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INTRODUCTION 

Technical and technological advancements in gynecology 

have continuously revolution our everyday life. Medical 

knowledge is ever changing. With the invention of new 

techniques and modalities “see and treat” has become the 

norm of management now a days. Diagnostic imaging 

procedures and surgical endoscopy are among the fastest 

developing medical procedures of the century. 

Hysteroscopy, a gold standard in the evaluation and 

treatment of intrauterine pathology was considered an 

invasive procedure with a long learning curve but with the 

revolutionary advances taking place in the field of digital 

imaging and miniaturization of high-definition endoscopes 

have made hysteroscopy a simple, safe and well tolerated 

office procedure. Office hysteroscopy and hysteroscopic 

surgery has become an integral component of modern 

gynecological care. 

Hysteroscopy is a powerful diagnostic tool for visualizing 

the cervical canal and uterine cavity, with better results 

than dilatation and curettage.1 Although laparoscopy has 

doubtlessly expanded the range of options available for 

gaining access to the abdominal cavity, it is hysteroscopy 

that for the first time ever helped to ‘elucidate’ an obscure 

and isolated region which has not been explored in any 

direct sense. Hysteroscopy has the advantage of directly 

visualizing the uterine cavity and endometrium allowing 

biopsy to be taken immediately from the suspected 

abnormality under direct vision but it does not give any 

information regarding adnexa and myometrium.2 

BACKGROUND 

Diagnostic hysteroscopy combined with histological 

examination of an endometrial biopsy is considered the 

‘gold standard’ in the diagnosis of intrauterine 

abnormalities.3 Hysteroscopy has achieved the goal of 

becoming an outpatient diagnostic and therapeutic 

procedure that is easily done even by beginners, confining 

resectoscopic procedures for selected cases to be treated 

by operators with necessary experience. Diagnostic 
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ABSTRACT 

With the invention of new techniques and modalities “see and treat” has become the norm of management now a days. 

Diagnostic hysteroscopy combined with histological examination of an endometrial biopsy is considered the ‘gold 

standard’ in the diagnosis of intrauterine abnormalities. The importance of office hysteroscopy lies in the fact that there 

is no need of any anesthesia and after the procedure the patient can return into his routine activity only with the minimal 

aid of NSAIDs. Two different types of hysteroscopes are used worldwide: flexible or rigid, which are made in different 

sizes. Optic miniaturization has been one of the greatest technological advancements in the field of hysteroscopy, both 

for rod-lens and fiberoptic scopes. The main concerns in office hysteroscopy are the need for necessary expertise, pain 

management and management of the complications in the office setting and the high cost of the equipment needed for 

the procedure. But office hysteroscopy has already demonstrated good correlation of findings compared with inpatient 

hysteroscopy, providing distinct advantages such as reduced anesthesia risks, enhanced time and cost-effectiveness, and 

faster recovery with less time away from work and home. 
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hysteroscopy is the criterion standard examination for 

pathologic conditions that might have repercussions on the 

uterus such as abnormal uterine bleeding, endometrial 

hypertrophy, and carcinoma of the endometrium.4 

In recent years, an innovative hysteroscopic tissue removal 

system (HTRs) based on mechanical removal of 

intrauterine lesions has been developed. A systematic 

review and meta-analysis showed that women treated with 

HTRs for endometrial polyps have a shorter procedure 

time than those treated with loop or bipolar electrode 

resection in an operating room or in an office setting.5 

Gkrozou et al in a meta-analysis over 9000 patients 

evaluating the accuracy of hysteroscopy in diagnosing 

endometrial cancer, hyperplasia, polyps and submucous 

myomas, found a high diagnostic accuracy for endometrial 

cancer diagnosis (estimated sensitivity 82.6% and 

specificity 99.7%).6 

The importance of office hysteroscopy lies in the fact that 

there is no need of any anesthesia and after the procedure 

the patient can return into his routine activity only with the 

minimal aid of NSAIDs. With the addition of some 

operative procedures done using an office hysteroscope 

the outlook of the patient management is changing from 

the days with prolonged hospitalization to day care 

approach. 

