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Introduction

Visualizing the uterine cavity was the desire ottdes for a long time. In 1866
Panteloni examined the nasal cavity of a woman3agedars later described his examination
with postmenopausal bleeding. He found an intrangepolyp and managed to cauterise it
with silver nitrate. This was the first documentiegsteroscopy, not only diagnostic, but
operative as well. Development of hysteroscopy stdpfor decades. In 1907 Charles David
described using a cystoscope with an internal lgghirce and lens system to examine the
uterine cavity, and in 1925 Rubin used £Or distension. The first flexible hysteroscopes
were designed by Mohri in 1971, but the qualitythed image was poor compared with those
obtained by rod lens system designed by Hopkins.

At the early 1980s for diagnostic procedure 4 mm lens system scope and total
diameter of 5 mm simple sheath was used. Insedi@peculum and grabbing the cervix by
tenaculum was part of the routine procedure. Tadattte pain related to the application of
the tenaculum and the traction of the cervix gdndoaal or paracervical anaesthesia was
used. According to the technical opportunities Kla€ digital camera) the reliability of the
procedure was strictly related to the gynaecoltiekperience. Hysteroscopy brought
revolution to the gynaecology, making it possibdediagnose and treat local intrauterine
pathologies without abdominal operation. In mangesahysterectomy could be avoided. In
gynaecologists every day work up diagnostic hystwpy became “gold standard” method in
short time. Instead of traditionally performed D&ysteroscopy was used to evaluate and
treat submucosal fibroids, polyps, adhesions apthkdefects.

In Hungary first hysteroscopies were describeddg4l



New technologic improvements made it possible ®itg an outpatient setting at the
beginning of the 1990s. New scopes were introdweaigldl a diameter less than 3 mm, total
diameter less than 5 mm. Cervical dilation was netessary for the insertion of the
instrument, so the procedure was painless. Witbpatating theatre, general anaesthesia, the
hysteroscopy could be performed in an outpatietiinge Images were recordable, could be
projected, which made the opportunity for off-lic@nsultation and education.

According to the instrumental developments new waghwere published in the usage
of hysteroscopes. Saline was used instead of theaS@he distension material. Thanks to the
new method named ,no touch” technique the use@tgeculum and tenaculum is no longer
necessary. Diameter of the scope is less than 3amdhthe outer diameter is less than 4 mm.
The vaginal cavity can be distended by introducengdistension medium. By gentle
movements under visual control scope can be irdént@ugh cervical canal into the uterine
cavity without using traction, grabbing and diladat of the cervix. The experienced
discomfort associated with the traditional approdaohthe uterus has been definitively
eliminated. During the traditional procedure, thesinfrequent complication is uterine
perforation. Using the outpatient method, perforatiate can be reduced radically, because
blind mechanical dilatation is not needed and tiseiition happens under visual control.

For office hysteroscopy anaesthesia is not neetthedefore no previous laboratory
tests, anaesthesiological consultation would beleweeither. It can be performed in an
outpatient setting, so operating theatre, hospdatibn is not required. Diagnosis and
operation of deformities hysteroscopically in arficgf setting is a fact that decreases
considerably the costs, strain, and time of thecgulares which both the patient and the
physician benefit from.

Indications of the new and the traditional methads the same, mostly infertility,

abnormal uterine bleeding, recurrent miscarriagejntrauterine pathology suspected by



transvaginal sonography. Advantage of office wagxamining the background of abnormal
uterine bleeding is that no supplementary teseeded. It can be performed even during the
routine gynaecological examination. During the ntifiey work-up outpatient method can be
used more frequently, because there are no sidetgff{cervical insufficiency, miscarriage,
preterm delivery) caused by the cervical dilatation

Contraindications are the same as well. Hystergssbpuld not be performed in case
of unfamiliarity with equipment, instruments, oclaique, lack of appropriate equipment, or
staff's familiarity with the equipment. Contrainditons include acute pelvic inflammatory
disease, pregnancy. Previously genital tract maligg contraindicated the examination
because of the dissemination of cancer cells. Aliogr to some publications the
dissemination is not correlated with worse progsiosnd at the same time hysteroscopy has a
role in precise diagnostic and treatment of maligya

By performing office hysteroscopy these intrauteriesions can be diagnosed:

Polyp

Endometrial polyp — which is hyperplasia of the ddamembrane, covered by
epithelium — can be found in many cases of abnoruatatine bleeding. Incidency is
increasing by age, most of them can be diagnostst afienopause. Risk factors for
endometrial polyp can be obesity, hypertension diadbetes. Density of progesteron and
oestrogen receptors is higher compared to the n@ntemetrium.

