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Background and aim
The aim of this study was to evaluate ovarian reserve, uterine artery blood flow, and
endometrial and subendometrial blood flow in women with unexplained recurrent
miscarriage compared with normal fertile women.
Patients and methods
The study design was a case–control one. The study was conducted in the
Department of Obstetrics and Gynaecology, Benha University, Benha, Egypt.
Women were divided into two groups: those with a history of unexplained
recurrent miscarriage (the study group, n=50), and those who had no history of
miscarriage and had at least one child born at term (the control group, n=50). At
days 3–4 of the cycle, ovarian reserve testing was performed for all women by
measuring follicle-stimulating hormone, luteinizing hormone and oestradiol levels.
Thereafter, two-dimensional (2D) and 3D transvaginal ultrasonography and power
Doppler were performed to detect antral follicle count, ovarian volume, and ovarian
stromal Vascularization Index (VI), Flow Index (FI) and Vascularization Flow Index
(VFI). Between days 18 and 23 of the cycle, transvaginal ultrasonography was
performed for all women using 2D, pulsed Doppler and 3D-power Doppler mode to
detect endometrial thickness, Uterine Artery Pulsatility Index, endometrial volume
and endometrial and subendometrial blood flow presented by the indices VI, FI and
VFI. The indices between the two groups were compared.
Results
Uterine Artery Pulsatility Index was significantly higher in the study group
(P=0.001), whereas endometrial VI (P≤0.001), FI (P=0.01) and VFI (P≤0.001)
and subendometrial VI, FI and VFI (P≤0.001) were significantly lower in the study
group. The ovarian reserve tests, endometrial thickness and endometrial volume,
however, were not significantly different between the two groups.
Conclusion
The presence of good uterine and endometrial blood flow is an important
prerequisite for successful implantation and continuation of pregnancy as shown
by higher uterine artery blood flow resistance and lower endometrial and
subendometrial blood flow in recurrent unexplained miscarriage cases. We
could not find any cutoff values that could predict the occurrence of miscarriage,
and hence larger prospective studies are needed to confirm such results and
reaching values that can accurately predict the occurrence of miscarriage.
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Introduction
Recurrent pregnancy loss (RPL) is a loss of three ormore
spontaneous and consecutive pregnancies at less than 20
weeks of gestation and foetal weight less than 500 g [1].
RPL affects 0.5–3% of women in the reproductive age
group [2,3]. The causes of RPL are classified as genetic,
anatomic, endocrinal, immunological, microbiological,
and environmental [4].

Despite thorough investigation according to various
clinic protocols, the underlying cause remains
unexplained in about 70% of cases [1].
luwer - Medknow
The process of female reproductive ageing is attributed
to a decrease in both oocyte quantity and quality,
eventually resulting in menopause [5]. The main
acknowledged manifestation of decreased quality is
the occurrence of chromosomal abnormalities in the
oocyte, leading to aneuploidy in the conceptus, which
DOI: 10.4103/bmfj.bmfj_107_17
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has been established as the reason of pregnancy loss in
35–75% of all cases [6].

The quality of a woman’s oocytes cannot be assessed
clinically, but the quantity of the remaining follicle pool
can be estimated using so-called ovarian reserve tests.
Various studies have suggested that the quantitative
ovarian reserve is predictive for the chance of
miscarriage. An elevated level of basal follicle-
stimulating hormone (FSH) and oestradiol (E2), low
level of anti-Mullerian hormone and low antral follicle
count (AFC) have been described to be related to
increased miscarriage rates [7–9]. Moreover, a high
incidence of decreased ovarian reserve has been found
among women with unexplained RPL [10,11].

Although female fertility declines with age, it is
difficult to predict the pace of reproductive decline
in an individual woman [12]. Decreased ovarian reserve
is distinct frommenopause or premature ovarian failure
[13].

