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Akie Takebayashi1,3, Akiko Takashima1, Tsukuru Amano1, Shunichiro Tsuji1, Shoji Kaku1, Ryoji Kushima4 
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Abstract 

Background: The diagnostic criteria of chronic endometritis remain controversial in the treatment for infertile 
patients.

Methods: A prospective observational study was conducted in a single university from June 2014 to September 
2017. Patients who underwent single frozen-thawed blastocyst transfer with a hormone replacement cycle after 
histological examination for the presence of chronic endometritis were enrolled. Four criteria were used to define 
chronic endometritis according to the number of plasma cells in the same group of patients: 1 or more (≥ 1) plasma 
cells, 2 or more (≥ 2), 3 or more (≥ 3), or 5 or more (≥ 5) in 10 high-power fields. Pregnancy rates, live birth rates, and 
miscarriage rates of the non-chronic endometritis and the chronic endometritis groups defined with each criterion 
were calculated. A logistic regression analysis was performed for live births using eight explanatory variables (seven 
infertility factors and chronic endometritis). A receiver operating characteristic curve was drawn and the optimal cut-
off value was calculated.

Results: A total of 69 patients were registered and 53 patients were finally analyzed after exclusion. When the diag-
nostic criterion was designated as the presence of ≥ 1 plasma cell in the endometrial stroma per 10 high-power fields, 
the pregnancy rate, live birth rate, and miscarriage rate were 63.0% vs. 30.8%, 51.9% vs. 7.7%, and 17.7% vs. 75% in the 
non-chronic and chronic endometritis groups, respectively. This criterion resulted in the highest pregnancy and live 
birth rates among the non-chronic endometritis and the smallest P values for the pregnancy rates, live birth rates, 
and miscarriage rates between the non-chronic and chronic endometritis groups. In the logistic regression analysis, 
chronic endometritis was an explanatory variable negatively affecting the objective variable of live birth only when 
chronic endometritis was diagnosed with ≥ 1 or ≥ 2 plasma cells per 10 high-power fields. The optimal cut-off value 
was obtained when one or more plasma cells were found in 10 high-power fields (sensitivity 87.5%, specificity 64.9%).

Conclusions: Chronic endometritis should be diagnosed as the presence of ≥ 1 plasma cells in 10 high-power fields. 
According to this diagnostic criterion, chronic endometritis adversely affected the pregnancy rate and the live birth 
rate.
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Background
Chronic endometritis (CE) is defined as slight inflam-
mation of the endometrium and is generally agreed that 
the presence of plasma cells within the endometrial 
stroma is the most useful histologic criterion for diag-
nosis [1–7]. Although patients with CE have no or subtle 
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clinical symptoms, and no clinical significance has yet 
been found, there have recently been many reports that 
show its relationship with infertility and implantation 
failure [4, 8–16].

Epidemiologically, CE is recognized in 2.8% to 67.6%, 
from a very low frequency to a very high frequency, 
of patients with infertility and implantation failure [4, 
8, 11–16]. Bacterial infection is related to the cause of 
CE, because many cases of CE are cured by antibiotics 
[8–10, 15, 17–19]. It has been reported that the clini-
cal outcomes of in  vitro fertilized embryo transfer are 
improved when cure of CE is confirmed after administra-
tion of antibiotics for recurrent implantation failure (RIF) 
[10, 15, 17–19]. However, on the other hand, there have 
been reports that administration of antibiotics is ineffec-
tive, and reports that CE does not affect fertility at all [4, 
8]. Although the cause of the differences in the research 
results regarding the effects of CE on fertility may be due 
to different patient backgrounds and subjects in each 
study, we considered that the biggest problem is the dif-
ference in the diagnostic criteria for CE in each study. In 
many previous clinical studies of CE, the study subjects 
were patients with RIF, and the clinical outcomes were 
compared between the group cured with antibiotics and 
the persistent group [8–10, 13, 17]. However, antibiotics 
cannot be administered without establishing diagnostic 
criteria in advance. Thus, this methodology interferes 
with the determination of CE criteria depending on the 

clinical outcomes. Moreover, it is also difficult to purely 
evaluate the effect of CE on implantation when the con-
trol group is defined as patients with RIF without CE, 
since the pregnancy rate in patients with RIF will be 
lower in subsequent treatment cycles due to the pres-
ence of causes other than CE for implantation failure. 
For these reasons, there appear to be no uniform criteria 
based on clinical outcomes that are accepted worldwide.

Therefore, the present study examined whether or not 
the pregnancy rate, live birth rate and miscarriage rate 
differed between non-CE and CE when different diagnos-
tic criteria were set for the number of plasma cells in the 
endometrial stroma and the aim of the present study was 
to establish the most appropriate diagnostic criteria for 
CE.

Methods
This study was approved by the Ethics Committee of 
Shiga University of Medical Science (approved number 
2014-090). All clinical studies were conducted accord-
ing to the Declaration of Helsinki for Medical Research 
involving Human Subjects. Informed written consent 
was obtained from the participants. The patients were 
enrolled from June 2014 to September 2017.

As shown in Fig.  1, IVF or intracytoplasmic sperm 
injection was performed with a gonadotropin releasing 
hormone (GnRH) agonist protocol or a GnRH antagonist 
protocol, and the blastocysts were frozen.

Oocyte retrieval 
and blastocyst 
freezing

Hysteroscopy and 
endometrial sampling 
Evaluation of  the            
presence of plasma 
cells

Within 90 days

2. Stain the endometrium with CD138 antibody
The number of plasma cells in 10 HPF of the stromal area was 

evaluated with CD138 antibody staining of the endometrium.

1. Freeze blastocysts

4. Under the same hormone replacement protocol

3. Blastocyst transfer within 90 days of endometrial tissue sampling

Single frozen-thawed 
blastocyst transfer with 
hormone replacement cycle

Estradiol patch                    
+Dydrogesterone

Fig. 1 Protocol for the present study. Blastocysts were frozen following oocyte retrieval. Hysteroscopy and endometrial sampling were performed, 
and the number of plasma cells in 10 high-power fields (HPFs) of stromal area was evaluated with CD138 antibody staining of the endometrium. 
Single frozen-thawed blastocyst transfer was performed within 90 days after the endometrial evaluation with a hormone replacement cycle
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The subjects were patients under 41 years of age who 
agreed and underwent the in  vitro fertilization-embryo 
transfer (IVF-ET) protocol of our department, which 
includes routine hysteroscopy and local endometrial 
curettage (injury) before first frozen thawed embryo 
transfer.

