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1. Septic shock following hysteroscopy - A case report 

Author(s): Meneses T.; Faria J.; Martins A.T.; Delgado E.; Silva M.D.C. 

Source: Case Reports in Women's Health; Apr 2020; vol. 26 

Publication Date: Apr 2020 

Publication Type(s): Article 

Available  at Case reports in women's health -  from Unpaywall  

Abstract:Introduction: Minimally invasive gynecological surgery such as hysteroscopy has a small risk 
of complications. These include uterine perforation (with or without adjacent pelvic organ lesion), 
bleeding and infection, and are more common in the presence of risk factors such as smoking, 
history of pelvic inflammatory disease (PID) and endometriosis. Case Presentation: A patient 
submitted to a diagnostic hysteroscopy with no immediate complications was admitted five days 
later to the emergency department in septic shock. The diagnosis of ruptured tubal abscess was 
made, requiring emergency laparotomy with sub-total hysterectomy and bilateral adnexectomy. 
Despite multiple organ failure requiring admission to the intensive care unit, the patient made a full 
recovery. Conclusion(s): Ascending infection can be a life-threatening complication of hysteroscopy, 
even in the absence of previously known risk factors.Copyright © 2020 The Authors 
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2. Imaging findings in Essure-related complications: a pictorial review. 

Author(s): Djeffal, Hachem; Blouet, Marie; Pizzoferato, Anne-Cécile; Vardon, Delphine; Belloy, 
Frederique; Pelage, Jean-Pierre 

Source: The British journal of radiology; Oct 2018; vol. 91 (no. 1090); p. 20170686 

Publication Date: Oct 2018 

Publication Type(s): Journal Article 

PubMedID: 29927633 

Available  at The British journal of radiology -  from Europe PubMed Central - Open Access  

Available  at The British journal of radiology -  from Free Medical Journals . com  

Available  at The British journal of radiology -  from EBSCO (MEDLINE Complete)  

Available  at The British journal of radiology -  from Unpaywall  

Abstract:Tubal sterilization with Essure inserts has become a prevalent alternative to laparoscopic 
sterilization because of its minimal invasiveness. It is a well-tolerated ambulatory procedure that 
provides reliable permanent contraception without the risks associated with laparoscopic surgery 
and general anesthesia. Correct positioning of the Essure device is necessary to achieve the fibrotic 
reaction induced by the polyethylene terephthalate fibers, subsequently resulting in tubal occlusion 
usually within 3 months. After uneventful procedures with satisfactory bilateral placement, only the 
correct position of the devices needs to be confirmed at follow-up. The imaging techniques used to 
asses Essure devices may vary depending on the country and its recommendations. The gold-
standard test to ascertain tubal occlusion remains the hysterosalpingography but after uneventful 
procedures, vaginal-ultrasound proved to be a reliable alternative to confirm the proper position of 
the inserts. Radiologists have been increasingly confronted to post-procedural evaluations and 
despite the efficiency rate of the Essure device, its use still exposes to a low risk of complications and 
malfunctions such as unwanted pregnancies, device misplacement, tubal or uterine perforation, and 
chronic pelvic pain. Unintended pregnancies are mostly due to patient or physician non-compliance 
and misinterpretation of post-procedural examinations by radiologists which emphasizes the 
importance of their training in Essure device assessment. This pictorial review discusses the imaging 
methods used to asses Essure implants and illustrates the possible complications related to them. 
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3. Association of Hysteroscopic vs Laparoscopic Sterilization With Procedural, Gynecological, and 
Medical Outcomes. 

Author(s): Bouillon, Kim; Bertrand, Marion; Bader, Georges; Lucot, Jean-Philippe; Dray-Spira, 
Rosemary; Zureik, Mahmoud 

Source: JAMA: Journal of the American Medical Association; Jan 2018; vol. 319 (no. 4); p. 375-387 

Publication Date: Jan 2018 

Publication Type(s): Academic Journal 

PubMedID: NLM29362796 

Available  at JAMA: Journal of the American Medical Association -  from EBSCO (MEDLINE Complete)  

Available  at JAMA: Journal of the American Medical Association -  from Unpaywall  

