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Abstract
Objective: To describe our 5 year practice and experience of office
hysteroscopy
Design: Retrospective descriptive study of a single, tertiary center
Setting: KK Women’s and Children’s Hospital, Singapore.
Population: All women who had undergone an office hysteroscopy
from August 2011 to August 2016 in KK Women’s and Children’s
Hospital for indications of abnormal uterine bleeding, removal of
intra-uterine contraceptive device, hysteroscopic ligation, evaluation of
infertility and endometrial hyperplasia.
Methods: Data from patients’ case-notes was retrospectively
collated
Main Outcome Measures: Demographic data of our patient
population, indication for office hysteroscopy, use of cervical priming,
time taken for procedure, and the failure rate were collated.
Results: A total of 219 patients underwent office hysteroscopy
over 5 years in our center. The mean age of the patient population
was 45.6years, with a mean gravidity of 1.67. 76.4% of patients were
premenopausal with 5% having a Body Mass Index more than 30.
76.3% of office hysteroscopies were performed due to abnormal uterine
bleeding, 14.6% for the removal of retained intra-uterine contraceptive
device, 4.1% for evaluation of endometrial hyperplasia, 3.2% for
investigation of subfertility and 1.8% for hysteroscopic sterilization.
Majority of patients were prescribed misoprostol (72.6%) for cervical
priming. Average time taken per procedure was 9.92minutes (range 2 to
35minutes). The failure rate in our center was 9.6%. In comparison to
conventional hysteroscopy under general anesthesia, the costs of office
hysteroscopy is approximately half that of the latter.
Conclusion: Office hysteroscopy should be done as a routine,
reserving conventional hysteroscopy for the treatment of more complex
intrauterine pathology.
Keywords: office hysteroscopy, failure rate, abnormal uterine
bleeding
Abbreviations: AUB: Abnormal Uterine Bleeding; BMI: Body
Mass Index; IUCD: Intra-Uterine Contraceptive Device; NSAIDs:
Non-Steroidal Anti-Inflammatory Drugs

Introduction
Hysteroscopy is an endoscopic procedure that allows direct
visualization and examination of the cervical canal and uterine cavity,
enabling the evaluation of intracervical or intrauterine pathology. This
may be done for a purely diagnostic purpose. However, in many cases,
pathologies can be diagnosed and treated in the same setting in a ‘see
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and treat’ approach. Biopsies of suspected lesions or endometrial
sampling may be undertaken at the same time. Hysteroscopy can be
done in an outpatient setting, otherwise known as ‘office hysteroscopy’,
or under general anesthesia in an operating theatre. In recent years,
there has been a growing trend towards office hysteroscopy. Besides
avoiding general anesthesia and its associated risks, office hysteroscopy
offers many more advantages. There is a quicker recovery time with
a more expeditious return to work and normal activities, a higher
patient satisfaction rate [1] as well as cost-saving [2]. Patients are less
intimidated by an outpatient environment and are quicker to ambulate
post procedure
Notably, with the introduction of smaller-diameter hysteroscopies
[3,4] as well as the use of vaginoscopic techniques [5], office
hysteroscopy has increasingly gained more acceptance and tolerance
by both patients and clinicians.
In our center, we offer both office hysteroscopy as well as the
conventional hysteroscopy under general anesthesia in an operating
theatre.

Aim
This is a retrospective descriptive paper with an aim of detailing
our experience of office hysteroscopy as a single-center over the course
of 5 years.