Although ovarian reserve diminishes with age, young
women with RPLmay have diminished ovarian reserve
[11]. It was demonstrated that serum FSH increases
several years before elevations in serum luteinizing
hormone (LH), and, as a result, the first intimation
of a diminished ovarian reserve may be an elevated
FSH/LH ratio [14]. Basal FSH, E2 levels and FSH/
LH ratio may indirectly reflect the poor quality and
quantity of the oocytes [7]. A variety of ultrasound
parameters, including ovarian volume [15], antral
follicle number [16] and ovarian stromal blood flow
[17], have been suggested as independent predictors of
ovarian reserve. The above studies are challenged by a
number of comparable studies that do not demonstrate
such a relation [18,19].

Several investigators have postulated the existence
of a correlation between the degree of endometrial
development evaluated using ultrasound and the
probability of embryo implantation [20,21]. The
hemodynamic study of the uterus and ovaries during
the menstrual cycle of fertile [22] and infertile [23]
women has been facilitated by the introduction of
Doppler scanner. Among potential uterine predictors
for implantation measurable using ultrasound are
endometrial thickness and volume, endometrial
pattern, and blood flow in the uterine and
subendometrial arteries [24].

Uterine receptivity is likely to be regulated by a number
of factors, including uterine perfusion, and is of great
importance in achieving a normal pregnancy [25,26].
In fact, during the normal menstrual cycle, the
impedance to uterine artery blood flow diminishes
progressively during the luteal phase, reaching the
lowest values in the period that temporally coincides
with the implantation window [22,27,28].

Many published reports show that high blood flow
resistance is associated with reduced conception and
that women with lower Pulsatility Index (PI) values
have the highest possibility of becoming pregnant
[29–33]. However, this is not a universally held
opinion, as many investigators have not been able
to document an association between abnormal
uterine perfusion and pregnancy complications
[34].

Power Doppler ultrasound has the advantage of being
sensitive to low flow, and thus overcomes the angle
dependence and aliasing of standard colour Doppler.
The implementation of three-dimensional (3D)
display permits the physician to see the dimensions
on the screen interactively, rather than mentally
assembling the sectional images. Thus, the 3D-
power Doppler system may enable physicians to
study the region of interest in a more detailed
manner [35].

With the advent of 3D-power Doppler sonography,
quantitative assessment of vessel density and perfusion
within the subendometrial area has become possible,
which may give an idea about the interaction between
overall blood supply in the subendometrial area and
pregnancy rate and complications. The 3D ultrasound
with power Doppler provides a unique tool to examine
the blood supply towards the whole endometrium and
the subendometrial region [36–42].

The aim of the present study was to evaluate the
potential role of ovarian reserve, uterine artery blood
flow and endometrial and subendometrial blood flow
in women with unexplained RPL compared with
normal fertile women.
Patients and methods
The study was conducted in the Obstetrics and
Gynaecology Department in Benha University
Hospital during the period from October 2013 to
December 2016. The study was approved by the
Research Ethical Committee. All participants signed
an informed consent form. The participants were
divided into two groups: those with a history of
recurrent unexplained miscarriage (study group,
n=50), and those who had no history of miscarriages
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and had at least one child born at term (control group,
n=50).

The inclusion criteria for the study group were as
follows: not being pregnant, having had regular
menstrual cycles in the 3 months preceding
enrolment; using neither hormonal contraception
nor an intrauterine device; having a history of three
or more unexplained miscarriages in the first trimester
of pregnancy fathered by the same partner; and having
no living child.

Autoimmune and endocrine disorders were ruled out in
women with unexplained RPL, and thorough uterine
evaluation revealed nothing abnormal. In this group
titres were less than 20 G phospholipids (GPL) for
IgG anticardiolipin antibody and less than 20 M
phospholipids (MPL) for IgM anticardiolipin
antibody; values for activated partial thromboplastin
time were normal, and no antinuclear antibodies were
detected. The endocrine evaluation consisted of
measuring thyroid-stimulating hormone, free thyroxin
and progesterone level on day 21 of the menstrual cycle,
and the results were normal. Results of glucose tolerance
test were also normal. Hysterosalpingography revealed
no congenital anomalies, masses or adhesions within
the uterine cavity and patent fallopian tubes,
and transvaginal ultrasonography revealed adequate
secretory endometrium within the luteal phase. Both
parents had normal karyotyping.

