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ABSTRACT

@Ol

Objectives. Infertility is a topic of great interest around the world because it
affects many couples at young ages. It can be caused by genetic background,
associated with pathologies and/or external factors. The purpose of our study
was to identify the causes of infertility of women presented in our clinic with
this pathology. Materials and Methods. This retrospective study was performed
on women with primary or secondary infertility. The analyzed data were age,
weight, hereditary and personal pathological history, medication, menstrual
cycle characteristics, standard blood tests, ultrasound, hysterosalpingography
and hysteroscopy. Results. The study included 204 women with average age 35
years. The main diagnosis was primary infertility in 68.63% and secondary
infertility in 31.37% cases. One of the most common diagnosed findings in
ultrasound were uterine fibroids with an incidence of 6.86%, the incidence
being higher among women with primary infertility than in women with
secondary infertility. Regarding endometrial polyps, 96.15% of cases were
observed ultrasonographical and the incidence of endometrial polyps was
higher among women with primary infertility than in women with secondary
infertility. Conclusions. This study identified that infertility is a multifactorial
pathology, which requires multidisciplinary addressability. Gynecological
pathology (such as tubal pathologies, uterine malformations, uterine fibroids,
endometriosis, endometrial polyps, etc.) was very common among these
patients, finding and treating the condition being the main objective of the study.
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Introduction

Reproduction implies a multitude of biological
processes from organ formation and development to
neurological and endocrine regulation, hormone
production, meiosis and mitosis [1]. Infertility is known as
a major human reproductive disease and affects one in
seven couples worldwide [2].

In recent decades genetics has progressed significantly
bringing many benefits in the field of reproductive
endocrinology and infertility studies. In this context pre-
implantation genetic testing was considered one of the
most important topics [3]; this method evaluates genetic

status of the embryos prior to transfer for in vitro
fertilization. Technological advances such as next-
generation sequencing have increased efficiency and
accuracy [4].

Infertility was defined as the inability to achieve
pregnancy after 6 or 12 months of unprotected sexual
contact, depending on the age group. A complete and
correctly performed medical anamnesis plays an important
role, as well as a clinical examination [5]. The causes of
infertility in women have been defined as uterine, tubal,
ovarian, hormonal pathology, but external factors such as
alcohol or illicit substances, smoking, diet, weight or
psycho-emotional factors should not be neglected [6].
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The multifactorial cause of infertility

A review (2023) of the literature by the International
Federation of Gynecologists and Obstetricians (FIGO) has
supported that weight loss in obese patients has a beneficial
effect on fertility [7]. Another study published (January
2023) showed that women with polycystic ovary syndrome
and high body mass index were less successful in getting
pregnant [8]. Weight loss was associated with positive
results compared to maintaining a stable weight or
increasing weight. According to a World Health
Organization publication it has been stated that obesity
rates among young women are increasing worldwide and it
is estimated that 20% of women will be obese by 2025 [9].

There are numerous studies in the literature about the
types of infertility, primary or secondary, and their
associated causes. A recent published study evaluating the
role of hysteroscopy on endometrial pathology claimed
that transvaginal ultrasound was easily correlated with
hysteroscopy and the hysteroscopic diagnostic and
treatment techniques significantly increased the chances of
achieving pregnancy if the cause was endometrial [10].

Studies have shown that endometrial polyps are
involved in 8-12% of infertility cases [11] in women of
childbearing age, adenomyosis in another 35% of cases
[12] and uterine fibroids affect more than 70% of women
over the age of 40 [13]. A study involving 215 patients
diagnosed with endometrial polyps was published in the
literature [14,15]; of these patients those who underwent
hysteroscopic polypectomy were twice as successful in
becoming pregnant than those that have not been operated
[16]. In terms of the relationship between endometrial
polyps and infertility, the data showed that potential
mechanisms include both mechanical action and the
release of molecules that negatively affect sperm transport
or embryo implantation; there was evidence of increased
levels of glycodelin [17], aromatase [18], inflammatory
markers [19] and reduced levels of HOXA-10 and -11
messenger RNA [20]. Adenomyosis has also been shown
to be a factor in infertility by altering the architecture and
function of the myometrium, altering uterine peristalsis and
sperm transport [21]. Adenomyosis may manifest itself as
reduced endometrial receptivity with defects or
abnormalities of implantation markers [22].

