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Resumo

O objetivo deste estudo foi determinar a prevaléncia de alteragbes cérvico-
uterinas diagnosticadas pela histeroscopia em mulheres inférteis, assim como
seus fatores associados. Realizou-se um estudo prospectivo, de corte transversal,
com 100 mulheres inférteis do Ambulatdrio de Reprodugdo Humana do Centro

de Atencao Integral & Satide da Mulher da Universidade Estadual de Campinas,

no periodo de janeiro de 2002 a dezembro de 2003. As presentes foram

submetidas a histeroscopia diagnésti.ca ut.il.izar.l.dc.).-s.e ”um histeroslclsélpilbmciem
2 7mm ou 4mm associado a realizagdo da biépsia endometrial. Todas as pacientes
assinaram © termo de Consentimento Informado apds orientagdo sobre o
procedimento. Os fatores associados estudados foram idade, histéria reprodutiva,
cirurgia pélvica prévia, caracteristicas do ciclo menstruat e etiologia da infertilidade. A
analise estatistica foi realizada através do teste exato de Fisher, da razao de
prevaléncia ajustada e andlise de regresséo logistica. Em 30% das pacientes a
histeroscopia mostrou uma importante alteragéo cérvico-uterina. As patologias
da cavidade uterina encontradas foram: malformacdo uterina (9%), mioma

submucoso (6%), polipo (6%), cavidade uterina reduzida (2%); e cavidade uterina
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aumentada (1%). A biépsia endometrial foi realizada em 89% das pacientes,
sendo que foi diagnosticado endométrio normal em 90%, e em 10% dos casos
anormalidades endometriais (endometrite, hiperplasia complexa, pélipo e mioma). O
Unico fator associado com a presenga de patologia intra-uterina foi o diagnéstico
prévio de mioma subseroso ou intramural. A prevaléncia de anormalidades
intra-uterinas em mulheres inférteis foi alta (um tergo das mulheres inférteis),
sugerindo que a investigacao histeroscopica € um procedimento importante
para se diagnosticar patologia intra-uterina e porque estas alteracbes detectadas
sao passiveis de tratamento, contribuindo para o incremento da taxa de fertilidade.
A bidpsia endometrial deve ser indicada comoc um exame complementar da

histeroscopia para aumentar a acuracia da avaliacao endometrial.

Resumo X



Summary

The objective of this study was to determine the prevalence of cervical-
uterine pathologies diagnosed by hysteroscopy in infertie women and the
associated factors. It was a proscpective and cross sectional study with 100
infertile women at the Infertility Clinic of the State University of Campinas,
carried out during Janurary of 2002 throught December of 2003. The patients
were .submitted to diagnostic hysteroscopy using a 2.7 or 4.0 mm hysteroscope
followed by endometrial biopsy. All patients gave their written informed consent.
The associated factors studied were: age, reproductive history, previous pelvic
surgery, menstrual cycle characteristics and infertility etiology. Statistical analysis
was performed by Fisher's exact test, Prevalence ratio test and logistic regression.
In 30% of patients, hysteroscopy showed an important cervical or intrauterine
abnormality. Uterine cavity pathologies were: uterine maiformations (9%), submucous
leiomyomas of the uterus (6%), polyps (6%); small uterine cavity size (2%); and
enlarged uterine cavity (1%). Endometrial biopsy was done in 89% of patients
and diagnosed normal endometrium in 90% and 10% of endometrial abnommalities

(endometritis, complex hyperplasia, polyps, leiomyoma). The only factor associated
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with intrauterine pathology was a previous diagnosis of subserous or intramural
leiomyoma of the uterus. The prevalence of intrauterine abnormalities in infertile
women was high (one-third of infertile women), suggesting that hysteroscopic
investigation is an important procedure to diagnose intrauterine pathology and
because these abnommalities could be treated to enhance the fertility rate.
Endometrial biopsy should be indicated as a complementary exam after

hysteroscopy to improve the accuracy of endometrium evaluation.
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1. Introducao

A infertilidade é definida pela incapacidade de concep¢do apos um ano
mantendo relacbes sexuais regulares com o mesmo parceiro (WHO, 1987).
Alguns autores estendem este periodo para dois anos (SILVA et al., 1997). A
infertiidade é classificada como primaria na auséncia de gestagéo prévia e
secundaria se a falha na capacidade reprodutiva foi estabelecida apos uma ou
mais gestacdes. Esterilidade, por sua vez, é definida como a impossibilidade

total e irreversivel de gerar filhos (LIMA, 1995).

Estima-se que 4% da populagdo mundial seja infertil, sendo que nos
Estados Unidos a taxa € de 8%, no Brasil encontra-se em 10%; enquanto que
no Gabao pode chegar a 30%, uma vez que nesse pais é grande a prevaléncia
de doencas sexualmente fransmissiveis, levando a infertilidade por obstrucéo

tubaria (SILVA et al., 1997).

A busca da mulher por seu espaco no mercado de trabalho, a preocupagao
com o nivel de instrugao, aliados ao melhor controle da fertilidade e ao grande

numero de unides tardias e separacdes tém contribuido para que a matemidade,
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que sempre foi tao buscada, ocorra em idade mais tardia e assim colabore para
o incremento das taxas de esterilidade (GINDOFF e JEWELEWICZ, 1986). Isto
ocorre porque a taxa média de fertilidade ac més nao ultrapassa 20% a 25%,
sendo esta fecundidade maxima atingida por volta dos 24 anos. A partir de
entio decresce lentamente até os 30 anos €, apos 35 anos, decresce de forma

mais rapida (JAIN, 1967; SPEROFF, 1991).

Dentre os fatores etioldgicos relacionados & infertilidade destacam-se cinco
grandes grupos: mascufino (35%), tubo-peritoneal (35%), ovulatorio (15%), cervical-

corporal (5%) e esterilidade sem causa aparente (ESCA - 10%) (SILVA et al., 1997).

