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Streszczenie
Czynniki wplywajace na powodzenie przeprowadzenia histeroskopii w trybie
ambulatoryjnym.

Minihisteroskopia jest metoda z wyboru w diagnostyce 1 leczeniu patologii kanatu
szyjki macicy i1 jamy macicy. Miniaturyzacja narzadzi oraz opracowanie specjalnej techniki
wprowadzania optyki do kanatu szyjki macicy (bez uzycia wziernika i kulociggu - technika ‘no
touch’) umozliwita bezpieczne przeprowadzenie tego zabiegu bez koniecznosci znieczulenia
ogolnego pacjentki. Czynniki te spowodowaty, ze zabiegi wykonywane poczatkowo jedynie w
warunkach sali operacyjnej mogly zosta¢ bezpiecznie przeniesione do ambulatorium. Pomimo
opisania techniki histeroskopii ambulatoryjnej (OH - office hysteroscopy) ponad 30 lat temu,
nadal w wielu miejscach nawet maloinwazyjne zabiegi diagnostyczne przeprowadzone sg w
znieczuleniu ogdlnym.

Niniejsza rozprawa powstata na bazie wieloletniego doswiadczenia Kliniki
Ginekologii 1 Ginekologii Onkologicznej Wojskowego Instytutu Medycznego — Panstwowego
Instytutu Badawczego w Warszawie (WIM-PIB) w przeprowadzaniu zabiegdow
minihisteroskopii ambulatoryjnej. Cykl prac sktada si¢ z trzech publikac;ji.

Pierwsza z nich obejmuje retrospektywng analize¢ ponad 1300 zabiegow
minihisteroskopii przeprowadzonych w Klinice Ginekologii i Ginekologii Onkologicznej
WIM-PIB w latach 2013-2016. Poréwnano wskazania do zabiegu, zakres przeprowadzonych
procedur oraz dane demograficzne pacjentek, u ktorych mozliwe byto wykonanie histeroskopii
bez znieczulenia. Dodatkowo analiza obejmowala wplyw przesztosci potozniczej 1 statusu
menopauzalnego na dolegliwosci bolowe odczuwane podczas zabiegu. W otrzymanych
wynikach gtéwnym czynnikiem wptywajacym na powodzenie wykonania histeroskopii
ambulatoryjnej okazat si¢ zakres przeprowadzanego zabiegu. W analizowanym okresie okoto
80% wszystkich histeroskopii przeprowadzono bez znieczulenia, natomiast w przypadku
zabiegow diagnostycznych odsetek ten byt wigkszy niz 90%. Interwencja anestezjologiczna
najczgsciej konieczna byta u pacjentek, u ktorych wykonano rozlegle wycigcie endometrium
(ok. 70% zabiegbw w znieczuleniu ogo6lnym) oraz u kobiet poddanych miomektomii
histeroskopowej (okoto 40% zabiegdbw w znieczuleniu og6lnym). Przebyte porody drogami i
sitami natury zmniejszaly ryzyko koniecznos$ci znieczulenia pacjentki o ok. 20%.

Kolejna publikacja przedstawia analiz¢ dostgpnych metod utatwiajacych
przeprowadzenie zabiegéw histeroskopii ambulatoryjnej w przypadku wystgpowania duzych
polipéw w jamie macicy. Oméwiono w niej dostgpne narzgdzia mechaniczne, elektryczne i

nowe technologie, ktore mogg umozliwi¢ usunigcie wiekszych fragmentéw tkankowych bez
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koniecznosci rozszerzania kanatu szyjki macicy. Zastosowanie odpowiednich narzedzi i
techniki jest szczegolnie istotne w przypadku wykonywania zabiegdw histeroskopii bez
znieczulenia.

Ostatnia praca z cyklu jest prezentacjg kriosondy histeroskopowej - innowacyjnego
narzedzia opracowanego w Klinice Ginekologii i Ginekologii Onkologicznej (WIM-PIB), ktore
utatwia wyjecie materiatu tkankowego z jamy macicy. Przedstawione zostaly wstgpne wyniki
oparte na wlasnych do§wiadczeniach z uzycia kriosondy w trakcie zabiegdw minihisteroskopii.
W artykule opisano zasade dziatania oraz mozliwe sposoby wykorzystania tego narzedzia.
Najwigksze korzys$ci z jego zastosowania odniosg pacjentki z duzymi polipami jamy macicy i

mig¢$niakami pod§luzowkowymi.



Abstract
Analysis of the factors correlated with a successful office hysteroscopy.

Minihysteroscopy is the gold standard in the diagnosis and treatment of the uterine
cervix and cavity pathologies. Due to the technical development, the minimalization of the
instruments and introduction of vaginoscopy — the ‘no touch’ insertion technique —it is
nowadays possible to conduct a great number of hysteroscopies in the office setting, without
any form of anesthesia. Therefore, most of the hysteroscopic procedures may be performed in
an ambulatory room and there is no need to admit patients to the hospital and to schedule them
to the operating room (OR). Nevertheless, in many medical centers even diagnostic, minimally
invasive procedures are still conducted under general anesthesia.

The present dissertation consist of three articles, prepared in the Gynecology and
Oncological Gynecology Department, Medical Institute of Medicine - Public Research Institute
in Warsaw, Poland.

The first paper in the cycle is a retrospective analysis of over 1300 mini-hysteroscopy
procedures performed at one experienced center. The main aim of the study was to investigate
the factors correlated with a successful hysteroscopy in an office setting. The key factor seems
to be the scope of the procedure. About 80% of all procedures performed at the Department
were conducted without anesthesia, but in a group of patients in whom the hysteroscopy was
only for diagnostic reasons, the success rate increased up to 90%. The important prognostic
factor is previous vaginal delivery, which raises the chances for a painless office hysteroscopy
by about 20%.

The second article is a review of the available tools and methods for removing large
endometrial polyps from the uterine cavity in office minihysteroscopy. Choosing the right
technique is crucial when performing the surgery without anesthesia. The proper method is
necessary for avoiding a painful dilatation of the cervical canal.

Finally, the last paper in the cycle presents a novel hysteroscopic tool — the cryoprobe.
It was invented by dr Jacek Doniec in cooperation with the Metrum Cryoflex. The cryoprobe is
a multipurpose tool which may be used not only for extracting large tissue fragments from the
uterine cavity, but also for the enucleation of small submucosal myomas or destroying some
abnormal tissue. Our preliminary results showed that using the cryoprobe is easy, cost effective

and safe for the patients.



Wstep

Szybki postep techniczny ostatnich dziesiecioleci doprowadzit do rozwoju nowych
procedur diagnostycznych 1 leczniczych we wszystkich galeziach medycyny. Dotyczy to
szczegOlnie dziedzin zabiegowych, w ktorych nieustannie wprowadzane sa do uzytku nowe,
zaawansowane technicznie narzedzia, umozliwiajagce zmniejszenie  inwazyjnosci
przeprowadzanych procedur i tym samym zwigkszajace bezpieczenstwo i komfort pacjenta. W
tym celu opracowane zostaly techniki wizualizacji wnetrza ludzkiego ciata bez koniecznos$ci
jego rozcinania — tzw. techniki endoskopowe. Minimalizacja sprzg¢tu optycznego umozliwita
poszukiwanie coraz to nowszych zastosowan dla tego rodzaju zabiegdw. Obecnie w ten sposob
wykonywane sa operacje w obrgbie ukladu pokarmowego (gastroskopia, kolonoskopia),
oddechowego (bronchoskopia), klatki piersiowej (torakoskopia), zabiegi laryngologiczne
(laryngoskopia, fiberoskopia), ortopedyczne (artroskopia) 1 oczywiscie ginekologiczne. Wsrdd
tych specjalnosci medycznych ginekologia zajmuje miejsce szczegodlne, poniewaz to w tej
dziedzinie rozpoczeto i rozpowszechniono wykonywanie stosowanych obecnie powszechnie
zabiegébw endoskopowych.

Poczatki rozwoju technik endoskopowych siggaja 1805 roku, kiedy niemiecki
naukowiec, Philip Bozzini skonstruowat pierwszy endoskop, przez wspotczesnych mu
uznawany jedynie za cickawg zabawke [1]. Niestety, po jego przedwczesnej $mierci, prace nad
technikami maloinwazyjnymi zostaty wstrzymane na wiele dziesigcioleci. Pomyst zajrzenia do
wnetrza macicy bez koniecznosci jej wycinania narodzit si¢ w XIX wieku, jednak krokiem
milowym w kierunku osiggnigcia tego celu okazato si¢ dopiero zaprojektowanie w 1853 roku
pierwszego funkcjonalnego cystoskopu przez Desormeaux. Pierwszym, ktory przeprowadzit i
opisat zabieg histeroskopii by Pantaleoni. Pionierska histeroskopia zostata wykonana w 1869
roku, a pierwsza pacjentka byta 60 letnia kobieta, cierpigca z powodu opornych na leczenie
krwawien z macicy [2]. Musiato jednak ming¢ jeszcze blisko 100 lat zanim mozliwe stato si¢
rutynowe wykorzystanie histeroskopii w praktyce klinicznej. Kluczowe dla rozwoju i
rozpowszechnienia tej techniki zabiegowej bylo uzyskanie zadowalajacego obrazu jamy
macicy przy uzyciu narzedzi endoskopowych, do czego konieczna byta miniaturyzacja i
ulepszenie systemow optycznych oraz stworzenie odpowiednich zrédet Swiatta. Pierwsze
wzmianki o zastosowaniu nowoczesnej histeroskopii w diagnostyce schorzen jamy macicy
pochodza z lat 70-tych i 80-tych dwudziestego wieku [3,4]. W tamtym okresie wykorzystywane
byty gtownie histeroskopy diagnostyczne o srednicy ok. 5 mm, wymagajgce wczesniejszego
podania substancji rozpr¢zajgcej jame macicy, najczesciej dwutlenku wegla (COz). Z tego
powodu podczas zabiegu niezbedne bylo uzycie wziernika i kulociagu w celu zlokalizowania i
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ustabilizowania szyjki macicy. Pocigganie jej i mechaniczne rozszerzanie kanatu szyjki
powodowato dolegliwo$ci bélowe wymagajace zastosowania bloku okotoszyjkowego lub innej
formy znieczulenia. Sama procedura polegala poczatkowo jedynie na szybkiej, wizualnej
ocenie kanatu szyjki 1 jamy macicy przez operatora. Jej warto$¢ kliniczna zalezata wiec w duzej
mierze od doswiadczenia lekarza przeprowadzajacego zabieg [5].

Obecnie histeroskopia ma juz ugruntowang pozycj¢ wsrdd procedur ginekologicznych
1jest ztotym standardem w diagnostyce i leczeniu patologii kanalu szyjki macicy i jamy macicy.
Gtownymi wskazaniami do przeprowadzenia zabiegu jest diagnostyka krwawien z macicy,
weryfikacja nieprawidlowych obrazow ultrasonograficznych (podejrzenie wady budowy
macicy, nieprawidlowy obraz endometrium, mig¢$niaki podsluzéwkowe, polipy endometrialne,
zrosty wewnatrzmaciczne), diagnostyka endometrium w przypadku zaburzen plodnosci i
niepowodzen rozrodu oraz usuni¢cie ciat obcych z jamy macicy 1 z pochwy [6].

W zaleznosci od wskazan 1 planowanego zakresu zabiegu wykorzystywane sa
odpowiednie rodzaje histeroskopow. Nieustannie powstaja coraz to nowsze, mniejsze i
wygodniejsze narz¢dzia. Dostgpne na rynku histeroskopy mozemy podzieli¢ na rdzne
kategorie:

— ze wzgledu na sztywno$¢; na histeroskopy gigtkie 1 czedciej uzywane histeroskopy
sztywne;

— ze wzgledu na przeznaczenie; histeroskopy diagnostyczne i operacyjne (z kanatem
roboczym);

— ze wzgledu na rodzaj optyki; histeroskopy o optyce prostej (0°) 1 histeroskopy o optyce
skosnej (nawet do 70°, najczgsciej uzywane sg optyki 30°);

— ze wzgledu na przekroj; histeroskopy o przekroju okraglym lub owalnym,;

— ze wzgledu na $rednice przekroju narzedzia; minihisteroskopy, czyli urzadzenia,
ktorych zastosowanie najczes$ciej nie wymaga wczesniejszego rozszerzenia kanatlu
szyjki macicy (zazwyczaj o $rednicy <5 mm) oraz histeroskopy tradycyjne, majace
wigksza S$rednice, ok. 6-10 mm, wymagajace rozszerzenia kanalu szyjki przed
zabiegiem (histeroskopy operacyjne, resektoskopy).