Abstract:Importance: Safety of hysteroscopic sterilization has been recently questioned following 
reports of general symptoms such as allergy, tiredness, and depression in addition to associated 
gynecological results such as pelvic pain, perforation of fallopian tubes or uterus, and unwanted 
pregnancy.Objective: To compare the risk of reported adverse events between hysteroscopic and 
laparoscopic sterilization.Design, Setting, and Participants: French nationwide cohort study using the 
national hospital discharge database linked to the health insurance claims database. Women aged 
30 to 54 years receiving a first hysteroscopic or laparoscopic sterilization between 2010 and 2014 
were included and were followed up through December 2015.Exposures: Hysteroscopic sterilization 
vs laparoscopic sterilization.Main Outcomes and Measures: Risks of procedural complications 
(surgical and medical) and of gynecological (sterilization failure that includes salpingectomy, second 
sterilization procedure, or pregnancy; pregnancy; reoperation) and medical outcomes (all types of 
allergy; autoimmune diseases; thyroid disorder; use of analgesics, antimigraines, antidepressants, 
benzodiazepines; outpatient visits; sickness absence; suicide attempts; death) that occurred within 1 
and 3 years after sterilization were compared using inverse probability of treatment-weighted Cox 
models.Results: Of the 105 357 women included (95.5% of eligible participants; mean age, 41.3 
years *SD, 3.7 years+), 71 303 (67.7% ) underwent hysteroscopic sterilization, and 34 054 (32.3%) 
underwent laparoscopic sterilization. During the hospitalization for sterilization, risk of surgical 
complications for hysteroscopic sterilization was lower: 0.13% for hysteroscopic sterilization vs 
0.78% for laparoscopic sterilization (adjusted risk difference [RD], -0.64; 95% CI, -0.67 to -0.60) and 
was lower for medical complications: 0.06% vs 0.11% (adjusted RD, -0.05; 95% CI, -0.08 to -0.01). 
During the first year after sterilization, 4.83% of women who underwent hysteroscopic sterilization 
had a higher risk of sterilization failure than the 0.69% who underwent laparoscopic sterilization 
(adjusted hazard ratio [HR], 7.11; 95% CI, 5.92 to 8.54; adjusted RD, 4.23 per 100 person-years; 95% 
CI, 3.40 to 5.22). Additionally, 5.65% of women who underwent hysteroscopic sterilization required 
gynecological reoperation vs 1.76% of women who underwent laparoscopic sterilization (adjusted 
HR, 3.26; 95% CI, 2.90 to 3.67; adjusted RD, 4.63 per 100 person-years; 95% CI, 3.38 to 4.75); these 
differences persisted after 3 years, although attenuated. Hysteroscopic sterilization was associated 
with a lower risk of pregnancy within the first year of the procedure but was not significantly 
associated with a difference in risk of pregnancy by the third year (adjusted HR, 1.04; 95% CI, 0.83-
1.30; adjusted RD, 0.01 per 100 person-years; 95% CI, -0.04 to 0.07). Risks of medical outcomes were 
not significantly increased with hysteroscopic sterilization compared with laparoscopic 
sterilization.Conclusions and Relevance: Among women undergoing first sterilization, the use of 
hysteroscopic sterilization was significantly associated with higher risk of gynecological 
complications over 1 year and over 3 years than was laparoscopic sterilization. Risk of medical 
outcomes was not significantly increased over 1 year or over 3 years. These findings do not support 
increased medical risks associated with hysteroscopic sterilization. 
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4. Essure complication: Myometrial insertion of microinsert 

Author(s): Woo J.J. 

Source: Journal of Minimally Invasive Gynecology; 2017; vol. 24 (no. 7) 

Publication Date: 2017 

Publication Type(s): Conference Abstract 

Abstract:A G3P2 with satisfied fertility had an uncomplicated Essure procedure. The routine 4-
month hysterosalpingogram revealed the right microinsert was improperly placed. The appearance 
was concerning for cornual or fallopian tube perforation. The patient had requested the entire 
device be removed, even if definitive management meant a total laparoscopic hysterectomy. After a 
succession of hysteroscopic and laparoscopic evaluations, no perforation was appreciated. Several 
unsuccessful attempts were made to remove the device by operative hysteroscopy. Due to the 
patient's request, the previously consented and discussed total laparoscopic hysterectomy was 
completed at this time. On dissection, the microinsert was noted to have embedded into more than 
50% of the myometrium. One theory is that the device was not catheterized into the tubal ostium, 
but into a gland opening of adenomyosis. Our thought process and surgical skills are demonstrated 
through this unusual case presentation. Educational points are reviewed at the end of the video. 
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5. Isolated torsion of the fallopian tube with and without pregnancy: Report of two cases 

Author(s): Ozlu T.; Karatas A.; Cetin C.; Albayrak O. 