The criteria for registration were set accordingly to 
a previous report with some modification [20]. Briefly, 
patients who had a history of RIF, recurrent pregnancy 
loss (RPL) or diseases suspected to cause implantation 
failure such as uterine malformation, multiple myoma, 
endometrial polyp, hydrosalpinx, adenomyosis with over 
a uterine wall > 2.5  cm thick or endometrial thinning 
(< 8 mm at implantation phase) detected by ultrasonog-
raphy [21–26], were not enrolled. Genetic disorders, 
endocrine diseases and autoimmune diseases were not 
enrolled either [27, 28] (Fig. 2a). RIF was defined as the 
failure of clinical pregnancy after 4 good quality embryo 
transfers, with at least three fresh or frozen IVF cycles, as 
per Coughlan et al. [29]. RPL was defined as the patient 
with 3 or more miscarriage [30].

After the identification of the ovulation day as reported 
previously [20], hysteroscopy and endometrial tissue 
collection were performed 5–9  days after ovulation. 
Whether endometrial macropolyps and uterine malfor-
mations were present was determined by hysteroscopy, 
and patients with these diseases were excluded from this 
study at that moment [23, 24] (Fig. 2a). Immediately after 
hysteroscopy, the tissue around the center of the anterior 
endometrium was collected with 4.5  J. A. M. W Type 
Uterine Curettes, and immunostaining of this sample 
for CD138 was performed, as reported previously [1, 20, 
31, 32]. One pathologist examined this tissue to deter-
mine how many plasma cells there were in 10 random 
HPFs (Olympus BX-41; hpf diameter = 0.55  mm; hpf 
area = 0.24  mm2) of the endometrial stromal area.

Before blastocyst transfer, patients again discussed 
their treatment options with doctors based on the find-
ings concerning the presence of plasma cells in the 
stroma of the endometrium, and when the patient 
wanted to add treatment that might modify the endome-
trial receptivity, such as the administration of antibiot-
ics [10, 13] or stimulated endometrium embryo transfer 
(SEET) [33], the patients were excluded from the study 
(Fig.  2a). Patients who wished to undergo two-embryo 
transfer were also excluded in order to limit the study’s 
treatment outcomes to single blastocyst transfer (Fig. 2a).

Blastocysts were transferred within 90  days of endo-
metrial tissue collection. An estradiol patch was started 
on days 2–3 of menstruation and increased gradually 
(Fig.  3). When the endometrial thickness reached 8 or 
more mm, oral administration of dydrorgesterone (DYD) 
was started (40  mg/day for patients weighing less than 

65 kg or 60 mg for those weighing 65 kg or more). Single 
frozen-thawed blastocyst transfer was performed six days 
after DYD administration, and a blood human chorionic 
gonadotropin (hCG) test was performed two weeks after 
blastocyst transfer. When hCG was detected, transvagi-
nal ultrasonography was performed within one week 
from that day, and the presence of a gestational sac in 
utero was considered to indicate pregnancy. When preg-
nancy was recognized, administration of these hormones 
was continued until 13 to 15 weeks of pregnancy. When 
the patients did not conceive or miscarriage resulted, 
their administration was discontinued as appropriate.

After obtaining the clinical outcomes of blastocyst 
transfer, the effect of the presence of plasma cell on the 
outcome was evaluated. We set four different diagnos-
tic criteria for the number of plasma cells existing in the 
stromal area per 10 HPFs and determined which crite-
ria matched the clinical data best. Diagnostic criteria 
were decided with reference to past reports. Four differ-
ent criteria for CE were used, according to the number 
of plasma cells: the first diagnostic criterion called for 
diagnosing CE when ≥ 1 plasma cell was found among 10 
HPFs and non-CE when no plasma cells were found [34]; 
the second diagnostic criterion called for diagnosing CE 
when ≥ 2 plasma cells were found among 10 HPFs and 
non-CE when ≤ 1 plasma cell was found [35]; the third 
diagnostic criterion called for diagnosing CE when ≥ 3 
plasma cells were found among 10 HPFs and non-CE 
when ≤ 2 plasma cells were found [35]; and the fourth 
diagnostic criterion called for diagnosing CE when ≥ 5 
plasma cells were found among 10 HPFs and non-CE 
when ≤ 4 plasma cells were found [11]. Pregnancy rates, 
live birth rates, and miscarriage rates were calculated in 
the non-CE and CE groups for each criterion and out-
comes were compared among four criteria.

A multivariate logistic regression analysis was per-
formed for eight explanatory variables, which included 
seven infertility factors (male factor, tubal factor, endo-
metriosis, ovarian factor, anti-sperm antibody-positive, 
fertilization failure, unexplained infertility) and CE, with 
respect to the objective variable of live birth to obtain 
factors that worked negatively for each criterion, as pre-
viously reported [20].

In addition, the sensitivity and specificity of the non-
CE group for live birth were calculated for each of these 
diagnostic criteria, and a receiver operating characteristic 
(ROC) curve was drawn from them. Based on the results, 
the area under the curve (AUC) was calculated, and the 
optimal cut-off values were determined.

Statistically analyses
The target number of participants in the present study 
was calculated based on a retrospective study reported by 
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Cicinelli et  al. [10]. According to their report, when CE 
was cured with antibiotics, the ongoing pregnancy rate 
was 60.8% (28/46), but when it persisted, the rate was 
13.3% (2/15); there was a significant difference between 

them. Based on these results, the number of patients 
required for enrollment was calculated using software 
provided by the Department of Biostatistics, Vanderbilt 
University (http://biost at.mc.vande rbilt .edu/wiki/Main/

Obtaining of frozen blastocyst

Hysteroscopy and endometrial 
sampling 

Embryo transfer

Excluded from the study if the following treatment was performed:
Administration of antibiotics to treat chronic endometritis
Stimulated endometrium embryo transfer (SEET)
Two-embryo transfer

Registered when meeting the following conditions:
Under 41 years of age
Agreed and underwent the in vitro fertilization-embryo transfer (IVF-
ET) protocol of our department, which includes routine hysteroscopy 
and local endometrial curettage (injury) before first frozen thawed 
embryo transfer.

