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nfertility is “a disease of the reproductive system

defined by the failure to achieve a clinical
pregnancy after 12 months after marrieg. According to
World Health Organization estimate the overall prevalence of
primary infertility in India is between 3.9 to 16.8%. While
female factor accounts for 40-50% of cases, male factor is on
the rise, with 30-40%. Some of the lifestyle factors leading to
infertility are increasing marital age, rising alcohol and
tobacco consumption and obesity. Clinical factors are
increasing prevalence of medical conditions such as PCOS,
endometrial tuberculosis and STls (states Inito study).

The treatment options for infertility will depend on the cause
of your infertility. Lifestyle changes, medication, surgery, or
other approaches may be recommended. Recent trends in
infertility care has improved vastly and rapidly. Thanks to
technology, there are lots of new ways to help people with all
kinds of fertility issues. The options that are best for you
depend on your personal situation and what's causing your
infertility. Sometimes only one person needs treatment, other
times both partners will use a combination of treatments
together. Fertility treatments often include medications that
help with hormones and ovulation, sometimes combined with
minor surgical procedures.

We at Guru hospitals, Madurai have always been the front
runner in providing quality infertility care at its highest level,
We introduced the first infertility care center for south Tamil
Nadu headed by Dr. B. Kalpana one of our proprietors and the
only qualified infertility export in the region at that time. We
are proud to say that we have inspired many organizations
and healthcare providers to take infertility care seriously. We
also have inspired many budding Doctors and fellow
practitioners to take up infertility care as their full time
profession. Being a front runner always gives us an
advantage, We have state of the art modular operation
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theater (OT) to preform all procedures inducing critical care
procedures with easy along with all the advanced and up to
date biomedical instruments for infertility care which is in par
with international standards

Till date we at Guru hospitals, Madurai have performed more
than 1,00,000 IUI procedures , 70,000 IVFs and 5000
surrogacies. We have the sectors leading success
percentage in any form of infertility care that being 64%. We
at Guru hospitals, Madurai can proudly say that we have the
complete infertility care and solution under one roof, from
consultation and counseling for young couple along with
early diagnosis and apt solutions to end stage guidance and
consulting for alternative solutions such as adoption.

We don't put a stop with our patients post treatment, We
always encourage them to come visit us anytime. We also
organizing special events for all the child and parents every
year to come enjoy and have a community to share, guide
and help one and other in parenthood along with proper
guidance and advice from qualified professionals.

We at Guru Hospitals always strive to create that
happiness and love for every family that walks into our

hospital.
Bl

Dr. B. Kalpaba m.p. (06). ENB.Rep. Med),
Gynecology & Infertility Specialist
Managing Director - Guru Hospital
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YAJ hat is Infertility ? ¢ Entorerioss
It is often defined as inability to conceive » Cancerand its

after 12 months of regular sexual intercourse treatment

without the use of birth control. Nearly 10-15% of

populationisinfertile. Risk factors

« Age : Female >35

Fertility causes can affect one or both « Hohacco® dicaholuse
partners + Being Obesity

¢ [n about one-third of cases, there is an issue with
the male and in about one-third of cases, there is an DIAGNOSIS
issue with the female.

» In the remaining cases, there are issues with both
the male and female, or no cause can be identified.

Tests for men :-
+ Semen analysis

Special Tests (Not needed for everyone):
» Hormone testing
« Genetic testing

When to evaluate a couple
» Patienthave not became pregnant 1 year of regular
sexwithout any birth control.
« Patient older than age 35 and not conceived after 6
months of regular sex withoutany birth control.
» Patients with known abnormalities.