Adenomyosis

Adenomyosis is a special type of endometriosis ¢eretriosis interna). It is a benign,

oestrogen-dependent lesion, where ectopic endahetissue can be found in the

myometrium.



In the diagnostic procedure hysteroscopy and tedgdtiopsy of the uterine wall is
important. Hormonal and surgical therapy can beliegppaccording to the severity and
localization of the lesion.

Fibroid

Fibroids are myometrial, monoclonal, benign tumofsnuscular wall of the uterus
occurring mainly between the ages of 35-50. Duprggnancy, hyperoestrogenos status can
be found in 0.1-5 % of patients. According to dsdlization, we have seubserous, intramural

and submucosal types.

Malignancy and hyperplasia

Endometrial carcinoma can be diagnosed mostly stnpenopausa. The incidence of
it is increasing by the age.

During hysteroscopy differentiation of the intrairtelesion can be achieved by the
visualization or the targeted biopsy. During thisqedure small lesions can be resected, as
well.

Precise classification and differentiation of skessesions (polyp, fibroid) can be
difficult. Evaluation of vascularisation of the arduring ultrasound examination helps in this
procedure, but the exact diagnose can be achieyetiidtological examination. These
pathological changes stand in many cases at thgytmamd of infertility, abnormal uterine
bleeding, or recurrent miscarriage.

Infertility can be diagnosed in cases with unprtgdcsexual intercourses for one year

without conception.

Incidence of infertility has been decreasing fastpyears and it affects 15% of
couples. Investigating the background, female, nfedéors can be found in 40%-40% and

common reason can be found in 20% of cases. Ascglogist, we can face organic and



functional female factors. As first step gynaecaabexamination is recommended, followed

by special hormonal, endocrine, immunological exations.

Organic factors can be divided into two groupsrauaterine pathology and tubal
pathology. Evaluation of uterine cavity can be ngguhby ultrasonography (HyCoSy) or by

X-ray (HSG). Both of them are indirect methods.

,Gold-standard” method of evaluating uterine cavayhysteroscopy. Traditionally
this procedure is done under anaesthesia in araipgiroom. During the examination shape
of the uterine cavity, tubal ossia, endometriumeraluated. The costs of this procedure are

high, because of the costs of the operating rotuif, &nd the hospitalization.

Abnormal finding can be endometrial polyp that defs uterine cavity that can cause

infertility or miscarriage. Polyps should be regetindependently their sizes and numbers.

Fibroids, myometrial benign tumors have subserosdtamural and submucosal
types. Submucosal and intramural types that defouwtesine cavity can stand in the
beckgraound of infertility and miscarriage. Tranoeal resection of these fibroids can be

performed during traditional hysteroscopy.

Fusional or absorbtional defects of the Mulleriahes can lead to uterine anatomical
problems that cause recurrent miscarriage, but akoimfluence fertility. Diagnose and
operation of these malformations is safer and fassing hysteroscopy compared to the

traditional laparotomy.

Having intrauterine operation in the history we ctace intrauterine adhesions
(different severity of Asherman syndrome) in maages that can stand in the background of

infertility. Hysteroscopic adhesiolysis is one bétmost difficult intrauterine operations. By



laparoscopic assistance the precise localizatiothe@fysteroscope can be helped in severe

cases.

For treatment of the adhesions that formed aftérirerine operation, diagnostic
hysteroscopy with adheiolysis is optional, whicim d&e performed every 2-3 weeks till no

adhesions can be found.

Many types of classification of intrauterine lessamere described before that stand in
the background of recurrent (3 or more consequeisiarriage. To standardize the categories

ESHRE/ESGE made a consensus in the year of 20bh3aitost 90 members included me.

Surgical treatment of septated uterus happeneditmaally by laparotomy. Technical
development brought the chance for performing gpatomy by hysteroscopy, even without

anesthesia on office setting.