Excluded from the registration (not registered) if the following disease was suffered:
Patients who had a history of recurrent implantation failure (RIF)
Recurrent pregnancy 
Uterine malformation, multiple myoma, endometrial polyp, hydrosalpinx,  
adenomyosis or endometrial thinning (<8 mm at implantation phase),
genetic disorders, endocrine and autoimmune diseases, 

Excluded from the study if the following disease were found:
Endometrial macropolyp
Uterine malformation

Registration

Discuss
based on the result of 
presence of plasma cell

a

Hysteroscopy and endometrial        69 
sampling 

Embryo transfer                              53

Registration 69

Discuss based on the result of        69 
presence of plasma cell

Excluded Antibiotic therapy 8
SEET 3
Two embryo transfer    5

Excluded 0

b

Fig. 2 a Flow of patient registration and exclusion. The subjects were patients under 41 years of age who agreed and underwent the in vitro 
fertilization-embryo transfer (IVF-ET) protocol of our department, which includes routine hysteroscopy and local endometrial curettage (injury) 
before first frozen thawed embryo transfer. Patients who had a history of RIF, recurrent pregnancy loss (RPL) or diseases suspected to cause 
implantation failure such as submucosal myoma, adenomyosis, uterine malformation, or endometrial thinning (< 8 mm at implantation phase) were 
not enrolled. Genetic disorders, endocrine diseases and autoimmune diseases were not enrolled either. The presence of endometrial macropolyps 
and uterine malformations were evaluated by hysteroscopy, and patients with these diseases were excluded from this study at that moment. Before 
blastocyst transfer, patients were discussed with doctors again with respect to the treatment options, based on the result of existence of plasma 
cell in the stroma of the endometrium, and when the patient wanted to add the treatment which might modify the endometrial receptivity such 
as administration of antibiotics, or stimulated endometrium embryo transfer, the patients were excluded from the study. The patients who want 
to treat two-embryo transfer were also excluded to limit the study of treatment outcomes for single blastocyst transfer. b The numbers of patients 
registered and excluded. Sixty-nine patients were recruited, and 16 patients were excluded. Fifty-seven patients were finally analyzed

http://biostat.mc.vanderbilt.edu/wiki/Main/PowerSampleSize
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Power Sampl eSize ). In the section of Dichotomous, inde-
pendent, prospective, two proportion, and Fisher’s exact 
test were selected to measure the sample size. An α of 
0.05 was selected as the probability of falsely rejecting 
the null hypothesis, with 0.8 for power (the probability of 
always rejecting the null hypothesis if the null hypothesis 
is false in the statistical hypothesis test), 0.605 for P0 (the 
probability of the outcome for a control patient in pro-
spective studies), and 0.133 for P1 (the probability of the 
outcome in an experimental subject in prospective stud-
ies). When a value of 1 was selected for m (the ratio of 
control to experimental subjects for independent pro-
spective studies), it was calculated that enrollment of 19 
cases was necessary for each group. When m was chosen 
as 0.56, 0.36, 0.26 and 0.55, the number of cases required 
for control (non-CE) and CE became 26 and 15, 33 and 
12, 42 and 11, and 26 and 15, respectively.

Statistical analysis was performed using Graph Pad 
Prism 5 (GraphPad Software Inc., La Jolla, CA). The nor-
mality of the distribution of each dataset was analyzed 
using the Kolmogorov–Smirnov test, and then Student’s 
t-test or the non-parametric Mann–Whitney U test was 
used depending on the distribution pattern. The signifi-
cance of differences in pregnancy, live birth, and abortion 
rates between the non-CE and CE groups was examined 
using Fisher’s test. A significant difference was defined as 
a P value less than 0.05.

The SSPS statistics software program, version 25 (IBM, 
Chicago, IL, USA) was used for the multivariate logistic 
regression analysis. Odds ratios and P values were calcu-
lated. A significant difference was considered present at a 
P value < 0.05.

The JMP® software program (SAS Institute Inc. Cary, 
NC, USA) was used to depict the ROC curve.

Results
A total of 69 patients were registered (Fig. 2b). Of these, 
patients who wanted treatment with antibiotics, SEET, 
or two-embryo transfer, were excluded, and 53 patients 
were finally analyzed.

When CE was defined as ≥ 1 plasma cells in 10 
HPFs, there were 27 non-CE patients and 26 CE 
patients. When CE was defined as ≥ 2 plasma cells in 
10 HPFs, ≥ 3 plasma cells in 10 HPFs, or ≥ 5 plasma 
cells in 10 HPFs, the numbers of non-CE patients and 
CE patients were 34 and 19, 39 and 14, and 42 and 
11, respectively. These met the statistically required 
numbers.

When the diagnostic criterion for CE was the pres-
ence of ≥ 1 plasma cells in 10 HPFs, there were no 
differences between the two groups in patients’ back-
ground except parity (Table 1). The pregnancy rate, live 
birth rate, and miscarriage rate were 63.0% vs 30.8% 
(P = 0.028), 51.9% vs 7.7% (P = 0.0007), and 17.7% vs 
75% (P = 0.0099) in the non-CE and CE groups, respec-
tively. The pregnancy rate and live birth rate were sig-
nificantly lower in the CE group, and the miscarriage 
rate was significantly higher in the CE group.

When the diagnostic criterion for CE was the pres-
ence of ≥ 2 plasma cells in 10 HPFs, there were no 
differences between the two groups in patients’ back-
ground except age, parity, and the rate of tubal factor 
as infertility cause (Table  2). The pregnancy rate, live 
birth rate, and miscarriage rate were 58.8% vs 26.3% 
(P = 0.043), 44.1% vs 5.3% (P = 0.0041), and 25% vs 80% 
(P = 0.04) in the non-CE and CE groups, respectively. 
The pregnancy rate and live birth rate were significantly 
lower in the CE group, and the miscarriage rate was 
significantly higher in the CE group.

Multiple E2 patches (0.72 mg)/2
days 

Dydrogesterone
40 mg/day <65 kg
60 mg/day  ≥65 kg 

Single blastocyst transfer

Until 13-15 weeks

Day
1

Menstruation

14 20

Fig. 3 Protocol of single frozen-thawed blastocyst transfer with a hormone replacement cycle. Multiple estradiol patches are started on days 2–3 
of menstruation and increased gradually. When the endometrial thickness reaches 8 or more mm, oral administration of dydrogesterone (DYD) is 
started. Single blastocyst transfer is done 6 days after DYD is started

http://biostat.mc.vanderbilt.edu/wiki/Main/PowerSampleSize
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When the diagnostic criterion for CE was the presence 
of ≥ 3 plasma cells in 10 HPFs, there were no differences 
between the two groups in patients’ background except 
age, gravidity, and parity (Table  3). The pregnancy rate, 
live birth rate, and miscarriage rate were 53.9% vs 28.6% 
(P = 0.13), 38.5% vs 7.1% (P = 0.041), and 28.6% vs 75% 
(P = 0.12) in the non-CE and CE groups, respectively. The 
live birth rate was significantly lower in the CE group, but 
there were no differences in the pregnancy rate and the 
miscarriage rate between the groups.