O fator uterino tem sido amplamente investigado devido as técnicas cada
vez mais modernas de investigacio diagnostica e & acuracia dos métodos de
diagndstico. Com isso, a histeroscopia tem-se destacado, sendo que varios
autores mostram taxas de 20% a 30% de aiteracdes intra-uterinas diagnosticadas
pela histeroscopia (GAGLIONE et al, 1998; CAMPO et al., 1999; COHEN e

VERHOEVEN, 2000; MALIK et al., 2000). As alteragbes podem ser:

Malformagdes mullerianas, associadas tanto a infertiidade como ao
abortamento recorrente. As mais predominantes sao: septo uterino completo ou
parcial, Gtero bicorno, hipoplasia uterina, ttero arqueado (HALBE, 1987). Estas
anomalias acometem 0,06% a 10% das mulheres, sendo esta estatistica bastante
variavel devido aoc método de diagnéstico utilizado (BUTTRAM, 1983). O septo

uterino & uma das alteracdes mais freqlientes, associadas ou n&o ao utero bicomo
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(ACIEN, 1993). Por vezes pode ser subdiagnosticado, principalmente quando se

realiza apenas a histerossalpingografia (HSG) (SHETH e SONKAWDE, 2000).

Os miomas submucosos podem estar presentes em 5% a 18% das
mutheres inférteis (FEDELE et al., 1991), e acredita-se que contribuam para a
infertilidade tanto através de compresséo local, interferindo na vascularizagdo,
como pelas contragbes irregulares que podem provocar na musculatura uterina,
impedindo a nidagdo embrionaria. Relata-se uma associagao entre leiomiomas e

endometrite crénica em 14% dos diagndsticos histologicos (VASUDEVA et al., 1972).

Varios autores tém relatado reducdo do peso do neonato, aumento das
taxas de cesariana, hemorragia de primeiro trimestre, prematuridade e abortamento
em pacientes com mioma e malformacgéo uterina associada ao septo uterino

(BEN- RAFAEL et al., 1991, MALIK et al., 2000).

~-Os polipos endometriais s3o detectados em 14,8% das mulheres inferteis,

rotineiramente investigadas através da histeroscopia (SHOKEIR et al., 2004).

As sinéquias corporal, cervical ou em orificios tubarios sdo melhor
diagnosticadas através de métodos de visdo direta, como a histeroscopia (OSSADEY

e CAMPO, 1992) e interferem principalmente na implantag&o embrionaria.

A endometrite pode ser aguda ou cronica. A infertilidade em pacientes
com endometrite crénica ocorre em 2% a 9 % dos casos (VASUDEVA et al.,1972).
A endometrite aguda geraimente tem etiologia bacteriana, enquanto a crénica pode

ser inespecifica, bacteriana, etiologia tuberculosa, provocada por micoplasma,

Introdugda 15



viral, secundaria a toxoplasmose, assim como endometrite fibrotica, associada
a aderéncias intra-uterinas, como na sindrome de Asherman (CZERNOBILSKY,
1978). A endometrite € geralmente assintomatica e muitas vezes diagnosticada
guando se complementa a histeroscopia com a bidpsia endometrial (CZERNOBILSKY,
1978). As endometrites cronicas podem interferir no processo da nidagao
embrionaria, advindo dai a importancia do seu diagnostico precoce. Apesar de
rara, a tuberculose endometrial tem sido diagnosticada em pacientes inférteis,
principalmente em casos associados com alteragdo tubaria concomitante,
infertilidade primaria com durag@o maior do que cinco anos e associados com
amenorréia. Ao uitra-som nota-se aumento da ecogenicidade e pode até ocorrer
calcificacao endometrial. Observa-se no anatomopatolégico proveniente da
bidpsia endometrial a presenca de células gigantes de Langerhans (RUIZ-

VELASCO et al., 1997).

- Algumas alteragdes endometriais como hiperplasia, endométrio atrofico
ou hipotréfico, proliferativo persistente podem, devido as alteracdes vasculares
focais, dificuitar a implantacao embrionaria (RUIZ- VELASCO et al., 1997). As
hiperplasias endometriais podem ocorrer em aproximadamente 1% das mulheres
inférteis (KURABAYASHI et al., 2003). O ultra-som transvaginal ndo deve ser
um método de screening para hiperplasia endometrial, visto que esta pode estar

presente em endométrios com menos de 5mm de espessura (ROSS, 2000).

A metaplasia 6ssea - ossificacdo endometrial - apresenta prevaléncia
bastante rara em relacao as demais alteragdes intra-uterinas. Também promove

alteracbes vasculares endometriais e pode associar-se ao quadro de endometrite.
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Hé a presenga de cartilagem ou tecido 6sseo no interior da cavidade uterina,
geralmente presente em pacientes com historia de abortamento anterior (RUIZ-
VELASCO et al.,1997). O diagnostico deve ser realizado através da histologia
endometrial (NICOLAU, 1990; RUIZ- VELASCO, et al, 1997; DALLENBACH-

HELLWEG, 1985).

O fator cervical pode ser devido & presenga de estenose, cervicite,

sinéquias, polipos, miomas e malformagdes (NICOLAU, 1990).

A Organizagdo Mundial de Saide somente recomenda a realizacdo da
histerossalpingografia para o estudo da cavidade uterina na avaliagdo da
infertiidade. Muitos autores indicam que se realize a histerossalpingografia
antes de qualquer outro exame nas pacientes inferteis (FAYES, et al., 1987,
HENIG et al., 1991). Em estudos comparativos entre a histerossalpingografia
_(H_SG) ea hjster_oscopia observou-se que a HSG pode apresentar resultados
falso-positivos ou negativos, que oscilam de 13,3% a21,9% (SNOWDEN et al.,
1984: MENCAGLIA et al., 1990; PREVEDOURAKIS et al., 1994; GAGLIONE et
al.. 1996; GOLAN et al., 1996, WANG et al., 1996, FONSECA et al., 1999),
onde estdo presentes patologias como miomas submucosos, polipos e pequenas

sinéquias, que podem nao ser diagnosticadas pela HSG.

