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Hysteroscopy
udirect visualization of the 

endometrial cavity via the 
cervix using an 
endoscope and a light 
source 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



Hysteroscopy: History
u the earliest hysteroscope was 

nothing more than a hollow 
tube with an alcohol lamp 
and mirror for a light source. 

u In 1869, Pantaleoni reported 
the successful removal of an 
endometrial polyp through 
the scope. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy
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There are few contraindications to hysteroscopy. Absolute 
contraindications include acute pelvic or vaginal infections 
including genital herpes, because of the potential for disease 
spread by the distention media. One exception may be for the 
retrieval of an IUD if the pelvic infection is related to the device. 
Pregnancy is a contraindication, as is recent uterine perforation. 
Active bleeding is a relative contraindication. If the bleeding 
is brisk, the hysteroscopic view might be unsatisfactory. Other 
relative contraindications include extensive adhesions and leio-
myomata that are largely (>50%) intramyometrial rather than 
submucous. Cervical and uterine cancers are cited as absolute 
contraindications. There continues to be debate over risking 
endometrial cancer dissemination into the peritoneal cavity by 
pushing endometrial cancer cells out the fallopian tubes with 
the distending media. A 2010 systematic review by Polyzos and 
colleagues found hysteroscopy resulted in a significantly higher 
rate of malignant peritoneal cytology (odds ratio 1.78) when 
done before surgery and therefore disease upstaging, although it 
is unclear if the outcome is adversely affected. Gynecologists are 
often doing hysteroscopy to discover the etiology of abnormal 
bleeding, and the diagnosis of endometrial cancer is sometimes 
made as a result.

HYSTEROSCOPIC EQUIPMENT  
AND TECHNIQUES

Rigid hysteroscopes vary in diameter. The smaller caliber scopes, 
3 to 5 mm in diameter, are used for diagnostic purposes. Several 
are available that have views from 0 to 70 degrees, but those with 
views of 12 to 30 degrees are most commonly used. Similar to a 
cystoscope, the outer sleeve of a rigid hysteroscope contains several 
channels that extend the full length of the instrument.  Figure 10.1 
shows the anatomy of a hysteroscope and names of the various 
sections. For office hysteroscopy, often a 4-mm telescope with a 
7-mm outer sheath is used, so there is a channel for seven French 
flexible or semirigid instruments such as scissors, or biopsy or 
grasping forceps. The outer sheath also allows for inflow of the 
distending media. Although a 5-mm hysteroscope often passes 
without cervical dilation, a 7-mm diameter scope usually does not. 
Large scopes, with diameters of 8 to 10 mm, may be used for high 
flow of distending media and have a second channel for outflow 
of blood and fluid. These are used for moderate to complex pro-
cedures. Flexible minihysteroscopic instruments and microendo-
scopes are convenient and well tolerated in the office for diagnostic 
and simple operative procedures such as directed biopsies. There 
is generally less pain with the small flexible hysteroscopes, but the 
visual quality is poorer. They do allow more ease when lysing intra-
uterine adhesions in difficult locations (Fig. 10.2).

The cavity of the uterus is a potential space. The success of 
hysteroscopy depends on the media used to expand this space. 
Many distending media are available, including 32% dextran 
70, which is highly viscous; 5% dextrose and water (D5W), 
which has low viscosity; 1.5% glycine; Ringer’s lactate; normal 
saline; and carbon dioxide gas. The surgeon must know which is 
ideal for the particular case and instrumentation and the poten-
tial risks (Table 10.1). High-molecular-weight dextran (average 
molecular weight, 70,000 Da in 10% glucose) is extremely vis-
cous fluid and is biodegradable, nontoxic, nonconductive, and 
has good optical qualities. Most important, dextran is immiscible 
with blood, which helps to keep the field clear during intrauter-
ine surgery, especially when there is active bleeding. Dextran 
has two drawbacks: it is antigenic, and anaphylaxis has been 

Abnormal uterine bleeding
Premenopausal
Postmenopausal

Persistent abnormal uterine bleeding after negative endometrial 
biopsy

Postmenopausal endometrial thickening and negative endometrial 
biopsy

Endometrial polyp
Submucosal myoma or possibly <50% intramural
Uterine septum
Uterine synechiae
Retained IUD
Sterilization
Endocervical lesions

