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Main Causes of Tubal Factor Infertility  

Tubal obstruction or occlusion  
Proximal, distal, unilateral or bilateral,  

Endosalpingeal destruction 

Periadnexal adhesions 

Pelvic inflammatory disease 

Endometriosis 

Ectopic pregnancy 

Abdomino-pelvic surgery,  

Use of intrauterine devices, 

Induced surgical abortion   

 





HSG  


Should be initial screening test  


If HSG suggests patent tubes, tubal blockage is highly 
unlikely  


HSG is limited by false positive diagnoses of proximal tubal 
blockage.  


Sensitivity 84%  


Specificity74.5%  





Patients with hydrosalpinges visible on 
ultrasound may be more significantly affected 
!!!!! 



Laparoscopy/Diagnosis 
Laparoscopic chromopertubation remains the gold 
standard in evaluating the tubal sterility 
 Expensive 
 İnvasive 
 Requires anesthesia  

 
 



• Routine laparoscopy should not be performed in 

the evaluation of the infertile female but may be 

warranted when there is a strong suspicion of 

advanced stage endometriosis, tubal occlusive 

disease, or peritoneal factors.  
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Results 

In case of suspected tubal infertility women who 
are not known to have comorbidities (PID, history of 
ectopic pregnancy or endometriosis) should be offered 
hysterosalpingography as initial screening test; 
alternatively hysterosalpingography should be replaced 
with hysterosalpingo-contrast-ultrasonography if available 
and in case of associated comorbidities the patient should 
be subjected to laparoscopic chromopertubation [10]. 

Hysterosalpingography is the fluoroscopic 
visualization of the uterine cavity and fallopian tubes by 
injection of a radio-opaque contrast media and is credited 
with 84% sensitivity and 74.5% specificity [11]. Tubal 
spasm is the culprit for lower accuracy of this diagnostic 
imaging technique but with the use of intravenous 
scopalamin and rotation of the patient it has been reduced 
to a minimum [12]. HSG has two contraindications: PID 
and pregnancy (always perform the procedure during 
days 7-12 of the cycle), and a history of allergic conditions 
requires premedication with methylprednisolone 32mg for 
12h and 2h in advance [13]. Moreover HSG with an oil-
based contrast media has been proven to have a 
somewhat therapeutic role through flushing of tubal debris 
[14]. 

Sonohysterography and hysterosalpingo-
contrast sonography are credited with 84.6% sensitivity 
and 99.7% specificity in detecting hydrosalpinx [15]. 
Hysterosalpingo-contrast sonography evolved from using 
a negative contrast which is saline water to a positive 
contrast agent that is microbubble agent and from 2D to 
3D and even 4D imaging [16]. HyCoSy is advantageous 
as patients exhibit a better pain tolerance, avoidance of 
iodinated contrast medium and preventing the use of 
ionizing radiation [17]. 

Unfortunately laparoscopic chromopertubation 
remains the gold standard in evaluating the tubal sterility 
(Fig. 1) [18]. Through the injection of diluted indigo 
carmine into the uterine cavity with simultaneous 
laparoscopy in order to visualize the tubal fill and spill into 
the abdomen (Fig. 2) [19]. The disadvantages of this 
procedure are: expensive, invasive and requires 
anesthesia (Fig. 3) [20]. 
 

 
 
 
 

 
 
 
 
 

 
 
 
 
 

Discussions 

For proximal tubal disease other macroscopic 
anastomosis surgeries have been abandoned in favor of 
selective salingography and transcervical tubal 
cannulation. Although observational studies have credited 
this procedure with up to 85% success, there are still no 
RCTs compared with no active treatment, and the rate of 
ectopic pregnancy was of 9% and the risk of tubal 
perforation of 2% [21]. 

In cases with distal tubal disease is offered the 
option of a neosalpingostomy which can be technically 
upgraded till the level of laparoscopy with CO2 or yttrium 
aluminum garnet laser used for performing a cruciate 
incision at the distal end of the tube [22]. 

There are still some unclear aspects concerning 
the association between hydrosalpinx and tubal sterility 
but the introduction of salpingectomy prior to IVF 
procedures has improved overall outcome of IVF 
procedures and thus proved 2.4 fold increase in the 
delivery rate [23]. 

Any diagnostic laparoscopy should be 
immediately followed in the same session by the lysis of 
adhesions and that this simple procedure is followed by a 
60% conception rate in the following 6 to 12 months [24]. 

A distinct group of patients with tubal infertility is 
that requiring sterilization reversal through tubal 
reanastomosis. It has been proven that the outcome of 
such a procedure is foreseen by the initial sterilization 
method used thus laparoscopically sterilized patients had 

Fig. 1 Normal laparoscopic aspect of the female 
reproductive organs 

Fig. 2 Tubal patency test with blue dye 

Fig. 3 Laparoscopic view of bilateral hidrosalpinx
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Laparoscopy/Diagnosis 





PERITUBAL ADHESIOLYSIS  

Peritubal adhesion limits tubal mobility, 
Peritubal adhesion Create a physical barrier 
for ovum pick-up and gametes transport 
within the fallopian tube. 
Periovarian adhesion may inhibit ovulation.  



• The overall intrauterine pregnancy rates 
following adhesiolysis vary from 21 to 62%.  

• The therapeutic outcome of adhesiolysis will 
be affected by the extent of adhesion and the 
type of adhesion (filmy or dense), the 
presence of inflammation and the degree of 
tubal disease.  

