Evaluation of Uterine Cavity by Hysteroscopic Examination in Infertile Women
in BSMMU

Jesmine Banu', Farzana Deeba’, Parveen Fatima® Parveen Sultana’

! Associate Professor, 2 Assistant Professor, 3Professor, Infertility unit, Department of Obstetrics & Gynaecology. *Medical Officer, Department of
Obstetrics & Gynaecology, BSMMU.

Abstract:

Background: Hysteroscopy is the gold standard procedure for uterine cavity exploration. However, hysteroscopy is only
recommended by the WHO when clinical or complementary exams (ultrasound, HSG) suggest intrauterine abnormality
or after in vitro fertilization failure. Nevertheless, many specialists feel that hysteroscopy is a more accurate tool. Objec-
tive: The aim of this prospective study is to find out the evaluation of uterine cavity by hysteroscopic examination as a
primary workup of infertility. To asses the uterine pathology which is the causal factor for infertility. Method: This is a
cross sectional study in which total 100 infertile patients were enrolled from infertility OPD in BSMMU  with maintain-
ing inclusion and exclusion criteria Hysteroscopy was performed with a standard sequence. The endocervical canal,
uterine cavity, endometrium, and tubal ostia were inspected and findings were recorded. Results: Hysteroscopy was
performed in 100 infertile women,among them 44% were presented with primary infertility and 56% presented with
secondary infertility. The most common indication for diagnostic hysteroscopy was as a part of an infertility workup 80%
cases. Other indication included abnormal hysterosalphingography, recurrent pregnancy loss and unexplained infertility.
Hysteroscopy revealed a normal uterine cavity in 51 (51%) women (Table 2).among them majority of patients were
primary infertility.and age less than 30 years . Hysteroscopic abnormalities are significantly high in secondary than
primary infertility. Conclusion: In this study abnormal hysteroscopic findings were found in 49% who underwent
diagnostic hysteroscopy. Our data are an additional argument to suggest that diagnostic hysteroscopy as part of investiga-
tion in infertile woman to evaluate uterine pathology. Routine diagnostic hysteroscopy should be part of an infertility
workup in both primary and secondary infertility. At the same setting therapeutic approach also be possible which is

beneficial for the patients.
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Introduction: one of the causes of infertility. In fact, infertility related to

uterine cavity abnormalities has been estimated to be the

Hysteroscopy is a valuable diagnostic and therapeutic
modality in the management of infertility. Hysteroscopy is
the gold standard procedure for uterine cavity exploration.
It is widely accepted that a complete infertility workup
should include an evaluation of the uterine cavity. Uterine

abnormalities, congenital or acquired, are implicated as
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causal factor in as many as 10% to 15% of couples
seeking treatment. Moreover, abnormal uterine findings
have been found in 34% to 62% of infertile women.'

Today, hysteroscopy is considered as the gold standard for
evaluating the uterine cavity, and due to improved endo-
scopic developments, can be performed reliably and

safely as an office procedure®. Direct view of the uterine
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cavity offers a significant advantage over other blind or
indirect diagnostic methods. The role of hysteroscopy in
infertility investigation is to detect possible intrauterine
changes that could interfere with implantation or growth,
or both, of the conceptus, and to evaluate the benefit of
different treatment modalities in restoring a normal endo-
metrial environment. Introduction of hysteroscopy in
gynecologic practice revolutionized the diagnosis and
treatment of intrauterine disease. New methodological
and technological developments have made diagnostic
and operative hysteroscopy much more efficient, cost
effective, safe, and useful. The most common indication
for hysteroscopy is abnormal uterine bleeding (AUB), but
it is also used in cases of infertility and Mullerian

anomalies.'?