Regarding fibroids, the mechanisms involved in
infertility impairment have been described as abnormal
uterine contractility, abnormal endometrial cytokine
expression, abnormal vascularity and chronic endometrial
inflammation [23]. There was evidence that hysteroscopic
myomectomy improved spontaneous pregnancy rates by
21%-39% [24,25].

A study published in 2021 claimed that synechia was
mainly responsible for hypomenorrhea even amenorrhea
and could be associated with chronic pelvic pain or
dysmenorrhea - it could be diagnosed during a systematic
infertility evaluation. The main hypothesis was that

obliteration of the cavity limits sperm migration, especially
if adhesions involved the tubal ostia and cervix. The goal
of treating synechia is to restore a normal-sized cavity with
a functional endometrium [26].

Despite de advances in diagnosis there are still cases where
infertility is not explained; about 15% of couples diagnosed
with infertility have “unexplained infertility™" [27].

Material and Methods

This retrospective study was performed in our clinic and
included women with primary or secondary infertility
investigates over 12 months in 2022. The following
parameters were collected: personal data (age, weight,
hereditary and personal pathological history, medication),
menstrual cycle characteristics, blood tests, ultrasound,
hysterosalpingography and hysteroscopy data. All patients
included in the study were over 18 years old and had a
minimum of one year of unprotected sexual contact
without pregnancy; all of them wanted to get pregnant.

Inclusion criteria were formulated according to the
diagnosis of infertility, all included patients having this
diagnosis established, but also transvaginal ultrasound as
the main method of examination - all patients had at least
one transvaginal ultrasound before being included in the
study. The exclusion criteria consisted of partial or total
lack of data to complete the parameters as well as patients
who had completed all the needed investigations but only
wanted to preserve oocytes (either did not want a
pregnancy at the moment or did not have a partner).

We wanted to include in this group of patients those at
fertile age, even extreme age, the age limit being between
20 and 48 years, all patients having menstruation and
already established the diagnosis of infertility. The body
mass index, associated factors such as smoking, but also
the hereditary or personal pathological history of each
patient - both medical and surgical - were analyzed,;
patients with polycystic ovary syndrome or low ovarian
reserve (the lowest value was 0.04 ng/ml) were also
included in the study.

All patients underwent transvaginal ultrasonography
and hysterosalpingography or hysteroscopy. The study was
approved by the Ethics Committee (12.04.2023, number
9082).

The parameters were evaluated and processed in IBM
SPSS Statistics version 21. The statistical tests used in the
analysis were Chi-Square Test used to test whether two
normal or dichotomous variables are associated, Mann-
Whitney U Test to determine whether there were
differences between two independent groups when the
dependent variable was either ordinal or continuous but not
normally distributed and Spearman Correlation Indicator
measured the strength and direction of the link between
two variables and analyses the relationship between them.
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The purpose of our study was to identify the causes of
infertility of women with this pathology presented in our
clinic.

Results

The study included 204 women aged 20 to 48 years, half
of them over 36 years (50%), the average age of the patients
analyzed was 35.98 years (Histogram 1). Of the total patients
68.63% were diagnosed with primary infertility (n=140) and
31.37% with secondary infertility (n=64).

Mean = 35.98
Std. Dev. = 5832
N =204

S
i

Frequency

Figure 1. Histogram no. 1, with age distribution of the
patients included in the study

The patients included in the study had a Body Mass Index
(BMI) between 16.71 (underweight) and 46.98 (morbidly
obese) with a mean BMI of 24.11 (normal weight). The
percentage of normal weight patients was 60.83% (n=73)
and underweight was only 5% (n=6) (Table 1).

Non-smoking patients predominated in the analyzed group
represented 81.86% of cases (n=167), while 18.14% of
patients were smokers (n=37); the incidence of smoking was
higher among patients with secondary infertility compared to
those with primary infertility (21.87% vs. 16.43%). Only
6.37% of women had a family history such as hypertension,
diabetes, heart attack, stroke, etc. (n=13), while the rest denied
it (93.63%, n=191). Half of the patients had a personal
pathological history such as hypothyroidism, peptic ulcer,
appendectomy, cholecystectomy, varicose veins in the lower
limbs, hypertension, thrombophilia, endometriosis, etc. (50%,
n=102), the incidence of which was significantly higher
among women with secondary infertility (n=43) than those
with primary infertility (n=59) (67.19% vs. 42.14%). Of the
patients with a personal pathological history 0.98% of them
had a history of Tuberculosis (n=2). 1.96% patients stated that
they were in menopause or perimenopause (n=4) and 1. 47%
had undergone tubal permeabilization procedures (n=3);
7.35% were on medication (most commonly Euthyrox)
(n=15), 4.9% had hypothyroidism (n=10). Regarding arterial
hypertension, 1.96% (n=4) of the patients included in the
study were diagnosed with this pathology.