When the diagnostic criterion for CE was the presence 
of ≥ 5 plasma cells in 10 HPFs, there were no differences 
between the two groups in patients’ background except 
age and parity (Table  4). The pregnancy rate, live birth 
rate, and miscarriage rate were 50% vs 36.4% (P = 0.51), 
35.7% vs 9.1% (P = 0.14), and 28.6% vs 75% (P = 0.12) in 
the non-CE and CE groups, respectively. There were no 
significant differences in the pregnancy rate, live birth 
rate, and miscarriage rate.

According to the multivariate logistic regression analy-
sis, CE was the only explanatory variable that negatively 
affected the objective variables of live birth when CE 

was diagnosed with the diagnostic criteria of ≥ 1 or ≥ 2 
plasma cells per 10 HPFs, although no independent vari-
able was detected as a negative factor when CE was diag-
nosed using other criteria. The odds ratio (P value, [95% 
confidence interval]) for live birth was 0.081 (P = 0.016, 
[0.01–0.625]) when CE was diagnosed with ≥ 1 plasma 
cell per 10 HPFs and 0.064 (P = 0.044, [0.004–0.93) when 
CE was diagnosed with ≥ 2 plasma cells per 10 HPFs 
(Table 5).

The AUC of the ROC curve was 0.785. The optimal cut-
off value was obtained when ≥ 1 plasma cell was found 
among 10 HPFs (sensitivity of 87.5% and specificity of 
64.9%) (Fig. 4).

Discussion
In the present study, diagnostic criteria for CE using 
endometrial specimens were prospectively evaluated 
based on clinical outcomes in patients undergoing a uni-
form program of single blastocyst transfer in hormone 
replacement cycles after excluding participants with 
RIF, RPL, and diseases suspected to cause implantation 
failure when participants were enrolled. The pregnancy 

Table 1 Patients’ characteristics and  clinical outcomes 
when CE was defined as ≥ 1 PCs in 10 HPFs 

CE chronic endometritis, PCs plasma cells, non-CE non chronic endometritis, HPF 
high-power field, SD standard deviation, IQR interquartile range, BMI body mass 
index, FSH follicle stimulate hormone, OPU ova pick up, EM endometrial, ASA 
anti-sperm antibody positive

Non-CE CE P value
N = 27 N = 26

Age (y), Mean ± SD 35.0 ± 3.30 36.2 ± 3.45 0.2

Gravidity, Median, IQR 0 (0–2) 0 (0–1) 0.23

Parity, Median, IQR 0 (0–0) 0 (0–1) 0.039

BMI (kg/m2), Median, IQR 21.4 (18.9–23.7) 21.8 (20.2–26.6) 0.24

Smoking habit (%) 0 0 1.00

FSH (mIU/mL), Median, IQR 8.1 (4.8–24) 9.1 (5–12.5) 0.2

Previous OPU cycles, Median 
IQR

1 (1–4) 1.5 (1–2.25) 0.72

EM thickness (mm), 
Mean ± SD

10.3 ± 1.60 10.5 ± 2.38 0.75

Rate of good blastocysts (%) 59.3 (16/27) 65.4 (17/26) 0.78

Infertility cause

 Tubal factor 5 10 0.14

 Ovarian factor 4 4 1

 Endometriosis 7 6 1

 ASA 0 0 1

 Fertilization failure 1 1 1

 Male factor 7 6 1

 Unexplained fertility 10 4 0.12

Pregnancy rate (%) 63.0 (17/27) 30.8 (8/26) 0.028

Live birth rate (%) 51.9 (14/27) 7.7 (2/26) 0.0007

Miscarriage rate (%) 17.7 (3/17) 75 (6/8) 0.0099

Table 2 Patients’ characteristics and  clinical outcomes 
when CE was defined as ≥ 2 PCs in 10 HPFs 

CE chronic endometritis, PCs plasma cells, non-CE non chronic endometritis, HPF 
high-power field, SD standard deviation, IQR interquartile range, BMI body mass 
index, FSH follicle stimulate hormone, OPU ova pick up, EM endometrial, ASA 
anti-sperm antibody positive

Non-CE CE P value
N = 34 N = 19

Age (y), Median, IQR 36 (32.5–37) 38 (35–39) 0.028

Gravidity, Median, IQR 0 (0–0.25) 0 (0–1) 0.13

Parity, Median, IQR 0 (0–1) 0 (0–1) 0.0023

BMI (kg/m2), Median, IQR 21.8 (19.6–24.1) 21.0 (20.1–25.9) 0.83

Smoking habit (%) 0 0 1

FSH (mIU/mL), Median, IQR 8.85 (7.4–9.7) 8.8 (7.4–10.3) 0.97

Previous OPU cycles, Median 
IQR

1.5 (1–4) 1 (1–2) 0.33

EM thickness (mm), 
Mean ± SD

10.5 ± 2.05 10.2 ± 1.95 0.55

Rate of good blastocysts (%) 61.2 (21/34) 63.1 (12/19) 0.99

Infertility cause

 Tubal factor 6 9 0.029

 Ovarian factor 5 3 1

 Endometriosis 8 5 1

 ASA 0 0 1

 Fertilization failure 1 1 1

 Male factor 11 2 0.10

 Unexplained fertility 11 3 0.33

Pregnancy rate (%) 58.8 (20/34) 26.3 (5/19) 0.043

Live birth rate (%) 44.1 (15/34) 5.3 (1/19) 0.0041

Miscarriage rate (%) 25 (5/20) 80 (4/5) 0.04
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rate and live birth rate of the non-CE group were high-
est when the diagnostic criterion for CE was the presence 
of ≥ 1 plasma cells in 10 HPFs. The pregnancy rate and 
live birth rate of the non-CE group decreased gradually 
as the minimum number of plasma cells in 10 HPFs for 
the diagnostic criterion for CE increased from ≥ 2 to ≥ 5. 
On the other hand, the miscarriage rate of the non-CE 
group was the lowest when the diagnostic criterion for 
CE was the presence of ≥ 1 plasma cells in 10 HPFs. All P 
values for the pregnancy rate, live birth rate, and miscar-
riage rate were the smallest when the diagnostic criterion 
of CE was the presence of ≥ 1 plasma cells in 10 HPFs. 
Their P values increased gradually as the minimum num-
ber of plasma cells in 10 HPFs for the diagnostic criterion 
for CE increased from ≥ 1 to ≥ 5. When the diagnostic 
criterion for CE was the presence of ≥ 5 plasma cells in 10 
HPFs, there were no significant differences in the preg-
nancy rates and live birth rates.