Box 10.1   Possible Hysteroscopic Indications
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Figure 10.1 Anatomy of a rigid endoscope. (From Beiber EJ, Sanfilippo JS, Horowitz IR. Clinical 
Gynecology. Philadelphia: Elsevier, 2006.)
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HYSTEROSCOPY: INDICATIONS

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



HYSTEROSCOPY: 
CONTRAINDICATIONS

u Absolute contraindications:
u acute pelvic or vaginal infections including 

genital herpes (because of the potential for 
disease spread by the distention media)

u Pregnancy 

u recent uterine perforation. 

u Cervical and uterine cancers (endometrial 
cancer dissemination into the peritoneal cavity 
by pushing endometrial cancer cells out the 
fallopian tubes with the distending media)

u Relative contraindications:
u Active bleeding (If the bleeding is brisk, the 

hysteroscopic view might be unsatisfactory)
u extensive adhesions and leiomyomata that are 

largely (>50%) intramyometrial rather than 
submucous. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



DIAGNOSTIC
HYSTEROSCOPY:

Karck U, Runge HM. ENDOSCOPIC 
SURGERY IN GYNECOLOGY Volume Ii 
HYSTEROSCOPY. An Illustrated Manual for 
the Patient Informed Consent Process 

Diagnostic Hysteroscopy

During diagnostic hysteroscopy, a device called hysteroscope, with a max. 
diameter of 5 mm, is inserted into the uterus. Inside this device there is a high 
resolution telescope which the doctor uses to visually inspect the intra-uterine 
cavity.

Technique and Procedure

9
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Instruments for Diagnostic Hysteroscopy

Technique and Procedure

Hysteroscope with coupled high resolution video camera and connectors for irrigation liquid and 
light source.

Diagnostic Hysteroscope

Irrigation liquid

Light cable

Video Camera
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OPERATIVE
HYSTEROSCOPY:

Karck U, Runge HM. ENDOSCOPIC 
SURGERY IN GYNECOLOGY Volume Ii 
HYSTEROSCOPY. An Illustrated Manual for 
the Patient Informed Consent Process 
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Operative Hysteroscopy

During operative hysteroscopy, a device called hysteroscope with a max. 
diameter of 8–10 mm is inserted into the uterus. Inside this device there is a 
high-resolution telescope which the doctor uses to visually inspect the intra-
uterine cavity. As an additional option, the device allows the use of  specialized 
surgical instruments inside the uterine cavity.

Technique and Procedure

A
natom

y



OPERATIVE
HYSTEROSCOPY:
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Instruments for Operative Hysteroscopy

10

Technique and Procedure

Loop electrode

Roller electrode

Roller ball electrode

Hook electrode

Biopsy forceps

Hysteroscope with coupled high-resolution video camera and connectors for irrigation liquid and 
light source.

Video 
Camera



HYSTEROSCOPY:
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Uterine Septum

Assessment of Uterine Alterations

The presence of a  uterine 
septum may account for 
undesired infertility and  re- 
peated early miscarriages.

15

A specially-shaped delicate needle electrode can 
be used to divide the septum between the two 
halves of the uterus. This is done using the cutting 
capacity of a high-frequency current.

Treatment of a Septate Uterus

S
ynechia

Operative Hysteroscopy: Uterine septum

Karck U, Runge HM. ENDOSCOPIC SURGERY IN GYNECOLOGY Volume Ii. HYSTEROSCOPY. An Illustrated Manual for the 
Patient Informed Consent Process 



Operative Hysteroscopy: Intrauterine adhesions
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Assessment of Uterine Adhesions

Synechiae may account for  un- 
desired infertility and bleeding 
disorders.

Adhesions inside the Uterus (Synechiae)

17

Treatment of Uterine Adhesions

Uterine adhesions can be dissected and 
removed with the help of a fine needle  electrode 
by using the cutting capacity of a high- 
frequency current.

P
olyps

Karck U, Runge HM. ENDOSCOPIC SURGERY IN GYNECOLOGY Volume Ii. HYSTEROSCOPY. An Illustrated Manual for the 
Patient Informed Consent Process 



Operative Hysteroscopy: endometrial/endocervical polyps

18

Polyps in the Uterine Cervix (Cervical Polyps) and Uterine Cavity

Unter einem Polyp versteht man eine 
gutartige Wucherung der Schleimhaut. 
Polypen im Bereich des Muttermund-
halses können für verstärkten Ausfluss, 
Blutungsstörungen oder ungewollte 
Kinderlosigkeit verantwortlich sein.

