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|. Reproductive Ovarian Surgery

1. Cysts, Lessions and Masses
 Endometriomas
 Non-Endometriomas

2. Surgeries for Ovulation Induction
*  Ovarian Drilling

3. Surgeries for Gamete Preservation
* Transposition
« Qvarian cortex cryopresevation



|.A Endometriosis & Endometriomas

1. Diagnostic Surgery
2. Conservative Surgery

3. Definitive Surgery



Diagnostic Surgery: Endometriosis

“Still the gold standard for making the diagnosis
remains the laparoscopic visualization of lesions
preferably with histologic confirmation”

<Symptomatic EndometriosiD

Asymptomatic Endometriosis

Consensus on current management of endometriosis 2013
The World Endometriosis Society Montpellier Consortium



Diagnostic Laparoscopy

. Reduction of FPR by histology (Stage I-1)

. Enables staging and scoring (Objective Defining)

. Uncorrelation of the stage/extent of disease and
symptoms experienced, reproductive outcome or
recurrence risk

. Poor accuracy of diagnostic predictors (RANTES, MIF,
MCP1, Cytokeratin 19, urinary peptide, endometrial

nerve fibre density).

Consensus on current management of endometriosis 2013
The World Endometriosis Society Montpellier Consortium



Conservative Surgery

“The benefit of L/S Stage | and Il endometriosis is

iInsufficient to recommend laparoscopy solely to
increase the likelihood of pregnancy.”

Early Stage: I/l

1. If ablation/resection of visible endometriosis Is
performed vs no treatment. (NNT 12)

2. 30% of asymptomatic patients with otherwise
unexplained infertility will be diagnosed with
endometriosis (NNT 40)

Consensus on current management of endometriosis 2013
The World Endometriosis Society Montpellier Consortium



Conservative Surgery

Late Stage, Stage Ill/IV endometriosis

1.

L/S cystectomy > 4 cm endometriomas improved
fertility compared to cyst drainage and coagulation.

No other identifiable infertility factors, L/S and L/T may
Increase fertility.

A possible adverse consequence is reduced ovarian
reserve.
After the first infertility operation, additional surgery has

only rarely increased fecundabillity, and these patients
may be better serve

Consensus on current management of endometriosis 2013
The World Endometriosis Society Montpellier Consortium



Conservative Surgery

“To date, evidence suggests that surgery does not

benefit asymptomatic women with an endometrioma
prior to scheduled IVF/ICSI”

However, larger >4 cm, surgery

1. to confirm the diagnosis histologically,
2. to improve access to follicles during oocyte retrieval,
3. to improve ovarian response.
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Arch Gynecol Obstet. 2013 Jun;287(8):1251-7. doi: 10.1007/200404-012-2704-5. Epub 2013 Jan &.

Can ovarian damage be reduced using hemostatic matrix during laparoscopic endometrioma surgery? A
prospective, randomized study.

Sanmezer M', Taskin S, Gemici A, Kahraman K, Ozmen B, Berker B, Atabekoflu C.

Author information

1Department of Obstetrics and Gynecology, Ankara University School of Medicine, Cebeci, Ankara 06100, Turkey.

Abstract
PURPOSE: To compare the effect of hemostatic matrix (HM) and electrosurgical bipolar coagulation (EBC) on ovarian reserve in patients undergoing
endometrioma surgery.

METHODS: Thirty patients with single ovarian endometrioma 24 cm were randomized to two groups. Ovarian reserve after laparoscopic excision of
endometrioma was assessed by serum anti-Millerian hormone (AMH); preoperatively and in postoperative months 1 and 3.

RESULTS: The preoperative AMH levels were similar between the groups. Intra-group comparisons: the AMH levels were significantly lower in the first
and third postoperative months as compared to basal levels in both groups. In each group, AMH levels were significantly higher in the third
postoperative month as compared to first postoperative month. Inter-group comparisons: AMH levels were significantly lower in the EBC as compared
to the HM at 1st postoperative month (1.64 £ 0.93 vs. 2.72 £ 1.49 ng/mL). However, the AMH levels were increased and became similar at 3rd
postoperative month.

