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INTRODUCTION

Hysteroscopy is one of the oldest methods of 
endoscopic surgical technique, which is one of 
the least invasive surgical procedures due to the 
fact that a natural cavity in a woman’s body is 
used. It allows diagnostics and surgical trea­
tment of all pathological states in the uterine 
cavity [1]. A moment in 1869 when Pantaleoni 
first demonstrated his hysteroscopic examina­
tion of a post­menopausal woman with irregu­
lar bleeding and visually detected an endome­
trial polyp was a cornerstone of the new era of 
diagnostics of the condition and pathology of 
the uterine cavity [2].

Over one hundred years was needed for the 
first operative hysteroscopy to be introduced 
and connected to the name of Hamou in 1981. 
Ever since then, the gynecological practice 
has been introducing the first hysteroscope of 
the third generation with the new system of 
lenses and using liquids to expand the uteri­
ne cavity [3]. Today, hysteroscopes of 7 and 9 
mm in diameter are used routinely in opera­
tive hysteroscopy with a compulsory cervical 
channel dilatation and in general anesthesia. 
The new generation of hysteroscopes based 
on the Hopkins’ rod lens system with a teles­

cope of 2.0 and 2.9 mm in diameter enabled 
the introduction of working hysteroscopes of 
4 and 5 mm in diameter [4]. Due to these small 
diameters of instruments, it has been possible 
to avoid cervical dilatation and anesthesia al­
together and to commence the era of a new, 
simple and painless procedure available to all 
gynecologists. Since it can be used under out­
patient conditions, it has been termed “office 
hysteroscopy” [5].

OBjECTIvE

The aim of this paper was to present our expe­
riences and dilemmas during a long­term work 
starting from the introduction of hysteroscopy 
as a mode of treatment until today. This review 
opens a whole field of controversies which, on 
one hand may cause possible misconceptions 
as a consequence of still insufficiently infor­
med gynecologists about novelties in this field 
and on the other hand, it also opens new ga­
tes for gynecologists who are willing to go an 
extra mile to present novelties and all of their 
positive and negative features and who aim to 
create precise protocols and thus make a safe 
environment both for doctors and patients.
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METHODS

A prospective study was conducted during a six­year pe­
riod (from January 2005 till January 2011) at the Clinic for 
Gynecology and Obstetrics of the Clinical Centre of Vojvo­
dina, and it included 2000 diagnostic and operative hys­
teroscopies. The intervention was performed in a general 
short intravenous anesthesia (GIV), general endotracheal 
anesthesia (GET), analgosedation or without any anesthe­
sia. Each intervention was preceded by an anamnestic, gy­
necological and ultrasound examination and, in addition, 
a vaginal smear examination. All patients were treated with 
contraceptive tablets one month before the intervention, 
which enabled performance of many procedures. All hys­
teroscopies were done in a day and required a 2­ to 3­hour 
stay, after which they were discharged from the Clinic.

For a diagnostic hysteroscopy and solving minor ca­
vum pathologies we used a hysteroscope with a minimum 
diameter of the 4 or 5 mm operative hysteroscope with a 
3.0 and 2.9 mm telescope (Karl Storz – Bettocchi hyste­
roscope), so that there was no need for the dilatation of 
the cervical channel. Various semi­rigid instruments of 
up to 34 cm were inserted into the working channel of the 
hysteroscope – 5 french (Fr) and bipolar electrodes of 5 Fr 
for various uses. The physiological solution was the only 
medium for dilatation. To deal with major cavum patho­
logy we used a traditional resectoscope (Karl Storz Co.), 
with the prior dilatation of the internal os. Depending on 
the requirements of surgery two types of resectoscopes 
were used. A monopolar resectoscope was used with a 
compulsory non­electrolitic medium (5% glucose soluti­
on). A bipolar resectoscope was used with an electrolytic 
medium (physiological solution). To dilate the intrauterine 
space we used an endomat with the pressure of 100­150 
mm/Hg, and a continued flow of the medium of 120­200 
ml per minute with 0.2 bars suction.

The following parameters were followed: the existence 
of major and minor cavum pathologies, type of surgery 
procedures, instruments used and energy, as well as com­
plications during the intervention.

RESULTS

2000 hysteroscopic procedures were performed with or 
without the use of various forms of anesthesia (Table 1).

