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Star General Hospital from January 2009 to December  2009.

In investigating the causes of female infertility a combined diagnostic laparoscopy and hysteroscopy
provides best approach to diagnose the pathologies.

Patients were selected from infertility clinic for female factor evaluation by diagnostic laparoscopy
and simultaneous diagnostic hysteroscopy. Dye studies as well as observation of pelvic and
intrauterine cavity was done under general anaesthesia during laparoscopy and hysteroscopy.

SAJIDA PARVEEN, MAJIDAH KHANAM

INTRODUCTION:
Around 60 to 80 million people all over the world suffer
from infertility.1 The prevalence of infertility in rural and
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urban areas is 5.3% and 6.8% respectively.2  Female
factors were more common (57.5%) in central part of
Iran.2  The  prevalence of  infertility  in Pakistan  is
21.9%.3 In Pakistan, most  of  the patients usually go to
Hakeems and  Dias for treatment of infertility which
leads to further worsening  and delay in proper
management.4 In this situation the role of new and
advanced methods like laparoscopy  and hysteroscopy
for evaluation of infertile women  needs to be established
in order to get benefit of  these  procedures.  Generally,
diagnostic  laparoscopy and hysteroscopy are not a part

To find out the role of combined diagnostic laparoscopy and simultaneous diagnostic hysteroscopy
in evaluation of female infertility.
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A total of 62 women underwent  combined diagnostic  laparoscopy  and simultaneous  diagnostic
 hysteroscopy. Age ranged from 25 years to 38 years and a mean age was  28.4 years. Bilateral
tubal patency was demonstrated in 40 (64.5%) patients. Bilateral tubal blockage found in 10
(16.12%) and unilateral tubal occlusion was present in 12 (19.3%) cases. Myomas were found
in 4 (6.45%), three found on laparoscopy and  one at hysteroscopy. Endometrial polyps were
revealed in 6 (9.6%) and Asherman syndrome in 2(3.2%) patients on diagnostic hysteroscopy.
Uterine anomalies were found  in 8 (12.9%) patients including arcuate uterus in 4 (6.45%), septate
in 2 (3.2%), bicornuate  and  uterine didelphys in one each. Of total, 5 (8.0%)  were found  to
have  endometriosis, 12 (19.35%) had polycystic disease of ovary (PCOD), and 3 (4.8%) had
functional cyst of ovary. Pelvic adhesions were found in 7 (11.2%) patients. As a whole pelvic
pathologies were confirmed in 52 (83.8%) patients and intrauterine pathology in 17 ( 27.4%) by
simultaneous diagnostic hysteroscopy and laparoscopy.
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of initial infertility evaluation.5

A number of reports  have shown that diagnostic
laparoscopy and diagnostic hysteroscopy are effective
procedures for evaluation of  long term infertility. 6 In
infertile couples laparoscopy reveals abnormal findings
in 21.68% of cases after normal hysterosalpingography.7

Also, diagnostic hysteroscopy is a very important method
for investigation of the reasons of  female infertility.8 In
this study a combined  diagnostic laparoscopy and
simultaneous diagnostic hysteroscopy was done in
cases of female infertility in order to document the role
of this approach.

METHODOLOGY:
This descriptive study was conducted at Star General
Hospital from January  2009 to December 2009. Patients
were selected from infertiliy clinic for evaluation. Selection
criteria  was  women with primary or secondary infertility
of age less than 40 years, suspected pelvic cause of
infertility or unexplained infertility and normal semen
parameters of husbands. Exclusion criteria was medical
disorders which are contraindication for general
anaesthesia or laparoscopy. Before the procedure,
apart from complete history and detailed examination,
complete blood examination, urine analysis, random
blood sugar, Pap smear, hepatitis and hormonal profile
and transvaginal ultrasound were performed. The
procedure was carried out in the follicular phase of
menstrual cycle under general anaesthesia . Dye studies
were performed with methyline blue and diagnostic
hysteroscopy was carried out in lithotomy position with
normal saline.

RESULTS:
A total 62 women underwent simultaneous combined
diagnostic laparoscopy and hysteroscopy. Age ranged
from 25 years to 38 years and a mean age was 28.4
years. Bilateral tubal patency was demonstrated in 40
(64.5%) patients. Bilateral tubes were blocked in 10
(16.12%) and unilateral tubal occlusion was seen in 12
 (19.3%). Myomas were seen in 4 (6.45%) cases three
at laparoscopy and one on hysteroscopy.