CONCLUSIONS: Although acute ovarian damage was more in EBC group, ovarian reserve was compensated at 3rd month. Further studies with
long-term follow-up will clarify the importance of these findings.

PMID: 2325915972 [PubMed - indexed for MEDLINE]

Publication Types, MeSH Terms, Substances

Publication Types
Comparative Study
Randomized Controlled Trial




Conservative Surgery

Stage IlI/IV + previously 1 surgery

1.

IVF-ET is often a better therapeutic option than
another surgical intervention, (No answers in
RCT)

Medical adjunct therapy in conjunction with
laparoscopic surgery has not been shown to
have fertility benefit.



LOD: How many punctures and Energy

4.
5.

Personalization

Minimum energy and puncture.

“* 4 puncture, 5 sec 30 W optimal

Amer SA, Hum Reprod 2003;

Higher punctre and energy let
Decrease in ovarian reserve (4-6 Punctures)
Periovarian adhesions!!! (Right < Left)

Unilateral = Bilateral LOD
Mini-L/S, Vaginal Hydro L/S

Dabirashrafi H. Fertil Steril 1989
Zacherad M Fertil Steril 2011
Cochrane Library 2012, Issue 6
Mercorio Fertil Steril 2007

Kandil M, BJOG 2005

Salah IM Arc Obstet Gynecol 2013



LOD: Resistance

%20-30 Anovulation

1. Obesity (BMI) >34 kg/m?2

2. Significant hyperadronegism
FAI 215
 Testosteron >4.5 nmoll/l.

3. Infertility >3 years

Amer SA,Hum Reprod 2004; 19:1719
van Wely M, Hum Reprod 2005;20:900



Fallopian Tubes

1. Surgeries for Hydrosalpinx
2. Surgeries for Tubal Obstructions

3. Tubal Reversal



Surgeries for Hydrosalpinx

Salpingectomy
Salpingostomy

Tubal Ligation & Clips
Essure protocol

Adriana protocol

Ethanol Inj. (Sclerotherapy)

L/T or L/S

Hysteroscopy

TV/IUSG




Conservative Surgery vs Slpx

INFERTILITY SCREENING
Sonography. Hysterography.
Hormonal blood test. Spermogram.

!

HYDROSALPINX
ART like IVF possible

LAPAROSCOPY

Tubal evaluation

I |

Good prognosis Middle prognosis Bad prognosis
Tubal stage I-If Tubal stage 1] Tubal stage IV
Mucosal stage I-11 Mucosal stage I-I1 Mucosal stage Ilf

Moderate pelvic adhesions Bifocal pathology

Previous tubal plasty

J l Severe adhesions

Nceosalpingostomy Neosalpingostomy
Good result Bad result
T3 Uni or bilateral
3 Salpingectomy
- ”S'QQdPMgﬁési
N _.-="0f unique tube
Natural procreation or “

Stimulation £+ IIU
IVF

Tubal stage from Mage [11], Mucosal stage from Boer-Meisel [10]



Conservative Surgery vs Slpx

o X 34 bilateral hydrosalpinges
Initial population (N=81) 9 hydrosalpinx on unique tube
38 unilateral hydrosalpinx
1 7 lost of follow-up

N : 30 bilateral hydrosalpinges
Final population (N = 74) 9 hydrosalpinx on unique tube

/ \mml hydrosalpinx

—

Bilateral salpingectomy (n = 27) At least one functional tube (n = 47)
No IVF
(n=3)
v
IVF (n = 24) Immediate IVF (n=8) Spontaneous conception (n = 39)
During the first
12 months
No pregnancy Pregnancy
v (n=31) (8/39)
Pregnancy Pregnancy /\ 20,5%
(11/24) (5/8) No IVF IVF ¥
47,8% 62,5% (n=17) (n = 14) Spontaneous
pregnancy after
/\ 2 patients 123 months
(10/39)
Pregnancy No Pregnancy 25,6%

