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ABSTRACT
Objectives: To evaluate the effects and safeness of combined hysterolaparoscopy on evaluation the causes of infertility. Methods: This retrospec-
tive study was conducted at the Department of Gynecology (The Third Affiliated Hospital of Sun Yat-Sen University, Guangzhou, Guangdong, 
China) from January 2011 to April 2014. Patients aged 21–43 years with infertility were included in this study. The prevalence of different le-
sions was collected to analyze. Results: 132 infertile patients were included, 71 (53.8%) women had primary infertility and the rest 61 (46.2%) 
had secondary infertility. Laparoscopic abnormalites were more common than hysteroscopy abnormalites both in primary infertility group and 
secondary infertility group. Pelvic inflammatory disease (59.09 %) and endometriosis (29.55%) were the most common abnormalities in two 
groups. The most common intrauterine pathology was uterine polyps and the most common uterine malformation was uterine septum in two 
groups. Out of 12 patients having malformation uterus, only one was double uterus and double cervical with double vagina. There was no major 
surgical or anesthetic complication in any of our patients, other than mild abdominal pain. Conclusion: Hysterolaparoscopy is an effective and 
safe tool in comprehensive evaluation of infertility to diagnosis and treat the lesions of pelvic and uterus in the same time. Hysterolaparoscopy 
may be recommended as the first and final procedure for evaluation of female infertility.
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1. INTRODUCTION
Infertility affects about 10-15% of reproductive age couples 

(1). The prevalence of infertile individuals is increasing globally. 
Tuboperitoneal pathology is responsible for 40-50% cases of 
infertility. Experience has shown that routine examination and 
diagnostic procedures is not enough to evaluate pelvic pathol-
ogy of infertile women. The ability to observe and treatment the 
uterus, fallopian tubes, and ovaries during laparoscopy has made 
it a gold standard to evaluate pelvic pathology (2). Similarly, visu-
alizing the uterine cavity and identifying the possible pathology 
has made hysteroscopy an essential part of infertility evaluation. 
The abnormalities of pelvic and uterus can resolved in combined 
hysterolaparoscopy, such as the lesion of tubal morphology and 
patency, ovarian morphology, and uterine cavity abnormalities 
at the same time (3). Therefore, the aim of this study was to as-
sess the effects and safeness of combined hysterolaparoscopy on 
evaluation the causes of infertility.

2. PATIENTS AND METHODS
This retrospective study was conducted at the department

of gynecology (The Third Affiliated Hospital of Sun Yat-Sen 

University, Guangzhou, China) from January 2011 to April 
2014. Patients between 21 and 43 years of age with infertility 
were included in this study. Infertility is defined as the failure of 
a couple to conceive pregnancy following 12 months of unpro-
tected intercourse. Primary infertility patients were those who 
had never conceived before, while secondary infertile patients 
had at least one prior conception, irrespective of the outcome. 
Patients with abnormal ovulation who were treatment six cycles 
but failed to get a pregnancy, patients who were suspected with 
fallopian tube abnormalities or endometriosis or patients with 
unexplained infertility were suggested to do this operation. Pa-
tients with active genital infections or any contraindications to 
operation were excluded. Hysterolaparoscopy was performed in 
early follicular phase in all the patients. The data of the preva-
lence of different lesions was collected to analyze.

3. RESULTS
Out of 132 patients, 71 (53.8%) women had primary in-

fertility and the rest 61 (46.2%) had secondary infertility. The 
patients in secondary infertility group were elder compared to 
primary infertility group (30.15±4.54 vs. 32.84±.5.25 years, 
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P = 0.002). Abnormalites detected in laparoscopy were more 
common than those in hysteroscopy both in primary infertility 
group and in secondary infertility group. Endometriosis and pel-
vic inflammatory disease were the most common abnormalities 
detected in laparoscopy in two groups (Table 1).

