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SUMMARY 

匠st the Author reviews briefly the anatomy 
and the physiology of the Uterine-Tubal Junction 
(UTJ) with a main concern for the muscular 
pattern and the secretory activity of this part 
of the tube, in relation with the hormonal and 
nervous control. Speaking about the pathology 
of the UTJ that can impair fertility, different are 
the causes: chronic infections and their sequelat, 
salpingitis isthmica nodosa, polips, iathrogenic 
lesions (mainly following sterilization procedu­
res), congenital malformations. Other pathologies 
might be: ectopic pregnancies - 2.5% of all 
tubal pregnancies - and neoplasmas even if not 
related to infertility. The therapy in most cases 
for restoring the continuity and hopefully the 
function of the tube is surgery through a micro­
surgical approach. 
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The Fallopian tube is unique as it is the 
only segment of the female genital tract 
that must be capable of e枭cting sequen­
tial)y t��nspc_:>rt of sperms and egg in op­
posite directions. 

F订st, I'll review brieflly the anatomy 
and physiology of this part of the tube. 
Here it is possible to recognize three mu­
scular layers (fig. 1): 

1) External spiral shaped
2) Intermediate circular
3) Inner longitudinal ( 1).

The last one increases in thickness to­
ward the uterus and diminishes gradually 
toward the ampulla where it can not be 
demonstrated. 

The tubal lumen, of course, is nar­
rowing and reaches a diameter of O.5 and 
1.5 mm. 

According to this muscular pattern it 
was possible to demonstrate its function 
in relation to di如rent adrenergic stimula­
tions that have their target in the "alpha" 
and " beta " adrenoreceptors. 

Each of them mediates a response that 
for the « alpha » ones is excitatory in the 
outer spiral-shaped layer and inhibitory 
for the beta neurotransmitters in the two 
other layers (2). 

Beside this nervous control, the activity 
of the isthmus is function, as well, of 
the different hormonal conditions that 
we have through the phases of the mens­
trual cycle (5). 

In other words, it was shown the lo­
west contraction frequency in the latter 
part of the luteal phase, while an increase 
of frequency was recorded in both the 
late follicular and early lu teal phase (3). 

This offers support for the concept that 
production and secretion of estrogen and 
progesterone is an essential regulatory me­
chanism for oviductal motility in synchro­
nisation with the sperm and subsequent 
fertilized egg transit through the Uterine ­
Tubal Junction (UTJ). 

The activity of this tubal segment is 
under the in伽ence of Prostaglandins, as 
well (PGE2, PGF拉，PGI2) （ 1)． 
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