In the multivariate logistic regression analysis, CE was 
an explanatory variable negatively affecting the objective 
variable of live birth only when CE was diagnosed based 
on the presence of ≥ 1 or ≥ 2 plasma cells per 10 HPFs. In 

addition, in the evaluation of the ROC curve, the optimal 
cut-off was determined to be ≥ 1 plasma cell per 10 HPFs. 
Taken together, these findings suggest that CE should be 
diagnosed when ≥ 1 plasma cell is found among 10 HPFs, 
and CE had a detrimental effect on the clinical outcomes 
of in  vitro fertilization when it was diagnosed with this 
criterion.

In the present study, the live birth rate and miscarriage 
rate did differ among the three groups although there was 
no statistically difference in the pregnancy rate (Table 6). 

Table 3 Patients’ characteristics and  clinical outcomes 
when CE was defined as ≥ 3 PCs in 10 HPFs 

CE chronic endometritis, PCs plasma cells, non-CE non chronic endometritis, HPF 
high-power field, SD standard deviation, IQR interquartile range, BMI body mass 
index, FSH follicle stimulate hormone, OPU ova pick up, EM endometrial, ASA 
anti-sperm antibody positive

Non-CE CE P value
N = 39 N = 14

Age (y), Median, IQR 36 (33–37) 38 (37–39) 0.0051

Gravidity, Median, IQR 0 (0–0) 0.5 (0–2) 0.04

Parity, Median, IQR 0 (0–0) 0.5 (0–1) 0.0006

BMI (kg/m2), Median, IQR 21.9 (19.6–24.5) 20.9 (19.9–24.1) 0.54

Smoking habit (%) 0 0 1

FSH (mIU/mL), Median, IQR 8.6 (6.7–9.7) 9.05 (7.83–10.4) 0.18

Previous OPU cycles, Median 
IQR

1 (1–4) 1.5 (1–3.3) 0.93

EM thickness (mm), 
Mean ± SD

10.5 ± 2.0 10.0 ± 2.0 0.39

Rate of good blastocysts (%) 64.1 (25/39) 57.1 (8/14) 0.75

Infertility cause

 Tubal factor 10 5 0.50

 Ovarian factor 6 2 1

 Endometriosis 9 4 0.73

 ASA 0 0 1

 Fertilization failure 1 1 0.4

 Male factor 11 2 0.47

 Unexplained fertility 11 3 0.74

Pregnancy rate (%) 53.9 (21/39) 28.6 (4/14) 0.13

Live birth rate (%) 38.5 (15/39) 7.1 (1/14) 0.041

Miscarriage rate (%) 28.6 (6/21) 75 (3/4) 0.12

Table 4 Patients’ characteristics and  clinical outcomes 
when CE was defined as ≥ 5 PCs in 10 HPFs 

CE chronic endometritis, PCs plasma cells, non-CE non chronic endometritis, HPF 
high-power field, SD standard deviation, IQR interquartile range, BMI body mass 
index, FSH follicle stimulate hormone, OPU ova pick up, EM endometrial, ASA 
anti-sperm antibody positive

Non-CE CE P value
N = 42 N = 11

Age (y), Median, IQR 36 (33–37) 38 (37–39) 0.04

Gravidity, Median, IQR 0 (0–2) 0 (0–2) 0.15

Parity, Median, IQR 0 (0–1) 0 (0–2) 0.023

BMI (kg/m2), Median, IQR 21.8 (19.6–24.1) 20.9 (20.1–25.9) 0.90

Smoking habit (%) 0 0 1

FSH (mIU/mL), Median, IQR 8.7 (6.9–9.8) 9 (7.6–10.3) 0.42

Previous OPU cycles, Median 
IQR

1.5 (1–4) 1 (1–3) 0.46

EM thickness (mm), 
Mean ± SD

10.4 ± 2.0 10.2 ± 2.1 0.77

Rate of good blastocysts (%) 59.5 (25/42) 72.3 (8/11) 0.5

Infertility cause

 Tubal factor 11 4 0.71

 Ovarian factor 6 2 0.67

 Endometriosis 11 2 0.71

 ASA 0 0 1

 Fertilization failure 2 0 1

 Male factor 12 1 0.26

 Unexplained fertility 11 3 1

Pregnancy rate (%) 50 (15/42) 36.4 (4/11) 0.51

Live birth rate (%) 35.7 (15/42) 9.1 (1/11) 0.14

Miscarriage rate (%) 28.6 (6/21) 75 (3/4) 0.12

Table 5 A multivariate logistic regression analysis 
for  variables negatively affecting live birth in  each 
criterion

CE chronic endometritis, CI confidential interval, HPF high power field

Diagnostic criterion Variable Odds ratio 95% CI P value

 ≥ 1 plasma cells in 10 
HPFs

CE 0.081 0.010–0.625 0.016

 ≥ 2 plasma cells in 10 
HPFs

CE 0.064 0.004–0.928 0.044
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The live birth rates were higher in the patients with no 
plasma cells than in those with 1–4 or ≥ 5 plasma cells 
per 10 HPFs when compared between the two groups 
although there were no marked differences between the 
patients with 1–4 and ≥ 5 plasma cells per 10 HPFs with 
respect to these rates. The pregnancy rate and miscar-
riage rate did not differ between any combination of the 
3 groups (Table 6). This indicates that when plasma cells 
were detected, the live birth rate decreased in the same 
way, regardless of the number of plasma cells detected.

In studies based on the detection of plasma cells, the 
criteria were ≥ 1 plasma cell per section [10, 12], ≥ 1 

plasma cell in the stromal area among 10 HPFs [6], ≥ 5 
plasma cells in the stromal area among 20 HPFs [34], 
and ≥ 5 plasma cells in the stromal area among 10 HPFs 
[11], showing marked variety among studies. In these 
reports, the efficacy of antibiotics on the clinical out-
comes or the prevalence of CE was determined. However, 
in those studies, antibiotics could not be administered 
without establishing diagnostic criteria in advance, and 
the prevalence of CE could not be determined either 
without establishing diagnostic criteria in advance. Thus, 
this methodology interferes with the determination of CE 
criteria based on the clinical outcomes. Recently, a few 
retrospective studies have established diagnostic crite-
ria based on the clinical outcomes without the usage of 
antibiotics, even when CD138-positive cells were found 
in the endometrial stroma [36, 37]. In one study, CD138-
positive cells were counted, excluding positive cells in 
the lumen and glands, in patients with RIF. The results 
were expressed as the number of CD138 cells per section. 
Based on the ROC analysis, the optimal cut-off value was 
concluded to be 0.5 (sensitivity of 77.2% and specificity of 
52.5%) [37]. This result was similar to our own in that CE 
was diagnosed when even 1 plasma cell was found.

