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Transcervical resection of endometrium in women with
menorrhagia

Adam L Magos, Ralf Baumann, Alexander C Turnbull

Abstract
As an alternative to hysterectomy 16 women with
menorrhagia were treated with hysteroscopic
transcervical resection of the endometrium with
an unmodified urological resectoscope. Twelve
patients requested total resection of the endometrial
lining with the intention of producing amenorrhoea,
and four chose partial resection and hypomenor-
rhoea. Surgery was completed successfuliy in 15; the
remaining woman, who had an acutely retroflexed
uterus, sustained a uterine perforation during
insertion of the rigid hysteroscope. There were
no important postoperative complications, and
13 patients were discharged from hospital the day
after operation. Foliow up for up to six months
showed beneficial effects on the duration of menses
and the subjective assessment of menstrual blood
loss and pain in the treated women, six of them
becoming amenorrhoeic after total resection.
Hysteroscopy at three months in 13 patients showed
fibrosis confined to the upper half of the uterine
cavity. Endouterine biopsy specimens showed
the presence of microscopic deposits of normal
endometrium in 10 women.
Although these results are preliminary, trans-

cervical resection of the endometrium may have an
important role in managing this common complaint.

Introduction
Menorrhagia-that is, unacceptably heavy or

prolonged loss of menstrual blood-is a common
complaint of women during their reproductive years
and an important cause of iron deficiency anaemia in
up to a quarter ofwomen. ' An increase in menstruation
may be due to local causes such as endometrial
polyps and fibroids or systemic factors such as
hypothyroidism and bleeding disorders, but in most
cases no obvious abnormality is found.2 Management
traditionally relies on symptomatic relief with drugs
or hysterectomy.3 Typically, women are treated
conservatively initially but a large number ultimately
undergo a major operation when drug treatment
fails or unacceptable side effects develop.4 Poorly
controlled menorrhagia has become the primary
indication for hysterectomy, the most commonly
performed major operation for women of reproductive
age.'

Recently, a simpler operation for managing
abnormal menstruation has been suggested-namely,
endometrial destruction by surgical diathermy. In
1983 DeCherney and Polan reported on 11 women
with intractable uterine bleeding resistant to medical
treatment who were treated as emergencies with
cautery to the entire endometrial surface with a
cytoscope-resectoscope.6 DeCherney et al extended the
series to include a total of 21 cases in 1987.7 All but

three of their patients had blood dyscrasias or were at
extreme risk of complications of anaesthesia, and
indeed three patients died within six months after the
operation from their primary disease. None the less,
during follow up ofup to five years most survivors were
either amenorrhoeic or had only slight spotting, with
one requiring a second ablation.

These results are impressive, but their interpreta-
tion is subject to several important limitations: the
studies were retrospective, uterine bleeding was not
measured in any way before or after the operation, and
concurrent drugs for conditions such as leukaemia and
aplastic anaemia, which themselves may affect ovarian
function and thus uterine bleeding, were not ac-
counted for. As rightly pointed out by the authors, the
efficacy of this treatment as an elective procedure in
otherwise healthy patients remains to be determined.7
We report the results of our pilot prospective study
of hysteroscopic transcervical resection of the endo-
metrium as an alternative to hysterectomy in fit women
with menorrhagia.

Patients and methods
Sixteen women were recruited from the gynaeco-

logical outpatient department at this hospital with
complaints of unacceptably heavy and prolonged or
frequent periods (table). In no case was the uterus
larger than that seen in an eight week pregnancy,
though two of the women had fibroids on clinical
examination. All but four had undergone endometrial
curettage or biopsy within the previous 12 months,
when histological findings had been normal. The
women were keen to avoid hysterectomy but ap-
preciated that the proposed treatment might fail.
Although relevant in only three cases, they were
advised that the operation might not guarantee sterility.

Characteristics of 16 parous women* treated with transcervical
resection ofendometrium

Characteristic Mean (range)

Age (years) 42-7 (28-54)
Length of periods (days) 11-2 (5-30)
Length of cycle (days) 26-8 (14-30)
Duration of menstrual complaints (months) 33-9 (4-72)

*In 14 women previous medical treatment had been unsuccessful.

At the time of operation eight of the women were
taking drugs to control their menstrual loss; these were
stopped postoperatively. Except in one patient taking
danazol, no specific steps were taken to ensure a thin
endometrium at the time of the operation by either
hormonal manipulation or confining the procedure to
the follicular phase of the ovarian cycle. Twelve of the
women asked to be rendered amenorrhoeic-that is, to
have total endometrial resection-and four preferred
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to continue with light periods and to undergo partial
resection.