Source: Journal of the Turkish German Gynecology Association; May 2016; vol. 17 

Publication Date: May 2016 

Publication Type(s): Conference Abstract 

Abstract:Objective: Ovarian torsion is one of the most common gynecologic emergencies; however, 
isolated torsion of the fallopian tube is a rare event. Here we report isolated torsion of fallopian tube 
in a 41 year old nonpregnant woman and a 25 year old pregnant woman. Case 1: A 25-year-old, 
372/7 weeks pregnant woman was admitted to clinic due to acute onset right lower abdominal pain. 
She had a history of bilateral hydronephrosis detected at 9th gestational week and insertion of 
bilateral double J stents due to progression to grade 2 hydronephrosis at 20th week. The course of 
pregnancy was otherwise uneventful. Ultrasound examination revealed a fetus with normal 
biometric measurements, an anteriorly located placenta and normal amniotic fluid volume. There 
were no uterine contractions. Fetal heart rate tracing was normal. Maternal vital signs were normal. 
Her hemoglobin (Hb) was 16.1g/dL, hematocrit (Hct) was 47% and leucocyte count was 
11.260/mm3. Urology and general surgery evaluations were negative for any acute pathology. 
Because of continuing pain, cesarean section was performed with spinal anesthesia. A 2980 g female 
baby with normal 1st and 5th minute APGAR scores was delivered. With exteriorization of the 
uterus, an isolated torsion was observed on the right fallopian tube which was hydropic and purple. 
Five minutes after immediate detorsion, tubal color returned to normal, so, salpingectomy was not 
performed (Figure 1a, b). She was discharged on the second postoperative day with cure. Case 2: 41 
year old woman (G2P1A1) admitted to emergency department with aggravation of lower abdominal 
pain that was present for the last 3 days. She had no nausea, vomiting or other gastrointestinal signs 
and had normal vital signs. There was minimal pain on left lower quadrant on palpation. 
Transvaginal ultrasound showed a left adnexial 35*40 mm cystic lesion and 3 cm depth of free cul-
de-sac fluid. Her serum beta-hCG was negative, Hb was 10.2 g/dL, Hct was 32.6%. She was seen at 
the outpatient clinic the previous day with the same complaint; that time her Hb was 11.4 g/dL and 



there was minimal cul-de-sac liquid. She was admitted for a possible diagnosis of cyst rupture. 
During follow up, her Hb showed a progressive decline to 7.3 g/dL. Upon this, we performed a 
diagnostic laparoscopy which revealed some free serohemorrhagic fluid in the pelvis, normal right 
adnexa, normal left ovary and an isolated torsion of left fallopian tube with a necrotic appearance 
(Figure 2a, b). The color of the tube showed no change upon detorsion, therefore a left 
salpingectomy was performed. Ampullary portion of the tube was cystically dilated because of 
bleeding into tubal wall which was the cystic structure that we saw during ultrasound exmination. 
Hb decline was later thought to be dilutional. The pathology of the tube was reported as chronic 
salpingitis and organized hematoma. Conclusison: Isolated torsion of the fallopian tube is a rare 
gynecologic emergency. It should be considered in the differential diagnosis in either pregnant or 
non-pregnant women presenting with lower abdominal pain. Early diagnosis is important for the 
conservation of the fallopian tube. (figure present). 
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6. Mature solid tubal teratoma producing β-HCG simulating a ruptured tubal ectopic pregnancy. 

Author(s): Vázquez, Diana Dopico; Ríos, Ana Pereda; Calvo, Cristina Freire; Barro, Pedro Rodríguez; 
Maquieira, Cristina Guillán; Lodeiro, Eladio Busto; Martínez, Maria Pilar Troncoso 

Source: European journal of obstetrics, gynecology, and reproductive biology; Mar 2016; vol. 198 ; p. 
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Publication Date: Mar 2016 
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7. Management of perforated essure with migration into small and large bowel mesentery. 

Author(s): Braginsky, Lena; George, Sean T; Locher, Stephen R 

Source: Journal of Minimally Invasive Gynecology; Mar 2015; vol. 22 (no. 3); p. 504-508 

Publication Date: Mar 2015 

Publication Type(s): Academic Journal 

PubMedID: NLM25460518 

Abstract:The Essure permanent birth control system (Conceptus Inc, San Carlos, CA) is currently the 
only Food and Drug Administration-approved hysteroscopic sterilization method and has been 
widely accepted as a safe and effective procedure. We present a rare case of tubal perforation, coil 
fragmentation, and distal migration into small and large bowel mesentery 8 days after the insertion 
of the Essure device. We describe the successful management of this complication using laparoscopy 
and intraoperative fluoroscopy. Providers using Essure must be aware of the possibility of 
fragmentation of the Essure coils. Intraoperative imaging, ideally fluoroscopy, should be strongly 
considered in the management of Essure migration to ensure localization and full retrieval of Essure 
material. 
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8. Complications of hysteroscopic sterilization with essure device 

Author(s): Rios Castillo J.E.; De Andres M.; Lorente J.; Povedano B.; Velasco E.; Arjona J.E. 