A histeroscopia, por sua vez, a cada ano vem-se destacando entre o0s
métodos de diagnéstico para avaliagao de fatores cérvico-uterinos, assim como
pode conduzir ao tratamento cirdrgico destes fatores, principalmente na area de

reprodugéo humana (NICOLAU, 1990; MERVIEL et al., 2000).
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Este exame teve inicio ha mais de um século, com Pantaleoni em 1869, em
que ele relata através do exame endoscopico “uma vegetacgo polipdide no fundo da
cavidade em direcéo a parede posterior do fundo uterino” (PANTALEONI, 1869)
e, desde entdo, a cada ano, vem ocorrendo um grande avango ho aprimoramento
dos equipamentos utilizados, destacando-se opticas com didmetro reduzido em
relagdo as primeiras, que eram de 20mm. Hoje ha dpticas de 2,0mm; 2,9mm e
4mm, onde o didmetro total do instrumental a ser introduzido atraves do canal
cervical é de 3,3mm a 5mm; portanto mais compativel com a anatomia local
(BETTOCCHI et al., 2003). isto proporciona maior aceitabilidade da realizacao
deste exame em nivel ambulatorial @ sem gqualquer anestesia pela maioria das
pacientes. Nos casos em que é necessario anestesia, pode ser realizado o blogueio
paracervical com lidocaina a 2%, aplicando-se nos quatro pontos cardeais do colo

uterino (NICOLAU, 1990). Pode-se também utilizar prostaglandinas e ha estudos

Novas técnicas e aparelhos tém sido desenvolvidos, incluindo-se a
histerossonografia e a vaginoscopia. A histerosspnograﬁa, por utilizar meio liquido
para contraste intracavitario uterino, pode produzir menos desconforto & paciente e
apresenta maior sensibilidade e especificidade na deteccéo de pdlipos endometriais.
A vaginoscopia, por nao necessitar da utilizagao de espéculo vaginal, torna o
exame mais aceitavel e pode ser seguida pela micro-histeroscopia. Atualimente,
através da possibilidade do uso de fluxo continuo para a realizagdo da
histeroscopia com soro fisiologico, a diminuicao do diametro das épticas e a

vaginoscopia, o exame histeroscopico dificilmente nao podera ser realizado em
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nivel ambulatorial para fim diagnéstico (SOARES et al,, 2000; CICINELLI et al,

1995; BETTOCCHI et al,, 2003a).

Alguns fatores podem dificultar ou impedir a realizag&o da histeroscopia,
como a dor referida pelas mulheres, a estenose cervical, inadequada presséo
intra-uterina de distenséo da cavidade, presenga de sangue na lente, dor nos
ombros referida pela paciente, perda de CO; pelo orificio cervical externo,
retroversdo uterina acentuada, bothas de gas que se misturam com muco ou

sangue, obscurecendo a visao (SIEGLER, 1995).

Ha algumas contra-indicagdes para a realizagdo da histeroscopia. =
considerada contra-indicacdo absoluta a vigéncia de infecgéo pélvica aguda,
pois com a progressao do meio distensor uterino, seja gasoso ou liquido, através do
trato genital superior, poderia ocorrer uma salpingite ou peritonite (VALLE,
1999). Dentre as rel_ativ_as_destac;am—se a perfuragdo uterina recente (o fluxo
constante do meio distensor utilizado impede a hemostasia de vasos sangliineos,
aumenta o risco de embolismo e infec¢do), a gravidez - devido ao risco de
abortamento e possiveis efeitos toxicos do CO; sobre o embrido (NICOLAU,

1990) - e na vigéncia de sangramento uterino.

Dentre as complicagbes descritas durante a histeroscopia diagnéstica
encontram-se a laceracéo cervical devido a excessiva tragao do Pozzi, reagao
vagal que ocorre ao se distender o orificio cervical interno, principalmente ao se
introduzir o histeroscopio de forma brusca. A paciente neste caso geraimente

apresenta bradicardia e hipotens&o, sendo o quadro revertido com uso de atropina
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sublingual. Qutras complicacdes como perfura¢ao uterina e embolia gasosa,
quando ocorrem, geralmente estdo associadas a histeroscopia cirtrgica, sendo
a perfuragdo mais freqliente nos casos de resseccdo de septos e miomas

intracavitarios (JANSEN et al., 2000; BRADLEY, 2002).

As complicagdes podem ser reduzidas quando se realiza a histéria clinica
da paciente, investigando possivel quadro de moléstia inflamatéria pelvica, assim
como exame ginecolégico, identificando-se possiveis cervicites. Mantendo-se o
fluxo de CO- ndao superior a 100ml/ minuto, assim como press&o intra-uterina
nao superior a 100mmHg, previne-se a embolia gasosa. O fluxo de CO;, se

superior a 350ml/ minuto, esta associado a parada cardiaca (NICOLAU, 1990).

A biopsia endometrial deveria ser um procedimento complementar a
histeroscopia, podendo ser realizada de forma dirigida, através do proprio canal
A importancia da BE rotineira deve-se ac fato de que varias bidpsias podem
demonstrar endometrite ou hiperplasias sem suspeita pregressa, ou seja, quadro
clinico ou achado histeroscopico nao compativeis. Para possivel diagnoéstico de
endometrite & aconselhavel que a BE seja realizada durante a fase proliferativa
tardia do ciclo menstrual, preferenciaimente do 12° ao 14° dias do ciclo

(CZERNOBILSKY, 1978).

Dentre os estudos realizados para investigagdo de falhas da implantacao,
apés ciclos de fertilizagdo in vitro, observa-se em cerca de 18% a 50% dos

casos alguma alteragao intra-uterina, destacando-se anormalidades cervicais
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(sinéquias, polipos), e hormodnio-dependentes como mioma submucoso, polipo
e hiperplasia (KELTZ et al, 1998; DICKER et al., 1992, SHAMMA et al,, 1992,

OLIVEIRA et al., 2003).

Dentre alteracdes intra-uterinas diagnosticadas com precisdo pela
histeroscopia e bidpsia, destacam-se preferencialmente os poélipos (cervicais,
endometriais e tubarios), a endometrite & os miomas submucosos (MALIK et al.,
2000). Os significativos resultados demonstrando alteragbes uterinas e as
rarissimas complicagdes da histeroscopia diagnéstica colocam-na como um
procedimento de grande efetividade e que deveria constar como de primeira linha na

investigac&o da cavidade uterina em mulheres estéreis (CAMPO et al., 1999).

No futuro acredita-se que pela histeroscopia seja possivel transferir o embri&o
nos processos de reprodugdo assistida para sitios de methor implantagao (COHEN
e VERHOEVEN, 2000), assim como o desenvolvimento, via histeroscopica, de

novos equipamentos para visualizacéo tubaria.

Considerando-se que a histeroscopia apresenta alta especificidade,
comparando-a com a ultra-sonografia e a histerossalpingografia, pressupde-se
que deveria ser realizada como exame de primeira linha na investigacao rofineira
basica de infertilidade e ndo indicada apenas quando os oufros exames
anteriormente descritos suspeitem de alguma alterag&o uterina, que € o que
geralmente ocorre em muitos servicos de reprodugdo humana, colocando a
histeroscopia como exame de segunda linha na investigacdo dos fatores

uterino-cervical e dstios tubarios (SHUSHAN e ROJANSKY, 1989; MERVIEL et
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al., 2000). Objetiva-se cada vez mais descobrir qual o melhor exame: HSC,
sono-histerografia transvaginal, USTV e HSG para identificar alteracdes em
cavidade uterina. Descreve-se que a sono-histerografia, a HSG e o USTV

apresentam limitagdes para diagnéstico de sinéquias (SOARES et al., 2000).