Tests for women :-
You may have a general physical exam, including a
regular gynecological exam. Specific fertility tests may

Causes of male infertility include: |
o Abnormalityin sperm production or function ) Hyst?rosalplngogra;)lhy
» QOverexposure to certain environmental factors « Ovarian reserve testing

» Damage related to cancer andits treatment » Other hormone testing

» Hormonal Disfunction » Imaging tests

s Infection

e Trauma Special Tests (Not needed for everyone) :

» Hysteroscopy- Can Correct
Congenital Uterine malformation

Polyp
Submucous Fibroid

Causes of female infertility
o QOvulationdisorders
e Uterine or cervical abnormalities

+ Fallopiantube damage or blockage Cormeal BlockoEhibe

o ohi oS

Endometrial Biopsy for Cancer Patients
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« Laparoscopy Can Correct

Fibroid

Chocolate Cyst

PCOD

Ovarian Cyst

Recanalization of tube after family planning
Tubal disease

Congenital Uterine malformation

Non e whN

Treatments

Intrauterine insemination (IUl). During IUI,
healthy sperm are placed directly in the uterus around the
time the woman's ovary releases one or more eggs to be
fertilized. Depending on the reasons for infertility, the
timing of IUl can be coordinated with your normal cycle or
with fertility medications.

Indications
« Mild malefactor
« Minimal Endometriosis
« Cervicalfactor
- PCOD
» Unexplained Infertility

Assisted reproductive technology

In vitro fertilization (IVF) this is the most common
ART technique. IVF involves stimulating and retrieving
multiple mature eggs from a woman, fertilizing them with a
man's sperm in a dish in a lab, and implanting the embryos
inthe uterus three tofive days after fertilization.

IVF Needed for:
« Severe Male factor
« Azoospermia
« Severe Endometriosis
« B/Ltubaldisease
» Advanced age
« 4Cycles offailed Ul

Other techniques are sometimes used in an IVF cycle,
suchas
» Intracytoplasmic sperminjection (ICSl): Asingle
healthy spermis injected directly into a mature egg.
ICSlis often used when there is poor semen quality
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or quantity, or if fertilization attempts during prior
IVF cycles failed

> .Assisted hatching : This technique assists the
implantation of the embryo into the lining of the
uterus by opening the outer covering of the
embryo (hatching).

> Donor eggs or sperm : Most ART is done using the
woman's own eggs and her partner's sperm.
However, if there are severe problems with either
the eggs or sperm, you may choose to use eggs,
sperm or embryos from a known or anonymous
donor,

» PGD : Helps to select genetically normal embryos
useful for patients with previous malformed baby,
repeated abortion, repeated IVFfailure.

> Endometrial Receptivity Assay - Useful to
improve the success rate in repeated IVF failures.

Why Guru Hospital :

*» Guru Multispecialty Hospital, Madurai is a
complete Infertility center with high-tech
technologies.

e |t is one of the leading infertility & women care
centers in Tamil Nadu - with an exclusive assurance
to provide world-class infertility care to one and all
inneed.

e It is maintained by the most sophisticated
technology to craft infertility a controllable health
situation.

¢ The mission of this hospital is to facilitate infertility
patients to give birth to their own babies. This was
established with the sole objective of making
infertility treatment available, accessible and
affordable to the common people.

» We are offering treatment for all types of infertility
problems for both men and women and our
doctors are well qualified and efficient in treating
onit.

» Apart from being the leading infertility center in
Tamil Nadu, Guru Specialty Hospital will also focus

ontraining centre in infertility.
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Dr. Kalpana with 15 ISCI babies born on
a single day at Guru Hospital

IVF Babies Reunion 2016 held on
07.02.2016 at Guru Hospital Anish
Fertility and Women Centre, Madurai.
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Dr. B. Kalpana with Triplet and Twin
ICSI Babies born in Guru Hospital,
Madurai
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Dr. Kalpana with 9 ISCI babies born on a
single day at Guru Hospital

IVF Babies Reunion 2019 for Pongal
Celebration at Guru Hospital, Madurai.
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Adenomyosis is a benign gynaecologic
tumor and is classified into diffuse or focal
adenomyosis, depending on the extent and
location of the disease as well as the histological
classification. The surgical treatment of
adenomyosis remains a subject of discussion. Since 1990,
in place of the classical V-shaped resection method, various
forms of surgical management have been attempted,
including a uterine muscle flap method that emphasizes
fertility preservation, an asymmetric dissection method,
and various modified reduction methods. Laparoscopic
adenomyomectomy has also been attempted as an
alternative to laparotomy for surgically managing the focal
type of adenomyosis . Here we are presenting two cases of
laparoscopic adenomyomectomy performed atour centre.