Tubal dysfunction is a leading factor in femaleemifity. Laparoscopy dye is the gold
standard to detect tubal patency, but hysterosgdgiraphy (HSG) and hystero-contrast-
sonography (HyCoSy) are also widely applied. Usififce hysteroscopy guided selective
chromopertubation (OHSC-SPT) we aimed to develogess invasive effective and

reproducible method, which can be performed in@patient setting without anesthesia.

Vaginoscopy is a well-known method in adolescemaggology for examination of
recurrent vaginal discharge, vaginal bleeding. Ysoffice hysteroscope is having the
advantage of the saline distension and digital camBue to the small diameter, the
examination causes less pain. Distending the vagitiasaline visualization is better. With
the digital camera the examination can be recordethived and used for latter discuss or

teaching.



For searching “lost” IUDs curettage was used befblgng office hysteroscopy it is

easier to find the device and targeted it is mdfieient the removing.

Sterilization is performed world-wide via laparopgo During office hysteroscopy
tubes can be blocked (Essure) in an office settiitigout anesthesia. Without anesthesia and

operating theatre the costs of the procedure calebeased.

During infertility work-up functional and organi@thologies should be examined.
Evaluation of uterine cavity was performed by saapyy before. After some failed cycles
HSG or traditional hysteroscopy was suggested. é2sed cost of office hysteroscopy gives
the option for low strain and cost method for easihg uterine cavity even before the first

cycle.



Objectives

These were the aims of the study:

1.

Introducing the new examination procedure in Hupg&etting experiences during
the usage of office hysteroscopy.

Evaluating the experienced pain during the proceedth the help of VAS. Verifying
the fact, that it can be performed in an officdisgtwithout anaesthesia. Evaluating
the effect of parity, menopausal status, type efitistrument on the level of pain.
Comparing my results of office hysteroscopy to tteta found in international
publications.

Comparing the accuracy of evaluating tubal patehayng office hysteroscopy to the
gold standard laparoscopic operation.

According to the results assessing the importamagfice hysteroscopy in infertility

work-up.
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Materials and methods

Examinations were performed between 01.05.200834ntl2.2011, at the University
of Debrecen Medical and Health Science Center, eeat of Obstetrics and Gynecology.
Results of 400 examinations analysed statistic@lffice hysteroscopy was performed for the
well-known indications such as abnormal uterineelieg, infertility, recurrent miscarriage,
and lost intrauterine device (IUD). Contraindicasovere pelvic inflammatory disease (PID),
pregnancy, cervical malignancy, and profuse blegdirhese factors were ascertained via

routine gynecological examination.

All examinations were performed between tHeaid the 11 cycle days by the same

physician. Previous blood tests, anaesthesiologissultation were not needed.

A rigid 30°, 2.7-mm optic (EMD Hungary) was usedfhwa 3.7-mm outer diameter
diagnostic and a 5.5-mm outer diameter operatieatbhwith a working channel. For the
distension, normal saline was used at a contrgtedsure of 60-80 mmHg. Through working
channel catheter, bipolar electrode, grasping fima@an be inserted. Diagnostic or operative
procedures were used as required. 150 W halogkhdaurce was used. Digital camera was
connected to the scope, so recording of image#f-tine consultation could be carried out.

The modified ,no touch” technique [Bettocchi et 4R97] was applied, using a
speculum but no tenaculum in dorsal lithotomy posit The speculum was acceptable for
patients as a part of a general gynecological exation, and provided an opportunity for
thorough disinfection. Scope was inserted withaaisging and dilatation of cervix, so any
kind of general or local anaesthesia is not neetled.duration of the procedures ranged from
1 to 8 minutes (diagnostic, 1-5 minutes; operat®48, minutes). Pain scoring by the patient

on a Visual Analog Scale (VAS) was recorded. TheSviRas a 10-cm printed horizontal line
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with major and minor tick marks at each cm and mespectively, representing a linear
continuum from no pain at all (left end, numeriduea0) to maximum pain (right end,

numeric value 10); patients were asked after thmcquure to place a mark across an
unmarked VAS using a pen, at the point they felshoonsistent with their experienced pain

level. Value less than 4 means painless intervenbetween 5-7, mild pain and value above

8 indicate severe pain.
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Results