Source: Human Reproduction; 2012; vol. 27 

Publication Date: 2012 

Publication Type(s): Conference Abstract 

Available  at Human Reproduction -  from Oxford Journals - Medicine  

Available  at Human Reproduction -  from HighWire - Free Full Text  

Abstract:Introduction: Since its approval in Europe in 2001, a lot of studies have proved that 
hysteroscopic insertion of Essure device is a safe and efficient sterilization method, with a low 
complication rate. We introduced this method in our Hospital in 2003. After eight years of use, we 
have achieved an important experience with this hysteroscopic sterilization procedure, gathering 
one of the biggest series in Europe. However, there are limited long-term data available. Our aim 
with this study is to analyse the incidence of complications in the short, and in the long term in 
women who underwent hysteroscopic tubal sterilization with Essure. Material(s) and Method(s): 
Retrospective study of hysteroscopic sterilizations performed in our hysteroscopy unit. 4595 women 
who underwent Essure sterilization between March 2003 and December 2010, were followed up 
during eight years. The insertion of the device was performed according to our protocol including 
premedication with oral hormonal contraceptives and non steroidal anti-inflammatory drugs, using a 
vaginoscopic approach with a 5.5-mm hysteroscope without anesthesia in an outpatient basis. 
Result(s): We have classified short term complications when they occurred before than three 
months after the procedure and long term complications when they were reported more than 3 
months after the operation. In the described period, 129 complications have been recorded (2.8%); 
87.6 % (n = 113) in the short term and 12.4 % (n = 26) in the long term. No hospitalization was 
required in any case. Complication most frequently observed was mild vaso-vagal episodes (1.98%, n 
= 91) and more rarely, expulsion of the device (0.47 % n = 22), with 10 expulsions detected in the 
first three months, and 6 in the long term. Other complications were extremely rare and they were 
reported as follows: - Unintended pregnancy: n = 7 (0.15 %) - Migration into abdominal cavity: n = 2 
(0.04%) - Intramyometrial insertion: n = 3 (0.06 %) - Pelvic inflammatory disease: n = 3 (0.06%) - 
Tubal perforation: n = 1 (0.02%) - Recurrent abdominal pain: n = 1 (0.02%) - Nickel allergy: n = 2 
(0.06%) Conclusion(s): Hysteroscopic sterilization with Essure in an outpatient setting is a very safe 
method, with a low complication rate in the short term as well as in the long term. Albeit some 
severe complications such as small bowel obstruction [1] and ruptured ectopic pregnancy [2] have 
been reported, we have found a very low incidence of complications, most of them without clinical 
consequences and none of them requiring hospitalization. 
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9. Imaging of mechanical tubal occlusion devices and potential complications. 

Author(s): Guelfguat, Mark; Gruenberg, Tammy R; Dipoce, Jason; Hochsztein, Jay G 

Source: Radiographics : a review publication of the Radiological Society of North America, Inc; Oct 
2012; vol. 32 (no. 6); p. 1659-1673 

Publication Date: Oct 2012 

Publication Type(s): Journal Article Review 

PubMedID: 23065163 

Available  at Radiographics : a review publication of the Radiological Society of North America, Inc -  
from Free Medical Journals . com  

