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ABSTRACT

Background: The pain experienced during check curettage is due to the dilatation of the cervix, hence it can be
hypothesized that in patients with a dilated internal os there should be no need for anesthesia. If it can be proven, then
it would prove useful in cases where access to anesthesia is not available, such as primitive hospital set up, while also
reducing the cost and complications of anesthesia.

Methods: This study was a prospective randomized single blinded control trial conducted in a tertiary care centre
over a period of 15 months with a sample size of 80 patients, 40 in group receiving paracervical block and 40 in group
receiving no anesthesia. All patients with spontaneous first trimester incomplete and inevitable abortion were
included and randomized in the two groups. Intraoperative vital parameters, vocalization, limb movement and
demand for higher anesthesia were noted. Postoperative pain score was obtained based on the numeric rating scale.
Results: The demand for higher anesthesia and satisfaction with procedure was comparable between the two groups
(P> 0.05).The average pain score for patients receiving paracervical block was 1.13 and that for patients receiving no
anesthesia was 1.79 (P<0.05).

Conclusions: The mean pain scores of both the groups were on the lower spectrum of the pain scale with no
difference in demand for higher anesthesia. In primary set ups where facilities of anesthesia are not available,
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curettage can be performed safely without anesthesia, which can prove to be life-saving.

INTRODUCTION

Check curettage is a commonly done surgical procedure
wherein the endometrial walls are curetted to remove the
retained products of conception in patients with
incomplete and inevitable abortion. Pain perception
during the procedure varies among different women
depending on the interaction of psychosocial and physical
factors." The Frankenhauser plexus innervates the cervix
and the lower part of the uterine cavity and gets
stimulated during cervical dilatation thereby causing
pain."® Therefore it can be hypothesized that in cases of
incomplete and inevitable abortions where the cervical os

is already dilated, the need for anesthesia is
circumvented, thereby reducing cost of treatment.

Of the various modes of anesthesia that can be given,
paracervical block is a form of local anesthesia which
serves to block the Frankenhduser plexus. Different
studies advocate different procedure for the paracervical
block.*® While in one study the block is given at
cervicovaginal junction at 3 o’ clock and 9 o’ clock
position, the other study uses the position at 4 o’ clock
and 8 o’ clock. It is a safe and effective mode of
anesthesia.*®
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If it can be shown that in an already dilated cervix, the
procedure of check curettage can be safely carried out
under no anesthesia without causing much morbidity to
the patient and then it would prove useful in cases where
access to anesthesia is not available. It would also reduce
the cost of procedure to the patient. Various
complications arising due to anesthesia can be averted.
Also, in patients who are bleeding heavily, this procedure
can be performed as an outdoor procedure provided
proper asepsis is maintained, thereby saving the patient
from delay in definitive treatment and further blood loss.

In this study we will try to demonstrate by comparison,
the pain experienced during the procedure of check
curettage when performed under no anesthesia and under
paracervical block.

METHODS

This study was a prospective randomized single blinded
control trial conducted in a tertiary care centre from July
2013 to October 2014. Total 80 patients were selected for
the study. Sampling was done using convenience
sampling method and the patients were distributed
equally into case and control groups using simple random
sampling. Patients receiving paracervical block were
included in the control group while those receiving no
anesthesia were included in study group. All patients
above 18 yrs of age admitted in the hospital with first
trimester incomplete and inevitable abortion with an open
internal cervical os were included in the study
irrespective of the associated high risk factors. Those
with second trimester abortions and those with a closed
internal cervical os were excluded.

A detailed history of the patients, their age and
occupation, menstrual and obstetric history was recorded.
The chief complaints were noted in chronological order.
Patients were explained the numeric rating scale before
the procedure.” Single blinding was done; wherein the
patients were unaware of the group they were allocated.
40 were distributed into control group wherein they
would receive paracervical block at 4 o’ clock, 5 o’ clock,
7 o’clock and 8 o’ clock position at the cevicovaginal
junction with 10 ml 1% lignocaine at each point. The
other 40 were distributed to study group wherein the
paracervical injection was given similarly with 10 ml
normal saline at each point. Anesthetists were kept
standby in case the patients demanded higher anesthesia.
The procedure of curettage was started after giving 5
minutes for the action of the block.

Intraoperatively, the pulse and blood pressure was
recorded and a note was taken as to whether there was
presence of vocalization, limb movement or demand for
higher anesthesia during the procedure. These parameters
were studied at seven stages of the operation, i.e. at
application of the vulsellum, at paracervical injection, at
insertion of curette, during curettage of endometrium, at
withdrawal of curette, immediately at end of procedure
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and due to lithotomy position. Pain score for the overall
procedure was noted as per the numeric rating scale post
operatively. Patients demanding higher anesthesia were
excluded from the study and these parameters were not
studied in their case. Complications, duration of
procedure and overall satisfaction were also noted. The
data obtained was compared between the two groups.

RESULTS

Out of 40 patients in control group, 4 required higher
anesthesia whereas out of 40 patients in study group 11
required higher anesthesia.There was no significant
difference between the two groups regarding demand for
higher anesthesia (p= 0.083). The average time taken for
the procedure in control group not requiring higher
anesthesia was 15 minutes while that in study group not
requiring higher anesthesia was 13.79 minutes, which is
comparable (p >0.05). There were no complications and
the overall satisfaction was comparable between the two
groups (p=0.083).