Table 1. Body weight distribution according to BMI (Body Mass Index)

Frequency
Underweight 6
Normal weight 73
Overweight 28
Valid Obesity grade 1 11
Obesity grade I1 1
Morbid obesity 1
Total 120
Missing System 84
Total 204

The patients included in the group had AMH (Anti-
Miillerian Hormone) test values ranging from 0.04 ng/ml to
17.80 ng/ml, with a mean value of 2.42 ng/ml: 10.87% of the
patients had low ovarian reserve (n=20) with values between
1 and 1.5 ng/ml, 19.57% of patients had very low AMH
values indicating menopausal approach (n=36) with values
between 0,5 and 1 ng/ml and 17.93% of the patients
indicated values attesting the onset of menopause (n=33)
with values bellow 0,5 ng/ml (Histogram 2). Patients with
normal ovarian reserve were aged between 23 and 45 years,
with a mean age of 34.42 years and those with ovarian

Percent Valid Percent Cumulative Percent

2.9 5.0 5.0

35.8 60.8 65.8

13.7 233 89.2

5.4 9.2 98.3
5 .8 99.2
5 .8 100.0

58.8 100.0

41.2

100.0

reserve corresponding to menopause were aged between 29
and 45 years, with a mean age of 39 years.

In 6.37% of patients polycystic ovary syndrome (PCOS)
was diagnosed (n=13): 7.14% of women with primary
infertility (n=10) and 4.69% of women with secondary
infertility (n=3). Patients with this diagnosis were between
22 and 39 years old, with an average age of 30.23 years.

The patients included in the group had Thyroid
Stimulating Hormone (TSH) values ranging from 0.24
plU/mL to 5.21 pIlU/mL, with a mean value of 1.80 plU/mL;
96.18% of patients had normal TSH values (n=126), only
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1.53% had low values (n=2) and 2.29% had high TSH values
(n=3). Prolactin values in most patients were within normal
limits (79.55%, n=35), but elevated values were also found
(15.91%, n=7); 89.52% had normal CA125 values (n=111)
and 10.48% had elevated values (n=13).

Mean = 2.43
Std. Dev. = 2.553
N =184

Frequency

10.00
AMH

Figure 2. Histogram no. 2 with AMH value distribution

Regarding ectopic pregnancies, 4.90% of the women in
the group had at least one ectopic pregnancy in their history
(n=10); most of them had no ectopic pregnancies (95.10%,
n=194), but 2.45% (n=5) of the women had a previous
ectopic pregnancy, 1.96% (n=2) had two ectopic
pregnancies, and 0.49% (n=1) had 3 ectopic pregnancies in
the past.

The patients included in the group had menarche between
10 and 17 years, half of them earlier than 12 years (50%).
The mean age of menarche onset was 12.5 years. Only 2.5%
of them had irregular menstrual cycles (n=5), with the group
predominantly composed of patients with regular period.
Dysmenorrhea was frequently reported, 60.29% of patients
were affected (n=123), while 39.71% of women denied
dysmenorrhea symptoms (n=81). A large proportion of
women in the group experienced dyspareunia, i.e. 43.14% of
patients were affected (n=88). The incidence of HBS, HCV,
HIV or VDRL infections was 1.96% in the studied group
(n=4); 34.31% of patients were diagnosed with
thrombopbhilia (n=70).

In terms of HPV infection, 13 of the 204 patients included
in the group had HPV testing, 23.08% of them were infected
with strain 16 (n=3), 53.85% of negative cases (n=7) and
15.38% of positive cases but without known strain (n=2). Of
all patients, 91,67% (n=187) had normal results on Pap
Cytology, but in 7.35% of cases inflammation was detected
(n=15) and in 0.98% of cases an altered result (LSIL — low
grade intraepithelial lesion or ASCUS - atypical squamous
cells of undetermined significance) was obtained (n=2).