Niezaleznie od rodzaju histeroskopu, w wiekszosci z nich zastosowano podobng
zasade budowy. Czescig centralng narzgdzia jest optyka, ktora wraz ze zrodlem S$wiatla,
pozwala uzyska¢ wizualizacj¢ wnetrza jamy macicy. Jej Srednica determinuje rozmiar catego
histeroskopu, a jako$¢ uzyskanego obrazu ma duze znaczenie dla doktadnosci i bezpieczenstwa

wykonywanych procedur. Optyka histeroskopowa umieszczona jest w ptaszczu, ktory nadaje
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sztywnos$¢ narzgdziu, ogranicza mozliwos¢ uszkodzenia optyki, a takze zapewnia doplyw i
odplyw plynu rozszerzajacego jame macicy. Niezalezne kanaly doptywowy i odptywowy
umozliwiaja ciagly przeplyw medium rozszerzajacego, ktory pomaga w uzyskaniu dobrej
wizualizacji, nawet w przypadku krwawienia. Histeroskopy operacyjne wyposazone sg
dodatkowo w kanaty robocze stuzace do wprowadzania narzedzi histeroskopowych lub
zawieraja specjalne wbudowane elementy do przeprowadzania zabiegéw (petle bipolarne w
resektoskopach czy nasadki tngce w morcelatorach wewnatrzmacicznych). Na ryc.l
przedstawiono schemat budowy histeroskopu na przyktadzie histeroskopu Office Continuous
Flow Operative Hysteroscope, size 5, (Karl Storz, Tuttlingen, Germany), wykorzystywanego

powszechnie do zabiegow histeroskopii ambulatoryjne;j.

Ryc.1 Budowa histeroskopu na przyktadzie Office Continuous Flow Operative Hysteroscope,
size 5, (Karl Storz, Tuttlingen, Germany).

Plaszcz zewnetrzny z odptywem

Histeroskop z kanatem roboczym
1 doptywem

Podtaczenie zrodta swiatta

Optyka histeroskopowa 30°

Elementy budowy histeroskopu Ztozony histeroskop
przed ztozeniem

Histeroskopia ambulatoryjna

Rozw¢j histeroskopii ambulatoryjnej zwigzany byt $cisle z postepem techniki i1
miniaturyzacja sprzetu. Stworzenie narzedzi, ktére mozna byto wprowadzi¢ do jamy macicy
bez koniecznos$ci chwytania szyjki macicy kulociagiem i mechanicznego rozszerzania jej
kanatlu, zmniejszyto znacznie dolegliwosci boélowe odczuwane przez pacjentki 1 tym samym

umozliwito wykonywanie histeroskopii bez koniecznosci znieczulenia. Nie bez znaczenia byta
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takze zmiana $rodka rozpre¢zajgcego jame macicy z pierwotnie stosowanego CO; na klarowne
ptyny (glicyna, fizjologiczny roztwor NaCl).

Pierwszym krokiem w rozwoju atraumatycznej histeroskopii ambulatoryjnej byto
przeprowadzenie przez Fritza Menkena w 1967 r. zabiegu z wykorzystaniem cystoskopu
pediatrycznego [7]. Prawdziwe poczatki nowoczesnej minihisteroskopii zawdzieczamy jednak
Jackues Hamou, ktéry z pomoca firmy Storz skonstruowal w 1979 roku pierwszy
mikrokolpohisteroskop. Byto to narz¢dzie dtugosci 25 cm, o $rednicy 4 mm wyposazone w 30°
optyke pozwalajagcg na uzyskanie panoramicznego obrazu jamy macicy. Dodatkowo,
mikrokolpohisteroskop umozliwiat ogladanie tkanek in vivo w powigkszeniu nawet do 150x
[8]. Niewatpliwie jednak za ‘ojca’ 1 wyjatkowego propagatora histeroskopii ambulatoryjnej
nalezy uzna¢ prof. Stefano Bettocchi. W swojej publikacji z 1997 roku przedstawil on nowa,
rewolucyjng technike wprowadzania histeroskopu do jamy macicy, bez koniecznosci
zastosowania wziernikow 1 kulociggu, tzw. technike waginoskopowa [9]. Polegata ona na
wprowadzeniu histeroskopu bezposrednio do pochwy pacjentki, bez uzycia dodatkowych
instrumentdw. Nastgpnie pochwa wypelniana byta medium rozpre¢zajacym, ulatwiajac
wizualizacj¢ szyjki macicy. Poczatkowo rowniez prof. Bettocchi uzywat w tym celu CO»,
stopniowo zastgpujac go fizjologicznym roztworem NaCl. W celu ograniczenia ucieczki gazu
lub ptynu, wargi sromowe pacjentki byty zblizane i przestaniane gaza. Po uwidocznieniu kanatu
szyjki macicy, wprowadzano do niego histeroskop, przesuwajac go nastgpnie wzdtuz
naturalnego przebiegu kanatu szyjki macicy, az do jamy macicy. W trakcie przechodzenia przez
kanal szyjki macicy, niezwykle istotne jest uwzglednienie kata S$cigcia uzywanej optyki
(najczesciej 30°) 1 dopasowanie kierunku wprowadzania narzedzia. Oceniajac uzytecznosé
nowej metody, jej autor przeanalizowal 1200 zabiegéw histeroskopii, z ktérych 212
wykonanych byto z uzyciem wziernika 1 kulociggu, 308 z wykorzystaniem wziernika w celu
wizualizacji szyjki macicy, a 680 przeprowadzono wykorzystujac dostep waginoskopowy.
Poréwnanie zgtaszanych przez pacjentki dolegliwosci i nasilenia odczuwanego bolu pozwolity
wyciagna¢ jednoznaczne wnioski dotyczace korzystnego wptywu zastosowania nowej techniki
na zmniejszenie dyskomfortu odczuwanego w trakcie zabiegu. Wedtug badaczy nawet 96%
kobiet, ktore przebyty histeroskopie ambulatoryjng z dostepem waginoskopowym nie zgtaszato
zadnych dolegliwo$ci bolowych, w poréwnaniu do jedynie 2% kobiet, u ktorych uzyto
wziernika 1 kulociagu [9].

Wprowadzenie 1 rozpowszechnienie techniki dostepu waginoskopowego oraz
stworzenie nowych, dostosowanych do tej techniki narzgdzi, stato si¢ poczatkiem ery

minihisteroskopii ambulatoryjne;j.
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W ciagu ostatnich 25 lat histeroskopia ambulatoryjna stala si¢ na §wiecie powszechnie
stosowang 1 uznang metoda diagnostyki i leczenia wybranych schorzen kanatu szyjki i jamy
macicy. Do chwili obecnej przeprowadzono liczne badania, w ktorych potwierdzono
skutecznos¢ 1 matg inwazyjno$¢ tej metody [5,10,11,12,13]. Udowodniono réwniez znaczacy,
korzystny wptyw zastosowania dostgpu waginoskopowego na zmniejszenie dolegliwosci
bolowych pacjentek, u ktorych wykonano histeroskopi¢ bez znieczulenia [14,15,16].
Przeanalizowane zostaty takze dodatkowe zalety tej metody, takie jak zmniejszenie czgstosci
wystepowania powiktan oraz zdecydowanie nizsze koszty procedury przeprowadzonej bez
znieczulenia 1 uzycia dodatkowych narzedzi. Catkowita wycena zabiegu zalezy od réznych
czynnikow, w tym m.in. od zakresu wykonanej procedury i zastosowanego sprzetu, jednak we
wszystkich przypadkach koszt histeroskopii ambulatoryjnej jest okoto dwukrotnie nizszy niz
koszt porownywalnego zabiegu przeprowadzanego na bloku operacyjnym [17].

Pomimo wymienionych wyzej zalet histeroskopii ambulatoryjnej 1 jej szerokiej
akceptacji na $wiecie, w polskich realiach do chwili obecnej wigkszos$¢ zabiegdw, rowniez tych
o czysto diagnostycznym charakterze, wykonywanych jest w warunkach szpitalnych, w
znieczuleniu ogdlnym. W niniejszej pracy przedstawione sg doswiadczenia Kliniki Ginekologii
1 Ginekologii Onkologicznej Wojskowego Instytutu Medycznego — Panstwowego Instytutu
Badawczego w Warszawie, w ktorym od 2003r. wykonywane sg bez znieczulenia zardowno
zabiegi diagnostyczne jak i histeroskopie operacyjne. Przez ostatnie 20 lat w naszym osrodku
wykonywanych byto rocznie do 800 zabiegéw histeroskopii bez znieczulenia, w ktorych

wykorzystywano zaprezentowany przez prof. Stefano Bettocchi dostep waginoskopowy.

Zalozenia i cel pracy
Glownym celem pracy byto przedstawienie czynnikéw wplywajacych na mozliwos¢
przeprowadzenia zabiegu minihisteroskopii w trybie ambulatoryjnym, bez znieczulenia

pacjentki.

W pracy przedstawiono wyniki badan przeprowadzonych w Klinice Ginekologii i
Ginekologii Onkologiczne; WIM-PIB. W jednej z zalaczonych publikacji przeanalizowano
ponad 1300 procedur wykonanych w naszym osrodku, posiadajacym wieloletnie
doswiadczenie w przeprowadzaniu zabiegdw histeroskopii. Analizowano m.in. wplyw
czynnikow demograficznych, anatomicznych, przesztosci potozniczej oraz zakresu zabiegu na
nasilenie dolegliwo$ci bolowych pacjentek 1 konieczno$¢ zastosowania znieczulenia ogdlnego.

Pozostale prace przedstawiajg autorska analize¢ dostgpnych narzedzi histeroskopowych,
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umozliwiajacych bezpieczne 1 atraumatyczne przeprowadzenie zabiegdw histeroskopii
ambulatoryjnej nawet w przypadku wystepowania duzych zmian w jamie macicy (polipy,
mi¢$niaki podsluzowkowe). Ostatni tekst jest prezentacja innowacyjnego narzedzia
opracowanego w Klinice Ginekologii 1 Ginekologii Onkologicznej WIM-PIB, ktore pozwala
usprawni¢ wykonanie zabiegdw histeroskopii, zwlaszcza w przypadku usuwania duzych
polipéw endometrialnych 1 migéniakéw macicy. Jego zastosowanie ulatwia wyjecie
fragmentow tkankowych z jamy macicy i pozwala skroci¢ czas trwania zabiegu, co jest to

niezwykle istotne w przypadku procedur wykonywanych bez znieczulenia.
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Abstract

Introduction: Hysteroscopy is the gold standard for diagnosis and treatment of uterine pathologies. The office set-
ting seems to be safe, reducing the anesthesia risks and also decreasing the overall costs of the procedure. Recent
literature suggests that hysteroscopy performed without anesthesia may not be as painless as it was previously
considered. Moreover, not every patient can be referred for a hysteroscopy in an office setting.

Aim: To analyze the factors correlated with a successful hysteroscopy in an office setting.

Material and methods: We analyzed the documentation of 1301 patients who underwent hysteroscopy at our de-
partment in the period 2013-2016. The impact of the type of the procedure and the various demographic factors on
the need for general anesthesia was assessed.

Results: Almost 80% of all hysteroscopies were performed without analgesia in an office setting. The remaining pa-
tients underwent a hysteroscopy in general anesthesia. The key aspect for successful office hysteroscopy is the scope
of the performed surgery. Over 91% of diagnostic hysteroscopies have been done without analgesia, but only about
30% of extensive endometrial scratching procedures were performed in an office setting. A previous vaginal delivery
increases the chances for a successful office hysteroscopy by about 21%, and in the case of diagnostic procedures,
multiparous patients were at an about 79% lower risk of analgesia necessity.

Conclusions: It is possible to perform nearly all diagnostic hysteroscopies in an office setting. In the case of operative
hysteroscopy, the most crucial factor is the scope of the procedure.

Key words: hysteroscopy, pain, vaginoscopy, anesthesia, office hysteroscopy.

ing an office setting for hysteroscopy where no anes-

Introduction . . . .
thesia nor analgesia was used. It was possible main-

Hysteroscopy is a gold standard for diagnosing
and treatment intrauterine pathologies [1, 2]. Over
the years, hysteroscopic equipment has changed,
and so have the procedure settings. Initially, hys-
teroscopy was performed in the operative room
(OR), mostly in general anesthesia. Since that time,
several different techniques of analgesia have been
tested, including local anesthesia, oral or vaginal
premedication or intrauterine analgesia [3-5]. The
greatest breakthrough was the moment of introduc-

ly thanks to minimization of the equipment and the
introduction of the new, ‘no-touch’ technique called
vaginoscopy [6]. In several prospective randomized
trials it was proved that the transvaginal approach
is better tolerated than the conventional technique
in outpatient hysteroscopy [7-9]. The office setting
seems to be safe, reducing the risks of anesthesia
and also decreasing the overall costs of the pro-
cedure [10]. Despite the fact that the advantages
of office hysteroscopy were described more than
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10 years ago, in certain countries the outpatient set-
ting is still not popular, and nearly all hysteroscopies
are performed in general anesthesia.

Aim

This study presents a single center’s experience
in hysteroscopy procedures performed in an office
setting. We have analyzed the rate of the hystero-
scopic procedures performed without analgesia and
anesthesia, and various factors that may be respon-
sible for a failure of office hysteroscopy. The main

aim was to find the most significant predictive fac-
tors of successful office hysteroscopy.

Material and methods

This manuscript presents a retrospective analy-
sis of 1301 hysteroscopies performed at the Depart-
ment of Gynecology and Oncologic Gynecology, Mil-
itary Institute of Medicine, Warsaw, Poland, in the
period 2013-2016. The study was approved by the
local ethical committee: 4/WIM/2016 (20.01.2016)
and there was no form of conflict of interest.