1. Evaluating the experienced pain during office hyst®scopy

During a prospective study in 70 cases level ofdakperienced pain were recorded.
Patients were selected in three main groups: raubigs premenopausal (nulliparous), non-
nulliparous premenopausal (non-nulliparous), and-maliparous postmenopausal. Non-
nulliparous patients had at least one delivery hie fanamnesis, in reproductive age.
Postmenopausal patients were at least one yeanthabheir last menstruation. Each main
group was divided into diagnostic and operative gsoilpps according to the type of
procedure. Ten cases were included in each bubuHhparous-diagnostic group where we
had 20 patients, because most of the procedures penformed upon the indication of
infertility. The patients’ mean age was 41.1 yeditse mean (SD) pain scores in the groups
were: nulliparous-diagnostic, 3.4 (1.27); nullipaseoperative, 3.5 (0.85); non-nulliparous-
diagnostic, 3.27 (0.65); non-nulliparous-operati¥, (1.07); postmenopausal-diagnostic, 3.4
(0.84); and postmenopausal-operative, 4.2 (0.92¢. dverall mean (SD) pain score of the 70
patients was 3.51 (1.01). One-way ANOVA produceden@ence of a significant overall
pain score difference between the groups (p = 0.36& mean pain score in postmenopausal
patients with an operative procedure was highernbypairwise difference formed with any
of the remaining groups was significant. The seyeaf experienced pain was not proven to
be affected by menopausal status, parity, or tyjpprocedure. In light of our results we
postulate that the pain score differences obsemayglhave been due to personal variability in

pain tolerance.
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2. Application of office hysteroscopy in gynaecolagal practice

On the basis of the favourable results of the fatdy | performed 400 office
hysteroscopy between 01.05.2008 and 31.12.201393ncases examination was successful.
In 5 cases (0.012%) insertion of the instrumenicoot be carried out. These interventions
happened at the beginning of the learning curve. the indication of infertility 226
examinations were performed. Indication was abnbuterine bleeding in 90 cases, in 41
cases suspected intrauterine pathology by sonograpt27 cases recurrent miscarriage and
in 10 cases lost IUD. The patients’ mean age was y3¥ars.

Patients’ mean age was 33.2 years, that have unmueigysteroscopy for indication of
infertility (56% of examinations). Any kind of previously retspected pathology was found
in 79 cases (35%). In 29 cases result of hystepysa@s polyp, in 11 examinations fibroid
were found. In 26 cases septum (in one case filabide same time, too), in 10 cases arcuate
uterus was diagnosed. Endometrial pathology wasdan 5 cases (in one case fibroid at the
same time, t00).

Patients’ mean age was 42.8 years, that have unmueigysteroscopy for indication of
abnormal uterine bleeding (23% of examinations). Examination ended with pesiresult in
64 cases (71%). Hysteroscopic finding was polyp38) fibroid in 18, septum in 5,
endometrial abnormality in 5 and retained placetidalie in 3 cases.

Intrauterine abnormality suspected by sonograplicated hysteroscopy in 41 cases
(10%). These patients’ mean age was 52.3 yeargiteesf the sonographic findings in 9
cases hysteroscopy verified no pathology. Polyp thasdiagnose in 21 cases, fibroid in 4,
uterus duplex in 3, adhesions in 2 cases. In ose lo@psy verified adenocarcinoma.

Office hysteroscopy has been performed to exaniimee blackground of recurrent

miscarriage. Mean age of patients’ was 32.9 ydange polyp, once fibroid was diagnosed,
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in 7 cases (26%) septate, 5 cases arcuate utedus ane case endometrial abnormality was
found.

Lost intrauterine device was indication of officgsteroscopy in 10 cases. Despite
sonographic finding, in 3 cases no IUD could benfbin the uterine cavity. In one case, the
IUD was in normal position, in 5 cases dislocatedice was removed and in one case the
IUD penetrated the myometrium.

In one case sonography suspected corpus alienutmdusing office hysteroscopy

empty uterine cavity was found.

3. Evaluating tubal patency by selective pertubation a office hysteroscopy

Tubal dysfunction is a leading factor (30%) in féenmfertility. Several methods are
used worldwide for the assessment of the uterineitycaand tubal patency.
Hysterosalpingography (HSG), Hystero-contrast-soaolgy (HyCoSy) and laparoscopic dye
are the most widespread ones. Laparoscopic operatith dye is the most precise and
effective methodconsidered the gold standatult the costs of running the operating room,
the wages of the staff, the costs of the teststam@naesthesiology consultation will enhance
the overall cost of the procedure.