Assessment of Uterine Alterations

Polyps are defined as benign growths of the uterine mucosa. Uterine polyps may lead to bleeding 
disorders, undesired infertility, and – depending upon their size – menstrual pain. 

Cervical uterine polyps also account for increased discharge, bleeding disorders, and undesired 
infertility.

19

Treatment of Uterine Polyps

Polyps may be overlooked during uterine curettage. By means of hysteroscopy polyps can be 
dissected and removed with the help of a loop electrode using the cutting capacity of a  high- 
frequency current. 

M
yom

as

Karck U, Runge HM. ENDOSCOPIC SURGERY IN GYNECOLOGY Volume Ii. HYSTEROSCOPY. An Illustrated Manual for the 
Patient Informed Consent Process 



Operative Hysteroscopy: submucous myoma

20

Uterine Myomas

Myomas are benign growths that form inside the muscle of the uterus. Usually they form the shape 
of a round bulb and may either bulge into the uterine cavity or grow on a stalk (pedunculated myoma) 
attached to the uterine wall. Myomas of the pedunculated type often account for bleeding disorders 
and may be the cause of undesired infertility. They are also a frequent cause of menstrual pain.

Assessment of Uterine Alterations

21

Treatment of Uterine Myomas

Myomas inside the uterine cavity can be removed in a step-by-step fashion with the help of a loop 
electrode using the cutting capacity of a high-frequency current.

H
yperplasia

Karck U, Runge HM. ENDOSCOPIC SURGERY IN GYNECOLOGY Volume Ii. HYSTEROSCOPY. An Illustrated Manual for the 
Patient Informed Consent Process 



Operative Hysteroscopy: endometrial hyperplasia

22

Benign Thickening (Hyperplasia) of the Uterine Lining

Assessment of Uterine Alterations

Hyperplasia of the uterine lining 
is more frequent in women past 
the age of 40, and may result in 
bleeding disorders, intensified 
or prolonged or overly frequent 
 menstrual bleeding.

Abnormal thickening of the uterine 
lining.

23

Complete surgical removal of the uterine lining, also referred to as 
destruction of the mucosal lining or endometrial ablation.  

Treatment of Hyperplasia of the Uterine Mucosa

With the help of a loop electrode or roller ball  electrode 
the cutting capacity of a high-frequency current can 
be used to remove or completely destroy the  uterine 
mucosa. In up to 80% of the women treated in this way, 
the procedure brings about complete  remission of the 
symptoms of bleeding disorders or has an  alleviating 
effect, such that only slight bleeding remains.

C
arcinom

a

Karck U, Runge HM. ENDOSCOPIC SURGERY IN GYNECOLOGY Volume Ii. HYSTEROSCOPY. An Illustrated Manual for the 
Patient Informed Consent Process 



Operative Hysteroscopy: endometrial cancer

24

Carcinomas of the uterine cavity 
usually develop in the uterine 
mucosa. In the majority of cases, 
this type of carcinoma only occurs 
in postmenopausal women and,  
typically is accompanied by chronic 
recurrent bleeding after several 
years without menstruation.

Carcinoma of the Uterine Cavity

Assessment of Uterine Alterations

25

Diagnosis of Carcinoma of the Uterine Cavity

Unfortunately, a carcinoma of the uterine cavity 
cannot be treated by hysteroscopy, however biopsy 
samples obtained during hysteroscopy may provide 
conclusive diagnostic information for the  assessment 
of a clinically suspected carcinoma of the uterine 
cavity.

Karck U, Runge HM. ENDOSCOPIC SURGERY IN GYNECOLOGY Volume Ii. HYSTEROSCOPY. An Illustrated Manual for the 
Patient Informed Consent Process 



HYSTEROSCOPY: OPERATING ROOM SET UP

7

1. Anesthetized patient 
2. Operating surgeon 
3. Scrub nurse 
4. Assistant 
5. Anaesthesiologist 
6. High-resolution monitors displaying an endoscopic image 
7. Sterile instrument tray