We analyzed the documentation of all hysteros-
copies carried out at our department in the period
2013-2016. All procedures performed using the
standard 9 mm resectoscope were excluded from
the analysis.

We assessed the impact of the type of the pro-
cedure performed in hysteroscopy and various de-
mographic factors, such as age, parity, menopausal
status, and the need for general anesthesia for hys-
teroscopy.

All patients were women aged over 18, with
a confirmed indication for a diagnostic or operative
hysteroscopy. The main indications for the proce-
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Figure 1. Age distribution of patients
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dure were: endometrial polyps, infertility, abnormal
uterine bleeding, submucosal myomas and uterine
septum. Patients with large myomas (> 2 cm) or very
large endometrial polyps (> 3 cm) were usually of-
fered a hysteroscopy in general anesthesia directly.
All patients had signed a written informed consent
form before the procedure. The patients’ age distri-
bution is shown in Figure 1.

The exclusion criteria for hysteroscopy were: the
presence of heavy uterine bleeding, suspected preg-
nancy, suspected pelvic inflammatory disease and
ongoing vaginal infections.

The procedure

In the premenopausal group, all procedures were
performed in the proliferative phase of the menstru-
al cycle. In the postmenopausal patients, there were
no restrictions regarding the day of the procedure.
No hormonal preparation was applied as a standard.

All office procedures were performed with asep-
tic rules, in the same setting: the patient in a gy-
necologic position, no analgesia or anesthesia, no
disinfection of the vagina. No hysteroscopies in local
anesthesia (such as intracervical blocks, paracervical
blocks or intrauterine anesthesia) were performed
at our department. The vaginoscopic approach was
used in all patients (no use of a vaginal speculum
or a tenaculum). The use of misoprostol for cervix
preparation before the hysteroscopy was avoided.
No premedication or antibiotic prophylactic was
used before the procedure.

The hysteroscopy was performed using the rigid
5 mm or 4.2 mm continuous flow operative Bettoc-
chi hysteroscope (Karl Storz, Germany) with a 30*
fore-oblique lens.

The vaginoscopic approach was performed as
previously described [11]. The hysteroscope was
placed into the vagina, which was filled with normal
saline. After identifying the cervix and the external
ostium, the instrument was introduced into the cer-
vical canal and guided into the uterine cavity. The
cervical canal and the uterine cavity were inspect-
ed systematically. The uterine cavity was distended
with a normal saline solution at a pressure below 60
mm Hg, controlled by an electronic irrigation pump
(Endomat, Karl-Storz, Germany). For the operative
procedures, the following semirigid 5 Fr instruments
were used: scissors, a grasper, a tenaculum, and the
bipolar Twizzle Tip Versapoint electrode (Gynecare,

Videosurgery and Other Miniinvasive Techniques 2, June/2020
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1301 (100%) hysteroscopies

1276 (98.1%) completed
hysteroscopies

25 (1.9%) unsuccessful —
the uterine cavity not reached

1274 hysteroscopies
analyzed

2 complete documentation
not available

1014 (79.6%) office
hysteroscopies

260 (20.4%) hysteroscopies
under general anesthesia

Figure 2. Analysis of hysteroscopies performed at the Gynecology and Oncological Gynecology Clinic, Mili-

tary Institute of Medicine, Warsaw in 2013-2016

Ethicon). All procedures were performed by surgeons
experienced in hysteroscopy.

During the office hysteroscopy the patient had
continuous contact with the surgeon and could re-
port the discomfort and pain intensity at any time
during the procedure. In every situation when the
pain was intolerable for the patient, the office pro-
cedure was stopped and continued later in general
anesthesia in the operative room.

After the surgery, the patients were observed for
at least 1 h for any adverse event occurrence, and
then discharged home.

Only completed procedures performed without
any form of analgesia or anesthesia were considered
as office hysteroscopies eligible for our study.

Statistical analysis

Statistical analyses were performed using the R
3.1.2 statistical software pack (R Core Team; 2014. R:
A language and environment for statistical comput-
ing. R Foundation for Statistical Computing, Vienna,
Austria. URL http://www.R-project.org/). The p-value
< 0.05 was considered statistically significant. In de-
scriptive statistics, the categorical variables are pre-
sented as the quantity and percentage of occurrenc-
es. In order to identify the impact of the investigated
parameters on the possibility of performing a hys-
teroscopy procedure without analgesia, single-fac-
tor logistic regression analysis was used. The results
reported the odds ratio (OR) with a 95% confidence
interval (Cl) and the Wald test p-value. The results
are presented in the tables and figures.

Videosurgery and Other Miniinvasive Techniques 2, June/2020

Results

In the period 2013-2016, a total of 1301 hystero-
scopic procedures were performed at our depart-
ment. In 25 (1.9%) cases, the uterine cavity was not
reached. Among the other 1276 patients, in 2 cases
information about the exact type of the performed
procedure was not available. The remaining 1274
successful procedures with their complete medical
histories were analyzed further (Figure 2).

Out of all hysteroscopic procedures, an endometri-
al polyp resection was the most commonly performed,
and accounted for about 50% of all the interventions.
The exact distribution of all hysteroscopic procedures
depending on the surgery type is shown in Figure 3.

B Endometrial polyp resection
B Diagnostic procedure

@ Partial myomectomy

0O Endocervical polyp resection
O Endometrial scatching

0O Uterine sputum resection

B Endometrium biopsy
B Total myomectomy

@ Cervical stenosis

B Intrauterine adhesions
0O Other

Figure 3. Distribution of all hysteroscopic proce-
dures depending on surgery type
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Table 1. Percentage of hysteroscopic procedures performed with and without anesthesia (more than one

procedure possible for 1 patient)

Hysteroscopic procedure

Office setting — no anesthesia

General anesthesia

n (%) n (%)

Total hysteroscopies 1014 (79.6) 260 (20.4)
Endometrial polyp resection 485 (76.3) 150 (23.7)
Endometrium biopsy 431(83.7) 84 (16.3)
Diagnostic procedure 109 (90.8) 11 (9.2)
Total myomectomy 12 (63.2) 7 (36.8)
Partial myomectomy 11 (61.1) 7 (38.9)
Cervical stenosis 47 (85.5) 8 (24.5)
Endocervical polyp resection 78 (85.7) 13 (24.3)
Intrauterine adhesions 17 (68.0) 8(32.0)
Endometrial scratching (large endometrial 16 (30.2) 37 (69.8)
biopsy, partial endometrium resection)

Other 5(83.3) 1(16.7)
Uterine septum resection 14 (73.7) 5(26.3)

The total number of hysteroscopies performed
without analgesia in an office setting was 1014
(79.6%). The other cases were carried out in gen-
eral anesthesia due to a presurgery qualification
(very large myomas or endometrial polyps) or due
to intolerable pain during the office procedure (of-

1200
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200 1
O 4

Number of procedures

B General anesthesia 0O Office HSC

Figure 4. Distribution of hysteroscopies per-
formed with and without anesthesia depending
on type of procedure
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fice hysteroscopy failure). The exact number of pro-
cedures performed without anesthesia is presented
in Table I.

Almost 91% of all diagnostic hysteroscopies
where no biopsy for a histologic examination was
taken were conducted in an office setting (without
anesthesia). In comparison, only 30% of endome-
trial scratching procedures, where a large volume
of the endometrial tissue was extracted from the
uterus, were performed in the same setting, while
the remaining 70% of patients required general an-
esthesia for this kind of treatment. Also, partial and
total myomectomy required general anesthesia in
more than 1/3 cases (38.9% and 36.8%, according-
ly) (Figure 4).

No statistically significant differences in the
percentage of office procedures were found be-
tween the pre-menopausal and post-menopausal
patients (79% vs. 81.9%, p = 0.276). For nearly all
kinds of interventions, except the endometrial bi-
opsy, a higher percentage of procedures without
anesthesia was performed in the postmenopausal
group, but the difference was statistically signifi-
cant only for cervical stenosis dilatation (p = 0.042)
(Table Il, Figure 5).

Additionally, the patient’s age was not a sta-
tistically significant factor for carrying out a hys-

Videosurgery and Other Miniinvasive Techniques 2, June/2020
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Table Il. Number of hysteroscopies performed without anesthesia depending on the menopausal status
of the patient (more than one procedure possible for 1 patient)

Hysteroscopic procedure Total, n (%) Pre-menopausal Post-menopausal P-value
women, n (%) women, n (%)
Total hysteroscopies 1014 (79.6) 670 (79.0) 312 (81.9) 0.276
Endometrial polyp resection 485 (76.3) 298 (74.7) 173 (79.0) 0.269
Endometrium biopsy 431 (83.7) 326 (85.1) 96 (80.0) 0.235
Diagnostic procedure 109 (90.8) 71 (91.0) 34 (97.1) 0.431
Total myomectomy 12 (63.2) 9 (56.2) 3 (100.0) 0.263
Partial myomectomy 11 (61.1) 5(62.5) 5(62.5) 1.000
Cervical stenosis 47 (85.5) 14 (70.0) 31(93.9) 0.042
Endocervical polyp resection 78 (85.7) 45 (81.8) 31(91.2) 0.355
Intrauterine adhesions 17 (68.0) 11 (64.7) 5(83.3) 0.621
Endometrial scratching (large 16 (30.2) 8(22.9) 6 (40.0) 0.304
endometrial biopsy, partial
endometrium resection)
Other 5(83.3) 3(75.0) 2 (100.0) 1.000
Uterine septum resection 14 (73.7) 12 (75.0) 0 (NaN) NA
teroscopy without anesthesia. The percentages of
successful office hysteroscopies were similar in all 100 7 7
age groups. A statistically significant difference was I— |
found only for total and partial myomectomies and { 80
cervical canal polyp resections. In the global view, ©
. S i
the chances for a successful hysteroscopy without 5 ©0
analgesia increase with the age of the patient. Nev- ;_é 40 1
ertheless, the observed trend may result from the
parity status of the women (older women are more 20 1
likely to be multiparous) (Table I11). o
In our analysis, the multiparous status of the C S S OO F SO @S
woman is one of the most prominent predictive fac- S 0&5 & L LFEL T &
" . . <
tors for successful office hysteroscopy, irrespectively & Q@ R o“\.@}c’ Q‘Q' P \9 @‘z
T ; ) L FHRET L S S F @
of the indications. In a detailed analysis, a statisti- ~ \®'\® S & &q,\ SN RS &
cally significant difference was observed for endo- ‘\°®e’>‘\ g T &é‘c@@ @6 é&Q’
metrial and cervical polyp resections, as well as for %&° %°b°
diagnostic hysteroscopies. In the case of diagnostic
procedures, almost all of them were performed with- W Premenopausal M Postmenopausal
out anesthesia (97%) (Figure 6, Table IV). Figure 5. Percentages of hysteroscopies per-
In the logistic regression model, the chances for formed in office setting depending on the
a successful diagnostic hysteroscopy in an office menopausal status of the patient
setting rise about 79% for every woman who has . .
Discussion

delivered a child vaginally (in comparison to nullip-
arous). For all other kinds of hysteroscopic proce-
dures, the parity status is also important, but vag-
inal delivery increases the chance for a successful
procedure without anesthesia by about 21%.
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At our department, almost 80% of all hystero-
scopic procedures in the period 2013-2016 were
performed in an office setting without analgesia or
anesthesia. This is mainly a result of using the vag-
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Table 1ll. Number and percentage of office hysteroscopies (without anesthesia) in the different age groups

(more than one procedure possible for 1 patient)

