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Abstract

We studied 200 patients destined to have ICSI cycles either for the first
time or repeatedly in the kasralainy IVF unit. They have done ICSI cycles

due to male factor,ovarian,tubal,uterine factors or unexplained infertility.

All patients had routine office hysteroscopy prior to their cycles assessing
the vagina cervix,isthmus and uterine cavityand If laparoscopy was
indicated as in cases with endometriosis,endometriomas,excision of an
ovarian cyst or salpingectomy in cases with hydrosalpinx ,it was done to
the patient. The additive diagnostic and therapeutic values of
hysteroscopy and laparoscopy were estimated and compared to the
diagnostic value of the routinely used modalities as transvaginal U/S and
HSG.The comparison revealed  marked superiority of the office
hysteroscopy in its diagnostic power over the transvaginal U/S and HSG
especially in assessing uterine intracavitary lesions, This is added to its

therapeutic contribution which can be done in the same setting
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Introduction

Introduction

Despite advances in the field of assisted reproductive techniques
(ART), only one-third of cycles started end in a pregnancy and one-fourth
result in a live birth (Society for Assisted Reproductive Technology ,
2007).

ART has developed over a decade to become useful for couples
with infertility which cannot be cured by simple treatments. The birth
rates are comparable to natural conception and the incidence of
congenital malformations is not increased. The costs and complexities of
treatment have been reduced, which in turn has reduced the stress and
social inconvenience of therapy. Problems related to the birth risk of
multiple pregnancy and the use of the stimulated cycle are being reduced
as new techniques for severe male infertility and the detection of genetic
abnormalities in the embryo have been introduced(Society for Assisted

Reproductive Technology , 2007).

Intrauterine pathologies are found to be present in 25% of infertile
patients (Levi Setti PE.et al., 2004) Structural abnormalities of the
uterine endometrial cavity may affect the reproductive outcome
adversely, by interfering with the implantation or causing spontaneous
abortion. Therefore, exclusion of any intrauterine pathology becomes an
important step before subjecting the patient to ART. Intrauterine
abnormalities may be visualized using variety of techniques, including
hysterosalpingography (HSG), transvaginal sonography
(TVS)/sonohysterography (SHG), and hysteroscopy (Devroey P. et al.,
2009).
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The HSG, although very sensitive (98%), has low specificity
(34.9%), a positive predictive value (PPV) of 69.9%, and a negative
predictive value (NPV) of 92% (Preutthipan S. et al., 2003). The TVS is
more specific (96.3%) and sensitive (100%) than HSG, with a 91.3%
PPV and a 100% NPV (Shalev J et al., 2000). Although hysteroscopy is
considered the ‘‘gold standard,”” controversies still exist between TVS

and hysteroscopy in the diagnosis of intrauterine abnormalities.

With the invention of the miniature hysteroscope, it is possible to
perform hysteroscopy in an office setting for diagnostic indications and

certain therapeutic interventions (Bettocchi S. et al., 2004).

Although operative hysteroscopy has progressively been accepted
for the treatment of intrauterine pathologies, diagnostic hysteroscopy is
still not widely and routinely used. Whereas almost all urologists utilize
office cystoscopy to evaluate bladder pathology, it is estimated that less
than 20% of gynecologists utilize office hysteroscopy to evaluate uterine

pathology (Isaacson, 2002).

Office diagnostic hysteroscopy is also indicated for the evaluation
of the cervical and uterine factors in patients with infertility and
especially in those who are scheduled to enter an in vitro fertilization

(IVF) program. (Bettocchi S. et al., 2004).

Diagnostic laparoscopy is indicated mainly for investigation of
pelvic pain and subfertility (Keye WR. Et al., 1996), as well as it is the

standard method for the diagnosis of endometriosis and adhesions, as no
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other imaging technique provides the same degree of sensitivity and

specificity. (Munro Malcolm G. et al., 2007).

Laparoscopic operations for the treatment of mechanical infertility
are probably equally effective to similar procedures performed by
laparotomy. In patients with extensive adhesions, however, the
effectiveness of all procedures is limited. Assisted reproductive
technologies such as in vitro fertilization and embryo transfer are

necessary in these situations. (Gomel V et al., 1995)

In the present study we have evaluated intrauterine pathologies using
Transvaginal Ultrasound (TVS), Hystero-Salpingography (HSG) and
outpatient (office) hysteroscopy (OH) in patients scheduled for ART—
IVF or intracytoplasmic sperm injection (ICSI)-ET. Our objectives were
to evaluate the importance of subjecting the patient to OH before ART
and the value of Diagnostic Office Hysteroscopy on ICSI outcome
comparing to TVS, HSG. Also we tried to assess the diagnostic and

therapeutic values of laparoscopy in such patients.
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