Casereports

Case-1

A 22 year old nulligravida female, without
comorbidities or past pelvic surgery, presented to the OPD
at Guru hospital, Madurai with incapacitating
dysmenorrhea and menorrhagia for about a year. Pelvic
magnetic resonance imaging (MRI) showed an overall
increase in uterine volume (229 cm?3) with diffuse thickening
of the junctional zone in the anterior wall, measuring up to
53 mm. These findings were compatible with adenomyaosis.
The initial clinical treatment included combined oral
contraceptive and non steroidal anti-inflammatory drugs.
Then she was advised to use dienogest 2 mg for 3 month
without improvement on the pelvic pain. After a year of
clinical following, the patient came to our hospital.
Considering the patient's age and the clinical treatment
failure, it was proposed a conservative laparoscopic
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ADENOMYOMECTOMY

: A CASE SERIES

surgery. The procedure was performed under general
anesthesia in the Trendelenburg position. The surgeon
used the central and the left-sided lateral port to perform
most of the surgical procedures. At first, vasopressin was
injected into the uterine wall . Using an ultrasonic scissor, a
horizontal incision was made in the uterine fundus
respecting the limits of the fallopian tubes. The incision
continued along the coronal direction, however, the uterine
cavity was never reached. A second incision was done,
making a wide wedge-shaped resection of the anterior
uterine wall and fundus. The incision was further continued
along the anterior wall of the uterus. Afterward, the
affected tissues were clamped with a forceps, identified
and removed from the surrounding myometrium. If the
myometrium appeared normal, it was spared as much as
possible. The procedure was performed with caution to
avoid damaging the endometrium. The myorrhaphy was
performed with interrupted sutures in two layers with
polyglactin. The conservative procedure was concluded in
95 minutes. Patient was dischargerd from hospital on post
operative day-5. Histopathology analysis showed presence
of endometrial tissue in the myometrium, confirming
adenomyosis. After surgical treatment, she related
improvement in pain on the Visual Analog Scale (VAS). Her
evaluation of the pre and post-operative pain received 10
and 02 points, respectively, after 1 year of follow-up. New
pelvic MRI, 11 months after surgery, showed total uterine
volume of 172 cm3, endometrium measuring 8 mm and
junctional zone measuring 1.4 mm. Since the procedure,
the patient has used continuous combined oral
contraceptive pills and has returned to her work activities,

which she was unable to perform before surgery.



Case-2

A 31 year old nulliparous woman with severe
uterine adenomyosis, which replaced nearly the half of
uterine myometrium, visited our hospital due to severe
dysmenorrhea, menorrhagia, and a desire to have a baby.
Laparoscopic adenomyomectomy was performed as
described in the previous case and similarly patient was
discharged on POD-5 and was relieved of her
dysmenorrheic symptoms. The patient tried in vitro
fertilization one year latter. She conceived a singleton
intrauterine pregnancy. The antenatal period was
uneventful. Patient underwent caesarean section at 37
week 5 day of gestation. Both mother and baby are doing
well,

Discussion
SURGICALTREATMENT FORADENOMYOSIS

LAPAROTOMY: PARTIAL REDUCTION SURGERIES
1. Wedge Resection of the Uterine Wall
2. Modified Reduction Surgery
3. Transverse H Incision of the Uterine Wall
4, Wedge-shaped Uterine Wall Removal

LAPAROTOMY: COMPLETE ADENOMYOSIS EXCISION
1. Triple-flap Method
2. Asymmetric Dissection Method