General anaesthesia was used throughout with the
patient in the lithotomy position with the head tilted
down. The procedures were carried out with an
unmodified urological resectoscope fitted with a
cutting loop, a continuous irrigation and suction
sheath (26 French gauge), and a 4mm forward-oblique
telescope (Karl Storz, Tuttlingen, West Germany). A
mixed diathermy current of 100 W for cutting and
50W for coagulation was used in most cases (Valleylab,
United Kingdom). The uterine cavity was distended
with 1-5% glycine solution at an insufflation pressure
of 100 mm Hg and suction pressure of 50 mm Hg, the
fluid balance being carefully monitored.
The uterine cavity was first inspected for suspicious

areas or focal lesions by video camera. Experience with
different operative routines had shown that the
optimum technique entailed systematic resection of
the endometrium, starting in the cornual regions
followed by the fundus, posterior wall, lateral walls,
and, finally, anterior wall, the aim being to excise tissue
to include 1-2 mm of myometrium. For total resection
we continued into the upper half of the endocervical
canal, whereas for partial resection a 0-5 cm cuff of
endometrium was left immediately above the internal
cervical os. Resected debris was removed by periodic
curettage or with polyp forceps and was sent for
histological examination. At the end of the procedure
the new cavity was inspected, any residual endo-
metrium resected, and any persistent bleeding points
coagulated.

All patients received antibiotic prophylaxis at
the start of the operation (750 mg cefuroxime intra-
venously). Laparoscopy was done only in two women
who underwent sterilisation after the resection.
Patients were discharged from hospital as soon as they
felt well enough and reviewed after six weeks, three
months, and, in some cases, six months.

Menstrual symptoms before and after the operation
were assessed both retrospectively and prospectively.
A menstrual calendar comprising vaginal bleeding,
vaginal discharge, and lower abdominal pain was rated
daily on a scale of 0-3 (0=none, 1 = mild, 2=moderate,
3= severe) for at least one menstrual cycle before the
operation and during follow up. Outpatient hystero-
scopy and endouterine biopsy were carried out three
months after the operation in 13 of the patients.

Results
All but one of the operations were completed

successfully, including in one case the resectioh of
a 3 cm submucous fibroid along with endometrium.
The exception was in a woman with an acutely
retroverted and retroflexed uterus who sustained a
small perforation in the anterior wall during insertion
of the hysteroscope and required a small laparotomy,
resection being abandoned as a result. In the 15
successful cases histological examination of the
resected tissue showed normal endometrium with large
fragments of underlying myometrium, including
evidence of adenomyosis in three. The mean (range)
duration of the operation was 41 (20-100) minutes but
28 (20-35) minutes for the last five resections. The
mean volume of glycine required for irrigation was
7-1 (2 3-20 9) litres, the mean deficit at the end
of operation being 523 (200-1000) ml; previous
sterilisation made little difference to this. Clinical
estimates of blood loss during the operation ranged
between 100 and 300 ml. The only postoperative
complication was low grade fever in one case, which
resolved spontaneously within 24 hours. Thirteen
patients were discharged from hospital the day after
the operation, the remaining three staying two days.

Bleeding immediately after the operation was rarely
heavy and persisted longer than 10 days in only two
cases (range 1-28 days). This was followed by an
inoffensive vaginal discharge for a mean (range) of 17-5
(5-34) days. Overall, the women were able to return
to normal everyday activities after a mean of 1-9
(0 5-4 0) weeks; 10 of the 11 who worked returned to
their occupation after a mean of 2-2 (1-3) weeks.

Six of the 11 women who underwent total resection
became amenorrhoeic during follow up of up to six
months. Of the remaining five, one had only a single
episode of bleeding a few weeks after the operation and
four reported regular but shorter and lighter periods.
Similarly, partial resection was associated with
lighter menstruation of shorter duration. Although
painful periods were not a major complaint of any of
the women before resection, pain improved with
treatment, and four of the eight women who continued
to menstruate had painless periods. Analysis of the
daily ratings from the menstrual calendars confirmed
these reports, the duration of bleeding, the amount of
blood loss, and menstrual pain all being improved
throughout follow up after both total and partial
resection (figs 1 and 2). For those who continued to
bleed improvements in menstruation seemed to be
related not only to shortening of the episodes of
monthly bleeding but also to a reduction in the mean
daily loss.

