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Applications of Office Mini-Hysteroscopy:
Rationales and Advantages

Ofis Mini Histeroskopik Uygulamalar:
Gerekgeleri ve Avantajlar:

ABSTRACT Hysteroscopy can be regarded as the gold standart for the evalutiaon of the uterine cavity
and subsequent detection of intrauterine pathology. The technological advances made in recent years-
for example the introduction of small-diameter hysteroscopes-have brought about remarkable
progresses in the field of office hysteroscopy, even though large-diameter intsruments are still widely
used. It is safe and simple procedure and, if it can be carried out successfully in an outpatient setting
without anesthesia, it would be an attractive practice. In recent years, a new technique based on the
employment of mini hysteroscopes and vaginoscopic approach has been developed in order to improve
feasibility and reduce pain and side effects. Office mini hysteroscopy has become the modality of
choice for the evaluation of the endometrial cavity, including assessment of abnormal uterine bleeding,
endometrial polyps, infertility and suspected intrauterine pathology.

Key Words: Hysteroscopy, infertility

OZET Histeroskopi uterin kavitenin degerlerlendirilmesi ve intrauterin patolojilerin saptanmasinda
“altin standart” bir teknik olarak kabul edilmektedir. Biiyiik boyutlu cihazlarin hala yaygin olarak
kullanilmasina ragmen, teknolojik gelismeler ile birlikte kiiciik ¢apli histeroskoplarin kullanima gir-
mesi, ofis histeroskopi alaninda kayda deger ilerlemeler saglamistir. Giivenli ve basit bir islem olup,
anestezi gerektirmeden poliklinik uygulamalarinda bile yapilabilmesi cazip hale getirmektedir. Ofis
mini histeroskopinin kullanima girmesi ile vaginoskopik yaklasim gelistirilmis, agr1 ve prosediirlere
bagli yan etkiler en aza indirilmistir. Ofis mini histeroskopi anormal uterin kanamalar, endometrial
polip, infertilite ve stipheli intrauterin patolojilerde ilk tercihdir.

Anahtar Kelimeler: Histeroskopi, infertilite
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ysteroscopy can be regarded as the gold standart for the evaluation

of the uterine cavity and subsequent detection of intrauterine pat-

hology. Endoscopic techniques for diagnosis and treatment of seve-
ral diseases have gained importance in medicine, especially over recent
years.! The advantage lies in the direct optical judgement of body cavities
and frequently the possibility of surgical treatment during the same proce-
dure. For the patient the endoscopic access is less traumatic than laparo-
tomy, resulting in reduced postoperative pain and shorter hospital stay.

In the last decade, hysteroscopy has become the modality of choice for
the evaluation of the endometrial cavity, including assessment of abnormal
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uterine bleeding, infertility, recurrent pregnancy
loss, and suspected intrauterine pathology. Opera-
tive hysteroscopy is a good example of minimal in-
vasive surgery. Nevertheless the operative
procedures call for a complex instrumantation se-
tup, special training of the surgeon is required and
knowledge of possible complications and their ap-
propriate management are mandatory.? The techni-
que of diagnostic hysteroscopy on the contrary has
not yet been accepted generally as an ambulatory,
well-tolerated office procedures, giving the gynae-
cologist reliable and important information regar-

ding the cervical and intrauterine situation.