 

PERITUBAL ADHESIOLYSIS  



PROCEDURES FOR PROXIMAL TUBAL  
BLOCKAGE  

• Proximal tubal blockage accounts for 10%–
25% of tubal disease  

– Plugs of mucus and amorphous debris, 

– Spasm of the uterotubal ostium,  

– True anatomic blockage from fibrosis  

• Salpingitis isthmica nodosa (SIN),  

• PID,  

• Endometriosis.  

 

The Practice Committee of the American Society for Reproductive Medicine 



The initial dose in the first treatment cycle was 1.5 ampoules or 112.5 IU, 
starting on day 5 of the menstrual cycle. 



Unilateral PTO/ IUI 



• A meta-analysis of studies treating patients with 
bilateral proximal tubal occlusion showed that 
the obstruction is relieved in approximately 85% 
of the tubes with tubal cannulation and that 
approximately half of the patients conceive  

• Approximately one-third of the opened tubes 
subsequently reocclude  

• The incidence of tubal perforation during tubal 
cannulation has been reported to be 3%–11%, 
without any clinical consequences  

 

PROCEDURES FOR PROXIMAL TUBAL  
BLOCKAGE  

The Practice Committee of the American Society for Reproductive Medicine 



Tubal cannulation  



In the setting of failed tubal cannulation, microsurgery 

may be considered if IVF is not an option. 

PROCEDURES FOR PROXIMAL TUBAL  
BLOCKAGE  
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SURGERY FOR DISTAL TUBAL DISEASE 
GOOD PROGNOSIS  

A good prognosis is associated with patients who have no more than 
limited filmy adnexal adhesions, mildly dilated tubes (<3 cm) with thin 
and pliable walls, and a lush endosalpinx with preservation of the 
mucosal folds  



SURGERY FOR DISTAL TUBAL DISEASE 
GOOD PROGNOSIS  

• Tuboplasty is not appropriate for women with 
severe disease or with both proximal and 
distal occlusion.  

• Patients with poor prognosis hydrosalpinges 
are better served by salpingectomy followed 
by IVF.  
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Surgeries for Hydrosalpinx 

1. Salpingectomy 

2. Salpingostomy 

3. Tubal Ligation & Clips 

4. Essure protocol 

5. Ethanol Inj. (Sclerotherapy) 

 

L/T or L/S 

 

Hysteroscopy 

TV/USG 



Xu. Management of hydrosalpinx before IVF. Fertil Steril 2017. 





Conservative Surgery vs Slpx 



Conservative Surgery vs Slpx 
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Abstract 
Background: More than 70 million couples suffer from infertility worldwide. The 

aim of this study was to evaluate the fertility outcomes after laparoscopic fimbrio-

plasty and neosalpingostomy in female infertility. 

Methods: Laparoscopic!distal tuboplasty was carried out for 402 cases at the Gyne-

cological Endoscopic Surgery and Human Reproductive Teaching Hospital in Ya-

oundé-Cameroon in Central Africa from December 2002 to December 2007. Laparo-

scopic fimbrioplasty and neosalpingostomy were done using bipolar electrocoagula-

tion and conventional endoscopic instruments. Log-rank test was used to compare 

cumulative rate curves of intrauterine pregnancy with respect to the tubal stages. 

P<0.05 was considered statistically significant.  

Results: The mean age of the patients was 31.6±5.45 years. Secondary infertility 

was the most frequent type of infertility (70.14%). The laparoscopic tubal surgery 

done consisted of fimbrioplasty in 185(46%) cases and neosalpingostomy in 217 

(54%) cases. Of 260 women followed up after tuboplasty, there were overall 74 

(28.48%) pregnancies; 68(26.1%) intrauterine pregnancies and 6(2.3%) ectopic preg-

nancies. Pregnancy rates were significantly associated to the tubal stage (63% in 

stage 1, 15% in stage 3 and 00% in stage 4; p<0.001) and the adnexal adhesion 

scores (73.91% in the absence of adnexal adhesions and 8.8% in the case of a severe 

adnexal adhesion score). Of the 68 intrauterine pregnancies, there were 60(88%) live 

births and 8(12%) spontaneous abortions.  
Conclusion: It is believed that laparoscopic fimbrioplasty and neosalpingostomy 

should be the preferred choice when faced with tubal distal occlusion in a context of 

female infertility. This implies that training in endoscopic surgery should be regard-

ed as an important issue in developing countries.!
 

Keywords: Adnexal adhesion, Fimbrioplasty, Infertility, Laparoscopy, Neosalpingostomy, 

Tubal stage. 
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Introduction 

he clinical definition of infertility used by 

the World Health Organization (WHO) is "a 

disease of the reproductive system defined  
 

 

 

 

by the failure to achieve a clinical pregnancy after 

12 months or more of regular unprotected sexual 

intercourse" (1). One of the most important and 
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SURGERY FOR STERILIZATION REVERSAL  

• When considering tubal anastomosis, the woman's age 
is the most important prognostic factor  

• 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.  

• Tubal anastomosis should not be considered 
– when the final tubal length is <4 cm,  

– there are significant tubo-ovarian adhesions 

– stage 3–4 endometriosis 

– there is more than a mild male factor.  
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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)  



Making an opening on the two tubal ends.  

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



Tubal Anastomosis  



Tubal Reversal: Outcomes 

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) 

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

There is no difference between L/S vs L/T regarding overall PRs, 

Intrauterine & ectopic PRs. 




