(5/14) 35,7% (9/14) 64,3%



Essure — IVF Results

IVVF-related outcomes
Study ID -
y IVE |PRSET| MRs LBRS/ET Pret)ei:':;] O”gg'lgg
Nichols and West 10 5/10 2/5 3/10 3/10 3/10
Galen et al. 21 13/21 1/13 12/21 3/21 12/21
Mijatovic et al. 45 18/45 6/18 12/45 1/45 12/45
Thébault et al. 34 7134 47 3/34 0/34 3/34
Matorras et al. 21 5/21l 1/5 4/21 3/21 4/21
Total 140 54/140 | 14/54 39/140 7/140 40/140
(38.6%) | (25.9%) (27.9%) (5%) (28.6%)




Ethanol Injection vs Salpigectomy

Variable (scl Sr?tltl\gr]a py) (salp?;(;zgtimy) p-value
Patients 56 41 NS
Age 329+4. 324+45 NS
Duration of infertility (yr) 29+18 38+34 NS
Body mass index (kg/m?) 21.5+22 222+5.0 NS
Day 3 FSH 109+17.1 82+46 NS
IVF cycle 60 46 NS
Oocytes retrieved 12177 6.2+1.0 NS
Clinical pregnancy rate 23/60 (38%) 17/43 (40%) NS
Ectopic pregnancy rate 2/56 (3.6%) 0/41 (0%) NS
Previous surgical history 29/56 (52%) 12/41 (29%) 0.027

The results showed that ultrasound-guided HSF aspiration and
sclerotherapy have IVF outcomes comparable to L/S salpingectomy.

Na et al. 2012




%98 Ethanol Injection

Live birth rate, n (%, per

No Reccurent | Hydrosplx Control P value

Parameters reccurence
No of patients 123 34 47 135
No of IVF cycles 130 39 50 145
Age of women, y 30.0+ 3.6 30.4+3.6 30.1+3.7 30.3+3.6 NS
Body mass index, kg/m? 216+1.6 21.3+1.4 21.8+1.9 21.4+1.7 NS
No of transferred embyros 2.3+0.5 2.4 +£0.5 23+04 2.3+0.5 NS
Implantation rate, n (%)b 26.4 (79/299) | 24.5(23/94) | 8.8 (10/113)d | 30 (100/333) | P < .01
PRs, n (%, per ET)b 43.1 (56/130) | 38.5(15/39) | 16.0 (8/50)d 50.3 (73/145) | P < .01
Abortion rate, n (%) and 14.3 (8/56) 20.0 (3/15) | 25.0 (2/8) 16.4 (12/73) NS
Ectopic pregnancy rate, n

(%) and 7.1 (4/56) 6.7 (1/15) 12.5(1/8) 5.5 (4/73) NS

ET)b

33.8 (44/130)

28.2 (11/39)

10.0 (5/50)d

39.3 (57/145)

Debates: Fibrosis, Reduced Ovarian Reserve ?7?77?

Zhang et al Am J Obstet Gynecol 2014




Tubal Obs & Reversal Predictors

1. Age of the patient
2. Length of Remained Tube

3. Type of surgery

— Type A—the more favorable prognosis group (ie,
clip or ring tubal ligation)

— Type B—the less favorable prognosis group
encompassing all other types of tubal ligation (ie,
postpartum tubal ligation, electrocautery, Parkland,

or unknown type)



Tubal Reversal: OQutcomes

Overall pregnancy 754/886 (85.1%)
Intrauterine pregnancy 732/886 (82.6%)
Spontaneous abortion 76/732 (10.4%)
Known deliveries 680/732 (92.3%)
Ectopic pregnancy 22/886 (2.5%)
Time length from anastomosis to pregnancy (mts) (6.2 £ 6.7 (1-55)

There is no difference between L/S vs L/T regarding overall PRs,
Intrauterine & ectopic PRs.

Moon et al Hum Reprod 2013
Grange et al Gyncoo Obstet Invest 2012




Clinical situation
Successful tubal reanastomosis with A

Successful tubal reanastomosis with B

Live birth rate (singleton) after tubal reanastomosis

Live birth rate (twins) after tubal reanastomosis

Live birth rate (triples or more) after tubal reanastomosis
IVF live birth rate singleton

