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e« O O'CI)\I'IIYYIKOQ Napayovrag unans

N apxIkn aitia yia tnv scpappoyn TNG
eEWOWUATIKNG YOVIUOMOINONG




Tnv 0ekasTia Tou 90 eniBeBalmBNKe
EPEUVNTIKA OTI OFE MNEPINTWOEIG
UMNOYOVINOTNTAG GAARIVYIKNG
aITIOAOYIAG YEVIKA AAAQ Kal

€I0IKA JE MAPOUCIA UOPOCAAMIYYAC

N szowuaTlKn yovmonomon EXEl TNV
YEIPOTEPN MPOYVWON A0 OAEG .




Ol NPWTEC ONUOGIEVUCEIC TO 1992
EXOUV OEIEEl UEIWPUEVO MOCGOOTO
KUNOEWV. KAl dUuéNUEVO NOCOOTO
anoBoA®WV. O ACOEVEIC UE
UOPOOAANIYYA OUYKPIVOUEVA HE

NEPINTWOEIC UNOYOVIUOTNTAG Ao
aAAa aiTia Kdl akoAouBnoayv. NOAAEC
[POONTIKEC UEAETEG MOU EIXAV
AVTIOTOIXA ANOTEAEGUATA.




APXIKA Ol BEWPNTIKEC EPUNVEIEC
£0TIOCAV. OTO UYPO TNC
UOPOCAAMIYYAG , OTA OTOIXEId MOU
nepIEXEl KABWCE Kal ornv. mBavoTnTa

EKMAUONG TWV. EULPUWYV. ANO THV
avaorpodpn POn TOU UOPOCAAMIYYIKOU
UYPOU OTNV. EVOOUNTPIKN KOIAOTATA .




I'Io)\)\sq LEANETECG sxouv E0TIACEl OTNV
OIEPEUVNON TNG ouomonq TOU MEPIEXOUEVOU
TOU GCI)\I'IIYYIKOU UYPOU Kal TNG rneavr]q
squUOToaKOTnTaq LE AAANAOCUYKPOUOUEVA
Kal acagn CUNnEpacuara .

O pOAOC TWV intergrins Kal NEPIKWY

cytokines exel 6|€UKp|V|06€| a)\)\a TO KUPIO
spwmpa TOU YIClTI OEV. EH(PUTEUOVTCH Td
spoua N YIaTi OEV. EXOUV KCIVOVIKI’] eEENIEN
AVAMATUENG OEV. EXEl ArnlavTnOEi.
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TI oupBaivel oTIC UOPOOAANIYYEC nMou OV exouv BepaneuBei OTAv N yuvaika
kavel IVF ;

Mnopouv va dloykwBouv Kal va ennpeacouv TNV dladikacia Tnc woAnyiag

Mnopei va TIG 01anEpPACcOUNE oKoMipa rn kata Aaboc .'ETal EXOUNE TNV
noavoTnTa PAEYUOVIC NOU EUTUXWC OEV CUMPAivEl ouxvda.

MeyaAuTepN enifapuvon EXEI N neplnTwor] KaTta Tnv or|0|c1 B)\snouus pia

ano)\lvasvn oaAniyya va €ivar egeavng unspnxoypa(lea EVW npiv apXIicel
N 6|C|6|KC|0|C| OEV EVTOI‘IICOTCIV unspnxoypa(lea Eav autn n npoona@sla
CII'IOTU)(EI TOTE N acBevnc Ba npsnsl va evNUEPWOBEI yIa TNV avaykn veag
eNEPBAONG yia CAAMIYYEKTOUN.

H l'ICIpOUGICI uypou oTnyv svéopnTlen KOI)\OTI’]TCI KaTa Tnv npoonaesla IVF ,
O'UV5€€TCII HE OaAnyyIko napayovTa Kal €ival MoAU KaKO NpoyvVwoTIKO
onueio.

Hum Repr 2001, Levi et al OR 0,49 (95% CI 0,26 -0,89 )
Hum Repr 2002, Chien et al OR 0,16 (95% CI 0,04 -0,68 )

H avappocpnon TOU €V50|Jr]TpIKOU uypou OEV eXEl a&ia 6|0T| snavspcpawiaml
AUEOA .2€ AUTEG TIC nsplnToooslq ouwo-raTcu N Kpuocuvmpnon TWV spouwv
Kal squuousTa(popa HETA ano avTIJETWNION TOU oaAnlyyikoUu npoBANPaToc
,OUVIOTATAl N CAANIYYEKTONN.

