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Hysteroscopy in infertile Nigerian women
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Summary

The uterine cavity was evaluated by hystero-
scopy in 20 Nigerian women aged 23-40 years,
as part of the investigations of primary or
secondary infertility. Intra-uterine abnormali-
ties were detected in 45% of the patients. These
abnormalities included intra-uterine adhesions
(20%), endometrial polyps (10%), sub-mucous
fibroids (5%). endometrial atrophy (5%), and
endocervical cysts (5%).

This preliminary report reveals a high diag-
nostic yield with hysteroscopy. The advan-
tages and complications of the procedure are
discussed.

Résumé

La cavité utérine de vingt Nigérianes entre I'age
de 23 a 40 ans a été étudiée avec la méthode
d’hysteroscopie. Cette étude fait partie de nos
recherches sur la stérilité primaire ou secon-
daire. Une malformation intrautérine a été
constatée chez 45% des malades. Les malfor-
mations sont les suivantes: adhérences intra-
utérines (20%), polype endométriose (10%),
sousmuqueuses fibroides (5%), atrophie de
I'endométre (5%) et kyste endocérvicale (5%).
Ce rapport préliminaire révele que la
méthode de I’hysteroscopie donne un haut diag-
nostique d’efficacité. Les avantages et les com-
plications de ce procédé sont élaborés.

Introduction

The incidence of uterine factor in infertility
varies from centre to centre [1,2]. The hystero-
scope offers the opportunity to observe the
uterine cavity directly, and has found a place in
the management of infertility. Pantaleoni, in
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1859, is credited with the first endoscopic view
of the uterine cavity. Several workers have
reported the advantages of the use of the
hysteroscope in the diagnosis and treatment of
uterine factor in infertility [3-8]. The uses of the
hysteroscope were broadened in 1979 with the
introduction of the Hamou microcolpohystero-
scope [9]. This instrument permits observation
of the superficial layers of the cervical canal and
uterine cavity (including the first few milli-
metres of the fallopian tubes) at varying magni-
fications (X1 to x150). It therefore permits
panoramic hysteroscopy, contact hysteroscopy
and microcolpo-hysteroscopy. This 4 mm
sheathed hysteroscope requires no prior cervi-
cal dilatation and can be used without anaesthe-
sia in the out-patient gynaecological clinic.

To the best of our knowledge, there has been
no previous report of hysteroscopy from this
country. For this reason, our preliminary report
on the use of this instrument is thought to be
timely.

Subjects and methods

Between August 1985 and January 1986, 20
consecutive patients undergoing laparoscopy as
part of a routine investigation of infertility, also
had a hysteroscopy. They were unselected in
terms of specific indications for hysteroscopy.
The procedures were carried out during the
secretory phase of the cycle. The age range of
the subjects was 2440 years with a mean of 28
years.

Instrumentation and technique

All the instruments used in this study were
manufactured by Karl Storz GMBH (Tuttlin-
gen, West Germany). The Hamou microcolpo-
hysteroscope was used in the panoramic mode
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in all cases except one when it was used in the
contact mode. Light was provided by a cold
light source and fibre-optic cable. A TTL
computer flash unit was used. The distension
medium used was carbon dioxide delivered
through a hysteroflator. For panoramic hyster-
oscopy, the pressurc was kept below 100 mmlg
and the gas flow varicd between 30 and 60 ml
per minute.

Subjects were under general anaesthesia and
were placed in the lithotomy position. General
anaesthesia was necessary because laparoscopy
was carried out at the same time. The subject’s
vulva and vagina were cleansed and then
draped. The bladder was catheterized and
digital vaginal examination was carried out. A
Sim’s speculum was passed and the anterior lip
of the cervix was grasped with a tenaculum. The
cervix was cleaned with a dry sterile gauze swab
to remove mucus. The Hamou hysteroscope
and sheath were gently inserted into the exter-
nal OS with an initial magnification of X20. The
instrument was then gently advanced as the
CO, distended the cervical canal. Careful
observation of the endocervical canal was made
at this magnification, as it was transversed by
the hysteroscope. Once the uterine cavity was
cntered, the magnification was reduced to X1
and an orderly examination was carried out.
The fundus and tubal ostia were the first areas
examined, followed by the rest of the uterine
cavity. At the end of the procedure, laparo-
scopy was carricd out as part of an investigation
into infertility.