LAPAROSCOPICADENOMYOMECTOMY

With the laparoscopic approach, the surgical
methods are limited due to the surgery allowing only
limited directions of movement and limited
instrumentation use; further, palpation is impossible. For
nodular types of adenomyosis, laparoscopic surgery is
possible using a surgical approach that is similar to that
used for uterine fibroids. However, diffuse-type lesions
require extensive resection and complicated suturing,
necessitating difficult operations involving advanced
techniques. The laparoscopic surgical method includes a
longitudinal or transverse incision of the uterine wall along
the adenomyoma. This is followed by resection of the
adenomatosis using a monopolar needle (30) or a laser
knife. Then suturing of the endometrial cavity, if perforated,
and suturing of the uterine wall are performed (which may
be accomplished in the seromuscular layer, in two or more
layers (38) or using the double-flap method. Namely, the
first flap in one side wall of the uterus (including the serosa
and the myometrium) was brought into the second flap in
another side of the uterine wall (including the
endometrium and the myometrium) such that the
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other side wall of the uterus (including the endometrium
and the myometrium) was covered. Finally, removal of the
adenomyotic mass may be accomplished using an
endobag. However, there is a concern that a morcellator
may disperse fragments of undetected malignant tumors
throughout the abdominal cavity and upstage otherwise
contained cancer, and its use has been discouraged by the
Food and Drug Administrationsince 2014.

POSTOPERATIVE PREGNANCY OUTCOMES

Post-adenomyomectomy improvements in
dysmenorrhea and hypermenorrhea vary but are
recognized. The postoperative pregnancy rate also varies
between 17.5% and 72.7%. However, artificial reproductive
technology largely contributes to the relatively high
pregnancy rate. In a review report a total, 2,365 uterine
adenomyomectomies have been reported from 18 facilities
worldwide. Of these, 2,123 procedures have been
performed at 13 facilities in Japan, constituting 89.8% of the
global total. Among these, 449 pregnancies have been
confirmed and 363 (80.8%) resulted in deliveries including 2
cases of stillbirths, There were 13 (3.6%) cases of uterine
ruptures. An additional 11 cases of uterine rupture have
beenreported.

Conclusion

Focal adenomyosis lesion can be treated
laparoscopically. However, diffuse adenomyosis must be
treated by laparotomy or preferably by laparoscopically-
assisted laparotomy. Experts at Guru Hospitals, Madurai,
are well verged and well experienced in laparoscopic
adenomyomectomy as well as its laparotomy counterpart.
After careful patient selection, a lot of patients with
adenomyosis have been successfully treated with
laparoscopicadenomyomectomy atour centre.
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Preimplantation genetic diagnosis (PGD) is
the prevention of the birth of affected children in
couples at genetic risk by sampling and genetic
testing of nuclear material obtained from

blastomeres or polar body biopsy of the embryo thus
enabling selection and transfer of only normal embryos to
achieve a normal pregnancy and birth of a healthy baby. In
this way, couples do not have to experience the agony of

aborting affected foetuses.

Casereports

Case-1

A 33 year old woman with complaints of secondary
infertility for 4 years and H/O 3 first trimester spontaneous
abortions attended OPD at Guru Hospital, Madurai. The
couple were diagnosed to have carrying cystic fibrosis
mutations. The patient had the [148 mutation in CF. The
patient was married for 4 years. Her husband was 36 year
old and had Delta F508 mutation in CF. The patient
underwent IVF/ICSI and seven embryos were obtained. We
were able to obtain six embryos. All were biopsied using a
laser guided technique for opening of zona pellucida, and
the blastomeres were genetically assessed. For two of the
six embryos there were no mutations found and hence the

above two were transferred to the patients uterus.
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FOR RECURRENT PREGNANCY LOSS

The patient conceived with a singleton pregnancy and
nuchal translucency as well as the dual and quadruple
markers were within normal ranges. The second trimester
anomaly scan was also normal. In May 2018, the patient
underwent cesarean section and gave birth to a male baby
weighing 3,320g and with an Apgar score of 8/10 without
intercurrences.,

Case-2

The couple comprised by a 33 year old woman and
a 32 year old man attended OPD at Guru hospital with
previous history of five abortions. On investigating the
cause of RPL was found to be Robertsonian translocation.
PGD by means of FISH analysis was performed after IVF on
blastomeres obtained from day-3 embryos at about the
8-cell stage. The embryos were cultured. When the single
interphase nucleus of a blastomere was observed, the
blastomeres were biopsied.