Pain score in the study group was significantly more than
that of the control group as shown in Table 1.

Table 1: Pain scores in the two groups for patients not
requiring higher anesthesia.

0 6 0

1 21 11

2 7 13

3 2 5

Pain Score 1.13 £ 0.76* 1.79£0.72*

“Mann Whitney test is applied. P: 0.0021
Pain score of the control group is significantly lower as
compared to the study group

Intraoperatively, incidence of tachycardia was found to
be significantly higher during paracervical injection in
the study group (p: 0.01). Incidence of tachycardia was
significantly higher in the study group during insertion of
curette (p: 0.01) and during curettage of the endometrium
(p: 0.02). Incidence of tachycardia was comparable
between the two groups at application of wvulsellum,
withdrawal of curette, immediately at the end of the
procedure and due to lithotomy.

Intraoperatively, the incidence of hypertension and
vocalization was comparable between the two groups
throughout the procedure. The incidence of limb
movements was significantly higher in the study group
during paracervical injection but was comparable
between the two groups during other steps of the
procedure. The demand for higher anesthesia was
comparable between the two groups at each step of the
procedure.
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There were no adverse reactions like vertigo, tinnitus or
nausea and vomiting reported due to the paracervical
injection. There were no mortalities or intra-operative
complications in any of the groups.

DISCUSSION

We studied various databases and came across three
meta-analyses in which multiple studies had been
evaluated.™®® Each study had investigated the effect of a
particular type of anesthesia and compared it to either
another type or another dose of anesthesia. In spite of the
numerous studies performed, consensus is still lacking as
to the preferred and safest mode of anesthesia for patients
with an incomplete abortion. Although multiple
parameters were compared in these studies, still a lot of
parameters were left out, such as that of objective intra-
operative analysis. We have tried to cover these details in
our study with the aim of establishing the need of
anesthesia for patients of incomplete abortion with an
open internal os.

Time taken for the procedure was comparable between
the two groups with the mean time taken in control group
being 15 and that for study group being 13.79. This is
possibly because paracervical injection was given in both
the groups, hence there was no extra time consumed by
the control group for administration of anesthesia.

The pain scores in the study group were significantly
higher although the difference in this pain score did not
culminate in a demand for higher anesthesia in this group.
Intra-operatively, at administration of paracervical block,
the incidence of tachycardia was significantly higher in
the study group. Since the procedure of administration of
paracervical injection was same in both the groups with
the difference lying only in the drug administered, it is
possible that the cause of tachycardia was anxiety and
fear instead of pain. Also, since the injection was given at
4 points, it may be possible that the action of the 1st
injection point started by the time the 4th point was
injected with lignocaine thus reducing incidence of
tachycardia in the control group. The incidence of limb
movement was higher in the study group at
administration of paracervical injection, which cannot be
due to pain only and a component of the mental status of
the patient needs to be taken into account. A larger and
more heterogeneous sample needs to be studied to
properly define these unknown variables.

During insertion of the curette, the incidence of
tachycardia was significantly higher in the study group as
compared to the control group. This can be attributed to
lesser pain relief in the study group. But since there was
no significant demand for higher anesthesia at this point
in any group, it is safe to believe that the pain relief was
comparable between the two groups. It is also possible
that rather than pain, it was the sensation and awareness
of passage of the curette through the os that led to the
tachycardia.
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During curettage, the incidence of tachycardia was
significantly higher in the study group. Here again, there
was no significant demand for higher anesthesia at this
step in both the groups. Hence, it is safe to presume that
the cause for tachycardia was more due to the awareness
of the curetting sensation than due to pain. Since the
incidence of tachycardia was significantly lower in the
control group, it can be stated that paracervical block
with lignocaine can block sensations due to intra-uterine
manipulations to some extent. More detailed analysis of
this phenomenon is required before any definitive
statement can be put forth.

In the study by Renner et al the pain during curettage was
significantly lower in the chlorprocaine group as
compared to bacteriostatic saline.! In the study by
Calvache et al, pain during curettage was not studied, but
the post operative pain was significantly lower in the
lignocaine group as compared to saline.? In the study by
Tangsiriwatthana the pain during curettage was
significantly lower in the lignocaine group as compared
to saline.’

CONCLUSIONS

Judging by the demand for higher anesthesia which was
comparable in the two groups, it is safe to conclude that
the procedure of check curettage for first trimester
incomplete abortions with an open internal os can be
performed without any anesthesia without causing any
significant pain. Although there was a significant
difference in the overall pain scores between the two
groups, still the mean pain scores of both the groups were
between 1 and 2, which is on the lower spectrum of the
pain scale. It can be argued that the patient will remain
aware of the uterine intervention if no anesthesia is
administered, which can lead to discomfort. But in
primary set ups where facilities of anesthesia are not
available, the knowledge that the procedure of curettage
can be performed safely and without significant pain
without anesthesia can prove to be life-saving for the
patients.
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