Aim of the study was to compare the new diagndsst that can be performed on an
outpatient basis with less expense and without sdhasia to the “golden standard”
laparoscopic evaluation.

Examination was started with a basic office hysteopy, during which any deformity
of the uterine cavity and the endometrium couldvisealized. In the second step a 1.7 mm
plastic catheter was inserted through the workimgnael and the tip of it was placed to the

tubal ostium. Through the catheter methylene bligewlas injected slowly. In case of patent
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Fallopian tube no blue fluid would appear in therute cavity. Normal colour of the
endometrium could be seen, while the catheter tubtee, according to the methylene blue
flowing inside it. Occluded Fallopian tube chandkd uterine cavity into blue, according to
the backflow of the methylene blue. After evaluatiof tubal patency, blue dye cleared up
within 3-4 seconds and the whole procedure was ategeon the other side. Total
examination time was 4-8 minutes. This procedure lsa performed in an office setting,
without any kind of anaesthesia. To evaluate tlwr@cy of the new method, we compared
its results to laparoscopic findings.

Between January 2010 and January 2011 in patiehtdsled forlaparoscopy and
hysteroscopy as the part of their infertility e\alan, selective pertubation with office
hysteroscopy was performed just prior to the scleebllaparoscopy, chromohydrotubation
Patency was evaluated in 70 Fallopian tubes. Trenrage of the patients was 32.97 (3.645)
years (95%CI of mean, 31.7-34.2; range, 24-42 yelar85 cases the tubes were patent with
both methods. In 23 cases occluded tubes were abadrby laparoscopy and hysteroscopy as
well. In 7 cases the tubes were patent accordifgp@roscopic dye, but couldn’t be detected
as such by hysteroscopy. In 5 cases, occlusionfewasd by laparoscopy, but during the
hysteroscopy patency was detected. In the non-paises all the hysteroscopic results
matched the laparoscopic result so the specifiwdg 100% (PPV: 100, NPV: 82.14). In 63
(70-7) cases, the hysteroscopy was concordant dolaparoscopy in 58 (35+23) cases,
reaching 87.5% sensitivity. The area under ROCewas 0.944. Hysteroscopic assessment
way had 92.06% accuracy compared to the laparoseopthod. No complication or failure

occurred.
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Conclusion

The hysteroscopy is a frequently used endoscoptbade which is ,gold standard”
for the examination of the uterine cavity changessd widely in the gynaecological practice.
The office hysteroscopy is an intervention that esakhe accomplishment of ambulant
examination, opposite to the traditional methodc@ding to the small diameter of the device
the anesthesia is unnecessary, because therensedoof the dilatation of the cervix. The
indications of the examination are wide-rangingsiBes the abnormal uterine bleeding, it can
be used in the examination of infertility, and thastrauterine changes (polyp, submucosal
myoma, adhesion), that were diagnosed by other imimgg methods that cause infertility
complaints.

Evaluation of the uterine cavity has become morpoitant at the age of assisted
reproductive techniques. Dilatation of the cervande avoided, so the procedure can be
performed in an outpatient setting, without anassth With no risk of anaesthetic
complications, decreased costs, and shorter hbgpttan and recovery times, benefits of
office hysteroscopy are evident. According to thternational publications and my results, no
supplementary examinations, lab test are neededrebehe procedure. Requiring no
anaesthesia, operating theatre and requisite stefpffice procedure is much more cost-
effective. Due to faster recovery and thus lesstiamvay from work, cost savings also
manifest at the community health care/insuranctesysevel.

Since the new technical developments operativevietgions could be performed in
an office setting accordingly too. Abnormalitieswalised during diagnostic procedure could
be treated as well without any anaesthesia. Usimgjlsliameters scopes featuring working

channels, mechanical or bipolar instruments made giocedure safe. For the bipolar
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equipment saline could be used instead of glycin distension, which caused less
complication. We don not have data with operatirggedures in this work.

Endometrial polyps are often responsible for abrabraterine bleeding or infertility,
which could be treated by operative office hysteopy. The new method named “see &
treat” replaced the traditional D&C in diagnosingdatreating endometrial polyps. The
effectiveness was much higher than the precioustyl icurettage. The sensitive innervations
in the uterus starts from the myometrium out, wasréhe endometrium and any fibrotic
tissue present are not sensitive, so polypectomy lma performed without anaesthesia.
Polyps, smaller than 2 cm, can be treated safexglwifice hysteroscopy. By using Narrow
Band Imaging technique detection of intrauterindies can be more precise. In it images of
mucosal microstructures and capillary structuresearthanced by shifting the light spectrum
to a narrow band. Using NBI has improved the qatié diagnosis of the grade and depth of
invasion of an atypical lesion.