Of the total of 204 patients, 134 performed the
hysterosalpingography  (HSG), the results obtained
indicating that 47.01% (n=63) of them had non-permeable
fallopian tubes. In women with non-permeable fallopian
tubes 54.55% of the cases showed bilateral non-permeability

(n=30) (Figure 3) and in 15.87% of patients with altered
HSG result only narrowed tubal was present (n=10); another
2 of the patients had both non-permeable (bilateral) and
narrowed tubal evidence.
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Figure 3. Hysterosalpingography results in patients
with non-permeable fallopian tubes

All patients included in the study group underwent
transvaginal ultrasound; 1 out of 3 patients showed modified
ultrasound - 36.76% of them showed modified results
(n=75). Out of the total patients 158 underwent
hysteroscopy, 82.28% of them had normal results (n=130).

Investigations confirmed the presence of uterine fibroids
in 6.86% of patients (n=14); in all 14 cases the fibroids were
G3-G4 and one case GO. Women with fibroids ranged in age
from 33 to 44 years, with a mean age of 39 years; the
incidence of fibroids was higher among women with
primary infertility (n=12 - 8,57%). It was found that 14.71%
of the patients in the group had endometriosis (n=30), the
incidence of endometriotic cyst was 9.80% - 20 of the
patients. The incidence of adenomyosis was 20.59% in the
group of patients studied, affecting 42 women (Figure 4).
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Figure 4. Distribution of gynecological pathology

Synechiae were diagnosed in 4 patients, representing
1.96% of the patients in the group. Regarding annexes,
88.73% had normal adnexa (n=181), but 10.29% of them
had ovarian cysts (n=21) and 0.98% had hydrosalpinx (n=2)
(Figure 5). In terms of tubal ligation in the antecedent, it was
identified in 2.45% of patients (n=>5).
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Figure 5. Adnexal pathology among patients included
in the study (88,73%normal, 10,29% ovarian cyst and
0,98% hydrosalpinx)

The incidence of endometrial polyp in the analyzed group
was 12.75% being diagnosed in 26 patients; 33.33% of
patients with modified ultrasound showed endometrial polyp
(n=25) and 75% of patients with modified hysteroscopy
showed endometrial polyp (n=21). 15% of primary
infertility patients were diagnosed with endometrial polyp
(n=21) and 7.81% of secondary infertility patients (n=5).

Discussions

According to the World Health Organization, infertility
has been studied as a health problem affecting 48 million
couples and 186 million people worldwide. Endocrine
factors were defined as one of the many important causes
and the association with societal progress was not to be
overlooked. Many of the chemicals used in the food
industry directly affected endocrine function [28]. Some of
these substances were strongly associated with diseases
attributed to female infertility such as polycystic ovary
syndrome, endometriosis, irregular menstrual cycle,
development of ovarian follicles [29].

Malnutrition was also a very important factor already
proven. It was known that over 98% of female survivors of
Auschwitz had amenorrhoea immediately after their arrival
in the concentration camps [30]. Further research had
shown that exogenous hormones administered without the
women's consent played an important role [31]. They
influenced the amenorrhoea induction as well as
subsequent primary and secondary infertility [32].

Our study based on STROBE criteria indicated that
infertility is as reported in the literature a plurifactorial
condition [33].

The type of infertility depends on the age intervals of
women at reproductive age. In our study the age limits
varied between 20 and 48 years with an average age of
35.98 years old. Patients with primary infertility were
slightly younger ranged in age from 20 to 48 years, with a
mean age of 35.45 years and patients with secondary
infertility ranged in age from 28 to 48 years, with a mean

age of 37.13 years. Patients with secondary infertility were
slightly older, but the difference is not significant. Analysis
of data from a study called the Global Burden of Disease
Study found that women aged 20-24 had the lowest
infertility rates (3%) compared to the group of women aged
35-39 which had higher infertility rates (5.5%) [34]. The
prevalence of infertility increases with age [35]; 1 in 8
women of childbearing age between 15 and 49 received
investigation and treatment for infertility diagnosis
worldwide. Success rates were variable depending on the
age of the patient and the cause of infertility [36].

In terms of body mass index most patients were normal
weight (3 out of 5 patients) and overweight (1 out of 5), but
rarely obese (1 out of 10) or underweight (less than 1 out
of 10). There were no significant differences in BMI
between women with primary infertility and those with
secondary infertility and no statistically significant
association between patient age and body mass index.
Obesity in women of reproductive age was known to be an
increasingly common problem worldwide, reduced fertility
and increased the time it takes to get pregnant [37,38].