The inclusion criteria for the control group were as
follows: not being pregnant, having had regular
menstrual cycles in the 3 months preceding enrolment;
using neither hormonal contraception nor an intrauterine
device, having normal obstetric history with no
miscarriages, and at least one child born at term.

Exclusion criteria for both groups were having uterine
alterations on transvaginal ultrasonography, systemic
diseases that may affect haemodynamic indices, and a
history of oophorectomy or tubal ligation.

After full history taking and examination, all women
were evaluated on days 3–4 for FSH, LH and E2 levels.
Hormone analysis of serum FSH, LH and E2 levels
was performed using commercial chemiluminescent
enzyme immunoassay (Immulite; Diagnostic Product
Corporation, 5700West 96th Street Los Angeles, CA,
United States). Thereafter, ultrasound assessment of
the number of antral follicles (follicles measuring
2–10mm) was carried out. A single acquisition was
obtained for each ovary and the average was calculated.
Finally, the 3D mode and power Doppler mode was
activated; subsequently, the application of a region of
interest over the ovary was adjusted. An automated
mechanical sweep of this region through 90° was
undertaken using the slow sweep mode, and the
resultant multiplanar display was examined to ensure
that the entire ovary had been captured. Ovarian
volume and ovarian stromal vascularity were detected
using Virtual Organ Computer-aided Analysis
(VOCAL; GE Healthcare, GE Kretz, Zipf,
Austria). During the analysis and calculation, the
manual mode of the VOCAL Contour Editor was
used to cover the whole 3D volume of the ovary with a
15° rotation step. A single acquisition was obtained for
each ovary and the average was calculated.
Quantification of power Doppler information within
the resultant 3D ovarian model was performed using
‘histogram facility’. Three indices of vascularity were
generated: the Vascularization Index (VI), the Flow
Index (FI) and the Vascularization Flow Index (VFI).

Between days 18 and 23, an initial 2D ultrasound
assessment was carried out to detect endometrial
thickness, and then pulsed colour Doppler
assessment of the right uterine artery, identified at
the lateral border of the uterine isthmus and
repeated for the left side, and the average PI of the
bilateral uterine arteries were calculated. Finally, 3D
mode and power Doppler mode were activated; the
resulting truncated sector covering the endometrial
cavity in a longitudinal plane of the uterus was
adjusted and moved, and the sweep angle was set to
90° to ensure that a complete uterine volume
encompassing the entire subendometrium was
obtained. The patient and the 3D transvaginal probe
remained as still as possible during the volume
acquisition. The multiplanar display resulting from
the acquisition was examined to ensure that a
complete volume of the uterine corpus had been
captured. Endometrial volume and three power
Doppler indices were calculated using VOCAL
software (GE Healthcare). During the analysis and
calculation, the manual mode of the VOCAL Contour
Editor was used to cover the whole 3D volume of the
endometrium with a 15° rotation step. The flow
indices that were calculated were as follows: VI, FI
and VFI.

Following the assessment of the endometrium itself, the
subendometrium was examined through the application
of ‘shell imaging’, which allows the user to generate a
variable contour that parallels the originally defined
surface contour. In the present study, the sub-
endometrial region was considered to be within 5mm
of the originally defined myometrial–endometrial
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contour.TheVI,FIandVFIof thesubendometrial region
were obtained accordingly.

All examinations were performed with the scanner
(Voluson 730 Pro V; GE Medical Systems,
Milwaukee, Wisconsin, USA) with 7.5MHz
endocavitary transducer with pulsed colour Doppler
and 3D facility.
Statistical analysis
Quantitative variables were expressed as mean±SD and
comparisons weremade using the t-test for independent
samples if the sampleswerenormally distributedorusing
the Mann–Whitney test otherwise. The significance
level was 0.05 and P-values less than 0.05 were
considered significant. Binary logistic regression
analysis model has been performed to predict a
categorical variable from a set of predictor variables.
Results
The mean age, menstrual cycle length and BMI were
28.4±3.5 years, 30.3±8.4 days and 24.5±1.2 kg/m2 in the
study group and 28.6±3.4 years, 31.1±9.7 days and
24.7±1.1 kg/m2 in the control group, respectively, but
the difference was not statistically significant (P=0.6,
0.7 and 0.3).