Another study determined the diagnostic criterion in 
patients undergoing in  vitro fertilization, including RIF. 
In that study, 30 HPFs were evaluated for each sample, 
resulting in a criterion of ≥ 5 CD138-positive cells in ≥ 1 
HPF [36]. This study asserted the importance of finding 
the accumulation of five or more plasma cells in a given 
area. This analysis was conducted based on a different 
point of view than our study.

However, it might be difficult to evaluate the effect 
of CE on implantation in the above-mentioned studies 
when control group includes RIF, since the pregnancy 
rate in patients with RIF will decrease in subsequent 
treatment cycles due to the presence of implantation fail-
ure causes other than CE.

The present study included patients undergoing IVF, 
but excluded patients with RIF, RPL, and causes of 
implantation failure when enrolled. This is the decisive 
difference between the present study and the previous 
studies. As a result, for such patients, we have proven 
that those with even one plasma cell in the endometrial 
stromal area should be diagnosed with CE because of 
their lower pregnancy rate and live birth rate. This result 
also indicates that the presence of CE adversely affects 
implantation, regardless of the presence of RIF, in the 
patients treated with IVF.

This study was a prospective study that excluded 
patients who were likely to affect implantation at the 
registration stage. A single blastocyst is transferred 
within three months after the diagnosis of CE in a uni-
fied hormone replacement cycle. Furthermore, in the 
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Fig. 4 A receiver operating characteristic curve of the non-CE group 
for live birth. The sensitivity and specificity of the non-CE group for 
live birth were calculated for each of these diagnostic criteria, and 
a receiver operating characteristic (ROC) curve was drawn. The area 
under the curve of the ROC curve was 0.785. The optimal cut-off 
value was obtained when ≥ 1 plasma cell was found in 10 HPFs 
(sensitivity of 87.5% and specificity of 64.9%)

Table 6 Clinical outcomes among  three groups 
of the patients with 0, 1–4, and ≥ 5 plasma cells

*P < 0.05, Statistically significant difference was detected when comparing 
between the group of the patients with 0 plasma cell and the group of the 
patients with ≥ 5 plasma cells

**P < 0.01, Statistically significant difference was detected when comparing 
between the group of the patients with 0 plasma cell and the group of the 
patients with 1–4 plasma cells

Number of plasma 
cells

0 1–4  ≥ 5 P value
N = 27 N = 15 N = 11

Pregnancy rate (%) 63.0 (17/27) 33.3 (4/15) 36.4 (4/11) 0.057

Live birth rate (%) 51.9 (14/27)*,** 8.3 (1/15) 9.1 (1/11) 0.0022

Miscarriage rate (%) 17.6 (3/14) 75 (3/4) 75 (3/4) 0.049
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present study, three different analyses—the evalua-
tion of differences in clinical outcomes among the 
four criteria, a logistic regression analysis for the live 
birth rate and the determination of the optimal cut-off 
value using the ROC curve—indicated the same diag-
nostic criteria for the diagnosis of CE. These are the 
strengths of the present study.

However, several limitations associated with the pre-
sent study also warrant mention. First, the number of 
participants were relatively small compared with other 
studies, although the number of samples required for 
this prospective study was calculated based on the 
results of a similar retrospective clinical study con-
ducted previously.

Second, this study analyzed the clinical outcomes 
in the hormone replacement cycle using DYD. As a 
recent report suggested, the efficacy of the oral admin-
istration of DYD as luteal support in fresh embryo 
transfer is equivalent or superior to that of a progester-
one vaginal suppository [38–40]. However, the results 
of the present study may be limited by this hormone 
replacement cycle.

Third, due to ethical issues, the results of CE were 
disclosed to patients, and when desired, treatment 
was performed, such as the administration of antibiot-
ics. Patients who wished to be treated with antibiotics 
might have been potentially intractable cases, so the 
exclusion of these patients may have resulted in bias.

Now that the diagnostic criterion has been estab-
lished, our next research topic will be to determine 
whether or not the clinical outcomes of patients diag-
nosed with CE based on the diagnostic criterion are 
improved after these patients are cured, such as by 
treatment with antibiotics. It will be particularly nec-
essary to confirm whether or not the pregnancy con-
tinues to term following the successful treatment of 
CE.

Finally, various immunocompetent cells are present 
in the endometrium and are involved in the establish-
ment of pregnancy [41–44]. CE causes the abnormal 
distribution of immunocompetent cells in the endo-
metrium of implantation phase [45, 46]. Research is 
currently underway using the term “endometritis”, 
which is primarily caused by bacteria. In this sense, 
“impaired inflammatory state of the endometrium 
(IISE)” might be a more appropriate term than “endo-
metritis”, as it directly indicates “inflammation of the 
endometrium”, regardless of the cause [42, 43]. We may 
need to revise concepts, including terminology, with 
respect to research being conducted on inflammation 
in the uterus and the evaluation of its effect on fertil-
ity. We intend to explore this issue in a future study.

Conclusions
The present prospective study showed that the preg-
nancy rate, live birth rate and miscarriage rate of the 
non-CE group differed depending on the diagnostic 
criteria used for CE. Based on our evaluation of the 
differences in the pregnancy rate, live birth rate and 
miscarriage rate among the four criteria as well as the 
results of a logistic regression analysis for live birth and 
the optimal cut-off value analyzed based on the ROC 
curve, CE should be diagnosed in the presence of ≥ 1 
plasma cell per 10 HPFs. With this diagnostic criterion, 
it was shown that CE adversely affected the pregnancy 
rate and live birth rate in IVF, even in patients without 
evidence of RIF, RPL or diseases suspected of causing 
implantation failure.

Abbreviations
CE: Chronic endometritis; DYD: Dydrorgesterone; HPF: High-power field; IVF: In 
vitro fertilization; RIF: Recurrent implantation failure; RPL: Recurrent pregnancy 
loss.

Acknowledgements
Nothing to disclose.

Authors’ contributions
Conception and design: Authors’ contributions: Conception and design: FK; 
acquisition of data: HK, FK, AN, JK, AM, TH, AT1, AT2, TA, ST, SK; analyzed the 
data: HK, FK, AN, JK, TA, ST, SK, RK; drafting the manuscript: HK, FK; substan-
tively revised it: AM, TH, AT1, AT2, RK, TM; final approval of the version: TM. All 
authors read and approved the final manuscript.

Funding
This study was supported by the Grants-in-Aid for Scientific Research of the 
Japan Society for the Promotion of Science, Grant Numbers 16K11083 and 
19K09752 (to F.K.).

Availability of data and materials
We can provide the raw data. The datasets used and/or analyzed during the 
current study available from the corresponding author on reasonable request.

