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~—ABSTRACT ™

Introduction: The development of hysteroscopy has provided a minimally invasive approach to com-
mon gynecologic problems, such as abnormal uterine bleeding. Diagnostic hysteroscopy is considered
now , the gold standard” by the Association of Professors of Gynecology and Obstetrics (2002) in inves-
tigation of abnormal uterine bleeding (AUB) in order to rule out organic endouterine causes of AUB.
Although the World Health Organization (WHO) recommends hysterosapingography (HSG) alone for
management of infertile women many specialists use hysteroscopy as a first-line routine exam for infer-
tility patients regardless of quidelines.

Material and method: This paper is a retrospective study of 1545 diagnostic hysteroscopies per-
formed in the “Prof. Dr. Panait Sirbu” Obstetrics and Gynecology Hospital between January 1, 2008
and June 30, 2011. The following parameters were studied: diagnostic hysteroscopy indications, type of
anesthesia used, correlation between pre-and postoperative diagnoses.

Outcomes: Of 1545 diagnostic hysteroscopies, 78% of cases were performed without anesthesia; of
the total of 299 cases of primary infertility diagnostic hysteroscopy showed in 34% of cases tubal ob-
struction and endouterine pathology; of the total 396 cases of secondary infertility under investiga-
tion, diagnostic hysteroscopy showed in 40% of cases tubal obstruction and endouterine pathology; the
highest accuracy of HSG was noted for uterine malformation and minimal accuracy was observed for
intrauterine adhesions.

Conclusions: Our experience supports the opinion that diagnostic hysteroscopy should be a first-line
routine exam in infertility.

Because of the high rate of false positive results for HSG in our study and considering the other studies
in specialty literature, we always perform a diagnostic hysteroscopy before Assisted Human Reproduc-

tion procedures regardless of the HSG aspect.
-
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INTRODUCTION

ysteroscopy is performed for

evaluation or treatment of differ-

ent pathologies of the endome-

trial cavity, tubal ostia, or endo-

cervical canal for diagnostic
alone or for diagnostic and treatment in the
same operative time (1,2).

A review published on Up To Date in 2011
synthesizes the indications of diagnostic and
operative hysteroscopy as follows: abnormal
premenopausal or postmenopausal uterine ble-
eding, endometrial polyps, sub-mucosal, and
some intramural, fibroids, intrauterine adhe-
sions, Millerian anomalies (eg, uterine sep-
tum), retained intrauterine devices (retained
IUD ) or other foreign bodies, retained prod-
ucts of conception, desire for sterilization, en-
docervical polips (3).

Contraindications to hysteroscopy are: via-
ble intrauterine pregnancy, active pelvic infec-
tion (including genital herpes infection) (4),
known cervical or uterine cancer.

The possibility to perform hysteroscopy
using no anesthetic or local anesthesia allows
use of outpatient settings and speeds recovery.
The vaginoscopic, or “no touch,” technique is
performed without a speculum or tenaculum
and without anesthesia (5). Bettocchi intro-
duced the ‘no-touch’ trans-vaginal approach,
where no instruments expose or grasp the cer-
vix (6,7). Most diagnostic and brief or minor
operative procedures can be performed with-
out anesthetic or with a local anesthetic. Re-
gional or general anesthesia is reserved for pa-
tients who cannot tolerate a procedure under
local anesthesia, extensive operative proce-
dures, or patients with comorbidities that ne-
cessitate intensive monitoring (7).
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FIGURE 1. The type of anesthesia used for hysteroscopy.
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One factor in deciding whether to use a
para-cervical block versus no anesthetic is the
pain of the injection; some women find the in-
jection of the anesthetic agent more painful
than the procedure itself (8,9). Some surgeons
advocate using no anesthetic (10,11). In our
study, about 20% of the diagnostic hysterosco-
pies were performed using the ,no-touch”
technique with very good tolerance. This tech-
nique is used by a couple of surgeons who
were trained by professor Bettocchi at “Prof.
Dr. Panait Sirbu” Obstetrics and Gynecology
Hospital in 2005. O