Depending on the results, various hysteroscopic proce­
dures were applied (Table 2).

The most common procedure was hysteroscopic pol­
ypectomy. The most frequent mode of polypectomy was 
a combination of a bipolar electrode and a mechanic in­
strument used in 614 (85.3%) patients, then a bipolar re­
sectoscope in 96 (13.33%) and monopolar resectoscope in 
10 (1.38%) patients.

Surgical resection of the septum was most often perfor­
med by a combination of bipolar electricity and a mecha­
nical instrument, i.e. in 154 (59%) patients, then by bipolar 
electricity only in 75 (28.8%) patients, and finally, the least 
used was monopolar resectoscope in 31 (11.9%) patients.

Myomectomy of submucous myoma was the most 
complex hysteroscopic intervention. Sixty­one patients 
(48.8%) had type 0 myoma (myoma completely in the ca­
vum), 42 (33.6%) had type 1 myoma (more than 50% of 
myoma in the cavum) and 22 (17.6%) had myoma type 2 
(less than 50% of myoma in the cavum). Myoectomy was 
performed in 60 patients in one act, 65 had to go through 
the procedure twice. Bipolar electricity was used in 176 
(92.63%), while the monopolar electricity was used during 
14 (7.37%) procedures.

Endometrial biopsy was for the most part performed in 
situations where there were normal hysteroscopic findin­
gs or in case of subtle cavum pathology – minor lesions. 
These lesions were detected in 244 patients (12.2% of all 
patients), where other diagnostic procedures like ultra­
sound showed normal findings, which is a one of their 
primary characteristic (hysteroscopy specific lesions). 
Their detailed structure is shown in Table 3. Micropoly­
posis and a strawberry like endometrium (expressive red 
patches) which are associated with chronic endometritis 
were treated with antibiotics. All of 147 patients with these 
diagnoses underwent the ‘second­look’ hysteroscopy with 
a complete restitution of uterine cavum minor lesions.

Four cases of endometrial carcinoma were discovered 
by histopathological examination of aimed biopsy samples. 
In all these cases hysteroscopy was done after insufficiently 
performed curettage of patients with irregular uterine he­
morrhage.

In case of five patients (0.25%) complications occurred 
in the form of uterine perforation. In all cases the trea­
tment was conservative.

  

Table 1. Overview of different types of anesthesia during hysteroscopy

The type of anesthesia Number (%)
Intravenous anesthesia 1564 (78.2)
General anesthesia 293 (14.6)
Analgosedation 83 (4.1)
Without anesthesia 60 (3.0)

Table 2. Overview of hysteroscopic procedures

Hysterocopic procedures Number (%)
Polypectomy 720 (36.0)
Biopsy of endometrium 344 (17.2)
Diagnostic hysteroscopy 304 (15.2)
Septum resection 260 (13.0)
Myomectomy 190 (9.5)
Resection of uterine synechiae 100 (5.0)
Intrauterine device extraction 48 (2.4)
Endometrial ablation 22 (1.1)
Extraction of residual placental tissue 12 (0.6)
Total number 2000 (100.0)

Table 3. Minor intrauterine pathology

Pathology Number (%)
Endometrial micropolyposis 83 (34.0)
Strawberry like endometrium 64 (26.2)
Vertical fibrous strips 55 (22.5)
Local endometrial thickening 23 (9.4)
Sites of endometriosis 19 (7.7)
Total number 244 (100.0)
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DISCUSSION

Our research represents the first major analytical study 
in Serbia performed on 2000 hysteroscopic procedures. 
The results of the research showed that the technique of 
work of the office hysteroscopy and instruments of small 
diameters of 4 or 5 mm are used today as a good operative 
technique, but still mostly under the conditions of short 
intravenous anesthesia or analgesia.

