices to get over the initial hurdle of taLking about it to their
doctor.
The doctor must be responsive to this situation; he must recognize
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that a good deal of help will be needed from him, a good deal of
prompting in order to win his patient's confidence and to help her
to describe her symptoms. Everybody has his own particular
gimmick for doing this. I tend to talk about general health matters
and ask about the husband's occupation and activities and generally
steer the conversation round to the statement: " Well, I suppose you
are looking forward to having a youngster sometime soon," or
something like that. The patient immediately senses that she has
got her cue and she is away talking about her real problem; and
it sometimes comes in quite an emotional flood. Even in these
days, with mass media plugging fertilityand sterility and all the rest of
it at them the whole time,women still have avery deep feeling of guilt
and failure if they fail to conceive. In order to ask the right sort of
questions at the first consultation it is necessary, I think, for medical
practitioners to have certain factual information about the broad
outlines of infertility, its incidence, some of its causes, and the
degree of success which may attend medical advice and treatment.

First of all, what do we mean by infertility? Infertility is tradition-
ally divided up into primary and secondary cases and a third rather
vague group known as dysgenesis. Primary infertility is obviously
the condition in the married couple to whom no child has appeared
after a certain time. Nobody knows what the time is: by conven-
tion, two years is generally accepted, but it is interesting to note
that artificial insemination experts say that it generally takes seven
inseminations under optimum conditions before conception occurs,
so that, two years may be a longish time rather than a short one.
Secondary infertility is also obvious. There has been a pregnancy,
maybe full term, maybe an abortion, and subsequently failure to
conceive; these girls are really frustrated. Lastly, there is a group
which has been touched briefly by Dr Barnes and that is the dysgenesis
group, in which there is habitual failure to bring pregnancy to full
term. Now for some facts about fertility generally. First of all,
16 per cent of marriages are said to be childless, and this is a fairly
well substantiated figure drawn from a number of different European
countries. With regard to the male partner, it used to be said that
infertility was a 50-50 business, but now medical thought leans
towards the figure of about 20-25 per cent of marriages in which
the male is at fault. Regarding the female factor, various figures
are given. Perhaps 40-50 per cent of infertile marriages have a
female factor as the main one. Then there is a very diffuse, ill-
defined, conjugal factor, and this is said to be a factor in about
40 per cent of infertile marriages. There is therefore quite an
amount of statistical information and it is obvious that the male
factor is one that we must not forget.

Fertility clinics have been established for many years. In the
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Rotunda hospital, Dr Raymond Cross has run a fertility clinic
for over 12 years, and in general he and other workers report a
pregnancy yield of 30-35 per cent at the best-not a very spectacular
success rate. In primary infertility, there is a 25-30 per cent
pregnancy yield, and in secondary infertility, a 35-40 per cent
pregnancy yield. Therefore, about a third of the patients whom you
refer will be successfully impregnated, and likelihood is greater in
secondary infertility. The good doctor must have some such facts
at his fingertips so that he can give the correct service and advice
to his patients. When he first sees an infertile couple he may well
feel it right to say: " You musn't worry too much because lots of
people have the same trouble as you ". It is astonishing how faces
light up when this is said. Then he should go on to say that there
may be some trouble on either the woman's or the man's side, or
both may contribute something to this problem. It is very important
for the gynaecologist or general practitioner who sees the patient
first not to raise hopes too high, because there is nothing in the
world more difficult than the infertile patient who has been given
tremendous hope of potential success, which then eludes her. The
practitioner probably then refers his patient to a gynaecologist,
though nowadays quite often they are not referred to gynaecologists
at all. Gynaecologists have perhaps become over-emphatic on the
use of surgical treatment. This I feel is a bad trend. Gynaecologists
should be good physicians and indeed if they are doing much
obstetrics they are, in general, good physicians, leaning away from
surgery and towards more conservative methods of treatment. In
England, I dare say for this reason, a number of fertility clinics in
their own right have sprung up. They are generally frowned upon
by consultant gynaecologists, but nevertheless their successes
rather give the lie to anything that gynaecologists may say or feel.