Figure 6. Percentages of office hysteroscopies in
nulliparous and multiparous population

inoscopic approach, which is a standard practice at
the department. It has been proved that the vagi-
noscopic, ‘no touch’ technique for outpatient hys-
teroscopy is successful and significantly reduces the
pain experienced by patients during the procedure,
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Hysteroscopic procedure Total Age <35 Age 36-45 Age46-55 Age>55 P-value
(1274 = 100%) n (%) n (%) n (%) n (%)
n (%)
Total office minihysteroscopies 1014 (79.6) 247 (77.2) 258 (79.1) 260(79.3) 243 (83.2) 0.312
Endometrial polyp resection 485 (76.3) 100 (73.5)  120(75.9)  121(76.1) 143 (78.6) 0.776
Endometrium biopsy 431(83.7) 91 (83.5) 139 (81.8) 131 (84.0) 66 (88.0) 0.683
Diagnostic procedure 109 (90.8) 46 (85.2) 19 (95.0) 20 (100.0) 23 (95.8) 0.174
Total myomectomy 12 (63.2) 0(0.0) 2 (100.0) 7 (70.0) 3 (100) 0.016
Partial myomectomy 11 (61.1) 4 (100.0) 0(0.0) 4(80.0) 3(60.0) 0.027
Cervical stenosis 47 (85.5) 7(77.8) 4(66.7) 8 (80.0) 28 (93.3) 0.139
Endocervical polyp resection 78 (85.7) 13 (76.5) 15 (83.3) 24 (80.0) 26 (100) 0.037
Intrauterine adhesions 17 (68.0) 8(72.7) 4 (50.0) 1(100.0) 3 (75.0) 0.678
Endometrial scratching (large 16 (30.2) 0(0.0) 6 (37.5) 7 (30.4) 3(27.3) 0.777
endometrial biopsy, partial
endometrium resection)
Other 5(83.3) (100.0) 1(50.0) 0 (NaN) 2 (100) 1.000
Uterine septum resection 14 (73.7) 11 (68.8) 3 (100.0) 0 (NaN) 0 (NaN) 0.530
as compared to the techniques using a vaginal spec-
100 4 ulum [12].
- Considering only the diagnostic procedures, the
& 801 percentage of successful office procedures rises to
% 60 A about 91%. These results are comparable to those
S reported in the literature [1, 13]. As it was supposed,
& 407 diagnostic hysteroscopy seems to be the best tolerat-
20 1 ed of all hysteroscopic procedures, and less than 10%
of patients require general anesthesia for this kind of
0 R intervention. Despite the fact that in our trial, as well
) o . .
&Q\ 0&0‘\.\«2‘;\&&%0@&0@ (\0‘9\ z&é\ '\°(\1<‘5"\quo’$&@é‘°° as in other ones, the vast majority of the hysterosco-
< (3 . . . .
& &6& °°*°<<‘°’ SR @&" pies were carried out successfully without analgesia,
\@\"\Qo\* e‘?(\oé‘:,}@ ) ,z}@(/@é‘\qo\* & Q‘,é& Q\;& scientists started to consider if office hysteroscopy is
. > . . . . .
éé\q’ %0600‘«3’ Q'zr"” é\@&@"@& {\(&" really painless. Certain authors believe that it might
(\b& ¥ be objectively more painful than it was previously
A supposed. A recent systematic review and meta-anal-
B Parity—No O Parity > 1 ysis showed that about 31% of women undergoing

hysteroscopy refer to a tolerable discomfort [14]. This
is the reason why other, less painful diagnostic proce-
dures are recently being compared to hysteroscopy.
A randomized comparison of vaginoscopic office hys-
teroscopy and saline infusion sonography (SIS) proved
that SIS causes significantly less discomfort than of-
fice hysteroscopy [15]. Considering the fact that the
diagnostic accuracy of saline infusion sonography
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Table IV. Number and percentage of office hysteroscopies (without anesthesia) in nulliparous and multip-

arous population

Hysteroscopic procedure Total (%) Parity — No Parity > 1 P-value
n (%) n (%) n (%)

Total hysteroscopies 1014 (79.6) 208 (70.7) 731 (81.9) < 0.001
Endometrial polyp resection 485 (76.3) 109 (69.0) 344 (78.5) 0.021
Endometrium biopsy 431(83.7) 76 (79.2) 332 (84.3) 0.295
Diagnostic procedure 109 (90.8) 33 (80.5) 65 (97.0) 0.006
Total myomectomy 12 (63.2) 1(25.0) 9 (69.2) 0.250
Partial myomectomy 11 (61.1) 3 (60.0) 7 (58.3) 1.000
Cervical stenosis 47 (85.5) 4 (80.0) 42 (85.7) 0.567
Endocervical polyp resection 78 (85.7) 8 (61.5) 58 (87.9) 0.034
Intrauterine adhesions 17 (68.0) 1(33.3 14 (70.0) 0.269
Endometrial scratching 16 (30.2) 4(26.7) 12 (32.4) 0.752
Other 5 (83.3) 0 (NaN) 5(83.3) NA
Uterine septum resection 14 (73.7) 3 (42.9) 4 (100.0) 0.194

(SIS) equals the accuracy of diagnostic hysteroscopy
[16], the authors of the comparison concluded that
SIS should be considered the method of choice in di-
agnostic procedures [15]. We do agree that SIS may
be useful in certain cases, especially for diagnosing
and planning the treatment of such intrauterine pa-
thologies as endometrial polyps, submucosal myoma
and uterine septum. Nevertheless, this method is not
comparable to hysteroscopy, which enables the pa-
thology to be diagnosed and treated immediately at
the same time (‘see and treat’).

In our analysis, the failure rate of all hysterosco-
pies is less than 2%, which is lower than the 10% pub-
lished in the previous literature [17]. The reason for
such a good result may be the fact that all procedures
included in our analysis were conducted by gynecolo-
gists who are very experienced in hysteroscopy.

The parity status of the patient was the most
important predictive factor of successful office hys-
teroscopy in our study. Campo et al. over 10 years ago
presented similar results of a randomized prospective
trial. They also suggest that procedures performed by
experienced surgeons are less painful [18]. This factor
was not analyzed in our study due to the fact that
all of the hysteroscopies were performed by a small
group of experienced gynecologists.

The menopausal status of the patient does not
seem to influence the total probability of anesthe-
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sia for hysteroscopy. This conclusion is consistent
with the literature, where the menopausal status
does not influence the level of pain during hysteros-
copy [19]. However, in our study, the percentage of
the procedures performed without anesthesia was
slightly higher in postmenopausal women, and in
the case of cervical dilatation, the difference was
statistically significant. This finding is in contradic-
tion with other studies. Gambadauro et al. found an
independent association of a successful see-and-
treat hysteroscopic polypectomy with the premeno-
pausal status [20].

In our practice, we do not use any kind of hor-
monal treatment before the hysteroscopy. However,
in the literature there are certain data on the hor-
monal preparation of the endometrium. Preopera-
tive administration of dienogest may reduce the en-
dometrial thickness, and at the same time facilitate
visualization of the uterine cavity and reduce the
duration of the surgery [21]. Therefore, performing
hysteroscopy in the proliferation phase, before the
12-14%" day of the cycle, in our opinion is a sufficient
factor for a successful office hysteroscopy.

An interesting finding of our study is that in
postmenopausal women most of the cervical canal
dilatations were done without anesthesia, and the
difference was statistically significant. The possible
reason for this result may be lower sensitivity of the
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cervix in women after their last period. However, fur-
ther research is needed to confirm this statement.

In recent years, the range of hysteroscopic tools
has expanded and new instruments have appeared.
They include the hysteroscopic tissue removal sys-
tems (HTRs), which were not used in this trial, be-
cause they were was not available at the depart-
ment. The HTRs are a good and safe option for the
management of intrauterine pathologies, but their
use usually requires an operation setting of the pro-
cedure and analgesia or anesthesia. The application
of HTRs may reduce the time of the procedure and
does not increase the complication rate as compared
to resectoscopic myomectomy [22]. However, the
HTR procedures require careful selection of patients.

An unquestionable advantage of hysteroscopy
is the low risk of complications associated with the
procedure. According to the available literature, the
complication rate of hysteroscopy is about 1-2.7%.
The risk is mainly associated with the type of the
procedure performed. It is suggested that the high-
est risk of complications (4.5%) of hysteroscopy con-
cerns the Asherman syndrome.

The early complications of hysteroscopy include
bleeding, uterine perforation and infection. Uterine
perforation is one of the most common complica-
tions of hysteroscopy (0.12-3%) and is related to the
uterine entry technique. The risk of bleeding is low
(0-0.16%), depends on the type of procedure and is
the highest in adhesiolysis. Infections, especially en-
dometritis (0.9%) and urinary tract infections (0.6%),
are a rare complication of hysteroscopy.

Late complications are mainly associated with
intrauterine adhesions. The incidence of adhesions
is not well established and varies between 6.7%
and 45.5%. The risk of adhesion after hysteroscopy
is strongly connected to the type of procedure per-
formed [23].

The main challenge of office hysteroscopy is how
to reduce the pain during the procedure. It is well
known that pain is the main reason that patients do
not always complete the procedure. The manipula-
tion within the cervix, distention of the uterus and
endometrial disruption or biopsy may cause unac-
ceptable pain. It is essential to develop strategies,
procedural and technical, which will be efficient in
reducing the pain. Ogden et al. in their study found
that the possibility of seeing the procedure may in-
crease the patient’s experience of pain. However, us-
ing mini-hysteroscopes, which are around 3.5 mm,
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or flexible hysteroscopes, reduces the level of pain.
Moreover, Mazzon et al. observed that using CO,
as a distension medium is associated with a lower
pain level. The suggestions on efficacy of pharma-
cological pain control for office hysteroscopy remain
inconsistent. There are a lot of studies comparing
the effectiveness of different methods in reducing
pain during hysteroscopy (e.g., lower intrauterine
pressure, bladder-filling procedure, heated saline;
electricity, music or hypnosis). However, there are
evident discrepancies between the presented results
[24-26].

The greatest strength of this study is the large
number of patients enrolled and very comparable
conditions of performing the procedures. All of them
were performed at the same department, using the
same devices, by a small group of very experienced
surgeons. At the same time, there are certain lim-
itations of the study. All data were analyzed retro-
spectively, and it was not always possible to clearly
select the patients for a particular group according
to the type of procedure performed. In certain cas-
es, a patient had two or more procedures performed
within the same hysteroscopic intervention. We be-
lieve that a prospective, carefully designed study
may provide more accurate and reliable data on the
appropriate selection of patients for office hysteros-

copy.

Conclusions

To conclude, our analysis confirms that office
‘see-and-treat’ hysteroscopy without anesthesia is
feasible in about 80% of cases. The main predictive
factor of a successful office procedure is the mul-
tiparous status of the patient. For cervical dilatation
procedures, also the postmenopausal status seems
to be a good prognostic factor.
Our results can be easily applied in everyday clin-
ical practice and can help in the proper qualification
of patients.
The best candidates for office hysteroscopy are:
—all patients who required only a diagnostic proce-
dure,

—all multiparous women, regardless of the type of
procedure required,

— postmenopausal women who required a cervical
dilatation procedure.

We should avoid office minihysteroscopy in the
case of large endometrial resection procedures, as
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well as in patients with large intrauterine patholo-
gies (myomas or polyps).

Future studies are needed to assess the implica-
tions of an unsuccessful office hysteroscopy in the
patient’s history for the next procedures. Also, the
use of HTRs and the need for analgesia requires fur-
ther studies.
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Abstract

Hysteroscopy is the gold standard for the diagnosis and treatment of endometrial polyps. For small polyps (less than
2 cm) minihysteroscopy can be performed in an office setting. Patients with polyps larger than 2 cm are usually re-
ferred for a standard resectoscope procedure in the operation room (OR) under general anaesthesia. Those patients
are exposed to longer hospital stay and possible complications of the anaesthesia. Furthermore, they usually have
longer contact with many medical staff members. Limiting the time of contact as well as the number of staff involved
in the procedure is particularly important during the COVID-19 pandemic. For this reason, minihysteroscopy in an of-
fice setting should be the first choice in every possible indication. We present the methods that may be useful for re-
moving even large polyps in minihysteroscopy. The advantages and disadvantages of every procedure are discussed.

Key words: hysteroscopy, polyp, minihysteroscopy, Cryoprobe, mini-resectoscope, Hysteroscopic Tissue Removal system.

Introduction

Endometrial polyps are among the most common
intrauterine pathologies. They can be found in both
pre- and postmenopausal women and can be asymp-
tomatic [1] or cause abnormal uterine bleeding (AUB)
or infertility [2]. Most of the polyps are benign pa-
thologies but in rare cases endometrial hyperplasia,
atypia, or even cancer can be found. Furthermore,
most of the uterine benign polyps will persist if left
untreated, while only small polyps (less than 5 mm)
may spontaneously regress [3]. For these reasons, pa-
tients with diagnosed uterine cavity polyps are usu-
ally offered a procedure to remove the lesion, with
a histopathological examination of the specimen.

The size and localization of the polyp are usually
evaluated before the procedure in transvaginal so-

nography (TVS) and, depending on the results, the
patient is scheduled for a particular kind of surgery.
For many years, the gold standard for the diagno-
sis and treatment of endometrial polyps has been
hysteroscopy [4]. Classic hysteroscopy is performed
using resectoscopes, which are usually 8-9 mm of
diameter. This kind of procedure requires OR and
general anaesthesia due to the necessity of painful
cervix dilatation. Thanks to the minimization of the
equipment and the introduction of the “no-touch”
technique called vaginoscopy, office hysterosco-
py can be successfully preformed in an outpatient
setting nowadays [5]. Initially, only diagnostic pro-
cedures were conducted without anaesthesia, but
nowadays a wide range of 5 Fr instruments also al-
low operative hysteroscopy to be performed in an
office setting [6]. The size and localization of the
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polyp are usually the criteria for choosing the ap-
propriate surgery method. Muzii et al. proposed an
algorithm for the treatment of endometrial polyps,
in which for small and non-fundal polyps a minihys-
teroscopic excision is preferable, while for polyps
> 2 cm or with a fundal implant, an operative resec-
toscopy appears to be the technique of choice [7].
Nevertheless, in the COVID-19 pandemic, the special
benefits of minihysteroscopy seem to outweigh the
disadvantages associated with the longer duration
of the procedure. For this reason, even polyps bigger
than 2 cm should be treated in an outpatient setting,
using hysteroscopes of 5 mm or less, if possible.

Aim

The aim of the review is to present the available
methods of removing large polyps using office mini-
hysteroscopy. Broadening the indication for office
hysteroscopic procedures is especially important in
the COVID-19 pandemic and may help to limit the
risk of transmission of the virus. We present the
techniques of the surgery using standard 5 Fr hys-
teroscopic tools, but also with newer devices: the
Hysteroscopic Tissue Removal System (HTRs), the
miniresectoscope, and the Cryoprobe.