View of a modern high performance operating room

Technique and Procedure 

Instrum
ents

Karck U, Runge HM. ENDOSCOPIC SURGERY IN GYNECOLOGY Volume Ii 
HYSTEROSCOPY. An Illustrated Manual for the Patient Informed Consent Process 
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reported. It also rapidly crystallizes; thus endoscopic instruments 
must be cleaned shortly after the procedure. It is sticky to work 
with and can lock the valves. Rare cases of pulmonary edema and 
coagulopathies from intravascular dextran have been reported. 
Dextran can osmotically draw fluid many times its own volume 
into the intravascular space if extravasation occurs. A different 
distention medium is recommended if one predicts that greater 
than 500 mL of dextran will be needed. Carbon dioxide must be 
infused with special equipment (not a laparoscopic insufflator) 
that carefully limits flow to less than 100 mL/min and main-
tains the pressure at approximately 60 to 70 mm Hg. Because 
no fluid is involved, there is no mess. If the patient has patent 
fallopian tubes, the CO2 gas can cause diaphragmatic irritation 
and discomfort. The major precaution with D5W is the moni-
toring of total fluid intake so as not to produce water intoxi-
cation. In contrast, office hysteroscopy with the smaller flexible 
scopes most commonly incorporates the use of saline or lactated 
Ringer’s solution because either is easier to use, causes less pain, 
and avoids the risk of electrolyte and osmolar imbalances. For 
operative hysteroscopy, it is necessary to carefully and frequently 

monitor the intake and outflow of distention media. Fluid man-
agement systems are available that calculate these values continu-
ously. Guidelines exist for terminating a procedure when fluid 
deficits reach a set amount. For nonelectrolyte media, the recom-
mended cutoff is 1000 to 1500 mL; for an electrolyte medium 
it is 2500 mL, but other factors should be considered such age, 
comorbid conditions, cardiovascular disease, and patient body 
mass index. For operative procedures with electrocautery, saline 
or isotonic solutions cannot be used because they conduct elec-
tricity (except bipolar cautery).

Hysteroscopy techniques are fairly similar whether performed 
as an office procedure or in an operating room. A list of general 
equipment needed for office hysteroscopy is given in Box 10.2. 
A complete history and physical exam is needed; in particular, a 
relevant allergies and medication list must be confirmed. Appro-
priate tests may include a Papanicolaou smear, pregnancy test, 
hemoglobin or hematocrit testing, and gonorrhea or chlamydia 
testing. Hysteroscopy can be performed at any time during the 
menstrual cycle, but it is best scheduled in the early to middle 
proliferative phase. Endometrial pretreatment with hormonal 
agents may be considered prior to hysteroscopic sterilization pro-
cedures, hysteroscopic myomectomies, resectoscopic ablations, 
and nonresectoscopic ablations. Thinning the endometrium 
facilitates visualization and may aid in tissue destruction during 
an ablation. A bimanual examination is performed to note the 
size of the uterus and direction of the uterine fundus. Knowing 
whether the uterus is anteverted or retroverted is important to 
avoid uterine perforation, and a rectovaginal exam can aid in 
determining position. It is helpful to explain to the patient that 
she will experience discomfort if cervical dilation is needed and 
uterine cramping during the short time that the hysteroscope is 
inside the uterus. A single-toothed tenaculum may be used to 
secure the anterior cervical lip. Gentle traction on the tenaculum 
straightens out the uterine axis to facilitate endocervical passage 
of the instruments. Techniques have been described for diagnos-
tic hysteroscopy with a small scope diameter than do not utilize 
a tenaculum and thus avoid causing that pain. The exocervix 
is then cleaned of mucus and bacteria. Many physicians will 
cleanse the cervical os with an iodine solution prior to introduc-
ing the scope. The most frequent problem in performing hyster-
oscopy is cervical stenosis or spasm. When this is encountered, 
the optimal method to relieve pain and overcome resistance is a 

Figure 10.2 Flexible hysteroscopy. Uterine distention is maintained 
with normal saline or lactated Ringer’s solution injected through intra-
venous extension tubing. (From Goldberg JM, Falcone T. Atlas of Endo-
scopic Techniques in Gynecology. London: WB Saunders; 2000:185.)

Table 10.1 Comparison of Hysteroscopic Distention Media

Medium Advantage Disadvantage Risk

CO2 Safe
Ease of use
Rapidly 

absorbed

Poor visibility in 
the presence 
of bleeding

Normal saline
Lactated 

Ringer’s

Isotonic Not suitable for 
monopolar 
electrosurgery

Fluid overload

Glycine 1.5%
Sorbitol
Mannitol 5%

Electrolyte free
Nonconductive

Hypotonic Hypotonic fluid 
overload

Hyponatremia
Hyskon (32% 

dextran)
Nonconductive
Immiscible with 

blood

Difficult to  
deliver

Hypertonic fluid 
overload

Anaphylactic 
reaction

From Beiber EJ, Sanfilippo JS, Horowitz IR. Clinical Gynecology. Philadelphia: 
Elsevier; 2006.