I HISTORY

Endoscopic techniques for diagnosis and treatment
of several diseases have gained importance in me-
dicine, especially over recent years. During the
early history of hysteroscopy (1805-1966) the or-
gan-specific and technical problems had not been
resolved.? It was only in 1967 that Fritz Menken
made a first step towards an atraumatic ambulatory
approach using a pediatric cyctoscope to perform a
hysteroscopy. The distension of the uterine cavity
was done with a high colloidal liquid, called luvis-
col, and an elastic cone was used to seal the cervi-
cal channel and prevent leakage of the liquid.* In
the 1970s and 1980s, however, hysteroscopy had to
face some rather unscientific approaches such as
hysteroscopic tubal sterilization and the micro-col-
poscopy. In the 1970s Lindemann et al.” published
their experimental findings regarding the influen-
ce of CO9 gas during hysteroscopy. Here, for the
first time, not only the advantages of this new met-
hod, but also the possible dangers and complicati-
ons of gas insufflation were analysed. Cornier® and
Lin et al.” tried to find a new way by using a flex-
ible hysteroscope, a small flexible bored instru-
ment with a channel for instrument application,
through which for example laser wires could be
applied. The use of the Nd-YAG laser for destruc-
tion of the endometrium in patients with idiopat-
hic uterine bleeding disorders, was certainly the
start for renewed interest in this method by the
public, mainly because the transcervical approach
offered a safe and valid alternative with extremely
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high patient compliance in comparison to the tran-
sabdominal approaches.® At the end of the 1980s
CO9 was replaced by watery or low viscosity solu-
tions as adistention medium and the introduction
of a continuous flow sysytem enabled the surgeon
to restore view in nearly every situation. The in-
troduction of the atraumatic technique, the new
mini hysteroscopes and the technically superior
video documentation now raises the chances that
hysteroscopy, both diagnostic and operative, may
become established as a routine procedure by
every gynaecologist.

THE ATRAUMATIC INSERTION
TECHNIQUE (VAGINOSCOPIC
APPROACHES)

The technique of diagnostic hysteroscopy, has
changed only in the last years into a simple, safe
and very efficient method to investigate intraute-
rine pathology. However, in general, diagnostic
hysteroscopy still is considered an invasive and pa-
inful technique, so despite its great value it is still
underused. In recent years, a new technique based
on the employement of mini hysteroscopes and va-
ginoscopic approach has been developed in order
to improve feasibility and reduce pain and side ef-
fects. To appreciate fully the safety, ease, and com-
fort of office hystreoscopy, one should be very
familiar with the technique of performing office
hysteroscopy. The modern advances in endoscopy
have particularly benefited office hysteroscopy.
Standart hysteroscopy, as described more than two
decades ago, delivers gas or fluid through a 5 mm
outer diameter (OD) sheath with a 4 mm telescope.
A speculum enables the hysteroscopy to grasp the
cervix with a tenaculum to steady uterus. Pain and
vasovagal reactions may be triggered by the specu-
lum, the tenaculum, cervical dilatation, and disten-
tion of the cavity. Light headedness and nause have
been reported in up to 13% of hystersocopies in the
general population with a higher incidence in wo-
men at risk for cervical stenosis such as postmeno-
pausal and nulliparous women. Vaginoscopic
approach consisting of insertion of the hysterosco-
pe into vagina and the cervical canal under visual
guidance avoids the use of speculum and tenacu-
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TABLE 1: Technique of atraumatic diagnostic hys-
teroscopy.

No cervix dilatation

No blind insertion of instruments into the uterine cavity

No use of portio tenaculum

Atraumatic and sight-controlled insertion of the hysteroscope
Use non-irritating distension medium (ionic watery solution)
No anaesthesia or analgesia necessary

lum and improves patient acceptance. The follo-
wing are not necessary hysteroscopy:

Tenaculum. While patients are not anaesthe-
tized the portio has to be grasped only in rare cases.

Hegar dilator.

Local anaesthesia. There is no evidence what-

soever that local anaesthesia improves patient sat
isfaction and compliance during the procedure. On
the contrary the application of local anaesthesia in-
creases the operating time and the risks associated
with the whole procedure (Table 1).