The biopsied blastomeres were washed with
phosphate-buffered saline (PBS) and exposed to hypotonic
solution (0.075 mol/I KCl), and were then fixed and attached
on glass slides. The fixed blastomeres were subjected to
FISH analysis. The strategy consisted of using two
subtelomeric probes for both translocation-related
chromosomes and one centromeric probe for either
translocation-related chromosome. The probes were
obtained from Vysis (USA), Cytocell (UK) and GSP laboratory

(Japan), and labeled in different colors.



The nuclei and probe mixture were combined on the glass
slides and denatured by heating to 72°C. The slides were
then incubated in a chamber overnight at 37°C to allow for
hybridization. The slides were analyzed using a
fluorescence microscope (1X71, Olympus, Japan).
Blastomeres showing two signals for each probe were
classified as normal or balanced, while any other
combination was classified as unbalanced.

Two embryos with narmal FISH signals were selected and
transferred into the uterine cavity on day 5 after the IVF. The
lady conceived and delivered a healthy female baby by LSCS
in November 2018.

Discussion

Despite its relatively common occurrence,
spontaneous pregnancy loss remains an exceptionally
traumatic event for many couples. Particularly in cases of
recurrent pregnancy loss, common symptoms include a
sense of desperation, vulnerability and powerlessness;
these symptoms can be further exacerbated by
unnecessary tests and investigations that fail to enhance
their reproductive outcomes. In this way, it is imperative
that clinical and diagnostic tests focus on optimizing three
main outcomes: maximizing the chances of live birth,
minimizing the risk of further miscarriage and optimizing
the time required to achieve pregnancy.

Clinical utility of ART with PGD among parental
carriers of structural chromosomal rearrangement,
ushering in a new generation of genetic diagnostics and
therapeutics for infertility patients with genetic
abnormalities such as Robertsonian translocations or
reciprocal translocations has been described. As these
couples are at increased risk of recurrent loss owing to the
production of chromosomally unbalanced gametes, it
seems logical that screening of embryos through IVF-PGD
would improve live birth rates and reproductive outcomes.
No RCT, however, have been conducted to directly validate
the benefits of such technology, and most studies in this
domain have been limited by their retrospective nature.
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Various systematic review demonstrates that similar LBR,
time to subsequent conception and miscarriage rates are
observed through natural conception and IVF-PGD in
couples experiencing recurrent miscarriage and carrying a
structural chromosome rearrangement.

Well-controlled randomized controlled trials are still
needed to directly compare reproductive outcomes after
PGD compared with natural conception in this subgroup of
patients. At present, patients should be informed of the risk
and significantly higher cost associated with IVF-PGD, as
well as the lack of available evidence regarding its benefits.
As with all cases of RPL, couples with a known carrier of a
structural chromosome rearrangement should first be
thoroughly evaluated for all possible causes of PRL and
treated accordingly. These couples should also be fully
informed of all possible treatment options and reassured
that they have a good prognosis for successful pregnancy.
Ultimately, a judicious approach to invasive and costly
treatment is advisable, as most of the available systematic
review demonstrates insufficient data are available to
recommend IVF-PGD over natural conception in couples
with structural chromosomal rearrangement experiencing
RPL.

Conclusion:

A pregnancy rate of 20% per cycle is achieved by
most centres. The great advantage that PGD possesses
over other prenataldiagnostic techniques is that
termination of pregnancy is avoided, offering the
opportunity to high-risk couples to overcome the
worrisome burden of a possible abortion and also enabling
its use in societies where abortion is prohibited and other
prenatal diagnostic methods cannot be employed. PGD in
recurrent pregnancy loss is still in investigative phase and
its judicial use can be considered when other methods fail.
Consultants at Guru Hospital have decades of experiencein
performing IVFand associate procedures like PGD.
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