> XETIKO oUUNTWUA €ival KAl n udopoppola , CuvOEETAl HE NTWYXN NBavoTnTa




>€ peravaAuon 10 avadpouikwy HeEAETwY Fertil Steril
1998,70:492-9,Zeyneloglu et al

EAGTTWVEI GTO MICO TNV N1BavoTNTa KUNGNG.

| Odds ratio (OR) 0,57 , 95% Confidence interval (CI)
0,39-0,53]

AinAaoiacel Tnv. niBavornta anoBoAnc ,0R 2,3 (95% CI
1,56-3,48)

AUEavel TNV niBavoTnTa EEWUNTPIOU AAAd OV €ival
OTATIOTIKA onuavriko OR 1,60 (CI 0,95-2,70)




2TNV TTI0 TTPOCPATN WETAVAAUCN

Surgical treatment for hydrosalpinx prior to IVF-ET:
a network meta-analysis.

Tsiami Al, Chaimani A2, Mavridis D2,3, Siskou M1,
Assimakopoulos E1, Sotiriadis Al.
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STUDY SELECTION:

Eligibility criteria were: design: randomized controlled trials;

patients: women with hydrosalpinx before IVF-ET;

interventions: ultrasound-guided aspiration of the fluid, or tubal
occlusion, or salpingectomy, or no intervention.

Ongoing pregnancy was the primary outcome; clinical pregnancy,
ectopic pregnancy rate and miscarriage rate were secondary
outcomes.

Data extraction and analysis :
We performed a random-effects network meta-analysis synthesizing
direct and indirect evidence from the included trials.
We estimated the relative effect sizes as risk ratios (RRs), and we
obtained the relative ranking of the interventions using cumulative
ranking curves.
We assessed the quality of evidence according to GRADE guidelines,
adapted for network meta-analysis.




RESULTS:

Proximal tubal occlusion (RR 3.22, 95%CI 1.27-8.14) and
salpingectomy (RR 2.24, 95%CI 1.27-3.95) were superior to no
intervention regarding ongoing pregnancy. For the outcome of
clinical pregnancy, all three interventions appeared to be superior

to no intervention. No superiority could be ascertained between
the three surgical methods for any of the outcomes. In terms of
relative ranking, tubal occlusion was the best option and
salpingectomy the second best for ongoing and clinical pregnancy
rates. No significant statistical inconsistency was detected.
however, the point estimates for some inconsistency factors (RRR)

and their confidence intervals were relatively large.
CONCLUSIONS:

All three active interventions scored consistently better than no
Intervention. In terms of relative ranking proximal tubal occlusion
appeared to be the most effective intervention, followed by
salpingectomy.




J Obstet Gynaecol. 2015;35(6):547-50. doi:

10.3109/01443615.2014.985768. Epub 2014 Dec 1.

Management of hydrosalpinx before IVF: a literature
review.

D'Arpe S1, Franceschetti S1, Caccetta J1, Pietrangeli D1, Muzii L1,
Panici PB1.

Author information

1a Department of Gynecology , Obstetrics and Urology, Policlinico
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Hydrosalpinx has a detrimental effect on the outcome of in vitro
fertilization (IVF).

Surgical intervention such as salpingectomy or tubal occlusion
before IVF improves the outcome of IVF, but these procedures are
often contraindicated in women with dense pelvic adhesions.

Thus, it is worthwhile to search minimally invasive alternative
therapies. The main objective of this review is to assess and
compare the value of all the therapeutic options for hydrosalpinx
before IVF. The results of the following procedures were

compared: the laparoscopic treatments (salpingectomy/proximal
tubal occlusion), the hysteroscopic insertion of device achieving
tubal occlusion, the tuberous sclerosis and the aspiration of
hydrosalpingeal fluid at the time of IVF procedure.

Laparoscopic surgical treatment should be considered for all
women with hydrosalpinx before IVF.