The mean gestational age at losses in the study group
was 7 (5.2–11.8) weeks.

There were no statistically significant differences as
regards the basal FSH level, basal LH level, FSH/LH
ratio and basal E2 level between the two groups
(P=0.09, 0.6, 0.4 and 0.3, respectively). Similarly,
Table 2 Comparison of endometrial thickness and volume in the tw

Study group (M±SD)

Endometrial thickness (mm) 9.8±1.2

Endometrial volume (ml) 4.52±0.5

Table 1 Comparison of antral follicle count, ovarian volume and ov
Vascularization Flow Index in the two groups (n=100)

Study group (M±SD)

FSH (IU/l) 7.03±1.1

LH (IU/l) 5.02±1.4

FSH/LH ratio 1.4±0.5

E2 (pg/ml) 54.8±30.8

AFC (n) 6.5±2.8

Ovarian volume (cm3) 5.7±2.4

Ovarian VI (%) 3.3±1.1

Ovarian FI (0–100) 35.5±3.5

Ovarian VFI (0–100) 1.3±0.5

AFC, antral follicle count; E2, oestradiol; FI, Flow Index; FSH, follicle-st
Flow Index; VI, Vascularization Index.
there was no significant difference between the two
groups as regards the AFC, ovarian volume and ovarian
stromal VI, FI and VFI (P=0.1, 0.6, 0.1, 0.2 and 0.1,
respectively) (Table 1).

There were no statistically significant differences as
regards the endometrial thickness and endometrial
volume between the two groups (P=0.8 and 0.2)
(Table 2).

There were highly statistically significant differences
between the two groups.

Uterine Artery PI was significantly higher in the study
group (P=0.001), whereas endometrial VI (<0.001),
FI (0.01) and VFI (<0.001) were significantly lower in
the study group. Similarly, subendometrial VI
(<0.001), FI (<0.001) and VFI (<0.001) were
significantly lower in the study group (Table 3).
Discussion
This study investigated the potential role of ovarian
reserve in women with a history of unexplained RPL.
There is insufficient evidence to recommend that any
ovarian reserve test now available should be used as a sole
criterion [12]. Because no single measure of ovarian
reserve has a 100% sensitivity and specificity,
biochemical and imaging measures should be
combined to improve test characteristics [43]. We
found that the levels of FSH, LH, FSH/LH ratio, E2
andAFC,ovarianvolumeandovarian stromalVI,FIand
VFI at days 3–4 were not significantly different between
women with unexplained RPL and their healthy
counterparts. This finding is in agreement with
o groups (n=100)

Control group (M±SD) P-value

9.6±1.6 0.8

4.47±0.8 0.2

arian stromal Vascularization Index, Flow Index and

Control group (M±SD) P-value

7.7±1.4 0.09

5.2±1 0.6

1.3±0.3 0.4

45.5±24.2 0.3

7.5±3.2 0.1

5.6±2.3 0.6

3.4±0.9 0.1

34.6±2.9 0.2

1.5±0.3 0.1

imulating hormone; LH, luteinizing hormone; VFI, Vascularization



Table 3 Comparison of Uterine Artery Pulsatility Index and endometrial and subendometrial Vascularization Index, Flow Index
and Vascularization Flow Index in the two groups (n=100)

Study group (M±SD) Control group (M±SD) P-value

UAPI 2.6±0.3 1.6±0.2 0.001

Endometrial VI (%) 0.1±0.02 0.3±0.01 <0.001

Endometrial FI (0–100) 20.6±10.5 26.7±12.6 0.01

Endometrial VFI (0–100) 0.02±0.01 0.05±0.01 <0.001

Subendometrial VI (%) 1.1±0.6 1.7±0.8 <0.001

Subendometrial FI (0–100) 24.2±18.2 31.9±19.1 <0.001

Subendometrial VFI (0–100) 0.1±0.09 0.3±0.1 <0.001

FI, Flow Index; VFI, Vascularization Flow Index; UAPI, Uterine Artery Pulsatility Index; VI, Vascularization Index.
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previous studies conducted on patients with RPL
[19,44,45].
Despite that, there are studies that reported a
significantly decreased ovarian reserve in women
with RPL than in healthy controls [10,11].