Uterine factors can be found in only 2 to 3% of infertile
women, but intrauterine lesions are much more common
(40-50%).These lesions can compromise spontaneous
fertility as well as reduce pregnancy rates in assisted
reproduction®*. Published observational studies suggest
increased pregnancy rates after the hysteroscopic removal
of endometrial polyps, submucous fibroids, uterine
septum, or intrauterine adhesions, which can be found in
10% to 15% of women seeking treatment for subfertility
3.Evaluation of the uterine cavity is a basic step in female
infertility workup. Classically, hysterosalpingography and
transvaginal sonography are most commonly used for this
purpose. Hysteroscopy, however, is considered the gold

standard for diagnosis of intrauterine lesions.>*

The benefit of the systematic use of hysteroscopy in the
initial assessment of infertility remains unclear and the
exploration of the uterine cavity in the initial assessment
of infertility should be based on hysterosalpingography
(HSG) or hysterosonography. Systematic hysteroscopy
before TVF is a widely accepted practice which is
supposed to improve pregnancy rates but still lacks scien-
tific evidence. After repeated pregnancy loss, uterine
cavity should be re-evaluated by hysteroscopy and this
practice has been demonstrated to improve pregnancy
rates.>® Although there are many randomized controlled
trials on technical feasibility and patient compliance
demonstrating that the procedure is well tolerated and

effective in the treatment of intrauterine pathologies, there

is no consensus on the effectiveness of hysteroscopic
surgery in improving the prognosis of unexplained

subfertile women.*’

A recent review on the effectiveness of hysteroscopy in
improving pregnancy rates in subfertile women without
other gynecological symptoms concluded that there is
scarce evidence to support the widespread use of hystero-
scopic surgery in the general subfertile population®”
Cuirent study was conducted with the aim to assess the
role of diagnostic hysteroscopy in a primary workup of
infertility by describing hysteroscopy findings.

Method:

This cross sectional study was conducted at the Infertility
wing Department of Obstetrics and gynaecology Bang-
abandhu Sheikh Mujib Medical University (BSMMU)
were studied from July 2013 to December 2014. A total of
100 infertile patients between age 20 to 40 years having

abnormal uterine bleeding, unexplained infertility, abnor-
mal HSG,Recurrent pregnancy loss were enrolled in this
study by detailed history and physical examination and
necessary investigations were done related to infertility.
Normal Hysterosalpingogram, and pelvic infection, and
cardio-respiratory disease are excluded from this study. A
detailed explanation of the procedure was given by the
operating surgeon, and all women signed an informed
consent before undergoing the procedure. Diagnostic
hysteroscopy was performed in operation theatre, using a
3 mm hysteroscope, under short general anaesthesia.
Distention of the uterine cavity was accomplished with
normal saline solution. The procedure was considered
complete only when the entire uterine cavity and both
tubal ostia were visualized.and different pathological
findings were recorded ,At the same time therapeutic
approach were also be done like removal of.foreign

body,polypectomy ,and septoplasty.
Results:

Hysteroscopy was performed in 100 infertile
women,among them 44% patients presented with primary
infertility and 56% presented with secondary infertility.

The most common indication for diagnostic hysteroscopy
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was as a part of an infertility workup 80% cases. Other
indications included abnormal hysterosalphingography,

recurrent pregnancy loss and unexplained infertility.

Hysteroscopy revealed a normal uterine cavity in 51
(51%) women (Table 2). Majority of patients with normal
hysteroscopy findings were less than 30 years of age and
primary infertility.

Hysteroscopic abnormalities are significantly high in

secondary than primary infertility.

Most

followed by cervical stenosis.

common abnormality was Asherman syndrome
Other abnormalities
included endometrial polyp, submucous fibroid, cervical
stenosis etc At the same time therapeutic approach were
also be done like Dilatation of Cervical stenosis needs
10%%cases.Endometrial polypectomy,7% Adhesiolysis
in Asherman syndrome7% Myomectomy5%, removal
of .foreign body, (bones, tip of MR cannula, missing CuT)
3%,and septoplasty.3%

Cases. Complications of the procedure like perforation of

the uterine cavity occurred in only 2 cases.

