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Laparoscopy treatment of adnexal sterility 
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Summary 

A total of I 13 patients who were examined and treated for matrimonial infertility underwent surgical laparoscopy at the Sterility 
and Infertility Department, Clinic of Gynecology and Obstetrics, Clinical Center of Nis. Age distribution in the group of patients 
who were subjected to surgical laparoscopy after diagnosis was 31.39土6.1 years, out of whom 74.3% were treated for primary 
sterility. Out of corrective interventions in laparoscopy, the following procedures were performed: adnexiolysis, salpingo-ovarioly
sis, fimbrioplasty, terminal salpingoneostomy, cyst puncture and ovarian incision. During any surgical laparoscopy, ovarian biopsy 
was performed for evaluation of ovarian potency and verification of probable histopathological findings. The most commonly used 
technique was salpingo-ovariolysis - in 22.88% of cases, followed by fimbrioplasty - 18.81 %. A total of 42 pregnancies were veri
fied: 36 intrauterine (29 completed at full term) and 6 extrauterine pregnancies. Average conception rate in our patients was 37.17%, 
while rate of parturition was 25.66%. The rate of pregnancy in different corrective laparoscopic procedures ranged from 18.18%-
61.54%, The rate of intrauterine pregnancy was the highest after bilateral fimbrioplasty (47.83%), and the lowest after bilateral 
neosalpingostomy - 9.09%. The rate of delivery after adhesioly心is was 30.8%, after salpingo-ovariolysis - 28.8%, after fimbrioplasty 
- 18.3%, and after neostomy - 12.5% of the time.
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Introduction 

Infertile marriage is a problem, not only for health ser
vices but also for all other social institutions. The physi
cian's assignment and responsibility to cure matrimonial 
infertility is huge. One should recognize and analyze pre
cisely and timely the functional, morphological and psy
chological problems of the spouses. Even secondary 
sterility may become the patient's chronic reality. The 
physician must advise the patient honestly and clearly on 
the possibilities of treatment and options for success. 

Up to the mid 1960s, laparoscopic diagnostics and 
therapy of female infertility were theoretical rather than 
practical procedures. Owing to the enormous technical 
progress of equipment and instrument production, all 
gynecological operations that are generally performed by 
classical techniques have been carried out by laparoscopy. 
Almost inconceivable futuristic ideas have become true 
in practice. 

Laparoscopic and reconstructive surgery of infertility 
includes operations for the restoration of normal 
anatomic proportions of internal genital organs [1-3]. The 
usage of laparoscopy evades exposure of the anterior 
abdominal wall, minimizing tissue trauma, bleeding and 
subsequent adhesion formation. The presence of per
itubal adhesions is one of the major causes of sterility due 
to occlusion of oviducts and their reduced motility, what 
disables the regular passage of the fertilized egg cell. 

Laparoscopic interventions for adnexal infertility are 
among the first operations where endoscopic surgery has 
ever been used [ 4]. 
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Patients and Methods 

The study included I I 3 patients, who were examined and 
treated for matrimonial infertility at the Sterility and Infertility 
Department of the Clinic of Gynecology and Obstetrics, Clini
cal Center of Nis, who had undergone surgical laparoscopy. The 
age distribution of patients in the group who, after a diagnostic 
workup underwent surgical laparoscopy, was 31.39 士 6.1 years 
The majority of patients were between 25 and 35 years. Out of 
them, 74.3% were treated for primary sterility and they were 
significantly younger (p < 0.00 I) than patients with secondary 
sterility. 

Mean time of matrimonial infertility in this group was 4.11士
2.99. Primary sterility was significantly shorter 

The selection of patients and indication for laparoscopy were 
based on the very nature of the disease and on thorough clini
cal examination. The patients were prepared as would be usual 
for any programed laparotomy. Acute inflammatory process 
was ruled out by regular findings of vaginal and cervical 
smears, negative cervical culture for chlamydia trachomatis and 
mycoplasma, as well as normal results of white cell count and 
sedimentation rate. Laparoscopy was performed in all patients 
during the mid-menstrual cycle in order to test ovarian function 
during such process. 

Out of the co订ective procedures within surgical laparoscopy, 
the following interventions were carried out: adnexiolysis, salp
ingo-ovariolysis, fimbrioplasty, terminal salpingoneostomy, 
cyst puncture and ovarian incision. During surgical laparoscopy, 
ovarian biopsy was performed for evaluation of ovarian potency 
and verification of probable histopathological findings. 

The solution of broad-spectrum antibiotics, calcihept and cor
ticosteroids (even a dose of 2 g of hydrocortisone was adminis
tered) was injected through the sheath of the primary trocar to 
prevent of exacerbation of possible intracapsular foci, post-trau
matic inflammatory reaction and consecutive formation of post
operative adhesions. Parenteral ant伽otics and corticosteroids 
were administered for three to four days. On postoperative day 
3, oviductal hydrotubation was performed by solution of antib卜
otics, corticosteroids and calcihept in a volume of 10-20 ml 








