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Introduction

Infertility is a reproductive disorder defined clinically as
the failure to achieve a clinical pregnancy following at least
12 months of unprotected sexual intercourse. It can be related to
female factors (35% to 40% of couples), male factors (20x to
40% of couples), both (20% to 30% of couples), or remain
unexplained. In women, it is commonly caused by ovulatory
dysfunction, tubal obstructions, and/or endometriosis. In men, it
is often a result of abnormalities in sperm production and
function or sperm duct blockages (Macaldowie et al., 2010).

Management includes fertility counselling, lifestyle
modifications, medical/surgical treatment of underlying
conditions, fertility medications, and assisted reproductive
technologies (ARTS), such as intrauterine insemination (1Ul) and
in vitro fertilization (IVF)/intracytoplasmic sperm injection
(ICSI) (Zegers et al., 2009).

ICSI is a procedure where the embryologist directly
injects a single sperm into the egg, causing fertilization. This
may be helpful in cases where there is poor quality sperm from
the male partner, or where there is an issue with the egg where
fertilization can’t occur due to changes in the membranes
surrounding the egg.

The pregnancy rate following embryo transfer is generally
dependent upon multiple factors including embryo quality,
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endometrial receptivity and the technique of embryo transfer
itself (Pandian et al., 2009).

Embryo transfer (ET) is a crucial step for the success of
assisted reproductive technology(ART). Therefore more stress,
in recent trends among clinicians, is being placed for optimizing
and stadardzing the embryo transfer protocol. Better knowledge
of the preparation techniques preceding ET including the
assesment of the cervico-uterine axis, the performance of mock
transfer, and appropriate evaluation of the uterine cavity
improves the process (Mains et al., 2010).

Evaluating the cervico-uterine axis by both dummy
embryo transfer and ultrasonography for evaluating the direction
and length of the uterine cavity and cervical canal (Mansour et
al., 1994).

Performing a dummy or mock transfer. Many unexpected
agents make entering the uterine cavity difficult, such as cervical
polyps or fibroids, a pin-point external os, and cervical
deformation due to congenital anomalies or resulting from a
previous surgery, all of which can be discovered by a ‘dummy’
or ‘mock’ transfer (Mansour & Aboulghar, 2002).

Appropriate evaluation of the uterine cavity by
ultrasonography prior to the IVF cycle is essential for detecting
uterine polyps as well as any fibroids that may be invading the
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uterine cavity or deformities to the cervical canal (Mansour &
Aboulghar, 2002).

To ensure success, the crucial technique during embryo
transfer is to deposit embryos in the uterine cavity in the least
traumatic manner. Also the post transfer stage help improve
pregnancy outcomes including

1) prevention of the expulsion of fluids and embryos from the
cervix

2) the use of a fibrin sealant (Bar-Hava et al., 1999).
3) bed rest after embryo transfer (Nabi et al., 1997).
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Fig. (1): Diagram showing embryo transfer process
(Mansour & Aboulghar, 2002).
Factors which appear to influence implantation rates are
contamination of the catheter tip with cervical bacteria,
stimulation of uterine contractions during the procedure, the type
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of catheter, ultrasound guidance during the transfer, the position
of the embryos in the uterine cavity and perhaps cervical mucus.
The goal of trans-cervical embryo transfer is to non-traumatic
deliver the embryo to an optimal intra uterine location for
implantation (Goudas et al., 1998).

The presence of mucus or blood on catheter tip can
interfere with a successful ET and has been associated with
lower pregnancy rates, higher incidence of retained embryos and
higher rate of embryo expulsion into the cervix.The embryo(s)
might adhere to the cervical mucus or blood around the catheter,
which can then be expelled during the withdrawal of the catheter
(Alvero et al., 2003).

In addition Cervical canal mucus may cover the catheter
tip and it can be a source of bacterial contamination of uterine
cavity, resulting in lower implantation rate. Several studies have
shown that cervical mucus aspiration can decrease infection rate
with E. coli, Mycoplasma, Ureaplasma, Streptococcus B, D,
Staphilococcus (Egbase et al., 1996).

Several studies have shown a correlation between cervical
mucus aspiration and increase pregnancy rates.Although some
studies have reported the positive impact of removing cervical
discharge on pregnancy rate, there are other studies that have not
found such an effect.
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Some researchers believe that, this is a time- consuming
and that cervical mucus acts as a lubricant, the removal of which
may increase the incidence of difficult ET. In addition, any
cervical manipulation at the time of embryo transfer may cause
unwarranted uterine contraction. According to some reports the
presence of bacterial contamination of catheter tip during
embryo transfer is evidently limited and does not significantly
affect the cycle outcomes (Simsek et al., 2008).

Fig. (2): Diagram showing suction of cervical discharge with insulin syringe
(Alvero et al., 2003).
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Given the conflicting findings, this study was designed to
evaluate the effect of suction of cervical discharge using insulin
syringe on the rate of ICSI success.
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Aim of the Work

Research hypothesis

In women undergoing ICSI, removal of cervical
discharge before embryo transfer may improve pregnancy rate.

Research question

In women undergoing ICSI, does removal of cervical
discharge before embryo transfer improve pregnancy rate?

The aim of the study is to asses whether removal of
cervical discharge prior to embryo transfer in ICSI cycles
improve pregnancy rate or not.