Abstract:The increasing use of permanent mechanical contraceptive devices has placed growing 
demands on radiologists. Hysteroscopically placed tubal occlusion devices, in particular, must be 
evaluated promptly and carefully to verify that they are in a satisfactory location and are functioning 
effectively. Hysterosalpingography, radiography, ultrasonography, computed tomography, and 
magnetic resonance imaging all may be useful for this purpose; however, the acquisition and 
interpretation of images of these devices can be challenging and requires specific knowledge. 
Verification of tubal occlusion with a hysteroscopically placed device depends heavily on the 
adequacy of cornual distention with the contrast medium at hysterosalpingography. Some 
complications of coil (Essure device) placement, such as tubal perforation and device migration, may 
be clinically occult and their imaging appearances subtle; a high degree of suspicion is needed to 
detect them at postprocedural imaging. The position of another tubal occlusion device, a radiolucent 
silicone matrix (Adiana device), is not directly depicted at imaging with x-rays. By contrast, 
laparoscopically placed locking tubal clips are well depicted at radiography; however, their 
dislodgement and migration are seldom symptomatic and thus unlikely to be discovered in time to 
avert pregnancy. The use of any tubal occlusion device is associated with low albeit finite risks of 
unwanted intrauterine pregnancy, ectopic pregnancy, tubal and uterine perforation, and device 
migration into the peritoneal cavity. Results of multiple trials show that a substantial percentage of 
such complications occurred because of image misinterpretation and consequent patient reliance on 
tubal occlusion alone for contraception. Accurate description and classification of abnormalities in 
device position or function seen at imaging performed postprocedurally or for other clinical 
indications will enhance the value of radiologists' contributions to patient care. 
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10. Tubal perforation with essure and removal of the micro-implant by laparoscopy-case report 

Author(s): Andrade C.; Pinto R.M.; Ferreira C.; Damasceno J.; Nogueira-Martins N. 

Source: Gynecological Surgery; Sep 2012; vol. 9 (no. 1) 

Publication Date: Sep 2012 

Publication Type(s): Conference Abstract 

Available  at Gynecological Surgery -  from SpringerLink - Medicine  

Available  at Gynecological Surgery -  from ProQuest (Health Research Premium) - NHS Version  

Available  at Gynecological Surgery -  from Unpaywall  

Abstract:Video case report of 34-year-old woman with tubal perforation after hysteroscopic Essure 
sterilization. Introduction: One of the major complications of hysteroscopic sterilization is tubal 
perforation, which may occur in up to 2 % of the procedures. Material(s) and Method(s): Case report 
of 34-year old woman, gravida 3, para 3, who underwent Essure sterilization. The follow up was 
performed three months later by pelvic X-ray, a trans-vaginal scan and an hysterosalpingogram 
(HSG). Result(s): The Essure placement was made only on the left tube (as there was an obstruction 
on the right side). On the follow-up appointment, the transvaginal scan and pelvic x-ray performed 
raised some doubts about the position of the device. An HSG confirmed the suspected diagnosis of 
misplacement. Diagnostic laparoscopy was done four months later and reinstated the pelvic position 
of the Essure coils. Successful removal of the Essure from an epiploic appendix of the sigmoid colon 
was performed in the same surgery, as well as the laparoscopic tubal ligation. Discussion(s): Essure 
sterilization is a safe and minimally invasive method of non-reversible contraception. Perforation is 
the most frequent complication and it should be suspected whenever the procedure is difficult. 
Laparoscopic removal seems to be the best approach to solve this complication, as it carries the 
advantage to perform the tubal ligation on the same procedure. 
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11. Fallopian tube disease in the nonpregnant patient 
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Publication Date: 2011 

Publication Type(s): Article 
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Available  at Radiographics : a review publication of the Radiological Society of North America, Inc -  
from Free Medical Journals . com  
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from Unpaywall  

Abstract:The increasing use of imaging necessitates familiarity with a wide variety of pathologic 
conditions, both common and rare, that affect the fallopian tube. These conditions should be 
considered in the differential diagnosis for pelvic disease in the nonpregnant patient. The most 
common condition is pelvic inflammatory disease, which represents a spectrum ranging from 
salpingitis to pyosalpinx to tubo-ovarian abscess. Isolated tubal torsion is rare but is nevertheless an 
important diagnosis to consider in the acute setting. Hematosalpinx in a nonpregnant patient can be 
an indicator of tubal endometriosis; however, care should be taken to exclude tubal torsion or 
malignancy. Current evidence suggests that the prevalence of primary fallopian tube carcinoma 
(PFTC) is underestimated and that there is a relationship between PFTC and breast cancer. PFTC has 
characteristic imaging features that can aid in its detection and in differentiating it from other pelvic 
masses. Familiarity with fallopian tube disease and the imaging appearances of both the normal and 
abnormal fallopian tube is crucial for optimal diagnosis and management in emergent as well as 
ambulatory settings. ©RSNA, 2011. 
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12. Complications associated with Essure device: Analysis after 4000 procedures 

Author(s): Arjona Berral J.E.; Velasco Sanchez E.; Povedano Canizares B.; Rios Castillo J.E.; Serrano 
Davalos J.J. 