Hysteroscopic examination in 13 cases three months
after the operation showed that the uterine cavity had
not been obliterated completely in any of the cases.
Pale, translucent, fibrous looking tissue was generally
restricted to the upper portion of the uterine cavity or
fundus sufficient to obscure one or both tubal ostia in
nine cases, menstrual bleeding preventing proper
assessment of the cornual regions in one patient.
A narrow ring of normal looking endometrium
was present above the internal cervical os in the
four women who underwent partial resection, but
it was difficult to identify endometrium elsewhere
hysteroscopically. Endometrium in endouterine
biopsy specimens was histologically normal in the
group who had partial resections, but otherwise there
was no clear relation between histological findings and
patterns of menstrual bleeding postoperatively,
microscopic deposits of endometrium being found in
three out of five women who were amenorrhoeic and
seven out of eight who were not. Histiocytes and
mutlinucleate giant cells of a foreign body type were
identified in three samples and myometrium in one;
there was no evidence ofsquamous metaplasia in any of
the biopsy specimens.
Of the 15 women who had resection, 12 were

satisfied with the results of intervention and did not
resume their drug treatment for menorrhagia. The
remaining three, two of whom were the first patients
we treated, were disappointed despite improvements
in their periods and two requested hysterectomy. One
of them, the first woman treated by total endometrial
resection, underwent vaginal hysterectomy four
months after her resection. Macroscopic examination
of a specimen taken at operation showed that the
uterine cavity was lined by a greyish pink, slightly
translucent tissue 1 mm in average thickness with
obstruction of the cavity in several places. Histological
sections showed thin endometrium throughout with
occasional points of granulation tissue.

Discussion
The concept of destroying endometrium to manage

abnormal menstruation is not new. The intrauterine
applications of cytotoxic chemicals and cryocautery
were briefly reported almost 20 years ago but have
not been developed further.8 9 More recently, hystero-
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FIG 1-Effect of total and partial endometrial resection on total amount ofmenstrual bleeding each month.
Blood loss was scored daily on scale of0 to 3 (none to heavy)
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FIG 2-Effect oftotal and partial endometrial resection on total amount ofmenstrual pain each month. Pain
was scored daily on score of0 to 3 (none to severe)

scopic laser ablation of the endometrium has been
described, several studies confirming the efficacy of
this treatment, which was first reported by Goldrath et
al in 1981.'0 Although attractive and potentially
suitable for treating outpatients," this approach
requires an expensive neodymium-yttrium aluminium
garnet laser unit, does not provide a specimen for
histological examination, and seems to be slower.'2

In contrast, the urological resectoscope is fairly
cheap and widely available in hospitals. In addition
to being used to stem uncontrollable uterine haemor-
rhage it has been adapted for other types ofintrauterine
surgery, such as removal of submucous fibroids, septa,
and even benign mesodermal tumours through the
vagina.3-'5 We have shown that healthy women with
heavy, prolonged, or frequent periods may also be
candidates for this type of operation as an alternative to
hysterectomy, the endometrium being completely or

partially excised with a cutting diathermy loop. There
was a consistent and considerable reduction in the
duration ofmenstrual bleeding, the amount of flow per
cycle, and period pains, in over half the women after
total resection. The results of laser ablation seem to be
comparable.'6 Unpublished reports from Europe have
suggested similar effects of partial resection on
menstrual flow to those obtained in our study (J
Hamou, first international gynaecological endoscopy
meeting, Oxford, 1988).
The menstrual benefits of endometrial resection

are unlikely to be merely a "curettage" effect as
conventional dilatation and curettage is followed by a
reduction in menstrual blood loss in only the first
period and, typically, bleeding during the second
period is increased compared with the overall loss."
In contrast, even in women who did not become
amenorrhoeic resection seemed to be followed by a
progressive decrease in the menses at least over the first
six months. Whether this effect will be permanent
remains to be seen, but despite its limitations the work
of DeCherney et al suggests that this may be the case.7
Although the endometrium has great powers of
regeneration after surface necrosis, complete excision
or destruction ofthe basal layer seems to prevent future
growth. 8
As to why partial resection lessens menstrual blood

loss, we must assume that this is related to the overall
reduction in endometrial surface area. Although
in untreated women complaining of menorrhagia
objective measures of menstrual blood loss do not
correlate with endometrial surface area,2 this is
unlikely to apply in extreme cases of endometrial
denudation. The improvement in menstruation, even
after total resection, is certainly not explained solely by
the production of an iatrogenic Asherman's syndrome
(amenorrhoea traumatica) with its associated intra-
uterine adhesions and conglutination of the opposing
uterine walls'9 as in most cases the cavity of the uterus
remains essentially intact except for the fundal region.