RATIONALES AND ADVANTAGES
FOR THE USE OF
OFFICE HYSTEROSCOPY

In conventional hysteroscopy, the speculum is used
to expose the cervix and the anterior lip is grasped
with forceps to permit the intracervical introducti-
on of the hysteroscope. The conventional appro-
ach, which begins by insertion of a speculum and
exposure of the cervix, is generally well accepted
by patients but can be made diffucult or painful by
post-menopausal atrophy, vaginal malformation or
vaginusmus. It is rarely tolerated by virgins. Gras-
ping the cervix with forceps is intended to exert
traction to correct uterine anteversion but may al-
so cause discomfort or pain. Bettocchi’ recently de-
scribed a transvaginal “no-touch” approach, with
no instruments to expose or hold the cervix, which
is reportedly tolerated better. Several teams that
have adopted this procedure report satisfactory re-
sults.!®!! There are a significant number of appro-
aches and techniques for the performance to office
hysteroscopy listed in the literature, according to
preferences of each operator. The procedure is per-
formed, when possible, in the proliferative phase
of menstrual cycles, but a small amount of bleeding
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is consequential because, when saline solution used
as the distension medium, even a moderate amo-
unt of blood in the uterus irrigated away, allowing
for good visualization. No premedication is requi-
red, unless the patient is extremely anxious. With
therapeutic interventions such as the use of sucti-
on curettage or of biopsy or grasping forceps, it
may be advisable to add injections of atropine (0.2
mg) or ketoralac (30 mg) 30 minutes before the ac-
tual procedure to reduce the risk of significant pa-
in or vasovagal reaction. Physiological saline
solution or Ringer’s lactate solution, in 250 or 500
mlL bags is preferred because either one is isotonic
and isoosmolar, meaning that there need to no
concern about systemic absorption at those volu-
mes (Table 2,3).

A recent randomized study comparing these
two techniques could not demonstrate the superi-
ority of the transvaginal approach, probably beca-
use of insufficient statistical power.!? Reduced pain
and greater safety of hysteroscopy performed with
minihysteroscopes has been confirmed by results

TABLE 2: Patient compliance in 4204 conventional of-
fice hysteroscopies (1982-1989).

Patient compliance n %
No or minor discomfort 3332 79.3
Discomfort 112 2.7
Major discomfort 82 1.9
Examination impossible 217 5.2
No documentation 461 10.9
Total 4204 100

TABLE 3: Pain, incidence of side effects, and success
rate in prospective randomized studies comparing hys-
teroscopy performed with conventional instru-ments
and mini hysteroscopes.

Pain Side effects
MiniH H

Success rate(%)

Patiens(n) H MiniH H MiniH

480 34AS 18AS 33 1.3 44.0 87.0
371 147%"  87%* H  MiniHt 77.0 81.6
200 46AS 23A5 O 5 95.3 98.1
100 15AS 08AS 120 22 72.5

AS= arbitrary scale; H= standart 5-mm hysteroscope; MiniH=3.5 mm minihysteroscope.
*Percentage of women who reported intolerable pain; t Data not reported in the paper;
authors reported that nausea and vomiting were more frequent in H group with respect
to MiniH group, although not significantly. Table 1 from Cicinelli E (2005).1
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of other studies.”® In Table 1, data on pain and side
effects reported in prospective randomized studies
comparing hysteroscopy performed with 5 mm
conventional instruments and 3.5 mm minihyste-
roscopes are displayed. A multicenter study de-
monstrated that mini hysteroscopy compared with
conventional hysteroscopy was associated with sig-
nificantly less pain (p<0.0001) and that, although
not significantly, the incidence of vasovagal reacti-
ons was lower (4/240, 1.6% vs 8/240, 3.3%, p= NS).
The authors reported that this unexpected results
could be related th the fact that endometrial biop-
sies were performed in about 40% of patients with
a4 mm Novak’s curette and that they used CO9 in-

stead of saline as distention medium.>!3

A recent retrospective study informed a very
high success rate and a vey low complication rate
during diagnostic hysteroscopy performed with a
2.3 mm pediatric cystoscope. The authors reported
that hysteroscopy was successfully completed in
1298 patients (97.3%). Dilatation of the cervix was
required in six women (0.46%), and local anesthe-
sia was needed in only two women (0.15%). One
uterine perforation was recorded, and eight women
developed vasovagal reflex or severe abdominal
cramps. Postprocedural oral analgesia was needed
in 108 (8.0%) of the women.!*

Therefore, in order to employ hysteroscopes as
thin as possible, three options can be undertaken:

Employment of minitelescopes;

Use of single-flow sheath instead of continuo-
us-flow sheath;

Use first of a simple diagnostic sheath instead
of the larger operative sheath required for guided
endometrial biopsy.

The employment of mini telescopes may raise
concern about their quality of vision and resistan-
ce compared with standart 4 mm telescopes. How-
ever, thanks to recent technological improvements,
new lens-based mini telescopes have a very high
visual quality. New, narrow-diameter lens-based
telescopes range in diameter from 2 to 2.9 mm (Fi-
gure 1, Mini hysteroscope, diameter 2 mm). The
brightness, angle of view, and field of view are
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FIGURE 1: Mini hysteroscope, diameter 2 mm.