Source: Gynecological Surgery; Oct 2010; vol. 7 

Publication Date: Oct 2010 

Publication Type(s): Conference Abstract 

Available  at Gynecological Surgery -  from SpringerLink - Medicine  

Available  at Gynecological Surgery -  from ProQuest (Health Research Premium) - NHS Version  

Available  at Gynecological Surgery -  from Unpaywall  

Abstract:Objectives: To analyse the complications at short, medium and long term, registered in 
patients that underwent hysteroscopic tubal sterilization with Essure device. Material(s) and 
Method(s): Retrospective cohort study of 4000 consecutive patients with the procedure performed 
between 2003 till 2010. All data are registered in the database of the Office Hysteroscopy Unit of our 
hospital. The telephone number is given to all patients to communicate all kind of problems. Follow 
up of patients includes from 3 months till 8 years. Result(s): The global rate of complications is 1,8% 
(73 cases). The most frequent complication is the vasovagal syncope after procedure (1,07%, 43 
cases), follows by the expulsion of one of the devices (0,47%, 19 cases). None syncope required 
hospitalization and they cured with recovery. The expulsions were most of them in the three months 
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after placement; 2 were after 5 months, 1 was after 1 year, and 2 after 2 years. Other complications 
are rare: 2 migrations to cavity that didn't required surgery; 3 intramyometrial placement, and 2 IPD 
that cured with antibiotics; 1 tubal perforation that required a laparoscopic salpinguectomy; 1 
abdominal pain that hasn't improved after laparoscopic salpinguectomy and apendicectomy; and 2 
nickel allergy without previous diagnosed that required a laparoscopic salpinguectomy after essay an 
hysteroscopic approach. The devices have been placed in 25 known nickel allergies without side 
effects. Conclusion(s): The permanent birth control with Essure device has demonstrated to be a 
safe method, with a low rate of complications, which its security persist after 8 years follow up. That 
means that Essure method should be the reference method in what is to do with definitive 
contraception. 

Database: EMBASE 

 

13. Acute abdominal pain as a result of a ruptured hematosalpinx: a rare complication of an 
unusual müllerian anomaly. 

Author(s): Diehl, C L; Gavrilova-Jordan, L P; Coddington, C C 

Source: Journal of pediatric and adolescent gynecology; Jun 2009; vol. 22 (no. 3); p. e9 

Publication Date: Jun 2009 

Publication Type(s): Case Reports Journal Article 

PubMedID: 19539197 

Abstract:CASE REPORTA 15-year-old virgin Caucasian female presented to the emergency room with 
a 40-hour history of acute left lower quadrant abdominal pain and nausea. Evaluation suggested a 
left pelvic kidney with obstructed ureter being the etiology. Her pain continued to escalate so 
further workup with laparoscopy was performed. This demonstrated a left pelvic sidewall hemi 
uterus with ruptured hematosalpinx. This is an unusual clinical presentation of a müllerian anomaly 
not previously documented.DISCUSSIONThe differential diagnosis of acute unilateral abdominal pain 
in adolescent females should include müllerian anomalies. The incidence of this diagnosis is low but 
the evaluation and treatment can be performed in an expeditious manner if the diagnosis is 
considered. The laparoscopic excision of a unilateral noncommunicating uterine horn is a valid and 
recommended treatment approach of this rare malformation. 
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14. Placement of a permanent birth control device at a university medical center. 

Author(s): Shavell, Valerie I; Abdallah, Mazen E; Diamond, Michael P; Berman, Jay M 

Source: The Journal of reproductive medicine; Apr 2009; vol. 54 (no. 4); p. 218-222 

Publication Date: Apr 2009 

Publication Type(s): Journal Article 

PubMedID: 19438163 

Abstract:OBJECTIVETo determine the Essure placement failure rate and analyze factors associated 
with failure in an urban, nonstudy population at a university medical center.STUDY DESIGNA 
retrospective study was conducted of women who underwent attempted Essure hysteroscopic 
sterilization at the Detroit Medical Center (DMC) from January 1, 2003, to June 30, 
2007.RESULTSThere were 316 Essure procedures attempted at the DMC from January 2003 through 
June 2007. Of the 316 attempted procedures, there were 22 device placement failures and 3 
documented post-Essure pregnancies. Of the 22 placement failures, 11 were attributed to difficulty 
visualizing the tubal ostia. Other causes of failure included device malfunction, uterine perforation, 
tubal perforation, expulsion of the device, tubal spasm, tubal ostia too large for the device and 
unspecified. Difficulty visualizing the ostia (p < 0.001) and a longer procedure time (p = 0.008) were 
significantly associated with failure.CONCLUSIONThe rate of successful placement of the Essure 
permanent birth control device at the DMC is 92.1%, with a post-Essure pregnancy rate of 0.95%. 
The majority of placement failures may be attributed to difficulty visualizing the tubal ostia. 
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15. Incorrect position of Essure microinserts 3 months after successful bilateral placement. 

