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INFERTILITY  

ÅApproximately  15- 20 % 



Diagnostic Tools  

ÅTVUSG  -2D  -3D  -4D 

ÅSaline infusion sonohysterosalpingography 

ÅUltrasound with  contrast 

ÅHysterosalpingography   

ÅHysteroscopy 

ÅLaparoscopy 



Tagging, Planes , 
Localization,Terms  



Superior, cranial or 

cephalad : organs 

close to the head of 

the patient 

Inferior or caudal: 

organs close to the 

feet of the patient 

Proksimal : close to the origin 

 Distal : far from the origin 

 Anterior or ventral: organs close to the 

front of the patient 

Posterior or dorsal: organs close to 

the back of the patient 

Terms defining localization 



Longitudinal scanning  

(Sagital scanning) 



Longitudinal scanning (Sagital scanning) 

bladder 

rectum 



 Transverse Scanning 



 Transverse Scanning 

endometrium 

myometrium 



  Coronal scanning 



Uterus in coronal plane 



ÅAnechogenic or sonolucent ï (appears black),  

 is filled with fluid, ultrasound penetrates easily 

   (opposite of echogenic)  

    



ÅEchogenic or hyperechogenic- (opposite of 
anechoic) creates an ultrasound echo:  

ÅAppears in bright density on ultrasound 



ÅHypoechogenic: lower echogenicity as the normal 
parenchyma 

Å isoechogenic:  if the echogenicity is the same as the normal 
parenchyma 



Hypoechogenic: ovarian cyst with low echogenic 
content, endometrioma 



ÅHomogeneous- (opposite of heterogeneous) whole tissue 

has the same echogenicity; myometrium, endometrium 



Heterogeneous- tissue containing areas with 

different echogenities 

Complex- containing cystic and solid compartments 

smooth thin wall x irregular thick wall 



Normal Anatomy  
and  

Cyclus Evaluation  



Å2-4 th day of cycle 

Å2-10 mm sized follicules 

Å If total antral follicule count <4 

low ovarian reserve 

ÅIf total antral follicule count > 24 

risk of OHSS increases 

 











Ovarian Volume (d1xd2xd3x0.5) 

 

OV: 4.5 mL 

AFC: 9 

OV: 1.0 mL 

AFC: 1 

OV: 1.5 mL 

AFC: 2 





Relation between risc of OHSS and Antral Follicule Count-Ovarian Volume (AFC - OV) 

AFC #  

(2-6 mm)  

< 5: low      5-15: 

normal  

> 15: increased 

Ovarian 

volume (OV) 

(d1xd2xd3x0.5) 

< 3 mL  low   3-9 ml : 

normal 

> 9 mL: increased 

Low-dose ovarian stimulation regimen 



Folliculometry  

ÅMaximum diameter 

 

ÅTwo diameter (dimension) 

 

ÅThree diameter (dimension) 





Differential Diagnosis  

Å Internal iliac artery  / vein 

ÅBowel 

ÅHydrosalpinx 

ÅOvarian cyst 

ÅParatubal cyst 





Follicular Growth  

Åapproximately 1.5- 2 mm/day 

 

ÅDiameter of Follicule 

  14 ï 24 mm 

Å> 24 mm the chance of retrieving follicules and 

fertilization decreases 

 

 

 

 



Sono - AVC 





Endometrial Thickness 

1-4 mm menstruel phase,  

4-8 mm midproliferative   

8-14 mm late follikuler   

7-14 mm sekretuar phase 

 

At the day of hCG endometrium > 7 mm 

× Oliveira JB,  et al. Endometrial ultrasonography as a predictor of pregnancy  
in an in-vitro fertilization programme after ovarian stimulation and  
gonadotrophin-releasing hormone and gonadotrophins. Hum Reprod 1997 
 
× Schild RL, et al. Endometrial receptivity in an in vitro fertilization program as  
assessed by spiral artery blood flow, endometrial thickness, endometrial  
volume, and uterine artery blood flow. Fertil Steril 2001 



Endometrial Thickness 

ÅDecrease in pregnancy rate ï increase in spontaneous 

abortion rate 

 

ï< 5 mm 

ï< 6 mm 

ï> 13 mm 

ï> 14 mm 

ï> 18 mm 

ïUpper limit ?? 
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Endometrium 

ÅHypoechoic:  

ÅProliferative phase; 
midline echogenic line 

 

 

ÅHyperechogenic: 
Sekretuar phase; No 
midline echogenic line 





Relation between extent of hyperechogenic transformation on 

day of BhCG injection and pregnancy rate (p<0.001) 

Fanchin, 1999 



Doppler ve Endometrial Receptivity 

ÅEvaluation of endometrial and subendometrial blood 

flow with  Power doppler ; 

ïIncreases in follicular phase, 

ïDecreases with age, 

ïLow diagnostic predictor for implantation, 

Jarvela, 2005, Ng, 2006 



Ultrasonographic diagnosis 
and classification of 

gynecologic pathologies  



Classification of Uterine Fibroids 
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Congenital Anomalies  



Suspicion of Uterine Anomaly  

ÅUsing ultrasound for diagnosis of uterine anomalies 

ï2D sensitivity %88 specificity %94 

ï3D sensitivity and specificity %98-100 

ÅSensitivity and specificity  of MRI %100 

ÅDiagnostic Laparoscopy: 

ïAccompany hysteroscopy 

ïDiagnosis and treatment of symptomatic patients 

Caliskan E et al, J Clin Ultrasound, 2010: Jurkovic et al, Ultrasound Obstet Gynecol, 1995 
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Robert N. Troiano, MDShirley M. McCarthy, MD,PhD :  Mullerian Duc   Anomalies:Imaging and 

Clinical Issues1 Radiology 2004; 233:19ï34 

 Arcuate uterus. Transverse fastspin-echo T2-weighted MR 

image (6166/130)demonstrates nonspecific low signal 

intensityof fundal myometrium (arrow 
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Robert N. Troiano, MDShirley M. McCarthy, MD,PhD :  Mullerian Duc   Anomalies:Imaging 

and Clinical Issues1 Radiology 2004; 233:19ï34 



Wu et al, J Clin Ultrasound, 1997 



Wu et al, J Clin Ultrasound, 1997 



Tips for 3D - 4D Ultrasound  

ÅTransvaginal 3D is better than transabdominal 3D 

 

ÅPerform the ultrasound exam in the luteal phase when the 

endometrium is thick  

 

ÅThe bladder should be half full  for a transabdominal 

ultrasound exam 

 

ÅTry  to obtain transverse or coronal planes 

 

ÅUse video options and obstetric modes 

 



Caliskan E et al, J Clin Ultrasound, 2010 



Caliskan E et al, J Clin Ultrasound, 2010 



Hydrosalpinx 



(Guerriero, S. et al. Hum. Reprod. 2000 15:1568-1572) 

Hidrosalpinx 

Ķncomplete septation                                  Poor vascularisation 

Elongated dilatation                 Beads-on-a-string 











Approach to hydrosalpenx before ART ? 

ÅTransvaginal  needle aspiration 

 

ïAboulghar M, et al. Fertil Steril 1990;53:311ï4. 

ïSowter MC, et al. Hum Reprod 1997;12:2147ï

50. 

ïVan Voorhis BJ, et al. Hum Reprod 

1998;13:736ï9 



Asherman's Syndrome 




