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Abstract: Hysteroscopy is widely used for the
detection and treatment of intrauterine adhesion. Such
technique, however, sometimes has limitations and
even second damages. We report a rare case of severe
intrauterine adhesion caused by uterine perforation
with a fallopian tube incarceration. A 24-year-old
woman underwent severe intrauterine adhesion
and secondary infertility caused by fallopian tube
incaceration into the uterine cavity after postpartum
curettage. First hysteroscopy created a false passage
through the previous uterine perforation, entered into
the cavity of incarcerated fallopian tube, and led to
iatrogenic hydrosalpinx. Secondary hysteroscopy
combined with laparoscopy revealed a connection
between the right tubal lumen and the uterine cavity
by the false passage, released the adhesion, and
reconstructed the uterine cavity. Early recognition
of uterine perforation or tissue incarcerarion is
significant in preventing further damage.
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1 Introduction

Intrauterine adhesion (IUA) is mainly reported as
a complication after intrauterine surgery, such as
dilatation and curettage. [UA often result in menstrual
and fertility disorders. Hysteroscopy the most reliable
technique for IUA detection and treatment, caused by
the direct vision of the uterine cavity which enables
to accurately identify the presence, localization and
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extent of IUA". Uterine perforation is rarely reported
as a cause of IUA, but also a common complication
of first-trimester suction curettage or postpartum
evacuation of retained placental tissues, most without
symptom and goes undetected””. Sometimes, it may
contain incarcerated small bowel or omentum. But in
rare cases, there are several reports of fallopian tube
incarceration”™ or ovary incarceration'”, which are
easily misdiagnosed like synechia, endometrial polyp,
or incomplete abortion'”. We report an unusual case
of IUA with a false passage inadvertently got through
during hysteroscopy which communicated with the
intrauterine incarcerated oviduct cavity and leaded to
iatrogenic hydrosalpinx.

2 Case report

In 2016, the patient was 24, gravida 2 para 1,
underwent postpartum curettage 4 weeks after
delivery for removal of retained placental membranes.
Then, she kept lactation for 8 months. After stopping
breastfeeding in half a year later, her menstrual cycle
had not yet recommenced. She took progestogen
therapy. Her menstruation recovered gradually, but the
menstrual flow was very minimal, only a tenth of the
former volume. In addition, the patient complained
frequently of the watery leucorrhea between periods
and the inefficiency of anti-inflammatory treatment.
In December 2019, she was offered diagnostic
hysteroscopy in local hospital, which confirmed
severe IUA, polyp-like tissues in cervical canal and
closure of the upper half of uterine cavity by scar
conglutination. Subsequently, she was given the
periodic treatment of oestradiol valerate and progestin
for 4 months to promote endometria growth. Even
s0, her menstrual volume was still very few. She was
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then referred to our hospital for further management.
Except of IUA, ultrasound examination also showed
hydrosalpinx (Figure 1.), which was never indicated
before hysteroscopy. Due to her fertility requirement,
she was recommended hysteroscopy combined
with laparoscopy. During our hysteroscopy, there
were still filled with cloudy adhesions in a narrow
10cm-deep uterine cavity (Figure 2.(a)), and some
polyp-like tissues in cervical canal. Furthermore,
it also showed the absence of myometrium and
endometrium in the fundus of uterine cavity. Through
the thin serosa membrane, the bowel movements
were visible dimly. Immediately, the surgeon stopped
the hysteroscopy and transfered to the laparoscopy.
At laparoscopy, the right fallopian tube was partly
incarcerated in the uterine fundus, with severe
hydrosalpinx (Figure 2.(b)). Therefore, the surgeon
suspected the presences of a dated perforated area
on the uterine fundus and an intrauterine fallopian
tube incarceration, and that the view of hysteroscopy
wasn’t uterine cavity, but incarcerated oviduct cavity.
In this way, it could rationally explain the reason
of patient’s watery leucorrhea and hydrosalpinx.
After neosalpingostomy and hysterorrhaphy, the
uterine cavity was successfully entered during
the repeat hysteroscopy, but it only showed the
left tubal ostia. After the adhesiolysis of the right
uterine cavity, her uterine structure was enabled to
be reconstructed completely. Meanwhile, the polyp-
like tissues in cervical canal were taken to biopsy.
With an uncomplicated postoperative course, she was
discharged from the hospital 6 days later. Eventually,
the pathological evidences proved that there were no
polyps, but smooth muscle tissues and a few oviduct
mucosa tissues, with chronic inflammation(Figure 3).
It confirmed the surgeon’s suspicions. After 3 months,
the patient’s second-look hysteroscopy was normal
and her period recovered.
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Figure 1. Transvaginal ultrasound image showing right hydrosalpinx
begun at the uterine corner and a small no echo zone in intrauterine

cavity.