Fibroids can be found very often as the causefeftility or recurrent miscarriage.
Fibroids can be placed submucosal, intramural,ubsarosal. Hysteroscopic point of view
submucosal ones are interesting. According to thssification of European Society of
Hysteroscopy (ESH) three types of myomas (0, I,clh be diagnosed. Myomas entirely
within the endometrial cavity (type 0) can be reemwmost effectively. Traditionally used
“wait&see” attitude recommended to change to thee&reat”, used already for polyps.
Myomas with maximal diameter of 15 mm can be eratel@ by office hysteroscopy. New
method named (OPPIuM — preparation of partiallyamural myomas in office setting) was
published in 2009. The OPPIuM technique consisteahancision of the endometrial mucosa
covering the myoma by scissors or bipolar electradieng its reflection line on the uterine
wall, up to the precise identification of the clage surface between the myoma and its

pseudo-capsule. Such procedure was aimed at timggéne protrusion of the intramural
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portion of the myoma into the uterine cavity duritige following menstrual cycles, thus

facilitating the subsequent total removal of treda via resectoscopic surgery.

Pain scoring by the patient on a Visual Analog 8¢®IAS) was recorded. The VAS
was a 10-cm printed horizontal line with major anthor tick marks at each cm and mm,
respectively, representing a linear continuum frampain at all (left end, numeric value 0) to
maximum pain (right end, numeric value 10); pasemére asked after the procedure to place
a mark across an unmarked VAS using a pen, atdime fhey felt most consistent with their
experienced pain level. Values less than 4 can d@suored in case of no pain or discomfort.
Recorded values of 5-8 indicate mild pain. Valuesva 8 can be observed in cases of severe
pain. Mean value of my study was 3.5 =+ 1.01. Acowydo these results and results of other
published studies, it can be stated that officadrgscopy can be performed in an outpatient
setting, without any kind of anaesthesia. The dithe study was to evaluate factors that may
influence the experience of pain during hysterogcap light of my results we can say that
the evaluated factors (menopausal status, paigyneter of the instrument) have not been
proven to affect the level of experienced pairefpteting these findings, we can propose that
the pain levels observed may have been influengaddividual differences of pain tolerance

only.

Since introduction of the method 400 examinatioreyenperformed. Indication of
office hysteroscopy was infertility, abnormal utexi bleeding, recurrent miscarriage or
Intracavitary abnormality suspected by sonograpimalyzing data shows, that hysteroscopy
is the most precise method in evaluating uteringty.aOut of 400 examinations in 395 cases
hysteroscopy was successful. Unsuccessful procedwaurred at the beginning of learning
curve (first 50 examinations). Almost 50% of exaations ended in positive result. Despite
of intrauterine abnormality suspected by sonograpésult of hysteroscopy was negative in
22%.
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Due to the financial, psychological and physicedist of the IVF-ET, the evaluation
of tubal patency is more and more important ingady phase of infertility workup. Selective
pertubation with office hysteroscopy is a reliabiethod for the assessment of tubal patency.
As a minimal invasive office procedure it can bdemdd as a first line method for the
measurement of the uterine cavity and the tubésféntiie women. To evaluate the accuracy
of the new method, we compared its results to guden standard” laparoscopic evaluation.
The mean age of the patients was 32.97 (3.645% y8&P0CIl of mean, 31.7-34.2; range, 24—
42 years). Hysteroscopic tubal assessment had @2d¥guracy with the laparoscopic dye

method taken as reference.

According to the statistical analysis of our dasangitivity, specificity) the new
method is precise and accurate compared to theolsga@pic examination that is world widely
used as “golden standard”. The novel method of OI38C is an effective, accurate, highly
minimal invasive method to investigate tubal pageri®ecause of its low costs and minimal
strain, it can be performed as an examination nugtldiich is as effective, precise and
reproducible as laparoscopy, but can be performmedan outpatient office, without

anaesthesia.