Author(s): Gerritse, Maria B E; Veersema, Sebastiaan; Timmermans, Anne; Brölmann, Hans A M 

Source: Fertility and sterility; Mar 2009; vol. 91 (no. 3); p. 930 

Publication Date: Mar 2009 

Publication Type(s): Case Reports Journal Article 

PubMedID: 18945426 

Abstract:OBJECTIVETo describe incorrect positions of Essure microinserts detected at 3 months' 
follow-up.DESIGNCase report.SETTINGOutpatient department of obstetrics and gynecology in a 
Dutch teaching hospital.PATIENT(S)Initial series of 100 patients who underwent hysteroscopic 
sterilization using Essure between December 2003 and June 2004.INTERVENTION(S)Hysteroscopic 
placement of the Essure System, follow-up at 3 months with transvaginal ultrasound (TVU), and 
hysterosalpingography.MAIN OUTCOME MEASURE(S)Bilateral placement rate, tubal obstruction, 
and detection of incorrect Essure microinsert localization at follow-up after apparent successful 
bilateral placement.RESULT(S)Bilateral placement of Essure microinserts in one session was 
successful in 93 women (93%). In 90 of these women (96.8%), tubal obstruction was proven at 
follow-up 3 months later. Three incorrect positions of an Essure insert were seen: two expulsions 
and one perforation into the abdominal cavity.CONCLUSION(S)Incorrect position of Essure 
microinserts was seen only when the initial placement procedure was difficult. When a placement 
procedure was difficult or other suboptimal conditions are present during the procedure, we advise 
performing a TVU or pelvic X-ray in these women 4 weeks after the procedure or after the first 
vaginal bleeding, instead of waiting for follow-up after 3 months. 
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16. Tubal perforation by Essure: three different clinical presentations. 
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Publication Type(s): Case Reports Journal Article 

PubMedID: 18692813 

Abstract:OBJECTIVETo assess the convenience and safety of Essure sterilization in an outpatient 
setting and the use of ultrasound as diagnostic tool for verification of proper placement for the 3-
month follow-up.DESIGNProspective cohort study.SETTINGTeaching hospital department of 
obstetrics and gynecology.PATIENT(S)Female patients with a request for permanent tubal 
sterilization.INTERVENTION(S)Essure sterilization.MAIN OUTCOME MEASURE(S)Bilateral tubal 
occlusion after Essure sterilization and complication rate.RESULT(S)A total of 149 patients were 
scheduled for Essure sterilization. Microinsert placement was attempted in 143 patients. Bilateral 
placement of the device was successful in 95% (95% confidence interval [CI] 92%-99%). Seven 
attempts were unsuccessful. The complication rate was 2% (n = 3), and all involved a perforation. 
These three cases are discussed in detail. Vaginal ultrasound was conclusive in 91.7% (95% CI 87%-
96%); two perforations were not recognized on the ultrasound.CONCLUSION(S)Essure sterilization is 
a safe and reliable sterilization method in an outpatient setting. Perforation of the device is the most 
frequent complication. Vaginal ultrasound is reliable for verification after an uncomplicated 
procedure. When the procedure is difficult (e.g., higher resistance, more pain then average, more 
time or more than two devices needed), a hysterosalpingogram should be performed. 
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17. Hydrosalpinx as an unusual complication of office hysteroscopy: case report. 
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Abstract:Some complications of hysterocopy have been reported with increasing practice of the 
procedure both for diagnostic and operative procedures. However, complications associated with 
office hysteroscopy (HS) have not been well documented. A 35-year-old woman was accepted at our 
center for a second IVF cycle. She had had a history of primary infertility for nine years and no 
presumptive factors as a cause of infertility had been documented. Office hysteroscopy revealed a 
regular endocervix, endometrial cavity and bilateral internal tubal ostia. The patient was evaluated 
by pelvic examination (without any evidence of pelvic inflammatory disease) and transvaginal 
ultrasonograhy one month after the office HS for routine evaluation before the IVF cycle. There was 
an image compatible with left hydrosalpinx (6 mm in diameter) in her ultrasonographic examination 
that had not been detected before by the same physician using the same ultrasound equipment. 
Following an informative consultation with the patient, laparoscopy was performed and left 
hydrosalpinx was diagnosed. Salpingectomy was then carried out. The diagnosis of hydrosalpinx was 
confirmed by histological examination. To the best of our knowledge this is the first report of 
hydrosalpinx possibly caused by an office HS procedure. 
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18. Tubal perforation by ESSURE microinsert. 
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Publication Type(s): Case Reports Journal Article 