Material and methods

A brief review of methods for removing large
endometrial polyps in office hysteroscopy was car-
ried out taking into account the authors’ extensive
experience in such procedures. The advantages and
disadvantages of every method were described ac-
cording to the current literature on the subject. The
authors also presented their own data on the use
of a new tool for minihysteroscopy — the Cryoprobe.

Results

A wide range of minihysteroscopes, about 5 mm
or less in diameter, is available nowadays, and all of
them are suitable for performing office procedures
without anaesthesia. Every kind of hysteroscope or
hysteroscopic tool has its specific advantages and
disadvantages. Choosing the best option for each
patient should be preceded by an evaluation of the
size, localization, and structure of the polyp, but also
the anatomy of the patient should be considered.
Additionally, in the COVID-19 pandemic, the epide-
miological aspects must be considered while qual-
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ifying the patient for a particular procedure. All the

available hysteroscopic devices and tools are pre-

sented in Table | and are discussed below.

1. Office operative minihysteroscopes with the Con-
tinuous Flow system and an operative 5-Fr canal
(approximately 1.6 mm). Usually oval in shape,
ideal for atraumatic insertion of the scope into the
cervix [8]. They are perfect for ‘see and treat’ pro-
cedures — the same tool is used for diagnosis and
treatment of the lesion. For polypectomy, various
available 5-Fr tools can be used in minihysteros-
copy, but not all of them are suitable for removing
big polyps.

Tools not useful for large polyps:

— mechanical tools: grasping forceps, scissors —
are not very useful for large lesions, because of
their delicate construction. These tools can be
easily broken during the procedure. Moreover,
excision of a large polyp and especially the ex-
traction of the material from the uterine cavity
can be very difficult using only mechanical tools.

—laser — diode lasers are used worldwide in
hysteroscopy. The authors have used mostly
a 1470 nm laser (Metrum Cryoflex, Poland) in
office hysteroscopy procedures since 2014. One
of the most important features of the 1470 nm
laser is the very high absorption of energy by
water. This makes it a very safe device to use
for precise contact vaporization of the uterine
cavity pathologies (Photo 1). Very low energy is
sufficient to achieve the effect of vaporization,
so the tool is safe for the patient. Nevertheless,
it is useful primarily for small lesions, because
of the long time needed for a complete vapor-
ization of a large polyp. Moreover, we can only

Table I. Devices and tools for minihysteroscopy

Device type Tool Useful for large
polyps
Office operative Mechanical tools %
minihysteroscope
Laser x
Electric tools v
Cryoprobe v
Hysteroscopic v
Tissue Removal
system (HTRs)
Mini-resectoscope v
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Photo 1. Vaporization of the uterine lesion with a 1470 nm laser in minihysteroscopy

treat unsuspicious lesions, because no tissue is shortens the duration of the hysteroscopic
collected for pathology examination [9]. procedure [12]. Moreover, some small polyps
Tools useful for large polyps: can be directly attached to the probe, twisted
— electric tools: bipolar electrodes, as opposed to during freezing, and extracted without using
monopolar ones, can be used with normal sa- any other hysteroscopic instrument (Photo 2).
line as a distending medium, reducing the con- 2. Hysteroscopic Tissue Removal systems (HTRs) —
sequences of fluid intravasation [7]. At present, tools based on the mechanical removal of intra-
this is the most popular and most widely used uterine lesions. In recent years, a few companies
tool for minihysteroscopic polypectomy. In the have developed tools of slightly different shapes,
case of large polyps, the slicing technique is but based on the same working rule. The tissue is
used: the polyp is cut into smaller parts —aslice sucked into the cutting window and cut into small
from the left side and a slice from the right side. fragments by a rotating blade. The system aspirates
Finally, the base of the polyp is cut off. Every the removed tissue, so there is no need to take out
slice is removed from the uterine cavity one by and insert the hysteroscope repeatedly. The treat-
one with the grasping forceps [10]. Taking out ment of large (over 20 mm) polyps with HTRs is
the fragments of a large polyp is sometimes the feasible and well tolerated in an office setting [13].
most difficult part of the procedure. Glandular When compared with bipolar electrical resection,
polyps are often delicate and the tissue tears HTRs are faster, have a higher success rate for com-
while being pulled with a grasper. On the other plete polypectomy, and require a shorter learning
hand, hard fragments of fibrous polyps are dif- curve [14]. In addition, the procedure is less painful
ficult to hold with the grasping tools, which can for patients than BE polypectomy [10]. The disad-
slide off the polyp surface, making their remov- vantage of the device is the relatively high cost and
al difficult, consequently prolonging the proce- the limited possibilities of excising lesions situated
dure. In some cases, cutting off the base before in the fundus of the uterus. Nevertheless, the in-
slicing the polyp can make the procedure less trauterine morcellator is gradually becoming more
painful for the patient, although cutting an un- popular in outpatient operative minihysteroscopy,
attached polyp is more difficult for the surgeon. also because of the short learning curve. HTRs are
— Cryoprobe — an innovative, reusable cryoadhe- also useful for the management of type 0 and type
sion probe, 4FR diameter, designed in our de- 1 submucosal myomas in the office setting, in con-
partment. The use of a low temperature at the trast to traditional resectoscopy, which requires
tip of the tool allows one to grasp and remove general anaesthesia [15] (Photo 3).
tissue fragments [11]. Because of its durabili- 3. Mini-resectoscopes — the smallest available con-
ty and strong connection with the tissue, also tinuous-flow resectoscopic systems, 16F diame-
large polyps/fragments can be easily removed ter. The technique of miniresectoscopic surgery
from the uterine cavity, which significantly involves a serial resection (slicing) of the polyp,
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Photo 2. Slicing the polyp with a bipolar electrode and removing fragments with a Cryoprobe

starting with its free end and advancing toward for the treatment of the submucosal myomas and
its base of implantation or, in the case of a pe- for the isthmoplasty procedures [17].

dunculated endometrial polyp, resection of the

pedicle and extraction of the polyp [16]. This type  Discussion

of hysteroscope is suitable for resection of large

polyps, even those situated in the uterine fun- Although it is generally believed that office hys-

dus or tubal ostium. The only problem for office  teroscopy is suitable only for polyps smaller than 2 cm,
procedures may be in removing of the slices from  Proper selection and application of one of the present-
the uterine cavity. Also, the circular profile of the — ed methods extends the indications for the procedure.
mini-resectoscope makes it more traumatic for In the COVID-19 pandemic, when for epidemio-
the cervical canal compared to the oval office Bet-  logical reasons minimal interpersonal contact and
tocchi continuous-flow operative hysteroscope.  minimal hospitalization time are required, minihys-
The in-office miniresectoscopy can be also used teroscopy performed in an office setting seems to be
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Photo 3. Hysteroscopic Tissue Removal system
polypectomy

the best option for patients with endometrial polyps,
also with large ones. Office hysteroscopies are usu-
ally performed by just one surgeon, with the assis-
tance of one nurse, and no hospital admission pro-
cedure is needed. For these reasons, the outpatient
setting is relatively safe for the patient as well as for
the staff. An additional advantage is no need for an-
aesthesia, so the anaesthetic team may be redirect-
ed to other departments of the hospital, where they
are essential. Office hysteroscopy does not require
the use of mechanical ventilation and has no impact
on the hospital’s Intensive Unit Care capacity [18].

Conclusions

For office polypectomy of large endometrial pol-
yps, mini-resectoscopes and hysteroscopic tissue
removal systems, as well as operative minihystero-
scopes, could be used. In minihysteroscopy, a slic-
ing technique with a bipolar electrode may be per-
formed. In the case of difficulties extracting large
tissue fragments, the newly introduced Cryoprobe
seems to be the best option. Each of the methods
described above has its specific applications, but
thanks to their mutual complementation, we are
now able to excise almost every lesion from the uter-
ine cavity in an outpatient setting [19].
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Hysteroscopy is a gold standard in 21*-century gynaecology for both diagnosis and treatment procedures of intrauterine
pathologies. Miniaturisation of the equipment and better techniques of performing this procedure allowed it to become the gold
standard. Nevertheless, hysteroscopy has its limitations, which is the size of the endometrial polyps or submucous myomas. We
have invented a new device for the 5Fr working channel hysteroscopes for possessing and resecting intrauterine structures: the
cryoprobe. The retrospective cryobiopsy study presented here was conducted at the Department of Gynaecology and Oncological
Gynaecology, Military Institute of Medicine in Warsaw, Poland, from October 2017 to January 2018. Its purpose was to assess the
usefulness of the new device in office hysteroscopy for the removal of polyps and myomas with a diameter over 10 mm. Thirteen
patients with an initial diagnosis of an endometrial polyp or submucous myoma were enrolled in the trial. All procedures took place
in day-surgery settings, with a total resection of the pathological intrauterine structure, without complications. The application of
the cryoprobe may enhance the usefulness of office hysteroscopy, without extending the procedure. The cryoprobe efficiency is still

under research in a bigger group.

1. Introduction

Hysteroscopy, thanks to which in the 19th century it was
first possible to see the inside of the uterus, is considered
a milestone in the development of modern gynaecology.
During the last 40 years, the dynamic development of
endoscopic technologies has revolutionised the diagnostics
of uterine cavity pathologies, thus enabling the performance
of very precise, sight-controlled procedures, according to the
principle “see and treat” [1]. Thanks to this, hysteroscopy
has gained the status of a gold standard in the diagnostics
and treatment of uterine cavity pathologies. Introducing
“ambulatory hysteroscopy” into ambulatory practice, using
hysteroscopes <5mm in diameter, of a continuous flow
system, and designing hysteroscopic tools of a miniature
size (scissors, graspers, vulsella, and forceps), allowed the
performance of such diagnostic and surgical procedures as

resecting polyps and myomas without the necessity of the
patient’s anaesthesia. The greatest limitation of these mini-
mally invasive procedures is the size of the resected structure
and the resulting difficulty in removing it from the uterine
cavity. The method of fragmenting the pathological structure
is extremely time-consuming, while using a hysteroscope of
a greater diameter results in a greater invasiveness of the
procedure and often requires anaesthesia. In many centres
studies are being conducted in the search of new tools
that would broaden the scope of possibilities of ambulatory
hysteroscopy. At our clinic we are developing and testing
a new tool that allows the resection of bigger endometrial
polyps and submucous myomas that uses low temperature.
The cryoprobe designed by our team is appropriate to be
used with a hysteroscope of a diameter of 4-5mm with
a working channel of 5Fr, and combines the functions of
grasping and resecting thanks to the use of low temperatures
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FIGURE 1: The patients’ pregnancies.

at the tip of the tool. This invention broadens the scope of
minimally invasive treatment of bigger polyps and myomas,
without a dilatation of the cervical canal for the classic 9mm
resectoscope or anaesthesia. The aim of the present paper
is to present this new tool—the cryoprobe—and provide a
preliminary assessment of its usefulness for resecting and
removing polyps and myomas over 10mm in diameter from
the uterine cavity.

2. Materials and Methods

This retrospective cryobiopsy trial study was conducted at
the Department of Gynaecology and Oncological Gynae-
cology, Military Institute of Medicine in Warsaw, Poland,
in the period from October 2017 to January 2018, and was
approved by the ethics committee of the hospital. At the
department, 1200 hysteroscopies are performed a year. We
enrolled patients aged 28 to 69 (mean age 44; SD: 11,45).
The initial diagnosis of a uterine pathology was based on
a transvaginal ultrasonography and clinical signs. In all
patients, the exclusion criteria were pregnancy, cervix neo-
plasia, active PID, and active severe menstrual bleeding. The
pregnancies and deliveries are shown in Figures 1 and 2. Two
patients were after menopause, and for one of them the main
indication for the procedure was abnormal uterine bleeding.
Only the youngest (aged 28) had hormonal treatment (oral
contraceptive pill). 9 out of 11 patients in the reproductive age
suffered from excessive menstrual bleeding.

In each patient, operative hysteroscopy was performed.
The hysteroscopy was performed in the proliferative phase of
the menstrual cycle; however, for patients after menopause
the day was irrelevant. Depending on each patients gynae-
cological conditions and preferences, the procedures were
performed with or without anaesthesia; the proportions are
presented in Figure 3.

The rigid hysteroscope, Karl Storz Endoscope, Germany,
with an oval profile and a width of 4mm or 5mm, was
used for all patients. The procedure was performed following
aseptic rules, without a disinfection of the vagina nor a
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FIGURE 2: The patients’ deliveries.
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FIGURE 3: Procedures with anaesthesia.

sterile cover, without using either a speculum or tenacu-
lum forceps—according to prof. S. Bettocchi's method [2].
After a visual inspection, the pathological structure was
resected with hysteroscopic tools—scissors, a grasper, or a
bipolar electrode (Twizzle type, Gynecare). Conventionally,
the resected structures were removed from the uterine cavity
with a grasper, preserved in 4% formaldehyde and transferred
to the pathology department for microscopic assessment.
Usually, when the resected structure is above 10mm in diame-
ter in the narrowest dimension, and a problem with removing
it from the uterine cavity occurs, we use the cryoprobe. The
cryoprobe (Figure 4) was designed based on an idea of Jacek
Doniec, our gynaecologist. It is manufactured by a company
with 25 years of experience in constructing and producing
cryogenic devices used in gynaecology, dermatology, oph-
thalmology, oncology, pain management, and surgery. It has
a 5Fr diameter and semiflexible straight probe and is 40cm
long and compatible with the Carl Storz Hysteroscope; and it
is very easy to use.
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FIGURE 4: The cryoprobe.