Procedure table that elevates to 46 to 48 inches
Comfortable behind-the-knee padded stirrups
Open-sided speculum
Paracervical block equipment
Tenaculum
Hysteroscope with 4-mm diameter and fore-oblique 25- to 

30-degree lens
Diagnostic sheath of 5 mm
Operative sheath of 7 mm
Flexible or semirigid scissors and biopsy and grasping forceps
Rigid scissors and biopsy and grasping forceps
Ring forceps
Myoma grasping forceps
Emergency kit
Foley catheter with 30-mL balloon

Box 10.2   Equipment for Office Hysteroscopy

Obstetrics & Gynecology Books Full 

Hysteroscopy: distention media

u If monopolar system: distention media 
should be NON CONDUCTIVE (non-
electrolyte containing) à example: 
D5WATER (preferred due to low 
viscosity), sorbitol, glycine

u If bipolar system: you can use an 
isotonic distention media (electrolyte-
containing) à example: plain NSS, 
lactated ringers

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



HYSTEROSCOPY: DISTENTION MEDIA
u surgeon must know which distention medium is ideal for the particular case 

and instrumentation and the potential risks 
u High-molecular-weight dextran (average molecular weight, 70,000 Da in 

10% glucose) is extremely viscous fluid and is biodegradable, nontoxic, 
nonconductive, and has good optical qualities. 

u Most important, dextran is immiscible with blood, which helps to keep the 
eld clear during intrauter- ine surgery, especially when there is active 
bleeding. Dextran has two drawbacks: it is antigenic, and anaphylaxis has 
been 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



DISTENTION MEDIA: 
1. DEXTRAN
u High-molecular-weight dextran (average molecular weight, 70,000 Da in 

10% glucose) is extremely viscous fluid and is biodegradable, nontoxic, 
nonconductive, and has good optical qualities. 

u Most important, dextran is immiscible with blood, which helps to keep the 
field clear during intrauterine surgery, especially when there is active 
bleeding. 

u Dextran has two drawbacks: it is antigenic, and rapidly crystallizes (thus 
endoscopic instruments must be cleaned shortly after the procedure. It is 
sticky to work with and can lock the valves.)

u Dextran can osmotically draw fluid many times its own volume into the 
intravascular space if extravasation occurs. A different distention medium is 
recommended if one predicts that greater than 500 mL of dextran will be 
needed. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



DISTENTION MEDIA: 
2. CARBON DIOXIDE
u Carbon dioxide must be infused with special equipment (not a 

laparoscopic insufflator) that carefully limits flow to less than 100 mL/min and 
maintains the pressure at approximately 60 to 70 mm Hg. 

u Because no fluid is involved, there is no mess. 
u Drawbacks:

u If the patient has patent fallopian tubes, the CO2 gas can cause diaphragmatic 
irritation and discomfort 

u Because its gaseous nature it cannot clear off blood from the operating field, 
making it difficult to operate if the procedure is bloody.

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



DISTENTION MEDIA: 
3. D5 WATER (D5W)
u Usually used in monopolar cautery systems; non-conducting because it 

does not contain electrolytes (thus, hypotonic)
u the major precaution with D5W is the monitoring of total fluid intake so as 

not to produce water intoxication (because of its hypotonic nature).
u Water overload may cause electrolyte imbalance in the patient (most 

commonly hyponatremia)

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



DISTENTION MEDIA: 
4. PLAIN NSS (NORMAL SALINE) OR PLAIN 
LRS

u Contains electrolytes (thus, ISOTONIC, conducting).
u Its isotonic nature makes it ideal for BIPOLAR cautery system, and avoids the 

risk of electrolyte and osmolar imbalances

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



DISTENTION MEDIA: 
FLUID MONITORING
u For operative hysteroscopy, it is necessary to carefully and frequently 

monitor the inflow and outflow of distention media. 
u Input must ideally be equal to (or near equal) the output.
u Guidelines for terminating a procedure when fluid deficits is detected 

intraop:
u For nonelectrolyte media (eg D5W):  the recommended cutoff for fluid deficit is 