As alteragbes cérvico-uterinas sao muitas vezes subdiagnosticadas, sendo
que por este motivo & necessario utilizarmos procedimentos que apresentem
cada vez mais maior especificidade, como mostra a histeroscopia. Observa-se
que pequenas alteragbes intra-uterinas e endometriais como aderéncias,
polipos, pequenos miomas submucosos e endometrites sdo mais precisamente
diagnosticadas através da histeroscopia. A possibilidade de se completar o
exame com uma bidpsia dirigida a alguma area suspeita, aumenta a precisao

do diagnéstico (BETTOCCHI et al., 2003).

A _conﬁabilidac_lg e seguranca do exame histeroscopico permitem que seja
considerado eficiente método diagnéstico para investigagé.b. de b.étoic.agiés .intré-
uterinas ao nivel de consultério, ou seja, ambulatorial. O exame histeroscopico
tem sua utilizacdo limitada devido principalmente ao alto custo do material

endoscopico (ROSS, 2000; FONSECA, 2000, MERVIEL et al., 2000).

O estudo proposto é de importéncia, visto ser conhecido que muitas
vezes ocorre um subdiagnéstico de algumas patologias como septos uterinos,
sinéquias, endometrites e pequenos pélipos, quando se realizam somente exames
como a histerossalpingografia. Com o diagnéstico correto & completo economizam-se

fempo e recursos.
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Em resumo, com este estudo pioneiro na Unicamp, que € um servigo
terciario de referéncia na regido em reprodugdo humana, objetivou-se conhecer
qual é a prevaléncia das alteragdes cérvico-uterinas diagnosticadas pela
histeroscopia e biopsia endometrial e os fatores sociodemograficos, reprodutivos
e do ciclo menstrual que poderiam associar-se a estas, buscando-se responder
se algum destes fatores poderia contribuir para uma indicagdo precoce da

realizagso da histeroscopia, durante a investigagéo da infertilidade.

YMICAMP
BIRLIOTECA CENTRAL
DESENVOLVIMENTO DE GOLERS
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2. Objetivos

2.1. Objetivo geral

Avaliar a prevaléncia de alteragbes cérvico-uterinas diagnosticadas pela

histeroscopia e os fatores associados em mulheres inférteis.

2.2. Objetivos especificos

e Determinar a prevaléncia das alteracdes cérvico-uterinas em Ostios
tubarios, canal cervical, cavidade uterina e endométrio encontradas em

mutheres inférteis.

e Avaliar os fatores sociodemograficos associados as alteragbes cérvico-

uterinas.
e Avaliar os fatores reprodutivos associados as alteragdes cérvico-uterinas.

e Avaliar associagio entre as caracteristicas do ciclo menstrual e o fator

cérvico-uterino.

¢ Analisar a presenca de complicacdes, assim como a tolerabilidade da

histeroscopia diagnéstica em nivel ambulatorial.
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Capsule

One-third of infertile women were diagnosed with cervical/uterine abnormalities, and
the only factor associated with intrauterine pathology was a previous diagnosis of

subserous or intramural leiomyoma of the uterus
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Abstract

OBJECTIVE: To evaluate the prevalence of cervical/uterine pathology in
infertile women diagnosed by hysteroscopy and endometrial biopsy and its associated
factors.

DESIGN: A cross-sectional and prospective study.

SETTING: Infertility Clinic in a tertiary university referral hospital.

PATIENTS: One hundred infertile women with primary or secondary
infertility, between the ages of 19 and 40 years.

INTERVENTION: Diagnostic hysteroscopy and endometrial biopsy.

MAIN OUTCOME MEASURE: Cervical/uterine abnormalities diagnosed
by hysteroscopy and endometrial biopsy. The following diagnoses were considered
abnormalities: endometrial polyps, submucosal leiomyomas, uterine malformations,
volumetric alterations of the uterine cavity. Endometrial abnormalities were defined as
hypotrophic/atrophic endometrium, hyperplasia, myomas, endometritis or polyps.

RESULT(S): In 30 patients (30%), hysteroscopy showed an important
cervical or intrauterine abnormality. The uterine cavity abnormalities observed were:
uterine malformations (9%), submucous leiomyomas (6%), endometrial polyps (6%);
small uterine cavity size (2%}, cervical stenosis (2%), cervical polyps (2%) and enlarged
uterine cavity (1%). Endometrial histology diagnosed 10% of abnormalities: endometritis,
complex hyperplasia, polyps and leiomyoma. The factor associated with intrauterine
pathology was a previous diagnosis of subserous or intramural leiomyoma of the uterus
(p=0.02).

CONCLUSIONS: One-third of infertile women were diagnosed with

cervical/uterine abnormalities, suggesting that hysteroscopic investigation is an important
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procedure for diagnosing intrauterine pathology and allowing treatment of these
abnormalities to enhance the fertility rate. Endometrial biopsy should be indicated as a
complementary exam after hysteroscopy to improve the accuracy of endometrial

evaluation.

Key Words: infertility, cervical/uterine pathology, intrauterine abnormalities,

hysteroscopy, endometrial biopsy.
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Introduction

Infertility occurs in approximately 4% of the world population. It affects
about 10% of couples in Brazil (1). Among the factors able to produce infertility in
women, those related to uterine pathology are rarely mentioned and may be
misdiagnosed. Many authors have observed that the uterine factor may account for 20-
30% of infertility problems in women, despite their lack of symptoms (2,3.4,5).

The World Health Organization only recommends hysterosalpingography
(HSQ) for the study of the uterine cavity in standard infertility evaluation (2), and most
clinicians continue to rely on HSG as their routine test to assess the uterine cavity.
However, previous studies have reported that hysteroscopy reveals undetected intréuterine
abnormalities in 20-50% of patients, highlighting cervical and hormone-dependent
abnormalities, e.g. submucous myomas, polyps and hyperplasia (2,3). An increased
incidence of these findings is believed to be due to better diagnostic techniques.

Recent advances in methods used for evaluating the uterine cavity may
promote the diagnosis and treatment of the uterine factor in infertility at the beginning of
infertility investigation (6).