Elevated uterine arterial impedance is associated
with RPL [32,33]. Moreover, on the basis of studies
from in-vitro fertilization-embryo transfer programs,
impedance of blood flow through the uterine arteries is
an indicator of the probability of subsequent pregnancy
outcome [30]. In the present study uterine artery PI
was measured in the luteal phase of spontaneous cycles.
It was found that uterine artery PI was significantly
higher in the recurrent miscarriage group compared
with the control group. This finding is in agreement
with previous studies [32,33].
The study showed no statistically significant
differences in the mid-luteal endometrial thickness
and endometrial volume between the two groups, a
finding that is in agreement with previous studies
[33,45–47].
Although the relationship between the 3D-power
Doppler angiography indices to true flow is still
under investigation, they have been accepted as
representative of vascularity and flow intensity in the
region of interest [48,49].

Several studies have been conducted to evaluate the
role of endometrial and subendometrial vascularity
measured using 3D Doppler ultrasound in the
prediction of live birth following in-vitro fertilization
cycles [50,51]. On the basis of these findings
the authors postulated that a better endometrial
and subendometrial vascularity can lead to better
placental development during pregnancy, which is
associated with a low risk for miscarriage and a
higher chance of live birth following assisted
reproductive technology (ART) [50–52].
This study demonstrated that patients with
unexplained recurrent miscarriage had significantly
reduced endometrial–subendometrial VI, FI and VFI
compared with the healthy fertile women. This result
suggests that endometrial–subendometrial vascularity
is affected adversely in patients with unexplained
recurrent miscarriage during the peri-implantation
period and may negatively influence early pregnancy
maintenance. Furthermore, it was found that
3D-power Doppler angiography could be useful
in developing therapy strategies and evaluating
management effects for those patients with
unexplained recurrent miscarriage. Similar results
were reported by other previous studies
[45,47,50,53,54].

In conclusion, this study observed that ovarian reserve
test results were not significantly lower in women with
unexplained RPL compared with healthy controls.
However, the presence of good uterine artery and
endometrial and subendometrial blood flow is an
important prerequisite for successful implantation as
shown by higher uterine artery blood flow resistance
and lower endometrial and subendometrial blood flow
in those patients with unexplained RPL. Despite these
findings we could not find any cutoff values that could
predict the occurrence of miscarriage. That may be
attributed to small sample size and short period of the
study, and hence larger prospective studies are needed
aiming to confirm such results and reaching values that
can accurately predict such cases.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.
References
1 Stirrat G. Recurrent miscarriage: clinical associations, bases and

management. Lancet 1990; 336:728–733.

2 Gupta S, Agrawal A, Banerjee J, Alvarez JG. The role of oxidative stress in
spontaneous abortion and recurrent pregnancy loss: a systematic review.
Obstet Gynecol Surv 2007; 62:335–347.



86 Benha Medical Journal, Vol. 34 No. 2, July-December 2017

[Downloaded free from http://www.bmfj.eg.net on Saturday, April 23, 2022, IP: 31.167.102.96]
3 Jaslow C, Carney J, Kutteh W. Diagnostic factors identified in 1020 women
with two versus three or more recurrent pregnancy losses. Fertil Steril 2010;
93:1234–1243.