FIGURE 2: Small hysteroscope, diameter 2.9 mm.

comparable to or better than that of standart 4 mm
telescopes (Table 2)," (Figure 2, Small hysterosco-
pe, diameter 2.9 mm). It is noteworthy to unders-
tand that a wider angle of view allows better
visualization of the cavity with less manipulation
of the instrument. Moreover, a wider visual field
offers brighter visualization with better image bun-
les as well. The improvement in fiberoptic techno-
logy has allowed the realization of both rigid and
flexible small-diameter hysteroscopes. Small-dia-
meter fiberoptic hysteroscopes are more damage
resistant compared with lens-based instruments
and have the additional advantage that in the same
diameter they allow the introduction of larger op-
erative instruments with greater surgical potentia-
lity. However, even the great improvoments in
fiberoptic technology, it cannot match image qua-
lity of a rod-lens-based telescope system. Another
disadvantage of fiberoptic technology is the stan-
dart O degree angle of vision (Figure 3, Continuo-
us-flow resektoscope). Cavity exploration is better
with a 30-degree endoscope. Moreover, the flat
(not fluted) tip of the introduction through a steno-
tic cervix may be more difficult than with a 30-de-
gree rigid hysteroscope.'?

FIGURE 3: Continuous-flow resektoscope.
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Until now in all published studies, the vaginos-
copic approach has been performed with diffe-
rent-sized standart rigid hysteroscopes. In the
recent years, a semi-rigid 3.5 mm fiber-optic mini-
hysteroscope has been developed. The advantages
of the semi-rigid fiberscopes are the smaller total di-
ameter, the superior brightness and the instrument
life-time. The advantage of the rigid optical system
are the larger field and angle of view and superior
resolution. Salin infusion eliminates the use of CO»,
which can cause abrupt distension of the uterine ca-
vity, back and shoulder pain, and peritoneal irrita-
tion-all factors that can trigger vasovagal reactions.
A pressure cuff installed between 80-150 mmHg de-
liveres the necessary pressure for cavity distension.
Physiological watery solutions have the advantage
of being less irritating and painful than CO5 gas. In
contrast to CO9 gas, delicate structures will not col-
lapse in a watery distension medium, resulting in a
more accurate diagnosis of subtle lesions. For opti-
mal visualization and image quality a high perfor-
mance light source is mandatory.

Campo et al."”> demonstrated the advantages of
mini-hysteroscopy and the importance of patient
parity and surgeon experience, suggesting that mi-
ni-hysteroscopy should always be used, especially
for inexperienced surgeons and when difficult ac-
cess to the uterine cavity is anticipated.

The atraumatic insertion technique can easily
be performed in virgins without placing a specu-
lum and without destroying the hymen. The dis-
warmed to 37°C and
progressively the vagina, cervix, cervical channel

tension medium is

and uterine cavity are explored.

Contraindications to perform an office mini-
hysteroscopy are symptomatic vaginal, uterine, or
adnexial infections, menstrual bleeding, an evolu-
tive pregnancy or severe uterine hemorrhage (Tab-
le 4, 5).

APPLICATIONS OF DIAGNOSTIC
OFFICE MINI-HYSTEROSCOPY

Diagnostic office mini-hysteroscopy aims to diffe-
rentiate normal cervical and intrauterine findings
from abnormal ones. The information should be
gathered in a simple, safe and efficient way with a
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TABLE 4: Complications in 4204 conventional office
hysteroscopies (1982-1989).

Complications %
Fundal perforation
Prolonged vagal reaction
Epileptic insults
Infections

Total

~N ©O = B~ N S

0.16

TABLE 5: Failures in 530 consecutive ambulatory
mini-hysteroscopies in infertil patients (1993-1995)

Failures n %

Pain 4 0.75
Internal cervical stenosis 3 0.57
Insufficient visualization 5 0.94
Complications 0 0.94
Total 12/530 2.26

Table 2, 3, 4, 5 from Campo R, et al.(1999).'

high patient compliance. Unnecessary hospital ad-
missions can thus be avoided and in case of abnor-
mal findings the patients can be correctly informed
prior to further procedures or treatments (Table
3,4,5).