IVF live birth rate twins

IVF live birth rate triplets or more

Live birth rate (singleton) after tubal reanastomosis

Live birth rate (twins) after tubal reanastomosis

Live birth rate (triplets) after tubal reanastomosis

IVF live birth rate singleton

IVF live birth rate twins

IVF live birth rate triplets or more

Live birth rate (singleton) after tubal reanastomosis

Live birth rate (twins) after tubal reanastomosis

Live birth rate (triples or more) after tubal reanastomosis
IVF live birth rate singleton

IVF live birth rate twins

IVF live birth rate triplets or more

Age range
NA

NA
<35
<35
<35
<35
<35
<35
3540
3540
3540
3540
3540
3540
>40
>40
>40
>40
>40
>40

Base case (range)
75% (56.6—-100%)
67.5% (40-74.3%)
79.89% (50-100%)
1.09% (0-2%)
0.014% (0-0.3%)
27.3% (13-40%)
12.9% (6-24%)
1.3% (0-3%)
66.08% (50-100%)
0.9% (0-2%)
0.011% (0-0.3%)
19.5% (10-30%)
9.2% (6-24%)

1% (0-3%)

49.32% (50-100%)
0.68% (0-2%)
0.0085% (0-0.3%)
10.1% (5-15%)
4.7% (6-24%)
0.49% (0-3%)



Cost Effectiveness: Reversal

If IVF costs are > $4500,

L/S reanastomosis after a prior clip or ring
tubal ligation for women <40 years old.

L/S reanastomosis after other methods tubal
ligation for women <35 years old.

Hirshfeld-Cytron J, 2013



Making an opening on the two tubal ends.

Toron FF.H B

Moon H S et al. Hum. Reprod. 2012;27:1657-1662

© The Author 2012. Published by Oxford University Press on behalf of the European Society of h u ma n

Human Reproduction and Embryology. All rights reserved. For Permissions, please email: reproductinn
journals.permissions@oup.com



Comparison IVF vs Unilateral Reversal

Pregnancy Tubal Reversal n=58 IVF n=76 X° value?
Clinical 32 (55.2%) 12 (15.8%) <.001
Ectopic 1 (1.7%) 1 (1.3%) .85
Pregnancy rates (%)
Age (years)
<30 15/31 (48%) 6/33 (18%) 01
30-37 14/24 (58%) 5/29 (17%) .002
>37 3/3 (100%) 1/14 (1%) .001
Ligation interval (years)
<5 12/19 (63%) 7/38 (18%) .001
5-10 11/28 (39%) 2118 (22%) .04
>10 9/11 (82%) 3/20 (15%) <.001

Cetin et al. 2013




Uterine Reproductive Surgery

1. Endometrium
1. Endometrial Polyps
2. Submucosal Fibroids
3. Intrauterine synesia — Asherman synd

2. Myometrium
1. Intramural Fibroids
2. Mullertan Anomalies

3. Uterine Transplantation



Endometrial Polyps

O anterior wall of uterus

B postenor wall of uterus
(] utero-tubal junction

O] multiple

B |ateral wall of uterus




H/S Polypectomy Pregnancy Outcomes

A Hysteroscopic Diagnostic
polypectomy hysteroscopy Risk ratio
Events Total Events Total M-H, Fixed, 95% ClI
Perez-Medina et al. 2005 64 107 29 108 =

Test for overall effect Z=4.51 (P<0.00001) . | | | | |

| | | | | |
01 02 05 1 2 5 10

Favours no hysteroscopy  Favours hysteroscopy

Spontaneus and with Ul PRs are increased in
polypectomy cases

(RR:2.3,%95 CI:1.6-3.2)

(evidence level 1-).

NNT:3 Perez-Medina et al.,2005(RCT)
Jan Bosteels et al, Human Reprod 2010,



Endometrial Polyps: Location

60.00%
50.00%
40.00%
30.00%
20.00%
10.00%

0.00%

(Number)

T p A0S
¥

1

w %
[
I L I 1 I 1. y

Anterior
wall of
uterus

(35)

Posterior  utero-tubal  muluple  lateral wall
wall of junction of uterus
uterus

(73) (19) (82) (21)



Endometrial Polyps: Size

Table 4. Main outcome variables for the three groups of patients.