(a)

Figure 2. Hysteroscopy and laparoscopy. (a) Hysteroscopy showing
a direct-view of fallopian tube cavity through the false passage. (b)

Laparoscopic view showing the right fallopian tube incarceration.
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Figure 3. Microscopic examination in hematoxylin-eosin staining

showing oviduct mucosa tissues, with chronic inflammation.

Original magnificationx40.

3 Discussion

This is a unique case of IUA on account of
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intrauterine fallopian tube incarceration. Although
there were several similar reports™* 7, there had
been no report of a direct-view of tubal lumen
through the passage of uterine perforation during
hysteroscopy. Another unique aspect of this case is
that an iatrogenic hydrosalpinx was formed because
of the false passage between uterus cavity and
fallopian tube cavity, and presented by ultrasound
after diagnostic hysteroscopy. Therefore, the process
of its diagnosis became more difficult and circuitous.
During the process, there are three suspicious
points worth considering and exploring. First, the
hysteroscopy findings of IUA were not consistent
with the patient’s symptoms. In severe cases of [UA,
the cavity is more or less completely obliterated
resulting in amenorrhoea and reproductive failure™.
At present, hysteroscopy is the recommended
standard diagnostic method and treatment for TUA".
In our case, the view of first hysteroscopy was shown
the close of uterine cavity without endometria, which
meant severe adhesion and potentially leaded to
amenorrhoea. However in reality, the patient just
complained of hypomenorrhea inconsistent with
findings of hysteroscopy. Second, the patient also
complained of frequent copious watery vaginal
discharge with no response to anti-inflammatory
treatment. In general, watery leucorrhea is one
clinical presentation of inflammation and tumors of
the reproductive system such as vaginitis, cervicitis,
fallopian tuber carcinoma, endometrial cancer and
etc. Her symptoms signs and test results didn’t
support tumor, but her repeated anti-inflammatory
treatments were ineffective. Third, disorders of the
fallopian tubes, mainly obstruction and peritubal
adhesion, such as hydrosalpinx, are the most common
causes of female infertility, accounting for 30%—40%
of cases'"”. However, the patient was not infertile, and
her ultrasound exams had never shown hydrosalpinx
before hysteroscopy. Furthermore, hydrosalpinx
is usually found at the end of the fallopian tube,
but in our case, it was begun at the right uterine
corner. Therefore, we suspected that the truth was
iatrogenic hydrosalpinx caused by a false passage
created during hysteroscopy, which was confirmed
by subsequent laparoscopy. Additionally, laparoscopy
and hysteroscopy revealed an intrauterine fallopian
tube incarceration. From this, we inferred that an
uterine perforation probably had happened during
her postpartum curettage and her right fallopian
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tube had been exactly brought into the uterine cavity
along the perforation. Postoperative histopathological
observation of the polyp-like tissues indicated tubal
mucosa with chronic inflammation and confirmed
our hypothesis. Unfortunately, her uterine perforation
hadn’t been undetected immediately during the
procedure. After that, the intrauterine oviduct as a
foreign matter, repeatedly stimulated endometrium,
produced inflammatory mediums, and resulted watery
leucorrhea and intrauterine adhesion. Nevertheless,
the patient’s amenorrhea during lactation covered up
the adhesion and aggravated its degree. On account
of severe adhesion, the false passage was created
unconsciously during the first hysteroscopy, which
caused iatrogenic hydrosalpinx. Also because of this,
the patient underwent laparoscopy and hysteroscopy
surgery, and the true reason of [UA was found.

In summary, we have reported a rare case of
IUA that caused by uterine perforation. [UA caused
by postpartum curettage may be combined with
uterine perforation, oviduct incarceration and etc.
After delivery, breastfeeding and amenorrhea may
mask the real condition of ITUA and aggravate the
adhesion degree. During the diagnosis and treatment
of severe I[UA by hysteroscopy, there may be a false
passages or even an uterine re-perforations. So, the
early recognition of a false passage or an uterine
perforation is significant in preventing further damage
to the uterus.
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