I must briefly say something of the causes of infertility as they
have been elucidated. I want to dismiss the question of male
infertility very quickly because I do not think it is implied in the
context of my talk. There may be defective semen production and
one has to think of testicular function; there may be defective semen
transmission, and one has to think of the actual transmission of
semen from the testis to the vagina.
Female infertility comes under four main headings: there may

be failure in ovulation or ovarian function; there may be failure in
transmission of the ovum down the fallopian tubes; there may be
failure in transmission of the sperm from the vagina through the
cervix and uterus into the tube where fertilization of the zygote
takes place; or there may be failure in embedding of the ovum in
the uterine cavity. These all have to be investigated in a systematic
way. Lastly, and by no means least, there may be conjugal factors,
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predominantly male, with some failure perhaps in erection or
premature ejaculation of semen. These are distressing and common,
and men find it difficult, embarrassing and humiliating to discuss
them with their doctors. I believe the sympathetic general practi-
tioner is par excellence the person to whom a man should go to
discuss them. Mention has already been made of dyspareunia and
Dr Rosen will be talking to us about frigidity. These are often deep
troubles and ones which I will not touch upon further.

Having touched on the causes, let us briefly describe diagnostic
methods. It is essential to make some test of male fertility, and my
teaching is that one should never put a female patient ' through the
mill' without having first tested her husband's secretions. I know
this is difficult and there are occasions when it is very hard to get the
necessary conjugal co-operation, but nevertheless there are some
simple tests one could do. Semen analysis is unacceptable to a large
section of the population. The best material for semen analysis is
probably got from a masturbation specimen, but many men and all
Roman Catholics will certainly object to this particular method,
and it may well be a distasteful and difficult matter. A good alterna-
tive is the Sims test, in which one examines the wife some hours
after coitus and takes a specimen of semen both from the posterior
vaginal fornix and also from the cervix; and this is very good because
it shows how semen behaves in its natural surroundings, and much
work has been done to elucidate the overall causes of fertility in this
direction. The most recent work shows that there may well be
antigen-antibody reaction which kills off the semen as it enters the
cervical canal. This is new work and something yet may come of it.
If there is a deficiency in male secretion, testicular biopsy may be
necessary. On the female side, too, there are all sorts of diagnostic
tests. There are many tests now to demonstrate ovarian function.
One thinks immediately of vaginal cytology, temperature charts,
crystallization in the cervical mucus and so forth. It is possible now
to make a very good estimate of ovarian function. The patency
of the fallopian tLubes can be tested quite simply by a Rubin test
(insufflation by carbon dioxide) or by salpingography, outlining
the uterus and tubes by means of radio-opaque dye. Lastly one
may test for sperm transmission by examining sperm behaviour in
the cervical mucus.

We may now turn to the results produced by fertility clinics;
some of these figures are worth remembering. Pregnancy yield,
generally in the region of 30-35 per cent, is not as high as you might
expect; for primary cases it is in the region of 25-30 per cent, and
for secondary ones, a little higher, 35-40 per cent. A tubal factor
is present in about 60 per cent of cases investigated. Retroversion
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as a cause of sterility is now out of favour; you hardly dare do a
suspension nowadays or the registrars will pull you limb from limb.
Cervix factors, and we have already mentioned habitual abortion
due to cervical incompetence, are present, if you look for them, in
about ten per cent of cases; in Ireland endometrial tuberculosis is a
special problem in about four per cent of cases, and male factors
figure in about 20 per cent of all cases. In his work, Cross has
shown figures which correspond closely to those from other authors
and he emphasizes a fact which other authors increasingly emphasize,
namely, that marriage guidance is the most successful therapeutic
endeavour of the fertility clinics. Marriage guidance definitely gives
the best results of all, and over half of all cases seem to be cleared up
by this. Dr Marshall has already stressed the immense importance
of this factor.

FRIGIDITY

I. Rosen, M.B., B.Ch., D.P.M. (Consultant Psychiatrist, Portman Clinic,
London)

In this presentation I shall endeavour as a psychiatrist and
psycho-analyst to provide a brief survey of the salient problems the
general practitioner has to face in the individual case of frigidity.
These will be further exemplified by a detailed case study.

Definition
Frigidity may be defined as a state of inhibition of the psycho-

sexual responses which minimizes or prevents the attainment of full
orgasm in intercourse. Althouglh frigidity is usually applied to
females as a term denoting sexual inhibition, it is equally applicable
to men, except for the fact that in the male the signs of reflex spinal
activity are visibly present in the form of erection and ejaculation
and there is a convenient change of term into impotence or ejaculatio
praecox or retarda.

Classification
Frigidity must always be considered in relation to the whole of

a woman's psychosexual function, that is to say, her emotional
relationships with her sexual partner as well as her sexual and
reproductive functions. The condition is generally classified into
primary and secondary. The secondary factors are usually of lesser