Parcarrieter CGroregpr 12 Crroregr T1= CGrroaeg» TTTF
Implantation rate%e 26.4 17.6 17.9
Clhinical pregnancy B (53.3) 18 (45 .0) 325 (40 1)

cembrvo transtfer (%o)

=Chi-sguared test showed no statistically significant differences betrween groups.
*For description of the groups. see haternials and methods_

1.5-2 cm polyps does not interfere with PRs and outcomes.
Lass et al. 1999
Isikoglu et al 2006

The polyps are interfere with PRs and outcomes irrespective of the size and
number.

Stamatellos et al. 2008
Preutthipan & Herabutya et al 2005
Perez-Medina et al., 2005




ESGE Classification

Type 0: fibrowd polyp.
Typel: <50% contaned withi the myometrium,
Type II: > 50% contaned within the myometrium,

-

o~
/ &
D1 1 %4cm

/ D2 0.00mm

l)J 1.46cm
D3/04 74 85%




1.
2.

Uterine Fibroids

Myomas not distorting the cavity

Myomas distorting cavity

Hysteroscopic resection of
submucous myomas is now well
established and is the preferred
approach

Advanced intramural part of
submucosal myoma, “ one-or two
step surgery required”



Hysterescopic Myomectomy

TABLE 3

Effect of fibroids on fertility: submucous fibroids.

Number of studies/  Relative  95% confidence
Outcome substudies risk interval Significance

0.363 0.179-0.737 P=.005
0.283 0.123-0.649 P=.003
0.318 0.119-0.850 P<.001
1.678 1.373-2.051 P=022

Clinical pregnancy rate
Implantation rate

Ongoing pregnancy/live birth rate
Spontaneous abortion rate
Preterm delivery rate

Lo I o Moo TR s TR Wi R 4

Pritts. Fibmoids and infertility. Fertil Steril 2009,




Submucous myomas and their implications in the
pregnancy rates of patients with otherwise
unexplained primary infertility undergoing
hysteroscopic myomectomy: a randomized matched
control study

Tarek Shokeivn, MDD, Muhammed FEi-Shafei, M., Hamed Yowusef, M ., Abdel-Farrah Allcarrn, M. 1D,
arnd Ehalbr Sadel, M.

Department of Obstetrics and Gynecology, Fertility Care Unit. Mansoura University Hospital, Mansoura Faculty of Medicine .
Mansoura. Egvpt

TABLE 2
Pregnancy rates according to the characteristics of submucous myomas.
Pregnancy rates
Myomectomy No myomectomy
Myoma characteristic Study (n = 101) Control (n = 103) P value
Size (mm), % NS
<5 68.0 69.6
5-10 56.2 S
11-20 61.5 58.3
>20 61.1 61.5
Number, % NS
1 44.4 40.9
=2 36.4 30.0 NS
Type, % -
I 0 57.9 SR <0.001
| 35.7 122
I 1% 29.0 NS
Location, % NS
Fundal 50.0 53.8
Lower uterine segment 41.5 42 1
Note: NS = not significant.
Shokeir. Hystemoscopic myomectomy in unexplained infertility. Fertil Steril 2010.




The uterus and fertility

Elizabeth Taylor, M. D)., and Vicitor Gomel, M_L).

Dieparment of Obstetrics and Gynocology, University of British Columbia, BC Women's Hospital and Women's Health
Cientre, WVanocouver, British Columbia, Canada

Dbjective: To review the current understanding of the role the uterus plays in embryo implantation and o outline
congenital anomalies and acquired diseases that impact normal uterine function.

Design: The publications related to the embryo implantation, Mulledan anomalies, uterine polyps, ulerine syne-
chiae, and myomas were identi fied through Medline and reviewed

Conclusion(s): Congenital anomalies and acquired diseases of the uterus may negatively impact on the complex
processes of embryo implantation. Hysteroscopic surgery o comect uternne sepla, intrautenne synechiae, and my-
omas that distort the uterine cavity may benefit women with infertility or recument pregnancy loss. The effect of
endometrial polvps on fertility is uncenain, but their removal, once identified, is justifiable. Complex congenital
anomalies such as unicornuate uterus and uterus didelphys may ne gativel y affect fenility and pregnancy outcome,
and surgical treatment may benefit select patients. (Fertil Steril® 2008 :89: 1-16. ©20ME by American Society for
Reproductive Medicine. )

Key Wonds: LUhems, implantation, ilnfertiity, Mulledan anomalies, endomeitrial polyps, intrauterine adhesions,
uterine leiomyoma

e Hysteroscopic resection of Submucous & intramural fibroids
with distortion increases clinical PRs.
Tarek Shakeir et al. Arch Gynecol Obstet 2005
e Diameter is correlated with treatment success.