Whenever |laparoscopy is not recommended, hysteroscopic
Insertion of device seems the most effective option for
management of hydrosalpinx before IVE




(A) Transvaginal ultrasound showing hydrometra (arrows).
(B) Ultrasonography performed immediately after aspiration.
(C) Reaccumulation 1 hour after aspiration (arrows).

Hinckley. Reaccumulation of hydrometra at ET. Fertil Steril 2003.
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Assess the status of the tubal mucosa by salpingoscopy

Puttemans’ classification (Puttemans et al., 1987)

grade I, normal mucosal folds are seen;

grade II, the major folds are separated, flattened, but otherwise
normal (in fact, this might be considered a grade I tube distended

by an increased intraluminal hydrostatic pressure and therefore

considered as normal);

grade III, focal adhesions between the mucosal folds are seen;
grade IV, extensive adhesions between the mucosal folds and/or

disseminated flat areas are present;
grade V, there is a complete loss of the mucosal fold pattern.
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OEPAneUTIKN NPOCEYYION

[lapa TIC a)\)\n)\oouprouousvaq sppnvslsq TOU
pnxawopou KAl TNG CIITIO)\OYICIC HE OTOXO TNV
anouAKPUVON TOU UYPOU MEPIEXOPEVOU TWV
UOPOOCAANIYYWYV EXOUV YIVEI Ol M0 KATW

BDEPANEUTIKEC MPOOCEYYIOEIG :

1.dapuUaKeUTIKN aywyn

2.Ynepnxoypagpika Kateubuvouevn avappopnon Tou
Uypou.

3. AANAEC npoTaBeioeC HEBOOOI

4. KEVTPIKN AnOAIVWGH TG GaAmiyyac (npolobuikn)
5. 2AANIYYEKTOUN

6. 2aAn1YYONAAOTIKA




DapUOKEUTIKI aywyn

e H epappoyn @apuaKeUTIK®V BEPANEI®V. UE
avTIPIOTIKA €xEl NpoTABEl. EV TOUTOIGC EXEI
UNOOTNPIXOEI HOVO ME UEAETEC AVAOPOMIKEC
NOU ava@epovTal O€ MIKPO aplBuo
NEPICTATIKWY. LUE XpNonN O00EUKUKAIVNG KATa

TNV OIAPKEIA EQGAPUOYNG TNG MPOCHABEIAG

via IVE , XxWpIG OTATIOTIKA ONUAvVTIKn
BEATIWON.

B.S. Hurst, K E. Tucker,C. Awoniyi and W.D. Schlaff
University of Colorado Health Sciences Center, Denver, Colorado

FERTILITY AND STERILITYVOL. 75, NO. 5, MAY 2001




YTTEPNXOYPOPIKa KaTeuBuvouevn
avappo@non Tou uypou

Av n avappo®non TOU UypouU YIVEI NOAU MpIV TNV
npoonaBeia IVF To uypo Ba enaveu@avioTel HEXPI
TNV ELPPUOPETAPOpPU.

2€ pe)\squ Nou n avappocpncn EYIVE KATA TNV
(DO)\r]LpICI N UNOTPOMN MEXP! TNV EUBpUOUETAPOPa
nNTav Jeyaan.

> € AUTEC TIC MEAETEC (palVETAl OTI N N1BavoTnTa
ENITUXIAG O€ MEPINTWOEIGC UOPOOCAANIYYWY. N
OPATWY UNEPNXOYPAPIKA , OPATWYV. MOU OEV
avappopnbnkayv. Kal oparwy. nou avappopnénkayv
nrav 25% ,16% kai 20% avrioroixa

(Sowter et al 1997)




AANANEC TTPOTOOEIOEC HEBOOOI

IVF 0 (pUOIKO KUKAO.
> € NPOONTIKN MEAETN WE 121 NEPIOTATIKA OE GUYKPION (PUCIKOU

KUKAOU Kal NpoOKANGNG noAAanAnG avantuénc wobuAakiwy gixav
Nooo0TA KUNOEWG 18% kal 7% avTioTolxa .0a XpEIacToUV OJWG Kal

AAAEC HEAETEC YIa eniBeRaiwon.
Lindheim SR,Hellner D.,Ditcoff EC ,Sauer MV .

Ass Reprod Rev 1997

EuBpuopeTapOpa MOAAWY ENRPUMYV.
EyKaTaA€ipBnKe AOYW TNG ENIKPATOUCAC TAONG ANopuUyNG TNG
NOAUOUNICAG .




