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Background: Infertility has become nowadays not only a medical, but  a  social  problem  as  well. None of the 
laboratory findings alone is conclusive in diagnosing infertility. Diagnostic hysteroscopy is an accurate method of 
assessing and treating infertility.  It is well known that hysteroscopy helps to improve reproductive outcomes by treating 
intrauterine pathologies.  A retrospective hospital based study was carried out in two Hospital, (BIMR hospital,  Methods:
Gwalior and Peetambara Hospital, Gwalior)  over  a  period  of   4  years  from 2018  to  2022. Hysteroscopy was done in 
400 patients. Women aged 20-40 years with normal hormone profile without male factor infertility were included. 
Results: Out of 400 cases, 216 (54%) patients had primary infertility whereas 46% shows secondary infertility. 
Hysteroscopy detected abnormalities in 26.85%  of   the   cases, out of which 17.59% showed acquired pathologies and 
9.25% were congenital. The most common abnormalities were endometritis, intrauterine septum, fibroid and 
intrauterine adhesions.  Hysteroscopy is an effective diagnostic  tool for evaluation of certain significant  Conclusions:
and correctable tubo-peritoneal  and  intrauterine  pathologies  which are usually missed by other imaging modalities. 
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INTRODUCTION 
Infertility is defined as the failure to establish a clinical 
pregnancy after 12 months of regular, unprotected sexual 
intercourse, due to an impairment of an individual's capacity 
to reproduce either alone or with his or her partner (1). 
Infertility is a clinical problem that affects 13% to 15% of 
couples worldwide (2).

Infertility   affects   about   10-15%   of   reproductive   age 
couples(3). WHO estimates that60  to 80  million  couples 
worldwide  currently  suffer  from  infertility(4).Incidence  of 
female  infertility  is  45.67%,  male  infertility  is  54.33%and 
may  be  both  can  get  involved  in  some  of  cases, range  
varies  from  region  to  region(5).

Total infertility is divided into primary and secondary     
infertility. Definitions  of  primary  infertility by  WHO, defines 
as “Inability to conceive within 12 months of exposure to 
pregnancy (i.e. Sexually active, non-contracepting  and  non-
lactating)  among  women  15 to  49  years  old”(6). Secondary  
infertility  refers  to  the inability  to  conceive  following  a  
previous  pregnancy. Globally,  most  infertile  couples  suffer 
from primary infertility(7).Though ultrasound and other 
laboratory investigations are necessary, the  ability  to  see  
andmanipulate the uterus, fallopian tubes, and ovaries during 
laparoscopy has made it  an  essential part  of  infertility  
evaluation (8).Similarly, visualising the uterine cavity and 
identifying the possible pathology  has  made  hysteroscopy  
an  equally important tool in infertility   evaluation    and    
uterine    cavity abnormalities  can  all  be  resolved  with  
accuracy  at  one session. 

Hysteroscopy is the gold-standard test for assessing 
intrauterine conditions (9). Hysteroscopy can be used to 
directly and accurately diagnose abnormalities such as 
intrauterine adhesions, endometrial polyps, submucosal 
fibroids, endometritis, or uterine structural abnormalities 
through visualization of the cervical and intrauterine 
conditions, as well as through concurrent therapeutic 
interventions when necessary. In addition, hysteroscopy is 
advantageous as it can be used to perform biopsies (10). 
Treating intrauterine pathologies through hysteroscopy has 
been found to lead to improvements in reproductive 
outcomes, since intrauterine lesions can negatively affect the 
implantation rate (11). The benefits of using interventional 
hysteroscopy to treat intrauterine pathologies have been 
clearly documented in many studies (12). Additionally, 
hysteroscopic guided biopsy and therapeutic procedures 
like polypectomy, myomectomy, septal resection, and 
adhesiolysis can be done in the same sitting.

MATERIAL AND METHODS
This prospective study of 400 cases was conducted in 
2Hospitals, (BIMR hospital, Gwalior and Peetambara Hospital, 
Gwalior)  over  a  period  of 4  years  from 2018  to   2022.Male 
partner's seminal fluid examination was done and was 
normal. Ultrasound and  basic investigations  were   done and 
normal.After taking  written and  informed  consent,  
hysteroscopy was performed during the post-menstrual 
phase on 7th, 8th and   9th day  of   cycle, using a 2.3-mm 
diameter continuous-flow endoscope . Distention of the 
uterine cavity was accomplished with normal saline solution. 
The hysteroscope was introduced into the cervical canal 
under vision.  The procedure was considered complete only 
when the entire uterine cavity and both tubal ostia were 
visualized. Pelvic organs were  examined  and  then  whole  
peritoneal cavity was examined.The instruments used were 
those of KARL STORZ, Tuttlingen, Germany.