Materials and Methods
We reviewed the paper case-notes of patients who had undergone
an office hysteroscopy between August 2011 and August 2016 in KK
Women’s and Children’s Hospital, Singapore. In this 5-year period, 219
cases were performed at our outpatient clinic.
Per our inclusion criteria, women with abnormal uterine bleeding,
women who have completed their family requesting for hysteroscopic
occlusion of tubes, those with missing intra-uterine device threads
needing hysteroscopic removal of intra-uterine contraceptive device
and those undergoing part of an infertility workup or investigation for
endometrial hyperplasia were included. Cases were excluded if office
hysteroscopy was performed for other indications.
Demographic data collected were the age of the woman, body mass
index (BMI), menopausal status, parity, prior vaginal deliveries and
caesarean sections. Other data obtained were the woman’s past medical
history, past surgical history or any prior cervical procedures performed
(e.g loop electrosurgical excision procedure, cervical conization).
Details such as hysteroscopy indications, size and type of the scope
used, time taken to complete the procedure, any therapeutic procedures
performed and any reported complications were recorded down. If
endometrial sampling was performed, histology was traced. Information
on whether cervical priming was used, or any pre-operative analgesia
and post-operative prophylactic antibiotics given was collated. Office
hysteroscopy that failed or were abandoned and had to be converted to
that under general anesthesia were identified. The reasons underlying
such events were recorded down.
Preceding any hysteroscopy, patients who presented in the general
clinic had a general history taken. Their height and weight were
measured and they were evaluated regarding the need for treatment
and cervical priming. All patients had a pelvic ultrasound performed
to aid in diagnosis and treatment. A date will then be arranged for an
outpatient hysteroscopy with clear instructions on when to take any
pre-operative medicines, such as analgesia or that for cervical priming.
Adequate counselling was given and informed consent was taken prior
to the procedure date.
Copyright © 2018 The Authors. Published by Scientific Open Access Journals
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Procedures are performed or supervised by an experienced
hysteroscopist. A vaginoscopic technique is used in which we do not
insert a speculum or use a tenaculum to stabilize the cervix. During
the procedure, an appropriate-sized rigid scope with a 30 degree foreoblique lens will be selected (Olympus). Warmed normal saline is
used as a medium for uterine distension. Hysteroscopy is then carried
out in a systematic manner, inspecting the endo-cervical canal, uterine
cavity, bilateral ostia and endometrium. Images are taken and findings
are subsequently recorded using a standard computer program (Endosys
Reporting System) which generates a report. If any therapeutic procedures
or endometrial sampling is performed, this is documented, as well as the
exact time in which the procedure commences and is completed.

Results
A total of 219 patients underwent office hysteroscopy from August
2011 to August 2016. The mean age of patients undergoing office
hysteroscopy in our center is 45.6 years (range 22 – 79). Mean gravidity
is 1.67 (range 0 to 8). Of 219 patients, 129 (58.9%) had a history of
normal vaginal delivery, 54 (24.7%) had a history of previous caesarean
delivery, and 52 (23.7%) were nulliparous.
In our patient population, a majority of women who underwent
hysteroscopy were fit and healthy, with 160 (73%) of them having no
medical problems and 185 (84.5%) having had no previous surgical
procedures. 5 women had previous cervical surgeries which included 3
having had loop electrosurgical excision procedure, 1 cone biopsy and
1 laser vaporization.
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Five [5] patients were reviewed by the anesthetist and cardiovascular
specialists and deemed ‘high risk’ for general anesthesia. Other patient
demographics included 167 (76.4%) pre-menopausal and 32 (14.6%)
menopausal patients. We had 11 (5%) obese patients with a BMI more than 30.
A majority of hysteroscopy was performed due to abnormal uterine
bleeding (AUB) in 76.3% of patients. Figure 1 depicts the break-down
of the various indications for office hysteroscopy which include AUB
(e.g. irregular menstruation in pre-menopausal women and postmenopausal bleeding), removal of a retained intrauterine contraceptive
device (14.6%), hysteroscopic sterilization after completion of family
(1.8%), evaluation of endometrial hyperplasia (4.1%) and for the
investigation of subfertility (3.2%).
Misoprostol 200 mcg orally or 400 mcg vaginally was prescribed
to 159 (72.6%) of patients for at least 3 hours prior to their procedure
time. In our center, only rigid scopes are used. Of the 198 successful
hysteroscopy performed, 127 (64.1%) of scopes used was 5.5mm in
diameter, 49 (24.7%) was 4.5mm, 16 (8.1%) was 4.0mm, 3 (1.5%) was
5.0mm, 2 (1%) was 6.5mm and only 1 (0.5%) was 3.5mm.
Preoperative analgesia was only given to 15.5% of patients
(n=34), mainly with simple analgesics like paracetamol (7 of 34)
and non-steroid anti-inflammatory drugs (NSAIDS) (27 of 34),
predominantly Mefenamic acid and Arcoxia. Figure 2 represents the
various procedures done. These are divided into diagnostic (sampling
or no sampling) and therapeutic (polypectomy, removal of IUCD,
sterilization, myomectomy and adhesiolysis).

Figure 1: Indications for hysteroscopy.