I ABNORMAL UTERINE BLEEDING

Uterine bleeding disorders are the most frequent
indication for diagnostic hysteroscopy in a standart
population. Using fractioned curettage, which cur-
rently is often conducted as the sole measure, intra-
uterine polyps, myomas or early stages of
endometrial carcinomas might escape diagnosis.'
Abnormal uterine bleeding (AUB) can be defined
as any bleeding whose duration, frequency, and
amount are excessive for a certain patient. It can be
organic or functional.'’® Abnormal uterine bleeding
makes the patient uncomfortable due to the limi-
tations that it poses, such as the increased need to
use tampons and the concern about the cause of
bleeding and the possibility of a malignant disease.
In addition to the disturbance caused to women,
AUB is viewed as a sign for possible uterine disea-
ses, some of which are pre-malignant or malignant,
confirming its relevance in scientific research.!”!8
Vaginal bleeding is also the most frequent sign of
malignant uterine disease, particularly in the post-
menopausal women. Hysteroscopy is believed to be
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the “gold standart” for diagnosis of abnormal uteri-
ne bleeding and misses less than 0.5% of serious di-
sease such as endometrial cancer. Regarding
ultrasound scanning for evalution of abnormal ute-
rine bleeding, two important studies compared the
diagnostic accuracy of vaginal-probe ultrasonog-
raphy against office hysteroscopy and SIS (saline
infusion sonography) against office hysteros-
copy.'*? Both studies found that ultrasonography
and hysteroscopy were effective for detecting in-
trauterine disease such as polyp, submucous myo-
mata, and endometrial hyperplasia, but there were
fewer false-positive and false-negative results with
hysteroscopy. The Widrich et al.’” showed that pa-
tients had more discomfort with office hysteros-
copy than with SIS, but they did not use any local
anesthetic with either procedure.

Hysteroscopy with directed biopsy presents
advantages over uterine dilatation and curettage
(D&C) in the diagnosis of intracavitary diseases,
particularly focal ones. Therefore, it is the chosen
method for patients with AUB who have not achi-
eved an accurate diagnosis by D&C.?*** Hysteros-
copy is regarded as “the gold standart” for
diagnosing endometrial diseases, especially when
it is associated with directed biopsy performed un-
der the hysteroscopic view.?

Hysteroscopy does not easily lead to suspicion
of endometrial hyperplasia even in patients with
bleeding or in those who are postmenopausal, be-
cause such disorders was identified by hysterosco-
pic view in only 90.4% of patients with a previous
diagnosis for endometrial hyperplasia.”! Deckart et
al.* in a multicenter study comprising 1286 pati-
ents with pre-and postmenopausal bleeding, found
2.3% of patients had endometrial cancer, while
Crescini et al.’” found cancer in 2.8% of 503 hyste-

1. obtained an en-

roscopic examinations. Valli et a
dometrial cancer diagnosis in 3.2% of the patients
with AUB. Lasmar et al.” found that the incidence
of the uterine cavity malignancy was of 2.6% in
4054 examinations, which is in accordance with
the literature. These data led us to credit hysteros-
copic view as an optimum diagnostic method in the
study of malignant or pre-malignant diseases with