4 Kutteh W. Recurrent pregnancy loss: an update. Curr Opin Obstet Gynecol
1999; 11:435–439.

5 Te Velde E, Pearson P. The variability of female reproductive ageing. Hum
Reprod Update 2002; 8:141–154.

6 Rai R, Regan L. Recurrent miscarriage. Lancet 2006; 368:601–611.

7 Mukherjee T, Copperman A, Lapinski R, Sandler B, Bustillo M, Grunfeld L.
An elevated day 3 follicle stimulating hormone; luteinizing hormone ratio
(FSH/LH) in the presence of a normal day 3 FSH predicts a poor response
to controlled ovarian hyperstimulation. Fertil Steril 1996; 65:588–593.

8 Elter K, Kavak ZN, Gokaslan H, Pekin T. Antral follicle assessment after
down-regulation may be a useful tool for predicting pregnancy loss in
in-vitro fertilization pregnancies. Gynecol Endocrinol 2005; 21:33–37.

9 Lekamge D, Barry M, Kolo M, Lane M, Gilchrist RB, Tremellen KP.
Anti-Mullerian hormone as a predictor of IVF outcome. Reprod Biomed
Online 2007; 14:602–610.

10 Trout S, Seifer D. Do women with unexplained recurrent pregnancy loss
have higher Day 3 serum FSH and estradiol values? Fertil Steril 2000;
74:335–337.

11 Gurbuz B, Yalti S, Ozden S, Ficicioglu C. High basal estradiol level and
FSH/LH ratio in unexplained recurrent pregnancy loss. Arch Gynecol
Obstet 2004; 270:37–39.

12 American Society of Reproductive Medicine (ASRM). Testing and
interpreting measures of ovarian reserve: a committee opinion. Fertil
Steril 2015; 103:e9–e17.

13 Cooper AR, Baker VL, Sterling EW, Ryan ME, Woodruff TK, Nelson LM.
The time is now for a new approach to primary ovarian insufficiency. Fertil
Steril 2012; 95:1890–1897.

14 Lenton E, Sexton L, Lee S, Cooke ID. Progressive changes in LH and FSH
and LH:FSH ratio in women throughout reproductive life. Maturitas 1988;
10:35–43.

15 Syrop C, Willhoite A, Van Voorhis B. Ovarian volume: a novel outcome
predictor for assisted reproduction. Fertil Steril 1995; 64:1167–1171.

16 Tomas C, Nuojua-Huttunen S, Martikainen H. Pretreatment transvaginal
ultrasound examination predicts ovarian responsiveness to gonadotrophins
in in-vitro fertilization. Hum Reprod 1997; 12:220–223.

17 Kupesic S, Kurjak A, Bjelos D, Vujisic S. Three-dimensional
ultrasonographic ovarian measurements and in vitro fertilization outcome
are related to age. Fertil Steril 2003; 79:190–197.

18 Massie J, Burney R, Milki A, Westphal L, Lathi R. Basal follicle-stimulating
hormone as a predictor of fetal aneuploidy. Fertil Steril 2008; 90:
2351–2355.

19 Yuan X, Lin HY, Wang Q, Li TC. Is premature ovarian ageing a cause of
unexplained recurrent miscarriage? J Obstet Gynaecol 2012; 32:464–466.

20 Bustillo M, Krysa L, Coulam C. Uterine receptivity in an oocyte donation
program. Hum Reprod 1995; 10:442–445.

21 Noyes N, Lui H, Sultan K, Schattman G, Rosenwaks Z. Endometrial
thickness appears to be a significant factor in embryo implantation in
in-vitro fertilization. Hum Reprod 1995; 10:919–922.

22 Steer CV, Campbell S, Pampiglione JS, Kingsland CR, Mason BA, Collins
WP. Transvaginal color flow imaging of the uterine arteries during the
ovarian and menstrual cycles. Hum Reprod 1990; 5:391–395.

23 Steer CV, Tan AL, Masson BA, Campbell S. Midluteal phase vaginal color
Doppler assessment of uterine artery impedance in a subfertile population.
Fertil Steril 1994; 61:53–58.

24 Schild R, Indefrei D, Eschweiler S, van der Ven H, Fimmers R, Hansmann
M. Three dimensional endometrial volume circulation and pregnancy rate in
an in-vitro fertilization program. Hum Reprod 1999; 14:1255–1258.