Ethics approval and consent to participate
This study was approved by the Ethics Committee of Shiga University of 
Medical Science (registration number 2014-090). All clinical studies were con-
ducted according to the Declaration of Helsinki for Medical Research involving 
Human Subjects. Informed consent was obtained from the participants.

Consent for publication
Not Applicable.

Competing interests
No author has any conflict of interest to disclose.

Author details
1 Department of Obstetrics and Gynaecology, Shiga University of Medical 
Science, Seta Tsukinowa-Cho, Otsu, Shifga 520-2192, Japan. 2 Goto Ladies 
Clinic, 4-13 Hakubaicho, Takatsuki, Osaka 569-1116, Japan. 3 Department 
of Obstetrics and Gynaecology, National Hospital Organization Shiga Hospital, 
255 Gochi-cho, Higashioumi, Shiga 527-8505, Japan. 4 Department of Clinical 
Laboratory Medicine and Division of Diagnostic Pathology, Shiga University 
of Medical Science, Seta Tsukinowa-Cho, Otsu, Shiga 520-2192, Japan. 

Received: 13 April 2020   Accepted: 23 February 2021



Page 10 of 11Hirata et al. BMC Women’s Health           (2021) 21:94 

References
 1. Kaku S, Kubo T, Kimura F, Nakamura A, Kitazawa J, Morimune A, et al. 

Relationship of chronic endometritis with chronic deciduitis in cases of 
miscarriage. BMC Womens Health. 2020;20(1):114.

 2. Xu Y, Mei J, Diao L, Li Y, Ding L. Chronic endometritis and reproductive 
failure: Role of syndecan-1. Am J Reprod Immunol. 2020;84(3):e13255.

 3. Kimura F, Takebayashi A, Ishida M, Nakamura A, Kitazawa J, Morimune 
A, et al. Review: Chronic endometritis and its effect on reproduction. J 
Obstet Gynaecol Res. 2019;45(5):951–60.

 4. Smith M, Hagerty KA, Skipper B, Bocklage T. Chronic endometritis: a com-
bined histopathologic and clinical review of cases from 2002 to 2007. Int 
J Gynecol Pathol. 2010;29(1):44–50.

 5. Kasius JC, Fatemi HM, Bourgain C, Sie-Go DM, Eijkemans RJ, Fauser BC, 
et al. The impact of chronic endometritis on reproductive outcome. Fertil 
Steril. 2011;96(6):1451–6.

 6. Kitaya K, Yasuo T. Immunohistochemistrical and clinicopathologi-
cal characterization of chronic endometritis. Am J Reprod Immunol. 
2011;66(5):410–5.

 7. Horton L, Wilkes J. Letter: Chronic non-specific endometritis. Lancet. 
1976;2(7981):366.

 8. Johnston-MacAnanny EB, Hartnett J, Engmann LL, Nulsen JC, Sanders 
MM, Benadiva CA. Chronic endometritis is a frequent finding in women 
with recurrent implantation failure after in vitro fertilization. Fertil Steril. 
2010;93(2):437–41.

 9. McQueen DB, Bernardi LA, Stephenson MD. Chronic endometritis in 
women with recurrent early pregnancy loss and/or fetal demise. Fertil 
Steril. 2014;101(4):1026–30.

 10. Cicinelli E, Matteo M, Tinelli R, Lepera A, Alfonso R, Indraccolo U, et al. 
Prevalence of chronic endometritis in repeated unexplained implanta-
tion failure and the IVF success rate after antibiotic therapy. Hum Reprod. 
2015;30(2):323–30.

 11. Bouet PE, El Hachem H, Monceau E, Gariepy G, Kadoch IJ, Sylvestre C. 
Chronic endometritis in women with recurrent pregnancy loss and recur-
rent implantation failure: prevalence and role of office hysteroscopy and 
immunohistochemistry in diagnosis. Fertil Steril. 2016;105(1):106–10.

 12. Cicinelli E, Resta L, Nicoletti R, Tartagni M, Marinaccio M, Bulletti C, et al. 
Detection of chronic endometritis at fluid hysteroscopy. J Minim Invasive 
Gynecol. 2005;12(6):514–8.

 13. Cicinelli E, Matteo M, Trojano G, Mitola PC, Tinelli R, Vitagliano A, et al. 
Chronic endometritis in patients with unexplained infertility: prevalence 
and effects of antibiotic treatment on spontaneous conception. Am J 
Reprod Immunol. 2018;79(1):e12782.

 14. Liu Y, Chen X, Huang J, Wang CC, Yu MY, Laird S, et al. Comparison of the 
prevalence of chronic endometritis as determined by means of different 
diagnostic methods in women with and without reproductive failure. 
Fertil Steril. 2018;109(5):832–9.

 15. Song D, Feng X, Zhang Q, Xia E, Xiao Y, Xie W, et al. Prevalence and 
confounders of chronic endometritis in premenopausal women with 
abnormal bleeding or reproductive failure. Reprod Biomed Online. 
2018;36(1):78–83.

 16. Tersoglio AE, Salatino DR, Reinchisi G, Gonzalez A, Tersoglio S, Marlia C. 
Repeated implantation failure in oocyte donation. What to do to improve 
the endometrial receptivity? JBRA Assist Reprod. 2015;19(2):44–52.

 17. Yang R, Du X, Wang Y, Song X, Yang Y, Qiao J. The hysteroscopy and 
histological diagnosis and treatment value of chronic endometri-
tis in recurrent implantation failure patients. Arch Gynecol Obstet. 
2014;289(6):1363–9.

 18. McQueen DB, Perfetto CO, Hazard FK, Lathi RB. Pregnancy outcomes in 
women with chronic endometritis and recurrent pregnancy loss. Fertil 
Steril. 2015;104(4):927–31.

 19. Vitagliano A, Saccardi C, Noventa M, Di Spiezio Sardo A, Saccone G, 
Cicinelli E, et al. Effects of chronic endometritis therapy on in vitro 
fertilization outcome in women with repeated implantation failure: a 
systematic review and meta-analysis. Fertil Steril. 2018;110(1):103–12 e1.

 20. Morimune A, Kimura F, Nakamura A, Kitazawa J, Takashima A, Amano T, 
et al. The effects of chronic endometritis on the pregnancy outcomes. 
Am J Reprod Immunol. 2020;75:e13357.

 21. Klatsky PC, Tran ND, Caughey AB, Fujimoto VY. Fibroids and reproductive 
outcomes: a systematic literature review from conception to delivery. Am 
J Obstet Gynecol. 2008;198(4):357–66.

 22. Youm HS, Choi YS, Han HD. In vitro fertilization and embryo transfer 
outcomes in relation to myometrial thickness. J Assist Reprod Genet. 
2011;28(11):1135–40.