Types of infertility

W Primary Infertitty

W Secondary infertility

Fig- 1:
Table-1
Difference in hysteroscopic findings according to age
and types of infertility
Normal  Abnormality p-value
hysteros  in hysteros
copy copy
Age <30 years 25 18 0.01s
>3(0 years 15 42
Primary infertility 26 18 0.01s
Secondary infertility 25 31
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Table-IT

Indications for hysteroscopy in 100 infertile women

Secondary

Indication Primary
infertility infertility
No. (%) No.(%)
As per infertility workup 34 (34%) 46 (46%)
Abnormal HSG 22(22%) 38(38%)
Recurrent pregnancy loss 0 (%) 10(10%)
Unexplained infertility 12 (12%) 4 (4%)
Table-TTT

Abnormal hysteroscopic findings in primary and

secondary infertility group.

Hysteroscopic Primary Secondary Total
findings infertility  infertility
(%) (%)
Endometrial polyp 2(2%) 5(5%) 7(7%)
Submucous fibroid 1(1%) 4(4%) 5(5%)
Endometritis 2(2%) 3(3%) 5(5%)
Bicornuate uterus 2(2%) 4(4%) 6(6%)
Asherman syndrome  4(4%) 7(7%) 11(11%)
Uterine septum 3(3%) 4(4%) 2(2%)
Cervical stenosis 6(6%) 5(5%) 10(10%)
Abnormal hystero-
scopic findings 18(18%) 31(31%) 49(49%)
Normal 26(26%)  25(25%) 51(51%)
Table-1V

Comparisn of Abnormal hysteroscopic findings in

primary and secondary infertility group.

primary  secondary Pvalue
infertility group

Abnormal hyster-

oscopic finding

N==49 18(18%) 31(31%) 0.001
Normal hyster-

oscopic finding

N=51 26(26%) 25(25%) 0.49

Abnormal hysteroscopic findings are statisticaiiy

significant secondary infertility group.
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Table-V
Therapeutic intervention by hysteroscopy

Hysteroscopic Primary Secondary Total
infertili infertility
ty (%) (%)

intervention

Foreign body removal
(bones, tip of MR cannula

missing CuT) 0(0%) 3(3%) 3(3%)

Endometrial polypectomy 2(2%) 5(5%) 7(7%)

Myomectomy 1(1%) 4(4%) 5(5%)

Adhesiolysis in Asherman

syndrome 2(2%)  5(5%) 7(7%)

Uterine septoplasty 1(1%) 2(2%) 3(3%)

Dilatation of Cervical

stenosis 4(4%) 6(6%) 10(10%)

Total 10(10%) 25(25%) 35(35%)
Table-VI

Comparisn of therapeutic intervention by hysteroscopy

Hystero scopic Primary Secondary Pvalue
intervention infertili infertility

ty (%) (%)
N=35(35%) 10(10%) 25(25%) .001

Therapeutic intervention by hysteroscopy was statisti-
cally significant in Secondary infertility.

Discussion:

Endometrial polyps, intrauterine adhesions, or all of these,
may cause infertility by interfering with proper embryo
implantation and growth.1Congenital uterine malforma-
tions are also thought to play a role in delaying natural

conception.

One of the basic steps of an infertility workup is to evalu-
ate the shape and regularity of the uterine cavity.®
Acquired uterine lesions, such as uterine fibroids, endo-
metrial polyps, intrauterine adhesions, or all of these, may
cause infertility by interfering with proper embryo

implantation and growth.” Congenital uterine malforma-

tions are also thought to play a role in delaying natural

conception.®

Hysteroscopy has been proved to be the definite method
for evaluation of the uterine cavity and diagnosis of
associated abnormalities.®® In the current study, second-
ary subfertility was more common than primary subfertil-
ity. Based on the results of the previous studies, it appears
that more than 1/2 of the patients interpreted as abnormal
uterine cavity after diagnostic hysteroscopy, which might
be a significant cause of reproductive failure. These
woimen may be wrongly treated, or unnecessarily investi-
gated, while their intrauterine lesion has been missed.®
And are comparable to those of the other studies reporting
that normal uterine cavity was found in only 69% and

7,10.11

43% in primary and secondary subfertility.