Hysteroscopy followed by endometrial biopsy is an excellent tool for
uterine cavity evaluation in infertile patients (7). Traditionally, other diagnostic methods
were generally used to investigate endometrial and uterine factors, e.g. curettage,
hysterosalpingography, transvaginal ultrasound and laparoscopy (8). Hysteroscopy is
important to explore the uterine cavity visually, thus increasing diagnostic accuracy and

allowing for a morphological and functional diagnosis of the endometrium (9, 10).
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Endometrial biopsy following hysteroscopic procedure shows that both
endometritis and endometrial hyperplasia can occur in infertile women, despite their lack
-of previous uterine procedures or symptoms. These abnormalities can be misdiagnosed
if the endometrium is only visualized without histopathologic confirmation (11).

During hysteroscopy, the most common uterine disorders implicated in
infertility are adhesions, septa, polyps, submucous myomas, endometritis, anormalities
of the cervical canal and lesions of the uterotubal junction (9).

Continuous improvement in technology, such as the development of
narrow-diameter hysteroscopes, has allowed the performance of hysteroscopy as an
outpatient procedure usually without anesthetics. The procedure has good patient
acceptability (10,12).

The objective of this study was to determine the prevalence of intrauterine
pathology and its associated factors in infertile women, who were diagnosed by
hysteroscopy and endometrial biopsy in an Infertility Clinic at a University Referral
Hospital. This study aimed at identifying some sociodemographic and reproductive factors
and menstrual cycle patterns that might be good indicators of cervical uterine alterations.
The association of factors may facilitate early indication of hysteroscopy for the
investigation of female infertility. The study proposed is relevant because it is well
known that several disorders, such as uterine septa, synechiae, endometritis and small
polyps are often misdiagnosed when only hysterosalpingography 1s used. With correct

and complete diagnosis, time and resources will be saved.
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Material and methods

From January 2002 to December 2003, a cross-sectional and prospective
study was carried out in 100 infertile women, who sought a routine infertility evaluation
at the Infertility Clinic of the State University of Campinas. The patients were submitted
to diagnostic hysteroscopy and endometrial biopsy to investigate the presence of
abnormalities in the uterine cavity, cervical canal and endometrium. All patients gave
their written informed consent before participating in the study, since hysteroscopy is
not a routine procedure for infertility investigation in this Clinic. There was adherence to
the precepts of the Code of Medical Ethics and to the principles of the Declaration of
Helsinki (1996), amended in Somerset West, Republic of South Africa and Resolution
196/96 on research involving human subjects approved by the Brazilian National Health
Council (1996).

Exclusion factors were: patients with suspicion of pregnancy, presence of
acute pelvic inflammatory disease and patients who had undergone tubal ligation.

The mean age of the patients was 18 to 40 years, with a mean age of 31.
Length of infertility was 1-19 years, with a mean of 5 years. Primary infertility was
present in 69% of the women.

It was considered cervical/uterine abnormalities the pathologies diagnosed
by hysteroscopy or by endometnial biopsy.

All hysteroscopic exams were performed using a Hamou hysteroscope
(Karl Storz, Germany) with a 3.5 or 5.0-mm outer diameter diagnostic sheath. The
uterine cavity was distended with the use of CO2 insufflation. The endocervical canal,

uterine cavity and endometrium were methodically inspected. At the end of hysteroscopy,
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an endometrial sample was aspirated by a 4.0-mm cannula for histological examination.
Most women underwent the procedure without anesthesia, except 14% for whom
laparoscopy was indicated to investigate pelvic factors in infertility and hysteroscopy
was simultaneously performed.

Approximately 75 patients had undergone a HSG during the year prior to
hysteroscopy using a water-soluble contrast medium. The two main findings used to
define an abnormal HSG were filling defects and uterine wall irregularities.

All procedures (HSG and Hysteroscopy) were performed on an outpatient
basis in the hospital and without anesthesia. The patients were discharged 15-30 minutes
after the procedure was over.

The associated factors studied were: age, social demographic characteristics,
reproductive history, previous pelvic surgery, menstrual cycle characteristics and
infertility etiology.

Statistical analysis was performed using Fisher’s test. To estimate the
association between the variables studied and the prevalence of cervical/uterine
abnormalities, the prevalence ratio was used with a 95% confidence interval. Prevalence
ratios of each variable were adjusted according to the presence of cervical uterine

abnormalities, using the Breslow-Cox regression model (13).
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Results

In 30 patients (30%), hysteroscopy showed an important cervical or
intrauterine abnormality. Cervical abnormalities, such as stenosis or polyps were found in 4%
of the cases. The uterine cavity abnormalities observed were: uterine malformations
(9%), submucous leiomyomas of the uterus (6%), polyps (6%); small uterine cavity size
(2%); and enlarged uterine cavity (1%). Hysteroscopic evaluation of the endometrium
was considered normal in 85% of the patients.

When sociodemographic variables were evaluated, such as age, education,
race and origin of the patient, there was no statistical difference between the groups
(patients with and without cervical uterine pathology), although cervical canal and
uterine factors were more frequent in women older than 30 years (Table 1).

No statistically significant correlation was found among the reproductive
factors studied, such as type and length of infertility, history of abortion, uterine
curettage, pelvic surgery, use of intrauterine device or previous pelvic inflammatory.
disease. The only factor associated with intrauterine pathology was a previous diagnosis
of subserous or intramural leiomyoma of the uterus (Table 2).

Menstrual pattern, concerning the interval, length, flow amount and the
presence of dysmenorrhea had no correlation with the presence of cervical uterine
abnormalities (Table 3).

Endometrial biopsy was performed in 89 patients. Of these, endometrial
histology diagnosed endometrial abnormalities in 10% of cases: 4% endometritis (3 cases of

chronic endometritis and 1 case of endometrial tuberculosis), atrophic endometrium in 2%,
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complex hyperplasia in 1%, endometrial polyp in 1% and uterine myoma in 1%. In three
cases of endometritis, hysteroscopic evaluation of the endometrium was considered normal.

About 75 patients had previously undergone HSG and this evaluation
demonstrated false-negative results in 5% and a false-positive result in 19% of patients
with cervical/uterine abnormalities diagnosed by hysteroscopy; therefore hysteroscopy
enhances the diagnosis of unsuspected intrauterine pathology.

The hysteroscopic evaluation of the endometrium demonstrated false-
negative results in 8% of patients with endometrial abnormalities diagnosed by
histology; therefore endometrial biopsy should be part of the routine hysteroscopic
examination used to improve the accuracy of endometrial study.