Figure 2: Procedure Done.
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The average time taken for office hysteroscopy in our center is
9.92minutes (range 2 to 35minutes). Prophylactic antibiotics was
prescribed to 72.7% of our patients, with a majority receiving a single
oral dose of Azithromycin 1 gram (n= 145), Doxycycline 100mg twice
a day for 7 days (n=7), Doxycycline and Metronidazole 400 mg three
times a day for 7 days (n=3), Augmentin 625 mg twice a day for 5
days (n=5), Cefalexin 500mg three times a day for 7 days (n=2) and
ciprofloxacin 250mg twice a day for 7 days (n=1).
Outpatient hysteroscopy was successful in 198 patients (90.4%).
Failure of the procedure was due to cervical stenosis (n=12), patient
being unable to tolerate the discomfort of the procedure (n=5),
patient anxiety (n=2), unsatisfactory uterine distension due to
leaking of medium through cervix (n=1) and uterine perforation
upon entry (n=1). Of the 198 successful procedures, 155 cases had
samples sent for histology. Figure 3 depicts the various histology
obtained, 92.9% of which were benign (144 of 155 cases). In 3 cases
(1.9%), endometrioid adenocarcinoma was identified and patients
subsequently were referred to the gynae-oncology department. In 3
cases, the uterine cavity appeared atrophic, however an insufficient
sample was obtained.
Table 1 details the average costs in our center, comparing
both conventional hysteroscopy as a day surgery case and office
hysteroscopy. Prices shown are for private care as well as subsidized
care for both Singaporean citizens and Singapore Permanent
Residents. We have also included the prices for Non-Residents as
we have patients from overseas seeking treatment in our center.
These costs do not include that incurred should complications occur
leading to an increase in operating time and hospital stays. The
average cost of an office hysteroscopy is approximately half that
of conventional hysteroscopy, illustrating how cost-effective office
hysteroscopy is.
There was one complication from office hysteroscopy in our study,
which was due to an isolated uterine perforation upon entry into the
uterine cavity. The procedure was subsequently abandoned and a
laparoscopic assisted hysteroscopy was then organized.

Discussion
Use of cervical priming
Misoprostol is a synthetic prostaglandin E1 analogue which has
been shown to have cervical ripening effects in both pregnant and
non-pregnant women [6,7]. In our study, 72.7% of women were given
misoprostol for cervical priming. This was decided based on parity
and menopausal status of the patient, and the possibility of therapeutic
procedures. Side effects of misoprostol include diarrhea, stomach
cramps, nausea and vomiting. Unfortunately, it was not included in
the patient case-notes whether patients who were given misoprostol
suffered from any side effects.

Pre-operative and intraoperative analgesia use
Pain and discomfort experienced by the patient during and
after a procedure is a limiting factor to the widespread use of office
hysteroscopy. It is therefore a common reason for cancelling a
procedure. In our center, 23.8% of procedures (5 of 21) cancelled was
due to patient distress. Many studies have been conducted with the aim
in mind of reducing this discomfort with the use of pre-operative oral
analgesics [8], intraoperative para-cervical [9], intra-cervical [10] and
trans-cervical anesthesia [11], as well as local anesthetic sprays [12].
However, in our center, we do not perform routine cervical dilatation
and with the use of vaginoscopic techniques, thereby forgoing the need
for speculums, preoperative and intraoperative analgesics were not
deemed compulsory. In our study, 15.5% of cases was offered simple
pre-operative analgesics mainly due to patient requests or operator’s
preference. These include paracetamol or NSAIDs. However, a majority
of cases was successfully completed without any analgesics, proving
that office hysteroscopy is generally well tolerated by our patients.

Medium for uterine distension
Rubin first described the use of carbon dioxide gas as a medium to
distend the uterine cavity in 1925. Advantages included a cheaper cost
and easy availability, as well as the potential for good quality images
to be obtained. However, in the presence of bleeding or excess fluid,
bubbling can occur which obscure views and may result in missed
diagnoses or a longer operating time. In a randomized controlled trial

Figure 3: Histology Obtained.
Table 1: Price of office hysteroscopy versus conventional hysteroscopy.

Office Hysteroscopy
Conventional Hysteroscopy

Singaporean/Permanent ResidentPrivate Class
SGD 1000-1500
SGD 3200

Singaporean/Permanent Resident –
Subsidised Class
SGD 500
SGD 1100

Non-Resident
SGD 1500-2500
SGD 4500
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by Shanker et al, published in 2004, it was concluded that normal saline
and carbon dioxide gas as a distension medium for office hysteroscopy
was comparable in terms of patient discomfort and satisfaction,
although the former was thought to provide better views [13].
In our center, only warmed normal saline was used for uterine
distension. This prevents additional procedure time due to the exchange
of medium from carbon dioxide to normal saline when views are
obscured or when operative procedures need to be carried out.