MATERIAL AND METHOD

his paper is a retrospective study of 1545

diagnostic hysteroscopies performed in the
“Prof. Dr. Panait Sirbu” Obstetrics and Gyne-
cology Hospital between January 1, 2008 and
June 30, 2011. Total number of hysteroscopies
performed in this period was 3220. Those pa-
tients who underwent hysteroscopy for patho-
logy suspected via another imagistic method
were initially investigated using trans-vaginal ul-
trasonography or hysterosapingography (HSG).

Before hysteroscopy, the standard investiga-
tions were represented by: PAP smear, vaginal
bacteriologic tests, hemograms.

Antibiotics are not routinely administered
during hysteroscopy for prevention of surgical
site infection or endocarditis since post
hysteroscopy infection occurs in less than 1
percent of women (12).

The following parameters were studied: di-
agnostic hysteroscopy indications, type of anes-
thesia used, correlation between pre-and post-
operative diagnoses. U

OUTCOMES

uring the period 1% January 2008 till 30

June 2011, in the ,Prof.dr.Panait Sirbu”
Clinical Hospital of Obstetrics Gynecology, in
Bucharest, there was a total number of 3220
hysteroscopies. The distribution of pathologies
is expressed in Table 1. Of these 3220 hysteros-
copies, a number of 1545 were diagnostic hys-
teroscopies.

Anesthesia. The type of anesthesia used for
the 3220 hysteroscopy shows the prevalence of
interventions performed without any type of
anesthesia (61%). General anesthesia with oro-
tracheal intubation was used mainly for com-
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bined interventions (laparoscopic and hystero-
scopic) or hysteroscopic major surgeries like
myomectomy or metroplasty with a descen-
ding trend between 2008 and 2011 from 12%
to 7%. We observe a slight ascending trend for
general anesthesia with sedation between
2008 and 2011 from 21% to 25% (Figure 1).

Diagnostic hysteroscopies were performed
without anesthesia in 78% of cases.

Diagnostic hysteroscopies performed du-
ring this period had different indications (Table
2).

1. Primary and secondary infertility

Primary and secondary infertility cases in-
cluded a total number of 695 patients, of which
299 (43%) were of primary infertility and 396
(57%) of secondary infertility.

In the , Prof. Dr. Panait Sirbu” Clinical Hos-
pital of Obstetrics Gynecology in the Depart-
ment of Assisted Human Reproduction,
diagnostic hysteroscopy is used as a first line
diagnostic method for the patients with infertili-
ty in order to detect endocervical, uterine and
proximal tubal factor of infertility.

Of the total 299 cases of primary infertility,
diagnostic hysteroscopy showed 197 cases
(66%) with a normal hysteroscopy aspect; 60
cases (20%) indicated a proximal tubal obstruc-
tion uni- or bilateral (cornual adhesions ob-
structing the tubal ostia, small polyps, endome-
trial hyperplasia) and in other 42 cases (14%)
there were findings of endouterine pathology:
polyps, miomas, chronic endometritis (Figure
2).

Of the total 396 cases of secondary infertili-
ty under investigation, diagnostic hysteroscopy
showed a normal hysteroscopy aspect in 238
cases (60%); in 138 cases (35%) there was pro-
ximal tubal uni or bilateral obstruction and in
other 20 cases (5%) there was endouterine pa-
thology: polyps, miomas, chronic endometritis
(Figure 3).

2. There were 309 cases which required di-
agnostic hysteroscopy in order to confirm the
pathology suspected as a result of hysterosa-
pingography or trans-vaginal sonography. The
type of pathology under investigation is illus-
trated in Table 3.

The imagistic methods used before hyster-
oscopy were HSG in 55% of cases and trans-
vaginal sonography in 45% of cases.