In 1985, 18600 hysterectomies were performed in
England for menstrual disorders,20 with a recent
audit from the United Kingdom suggesting that no
abnormality is found in over half of such operative
specimens.2' Although the mortality after hysterectomy
for benign disgrders has been reported as only 6-0 per
10 000,22 the short term morbidity rate in one large
series was as high as 24 5 and 42-8 per 100 for vaginal
and abdominal hysterectomies respectively.23 At least
as worrying are the potential long term effects of
hysterectomy, including premature ovarian failure,24
increased risk of cardiovascular disease,25 and possibly
psychosexual dysfunction.26 These statistics and the
financial and social implications of a lesser operation
seem to make endometrial destruction, whether by
electrocautery or laser, an attractive alternative to
hysterectomy and arguably even long term drug
treatment in women who have completed their
families.
Our results are preliminary, and the short and long

term efficacy of hysteroscopic endometrial resection in
reducing menstrual blood loss remains to be proved by
objective techniques. The dangers ofmalignant change
within the uterine cavity7 12 must be assessed, though
the theoretical basis for a fear that equates the effects
of electrocautery and laser with that of ionising
radiation is unconvincing.27 More immediately, the
operative risks must be documented on a large series of
patients as resection may result in haemorrhage,
infection, and uterine perforation with consequent
bowel trauma. As in our study, a rigid hysteroscope
may prove to be unsuitable when the uterus is acutely
anteflexed or retroflexed, and a flexible instrument
with a laser attachment would be preferable under
these conditions. As with the conceptually similar
procedure of transurethral resection of the prostate
the risks of fluid overload and haemolysis from the
distension medium must also be guarded against;
dextran 70 is a safer alternative to 1 5% glycine in this
respect but has the dual disadvantages of high viscosity
and possible anaphylaxis.28 Intrauterine surgery is a
skilled technique, and much valuable knowledge can
be gained from urologists, who have been performing a
similar procedure in men for over 40 years.
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Abstract
The relation between unemployment and consulta-
tions with the general practitioner was investigated
among 13 275 economically active men aged 18-64 by
using the British general household surveys. Men
who were unemployed but seeking work consulted
with doctors significantly more (odds ratio 1*83; 95%
confidence interval 1-61 to 2.09) than those in
employment, the highest consultation rate being
among those who had been out of work for five years
or more (odds ratio 2.12; 95% confidence interval
1*12 to 3.78). The high consultation rates persisted
even after adjustment for self reported longstanding
illness (odds ratio 1-53; 95% confidence interval 1-34
to 1.76).
These findings suggest that in areas with high

unemployment general practitioner workload is
likely to be high.

Introduction
Unemployment in Britain rose rapidly in the early

1980s, a fivefold increase having occurred over 12
years. I This increase focused a great deal of interest on
the health of the unemployed. In England and Wales
excess mortality among unemployed men seeking
work has been shown by using data from the Office of
Population Censuses and Surveys' longitudinal study,
the excess mortality persisting even when socio-
economic factors such as social class and housing
tenure were taken into account.23 A follow up study in
Denmark also disclosed significantly higher death rates
among the unemployed.4 Nevertheless, little pub-
lished research has been made available on the levels

and patterns of morbidity among those out of work.
Small scale observational studies have reported
high levels of stress and mental disorders in those
unemployed and those under threat of becoming
unemployed.56 Most of these studies were not repre-
sentative, being either too small or localised, with the
exception of the recent Canada health survey.7 In that
study substantial differences in health between the
employed and unemployed were found, people out of
work having significantly higher levels ofpsychological
stress and ill health.
We have analysed data from the British general

household surveys to investigate the health of the
unemployed as it relates to consultation with a general
practitioner.

Subjects and methods
The general household survey is a yearly sample

survey conducted by the Office of Population Censuses
and Surveys, providing information on a wide range of
topics such as employment, health, housing, and
education in some 30 000 people from 12000 private
households. The 1983 and 1984 surveys89 were com-
bined and used in this analysis to increase the sample
size. We defined as unemployed people who were not
working but were seeking work or waiting to take up a
job and included in our study only economically active
men aged 18 to 64. Full time students and those who
were permanently sick and unable to work were
excluded. Duration of unemployment was further
examined in five categories (table I).
To allow for possible confounding we also obtained

information on age, housing tenure, occupation (most
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