1000 to 1500 mL

u For an electrolyte medium (eg PNSS, PLR): the recommended cutoff for fluid 
deficit  is 2500 mL

u other factors should be considered such age, comorbid conditions, cardiovascular 
disease, and patient body mass index. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



DISTENTION MEDIA: 
FLUID MONITORING

u Monitoring of the patient’s fluid status is important because of problems with 
absorption of distending media, leading to volume overload and 
electrolyte imbalance. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



HYSTEROSCOPY PATIENT PREPARATION

u Hysteroscopy can be performed at any time during the menstrual cycle, but 
it is best scheduled in the early to middle proliferative phase. 

u Endometrial pretreatment with hormonal agents may be considered prior to 
hysteroscopic sterilization procedures, hysteroscopic myomectomies, 
resectoscopic ablations, and nonresectoscopic ablations. 

u Thinning the endometrium facilitates visualization and may aid in tissue 
destruction during an ablation. 

u Cervical ripening agents may be given to soften the cervix and facilitate 
easier dilatation  and entry.

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



HYSTEROSCOPY COMPLICATIONS

u Complications of hysteroscopy are rare (< 2%)
u Complications included uterine perforation (0.12%), 

pelvic infection (0.01%), bleeding (0.03%), fluid 
overload from absorption of distending media (0.06%), 
and bladder or bowel injury (0.02%). 

u Thermal injury to surrounding organs may occur with 
deep resections or perforations with the 
electrocautery instrument. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



HYSTEROSCOPY COMPLICATIONS
u Suspect uterine perforation if the operative view suddenly disappears, the 

fluid deficit suddenly increases, or the hysteroscope suddenly inserts farther 
than the fundus. 

u If perforation is suspected during operative hysteroscopy, then an 
intraperitoneal evaluation may be performed either by laparoscopy or by 
laparotomy.

u Unrecognized uterine perforation might result in postoperative abdominal 
or pelvic pain beyond what is normally expected; abdominal distention, 
heavy vaginal bleeding, hypotension, nausea or vomiting or hematuria, or 
bowel injury

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



HYSTEROSCOPY COMPLICATIONS
u Potential complications of the distending media include anaphylaxis to 

dextran, circulatory overload with D5W, pulmonary and cerebral edema, 
hyponatremia, seizure, coagulopathies, and the potential of air or gas 
embolism with carbon dioxide. 

u Cardiac arrest has been reported with uterine insufflation with carbon 
dioxide when unmonitored amounts of gas were used. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); Chapter 
10, Endoscopy: Hysteroscopy and Laparoscopy



HYSTEROSCOPY:
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paracervical block with 1% lidocaine. Liberal use of paracervical 
block in difficult procedures allows the physician to be success-
ful in obtaining endometrial biopsy tissue in more than 95% of 
cases, so this is likely true for hysteroscopy as well. Subsequently, 
the cervix can be dilated with tapered plastic or metal dilators, 
and the hysteroscopy can be completed. Unlike with larger rigid 
scopes, most patients will not require anesthesia for diagnostic 
procedures in the office. The infusion line should be flushed 
through the scope prior to insertion; otherwise bubbles will be 
introduced and obscure the view.

When inserting the hysteroscope, it is useful to wait a few 
seconds to let the distending media open the internal cervical os 
so that the uterine cavity can be entered more easily by follow-
ing the fluid flow. Then angle of the telescope view is opposite  
the direction of the light post. This point must be remembered in 
the context of viewing an anteverted versus retroverted uterus. If the 
light post is pointing upward, the view is downward. If uterine 
cavity vision is obscured, it may be due to insufficient distention 
fluid, bleeding, or being up against the uterine wall or pathology. 
Withdraw the hysteroscope slowly while slightly increasing the 
distention fluid. Never advance the hysteroscope without good 
visualization because perforation can occur. The cavity should be 
inspected thoroughly and systematically. First, an overall view 
can be seen on entry looking for the general cavity shape, polyps, 
myomas, and foreign bodies. As the hysteroscope is advanced, 
it is rotated clockwise and counterclockwise to see the cornua 
and tubal ostia. On removal, endocervix is viewed. Overzealous 
cervical dilation can create a poor seal between the cervix and 
scope, allowing the fluid to run out of the cervix and poor uter-
ine distention. Short-term complications are listed in Table 10.2.