FIGURE 5: Metrum Cryoflex generator.

The cryoprobe has a CE mark in accordance with the
ISO13485 norm. It works with every type of universal
generator for cryotherapy manufactured by Metrum Cryflex
(Figure 5). The probe can be steam sterilized (121°C).

The mechanism that enables the operation of the cry-
oprobe is that an adhesive force is created on the tip of the
cryoprobe, according to the Joule-Thompson principle. Such
cryobiopsy allows removing larger fragments of tissue from
the uterine cavity, both hard and soft. A lower risk of bleeding
due to the haemostatic features of cryotechnology is another
asset here [3]. During the procedure, the pathological struc-
ture is attached to the pointy end of the electrode—either
after the structure has been resected or without a resection.
The adhesive force is managed by reducing the temperature
to -70°C, only at the tip of the electrode. This adherence
is created within a few seconds and lasts only during the
freezing stage. After connecting the tissue to the probe, the
hysteroscope is then removed with the probe and the attached
sample from the uterine cavity. Polyps, due to their flexibility,
usually squeeze easily through the cervical canal. However,
when myomas are resected, the surgeon needs to use more
force to remove the tissue from the uterine cavity. After a few
seconds of the defrosting stage, the tissue is easily separated

FIGURE 6: From the left: bipolar electrode, submucosal myoma, and
cryoprobe.

from the cryoprobe. If the removed structure is incomplete,
the hysteroscope is put back into the uterine cavity and the
procedure is repeated until the desired effect is achieved. In
the present study, all procedures where the cryoprobe was
used were performed by one endoscopist in the office setting
during a day-surgery.

3. Results

Tables 1 and 2 shows the study results divided into two
groups, according to the final diagnosis after the performed
procedures.

In total, 13 patients were included in the trial. In 3 patients,
the following submucosal myomas were resected with the
cryoprobe during the operative hysteroscopy procedure:

(i) 1 submucosal myoma, 10mm in diameter (ultrasound
and hysteroscopic assessment);

(ii) 2 submucosal myomas, 5mm in diameter each, and an
endometrial polyp;

(iii) 1 submucosal myoma, 20mm in diameter in hys-
teroscopic assessment (16mm in ultrasound examina-
tion), primarily classified as an endometrial polyp.

Figure 6 shows a submucosal myoma, 10mm in diameter, with
the cryoprobe on the right and the Twizzle bipolar electrode
on the left, to compare. The myoma was enucleated and
extracted from the uterine cavity in one piece, at a single
attempt, only with the use of the cryoprobe.

The cryobiopsy method was also applied in 10 patients
with an ultrasound finding that fulfilled the endometrial
polypus criteria. The polyps were assessed as above: 10mm
in diameter both in a transvaginal ultrasound and a hys-
teroscopic assessment. The widest polyp was 26x8x16mm in
the ultrasound, and almost the same size in the endoscopic
view. First, the polyps were resected with the Versapoint
electrode. Next, due to the impossibility of evacuating the
polyps using standard endoscopic equipment, the cryoprobe
was used. In 9 out of 10 procedures, it was enough to
perform a single attempt. Only in one patient the polyp was
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TABLE 2: Group of patients with submucous myomas.

USG assessment 10x8%9 mm

16 mm diameter

14x8 mm 15x16 mm

Hysteroscopic assessment 10 mm diameter

20 mm diameter

10 mm diameter 10mm, 5mm, 4mm diameter each

Final diagnosis Submucous myoma

Submucous myoma

Submucous myoma  Submucous myoma, endometrial polyp

removed in fragments. In one case the structure diagnosed
as a polyp during hysteroscopy was evaluated as a myoma
in the pathological examination. All patients with an initial
diagnosis of a myoma had the procedure performed in
general anaesthesia. In four patients with a diagnosis of an
endometrial polyp the procedure was carried out without
anaesthesia; the discomfort was tolerated by the patient, and
the pathological tissues were removed completely. All of the
hysteroscopies took place as a one-day procedure and caused
no complications, and the patients left the hospital on the
same day as the procedure.

4. Discussion

Cryoenergy has been used in medicine for a long time.
The standard application of it is to destroy pathological
tissue, for example, in uterine cervix cryotherapy [4, 5] or in
endoscopic spray cryotherapy for Barrett’s oesophagus with
dysplasia [6]. In 2009, the first bronchoscopic cryobiopsies
were described as an alternative to the classical bronchoscopic
biopsy with the use of forceps. Since then, several studies
have been conducted, mostly with similar promising results
in the diagnostic yield, complication rate, and safety. The
basic principle in this method is to create a low temperature
(around -70°C) at the end of the probe. During the freezing, a
strong adhesive force is produced. Thus, tissue firmly adheres
to the probe and is easy to collect. After a few seconds the
probe defrosts, the connection disappears, and the sample
is then separated from the end of the probe. Moreover,
removing the tissue fragments using the cryoprobe provides
a full hemostasis at the site where the tissue has been removed
[7]. The safety of the cryoprobe has also been confirmed in the
treatment of varicose veins in the shank—the cryostripping
technique [8]. Using low temperature at cryostripping of
varicose veins generates a force that is sufficient to remove
a vein vessel; moreover, it also provides a hemostasis of the
collateral vessels. Combining and adapting these benefits, we
have created the first tool to be used in minihysteroscopy that
allows pathological structures of a diameter over 10mm to be
resected in ambulatory conditions.

Minihysteroscopy as a method that is a gold standard
in diagnostics and treatment of uterine cavity pathologies
unfortunately also has its limitations [9]. The available tools
that are compatible with the hysteroscope with a working
channel of 5Fr often make the removal of bigger pathologies
from the uterine cavity impossible. For medium and large
endometrial polyps and small submucous myomas (below
20mm), the “slicing technique” allows a resection of the
pathology; however, it is very time-consuming and requires
experience. In such cases, according to the recommendations,
larger pathological structures should be removed using a
resectoscope [9]. In order to broaden the scope of possible

procedures in ambulatory minihysteroscopy, we proposed a
new tool using cryoenergy, described in the present paper.

As mentioned above, the use of a cryoprobe in hys-
teroscopy is a solution that enables a resection of larger
pathological structures, yet maintaining the minimal inva-
siveness of hysteroscopy. The adhesive force created by the
cryoprobe is sufficient to overcome the resistance of the
cervix and remove the resected tissue from the uterine cavity.
Moreover, with small submucous myomas, the cryoprobe
allows them to be totally enucleated from the uterus wall. It
is a less invasive alternative to the classical cervix dilatation
and using the 9mm resectoscope for small myomas; it is also
easier and faster than enucleating them with the standard
bipolar Twizzle tip electrode. The minimal invasiveness of the
procedure is especially crucial for patients at a reproductive
age, especially those who are treated due to infertility.

In the case of performing the procedure without a general
anaesthesia, using the cryoprobe allows the procedure to last
significantly shorter. What follows, the patient’s discomfort
related to the procedure itself is thus reduced, and the risk
of complications is lower. None of the patients who had
the procedure carried out without a general anaesthesia
reported strong pain discomfort, weakness, or dizziness after
the procedure. The discomfort reported by the patients was
typical for the procedure and was fully accepted by them.
Thus, in an attempt to minimise the invasiveness of the
procedures, the cryoprobe may prove to be useful in office
hysteroscopy [10].

The histopathological assessment of the material collected
using the cryoprobe took place according to the standard
histopathological schemas. During the analysis, no faults
in the quality of the samples provided were reported or
damage of the tissue other than with standard hysteroscopy.
The material collected using the cryoprobe was frozen only
for about a dozen seconds, and then it was preserved in
a formalin solution and transferred for routine histopatho-
logical assessment. The doctors examining the samples were
not informed about the use of the cryoprobe. Intraoperative
examinations are commonly carried out using the method
of freezing the samples, with a proven high sensitivity and
specificity [11]. However, the possibility and the quality of a
histopathological examination of samples collected using a
cryoprobe require further studies.

The progress in minimally invasive surgery using modern
technologies allows a treatment of patients that is almost
nontraumatic, in ambulatory conditions. In gynaecology,
especially in reproductive medicine, minihysteroscopy plays
a crucial role. Many studies have shown that the presence
of endometrial polyps or submucous myomas in the uterine
cavity is a cause of pathological uterine bleeding, infertility,
and obstetrical complications. [12]. Therefore, resecting these
pathological structures, regardless of their size, in a way that is



possibly least invasive, not traumatic for the cervix, and above
all, safe, is especially crucial. The cryoprobe created by our
team fills this technological gap, thus enabling a resection of
large pathological structures from the uterine cavity.

5. Conclusions

(i) The cryoprobe used during ambulatory hysteroscopy
may broaden the scope of possibilities of this tech-
nique by facilitating the resection of submucous
myomas and endometrial polyps of a diameter above
10mm from the uterine cavity and may shorten the
time of the procedure.

(ii) Further studies in a bigger group are required on the
safety and effectiveness of using the cryoprobe for
hysteroscopic procedures.

Data Availability

The data used to support the findings of this study are
available from the corresponding author upon request.

Conflicts of Interest

The authors declare that there are no conflicts of interest
regarding the publication of this article.

Acknowledgments

This work was supported by the Statutory Grant no. (433) of
the Military Institute of Medicine, Warsaw, Poland.

References

[1] A. Di Spiezio Sardo, S. Bettocchi, M. Spinelli et al., “Review

of New Office-Based Hysteroscopic Procedures 2003-2009,”

Journal of Minimally Invasive Gynecology, vol. 17, no. 4, pp. 436—

448, 2010.

S. Bettocchi, “New era of office hysteroscopy;” Journal of Mini-

mally Invasive Gynecology, vol. 3, no. 4, p. $4, 1996.

[3] R.J. Lentz, A. Christine Argento, T. V. Colby, O. B. Rickman,
and E. Maldonado, “Transbronchial cryobiopsy for diffuse
parenchymal lung disease: A state-of-the-art review of procedu-
ral techniques, current evidence, and future challenges,” Journal
of Thoracic Disease, vol. 9, no. 7, pp. 2186-2203, 2017.

[4] M. J. Khan and K. K. Smith-McCune, “Treatment of cervical
precancers,” Obstetrics & Gynecology, vol. 123, no. 6, pp. 1339-
1343, 2014.

[5] M. Kyrgiou, I. Tsoumpou, T. Vrekoussis et al., “The up-to-
date evidence on colposcopy practice and treatment of cervical
intraepithelial neoplasia: The cochrane colposcopy & cervical
cytopathology collaborative group (C5 group) approach,” Can-
cer Treatment Reviews, vol. 32, no. 7, pp. 516-523, 2006.

[6] N. J. Shaheen, B. D. Greenwald, A. E Peery et al., “Safety and
efficacy of endoscopic spray cryotherapy for Barretts esophagus
with high-grade dysplasia,” Gastrointestinal Endoscopy, vol. 71,
no. 4, pp. 680-685, 2011.

[7] E.R.Rubio, S. R.le, R. E. Whatley, and M. B. Boyd, “Cryobiopsy:
Should This Be Used in Place of Endobronchial Forceps

S

(10]

(11]

[12]

BioMed Research International

Biopsies?” BioMed Research International, vol. 2013, Article ID
730574, 6 pages, 2013.

P. V. Tisi, “Varicose veins,” BM]J Clinical Evidence, 2011.

S. Bettocchi, O. Ceci, R. Di Venere et al., “Advanced operative
office hysteroscopy without anaesthesia: analysis of 501 cases
treated with a 5 Fr. bipolar electrode,” Human Reproduction, vol.
17, no. 9, pp. 2435-2438, 2002.

G. Centini, L. Troia, L. Lazzeri, E Petraglia, and S. Luisi,
“Modern operative hysteroscopy,” Minerva Ginecologica, vol.
68, no. 2, pp. 126-132, 2016.

J. A. Ferreiro, J. L. Myers, and D. G. Bostwick, “Accuracy of
Frozen Section Diagnosis in Surgical Pathology: Review of a 1-
Year Experience With 24,880 Cases at Mayo Clinic Rochester;,”
Mayo Clinic Proceedings, vol. 70, no. 12, pp. 1137-1141, 1995.
American Association of Gynecologic Laparoscopists, “AAGL
practice report: practice guidelines for the diagnosis and man-
agement of endometrial polyps,” Journal of Minimally Invasive
Gynecology, vol. 19, no. 1, pp. 3-10, 2012.