In this review we provide an insight into the various 

aspects of office hysteroscopy, its indications, equipment, 

and procedures and also review strategies for management 

of pain and/or complications that may arise within an 

office-based practice.  

The main concerns in office hysteroscopy are the need for 

necessary expertise, pain management and management of 

the complications in the office setting and the high cost of 

the equipment needed for the procedure. But office 

hysteroscopy has already demonstrated good correlation of 

findings compared with inpatient hysteroscopy, providing 

distinct advantages such as reduced anesthesia risks, 

enhanced time- and cost-effectiveness, and faster recovery 

with less time away from work and home.7 

Common office procedures include diagnostic 

hysteroscopy, endometrial biopsy with direct 

hysteroscopic visualization, endometrial polypectomy, 

lysis of intrauterine adhesions, resection of small 

submucous leiomyomas, placement of permanent 

contraceptive implants, removal of foreign objects or 

dislodged IUDs, removal of retained products of 

conception, and uterine metroplasty.8 

Aims 

This article aims to provide a comprehensive information 

on office hysteroscopy and its relevance in the modern era. 

Although it is still evolving and continuous scientific 

inventions in the field of hysterolaparoscopy are taking 

place, this article aims to enlighten the readers with 

updated reviews on the use of hysteroscopy in the office 

setting so that the blind procedures in treatment of various 

intrauterine pathologies can be changed to the evidence 

based see and treat approach of hysteroscopy. 

LITERATURE REVIEW 

This review article included medical articles about office 

operative hysteroscopy published in English and identified 

via a search of MEDLINE, EMBASE, and the Cochrane 

database of systematic reviews. All cross-references were 

hand-searched, as were relevant conference abstracts. All 

types of studies were selected. Studies in which surgical 

and operative procedures were performed using mini-

hysteroscopes (<5 mm) in an office setting and without the 

need of cervical dilatation were included. 

CONSIDERATIONS IN OFFICE HYSTEROSCOPY 

Over the past 40 years, the higher diagnostic accuracy 

related to the possibility of direct endoscopic vision of the 

distended uterine cavity together with continuous and 

rapid advances in technologies and techniques, have 

opened up new horizons for hysteroscopic modalities, 

which today are considered the gold standard of diagnostic 

and therapeutic options in the management of intrauterine 

pathologies, and, more recently, of those seen in the cervix 

and vagina. 

The setting of office hysteroscopy should be in a 

comfortable environment for the patient as the patient will 

be conscious during the procedure. The medical staff and 

the team should explain the patient about the procedure 

and the ‘See and treat ‘approach involved in it. During the 

procedure the nursing staff should provide emotional 

support to the patient and instill confidence in her.  

Two different types of hysteroscopes are used worldwide: 

flexible or rigid, which are made in different sizes. The 

standard rigid hysteroscopes, used for decades, had a 

diameter greater than 5 mm, with a 4-mm telescope. Over 

the last few years, smaller-diameter hysteroscopes have 

been introduced, reflecting the trend toward less-invasive 

diagnostic and operative procedures in all fields of 

medicine. 

Flexible hysteroscopy is well suited for endometrial 

evaluation. The advantages of office flexible 

hysteroscopic visualization include excellent patient 

acceptance and comfort, office evaluation, direct 

visualization of the endometrium and endocervix, the 

ability to detect minute focal endometrial pathology, the 

ability to perform directed endometrial biopsies (with 

some hysteroscopes), and the ability to lyse filmy 

adhesions with the distal tip of the flexible hysteroscope.9 

In outpatient hysteroscopy, saline solution and CO2 are the 

most common media for intracavitary distention. Although 

CO2 is generally well tolerated, uterine distension with 

saline solution is preferable. Distension with fluid is a cost-
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effective approach associated with less patient discomfort 

and clearer hysteroscopic vision in the occurrence of 

intrauterine bleeding. 10 

SPECIFIC INDICATIONS FOR HYSTEROSCOPY 

Currently, appropriate equipment, proper training and 

knowledge are sufficient to practice safe in office 

operative hysteroscopy. In the present section, we review 

ambulatory setting treatments of common endo-uterine 

diseases. 