Vaginal and oral misoprostol (prostaglandin E1) given the 
night before the procedure, in dosages of 200 to 800 mcg can aid 
in the transcervical passage of the hysteroscope. This can be use-
ful for women at risk for cervical stenosis such as those with prior 
cervical surgery and nulliparous women. In postmenopausal 
women, pretreatment with vaginal estrogen for 2 weeks before 

surgery may augment the cervical dilation caused by misopros-
tol. Women should be warned of the side effects of misoprostol, 
including diarrhea, cramping, uterine bleeding, and fever. Con-
comitant nonsteroidal anti-inflammatory drugs (NSAIDs) can 
reduce side effects and help with postoperative pain. Anxious 
patients may be pretreated with an anxiolytic such as alprazolam. 
For more involved procedures, intravenous analgesia and con-
scious sedation may be needed, and proper protocols are needed 
to ensure patient safety. If extensive resections are anticipated 
via hysteroscopy, then the procedure is better performed on an 
outpatient basis in the surgical suite.

For the severely stenotic cervix, having the right instruments 
available is critical. Lacrimal duct dilators (from ophthalmologic 
surgery) come in graduated sizes down to 1 mm in diameter. 
This can lead to cervical access when barely a dimple is seen in 
the external cervical os. Then, the usual tapered metal or plastic 
cervical dilators can facilitate complete dilation. Also, real-time 
ultrasonography can help the surgeon to visualize the tip of the 
dilator, direct the surgeon along the right track into the endome-
trial cavity, and prevent the surgeon from making a false cervical 
path or uterine perforation.

OPERATIVE HYSTEROSCOPY TECHNIQUES

The variety and extent of surgery performed transcervically 
with the hysteroscope has expanded significantly with tech-
nologic advances. Endoscopic procedures have progressed 
from snaring small polyps to hysteroscopic tubal sterilization, 
complex myomectomies, and ablating the entire endometrial 
lining. The ability to detect, biopsy, or remove focal lesions 
is extremely useful for abnormal bleeding workup over blind 
endometrial sampling. Approximately 50% of all Essure hys-
teroscopic tubal occlusions performed in the United States are 
done in an office setting, and the percentage is rising. Opera-
tive hysteroscopy may be performed with mechanical devices 
such as small operating scissors, electrocautery, and modified 
resectoscopes and lasers. Laser hysteroscopy with carbon diox-
ide or neodymium:yttrium- aluminum-garnet (Nd:YAG) or 
argon lasers requires more expensive equipment and expertise. 
With the development of the second-generation technology for 
uterine ablation and polyp and fibroid resection, the laser and 
resectoscope equipment is significantly less popular and less 
advantageous than simpler techniques.

Women with repetitive miscarriages should have a diagnos-
tic hysteroscopic procedure, which often leads to an operative 
procedure. Congenital abnormalities that interfere with the 
success of early pregnancies, such as septa of the uterus, may 
be seen and removed (Fig. 10.3). Often endometrial polyps or 
submucous myomas are discovered and may be removed with 
a resectoscope wire (Fig. 10.4) or a newer morcellator type 
device (Fig. 10.5). The uterine synechiae of a woman with Ash-
erman’s syndrome can be cut with microscissors, reestablishing 
the endometrial cavity. Because adhesions interfere with the 
configuration of the cavity, it can be difficult for the surgeon to 
identify usual landmarks. Simultaneous laparoscopy guidance 
is often used to avoid perforation when cutting the intrauterine 
adhesions. Hysteroscopic metroplasty of intrauterine septa has 
replaced abdominal metroplasty, as it is safer and has fewer 
complications than laparotomy. Simultaneous laparoscopy is 
often used with this procedure as well to gauge the end point 
of cutting the septum.

Table 10.2 Short-Term Complications of Hysteroscopy

Complication Rate (%)

Overall Complication Rate
Diagnostic hysteroscopy 0.95
Operative hysteroscopy 2 to 3
Hysteroscopic myomectomy 1 to 5

Uterine Perforation
Operative hysteroscopy 1
Endometrial ablation—resectoscope 2 to 2+
Endometrial ablation—nonresectoscope 1
Fluid overload 0.06 to 2
Bleeding 0.03 to 3
Pelvic infection 0.01
Death—fluid overload or septicemia 0.01
Embolism; gas, air *
Cervical laceration *
Creation of false cervical passage *
Failure to complete the procedure *
Electrocautery injury *
Urinary tract or bowel injury *
Pulmonary and cerebral edema *
Dissemination of cervical or endometrial cancer *

*Rare complication or exact rate of complication unknown.
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