Using logistic regression, it was observed that factors associated with
cervical/uterine abnormality were a previous diagnosis of subserous or intramural
leiomyoma of the uterus and cases still under initial investigation of infertility (Table 4).
It is important to highlight that no other factor was associated with cervical uterine
alterations, neither sociodemographic nor clinical.

The incidence of complications during the hysteroscopic examination was
low (3%), and was described as pain (cramping), bleeding and pain accompanied by
technical difficulty (inadequate distension of the uterine cavity), showing that

hysteroscopy is well tolerated by the majority of patients.
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Discussion

Approximately one-third of infertile women who sought treatment in a
tertiary referral hospital presented a cervical/uterine abnormality as the cause of
infertility. These data are in agreement with the international literature, which reports a
20-30% prevalence rate of uterine abnormalities (3,4,5,14).

In this study, Mullerian malformation was the most prevalent pathology
found (9%). Mullerian malformations, e.g. uterine septum, uterus bicomnis, uterine
hipoplasia, and uterus archuete occur in 0.06 to 10% of women, statistics that vary
greatly depending on the diagnostic method used (15). Uterine septum is one of the most
common alterations associated or not with bicornus uterus (16), often subdiagnosed by
hysterosalpingography, since several times this method appeared to be false-negative for
this pathology (17).

Submucous myomas may occur in about 5 to 18% of infertile women (18)
and are probably associated with infertility because of local compression. Myomas can
interfere with endometrial vascularization or promote abnormal uterine muscle contraction,
thus preventing embryo implantation. In this study, the prevalence of myomas was 6%.

The diagnosis of myoma and consequently its treatment is known to
enhance fertility rates. Verkauf and cols found that 59.5% of patients undergoing
myomectomy without any other apparent cause of infertility conceived after the
operation. Time to conception is short and usually 1 year postoperatively (19). Women
who had myomectomies with myomas larger than 2 cm had significantly higher
pregnancy and live birth rates, achieving statistical significance at a myoma size of 3 cm

or greater for live births (20).
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Endometrial polyps can be diagnosed in 14.8% of infertile women when
they are investigated in a routine investigation, regardless of any symptoms (21). In the
current study, the prevalence of endometrial polyps was 6% and there were no
symptoms related to this pathology.

In this study, endometrial abnormalities were found in 10% of the cases,
e.g.. endometritis (4%), atrophy (2%) and hyperplasia (1%), polyps (1%) and myoma
(1%). Some endometrial pathology, such as hyperplasia and atrophy/hypotrophy may
promote vascular alterations that can hinder embryo implantation (22). These abnormalities
may be the cause of infertility and are more frequent than once thought. These disorders
may occur in patients who have been infertile for many years or those who have failed to
respond to assisted reproductive procedures. |

Endometritis can prevent pregnancy because it promotes endometrial
alterations, making embryo implantation difficult. This pathology can occurin2 a2 9 %
of infertile women and is usually a chronic disease (23). Acute endometritis is of
bacterial origin and chronic endometritis may be nonspecific, bacterial, tuberculous,
mycoplasma, viral, toxoplasmosis, rickettsial and fibrotic (intrauterine adhesions-
Asherman’s syndrome) (24). However, many women have no menstrual disorder or
pelvic pain associated with endometritis, yielding a great number of misdiagnosed cases.

Endometrial tuberculosis is rare but must not be forgotten. It is a disease
that can eventually produce amenorrhea and is usually associated with tubal obstruction.
The diagnosis of endometrial tuberculosis is confirmed by the presence of giant
Langerhans cells in the endometrial sample (22).

In this study, three cases of endometritis were found in asymptomatic

women, whose hysteroscopic evaluation of the endometrium was considered normal,
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suggesting that endometrial biopsy should always be performed as a complementary
exam after hysteroscopy to improve diagnostic accuracy of endometrial abnormalities,
as well as their correct treatment (22).

Hyperplasia in infertile women can occur in approximately 1% of cases,
the same prevalence found in this study (25). Endometrial hyperplasia can be present in
women with endometrial thickness lower than 5 mm, as determined by ultrasound,
which is another reason to perform endometrial biopsy (26).

When some intrauterine abnormalities, such as septa, submucous myomas
and polyps are treated, the pregnancy rate may be increased. At the end of this study,
three patients with septum underwent hysteroscopic surgery and two of them became
pregnant promptly after surgery.

This study showed that there was no association between the
sociodemographic variables and cervical/uterine abnormalities. However, although not
statistically significant, two-thirds of women who presented these abnormalities were
older than 30 years.

Among the reproductive variables studied, the only variable statistically
correlated with diagnosis of intrauterine pathology was the presence of subserous or
intramural myoma. The other variables studied, e.g. the length and type of sterility and
the history of abortion, curettage, pelvic surgery, IUD use and acute PID had no
correlation with the cervical/uterine factor of infertility.

There was no correlation with the presence of cervical/uterine alterations
among the menstrual cycle variables studied (length, interval, flow amount and presence

of dysmenorrhea). Although unexpected, this data was relevant, since intrauterine
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disease may be present even in asymptomatic patients. Owing to its prevalence,
intrauterine pathology should be investigated.

In summary, sociodemographic variables, reproductive history, and
menstrual cycle characteristics are not trustworthy parameters to indicate hysteroscopy
for the investigation of infertility due to cervical/uterine abnormalities.

Routine evaluation of infertility patients with HSG has been accepted by
more than 96% of board-certified reproductive endocrinologists in the United States, but
studies have shown that HSG has a high sensitivity but a low specificity (approximately
23%), accompanied by elevated false-negative (2-50%) and false-positive results (15-
32%), compared with hysteroscopy or hysterosonography (27,28).

Many authors also described thin adhesions, polyps, and small submucosal
myomas that are not diagnosed by hysterosalpingography or ultrasonography and
hysterosonography. These disorders may cause failure of embryo implantation. There
are several studies reporting that hysteroscopy should always be performed before
initiating an IVF cycle (29), while other authors recommend hysteroscopy in women
who have experienced two IVF-ET failures before attempting a third procedure to
optimize the IVF-ET procedure and its cost-effectiveness (30). The pregnancy rate in
infertile women who had repeated implantation failures with in vitro fertilization rises to
twenty-two percent after these abnormalities are treated (30,31).