KEVTPIKN ATTOAIVWON TNG CAATTIVYOG
(TTPpo100MIKN)

XPNOIUOMOIEITE AV EVCI)\)\CIKTIKr] pseoéoq oTayv
N Ga)\nlyysKToun OEV €lval E(PIKTI’] AOY W
OTEPPWY MNEPIGAAMIYYIKWYV. CUNPUOEWYV.

H IVE pera tnv. anoAivwon €XEl uWwnAd NocooTd
KUNoNG .
EVaANGKTIKG HOOPEl VA XpNoiuonoInbel Kal n

VEOOAAMIYYOOTOMIA.

>dV. ENINAOKN avagEPETAl N CUCTPOMN TOU
EEAPTNUATOG




A\QTTAPOCKOTTIKN 2AATTIVYEKTOMN

H AanapooKomiKn GAARIYYEKTOMN
(PpaiveETAl va au&avel onuUavTika TNV
eniTuxia ano 17% o€ 40% Yi1a EKEIVEC TIC
NEPINTWOEIGC MOU EXOUME UNEPNXOYPAPIKA
OPATEC UOPOCAAMIYYEG.

Strandell A,Lindhard A,Waldenstrom U.

Hum Reprod 1999




H vevika anodekTn BEATIWON TNG
n@avornTac kunonc ornv. IVE pe tnv
OAAMIYYEKTOUN ava®UEl EPWTNUATIKA
Kal avnouxia via méavn apaipeon
CaAflyywyV nou 6a pnopoucayv. va
010pBWBOoUV. UE GAAMIYYORAAOCTIKN KAl

Va unapéel nbavornTa GUGIKNG
CUAAQUWNG .



ETTITTAOKEC OOATTIVYEKTOUNG

AlanioTwONKE anoppIwn ENPPUOV
OTAV N CAAMIyyd dnoKOMTETAI MOAU

KOVTA OTNV. UNTPa
Avnouxia ekppadceral yia tnv
AayyeI®Won Kal TNV VEUPWON TG
WOBNKNG LUETA TAV. GAARIVYEKTOLN

OIOTI EXElI CNUEIWOBEI LEIWGH GTOV.
apIBuo TOV. AAUBAVONEV®Y. WAPIWY.




AUTA Ta Eupnuara TOVICOUV TNV
avaykn TNC MPOCEKTIKNG XEIPOUPYIKNG
NPOCHEAACNC

'Exel peyaAn onuacia va BuunBoupe

TAV. AVATONIA Kal I0I®WG TAV. GXEON
AYYEIWONG UETAEU GAARIYYW®Y. UNTPAC
Kal @WoBNKwWYV.
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Salpingostomy in the treatment of hydrosalpinx: a
systematic review and meta-analysis
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Salpingostomy may be an important alternative option in selected
populations.

Women may wish to have the option to have salpingostomy to
continue to attempt natural conception before having more
definitive sterilizing surgery in the form of salpingectomy, which
would lead to a reliance on assisted reproductive treatments with no

further opportunities to try to conceive naturally.

In older women or in women with more severe hydrosalpings it may
be more advisable to proceed directly to salpingectomy and IVF
treatment as time and the chances of natural conception are more
limited.




The pooled natural clinical pregnancy rate from the 22
observational studies (including 2810 patients) was 27% (95%

confidence interval (CI): 25-29%) after salpingostomy was
performed for hydrosalpinx. The cumulative clinical pregnancy
rates were 8.7% (95% CI: 6.6-11.5%) at 6 months, 13.3% (95%
CI: 10.6-16.7%) at 9 months, 20.0% (95% CI: 17.5-22.8%) at
12 months, 21.2% (95% CI: 18.6-24.1%) at 18 months and
25.5% (95% CI: 22.2-29.4%) at 24 months after salpingostomy.

The pooled live birth rate (10 studies, 1469 patients) was 25%
(95% CI: 22-28%) after salpingostomy was performed for
hydrosalpinXx.

The pooled ectopic pregnancy rate (19 studies, 2662 patients)
was 10% (95% CI: 9-11%).

The pooled miscarriage rate (seven studies, 924 patients) was 7%
(95% CI: 6-9%).