Fernandez et al. Hum Reprod 2001



Bicornuate uterus — septum difference

BICORNUATE UTERUS UTERINE SEPTUM

37



Mullerian Anomalies: Management

Unicornuate Uterine Bicornuate Arcuate Septate uterus
uterus didelphys uterus uterus

Expectant Surgery 1s not Expectant Expectant Hysteroscopic
therapy essential therapy therapy metroplasty

Cervical lengt

Cervical
measurement Metroplasty

. cerclage for
for special ©

‘ special cases
Cervical cases I
cercla ge for

SPG.Ciﬂl cases

Rudimenter
horn resection

Istre et al, Fertl Steril 2010



Reproductive Outcome: Septum

Comparison of reproductive outcome before and after hysteroscopic metroplasty for the septate uterus in selected asries.

EBefore metroplasty Afrer metroplasty
Mo of Moo of Mo, of o, of
Mo, af PreEfsTm Term Mo, of FTETErm term
o af Mo, of MiSCArTIAEes deliveries delivernes Mo, of miscarriages deliveres deliveries
Author (ref) patents DTE ENANCLES (=) {%a) (%) DTEEnAnC IEs P} (al} (6]
Chervenzk aod MNeuwirth (72 2 3 3 (1000 i 0 2 0 0 2 (10
Draly et al* (70} 17 40 34 (B5) 5(12.5) 1{2.5) a 2 (X2} 111} G (8T
Die Cherney and Polan®* (213 15 MR ==30 MR WE 11 2 ({18} 0 o (33
Isrzel and March® (713 12 .t I8 (93] 0 2T 2 1 {307 0 1 (500
Die Cherney et al. {79) 103 LR =208 it} it} =8 = =t 1 MR
Aralle and Scrarra® (15) 12 42 30 (71} 12 {287 o 10 2 (20 32y G (500
Fawez (200 12 21 19 (a0 2 {10 o 15 2 (13} a 14 (B7.5)
Mlarch and Israel {14) 37 240 212 (BE) 2107 T3 5 B (14} 4 (7} 44 (78
Pering er al. (33} 14 X7 1288 311} o 15 1{7 0 L4 (93)
Draly et al (697 35 150 130 (87 13097 T3 75 15 {207 5 (T} 55 (73)
Choe and Baggish (17) 14 E &5 31 (B2} & (16) 1 (3} 12 1(8.3) 1 (&3 10 (83.3)
Fedele er al. (73} 71 =138 =139 MR R G5 10 {16} 10 (1) 45 (§8.2)
Cararach et al. {T4) &2 176 180 (917 11 {&) 54(3) 41 12 {287 0 I0 (28
Pabucon et al (746} 44 10E O& (897 11 {10} 11} 4= 2045 204.5) 40 (2.1)
Tralle (77 115 200 158 (BE.3) 2824 13 (2.3) 103 12 {12} T (T} 24 (21
Miancaslia and Tanrini T (407 o4 LE 0w 012 LIE TSR L 4 (6 0] 55 (94
1

Nare: INFE. = not recorded.
* Mot included m total to avelid duplication of patients.
T Mot included o total becanse of incomplste data

 Abortion rate decreases from 88% to %4 after resection.
 Live birth rate increases from 3% to %80 after resection.

