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SUMMARY

The male factor is now recognised as a major contributor to a couples’ infertility.
reproductive hormones in male infertility is however controversial.

The role of
This study therefore, was designed to

investigate the role of reproductive hormones in male infertility in sub-Saharan Africa.
3 groups of subjects between 18-56 years were investigated. 25, 42 and 45 were recruited in fertile,

infertile and sexually transmitted diseases (STDS). Follicle stimulating hormone

(FSH), luteinising

hormone(LH) and prolactin were estimated using the immunoradiometric assay technique while
testosterone was estimated using radioimmunoassay technique utilizing commercially available kits (ICN
Biomedical Inc.).Statistical analysis was done using students t-test and anova (one way) for comparison of

means.

FSH, LH, prolactin and testosterone were similar between fertile and infertile groups and between
normospermic and dyspennic infertile groups. However all except, prolactin were similarin STDs and fertile

groups.

Hormonal abnormalities may not be a major contributor to male infertility. However, role of prolactin in

infertility and infection requires further stLidies.
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INTRODUCTION

Male factor has been implicated in about 40% of
clinical infertility (1/2, 3). In majority of the
cases, the male factor in a couples infertility can
be assessed from analysis of semen (4).

The quantitative production of spermatozoa
generally requires the presence of both
LH/testosterone and FSH (5). Although
endocrine causes are reported uncommon in
both developed and developing countries (4,5)
Kuku (7) in his review observed that identifiable
endocrine abnormalities have be reported in 10%
of infertle men in developed countries where
hormonal evaluations of infertle males are
routinely undertaken.

The aeliological role of endocrine infertility is
hardly understood and data regarding the
frequency of these abnormalities are lacking in
African countries. This study therefore was
designed to reevaluate the roles of reproductive
hormone in infertility and sexually transmitted
infection in sub-Saharan African males.

MATERIALS AND METHODS

Subjects

Il subjects between 18 and 56 years were
investigated. 25 of them were fertile with
satisfactory semen profile and acted as controls,
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44 were infertile for at least one year while 42 had
incontrovertible evidence of STDs (8,9). Out of the
44 infertile men, 12 of them were normospermic
while 32 were dyspemic.

Blood collection

Venous blood was collected in lithium heparin tubes,
centrifuged for 5 mins at 3000rpm. Plasma was
collected and stored at -20°C for analysis.
Endocrinological analysis

FSH, LH, prolactin were estimated using
immunoradiometric assay method while testosterone
was estimated using radioimmunoassay technique
(ICN Biomedical Inc).

Statistical analysis

Statistical analysis was carried out by means of
computer statistical software-epi info 6.02. Students
t -test and analysis of variance (anova)- one way
were used for comparisons of means.

RESULTS
The mean concentrations of FSH, LH, prolactin and
testosterone in fertile, infertile and STDs groups are
shown on Table 1. None of the hormones except
prolactin showed any significant difference in the
comparison of means between groups (p>0.05).
There was significantly lower difference in
prolactin in men with STDs compared with fertile and
infertile men (p=0.69). Comparisons of honnonal
levels (FSH, LH, prolactin and testosterone) between
infertile men with normospermia and dyspermia did
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not reveal any significant differences in all the

hormones tested (p>0.05) Table 2.

Tablel: Statistical comparison of Follicle stimulating hormone(FSH), Luteinizing hormone(LH),
Prolactin(Prl) and Testosterone(T) between fertile, infertile and STDs subjects (using ANOVA)

Groups
Fertile Infertile STDs 'F P
FSH (miU/ml 18,0123 190129 121126 210 ol
LH (MiU/m 6.610.7 56108 72407 138 N6
Prl (ng/mi) 201421 14121 150112 S
T(ng/ml) ?'2-2{33 2.203190.3 ;.:23100.3 0.328 0.73

values are in mean * standard error, + = significant; n = number of subjects;

p = probability

Table2: Statistical comparison of Follicle stimulating hormone (FSH), Luteinising honmone(LH),
Prolactin (Pri) and Testosterone(T) between nonnospermic and dyspermic infertile males

(using sludents’s t-test).

Infertile males

Normospermic

Dyspermic T P
n=12 1.07 0.29
21.913.9
n=12 1.561 0.12
9.411.0
n=12 0.267 0.79
21.112.7
n=12 0.619 0.55
6.910.4

n=12

FSH (mlu/ml) 14.7-13.7
n=12

LH (mIU/ml) 6.710.9
n=12

Prl (ng/ml) 22.3+43.0
n=10

T (ng/ml) 7.3x0.4

values are in mean + standard error, n = number of subjects;

p =probability.

DISCUSSION

Kuku (7) indicated that hormonal disorders may
be responsible for some cases of oligospermia
and azoospermia found in male infertile
marriages. He suggested that these
abnormalities are not causally related to defective
spermatogenesis but may be secondary to the
resultant infertility in some of these patients.
Normal levels of FSH in infertile patients with mild
to moderate oligospermia and an increase in
serum FSH in a patient with severe oligospermia

was observed by Saeed et al. (10). Significantly
higher FSH arid LH concentrations were observed in
azoospermic men than controls indicating
disturbance of the spermatogenic  process.
However, no significant difference was observed in
serum testosterone between azoospermic men and
controls . A third of infertile subjects with dyspermia
was observed with hyperprolactinemia. In a sub-
Saharan African country, 52.9% of men with
hormonal disorders with hyperprolactinemia were
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observed which was the most common form of
hormonal abnormality (7).

In this present study, comparison of the
mean concentrations of FSH, LH, prolactin and
testosterone between fertile and infertile men
showed no significant differences (p.0.05). This
indicates that hormonal factors may not be
responsible for infertility and the observed defect
in semen quality in infertle men may be as a
result of some other factors. Similar observations
were made in other studies (4,6,12). Similarly,
LH, FSH and testosterone were not significantly
different between men with STDs and fertile
controls (p>0.05 Table 1) in this present study.
However, prolactin was the only hormone that
showed a significantly lower difference in men
with STDs than fertile controls (p=0.03). Low
testosterone and prolactinemia were observed in
association with high bacterial and
non-bacterial infection (13). The reason for these
differences is not known and requires further
study. The role of prolactin in male infertility is
not clear. However, hyperprolactinemia has been
proved to have a negative effect on
spermiogenesis and spermatogenesis. The
finding also of abnormal prolactin levels as the
most common observation in KuKu's study (7)
makes it perhaps necessary to elucidate the
relationship between STDs, prolactin and male
infertility. Similar to the report by kuku (7) we
equally suggest that direct hormonal evaluation
and identificatio'n of patients with abnormal
prolactin should be an important part of the
workup of infertile males in this sub-region - an
uncommon practice at present.

CONCLUSION .

Hormonal abnormalities may not be a major
contributor to male infertility as no significant
differences (p < or > 0.05) were observed in
FSH.LH, prolactin and testosterone between
infertile and fertile controls.

However, we suggest the inclusion of
prolactin evaluation in the routine workup of
infertile males because of the significantly lower
prolactin levels (p<0.05) between the STDs group
and fertile controls. This requires further studies.
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