Endometrial polyps were revealed in 6 (9.6%) and
Asherman syndrome found in 2(3.2%) patients on
diagnostic hysteroscopy. Uterine anomalies were
revealed in 8 (12.9%) patients including arcuate  uterus
in 4 (6.45%), septate uterus in 2(3.2%), bicornuate
uterus in one and  uterine didelphys in one. Five women
had endometriosis, 12 (19.35%) had PCOD, and 3
(4.8%) had functional cyst of ovary. Pelvic adhesions
were found in 7 (11.2%) patients. As a whole pelvic
pathologies were confirmed in 52 (83.8%) patients and
intrauterine  pathology in 17 ( 27.4%)  by this approach.

DISCUSSION:
Globally the incidence of infertility is increasing.
Regarding female factor infertility congenital anomalies
of reproductive system are associated with high rate of
infertility.9 Diagnostic hysteroscopy offers a reliable
evaluation of the uterine cavity  and  subsequent
detection of intrauterine disease. Mean prevalence of
uterine malformation in general population and in the
population of fertile women is 4.3 % and in infertile
patients is approximately 3.5%.9  The incidence of uterine
anomaly is 7.6%.10 Our results show arcuate uterus in
6.4%, septate uterus in 3.2%, bicornuate uterus in 1.6%
and uterine didelphys  in 1.6%  in infertile patients.
Reliable diagnosis of septate uterus depends upon
accurate assessment of uterine fundal contour.11

Our study revealed endometrial polyp in 9.6% and
Asherman syndrome in 3.2% by hysteroscopy in infertile
patients. In infertile patients about 20% of hysteroscopic
examinations show some grade of  intrauterine
abnormalities. 8 The hysteroscopy showed a normal
cavity in 88% cases, giving a false negative rate of 12%
for hysterosalpingography.12 Complication rate of
diagnostic hysteroscopy is low (0.012%).1 3

Diagnostic laparoscopy is the standard means of
diagnosing the tubal pathology, peritoneal  factors,
endometriosis and intra abdominal causes of infertility.
Not only does this help in identification of unsuspected
pelvic pathology but also contributes to decision making
of infertility treatment. Our results at laparoscopy and
dye studies presented   bilateral tubal patency in  40
(64.5%) and bilateral tubal block in 10 (16.2%) cases.
In one study at laparoscopy bilateral tubal patency was
demonstrated in 86% but 3% had bilateral blocked
tubes and 11% had unilateral tubal occlusion.14

Laparoscopy often reveals pelvic pathology as
endometriosis, PCOD, pelvic and peri adenexal
adhesions that result in change of treatment. In this
study pelvic adhesions were found  in 7 (11.2%)  patients.
Pelvic adhesions distorting the tubes  were found in
5(16.6%) women who presented with infertility in a
study.15 Although exact prevalence of endometriosis in
general  population of  reproductive age is not known,
it is believed to be in the range of  3-10%.16 Our study
revealed pelvic endometriosis in 8% , functional ovarian
cyst in 4.8 % and PCOD in 19.35% patients. In British
literature PCOD is the most common endocrine disorder
depending upon the criteria used.17

Our study revealed myomas in 4.8 % patients  on
laparoscopy. The incidence of myoma in women with
infertility without any obvious cause of infertility is
estimated to be 1-2.4%.18 Thus diagnostic laparoscopy
is the standard means of diagnosing the tubal pathology,
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peritoneal factors, endometriosis and other intra
abdominal causes of infertility. The incidence of
postoperative complications with laparoscopy is very
low.19

With the view of low complication rates, minimal time
requirement and a negligible effect on post operative
course, hysteroscopy could be performed on all infertile
patients undergoing diagnostic laparoscopy. Routine
diagnostic laparoscopy should be a part of infertility
work up in primary and secondary infertility.6 As a whole
pelvic pathology were confirmed in 52 (83.8%) patients
and intrauterine pathology in 17 ( 27.4%) by
simultaneous diagnostic hysteroscopy. As  this  study
 was  performed  on  infertile  population  so  frequency
 of  intrauterine  and  pelvic   pathology  were  higher
in  our  study.

CONCLUSIONS:
It is concluded that while investigating the causes of
female infertility combined simultaneous diagnostic
laparoscopy and hysteroscopy should be performed
in all infertile patients before treatment. Many diagnostic
tests for female infertility have screening value but the
gold standards are laparoscopy and simultaneous
hysteroscopy.
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