Homer et al., 2000



Results after hysteroscopic
metroplasty

Event leading to diagnosis and pregnancy cutcoms after metroplasty for different septum sizes, n = 114,

Septum size % Septum size % Septum size > %
Diagnostic evant: 10 (8.8% of n) 18 (15.8% of n) B (T54% of n)
In fertility workup 4 (40%) T(33%) 27 B31%)
First timester miscarnags 4 (40%) 4 (22%) 18 21%)
Premature delivany - 2(11%) 7 Bos)
Moem al delivery - 1 (6%) 1 {19)
Thiresor mons miscamiagss 1 {10%) J{17%%) 22 26%)
C-sacfion 1 (10%) 1 {6%) 11 (13%)
-Fm-grﬂ'ﬂ'_n.r CUTCOME atar metroplasty

Mo pragnancy B 6 [0 %% 11 (14.1%9
Live birth 3 (30%% 533.3%Y 64 (82969
Miscarnags - 4 26.7%Y 3(38%9
Desired fartility 10 (100 %) 15(100%) 78 (100%)

(3 had no desies) (8 hizd mo desing

" The pamanlages ae dadvad liom $e 100% value of desirad larility
Teire, Reralis afer ysevorcopdc mersoplarry, Feredl Swerd X000,

If the septum size is >1/2 of uterine cavity, patient may
benefit from hysteroscopic metroplasty

Istre et al, Fertl Steril 2010



Hysteroscopic metroplasty: reproductive
outcome in relation to septum size

Recent studies demonstrate that hysteroscopic
metroplasty in cases of partial uterine septum and
infertility significantly improves the reproductive
performance:

-Irrespectively of septum size,
-Reproductive outcome is independent from previous
obstetrics history.

Paradisi et al., 2013




Hysteroscopic Resection of Uterine
Septum and Reproductive Outcome in
Women with Unexplained Infertility

Panagiotis Bakas Odyseas Gregoriou Dimitrios Hassiakos Angelos Liapis
Maria Creatsas Sokratis Konidaris

Second Department of Obstetrics and Gynecology, Aretaieio Hospital, University of Athens, LHTO Maternity
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If such a patient is looking for a spontaneous
pregnancy, this is more likely to occur during the
first 15 months following the procedure.

Gynecol Obstet Invest 2012



Cervical Septum: Reproductive Outcomes

Reproductive outcome after surgery in the two groups of women who underwent hysteroscopic
metroplasty.

Variable Group A (n = 15) Group B (n = 13) P
Mean period of follow-up 13.13 = 5.35 12 = 4.56 N
No. of women who became pregnant with 12 (80%) 10(76.9%) 1.00
in a period of 4-14 months
No. of patients who needed cerclage 4 (26.7%) 2(15.4%) .655
Single 15 (1009%) 13 (100%) —
First-trimester abortion 2 (13.3%) 0 484
Late abortion 0 0 —
Preterm deliveries 4 (26.7%) 4 (30.8%) 1.000
No. of neonates that survived 13 (86.7%) 11 (84.6%) 1.000
Cesarean section 2 (13.3%) 7 (53.8%) =.05
Parsanezhad. Management of complete wterine septum. Fertil Steril 2006.

Cervical septum resection 1s suggested for the
patient with complet septum

Parsanezhad et al., Fertil Steril 2006



Management and reproductive outcome of complete
septate uterus with duplicated cervix and vaginal
septum: review of 21 cases.

0 Group 1 - 11 patient — uterine septum+
-hysteroscopic metroplasty
-vaginal septum cut
-cervical septum preserved

0 Group 2 — 10 patient — uterine septum+
- 4 patient — vaginal septum cut
- 2 patient — L/S adhesiolysis
- 4 patient — No intervention

In group 1, the pregnancy rate is 81.8%, where it is 50% in
group 2.

The uterine septum may not necessarily be transected for patients who
have complete septate uterus with duplicated cervix and vaginal septum,
and meanwhile have no a history of poor reproductive outcome.

Chen SQ. et al., 2013




T-shaped Uterus: Outcomes

. - . . Stratification Before After After
Uterine malformation Patients, n Pregnancies, n Srgery, %  suegerv.%  sbrperyh%
{.imup ] Previlnus abortions <67 <o o

67 : .
Group 2 >4 1.52 26.3 17.6
SEPIUIH 7 3 Ute{rﬁine miltbrmatluns . 67 i
: - Iroup _ 2
Septum partial 70 86 Grﬂu:': 2 6.2 62.8 72.7
{jmup 3 Group 3 6 55.6 66.6
Arcuate with fibrosis 50 67 . _
Figures represent percentages.
Arcuate 31 41 ' Only on cases that never had a term pregnancy.