Role of hysteroscopy in infertility work-up is unegtionable. According to some
protocols assessment of uterine is required befoyekind of IVF treatment. Diagnostic and
operative procedures can be performed as well. lBettal polyps were found in 13%
(compared to 25% published rate) of examinatiordicated by infertility. Submucosal
fibroid were diagnosed in 5 % compared to rate-@0% found in literature. Septated uterus

occurred in 11% of cases (3-4% found in other waltilbns).
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More than one third of gynaecological consultatitvappen because of abnormal
uterine bleeding. Incidence of bleeding disordessrelase at peri- and postmenopausal ages.
Despite of its frequency, there is still no conssnis nomenclautre.

In cases of chronic disorder, it lasts for six nfen&nd it does not need acute
intervention. In acute cases urgent interventiameisded to stop blood loss.

In the year of 2009 in Cape Town, FIGO Congresepited a new nomenclature for
abnormal uterine bleeding. An abbreviation — PALIMEIN - was created out of the causes
that can stand in the background of bleeding dexstdPALM stands for organic causes that
can be diagnosed during physical examination, artyimaging technique.

Polyp, Adenomyosis, Leiomyoma, Malignancy and hyperplasia

Coagulopathy, Ovarian dysfunction, Endometrial originate, latrogen, Non-classified

In my work PALM group disorders were examined bgteyoscopy.

Transvaginal sonography is widely used for evahgptuterine cavity, but the
sensitivity and specificity of this method are lowéhan CTs and MRIs. Costs of these
imaging methods are very high, so office hysterpgas a good choice for examination of
uterine cavity.

For diagnosis and treatment of bleeding disordéhs 3&C is mostly used. This
procedure has therapeutic effect, but generaliyeiformed under anaesthesia. Precision of
curettage in resection of local disorders is low.

Since 2002, according to recommendation of Associatof Professors of
Gynaecology and Obstetrics hysteroscopy is acceptedhe gold-standard method for
evaluating uterine cavity. Hysteroscopy is a miriynavasive endoscopic procedure. During
this examination evaluating the inside of uterirevity targeted biopsy and operative

procedure can be performed. Precision of targatgukip is higher, compared to the curettage.
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Because of its simplicity, office hysteroscopy denperformed at the same time with
routine gynaecological examination in investigatittie background of abnormal uterine
bleeding. Rate of 52-94.6% of intrauterine abnoityavas published before, compared my
result of 71%. Submucosal fibroid was found in B842causing menstrual disorder, which
rate was 20% in my study. Diagnosis of hysterosasay endometrial polyp in 37% of cases,

corresponding rate of 9.1-45.9% found in literature

Positive result of hysteroscopy occurred in 44%%48und in literature) of
examinations performed for indication of recurrereégnancy loss. In cases of 44% uterine
malformation (compared to 28%) were found, endoiadepolyp in 4% (6%) and fibroid in

5% (1-5%) were diagnosed.

Office hysteroscopy is known to be a viable andrapgpate method in the diagnosis
and treatment of the uterine cavity. Thanks to mupd parameters of the instrument and the
new procedural technique, both diagnostic and dperdnysteroscopy can be carried out
without anaesthesia, as an outpatient care proeeByrdiagnosing and operating deformities
hysteroscopically in an office setting, considegabbsts, strain, and time can be saved, to

benefit both the patient and the physician.
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Summary

| present the advantages of the minimally invagikecedure, the first experiences of
using the new method in Hungary and the procedeneeldped for evaluating the tubal
patency in an outpatient setting. According todh&a of experienced pain measurement | can
state that hysteroscopy can be performed withoaesthesia. Statistical analysis of the
results revealed no evidence that parity, menopatestas, or the thickness of the instrument
influence the level of experienced pain. Selecipegturbation during office hysteroscopy
(OHSC-SPT) is a new diagnostic test to investigaibal patency that can be performed on an
outpatient basis with less expense and withoutsahasia. . The purpose of our study was to
evaluate the accuracy of this diagnostic methodpawed to the gold-standard laparoscopic

evaluation.

The aim of the dissertation is to enlighten theaadages of office hysteroscopy using
it even more widely, because it doesn’'t need ampamation and it is minimal invasive.
Economical cost-effectiveness is not questionalglest saving can manifest even at
community health care/insurance system level. Waulshuse the traditional method that
needs longer preparation, observation, anaestla®laoperating theatre only in cases of

proven pathology.
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