MEDIATORS
INFLAMMATION

The Scientific Gastroenterology bl B Journal of .
World Journal Research and Practice Diabetes Researc Disease Markers

International Journal of

Endocrinology

Journal of
Immunology Research

Hindawi

Submit your manuscripts at
www.hindawi.com

BioMed
Research International

PPAR Research

Journal o.f
Obesity

Evidence-Based P
Stem Cells Complementary and N Journal of
International Alternative Medicine : Oncology

Journal of

Qphthalmology

Parkinson’s
Disease

Behavioural Al DS Oxidative Medicine and
NGUVO|Ogy Research and Treatment Cellular Longevity

Computational and
Mathematical Methods
in Medicine



https://www.hindawi.com/journals/sci/
https://www.hindawi.com/journals/mi/
https://www.hindawi.com/journals/ije/
https://www.hindawi.com/journals/dm/
https://www.hindawi.com/journals/bmri/
https://www.hindawi.com/journals/jo/
https://www.hindawi.com/journals/omcl/
https://www.hindawi.com/journals/ppar/
https://www.hindawi.com/journals/tswj/
https://www.hindawi.com/journals/jir/
https://www.hindawi.com/journals/jobe/
https://www.hindawi.com/journals/cmmm/
https://www.hindawi.com/journals/bn/
https://www.hindawi.com/journals/joph/
https://www.hindawi.com/journals/jdr/
https://www.hindawi.com/journals/art/
https://www.hindawi.com/journals/grp/
https://www.hindawi.com/journals/pd/
https://www.hindawi.com/journals/ecam/
https://www.hindawi.com/
https://www.hindawi.com/

Podsumowanie i wnioski

Zataczony cykl prac jest prezentacja wieloletniego doswiadczenia Kliniki Ginekologii
1 Ginekologii Onkologicznej] WIM-PIB w Warszawie w wykonywaniu histeroskopii w trybie
ambulatoryjnym, bez znieczulenia miejscowego ani ogélnego. Pierwsze tego rodzaju zabiegi
zostaly wykonane juz w 2003 roku, kiedy prof. Stefano Bettocchi zaprezentowal osobiscie
gtowne zalozenia techniki, sposob wykonywania waginoskopii oraz przeszkolil personel
lekarski 1 pielegniarski. Od tamtego czasu w Klinice Ginekologii i Ginekologii Onkologiczne;j
WIM-PIB zabiegi histeroskopii rutynowo przeprowadzane sa bez znieczulenia.

Wieloletnie doswiadczenia pozwolily na wysuniecie wnioskow dotyczacych
czynnikéw predykcyjnych warunkujacych mozliwos¢ wykonania zabiegu bez znieczulenia.
Najczestszg przyczyng braku mozliwosci ukonczenia histeroskopii jest stenoza kanatu szyjki
macicy oraz nasilone dolegliwosci bolowe [18]. Do najcze$ciej analizowanych w
pisSmiennictwie czynnikow wplywajacych poziom odczuwanego bolu w trakcie zabiegu
przeprowadzonego ambulatoryjnie naleza: $rednica histeroskopu, sposéb wprowadzania
histeroskopu, rodzaj medium uzytego do rozszerzenia jamy macicy [ 14], status menopauzalny,
przebyte porody drogami natury [19], a takze poziom leku przed zabiegiem i czas oczekiwania
na jego wykonanie [20]. W niniejszej rozprawie uwzgledniono wyniki badania, w ktorym
analizowano niektore z tych czynnikéw w populacji polskich pacjentek.

Pierwsza z zalagczonych prac przedstawia retrospektywng analize ok. 1300
histeroskopii wykonanych w latach 2013-2016. Zaleta tego badania jest duza ilos¢
analizowanych zabiegdw. Dodatkowo, wszystkie procedury przeprowadzone byly w
porownywalnych warunkach: w tym samym o$rodku, przy zastosowaniu tego samego sprzetu.
Analizowane zabiegi zostaty wykonane przez mata grupe doswiadczonych operatorow. W ten
sposOb pominigto wpltyw krzywej uczenia si¢ na jako$¢ histeroskopii. Jest to istotne dla
przeprowadzonej analizy, poniewaz inni badacze wykazali, iz do§wiadczenie operatora moze
wptywac na dolegliwosci bolowe odczuwane przez pacjentki w takcie zabiegu. Campo i wsp.
zauwazyli, ze dyskomfort zglaszany przez pacjentki podczas histeroskopii wykonywane;j
narzedziem o Srednicy ok. 5 mm jest mniejszy w przypadku, kiedy operator ma duze
doswiadczenie w tego rodzaju zabiegach [21]. Zalezno$¢ ta nie byla istotna statystycznie w

przypadku, kiedy uzyte zostaly histeroskopy o mniejszej Srednicy.

Innymi czynnikami, ktére moga mie¢ wptyw na mozliwo$¢ przeprowadzenia zabiegu
bez znieczulenia s3 m.in. zakres wykonanego zabiegu, wiek pacjentki, status menopauzalny
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czy przebyte porody drogami natury. W pracy skladajacej si¢ na cykl przedstawiono
retrospektywng analizg tych czynnikéw. Sposrod wszystkich uwzglednionych w obliczeniach
zabiegow (1274 histeroskopie), prawie 80% zostalo ukonczonych bez interwencji
anestezjologicznej, z akceptowalnym przez pacjentki poziomem dyskomfortu. Przy
uwzglednieniu zakresu wykonanej procedury odsetek ten wzrastat do ok. 84% dla zabiegéw
histeroskopowej biopsji endometrium, a dla histeroskopii diagnostycznych, w ktorych nie
pobierano materiatu do badania, siggal nawet 91%. Wyniki te sg poréwnywalne do danych z
piSmiennictwa, gdzie szanse na zakonczenie histeroskopii ambulatoryjnej bez interwencji

anestezjologa okresla sie na ok. 92-95% [22].

Rodzaj zabiegu

Najbardziej bolesne okazaly si¢ zabiegi wymagajace rozlegtego wyciecia lub
czg¢sciowe] resekcji endometrium. W tej grupie jedynie ok. 30% histeroskopii udato si¢
zakonczy¢ bez ingerencji anestezjologa. W pozostatych przypadkach, ze wzgledu na silne
dolegliwosci bolowe, konieczne byto wykonanie zabiegu w znieczuleniu ogdlnym.

Réwniez w przypadku zabiegow catkowitego lub czg¢sciowego wycigecia migsniakow
podsluzéwkowych znaczny odsetek pacjentek wymagal znieczulenia (odpowiednio 37% 1
39%). W badanej grupie wykonano 37 takich zabiegdw. Nalezy jednak zauwazy¢, ze w
przypadku mig$niakow macicy rola minihisteroskopii jest czgsto ograniczana jedynie do
diagnostyki poprzedzajacej resekcje migsniaka wykonang przy pomocy wigkszego narzedzia —
resektoskopu lub w ostatnich latach morcelatora wewnatrzmacicznego [23]. Czynnikiem
limitujacym rol¢ minihisteroskopii jest w tym przypadku bez watpienia rozmiar mig$niaka, a
takze jego typ 1 umiejscowienie [24].

W celu latwiejszej kategoryzacji migsniakow podsluzoéwkowych stworzono
trzystopniowy (0-1-2) system klasyfikacji adaptowany i1 rozszerzony przez Europejskie
Towarzystwo Endoskopii Ginekologicznej (European Society of Gynecological Endoscopy—
ESGE) i Miedzynarodowe Stowarzyszenie Ginekologow i Potoznikéw (International
Federation of Gynecology and Obstetrics — FIGO)[25,26]. Jest on oparty na ocenie polozenia
mig$niaka w $cianie macicy, gdzie typ 0 to mig¢$niak znajdujacy si¢ catkowicie w jamie macicy,
typ 1 jest uwpuklony do niej wigksza czescia, powyzej 50 % swojej objetosci, a typ 2 potozony
macicy [27]. Inny, opisany w 2005 roku system STEPW (angl. size, topography, extension of
the base, penetration, wall) [28] pozwala oszacowa¢ mozliwo$¢ wykonania catkowitej

histeroskopowej resekcji migsniaka na podstawie oceny przedoperacyjnej parametrow:
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srednicy migsniaka, jego potozenia w $cianie macicy oraz lokalizacji 1 rozleglosci zajecia
powierzchni $ciany macicy [29].

Histeroskopia ambulatoryjna moze by¢ z powodzeniem wykorzystana do usunigcia
migs$niakow typu FIGO 0. Juz w 2002r Bettocchi 1 wsp. zaproponowali metod¢ polegajaca na
pocigciu migsniaka na podtuzne fragmenty przed odcieciem jego szypuly. W ten sposob
mozliwe jest usunigcie jego fragmentdw z jamy macicy bez rozszerzania kanatu szyjki [30].
Najwigkszym wyzwaniem dla histeroskopii sag mig$niaki, ktorych wieksza czg$¢ znajduje si¢ w
$cianie macicy (typ FIGO 2). W przypadku wystepowania takich migsniakéw, catkowita
resekcja histeroskopowa moze okaza¢ si¢ niemozliwa u okoto 20 % pacjentek [28,29].
Opracowane zostaly rozne techniki zwigkszajace szanse na przeprowadzenie optymalnego
zabiegu w takich przypadkach. Jedng z nich jest przedstawiona w 2009 r. przez Bettocchi 1 wsp.
technika OPPIuM. Autorzy zasugerowali dwustopniowag procedurg, w ktoérej pierwszym
etapem byta histeroskopia ambulatoryjna z naci¢gciem endometrium i pseudo torebki mig$niaka
przy uzyciu elektrody bipolarnej Versapoint®. Po takim zabiegu wigksza czg§¢ migsniaka
migrowata do jamy macicy i méogl on by¢ bezpiecznie usunigty w drugim etapie, ktérym byta
resektoskopia przeprowadzona w warunkach Sali operacyjnej [31]. Technika ta zostata pdznie;j
wielokrotnie zmodyfikowana, m.in. przez zastgpienie elektrody laserem 1 rozszerzenie
pierwszego etapu o rozlegle oddzielenie mig¢sniaka od pseudotorebki. Umozliwiato to
zniszczenie naczyn odzywczych, niedokrwienie mig¢sniaka, ktére powodowato zmniejszenie
jego rozmiaréw przed kolejnym etapem [32,33]. W przypadku gleboko potozonych zmian
mniejszych niz 30 mm, metoda ta pozwala na kompletng resekcje migsniaka w dwoch
zabiegach ambulatoryjnych nawet u okoto 85% pacjentek. Inng metoda zwigkszajaca szanse na
jednoetapowa, kompletng resekcje miesniakow potozonych glgboko w $cianie macicy moze
by¢ zastosowanie srodzabiegowego, przezodbytniczego badania ultrasonograficznego [34].

Wielko$¢ migsniaka jest pojedynczym, niezaleznym czynnikiem wplywajacym na
mozliwos¢ jego kompletnej resekcji. Dotyczy to wszystkich typoéw migsniakdéw, rowniez
potozonych catkowicie wewnatrz jamy macicy. Bezwzglgdnym czynnikiem ograniczajacym
jest tutaj czas trwania zabiegu, ktory uzalezniony jest jednoznacznie od objg¢tosci usuwane;j
zmiany. Wedlug roznych autoréw, za gorng granic¢ srednicy mie¢sniakow, ktére mozna usungé
drogg histeroskopii ambulatoryjnej uznaje si¢ okoto 20 mm [30,35]. W tych przypadkach
zastosowanie techniki rozcinania mig$niaka pozwala uzyska¢ kompletng, jednoetapowsq
resekcje u okoto 60% pacjentek [36]. Do tej pory przedstawiono rézne sposoby pozwalajace na
rozszerzenie wskazan do tego rodzaju zabiegow w przypadku wigkszych mig$niakow.

Zaproponowano m.in. metode odcigcia mig$niaka 1 pozostawienia go w jamie macicy po
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pobraniu jedynie niewielkiego fragmentu do badania histopatologicznego [23,37]. Inni badacze
sugerowali zastosowanie nowych instrumentéw do przeprowadzania takich zabiegéow. Jednym
z nich byl miniresektoskop opracowany przez Giampietro Gubbini. Wykorzystanie tego
narz¢dzia umozliwito jednoetapowe wyciecie migsniakow typu FIGO 0 o $rednicy nawet do
30mm [38]. Podobny limit wielko$ci podawany jest dla zabiegow ambulatoryjnych z
wykorzystaniem wewnatrzmacicznych morcelatorow histeroskopowych [39].

Ciekawa alternatywa moze by¢ rOwniez zastosowanie opisanej w cyklu prac kriosondy
histeroskopowej. To prototypowe narzedzie od okoto 11 lat jest stosowane w Klinice
Ginekologii 1 Ginekologii Onkologicznej] WIM-PIB. Wsrdd dotychczasowych sposobow jego
wykorzystania znajduja si¢ takze procedury histeroskopowej miomektomii. Narzedzie to moze
by¢ z powodzeniem zastosowane w celu wyluszczenia drobnych migéniakéw typu FIGO 1-2,
a nawet FIGO 3. Sposob przeprowadzenia zabiegu zostal zaprezentowany na sesji video
podczas kongresu Europejskiego Towarzystwa Endoskopii Ginekologicznej - 25th Annual
ESGE Congress, w Brukseli. Przeprowadzenie tego zabiegu mozliwe jest dzigki specjalnej
budowie sondy. Jej koniec jest zaostrzony, co utatwia wprowadzenie sondy do tkanki mig$niaka
przed uruchomieniem mrozenia, a nastgpnie silne zwigzanie chtodzonej koncowki sondy z
tkankg. Umozliwia to mechaniczne oddzielenie tkanki mig$niaka od pseudotorebki, bez
konieczno$ci zastosowania energii elektrycznej. Dodatkowa zaletg jest ulatwienie usunigcia
tkanki mig$niaka z jamy macicy. Poprzez silne zwigzanie uwodnionych tkanek z sonda,
mozliwe jest ewakuowanie nawet duzych fragmentow tkankowych bez koniecznos$ci zmiany
narzedzia.