Patients with normal tubal mucosa should undergo salpingo-
ovariolysis and salpingoneostomy.

If no pregnancy occurs within 1 year from surgery in patients with
a normal tubal mucosa, assisted reproductive technologies may be
considered.

Patients with abnormal tubal mucosa and especially classes IV-V
should not undergo salpingoneostomy, but should be immediately
referred to assisted reproductive technologies after the diagnostic
laparoscopy with salpingoscopy.

Recent reports suggest that surgical correction of the hydrosalpinx
may improve the outcome of IVF—embryo transfer.
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AlaTONN O0TNV KOPU®N TNG udpooaAniyyac




[MpoondaBeia aTpaupaTikng 01avolENG TOU OTOMIOU OTO OpIo TNG IVWOOUC OUANG
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AvaoTpocpn s uépz;cﬁ v ME TOV thermé'toagulator To probe pnaivel
ano ToV 0OpoyoVvo Yid )\IYC;‘%UTEPO)\EFITG KauTnpladeTal Kai € )ETAI O
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2. AATTIVYOTTAQCTIKN
















TI IPENEI VA KAVOULE AOIMNOV




Microsurgical Tubal Surgery

Mild distal tubal disease ( Laparoscopy).

Proximal tubal obstruction, or
Reanastomosis to reverse sterilization .

If pregnancy has not occurred within 12 m

of surgery, IVE should be discussed.




Microsurgical Tubal Surgery
Mild distal tubal disease

: : Dissection of
Micro scissor Gmbriae
Cmg fimbrial adherent to the




Tubal Catheterization

Where proximal tubal obstruction is

suspected, and there are no other
tubal abnormalities, a tubal
catheterisation procedure may be
attempted

RCOG Guidelines : Grade B Recommendation




Hydrosalpinges & IVF,

Laparoscopic
salpingectomy
should be considered
for all women with
hydrosalpinges prior
to IVE treatment

Johnson et al.,, March 2002 (Cochrane Review).
In: The Cochrane Library, Issue 2 2002. Oxford: Update Software.




ASRM PAGES

Committee opinion:
role of tubal surgery in the era of assisted reproductive technology

The Practice Committee of the American Society for Reproductive Medicine
American Society for Reproductive Medicine, Birmingham, Alabama

There is a need to determine the optimal treatment methods for patients with
tubal factor infertility. This document reviews the available treatments and
discusses factors that must be considered when deciding between surgical repair
versus In vitro fertilization.

This document replaces the 2008 document of the same name. (Fertil Steril!
2012;97:539-45.

2015 by American Society for Reproductive Medicine.)




SUMMARY

Factors to be considered when counseling patients having tubal infertility
regarding corrective surgery or IVF include the age of the woman and ovarian
reserve, the number and quality of sperm in the ejaculate, the number of children
de- sired, the site and extent of tubal disease, the presence of other infertility
factors, the risk of ectopic pregnancy and other complications, the experience of
the surgeon, the suc- cess rates of the IVF program, cost, and patient
preference.

There are no adequate trials comparing pregnancy rates with tubal surgery
versus IVF. However, IVF has a higher per cycle pregnancy rate. Tubal
anastomosis for reversal of tubal sterilization has a significantly higher
cumulative pregnancy rate than IVF, and it is more cost efficient, even in women
40 years of age or older.

Laparoscopic salpingectomy or proximal tubal ligation overcomes the
detrimental effect of hydrosalpinges on IVF pregnancy rates in patients who are

not candidates for corrective tubal surgery.




CONCLUSION

__There is good evidence to support HSG as thestandard firstline test to assess
tubal patency, but it is limited by false - positive diagnoses of proximal tubal
blockage.

The evidence is fair to recommend tubal cannulation for proximal tubal
obstruction in young women with no other significant infertility factors.

The evidence is fair to recommend laparoscopic flmbrloplasty or
neosalpingostomy for the treatment of mild hydrosalpinges in young women with
no other significant infertility factors.

There is good evidence for recommending laparoscopic salpingectomy or
prox1ma| tubal occlusion in cases of surgically irreparable hydrosalpinges to
improve |VF pregnancy rates.

_ There is good evidence to support the recommendation for microsurgical

anastomosis for tubal ligation reversal.
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