excellent sensitivity.
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Hysteroscopic view presents excellent specifi-
city for endometrial cancer (99.5%) and good spe-
cificity for hyperplasia (89.1%). It shows good
sensitivity for endometrial cancer (80.0%); howe-
ver, it has low sensitivity for endometrial hyperp-
lasia (56.3%). Despite the good validity of
hysteroscopic view, biopsy is essential for endo-
metrial hyperplasia and cancer diagnosis. A review
of 26 346 women who underwent diagnostic hys-
teroscopy calculated that pretest probability of en-
dometrial cancer was 3.9% (95% CI 3.7%-4.2%); a
positive hysteroscopy results (pooled likelihood ra-
tio 60.9; 95% CI 51.2-72.5) increased the probabi-
lity of cancer to 71.8% (95%CI 67.0%-76.6%),
whereas a negative hysteroscopy results (pooled li-
kelihood ratio 0.15;95% CI 0.13-0.18) reduced the
probability of cancer to 0.6% (95% CI 0.5%-0.8%).
However, the overall accuracy for the diagnosis of
endometrial disease was modest compared with
that of cancer, and the results were heterogeneo-
us. A retrospective study” on 1500 women under-
going hysteroscopy due to abnormal uterine
bleeding matched the hysteroscopy imaging with
results of endometrial biopsies. Hysteroscopy sho-
wed sensitivity, specifity, negative predictive valu-
e (NPV), and positive predictive value (PPV) of
94.2%, 88.8%, 96.3%, and 83.1%, respectively, in
predicting normal or abnormal histopathology of
endometrium. Highest accuracy was in diagnosing
endometrial polyps, with sensitivity, specifity,
NPV, and PPV of 95.3%, 95.4%, 98.9%, and 81.7%,
respectively; the worst results was in estimating
hyperplasia, with respective figures of 70%, 91.6%,
94.3%, and 60.6%. All failures of hysteroscopic as-
sessment resulted from poor visualization of the
uterine cavity or from underestimation or overes-
timation of irregularly shaped endometrium. The
authors concluded that hysteroscopy is accurate in
distinguishing between normal and abnormal en-
dometrium and that endometrial sampling is rec-
ommended in all hysteroscopies showing unevenly
shaped and thick endometrial mucosa and an ana-
tomically distorted uterine cavity, and when endo-
uterine visualization is less than optimal.”®

Lasmar et al.” reported that in their experien-
ce of 10 500 hysteroscopies, endometrial hyperpla-
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sia was diagnosed in less than 10% of cases; where-
as in 90% of cases, conditions in which diagnostic
hysteroscopy is recognized to have high diagnostic
accuracy were found (e.g., normal endometrium,
atrophy, myomas, uterine malformations, adhesi-
ons, polyps, cancer, etc).

I ENDOMETRIAL POLYPS

Endometrial polyps are lokalized overgrowth of the
endometrial tissue that is composed of a variable
amount of glands, stroma, and blood vessels that is
covered by epithelium. They can be seen by hyste-
roscopy in women with abnormal uterine bleeding,
but even incidentally diagnosed in asymptomatic
women during a transvaginal sonography that is
performed for other indications (Figure 4,5).

The prevalence in women with abnormal ute-
rine bleeding varies widely in the literature, rang-
ing around 10% to 30% in relation to hormonal
status. It has been calculated that, as a consistent
proportion of endometrial polyps does not produ-
ce symptoms, the prevalence in the general female
population can be estimated at approximately 24%
to 25%. The clinician has to face the issue of how
to treat endometrial polyps because they are being

| (|
LT P

FIGURE 4: Endometrial polyps.

FIGURE 5: Endometrial polyp.
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diagnosed in growing numbers even in asympto-
matic women and because their malignant poten-
tial has not understood fully yet. Despite the high
prevalence of polyps in women with abnormal ute-
rine bleeding, there are few reports on efficacy of
polypectomy for treating them. Outcome research
is needed to guide clinical decision making for tho-
se patients. Although it is intuitive that polypec-
tomy should be effective for treating women with
abnormal bleeding, polyps frequently are associa-
ted with uterine myomas that can cause abnormal
bleeding and are left behind after simple polypec-
tomies. Many polyps treated were larger than 1 cm
in diameter, so it is known whether removal of
very small polyps results in the same satisfaction
rates. Individual patient factors led to different tre-
atment decisions. For instance, those treated with
polypectomy plus myomectomy or polypectomy
plus endometrial ablation more often self-reported
menorrhagia. Nathani and Clark? who reported an
88% success rate an average of 3 years after poly-
pectomy in 51 postmenopausal women. Gebauer et
al.*® reported on the 1-year outcomes of 45 women
treated with hysteroscopic resection of large ute-
rin masses and found that excessive bleeding was
controlled in 93% of them.