Abnormal uterine bleeding 

AUB and its sub group, heavy menstrual bleeding (HMB), 

are common conditions affecting 14-25% of women of 

reproductive age. and may have a significant impact on 

their physical, social, emotional and material quality of 

life.11 

Once bleeding is defined as being abnormal, the acronym 

PALM-COEIN is now being increasingly used for 

categorising causes: polyp, adenomyosis, leiomyoma, 

malignancy (and hyperplasia), coagulopathy, ovulatory 

disorders, endometrial, iatrogenic and not otherwise 

classified. The ‘PALM’ is assessed visually (imaging and 

histopathology) and the ‘COEIN’ are non-structural.12 

Abnormal bleeding continues to be the most common 

indication for performing office hysteroscopy. Numerous 

studies have demonstrated the success rates of diagnostic 

hysteroscopy in the office setting to be as high as 98.4%.13 

Office hysteroscopy is most beneficial in patients who will 

not be taken to the OR if the results of office hysteroscopy 

are negative for pathology. Minimal to no pain has proved 

to be a benefit of using a thin and flexible hysteroscope for 

office diagnostic hysteroscopy. 

Hysteroscopy for perimenopausal and/or 

postmenopausal bleeding 

The mean age of menopause in women is between 50 and 

52 years (51.3 years.).14 The 2-8 years before menopause, 

most women present anovulatory cycles with long 

proliferative phases and reduced numbers of 

follicles.15Abnormal uterine bleeding during the 

perimenopausal and postmenopausal periods is common 

and a frequent cause for concern. There is a need for 

accurate diagnosis of endometrial pathology and a 

thorough evaluation of the uterine cavity in order to 

exclude endometrial neoplasia, a condition occurring with 

increasing incidence and possessing potentially serious 

consequences. AUB in perimenopausal and 

postmenopausal years is managed traditionally by 

dilatation and curettage, a method with lower sensitivity in 

the detection of focal endometrial lesions compared to 

hysteroscopy. There is an increased incidence of 

endometrial pathology diagnoses in women who present 

AUB while taking Hormone replacement therapy. 

Identification of the exact endometrial pathology by 

hysteroscopy and endometrial biopsy and the subsequent 

treatment of patients may avoid the need for 

discontinuation of Hormone replacement Therapy, 

especially in the first few months of the therapy when most 

episodes of AUB usually occur.16,17 

Hysteroscopy for women with implantation or fertility 

problems 

One of the basic steps of the infertility workup is to assess 

the shape and regularity of the uterine cavity. Historically, 

and still today as it turns out, the HSG has been the most 

commonly used test for this purpose. Hysteroscopy has 

been proved to be the definite method for evaluation of the 

uterine cavity and diagnosis of associated abnormalities. 

Office hysteroscopy is only recommended by the WHO 

when clinical or complementary exams (ultrasound, HSG) 

suggest intrauterine abnormality or after in vitro 

fertilization (IVF) failure.18 Several studies have 

demonstrated that once the uterine cavity has to be 

investigated as part of the infertility workup, hysteroscopy 

is much more accurate than other diagnostic methods, 

mainly HSG.19 

Hysteroscopy for the evaluation of recurrent pregnancy 

loss 

Recurrent pregnancy loss (RPL), also referred to as 

recurrent miscarriage or habitual abortion, is historically 

defined as 3 consecutive pregnancy losses prior to 20 

weeks from the last menstrual period. Epidemiologic 

studies have revealed that 1% to 2% of women experience 

recurrent pregnancy loss.20 Anatomic abnormalities 

account for 10% to 15% of cases of RPL and are generally 

thought to cause miscarriage by interrupting the 

vasculature of the endometrium, prompting abnormal and 

inadequate placentation. The uterine septum is the 

congenital uterine anomaly most closely linked to RPL, 

with as much as a 76% risk of spontaneous pregnancy loss 

among affected patients.21 Hysteroscopic resection of 

intrauterine adhesions and intrauterine septa are indicated 

if these abnormalities are identified. Patients undergoing 

successful hysteroscopic septum resection seem to enjoy 

near normal pregnancy outcomes, with term delivery rates 

of approximately 75% and live birth rates approximating 

85%.22 Myomectomy should be considered in cases of 

submucosal fibroids or any type fibroids larger than 5 cm. 