PubMedID: 16527721 

Abstract:Female tubal sterilization remains the most widely used method of permanent 
contraception worldwide. Recent studies have shown the new sterilization technique by ESSURE 
microinsert to be an effective method with decided advantages for the patient in terms of morbidity 
associated to a quick recovery. We discuss the possible hysteroscopic signs of tubal perforation and 
the right measures to take if a perforation is suspected, with respect to the possible complications 
and contraceptive failure. 
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20. Tubal perforation by ESSURE microinsert: clearly not a tubal perforation but a cornual-uterine 
perforation. 
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21. Peritonitis after a ruptured left pyosalpinx in a patient undergoing in vitro fertilization. 
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Source: Fertility and sterility; Apr 2003; vol. 79 (no. 4); p. 1034-1036 

Publication Date: Apr 2003 

Publication Type(s): Case Reports Journal Article 

PubMedID: 12749451 

Abstract:OBJECTIVETo report acute abdomen in a young woman with infertility due to small 
asymptomatic bilateral hydrosalpinges who was on the 12th day of an IVF cycle.DESIGNCase 
report.SETTINGPrivate IVF clinic.PATIENT(S)A 35-year-old woman with asymptomatic bilateral 
hydrosalpinges.INTERVENTION(S)Abdominal laparoscopy.MAIN OUTCOME MEASURE(S)Pus and a 
ruptured left pyosalpinx.RESULTSThe patient suddenly developed acute abdomen while lifting a 
disabled person at a nursing home where she worked as a nurse. About 200 mL of pus was 
aspirated, and the patient had a ruptured left pyosalpinx. Bilateral salpingectomy was done by 
laparoscopy; the patient's postoperative recovery was uneventful.CONCLUSIONWe report a rare 
case of acute abdomen due to peritonitis after a ruptured pyosalpinx in an IVF patient who lifted a 
disabled person. 
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22. Rupture of coliform pyosalpinx in a nine-year old girl. 
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Source: Zentralblatt fur Gynakologie; Apr 2002; vol. 124 (no. 4); p. 220-222 

Publication Date: Apr 2002 

Publication Type(s): Case Reports Journal Article 

PubMedID: 12080484 

Abstract:The authors report on an atypical clinical picture of an acute abdomen syndrome caused by 
the rupture of an atypically located pyosalpinx in a 9-year old girl.A perforated right-sided pyosalpinx 
was found at two locations, firmly adhering to a vesicouterine excavation. Right-sided 
salpingectomy, appendectomy, pelvic cavity lavage and drainage of the Douglas cavity were 
performed. The pathohistology indicated a perforated pyosalpinx and catarrhal appendicitis. On 
bacteriological analysis, Escherichia coli was isolated from the vaginal discharge and from the pus 
collected from the small pelvis. 
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Author(s): Bakos, O; Berglund, L 

Source: The Journal of adolescent health : official publication of the Society for Adolescent Medicine; 
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Publication Date: Mar 1999 

Publication Type(s): Case Reports Journal Article Review 

PubMedID: 10195807 

Abstract:The imperforate hymen is a common genital disorder, but a ruptured hematosalpinx is a 
fairly rare complication. This article presents one case with an imperforate hymen as well as a 
bilateral hematosalpinx, with unilateral ruptured hematosalpinx, giving a picture of acute abdomen. 
The pathology, diagnosis, treatment, and complications of these rare cases are discussed. The most 
important factor for the clinician to remember is the history; a simple inspection provides the 
diagnostic clue. 
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Abstract:Acute salpingitis subsequent to tubal ligation is an uncommon event. Multiple studies have 
given credence to the assumption that salpingitis after tubal ligation does not occur. Four cases of 
salpingitis after tubal ligation are reported during the period of January 1980 to May 1985. This 
relates to an incidence of one in approximately 450 cases of acute salpingitis. A case of acute stump 
salpingitis with sequela from tubal rupture is reported and represents (to the authors' knowledge) 
the third reported case in the literature. Salpingitis can occur in the proximal stumps of tubes that 
have been ligated. 
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