While investigating implantation failure after in vitro fertilization cycles,
authors described intra-uterine abnormality in 18 to 50% of the women studied, e.g.
polyps, submucous myoma and hyperplasia. For this reason, several authors suggest that
hysteroscopy should be done in each patient who will undergo Assisted Reproduction,

especially when in vitro fertilization is proposed (29,30,32).
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Diagnostic hysteroscopy was well tolerated by patients. The low incidence
of complications, such as pain and bleeding during the exam was the same as that
reported in the literature (33).

The diagnosis of uterine abnormalities is important because most of these
disorders can be treated, avoiding recurrent early fetal loss or obstetric complications,
such as preterm delivery and antepartum bleeding (31).

This was the first study in our midst that evaluated the prevalence of
cervical/uterine abnormalities in infertile women diagnosed by hysteroscopy followed
by endometrial biopsy. The study showed a high prevalence of intrauterine pathology
that can be treated. It is important to reevaluate the inclusion of hysteroscopic exam
during the basic investigation of infertile couples in a tertiary referral center, especially
for patients with uterine myomatosis. If only HSG is used in the basic investigation,
about 5% of intracavitary pathology and 8% of endometrial disease would not be

adequiately diagnosed, resulting in failed infertility treatment.
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Table 1: Percentage distribution of sociodemographic characteristics of the population

studied, according to the presence of cervical uterine alteration

Characteristics Cervical/Uterine p-value* Prevalence Ratio and
Alteration Adjusted 95% CI
present  absent
N=30 n =70

Age 0.18

up to 24 years 6.7 243 ref

25 10 29 years 233 18.6 386 (0.7810 19.10)

30 to 34 years 50.0 32.9 372 (0.811t017.01)

Over 35 years 20.0 233 269 (0.531t013.62)
school education 34

until elementary school- 42.3 31.4 ref

incomplete

+ elementary school- 57.7 68.6 0.74 (0.3410 1.64)

incomplete
Race 0.77

White 83.3 85.7 ref

Nonwhite 16.7 14.3 1.09  (0.38103.09)
place of origin 0.13

Campinas 13.3 26.5 ref

SP State 80.0 72.1 1.92  (0.65to 5.69)

Other state 6.7 1.5 276 (0.431017.62)

Note: * Fisher’s Exact Test.
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Table 2: Percentage distribution of reproductive characteristics of the population

studied, according to the presence of cervical uterine alteration

Characteristics Cervical/Uterine p-value* Prevalence Ratio and
Alteration Adjusted 95% CI
present absent
N=30 n =70

Type of sterility 0.48

Primary 63.3 71.4 ref

Secondary 36.7 28.6 0.73  (0.241t0 2.18)
Length of sterility 0.80

1 to 5 years 63.3 65.7 ref

6 to 10 years 26.7 214 1.40  (0.54 10 3.63)

> 10 years 10.0 12.9 0.72  (0.19102.72)
Infertility Etiology

Male 36.7 58.6 0.05 052 (0.19t0 1.37)

Tubal 30.0 17.1 0.18 1.65 (0.65104.15)

Ovulatory 30.0 45.7 0.18 0.67 (0.23to 1.96)

Unexplained sterility 33 7.1 0.67 0.48 (0.05t0 4.62)

Endometriosis 6.7 12.9 0.50 0.52  (0.11t02.35)

Uterine 33.3 i1.4 0.02 2.01  (0.73 t0 5.59)

Under investigation 10.0 14 0.08 226 (0.46t011.12)
History of abortion 0.78

No 83.3 87.1 ref

Yes 16.7 12.9 123 (03510 4.26)
History of curettage 0.75

No 87.1 85.5 ref

Yes 12.9 14.5 1.23  (0.381t03.92)
History of pelvic surgery 0.52

No 46.7 543 ref _

Yes 53.3 45.7 0.97 (0.421t02.26)
History of IUD use 1.00

No 96.7 97.1 ref

Yes 33 2.9 192 (0.2210 16.70)
History of acute PID 0.51

No 96.7 98.6 ref

Yes 3.3 1.4 1.34 (0.12 10 14.83)

Note: * Fisher’s Exact Test.
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Table 3: Percentage distribution of menstrual cycle characteristic, according to the

presence of cervical uterine alteration

Characteristics Cervical/Uterine  p-value* Prevalence Ratio and
Alteration Adjusted 95% CI
present  absent
N=30 n =70
Interval (days) 0.60
21t0 36 833 77.1 ref
Abnormal 16.7 229 0.63 (02410 1.71)
Length (days) 0.21
2to 8 93.3 98.6 ref
Abnormal 6.7 1.4 1.83 (0.34109.79)
Flow volume 0.16
< 15 sanitary pads 83.3 92.9 ref
>= 15 sanitary pads 16.7 7.1 1.71  (0.57t0 5.13)
Dysmenorhea 0.65
No 70.0 62.9 ref
Yes 30.0 37.1 0.80 (03610 1.77)

Note: * Fisher’s Exact Test.
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Table 4: Characteristics related to cervical uterine alterations after multiple logistic

regression analysis

Variables * Prevalence ratio and p-value
Adjusted 95% CI
Factors
Uterine 2.55(1.17- 5.57) 0.02
Under Investigation 3.44 (1.01-11.74) 0.05

*Variables: Age; school education; color; length of sterility; history of abortion,
curettage, pelvic surgery, TUD use, acute PID; endometrial aspects; tubal orifice and

patterns of the menstrual cycle.
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4. Conclusoées

« Cerca de um terco das pacientes estéreis do ambulatorio de esterilidade do
Servico de Reprodugédo Humana da UNICAMP apresentam o fator cérvico-

uterino como uma das causas de esterilidade.

e Os fatores sociodemograficos ndo se associaram com a presenga de fator
cérvico-uterino, porém dois tercos das pacientes que apresentaram aiteracao

cérvico-uterina tinham idade igual ou superior a trinta anos.

« Dentre os fatores reprodutivos a presencga de alteragbes miometriais, como
miomas subserosos ou intramurais, esteve significativamente associada com

alteracdo cérvico-uterina do tipo mioma submucoso.

« As caracteristicas clinicas do ciclo menstrual ndo servem como parametro

na indicacéo da histeroscopia diagnostica em pacientes inférteis.