Resection has been shown to significantly improve live 

birth rates from 57% to 93%.23 

Hysteroscopy for intrauterine adhesions or synechiae 

Asherman’s syndrome is a rare, acquired, gynaecological 

disorder of the uterus. It is characterized by the bonding of 

scar tissue that lines the walls of the uterus, which 

decreases the volume of the uterine cavity. The impact of 

the Asherman syndrome on pregnancy is well documented 

with a high rate of infertility, miscarriage, poor 

implantation following in vitro fertilization and abnormal 

placentation.24 
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Office hysteroscopy serves good in postoperative follow-

up to check the de novo intrauterine adhesions (IUAs) 

formation. A study found that the de novo IUAs formation 

after septal incision, adhesiolysis, and myomectomy were 

88%, 76%, and 40%, respectively; in contrast to none of 

polypectomy.25 Hysteroscopic surgery has revolutionized 

the treatment of intrauterine adhesion and it is the 

established gold standard technique. When the lesions are 

filmy, the tip of the hysteroscope and uterine distension 

may be enough to break down the adhesions.26 Any central 

and filmy adhesions should be separated initially in order 

to allow adequate distension of the uterine cavity. Dense 

and lateral adhesions should be treated at the end, bearing 

in mind the greater risk of uterine perforation and 

bleeding.27 

Office-based hysteroscopic metroplasty 

The introduction of operative hysteroscopy has greatly 

simplified the treatment of special categories of uterine 

malformations such as septate uterus. However, some 

gynecologists have performed metroplasty in the office 

setting using scissors in cases of limited small septae.28,29 

Bettocchi et al correctly evaluated the uterine anatomy in 

93.1% of cases using only the 3 diagnostic criteria. These 

authors observed that the uterine septum, because of its 

fibrotic nature, is whitish, without vessels, and not sensory 

innervated. In contrast, the wall of a bicornuate uterus, 

because of its muscle fibers, is pinkish, and rich in vessels 

and sensitive terminations.30 

Advantages of mini-hysteroscope 

Optic miniaturization has been one of the greatest 

technological advancements in the field of hysteroscopy, 

both for rod-lens and fiberoptic scopes. This has 

significantly improved patients’ compliance to the 

procedure, contributing to the performance of 

hysteroscopy as an office procedure. In a study by Cicinelli 

et al it was found that Pain and vasovagal reactions were 

significantly lower with the mini-hysteroscope compared 

with the standard one (0.10±0.34 vs 1.09±0.53 and 2.25% 

vs 17.12%, respectively, on a scale where 0=no pain and 

3=intolerable pain).31 Reduced pain and greater safety of 

hysteroscopy performed with mini-hysteroscopes has been 

confirmed by results of other studies by Rull et al, De 

Angelis et al and Campo et al as well.32-34 

CONCLUSION 

Office hysteroscopy is a safe and effective technique, not 

requiring the use of operation theatre, hospital admission 

and general or local anesthesia thus reducing the morbidity 

in the patients due to nosocomial infection and 

psychological and economic burden of hospital admission. 

It provides for an excellent diagnosing tool by providing a 

peek into the otherwise inaccessible uterine cavity and also 

allows for minor office operative procedures in the same 

sitting thus avoiding multiple hospital visits. The 

controversies were raised in the past about the 

hysteroscopy were not for the efficacy of hysteroscopy per 

se but from its relatively costly and invasive nature in 

comparison to other noninvasive diagnostic modalities for 

intrauterine pathologies like imaging modalities i. e., TVS. 

But the application of office hysteroscopy in conscious 

patients with such minimal invasiveness and without the 

inconvenience of anesthesia and need for operation room 

has been a great advance in the field of intrauterine 

pathologies. Patient safety is at the very core of risk 

management and is the first and foremost domain of 

healthcare. We are of the opinion that the office 

hysteroscopy has all the features to be considered as the 

gold standard for diagnosis and treatment of intrauterine 

pathologies. 
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