In Table 4 there is the concordance be-
tween the preoperative and postoperative
diagnostic and the rate of false positive results

Diagnostic hysteroscopies

Hysteroscopic adhesiolis of uterine synechiae
and cervico-istmic synechiae

Hysteroscopic polipectomy

Hysteroscopic myomectomy

Hysteroscopic metroplasty

Hysteroscopic endometrial biopsy,

Others: hysteroscopic endometrial ablation,
foreign bodies extraction, hysteroscopic tubar
cannulation

1545 49
653 20
436 14
206 6
123 4

92 3
165 5

TABLE 1. The distribution of pathologies in 3220 hysteroscopies.

Primary or secondary infertility
Pathology suspected by HSG or TVS
Chronic endometritis

Abnormal uterine bleeding

Uterine malformations
Postoperative control

IVF

Others

TABLE 2. Indications for diagnostic hysteroscopies.

695 45
309
93
139
62
139
77
31

)
N R oa N

HSG - histerosalpingography; TVS - transvaginal sonography; IVF - in vitro

fertilization.
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FIGURE 2. Primary infertility -hysteroscopic results.
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FIGURE 3. Secondary infertility -hysteroscopic results.

Looking at Table 4, we can conclude that
the best diagnostic accuracy was for trans-vagi-
nal sonography in cases of sub mucosal mio-
mas (70.86%) and the lowest rate of detection
was for HSG in cases with uterine and cervico-
istmic sinechiae (21.42%).
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Submucous mioma 127 41
Endometrial pol 32 10
Proximal tubal d}ilsease 80 26
Uterine sinechiae and cervico-istmic sinechiae 70 23

TABLE 3. Pathology suspected via another imagistic method.

Submucous mloma

Endometrial pol
Proximal tubal
Uterine sinechiae and

cervico-istmic sinechiae

127 90 (70.86%)  29.10%

20 (62. 50% 37.50%

isease 80 48 (60 00%) 40.00%
70 15 (21.42%)  79.50%

TABLE 4. Concordance between the preoperative and postoperative
diagnostic.

Uterine septum 21 85
Unicorn uterus 6 10
arcuate uterus 28 45
Other malformations 6 10
TABLE 5. Distribution of uterine malformation in the study.
4 N\
Abnormal uterine bleeding
mioma ngrs NORMAL
IL{{D 4% 21% B NORMAL
e B curettage
foreign bodie; O atrophy
O HYSBIOPSY
W chronic endometritis
@ foreign bodies
mIUD
chronic endometritis. curlegt/jge O mioma
h lij
HYSBIOPSY atr{)‘i Y = polips
24%
\ J

FIGURE 4. Distribution of different types of pathology for abnormal
uterine bleeding.

HYSBIOPSY: hysteroscopic biopsy; IUD : intrauterine devices.

3. The uterine malformations for which a
diagnostic  hysteroscopy was  performed
showed the following distribution: uterine sep-
tum 35% of cases, 10% of cases unicorn uterus,
arcuate uterus 45% of cases and other uterine
malformations in 10% of cases (Table 5).

Concordance between HSG and diagnostic
hysteroscopy was 100% for septate uterus and
the unicorn, decreased to 66.6% for arcuate
uterus and 50% for other uterine malforma-
tions.

In conclusion, the highest accuracy of HSG
was noted for uterine malformation and mini-
mal accuracy was observed for intrauterine ad-
hesions. Trans-vaginal ultrasonography had a
better accuracy in sub mucosal miomas than in

polyps.
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4. In our study, in 9% from the 1.545
hysteroscopies were performed for abnormal
uterine bleeding. Distribution of different
types of pathology diagnosed by hysteroscopy
is illustrated in Figure 4.