« A histeroscopia apresenta boa tolerabilidade e baixa incidéncia de complicagdes,
podendo ser considerado um exame que possa ter indicagdo mais freqliente,
principalmente em um servigo que dispde de recursos materiais, assim como

de profissionais capacitados.
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/. Anexos

7.1. Anexo 1 -~ Consentimento informado

Consentimento livre e esclarecido :”Prevaléncia de alteracdes
cérvico- uterinas em mutheres inférteis diagnosticada pela
histeroscopia e estudo dos fatores associados”

Consentimento livre e esclarecido: No.

Eu, ,
anos, Portadora do R.G. ,

residente a , cujo

nGmero do meu prontudrio & , aceito por minha vontade participar

da pesquisa “Avaliacdo da prevaléncia de alteragdes cérvico-uterinas em mulheres

estéreis diagnosticadas pela histeroscopia’.

E de meu conhecimento que este exame chamado histeroscopia nao € realizado
sempre (de rotina) nas pacientes de esterilidade logo apbs a primeira consulta aqui na
UNICAMP e sim quando outros exames ja deram alterados, mas que através deste
podera ser diagnosticada alguma alteragdo uterina, no colo uterino ou nos orificios
tubarios que possam estar dificultando que eu engravide.

Sei que durante a realizagdo do procedimento posso sentir desconforto em baixo
ventre, tipo célica, ou dor nos ombros e que se isto ocorrer e me incomodar avisarei ao
médico(a), que interrompera o procedimento. No caso de meu colo uterino ser estreito,
dificultando a passagem do apareitho ou se a dor estiver incomodando, sera realizada
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anestesia local no colo uterino. Apés a realizacdo do exame poderei apresentar um
sangramento vaginal discreto, que pode durar até 2 dias.

Estou de acordo a responder ao questionario e, em caso de duvidas, posso perguntar
° que quiser ao médico(a). Os pesquisadores também estdo dispostos a agilizar meu
atendimento e tratamento na investiga¢ao de esterilidade.

Fui informada de que tenho liberdade de escolher se quero ou nao participar da pesquisa e
minha escolha nao vai interferir no meu atendimento agora ou no futuro neste hospital.
O meu nome e o resultado deste exame néo vao ser divulgados a terceiros, somente
terao conhecimento os pesquisadores e médicos que me acompanham no Ambulatorio
de Reprodugdo Humana. Nao terei nenhum gasto na pesquisa.

Se eu tiver qualquer problema posso procurar os ambulatérios de Histeroscopia,
Reprodugao Humana ou o Pronto Atendimento do CAISM.

Qualquer duvida a respeito da pesquisa podera ser esclarecida pelo pesquisador
responsavel! pelo celular 8732-4373 ou pelo telefone 3254-7604. Podem ser pedidas
informagdes junto ao Comité de Etica em Pesquisa da UNICAMP pelo telefone
3788-8936.

Ciente de tudo issc concordo em participar do estudo.

Data f e f

Assinatura da voluntaria Assinatura da pesquisadora
Fone:3788-7176
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7.2. Anexo 2: Ficha clinica de coleta de dados

Caso: |__[1_[l_l

N° esterilidade:  |__ | |__11__l1__I
N° histeroscopia: |__]1__{1_11_]
Idade da muther |__||__|

Escolaridade da muther: |_|

1. 1. Analfabeta 4. 2°. Grau Incompieto
2. 1°. Grau Incompleto 5. 2°. Grau Completo
3. 1°. Grau Completo 6. Superior Incompleto 7. Superior Completo

N°. de filhos com oufro(s) parceiro(s) o
N° de filhos com parceiro atual: L

N° de abortos: 11

Tipo de esterilidade: ] 1.Primaria

Tempo de esterilidade (em anos completos):|_ | |__|

Antecedente de doenca inflamatéria pélvica |_] 1.Sim
12. Curetagem anterior: | | 1.8im
13. Uso de DIU anterior : | 1 1.8im

14. Cirurgia pélvica anterior:

|__| O.N&o || Sim Qual?

1- Laparoscopia diagnostica

2- Laparoscopia cirurgica

3- Cirurgia pélvica (cisto ovario/ miomectomia)
4- cesaria

5- apendicectomia

6- colecistectomiaias

2.Secundaria

0.Nao
0.Nao
0.Nao
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15. Fluxo menstrual: duracéo (dias) |__| 0= até 5 dias,1=6 a 9 dias, 2=210
intervalo (dias) Lo

0= até 35, 1= 36-59, 2= 60-89, 3= 90 ou mais

intensidade do fluxo (n® absorventes/ciclo)

0=<15|_| 1=2151]_|

16. Dismenorréia 1. Presente] | 2. Ausente|__|
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7.3. Anexo 3: Resultados da Histeroscopia

RESULTADOS DA HISTEROSCOPIA

1- Aspectos do canal cervical
1.1 Normal () 1.2 Estenosado () 1.3 Polipo( )

2- Aspectos da cavidade uterina

Quanto a forma da cavidade e alteragdes encontradas:
2.1 Arqueada 2.2 Utero bicorno

2.3 Septada completa 2.4 Septada incompleta

S St

()

()
2.5 Normal () 2.6 Aumentada (ampla) }
2.7 lrreguiar () 2.8 Cavidade reduzida )
2.9. Mioma submucoso () 2.10 Pdlipo )
2.11 Sinéquia ( )

1- Aspectos do endométrio:

3.0 Nao visualizado adequadamente para classificagao
3.1 Atrofico/ Hipotréfico ( 3.2 Hipertréfico
3.3 Proliferativo { 3.4 Secretor
3.5 Endometrite { 3.6 Descamativo
(
(

— T p——
R

3.7 Hipertréfico e polipbide 3.8 Hiperirofia focal cistica
3.9 hipotréfico e descamativo

4- Orificios tubarios
4.1 Normais ()
4.2. Nao visualizado(s) ( )

5- Biopsia endometrial
5.0 Nao realizada

5.1 Hipotrofico /atréfico 5.2Hiperplasia ()
5.4. Proliferativo 5.5 Secretor ( )
5.6 Endometrite 5.7 Material insuficiente ()

— p— — p— p—
i S e et e

5.8 Leiomioma submucoso
5.12 Pélipo funcional do endométrio ( )
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6- Anestesia com bloqueio para-cervical
0 Nao( ) 1.8im ()
2. Anestesia geral (laparoscopia junto com histeroscopia) ()

7- Dificuldades ou complicagdes na histeroscopia

7.0 Nao houve ()
7.1 Dor importante () 7.2 Perfuracdo uterina ()
7.3 Sangramento { ) 7.4 Dificuldade técnica ( )

7.5 Dor importante e dificuldade técnica ( )
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