 23. Chan YY, Jayaprakasan K, Tan A, Thornton JG, Coomarasamy A, Raine-
Fenning NJ. Reproductive outcomes in women with congenital 
uterine anomalies: a systematic review. Ultrasound Obstet Gynecol. 
2011;38(4):371–82.

 24. Alansari LM, Wardle P. Endometrial polyps and subfertility. Hum Fertil 
(Camb). 2012;15(3):129–33.

 25. Strandell A, Lindhard A, Waldenstrom U, Thorburn J, Janson PO, Ham-
berger L. Hydrosalpinx and IVF outcome: a prospective, randomized mul-
ticentre trial in Scandinavia on salpingectomy prior to IVF. Hum Reprod. 
1999;14(11):2762–9.

 26. Craciunas L, Gallos I, Chu J, Bourne T, Quenby S, Brosens JJ, et al. Con-
ventional and modern markers of endometrial receptivity: a systematic 
review and meta-analysis. Hum Reprod Update. 2019;25(2):202–23.

 27. Busnelli A, Paffoni A, Fedele L, Somigliana E. The impact of thyroid auto-
immunity on IVF/ICSI outcome: a systematic review and meta-analysis. 
Hum Reprod Update. 2016;22(6):793–4.

 28. Simon A, Laufer N. Assessment and treatment of repeated implantation 
failure (RIF). J Assist Reprod Genet. 2012;29(11):1227–39.

 29. Coughlan C, Ledger W, Wang Q, Liu F, Demirol A, Gurgan T, et al. Recur-
rent implantation failure: definition and management. Reprod Biomed 
Online. 2014;28(1):14–38.

 30. van Dijk MM, Kolte AM, Limpens J, Kirk E, Quenby S, van Wely M, et al. 
Recurrent pregnancy loss: diagnostic workup after two or three preg-
nancy losses? A systematic review of the literature and meta-analysis. 
Hum Reprod Update. 2020;26(3):356–67.

 31. Takebayashi A, Kimura F, Kishi Y, Ishida M, Takahashi A, Yamanaka A, et al. 
The association between endometriosis and chronic endometritis. PLoS 
ONE. 2014;9(2):e88354.

 32. Wu D, Kimura F, Zheng L, Ishida M, Niwa Y, Hirata K, et al. Chronic endo-
metritis modifies decidualization in human endometrial stromal cells. 
Reprod Biol Endocrinol. 2017;15(1):16.

 33. Goto S, Kadowaki T, Hashimoto H, Kokeguchi S, Shiotani M. Stimulation of 
endometrium embryo transfer (SEET): injection of embryo culture super-
natant into the uterine cavity before blastocyst transfer can improve 
implantation and pregnancy rates. Fertil Steril. 2007;88(5):1339–43.

 34. Kitaya K, Yasuo T. Aberrant expression of selectin E, CXCL1, and CXCL13 in 
chronic endometritis. Mod Pathol. 2010;23(8):1136–46.

 35. Kitaya K, Matsubayashi H, Takaya Y, Nishiyama R, Yamaguchi K, Takeuchi 
T, et al. Live birth rate following oral antibiotic treatment for chronic 
endometritis in infertile women with repeated implantation failure. Am J 
Reprod Immunol. 2017;78(5):e12719.

 36. Li Y, Xu S, Yu S, Huang C, Lin S, Chen W, et al. Diagnosis of chronic 
endometritis: How many CD138(+) cells/HPF in endometrial stroma 
affect pregnancy outcome of infertile women? Am J Reprod Immunol. 
2020;10:e13369.

 37. Fan X, Li X, Li Y, Liao J, Chen H, Li Y, et al. Endometrial CD138 count 
appears to be a negative prognostic indicator for patients who 
have experienced previous embryo transfer failure. Fertil Steril. 
2019;112(6):1103–11.

 38. Griesinger G, Blockeel C, Sukhikh GT, Patki A, Dhorepatil B, Yang DZ, et al. 
Oral dydrogesterone versus intravaginal micronized progesterone gel 
for luteal phase support in IVF: a randomized clinical trial. Hum Reprod. 
2018;33(12):2212–21.

 39. Barbosa MWP, Valadares NPB, Barbosa ACP, Amaral AS, Iglesias JR, Nastri 
CO, et al. Oral dydrogesterone vs. vaginal progesterone capsules for 
luteal-phase support in women undergoing embryo transfer: a system-
atic review and meta-analysis. JBRA Assist Reprod. 2018;22(2):148–56.

 40. Zhu X, Ye H, Fu Y. Duphaston and human menopausal gonadotropin 
protocol in normally ovulatory women undergoing controlled ovarian 
hyperstimulation during in vitro fertilization/intracytoplasmic sperm 
injection treatments in combination with embryo cryopreservation. Fertil 
Steril. 2017;108(3):505–12 e2.

 41. Kitazawa J, Kimura F, Nakamura A, Morimune A, Takahashi A, Takashima 
A, et al. Endometrial immunity for embryo implantation and pregnancy 
establishment. Tohoku J Exp Med. 2020;250(1):49–60.

 42. Puente E, Alonso L, Lagana AS, Ghezzi F, Casarin J, Carugno J. Chronic 
endometritis: old problem, novel insights and future challenges. Int J 
Fertil Steril. 2020;13(4):250–6.



Page 11 of 11Hirata et al. BMC Women’s Health           (2021) 21:94  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 43. Drizi A, Djokovic D, Lagana AS, van Herendael B. Impaired inflamma-
tory state of the endometrium: a multifaceted approach to endometrial 
inflammation Current insights and future directions. Prz Menopauzalny. 
2020;19(2):90–100.

 44. Matteo M, Cicinelli E, Greco P, Massenzio F, Baldini D, Falagario T, et al. 
Abnormal pattern of lymphocyte subpopulations in the endometrium 
of infertile women with chronic endometritis. Am J Reprod Immunol. 
2009;61(5):322–9.

 45. Li Y, Yu S, Huang C, Lian R, Chen C, Liu S, et al. Evaluation of peripheral and 
uterine immune status of chronic endometritis in patients with recurrent 
reproductive failure. Fertil Steril. 2020;113(1):187–96 e1.

 46. Kitazawa J, Kimura F, Nakamura A, Morimune A, Hanada T, Amano T, et al. 
Alteration in endometrial helper T-cell subgroups in chronic endometritis. 
Am J Reprod Immunol. 2020;5:e13372.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Histological diagnostic criterion for chronic endometritis based on the clinical outcome
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Statistically analyses

	Results
	Discussion
	Conclusions
	Acknowledgements
	References