Figure 4 shows following aspects: no endo-
uterine pathology observed in 21% of cases; in
18% of cases hysteroscopy findings interested
entire endometrial cavity requiring curettage
biopsy for endometrial hyperplasia, in 24% of
cases focal pathology was detected (focal hy-
perplasia of the endometrium, small polyps)
which was followed by hysteroscopy biopsy
(HYSBIOPSY); a percentage of 19% was repre-
sented by the intracavitary foreign bodies (70%
suture material remaining post caesarian) and
imprisoned IUD 8% of endometrial polyps over
1 cm resected with resectoscope; 4% sub mu-
cosal miomas; 5% chronic endometritis which
underwent hysteroscopy biopsy. U

DISCUSSION

Since 1999, the specialists in infertility of the
University of Jerusalem from the Depart-
ment of Obstetrics and Gynecology started a
debate about the opportunity of including hys-
teroscopy in the basic/common investigations
of infertility (13). The specialists’ conclusions,
based in the studies performed throughout the
years, lead to hysteroscopy being currently
considered as absolutely necessary in the
infertility investigations (14).

However, the World Health Organization
(WHO) recommends hysterosapingography
(HSC) alone for management of infertile wo-
men (1). The explanation for this discrepancy is
that HSG provides information on tuba paten-
cy or blockage. Office hysteroscopy is only
recommended by the WHO when clinical or
complementary exams (ultrasound, HSG) sug-
gest intrauterine abnormality (15) or after in vi-
tro fertilization (IVF) failure (16). Nevertheless,
many specialists feel that hysteroscopy is a
more accurate tool because of the high false-
positive and false-negative rates of intra uterine
abnormality with HSG (17-19). This explains
why many specialists use hysteroscopy as a
first-line routine exam for infertility patients re-
gardless of guidelines (2).

Our experience in the Department of As-
sisted Human Reproduction at the ,Prof.dr.Pa-
nait Sirbu” Clinical Hospital of Obstetrics Gy-
necology with exploratory hysteroscopy used
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as a first line diagnostic method for the patients
with infertility (in order to detect endocervical,
endouterine or proximal tubal factor of infertili-
ty) supports the opinion that it should be a first-
line routine exam for infertility.

The importance of diagnostic hysteroscopy
in elucidating pathological aspects suspected
by other diagnostic methods is obvious if we
look at the high rate of false positive results gi-
ven by trans-vaginal ultrasound and HSG. Note
that high false positive rates are dependent on
the performance of equipment used on the
one hand and the experience of medical staff
on the other hand. The group of 309 patients
who have undergone diagnostic hysteroscopy
to elucidate the diagnosis is extremely hetero-
geneous in terms of equipment used and the
practitioner who performed the initial investi-
gation. This could explain the differences be-
tween false positive rates existing in our study
compared with other published studies in the
literature: in the 1996 study run by Wang et al,
which compared the diagnostic value of
hysteroscopy and HSG, it was demonstrated
that out of 135 patients with abnormal HSG,
the hysteroscopy aspect was normal in 21 cas-
es, which means a false positive rate of 15.6%.
In the same study, the sensibility of HSG to di-
agnose the intrauterine abnormalities was

80.3% and the specificity was 70.1% (20).
There are many independent studies (17,21) in
specialty literature with similar results which
show that in about one third of cases interpret-
ed with HSG as normal, there may be a false
positive result. These false positive results may
lead to a wrong diagnostic and therapeutic de-
cision in these patients (22).

Diagnostic hysteroscopy for patients with
abnormal uterine bleeding in our study used to
investigate organic endouterine causes of ab-
normal bleeding showed only in 21% of cases
no endouterine pathology. The group of 83 ca-
ses (60%) benefited from a diagnosis of certain-
ty with this investigation and the possibility of
treating in the same operative time the patholo-
gy detected by diagnostic hysteroscopy. U

CONCLUSIONS

ur experience supports the opinion that
diagnostic hysteroscopy should be a first
—line routine exam in infertility.

Because of the high rate of false positive re-
sults for HSG in our study and considering the
other studies in specialty literature, we always
perform a diagnostic hysteroscopy before As-
sisted Human Reproduction procedures
regardless of the HSG aspect.
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