Hysteroscopy was performed to look for and evaluate the 
presence of intrauterine abnormalities (13).  At the end of the 
hysteroscopy, under direct vision, a endometrial biopsy 
sample was obtained for histologic examination when 
indicated. 

RESULTS
Out  of 400  patients,  216  (54%)  women  had  primary 
infertility  and  the  rest  (46%)  had  secondary  infertility. 
Hysteroscopy detected abnormalities  in 26.85%   of   the   
cases, out of which 17.59% showed acquired pathologies and 
9.25%  were congenital.  Together,   diagnostic   hysteroscopy
detected  abnormalities  in  20%  of  the  infertile  patients  in  
both  groups.  The most common  abnormalities hysteroscopy
were endometritis (6.48%) (5.43%), polyp (fig 1) (3.70%) 
(4.34%) intrauterine  septum (6.48% & 4.34%) fibroid (fig 2) 
(2.77) (6.52)and intrauterine adhesions (1.85%)(4.34%)  in 
primary and secondary infertile patients  respectively (Table  
1).The prevalence of unilateral and  bilateral  tubal  block  
was  equal  in  both the   groups.   5.5%   patients developed   
minor complications (Table 2), of which gaseous distensionof 
the abdomen (8%) was the most common. There was no major 
surgical or anaesthetic complication in any of the patients.

Among women with primary infertility, intrauterine 
pathologies were diagnosed in 216 (54%). These pathologies 
were divided into acquired findings diagnosed in 38 women 
(17.59%) and congenital malformations found in 20 women 
(9.25%).

Considering the group with secondary infertility, intrauterine 
pathologies were diagnosed in 64 women (34.78%). Of these, 
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42 (22.82%) had acquired findings, and 22 (11.95%) were 
diagnosed with congenital uterine malformations. A 
significantly higher rate of patients with submucous fibroids 
and a significantly higher rate of patients with arcuate uterus 
were found in the group with secondary infertility.

Table showing various findings in primary and secondary 
infertility with complications of procedure

Polyp (fig 1)            

Fibroid (fig 2)

DISCUSSION
One of the basic steps of an infertility workup is to evaluate the 
shape and regularity of the uterine cavity (13). Acquired 
uterine lesions, such as uterine fibroids, endometrial polyps, 
intrauterine adhesions, or all of these, may cause infertility by 
interfering with proper embryo implantation and growth (14). 
Congenital uterine malformations are also thought to play a 

role in delaying natural conception (15).Hysteroscopy has 
been proved to be the definite method for evaluation of the 
uterine cavity and diagnosis of associated abnormalities 
(13,16). Several studies have demonstrated that once the 
uterine cavity has to be investigated as part of the infertility 
workup, hysteroscopy is much more accurate than other 
diagnostic methods, mainly HSG (17).  Based on the results of 
the previous studies, it appears that more than 1/3 of the 
patients interpreted as normal following HSG are found to 
have a uterine abnormality after diagnostic hysteroscopy, 
which might be a significant cause of reproductive failure. 
These women may be wrongly treated, or unnecessarily 
investigated, while their intrauterine lesion has been missed 
(13).

Other than   septate   uterus,   the   major   hysteroscopic 
abnormalities  in  our  study  were  fibroids  and  polyps 
similar  to  another  study (18).The  evidence  to  suggest  that 
fibroids  decrease   fertility   is   inferential   and relatively 
weak (19).

No significant difference was found in the rate of intrauterine 
adhesions comparing the patients with primary versus 
secondary infertility, in spite of the known relationship 
between secondary infertility and the existence of adhesions, 
being mostly the result of uterine curettage for postpartum or 
postabortion residua. Oliveira  also found intrauterine  (20)
adhesions in 10% of patients with repeated failed IVF cycles 
of whom none had undergone previous abortions or other 
uterine manipulation. 

While debating the need for routine diagnostic hysteroscopy 
in the evaluation of the infertile woman, one must keep in 
mind that this procedure today is no longer a complicated “in-
patient-general-anaesthesia one,” but rather a simple, fast, 
outpatient procedure, requiring short training with high 
success rates.

CONCLUSIONS
Diagnostic hysteroscopy is an  effective  and  safe tool in     
comprehensive  evaluation  of  infertility, particularly for    
detecting  acquired and congenital causes of infertility. These    
are correctable abnormalities that are unfortunately  missed 
by routine pelvic examination and usual imaging procedures. 
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