We as doctors, as well as patients cannot easily forget full 
anesthesia and the conditions of the operational theatre, 
and all of these enabling us ‘easy work’ which we are all so 
used to. This is something that needs to be changed and 
surgical hysteroscopy in outpatient conditions should be 
introduced. In most institutions in Serbia, including our 
Clinic, which seriously takes surgical hysteroscopy, outpati­
ent or office hysteroscopy has not yet been fully accepted in 
everyday practice, which is different from what is reported 
in the literature where advantages are given to outpatient 
hysteroscopy [6]. The development of contemporary te­
chnology and the introduction of outpatient hysteroscopy 
helped us have a method that is an alternative to the tradi­
tional dilatation and curettage. In most European countries 
it has almost completely replaced curettage in diagnostics 
and therapy of abnormal uterine bleeding [7]. The verified 
4 carcinoma of the uterine corpus are sufficient reasons for 
the outpatient hysteroscopy to replace curettage.

A large number of patients treated by our team, during 
different hysteroscopic procedures in anesthesia, created 
conditions to move these methods to outpatient faciliti­
es and make it available to most gynecologists who will 
have to undergo proper education and to procure quality 
equipment.

The vaginal approach to the cervical channel is the new 
technique, which does not require a specula, tenaculum, 
and biopsy forceps, provides a direct view on the monitor 
of the passage through the vagina, then through the cervix 
channel to the cavum without dilating the cervical channel 
[8]. This technique allows a bloodless approach and easier 
surgical procedure in a clean field which is pointed out in 
the literature as the basic postulate of outpatient hysteros­
copy [9]. We applied a somewhat modified technique in 
our work, the modification being that we grasp the cer­
vix with forceps which facilitates placing the uterus into 
a suitable position making insertion and operative work 
much easier. Since there is no dilatation of the cervical 
channel, chances to perforate the uterus are reduced to 
the minimum.

Utilizing monopolar or bipolar electricity depends exc­
lusively on the evaluation, capacity and experience of the 
surgeon. Both systems allow good surgical solution using 
different dilatation media. We have opted for the bipolar 
system of energy because it is a much safer procedure, it is 
safer to the patients and it provides a possibility to increase 
the dilatation medium without being followed by compli­
cations (hypoosmolarity, hyponatremia, cerebral edema, 
lung edema and other), as also reported in the literature 
[10]. So far, in our work we did not have any complications 
in regard to the electricity and medium of dilatation.

The novelty applied in the preparation of patients for 
hysteroscopy is based on the simplified process of hyste­
roscopy. There is no longer the need to apply therapy that 
involves months of contraception, but only a month for 
administering therapy. Based on data from the literature by 
Bettocchia et al., our Clinic has discontinued the practice 
of taking smears to detect different organisms (chlamydia, 
mycoplasma), cervical smears for detecting bacteria and 
other [11]. Instead, we only agreed that it is necessary to 
check the vaginal smear and the basic laboratory blood 
tests. Based on the results of over 2000 performed hyste­
roscopies and the fact that we have never had infections 
after interventions, this is a sufficient reason for usage of 
a simple preparation of patients and abolishment of unne­
cessary analyses.

The field of indications for the operative hysteroscopy 
encompasses all of the pathological conditions within the 
cavum. Also, the domain of hysteroscopy includes endo­
metrial ablation with abnormal uterine hemorrhage, whi­
ch is today one of possible methods other than various 
types of thermal balloons (Thermoalchoice or Cavatherm) 
in order to minimize bleeding or stop it completely. This 
procedure requires impressive surgical skilful performance 
and experience, identically to myomectomy. In many of 
our cases, myomectomy was done in two steps, conside­
ring the complexity of the hysteroscopic procedure during 
myomectomy, chances of bleeding, accumulation of tissue 
from the resected myoma and picture blurring, possible 
need for more dilatation medium when the hysteroscopic 
intervention was stopped if the amount exceeded 1500 ml 
in molopolar electricity and 2000 ml in bipolar electricity. 
This especially concerned myoma type 1 and 2, so the total 
number of myectomies was 190, but in 65 myomas we 
had to repeat the hysteroscopic intervention and remove 
the myoma in toto in the second step. Myomectomy is 
also one of more complex procedures the technique of 
which depends on the type of submucous myoma (types 
0, 1 or 2). Today, the two­step and two­term techniques 
are more common, which is reported in the literature [12]. 
The resection of the intracavitary part is not a problem, 
but when performing resection of the intramural part one 
should pay particular attention to the curve and color of 
the myoma – myoma shift [13].

The complications rate of 0.25% corresponds to the 
results in other studies [14]. This is much lower than the 
percentage of uterine perforation during the traditional 
curettage, which can be explained by the introduction of 
hysteroscope into the cavum under the direct visual con­
trol [15].