Lesions Primary Secondary Total
n % n % n %

Pelvic inflammatory 
disease 42 59.15 36 59.02 78 59.09 

Endometriosis 25 35.21 14 22.95 39 29.55 
Myoma 9 12.68 11 18.03 20 15.15 
Polycystic ovary 4 5.63 3 4.92 7 5.30 
Ovary teratoma 5 7.04 1 1.64 6 4.55 
Normal pelvic 5 7.04 9 14.75 14 10.61 

Table 1 Prevalence of lesions detected in laparoscopy

The most common intrauterine pathology in both the groups 
was uterine polyps (47.89% in primary infertility group; 29.51% 
in secondary infertility group). The most common uterine mal-
formation in both the groups was uterine septum. The septate 
uterus had large fibrous midline septum in its cavity. Out of 12 
patients having malformation uterus, only one was double uterus 
and double cervical with double vagina (Table 2).

Lesions Primary Secondary Total
n % n % n %

Myoma 1 1.41 0 0.00 1 0.76 
Polyp 34 47.89 18 29.51 52 39.39 
Septum 7 9.86 5 8.20 12 9.09 
Synechiae 3 4.23 2 3.28 5 3.79 

Table 2. Prevalence of lesions detected in hysteroscopy
There was no major surgical or anesthetic complication in 

any of our patients, other than mild abdominal pain.

4. DISCUSSION
Hysterolaproscopy may appear to be invasive, but it may be-

come more beneficial, as diagnosis and therapeutic interventions 
can be done at the same sitting. The decisions for artificial repro-
ductive technique can be taken in time after the evaluation of 
hysterolaparoscopy (4). Mettler reported that the complication 
rate of hysteroscopy was 1.65% (5). Monitored by laparoscopy, 
the complication rate of hysteroscopy declined significantly. 
Hysterolaparoscopy is a very safe operation. Other than mild 
abdominal pain, there were no major surgical or anesthetic 
complications in any of our patients.

Combined hysterolaparoscopy make it possible to evaluate 
completely and treat in the same sitting. Pelvic inflammatory 
disease and endometriosis is still the two major lesions found 
among infertility women in more than 90% reports (6, 7). Our 
findings in laparoscopy were similar to those of these litera-
tures. About 30%-35% of the infertility was caused by tubal 
and peritoneal pathology (8). We found that the incidence 
of pelvic inflammatory disease was 59.09% in this study. The 
patients already be treated by special doctors for some cycles 
and have no baby before operation. This could explain why the 
incidence of pelvic inflammatory disease and endometriosis 
was higher than other studies. The gold standard technique for 
finding these disorders is laparoscopy, which is a good predic-
tor of future spontaneous pregnancy in infertile couples with 
unexplained infertility (9). Snowden et al reported that the false 

negative rate of hysterosalpingography (HSG) was 13% and the 
false positive rate was 16% (10). HSG and laparoscopy are the 
two classic methods for evaluation of tubal pathology and are 
complementary to each other. Although pelvic sonography and 
HSG are good enough to exclude gross intrauterine pathology, 
subtle changes need be found and treated with hysteroscopy. 
Hysteroscopy is good at treatment of proximal obstruction of 
fallopian tube and laparoscopy is good at treatment of peritubal 
adhesions and hydrosalpinx. Hysteroscopy and laparoscopy are 
the two methods for evaluation and treatment of tubal pathol-
ogy and are complementary to each other (4).

Uterine pathologies were the cause of infertility in about 
15% of infertile couples and were diagnosed in about 50% of 
infertile women (11, 12). Among all congenital uterine abnor-
malities, septate uterus is the most common cause associated 
with highest reproductive failure rate (13, 14). The incidence of 
asymptomatic endometrial polyps in infertile women has been 
reported to range from 10% to 32% (15, 16). Developmental 
uterine anomalies have long been associated with pregnancy 
loss and obstetric complications, but the ability to conceive is 
generally not affected. This can explained why the incidence of 
uterine anomalies in primary infertility group was similar to 
those in secondary infertility group in this study.

5. CONCLUSION
Hysterolaparoscopy is an effective and safe tool in compre-

hensive evaluation of infertility. It is a very useful tool that can 
detect and treat various structural abnormalities in multiple 
sites like pelvis, tubes, and uterus in the same time, especially in 
couples with normal ovulation and sperm quality. Hysterolapa-
roscopy may be recommended as the first and final procedure 
for evaluation of female infertility.
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