Do tej pory nie stwierdzono wyzszosci zadnej ze stosowanych metod
histeroskopowego wycigcia mig¢sniaka. Nalezy pamigtaé, Zze najwazniejszym elementem
podczas wyboru odpowiedniej metody leczenia jest wlasciwa diagnostyka przed zabiegiem i

odpowiednia kwalifikacja pacjentki [40].

Polipy endometrialne sg jedna z najczesciej wystepujacych patologii jamy macicy. W
wielu przypadkach wykrywane sg one w trakcie zabiegu histeroskopii przeprowadzonego z
powodu nieprawidlowego obrazu endometrium w badaniu ultrasonograficznym. Dostgpne
obecnie histeroskopy pozwalaja w wiekszosci przypadkéw usungé zmiang w czasie tego
samego zabiegu, zgodnie z zasada ,,uwidocznij i lecz” (angl. ,see and treat”) [6,41].
Przeprowadzenie takiego zabiegu jest w wigkszosci przypadkow mozliwe w warunkach
ambulatoryjnych. W przedstawionej w cyklu pracy zabiegi wyciecia polipdéw jamy macicy

stanowily ok. 50% wszystkich histeroskopii wykonanych w Klinice Ginekologii 1 Ginekologii
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Onkologiczne] WIM-PIB w analizowanym okresie. W naszym osrodku odsetek zabiegow
resekcji polipow endometrialnych wykonanych bez znieczulenia wynosit okoto 76%.

Podobnie jak w przypadku migéniakéw, czynnikiem limitujagcym mozliwosé
wykonania zabiegu bez znieczulenia jest wielko$¢ polipa. Badacze nie sg zgodni co do wymiaru
stanowigcego gorng granice mozliwosci histeroskopii ambulatoryjnej. W zaproponowanym
przez Muzzi i wsp. algorytmie zasugerowano kwalifikacj¢ do operacyjnej resektoskopii
przeprowadzanej w znieczuleniu wszystkich pacjentek z polipami > 2cm lub umiejscowionymi
w dnie macicy [42]. Publikacja zawarta w cyklu prac przedstawia autorskg analize narzedzi
histeroskopowych umozliwiajacych usuwanie polipow endometrialnych wigkszych niz 2cm,
bez koniecznosci znieczulania pacjentki.

W przypadku podejrzenia duzego polipa w jamie macicy, korzystne wydaje si¢
zastosowanie jednego z ponizszych narzgdzi w czasie histeroskopii ambulatoryjnej [43]:

- minihisteroskop operacyjny 5 mm z ciggtym przeplywem i kanalem roboczym 5-Fr

- miniresektoskop o $rednicy ok. 5 mm

- histeroskopowy morcelator mechaniczny, tzw. shaver (HTRs - Hysteroscopic Tissue Removal
system).

Sposrod wymienionych wyzej narzedzi najczeSciej wykorzystywany  jest
minihisteroskop z cigglym przeplywem ptynu i kanalem roboczym. Wystepuje on w réznych
rozmiarach, ktére zaleza m.in. od $rednicy zastosowanych optyk histeroskopowych. W
przypadku duzych polipéw zaleca si¢ zastosowanie histeroskopu o srednicy okoto 5 mm (np.
Office Continuous Flow Operative Hysteroscope, size 5, Karl Storz, Tuttlingen, Germany), aby
poprawi¢ wizualizacj¢ 1 ulatwi¢ usunigcie wigkszych fragmentéw tkankowych z jamy macicy.
W celu usunigcia polipa mozna uzy¢ jednego z wielu dostepnych narzedzi histeroskopowych,
ktore wprowadzane sg do jamy macicy przez kanat roboczy. W przedstawionej w cyklu pracy
wyszczegolniono narzg¢dzia, ktére wedlug autoréw sg najodpowiedniejsze w przypadku duzych
polipéw jamy macicy:

- narze¢dzia do odcinania polipéw i ich rozkawatkowania - wykorzystujace energi¢ elektryczna:

— elektrody monopolarne, ktorych zastosowanie wymaga medium nieelektrolitowego,
takiego jak 5% mannitol, 3% sorbitol czy 1,5% glicyna  [6],

— elektrody bipolarne, najczesciej stosowane w histeroskopii operacyjnej. W przypadku

uzycia tych elektrod mozna zastosowa¢ medium elektrolitowe, np. 0.9%roztwor NaCl.

Podczas wycinania bardzo duzych zmian, konieczne moze by¢ zastosowanie techniki

rozkawatkowania polipa (angl. slicing technique), czyli przeciecie go wzdtuz po prawe;j
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1 lewej stronie przed odcigciem jego szypuly. Nastepnie fragmenty polipa usuwane sg
po kolei z jamy macicy [44],
- narzedzia stuzace do usuwania fragmentéw polipow z jamy macicy:

—  kriosonda histeroskopowa — wielorazowe narzgdzie o $rednicy 4F, ktorego zasada
dziatania opiera si¢ na obnizaniu temperatury koncowki sondy przy pomocy ciektego
azotu. W ten sposob koncowka moze silnie wigza¢ si¢ z fragmentami tkankowymi i

tym samym usprawnic¢ ich usunigcie z jamy macicy [45].
- kulociag histeroskopowy 1 kleszczyki typu grasper uznane zostalty przez autoréw za
narzedzia o mniejszej przydatnosci w trakcie usuwania rozfragmentowanych polipow
endometrialnych. Tkanka polipa jest czesto krucha i tatwo przerywa si¢ w trakcie

ekstrakcji z jamy macicy.

Innym narzedziem majacym zastosowanie podczas zabiegdw usuwania duzych
polipow jest miniresektoskop o $rednicy 16F (okolo 5 mm). Jest to mniejsza wersja
stosowanego od dawna resektoskopu, ktéra ze wzgledu na swoja niewielka $rednice, moze by¢
uzywana podczas zabiegéw przeprowadzanych bez znieczulenia. Juz w 2009 roku
Papalampros 1 wsp. opisali uzycie tego typu resektoskopu w warunkach ambulatoryjnych z
wykorzystaniem dostepu waginoskopowego do jamy macicy [46]. Bezpieczenstwo i korzysci
wynikajace z zastosowania miniresektoskopu potwierdzili rowniez inni badacze. Dolegliwos$ci
bolowe uniemozliwiajace ukonczenie zabiegu zgtasza okoto 3,8% pacjentek [47].

Réwniez rdéznego rodzaju histeroskopowe morcelatory wewnagtrzmaciczne,
mechaniczne systemy usuwania tkanek, tzw. shaver, maja zastosowanie w przypadku
zabiegdw bez znieczulenia [48]. Niewatpliwa zaleta tych systemow jest brak konieczno$ci
wyjmowania ich z jamy macicy w celu usuwania fragmentow tkankowych. Dodatkowo,
rozkawatkowanie polipa umozliwia wycigcie nawet bardzo duzej zmiany podczas jednego
zabiegu. W pordéwnaniu z uzyciem elektrody bipolarnej, zastosowanie morcelatorow
wewnatrzmacicznych skraca czas zabiegu i1 zmniejsza odczuwanie bolu przez pacjentke [49].
Ryzyko ponownego pojawienia si¢ polipa w ciggu roku obserwacji jest poréwnywalne dla obu

metod [50].
Poza zakresem wykonanego zabiegu, réwniez historia potoznicza i inne dane

medyczne pacjentki moga mie¢ zwiazek z mozliwo$cig przeprowadzenia zabiegu histeroskopii

bez znieczulenia. W pracy bedacej czgscia cyklu analizowane byty rowniez te czynniki.
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Najwazniejszym czynnikiem wpltywajacym korzystnie na przeprowadzenie
histeroskopii ambulatoryjnej byt przebyty przez pacjentke pordd drogami natury. Podobne
whnioski zostaty wysunigte rowniez przez innych badaczy [21]. W naszej analizie porod sitami
natury w wywiadzie zwickszal szanse na ukonczenie histeroskopii bez znieczulenia o okoto
20%. Dane te s3 zbiezne z podanym przez de Carvalho i wsp. okoto 30% zmniejszeniem
dolegliwos$ci bolowych w trakcie histeroskopii u kobiet po PSN [51].

Nie wykazano istotnych statystycznie réznic w przypadku statusu menopauzalnego
pacjentki, jednak analizujac rozne zakresy przeprowadzonych procedur, w wigkszos$ci z nich
kobiety po menopauzie lepiej tolerowaty dolegliwosci w trakcie zabiegu. Wnioski te sg
sprzeczne z przedstawionymi przez Coimbra i wsp. w 2023 roku, ktorzy sugeruja, ze
menopauza jest jednym z czynnikow predykcyjnych ztej tolerancji zabiegu [52]. Analizujac
dostepng literature, nie udato si¢ do tej pory jednoznacznie okresli¢ zaleznos$ci odczuwanego

bolu od statusu menopauzalnego pacjentki [53].

Whioski

Histeroskopia bez znieczulenia (ambulatoryjna) jest bezpieczng i skuteczng metoda
diagnostyki 1 leczenia patologii kanatu szyjki 1 jamy macicy. Niewatpliwg zaletg tej procedury
jest mozliwo$¢ diagnozowania i jednoczesnego leczenia tych nieprawidtowosci (angl. ‘see and
treat’ procedure) [6].

Istnieje wiele potencjalnych czynnikow wptywajacych na przebieg zabiegu
histeroskopii bez znieczulenia. Sposrdéd analizowanych w niniejszej rozprawie, kluczowy
wydaje si¢ by¢ zakres przeprowadzonej interwencji zabiegowej. Najwicksze szanse na
powodzenie maja histeroskopie diagnostyczne, histeroskopowe biopsje endometrium oraz
zabiegi wycigcia polipéw kanatu szyjki 1 jamy macicy. Najwigce] pacjentek wymagajacych
znieczulenia bylo za§ w grupie poddanej zabiegowi rozleglego wyciecia blony sluzowej macicy
lub wycigcia mig$niaka macicy. Wieksze szanse na powodzenie histeroskopii ambulatoryjne;j
maja kobiety z przebytymi porodami drogami i silami natury w wywiadzie. Status
menopauzalny wydaje si¢ nie wptywac na poziom odczuwania dyskomfortu podczas zabiegu,
chociaz w przedstawionym badaniu kobiety po menopauzie lepiej tolerowaty przebieg
histeroskopii.

Rozszerzanie zakresu wskazan do histeroskopii ambulatoryjnej zwigzane jest z
koniecznos$ciag wyboru odpowiednich narzedzi do wykonania zabiegu. W przypadku wycinania
duzych polipow endometrialnych warto rozwazy¢ zastosowanie histeroskopdéw o Srednicy

okoto 5 mm oraz wykorzystanie elektrody bipolarnej do wycigcia zmiany. Przedstawiono
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rowniez korzys$ci wynikajace z uzycia prototypowej kriosondy histeroskopowej w celu
usunigcia tkanki polipa z jamy macicy. Alternatywa moze by¢ zastosowanie mechanicznego
morcelatora wewnatrzmacicznego lub miniresektoskopu. Narzedzia te moga by z
powodzeniem uzywane w trakcie zabiegdw bez znieczulenia. Zgodnie z Rekomendacjami
Polskiego Towarzystwa Ginekologow i Potoznikow, do zabiegéw histeroskopii w warunkach
bloku operacyjnego powinny by¢ kierowane pacjentki ze zmianami wewnatrzmacicznymi
wymagajacymi zaawansowanych procedur operacyjnych, ze stenoza kanatu szyjki macicy, ze
wspoltowarzyszacymi schorzeniami zwigkszajacymi ryzyko powiktan, z ograniczong
ruchomoscig macicy oraz pacjentki, u ktorych przerwano zabieg ambulatoryjny z powodu
silnych dolegliwos$ci boélowych [6].

Pomimo przeprowadzenia wielu badan dotyczacych czynnikéw predykcyjnych
wykonania histeroskopii bez znieczulenia, nie zawsze mozliwe bedzie przewidzenie reakcji
pacjentki na zastosowane leczenie zabiegowe. Z uwagi na subiektywno$¢ odczuwania bolu,
istotne sa rowniez pozamedyczne czynniki wptywajace na jego nasilenie. Ich omdwienie
wykracza poza ramy niniejszego opracowania i stanowi temat badan przeprowadzanych
obecnie w Klinice Ginekologii 1 Ginekologii Onkologicznej; WIM-PIB.

W podsumowaniu nalezy podkresli¢, ze histeroskopia ambulatoryjna powinna stac si¢
podstawowg metoda diagnostyki i leczenia patologii jamy macicy réwniez w warunkach
polskich. Niezwykle istotne wydaje si¢ wiec propagowanie wiedzy dotyczacej tego rodzaju
zabiegdw wsrod lekarzy, jak 1 wsrod pacjentek. Pozwoli to obnizy¢ koszty leczenia patologii
jamy macicy, jednoczesnie zwigkszajac bezpieczenstwo pacjentki i ograniczajagc mozliwos¢

wystapienia powiktan.
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