*No cases had a previous term pregnancy.

1. The term delivery rate was about 10-fold higher after surgery.

2. T-shaped uterus surgery yielded the best term delivery rate.

Giacomucci E et al. Gynecol Obstet Invest 2011



Essential preoperative measurements of T-shaped
uterus.

® Distance between ostia ¢ >
® Length of the uterine cavity
® Possible section in the width

® Safety margin

Fernandez H et al. Hum. Reprod. 2011;26:1730-1734
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Reproductive Outcomes:

T-shaped uterus.

Preoperative

Post-operative

Primary infertility

Secondary infertility

Number /8 31 26

Miscarriage 61 (78.2%) 9 (29%) 7 (26.9%)

Ectopic pregnancy 14 (17.9%) 5(16.1%) 0
3 (3.8%) (Neonatal

Preterm delivery death) 3 (9.7%) 5 (19.2%)

Term delivery 0 14 (45.2%) 14 (53.8%)

Live birth 0 17 (54.8%) 19 (73.1%)

Fernandez H et al. Hum. Reprod. 2011;26:1730-1734

human
reproduction




Recommendations: 2014

Hysteroscopy should be carried out to exclude any intracavity uterine
pathology; it has been shown to improve outcome (evidence level 1+).

Submucosal fibroids have been shown to reduce IRs, PRs & LBRsS; removal
of submucosal fibroids improves implantation rate (evidence level 1+).

Intramural fibroid with distorted cavity or > 5 cm should be removed
(evidence level 3).

Uterine septum increases miscarriage rate; its removal improves outcome
(evidence level 2+).

Intrauterine adhesions should be removed those recognized to cause of thin
endometrium not responding to OS (evidence level 4).

Endometrial scratch should be considered in the luteal phase of the cycle
iImmediately preceding IVF treatment; it improves IR & outcome in women
with unexplained RIF (evidence level 1-).

Coughan C et al RBM online 2014



Vulva and Vagina

1. Reproductive Surgeries

— Vaginal septum resections
— OHVIRA synd

2. Reconstructive Surgeries
 Neovagen operations



Neovagen Methods

Satisfactory vaginal creation usually can be managed non-surgically with
successive vaginal dilation. Patients should be thoroughly counseled and
prepared psychologically before the initiation of any treatment. Evaluation for
associated congenital renal anomalies or other anomalies is also important.

Frank’s nonsurgical method
Abbe - McIndoe operation

L/S modified Vecchietti's technique
L/S Davydov technique

Sigmold interposition vaginoplasty
ADM Biological Greft

o 0k W

ACOG Committee opinion: no. 562
Obstet Gynecol 2013






Neovagen Methods

FSFI
Methed, Age | Dur. _ _ _
N Desire Arousal | Lubr. Orgasm | Satisfaction
Communal | Sigmoid 1187 5 47%x0. |149=*0. |50=X0 [53=X0. 47+ 1
PH. 2003 | 16 (L7=12yrs | g 6 9 8 =16
22)
Carrard Sigmoid 436 =0|474=0|518%= (4441 n
C,2011 |48 19 16yrs | 4 7 0.9 1 2.35 0.6
Frank
465+11510*=1|510%x |480=*=0
_|_
ﬁeth"d 23.6 3 0 1.1 9 .40 £ 1.2
Zhu, 2013 (16— | 2yrs
ADM |29 38+0. |41+ 1. |55+0]|38+1.
50=X1.0
53 9 0 v 3

ADM = acellular dermal matrix; FSFI = Female Sexual Function Index; MRKH = Mayer-Rokitansky-Kister-Hauser

Zhu et al. J Sex Med 2013



ADM Biological Matrix Vaginoplasty

No. of :
: : No. of effective
Time Procedure patie
responses
nts
4-weeks Assessment of _vvound healing 53 53 (100%)
and anatomic results
12-weeks | Assessment of anatomic results | 53 53 (100%)
Assessment of sexual outcomes
1-year Body image perception 42 42 (100%)
FSFI questionnaire 32 24 (75%)

FSFI = Female Sexual Function Index; MRKH = Mayer-Rokitansky-Kuster-Hauser

Zhu et al. J Sex Med 2013
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