In this study there were no significant differences
between smoking or non-smoking patients and type of
infertility (primary or secondary) among the patients
analyzed, although the incidence of smoking was little
higher among patients with secondary infertility. Data from
the literature described a study conducted in the US in
which 3,665 women aged 18 to 45 from the National
Health and Nutrition Examination Survey were included;
the study was conducted over 5 years [39]. Women
smokers included in this study were more frequently
associated with infertility and the findings revealed that
stopping smoking could reduce the risk of infertility [40].

Half of the patients included in the study related the
personal pathological history (PPA) and statistical analysis
showed a slight tendency for a direct association between
PPA and type of infertility, in that women with secondary
infertility tended to have more frequent personal
pathological history than those with primary infertility. No
statistically significant associations were found between
the presence of PPA, BMI, smoking or age.

Hypothyroidism was found to be significantly more
common in women with secondary infertility (2.86%
among women with primary infertility and 9.38% among
those with secondary infertility). Thyroid pathology had a
significant influence on the processes of folliculogenesis,
fertilization and implantation [41]. Women presenting for
thyroid dysfunction should be evaluated with special care
because fertility whether we referred to natural conception
or through assisted reproductive technologies could be
strongly influenced by thyroid function [42]. Normal TSH
values were found in most patients regardless of infertility
type (96.59% in those with primary infertility vs. 95.35%
in those with secondary infertility), but low TSH values
were found exclusively in patients with secondary
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infertility (4.65%) and high TSH values were found
exclusively in patients with primary infertility (3.41%).

In terms of ovarian reserve there were no significant
differences between the primary infertility group and the
secondary infertility group. It was found a significant
decrease in ovarian reserve with increasing age, so that in
the group of patients studied an increased AMH value was
associated with younger patients, while a decreased AMH
value was associated with older age. Concerning
dysmenorrhea, it was frequently reported among the
patients enrolled, 3 out of 5 patients reported having the
symptoms; patients with normal AMH value reported
dysmenorrhea in 71.67% of cases, while patients with low
ovarian reserve reported it in 47.22% of cases. There was
a slight tendency of association between the presence of
dysmenorrhea and ovarian reserve, in the meaning that
women with low ovarian reserve or those at perimenopause
tended to have dysmenorrhea less often compared to
women in other fertility groups. There were studies in the
literature that have reported no association between thyroid
function and anti-Miillerian hormone (AMH) levels [43];
these results had suggested that there was no causal
association between genetically predicted thyroid function
and AMH levels in the European population [44].

It was noticed that patients with micropolycystic ovaries
were significantly younger than the rest of the women
included in the group. Women with this diagnosis were more
frequently on medication (e.g. Euthyrox), with a slight
tendency of association between the presence of
micropolycystic ovaries and the fact that the patient was on
medication; 20% of hypothyroid patients had
micropolycystic ovaries. A significantly higher incidence of
irregular menstrual cycles was noted among women
diagnosed with PCOS, 23.08% of whom experienced
irregular menstrual periods (n=3), while only 1.05% of
patients not experiencing PCOS had irregular menstrual
cycles (n=2). Statistical analysis suggested that patients with
PCOS had a moderate tendency to develop irregular
menstrual cycles. The direct cause of infertility in PCOS
patients was influenced by ovulation and implantation
disorders which were caused by inflammation of the ovarian
tissue and endometrium and by disorders of the immune and
metabolic systems [45]. Systemic inflammatory response
associated with metabolic disorders, insulin resistance,
hyperadrenalism, insufficient progesterone secretion and
oxidative stress facilitated the onset of disease and infertility
[46]. Depending on genetic background and environmental
factors, some diseases may appear earlier, while others may
appear years after a diagnosis of infertility [47].

Evaluation and treatment for infertility were
recommended and evaluation included assessment of the
uterus and fallopian tubes with ultrasonography or
hysterosalpingography when needed [48]. Laparoscopy,
hysteroscopy or magnetic resonance imaging could be

required in patients with endometriosis, leiomyomas or
evidence of previous pelvic infection [49]. Stopping or
limiting alcohol consumption, avoiding tobacco and illicit
drug use, as well as weight loss when necessary and
healthy diet could improve success rates [50].