Results

Hysteroscopy was performed in all 20 subjects
with no failures. It was necessary on two oc-
casions, however, to dilate the cervix. Table 1
shows the hysteroscopic finding in the 20
subjects. The uterine cavity was normal in 11
(55%) of the subjects while intra-uterine abnor-
mality was detected in nine (45%) of the
subjects. The most common intra-uterine
abnormality detected was intra-uterine adhe-
sion, which accounted for 20%. The adhesion
was of the central type in three subjects and
marginal type in one. Three of the patients with
intra-uterine adhesions had complained of
primary infertility while one had secondary
infertility. All four subjects had a history of

Table 1. Hysteroscopic findings

Finding No. of subjects (%)

Normal cavity 11 55

Intra-uterine abnormality 9 45
Intra-uterine adhesions 4
5

Endometrial polyps

Submucous fibroids 1
Endometrial atrophy 1
Endocervical cyst 1

Total 20 100

previous diagnostic curettage. The subject with
secondary infertility had had two curettages
following manual removal of the placenta. The
hysterosalpinographic (HSG) findings on all the
subjects were compared with the hysteroscopic
finding.

There was agreement between the HSG and
hysteroscopic findings in two cases. The only
complication of the procedure was perforation
of the uterus which occurred in one subject
during a contact hysteroscopy. The perforation
was recognized at laparoscopy and, as there was
no active bleeding from the site of the perfora-
tion, no further management was necessary.

Discussion

In this study, we have reported on 20 consecu-
tive hysteroscopies, which included subjects
whose HSGs were reported as normal. The
hysteroscopic detection rate of intra-uterine
lesions in this study is 45%. The rate in most
centres varies from 19-62% [8,10].

There was under-diagnosis of intra-uterine
lesions using the HSG, when compared to the
hysteroscopy. The reverse is true with other
studies. Valle [8] found that in 63 subjects with
an abnormal HSG, 20 subscquently demon-
strated no abnormalities when examined by
hysteroscopy. Siegler [11] obtained hystero-
scopic confirmation of abnormal findings in 13
out of 19 subjects with an abnormal HSG. We
agree that a hysteroscopy achicves a more
accurate assessment of the uterine cavity in
cases of infertility than does an HSG. Although
Taylor and Cumming [12] have suggested that
hysteroscopy should replace HSG in the investi-
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gation of uterine factors in infertility, we share
the view of Valle [8] and Siecgler [11], that
hysteroscopy and HSG should remain com-
plementary procedures in infertility manage-
ment.

The most common abnormality detected in
this study was intra-uterine adhesion. This was
more common in subjects with primary infertil-
ity (30%) than in thosc with secondary infertil-
ity (10%). Valle [8] noted that only three out of
82 (3.2%) subjects with primary infertility had
intra-uterine adhesions while 25 out of 60
(41.7%) subjects with secondary infertility had
intra-uterine adhesions. Dilatation and curet-
tage (D & C) is arguably the most abused
procedure in the investigation of infertile sub-
jects. Most infertile subjects in Nigeria actually
request a D & C as a ‘therapeutic’ procedure in
the management of infertility. Although intra-
uterine manipulation, especially therapeutic
curettage, is the main aectiological factor in
intra-uterine adhesion formation, diagnostic
curettage may also contribute [13,14]. If this is
s0, an increased role for uterine factors may be
expected in infertility clinics in Nigeria, with
more widespread use of improved diagnostic
methods such as hysteroscopy.

There are complications associated with the
use of the hysteroscope. We used the combined
approach (laparoscopy and hysteroscopy) in
this study, and perforation of the uterus was
casily recognized by this approach. The com-
bined approach is also advisable, when hystero-
scopic resection, of septum, of sub-mucous
myoma or of dense intra-uterine adhesions is
undertaken. These manipulations are associ-
ated with a high risk of perforation. Perforation
of the uterus, as a complication of hysteroscopy
is not frequent. Siegler et al. [15] recorded five
perforations in 257 hysteroscopies performed,
while March et al. [16] reported two perfora-
tions in 66 subjects. There was only one
perforation in our subjects. Other risks associ-
ated with hysteroscopy include cervical lacera-
tions, anaesthetic complications and infection.
None of these occurred in our study. The
procedure has a failure rate that varies from
0-8% [12,17]. We did not record a failure but
this is probably due to the small number done
so far. Common causes of failure include
cervical stenosis, bleeding, inadequate uterine
distension and ‘gas bubbles’.

In conclusion, our preliminary report has

shown a high success rate with the hystero-
scope. The technique is simple and may be used
to advantage as an out-patient procedure.
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