CONCLUSION

Hysteroscopy is a safe and accurate diagnostic and opera­
tive endoscopic method which is performed as a one­day 
procedure. Our first experiences with these procedures 
present an important fact because they are the foundation 
for further evaluation of work in this field and for raising 
new dilemmas. In this way we hope to open the field of 
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discussion on this topic in the scientific community which 
could provide solutions for possible daily problems.

 Designing a protocol of operative work in each insti­
tution should be helpful for numerous gynecologists who 
plan to perform these procedures since this is the way the 
safety of our patients is increased, and the risk of compli­
cations is reduced to minimum. This should include, not 
only the field of indications for different procedures, but 
also equipment, general setting and education concerning 
different hysteroscopic procedures, as well as ways to ma­

nage complications. Our first experiences show that the 
rate of complications has been very low which, in combi­
nation with milder forms of intravenous anesthesia, makes 
hysteroscopy one of the safest procedures in medicine.

The introduction of this method in the outpatient faci­
lities, observing the precisely defined indications and sur­
gical solutions would contribute to the improved efficacy 
of treating pathological processes of the cavum and would 
allow for this method to become available to all gynecolo­
gists. This fact calls for further research and new results.
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КРАТАК САДРЖАЈ
Увод Хи сте ро ско пи ја је јед на од нај ста ри јих ме то да ен до-
скоп ске хи рур шке тех ни ке ко ја, због ко ри шће ња при род ног 
фи зи о ло шког отво ра у те лу же не, при па да гру пи ми ни мал-
но ин ва зив них хи рур шких по сту па ка.
Циљ ра да Циљ ра да је био да се при ка жу на ша ис ку ства 
то ком ви ше го ди шњег ра да, од по чет ка при ме не хи сте ро-
скоп ске ме то де ле че ња до да нас.
Ме то де ра да Про спек тив на сту ди ја је ура ђе на од ја ну а ра 
2005. до ја ну а ра 2011. го ди не на Кли ни ци за ги не ко ло ги ју 
и аку шер ство Кли нич ког цен тра Вој во ди не, а об у хва ти ла је 
две хи ља де ди јаг но стич ких и хи рур шких хи сте ро ско пи ја. 
По сма тра ни су сле де ћи па ра ме три: по сто ја ње ма јор и ми-
нор па то ло ги је ма те рич не шу пљи не, тип ане сте зи је, тех ни ка 
хи рур шког ра да, ко ри шће ни ин стру мен ти и енер ги ја, као и 
ком пли ка ци је са ме ин тер вен ци је.
Ре зул та ти У крат ко трај ној ин тра вен ској ане сте зи ји из ве-
де но је 78% захвата. Нај че шћи хи рур шки за хват би ла је по-

ли пек то ми ја, а нај ком пли ко ва ни ји ми о мек то ми ја. Хи сто па-
то ло шким пре гле дом циљ них хи сте ро скоп ских би оп та та 
от кри ве на су че ти ри кар ци но ма те ла ма те ри цe. Нај че шћи 
на чин ра да био је ком би на ци ја би по лар не енер ги је и ме ха-
нич ког ин стру мен та, а про це нат ком пли ка ци ја ин тер вен ци-
је био је из у зет но ма ли.
За кљу чак Хи сте ро ско пи ја је јед но днев ни, си гу ран и ег-
зак тан ди јаг но стич ки и хи рур шки ен до скоп ски по сту пак. 
На ша ис ку ства и ди ле ме отва ра ју по ље ди ску си је и пру жа ју 
ре ше ње про бле ма у сва ко днев ном ра ду. Уво ђе ње ове ме-
то де у ам бу лант не усло ве до при не ло би по бољ ша њу ефи-
ка сно сти ле че ња па то ло шких про це са ма те рич не шу пљи не 
и омо гу ћи ло да ова ме то да по ста не при сту пач на свим ги-
не ко ло зи ма. Ипак, по треб на су да ља ис тра жи ва ња и но ви  
ре зул та ти.

Кључ не ре чи: хи сте ро ско пи ја; ди јаг но стич ко-хи рур шка 
про це ду ра; ми о мек то ми ја
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