In this study that normal uterine cavity was found in 26%
and 25% in primary and secondary subfertility Abnormal
hysteroscopic findings were more in women with second-
ary infertility 31% (31/100), compared to those with
primary infertility 18% (18/ 100). Intrauterine adhesions
may be due to interferences related to previous pregnan-
cies such as MR, dilatation and curettage or previous
cesarean sections. Supporting to this is the high preva-
lence of intrauterine adhesions, in this group, than other
lesions. Also the age of the patients with abnormal
hysteroscopic findings were significantly high. The
findings was correlated with several studies.'”'" No
significant difference in the rate of uterine pathology was
found between women with primary and secondary
infertility (22% and 38%, respectively) in some
study.Complications of hysteroscopy are reported in 2%
of cases. These include cervical laceration and uterine
perforation. Foreign body was found in 3 cases they were
bones, tip of MR cannula, missing CuT and removal was

done.

The incidence of uterine malformations in other series of
infertile patients varies between 1% to 26%. We observed
an incidence of 11% for both pnimary and secondary
infertility.® Bicornuate uterus was found in 6% and uterine
septum was found in 5% case and septoplasty was done in

all patient with septum.
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Endometrial polyps were diagnosed in both primary and
secondary infertility groups with no statistically signifi-
cant difference. The true incidence of endometrial polyps
in the general population is difficult to determine, because
many of them are clinically asymptomatic. Nevertheless,
Shokeir found such lesions to be more frequent in the
unexplained infertility population compared with fertile
women.'” The possible role of these polyps in infertility is
yet unclear, although follow-up on these women revealed
improved reproductive outcomes after polypectomy. He
concluded, in view of his results, that it seems logical to
propose surgical treatment of all endometrial polyps
among eumenorrheic infertile women, since even if small,
they are likely to impair fertility. Removal of these polyps
may enhance reproductive outcome. In the study polyp
was found in 7% case and polypectomy was done in the

same sitting.

Intrauterine adhesions was significantly high in secondary
comparing the patients with primary infertility, as there is
known relationship between secondary infertility and the
existence of adhesions, being mostly the result of uterine
curettage for postpartum or post abortion residua. Oliveira
also found intrauterine adhesions in 10% of patients with
repeated failed IVF cycles of whom none had undergone
previous abortions or other uterine manipulation. He
suggested that other causes of intrauterine adhesions must

be ruled out.'*!

In this study intrauterine adhesion was found in 11% cases

and adhesiolysis was done in 7 cases.

While debating the need for routine diagnostic hysteros-
copy in the evaluation of the infertile woman, one must
keep in mind that this procedure today is no longer a
complicated but rather a simple, fast, outpatient proce-

dure, requiring short training with high success rates.

Diagnostic hysteroscopy allows complete, accurate
identification of intrauterine abnormalities that might
negatively  affect  endometrial  receptivity  and
implantation.'>'® The information derived from hysteros-
copy helps the physician to institute appropriate therapy,
and by doing so improve conception rates over shorter

intervals. More importantly, relevant therapeutic interven-
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tions significantly improved the clinical pregnancy rate in
those with abnormal uterine cavity at hysteroscopy.
Hysteroscopy can diagnose much more precisely,
compared with HSG and even transvaginal ultrasonogra-

phy, small intrauterine lesions that might affect fertility.

Conclusions:

Our results show that the incidence of uterine pathologies
(congenital and acquired) in women with primary and
secondary infertility approximates 49%, thus, justifying,
in our opinion, the use of diagnostic hysteroscopy in the
primary routine investigation of infertile women sugges-
tive of uterine pathology. Because various abnormal
intrauterine pathology wa s identified by hysteroscopic
examination which is the causal factor in women with
primary and secondary infertility, we believe that diagnos-
tic hysteroscopy has a similar importance in the evalua-

tion of patients with both primary and secondary infertil-

ity.
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