Polyps are believed commonly to be risk factor
for endometrial cancer because hyperplastic and ne-
oplastic lesions can be found in their contex. Unfor-
tunately, most of the published reports are based on
specimens obtained at curettage, which fails to re-
move many focally growing lesions in the endo-
metrial cavity and often extracts only scarce
fragments. Hysteroscopic polypectomy is the treat-
ment of choice because it ensures the removal of the
entire lesions and not the adjacent endometrium.
Primary malignant degeneration of an endometrial
polyp has been quoted variably in the scientific lite-
rature, ranging from 0.5% to 4.8%. This wide range
is due to different sampling techniques and different
classification of polyps by the investigators. In a lar-
ge unselected population of women with endomet-
rial polyps, the rate of malignancy is low (0.8%),
although the prevalence of considerably high (hy-
perplasia without cytologic atypia, 25.7%; hyperp-
lasia with atypia, 3.1%) multivariate analysis.>!
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After hysteroscopic polypectomy, almost 60%
of premenopausal women with abnormal uterine
bleeding required further treatment because of per-
sistance or recurrence of symptoms within a 4-ye-
ar follow-up. This proportion decreased to 45%
when endometrial ablation or insertion of a
LNG_IUD was added to polypectomy. Probably be-
cause of the small number of patients, this diffe-
rence was not statistically significant. Most patients
who required further treatment received this wit-
hin 1 year after polypectomy. The latter should be
taken into consideration to improve counseling of

patients.*?3!

To achieve complete removal of the polyp and
a reliable histologic analysis, operative hysteros-
copy is the treatment of choice and should be offe-
red to symptomatic patients or to patients with risk
factors (older menopausal women patients and pa-
tients with hypertension). Removal of the polyp is
usually curative and probably should be done befo-
re further surgery is suggested.*

INFERTILITY AND RECURRENT
IVF FAILURE

The second important area of application of hyste-
roscopy is infertility diagnosis. The aim is to de-
tect intrauterine changes which could interfere
with implantation and/or growth of the concep-
tus. This includes cavity deformations from con-
genital or acquired origin such as septa, synechia,
polyps or myomas. Very little is known about hys-
teroscopically detectable endometrial changes
such as small polyps, marked and moderate muco-
sal elevations and endometrial hypervascularizati-
on and their significance for normal nidation,
implantation and growht of the conceptus. Mini-
hysteroscopy plays a key rol the evaluation of dif-
restore the normal

ferent modalities to

endometrial environment.!>?%3-3

Infertility related to uterine cavity abnorma-
lities has been estimated to be etiologic factor is as
many as 10%-15% of couples seeking treatment.*
Abnormal intrauterine findings occur in approxi-
mately 34%-62% of infertile women.**® Hystero-
salpingography is a useful but indirect imaging test
of the uterine cavity and remains one of the first
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steps in the evaluation of the infertile couple. Ro-
utine evaluation of infertility patients with HSG
has been accepted by more than 96% of board-cer-
tified reproductive endocrinologist in the United
States.® Considerable variability in the interpreta-
tion as well as clinical management of HSG abnor-
malities has been shown among practitioners.
Studies have shown that the HSG has a high sensi-
tivity but low specifity (approximately 23%), ac-
companied by elevated false-negative (2%-50%)
and false-positive results (15%-32%), all as compa-
red with operative hysteroscopy as the definitive

imaging technique.**!

In the routine evaluation of infertile couples,
HSG has been the most commonly used diagnostic
technique to determine congenital or acquired in-
trauterine abnormalities. Suspected pathology from
HSG has traditionally been further evaluated and
treated with inpatient diagnostic/operative hyste-
roscopy. Various studies have noted lack of agree-
ment in approximately 30% of cases when HSG
and hysteroscopy are compared.**** Outpatient di-
agnostic hysteroscopy has recently become avai-
lable, with improved endoscopic developments and
patient tolerance, as previously mentioned. Disad-
vantages of hysteroscopy include inadequate uteri-
ne visibility during uterine bleeding, inability to
evaluate intramural and serosal portions of the ute-
rus, as well as the adnexal for potential patho-
logy.