25 Battalgia C, Sgarbi L, Salvatori M, Maxia N, Gallinelli A, Volpe A. Increased
anticardiolipin antibodies are positively related to uterine artery pulsatility
index in unexplained infertility. Hum Reprod 1998; 13:3487–3491.

26 Steer C, Campbell S, Tan S, Crayford T, Mills C, Mason B, et al. The use
of transvaginal color flow imaging after in-vitro fertilization to identify
optimum uterine condition before embryo transfer. Fertil Steril 1992;
57:372–376.

27 Yokota A, Nakai A, Oya A, Koshino T, Araki T. Changes in the uterine and
ovarian arterial impedance during the periovulatory period in conception
and non-conception cycles. J Obstet Gynaecol Res 2000; 26:435–440.

28 Bernstien IM, Ziegler WF, Leavitt T, Badger GJ. Uterine artery
haemodynamic adaptation through the menstrual cycle into early
pregnancy. Obstet Gynecol 2002; 99:620–624.
29 Tohma H, Hasegawa I, Sekizuta N, Tanaka K. Uterine blood flow
assessment in an intrauterine insemination program for unexplained
infertility. J Reprod Med 1997; 42:463–466.

30 Salle B, Bied-Damon V, Benchalb M, Desperes S, Gaucherand P, Rudigoz
RC. Preliminary report of ultrasonography and color Doppler uterine score
to predict uterine receptivity in an in-vitro fertilization program. Hum Reprod
1998; 13:1669–1673.

31 Chien LW, Lee WS, Au HK, Tzeng R. Assessment of changes in utero-
ovarian arterial impedance during the preimplantation period by Doppler
sonography in women undergoing assisted reproduction. Ultrasound
Obstet Gynecol 2004; 23:496–500.

32 Lazzarin N, Vaquero E, Exacoustos C, Romanini E, Amadio A, Arduini D.
Midluteal phase Doppler assessment of uterine artery blood flow in
nonpregnant women having a history of recurrent spontaneous abortions:
correlation to different etiologies. Fertil Steril 2007; 87:1383–1387.

33 Ferreira AM, Pires CR, Moron AF, Araujo E, Trania E, Mattar R. Doppler
assessment of uterine blood flow in recurrent pregnancy loss. Int
J Gynaecol Obstet 2007; 98:115–119.

34 Isakasson R, Tiitinen A, Cacciatore B. Uterine artery impedance to blood
flow and the day of embryo transfer does not predict obstetric outcome.
Ultrasound Obstet Gynecol 2000; 15:527–530.

35 Panchal S, Nagori CB. Ultrasound diagnosis of PCOS. Donald School
J Ultrasound Obstet Gynecol 2012; 6:290–299.

36 Schild RL, Holthaus S, Alquen JD, Fimmers R, Dorn C, van der Ven H,
Hansmann M. Quantitative assessment of subendometrial blood flow by
three dimensional ultrasound is an important predictive factor of
implantation in an in vitro fertilization programme. Hum Reprod 2000;
15:89–94.

37 Kupesic S, Bekavac I, Bjelos D, Kurjak A. Assessment of endometrial
receptivity by transvaginal color Doppler and three dimensional power
Doppler ultrasonography in patients undergoing in vitro fertilization
procedures. J Ultrasound Med 2001; 20:125–134.

38 Wu HM, Chiang CH, Huang HY, Chao AS, Wang HS, Soong YK. Detection
of the subendometrial vascularization flow index by three-dimensional
ultrasound may be useful for predicting the pregnancy rate for patients
undergoing in vitro-fertilization embryo transfer. Fertil Steril 2003; 79:
507–511.

39 Ng EH, Chan CC, Tang OS, Yeung WS, Ho PC. Endometrial and
subendometrial blood flow measured during early luteal phase by three-
dimensional power Doppler ultrasound in excessive ovarian responders.
Hum Reprod 2004; 19:924–931.