Of the patients who underwent hysterosalpingography,
the results obtained indicating that half of them had non-
permeable fallopian tubes; in women with non-permeable
fallopian tubes more than half of the cases showed bilateral
non-permeability. A study published in 2021 of 199
patients diagnosed with infertility who underwent
hysterosalpingography showed that 21% of them had
unilateral and 7% bilateral non permeable fallopian tubes
[51]. In the present study the percentage of altered
hysterosalpingography was higher than already published
in the literature. Compared to literature data which
showed that 36.9% of hysteroscopies were unmodified in
women with infertility [52], our study found that 82.28%
were normal.

All patients included in the study group had at least one
transvaginal ultrasound, most of them with normal results.
One of the most commonly diagnosed was uterine fibroids
with an incidence of 6.86% of all patients; 17.33% of
patients with altered ultrasound showed fibroids. Next
46.15% of fibroid cases resulted in modified
hysteroscopies (n=6). A doubling of the incidence of
increased CRP among fibroid patients was noted, so that
more than half of fibroid patients had increased CRP values
(55.56%), practically more than 1 in 2 fibroid patients had
increased CRP, which indicated that fibroid patients had a
tendency to have elevated CRP values. It was observed that
in patients with uterine fibroids the CA125 marker was
more frequently elevated, i.e. one third of fibroid patients
had elevated CA125 values (33.33%), while normal values
were found in 66.67% of them. Practically 3 out of 10
fibroid patients had elevated CA 125 values, indicated that
fibroid patients had a tendency to have elevated CA 125
values. A higher incidence of fibroids was observed among
patients with endometriosis, 16.67% of patients with
endometriosis had fibroids (n=5), while among patients
without endometriosis only 5.17% had fibroids, which
indicated that patients with endometriosis had a tendency
to have fibroids. Concerning uterine fibroids, it was noted
that its incidence was higher among women with primary
infertility than in women with secondary infertility (8.57%
vs. 3.13%), patients with fibroids had more frequent
endometriotic cysts than patients without fibroids (21.43%
vs. 8.95%) and patients with fibroids had more frequent
endometrial polyps than patients without fibroids (28.57%
vs. 11.58%). Another study in the literature published in
2023 showed that of the 1024 patients who were included
in the study 66% were examined ultrasonographically and
of these 10.51% were diagnosed with uterine fibroids. The
incidence of uterine fibroids was similar to our study [53].
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There were studies in the literature suggesting that
subserosal leiomyomas and intramyometrial tumors <4 cm
in diameter did not influence achieving pregnancy [54], but
intramural tumors >4 c¢cm in diameter or intracavitary
tumors have been associated with negative outcomes
[55,56]. These data confirmed that the position of the
fibroid plays an important role in infertility [57], as well as
the importance of fibroid removal when appropriate to
increase the chances of achieving pregnancy [58].

Regarding endometrial polyps, 96.15% of cases were
observed ultrasonographical and 91.30% of endometrial
polyp cases were associated with modified hysteroscopy.
It was noted that the incidence of endometrial polyps was
higher among women with primary infertility than in
women with secondary infertility (15% vs. 7.81%), women
with endometrial polyps had increased CA 125 values
more frequently compared to those without polyps
(23.53% vs. 8.41%) and they had a slightly older age
compared to those without polyps (mean age 37.52 years
vs. 35.69 years).

This study aimed to evaluate if the data concerning the
infertility causes and risk factors provided by the literature
can be superposed in our infertile population. In many
cases our study did not confirm positive correlations for
some factors as high BMI, smoking and infertility.

The limitations were the available clinical and
paraclinical data for each patient with the infertility
diagnosis. The available data of patients who had done all
the required investigations for oocyte collection were also
studied; they either did not want a pregnancy in the near
future or did not have a partner. All these patients were
over 35 years old and had a low AMH value. This subgroup
of patients was later excluded as they are not the subject of
this study.

It is necessary to point out that the unrealized desire to
have children is a challenge and there are many interrelated
factors, so that the success of fertility treatment does not
depend only on endometrial pathology. Our results showed
that further research is needed in this sector.

Conclusions

The present study showed that infertility is a
multifactorial pathology that requires multidisciplinary
addressability. Gynecological pathology is very common
among these patients, whether primary or secondary
infertility, and finding the cause and treating it is the main
objective.

Ultrasound is one of the most important diagnostic
methods for many gynecological pathologies. All patients
included in the group underwent transvaginal ultrasound;
this was complemented by  hysteroscopy or
hysterosalpingography where necessary. The most frequent
associated gynecological pathologies in our cohort
population were GO-G1 fibroids and endometrial polyps.
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