One of the basic steps of the infertility workup
is to assess the shape and regularity of the cavity.
During the last two decades, however, several stu-
dies have demonstrated that when the uterine ca-
vity has to be investigated within the infertility
workup, hysteroscopy is much more accurate than
HSG.? Kessler and Lancet®* reported that in about
two thirds of the cases hysteroscopy findings were
not correlated with those found on HSG. It was
shown that 54.3% of intrauterine adhesions diag-
nosed on HSG were not found on direct hysteros-
Another
comparing the diagnosis value of HSG and hyste-

copic examination. recent study
roscopy in female infertility showed that among 79
women with normal HSG, 28 had abnormal find-

igns on hysteroscopy, for a false negative rate of
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35.4%.% Of the 135 women with an abnormal
HSG, hysteroscopy demonstrated a normal uterine
cavity in 21, a false positive rate of 15.6%. The sen-
sitivity of HSG was 80.3% in revealing intrauteri-
ne abnormality and its specificity was 70.1%.
Therefore, it appears that in more than one third
of the cases where the HSG is interpreted as nor-
mal, it may supply a false reassurance.

Dicker et al.** demonstrated the value of repe-
ated hysteroscopy in in-vitro fertilization (IVF)-
embryo transfer patients in whom, without
obvious reason, pregnancy did not ocur. In 110 wo-
men with normal hysteroscopies findings and thre-
e or more failed IVF-embriyo transfer cycles they
performed a control hysteroscopy. They found in
20 cases (18.2%) abnormal findings possibly being
the cause for implantation failure. It is well known
that small intrauterine lesions, which may be of
great significance in causing reproductive failure
(such as adhesions, polyps, or submucous myomas)
are diagnosed much more precisely by hysteros-
copy. These lesions many times are missed by HSG
or even by transvaginal ultrasonography.® This ex-
plains why hysteroscopy has become the routine
test to assess the uterine cavity after recurrent IVF
failure and recurrent aborters.

Besides the diagnosis of major pathology like
uterine septa, polyps, myoma, synechia or total ca-
vity obliteration, mini-hysteroscopy in the inferti-
le patient frequently indicates the presence of
minimal or subtle changes of the endometrium
such as moderate or marked mucosal elevations,
which are possibly a marker for inappropriate hor-
monal stimulation of the endometrium.

For women with reproductive problems, hys-
teroscopy is a reliable method for almost 100%
detection of the intrauterine pathology and for,
in a great extend, of its elimination. When hyste-
roscopy is routinely performed prior to in vitro
fertilization, a significant percentage of patients
have uterine pathology that may impair the suc-
cess of fertility treatment. Patient tolerance, sa-
fety, and the feasibility of simultaneous operative
correction make office hysteroscopy an ideal pro-
cedure.®
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I CONCLUSION

The reduction of the total instrument diameter
from 5 to 3.5 or 2.4 mm and the change of distensi-
on medium from CO: to watery solutions appears
to increase significantly the compliance of the pati-
ent. Based on data in the current literature, hospi-
tal admissions for D&C can be avoided in > 50% of
women who undergo mini-hysteroscopy for abnor-
mal uterine bleeding disorders. The economic sav-
ings of mini-hysteroscopy can therefore be very
significant. The performance of office hysteroscopy
allows the surgeon to decide how best to treat the
patient’s problem and, often, manage it at the same
setting, using suction curettage, hysteroscopically-
directed, or blind biopsy, as with polyp forceps. Of-
fice hysteroscopy answer the question of whether
the abnormality requires general anesthesia to dila-
te the cervix sufficiently to get larger-bore instru-
ments (resectoscope, operating-channeled sheats,
etc) into the uterine cavity. In addition, office hys-
teroscopy most efficient allows the surgeon to plan
the hospital procedure, such as whether a resectos-
cope can do the job adequately and if laparoscopic
monitoring is needed.

With the mini-hysteroscopy, operative hyste-
roscopy is possible right after or even at the same
time as the diagnostic examination, without anaes-
thesia. Simple diagnostic approach could be eno-
ugh in many cases or may indicate the most
conveinent subsequent approach like a visually gu-
ided biopsy for local pathology or large sampling
with a curette in the case of diffuse endometrial
pathology. Office hysteroscopy is a safe, comfor-
table, enourmously conveinent, and precise met-
hod evaluating and managing at the same time
most cases of abnormal uterine bleeding. Almost as
important as its low risk and comfort to patients is
the efficiency and cost effectiveness of performing
the procedure at the surgeon’s office rather than at
a hospital or outpatient surgical center. As office
hysteroscopy became a more widely applied tech-
nique for evaluation of the uterus, there were gre-
at efforts toward making the procedure even more
comfortable and less hazardous by the elimination
of anesthesia.
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