40 NgEH, Chan CC, Tang OS, YeungWS, Ho PC. Comparison of endometrial
and subendometrial blood flow measured by three-dimensional power
Doppler ultrasound between stimulated and natural cycles in the same
patients. Hum Reprod 2004; 19:2385–2390.

41 Ng EH, Chan CC, Tang OS, Yeung WS, Ho PC. Endometrial and
subendometrial blood flow measured by three-dimensional power
Doppler ultrasound in patients with small intramural fibroids during in
vitro fertilization treatment. Hum Reprod 2005; 20:501–506.

42 Raine-Fenning NJ, Campbell BK, Kendall NR, Clewes JS, Johnson IR.
Quantifying the changes in endometrial vascularity throughout the normal
menstrual cycle with three-dimensional power Doppler angiography. Hum
Reprod 2004; 19:330–338.

43 Esposito MA, Coutifaris C, Barnhart KT. A moderately elevated day 3 FSH
concentration has limited predictive value, especially in younger women.
Hum Reprod 2002; 17:118–123.

44 Haadsma ML, Groen H, Fidler V. The predictive value of ovarian reserve
tests for miscarriage in a population of subfertile ovulatory women; Hum
Reprod 2009; 24:546–552.

45 Chen L, Quan S, Li H, Chen C, Xing F, Yu Y. A comparison of endometrial
and subendometrial vascularity assessed by three-dimensional
ultrasonography and power Doppler angiography between healthy fertile
women and women with unexplained primary recurrent miscarriage. Fertil
Steril 2011; 95:1127–1129.

46 Zohav E, Orvieto R, Anteby E, Segal O, Meltcer S, Tur-Kaspa I. Low
endometrial volume may predict early pregnancy loss in women
undergoing in-vitro fertilization. J Assist Reprod Genet 2007; 24:
259–261.

47 Chen L, Quan S, Ou XH, Kong L. Decreased endometrial vascularity in
patients with antiphospholipid antibodies-associated recurrent miscarriage
during midluteal phase. Fertil Steril 2012; 98:1495–1502.

48 Pairleitner H, Steiner H, Hasenoehrl G, Staudach A. Three-dimensional
power Doppler sonography: imaging and quantifying blood flow and
vascularization. Ultrasound Obstet Gynecol 1999; 14:139–143.



Ovarian reserve testing and uterine blood flow Elewa et al. 87

[Downloaded free from http://www.bmfj.eg.net on Saturday, April 23, 2022, IP: 31.167.102.96]
49 Raine-Fenning NJ, Nordin NM, Ramnarine KV, Campbell BK, Clewes JS,
Perkins A, et al. Determining the relationship between three-dimensional
power Doppler data and true blood flow characteristics: an in-vitro flow
phantom experiment. Ultrasound Obstet Gynecol 2008; 32:540–550.

50 Ng EH, Chan CC, Tang OS, Yeung WS, Ho PC. Endometrial and
subendometrial vascularity is higher in pregnant patients with live birth
following ART than in those who suffer a miscarriage.Hum Reprod 2007;
22:1134–1141.

51 Dechaud H, Bessueille E, Bousquet PJ, Revfmaml L, Hedon B. Optimal
timing of ultrasonographic and Doppler evaluation of uterine receptivity to
implantation. Reprod Biomed Online 2008; 16:368–375.
52 Mishra VV, Agarwal R, Sharma U, Aggarwal R, Chondhary S, Bandwal P.
Endometrial and subendometrial vascularity by three-dimensional power
Doppler and its correlation with pregnancy outcome in frozen embryo
transfer (FET). J Obstet Gynecol India 2016; 66:521–527.

53 Abdel-Razik M, El-Berry S, Mostafa A. The effects of nitric oxide donors on
uterine artery and subendometrial blood flow in patients with unexplained
recurrent abortion. J Reprod Infertil 2014; 15:142–146.

54 Tan SY, Hang F, Purvarshi G, Li MQ, Meng DH, Huang LL. Decreased
endometrial vascularity and receptivity in unexplained recurrent
miscarriage patients during midluteal and early pregnancy phases.
Taiwan J Obstet Gynecol 2015; 54:522–526.