Use of prophylactic antibiotics
Although a Cochrane review of prophylactic antibiotics for transcervical procedures was inconclusive due to a lack of randomized
controlled trials [14], we have routinely given most patients a short
course of Azithromycin for prophylactic cover (72.7%). There were
no patients who re-presented to our center with endometritis postprocedure. However, one patient developed an allergic reaction to
azithromycin and returned with skin rashes to our 24-hour clinic. She
was given an anti-histamine and her symptoms subsequently resolved.
This encourages us to give due consideration to the risk and benefits of
antibiotic prophylaxis which should be decided on a case by case basis.

Failure rate of office hysteroscopy
Overall failure rate of office hysteroscopy is quoted to be 3.6-4.9%
(15). Of 219 women, our center experienced a failure rate of 9.5%.
Majority of procedures failed due to cervical stenosis and hence an
inability to advance the hysteroscopy into the uterine cavity. In these
cases, the procedure was converted to that under general anesthesia.
These were then done successfully through gradual cervical dilation
with Hegar dilators in theatre. A small number of women experienced
anxiety prior to the procedure or were unable to tolerate the discomfort.
As it is not in our practice to administer sedative drugs in an outpatient
setting, these procedures were likewise done under general anesthesia.
Only one case was cancelled due to uterine perforation.

Patients at high risk for general anesthesia
Of note, there were 5 patients who had multiple comorbidities
who were deemed as ‘high-risk’ for general anesthesia. All had
severe cardiac disease and were reviewed by cardiologists prior to the
procedure. These cases were then performed successfully and without
complications with office hysteroscopy, highlighting the importance of
the availability of such a service for high-risk patients.
In our patient population, 5% of patients had a BMI of more than
30, placing them in the obese category. Obese patients are more prone
to complications both during and after operations. Problems include
difficult intubation and ventilation, maintaining oxygen saturations and
a slower recovery from anesthesia. These risks can be eliminated with
the use of office hysteroscopy which does not require the use of general
anesthesia, providing a safer option for this particular group of patients.

Complications
In a prospective study conducted by Jansen et al. [16] on the
incidence of complications experienced during conventional diagnostic
and operative hysteroscopy, there was a 0.76% rate of uterine
perforations, nearly half of which were entry related. The rate of fluid
overload from the distension medium was quoted as 0.2%. In our study,
we looked at any procedure-related complications and found that we
had only 1 complication due to uterine perforation (0.46%). The low
rate of complications could be attributed to operator’s experience,
shorter time of procedure, the use of direct visualization of the cervix
by the vaginoscopic technique and the avoidance of cervical dilatation.
This further emphasizes the safety of office hysteroscopy with the use
of vaginoscopic approach.

What our center can improve on
An audit of a practice seeks to point out areas of deficiency, to bring
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about improvements for patient safety and a more refined healthcare
service.
From this study, we should aim to use misoprostol conservatively
so as to avoid any potential side effects or allergic reactions to the
medication. A questionnaire can be provided to patients regarding the
side effects experienced. This also applies to the use of prophylactic
antibiotics post procedure, highlighted by the case of an allergic
reaction by one of our patients.
A Visual Analogue Scale (VAS) can also be provided for patients to
feedback on the level of discomfort experienced both during and after
the procedure, with an additional space for comments on how to further
improve the service.
Lastly, a standardized data collection sheet with all the above
information can be developed, allowing us to easily audit our practice
in the future.

Conclusion
The advent and rising popularity of office hysteroscopy allows
a shift of healthcare away from that of inpatient diagnosis and
management, freeing up hospital and operating theatre slots for cases
that require general anesthesia and inpatient hospital stays. The costeffectiveness of this procedure will lower the treatment costs to the
patient, as well as lessen the burden on our healthcare budget, especially
since hysteroscopy forms a bulk of minimally-invasive surgeries in
gynecology. Office hysteroscopy should be done as a routine, reserving
conventional hysteroscopy under general anesthesia for the treatment
of more complex intrauterine pathology. With a more comprehensive
understanding of patient factors in office hysteroscopy, we will be able
to provide better and more specific counselling to patients, managing
their expectations and improving the success rates of this highly
valuable and effective diagnostic and treatment modality.
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