










Until the 1990s, gynecologists performed hysteroscopy in
the office setting only for diagnostic purposes, and patients
were scheduled to have the lesions removed or treated in
the operating room using a resectoscope [10]. In the early
1990s, development of smaller diameter hysteroscopes with
continuous-flow system features and working channels
through which operative instruments can be introduced
made it possible to treat some uterine and cervical diseases
in the office setting without cervical dilation and, conse-
quently, with no general anesthesia. Office operative hystero-
scopy reduces the distinction between a diagnostic and an
operative procedure, shifting the focus in healthcare away
from inpatient diagnosis and treatment [6–11].

Use of mechanical instruments (e.g., scissors, biopsy
cup, graspers, and corkscrews) has long been the only way
to perform operative procedures in an outpatient setting
[8,11]. However, although grasping forceps and scissors
are excellent for treating adhesions, cervical polyps, and
endometrial polyps smaller than or the same size as the
internal uterine ostium, larger endometrial polyps or thick
lesions (e.g., myomas) were difficult to treat successfully
without cervical dilation.

An important technologic advance occurred in 1997 with
the introduction of a versatile bipolar electrosurgery system
dedicated to hysteroscopy, the Gynecare VersaPoint (Ethicon,
Inc., Somerville, NJ), which represents a key point in the his-
tory of office operative hysteroscopy. With use of 5Fr bipolar
electrodes, the number of pathologic conditions treated using
office operative hysteroscopy has increased tremendously,
reducing the use of the resectoscope and the operating room
to a smaller number of cases [12–14]. There are 3 types of
electrodes: the Twizzle, used specifically for precise and
controlled vaporization (resembling cutting); the Spring, used
for diffuse tissue vaporization; and the Ball, used to
coagulate tissues. The Twizzle electrode is preferred because
it is a more precise ‘‘cutting’’ instrument and it can be used
closer to the myometrium, with a lower power setting, and
consequently, with less patient discomfort.

In 2000, Lindheim et al [15] demonstrated the potential
of operative hysteroscopy in the office setting, demonstrat-
ing that in a group of self-selected patients, operative proce-
dures were successfully performed in 97% of cases with
mechanical instruments and bipolar electrodes. In 2002,
Bettocchi et al [9] reviewed the benefits of this new 5Fr
bipolar electrosurgical equipment for treatment of large,
benign, intrauterine pathologic conditions, demonstrating
that the combination of a new generation small-diameter
hysteroscope and the VersaPoint system enabled the gyne-
cologist to perform in an office setting endometrial biopsies
and uterine adhesiolysis, and to treat myomas smaller than
1.5 to 2 cm and polyps larger than the internal uterine
ostium, with excellent patient tolerance during the entire
procedure (Fig. 1) [9,16,17].

The objectives of the present study was to review the
recent available literature (2003–2009) and to describe the
newest applications of office operative hysteroscopy.

Material and Methods

This reviewarticle includedmedical articles about officeop-
erative hysteroscopy published in English and identified via
a search ofMEDLINE, EMBASE, and the Cochrane Database
of Systematic Reviews (2003–2009) using combinations of the
following medical subject heading terms: ‘‘ambulatory hys-
teroscopy,’’ ‘‘bipolar electrodes,’’ ‘‘Mechanical instruments,’’
‘‘Miniaturized hysteroscopes,’’ ‘‘Mini-hysteroscopes,’’ ‘‘Of-
fice hysteroscopic surgery,’’ ‘‘Office hysteroscopy,’’ ‘‘Office
operative hysteroscopy,’’ ‘‘Office setting,’’ ‘‘Office setup,’’
‘‘Operative hysteroscopy,’’ and ‘‘Outpatient hysteroscopy.
All cross-references were hand-searched, as were relevant
conference abstracts. All types of studies were selected.

Studies in which surgical and operative procedures were
performed using mini-hysteroscopes (%5 mm) in an office
setting and without the need of cervical dilatation were in-
cluded. Because of the paucity of literature, case reports
were also included.

Studies in which endometrial biopsy, uterine adhesiolysis,
myomectomy, or polypectomy were performed were ex-
cluded because such pathologic conditions were already in-
cluded in the schema of treatment indications for office
procedures proposed by Bettocchi et al [9] in 2002. In addi-
tion, review articles, studies with duplicated results, and stud-
ies that reported no surgical outcomes were excluded as well.

The primary outcome measure was the success rate of
the office-based treatment. Secondary outcome measures
included patient discomfort during the procedures, total hys-
teroscopy time, resolution of symptoms, complication rate,
and short- and long-term follow-up outcomes when available.

Results

Search Results

Of the 144 articles related to office hysteroscopy, 60 were
excluded after reading the abstracts because neither surgical
and operative procedures nor surgical outcomes were re-
ported. Among the 84 remaining articles, 41 were excluded
because they reported only diagnostic procedures or dupli-
cated results. Twenty-seven articles reported pathologic
conditions already included in the schema of treatment indi-
cations for office procedures proposed by Bettocchi et al [9]

Fig. 1. Schema of treatment indications for office operative hysteroscopy af-
ter introduction of bipolar instrumentation, proposed by Bettocchi et al [9].
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procedure but limited by frequent side effects including continu-
ous colicky pain and intrauterine infection (Darwish, 2003).

Ablation by Nd:yAG laser

For fibroids 2 cm or less in diameter the Nd:yAG laser fibre may
be used to ablate the fibroid. The technique first coagulates the
surface vessels with the defocused laser fibre. Then the fibre is
dragged repetitiously over the fibroid until it is flattened (touch
technique). The disadvantages with this method are the time
expended to reduce the fibroid and the lack of a tissue specimen
for pathologic evaluation (Donnez et al., 1990; Gallinat et al.,
1994; Smets et al., 1996; Valle and Baggish, 2007). Furthermore,
laser equipment at present tends to be very expensive which sig-
nificantly reduces its widespread use.

Vaporization of fibroid

The vaporization of fibroid is performed using spherical or cylind-
rical electrodes (Fig. 1H); the electrode is dragged along the surface
of the fibroid until the nodule is reduced to a size compatible with
removal by themeans of Corson forceps or Isaacson optical tenacu-
lum. The depth of vaporization depends on duration of contact,
resistance (debris on the electrode) and wattage of the generator.
It is important to move the electrode slowly across tissue, applying
current only when moving in the direction towards the operator.
Prolonged pressure in one spot exposed to this high current could
result in uterine perforation (Glasser, 1997).
Fibroid vaporization has been reported to be significantly faster

than traditional resectoscopic surgery (no fibroid chips to be
removed) with an estimated blood loss ,100 ml and a discre-
pancy between inflow and outflow volumes ranging 0–200 ml
(Brooks, 1995; Vilos and Abu-Rafea, 2005).
The main disadvantage of vaporizing electrodes is the lack of

tissue sample for pathology. While uterine sarcomas are vary
rare, unfortunately they are not homogeneous. Therefore, a
simple sample prior to vaporization does not rule out the disease.
Consequently, it is mandatory that no fibroid be vaporized in its
entirety but that substantial portions been retrieved for microscopic
examination (Brooks, 1995; Glasser, 1997; Isaacson, 2003).
Another disadvantage is related to the use of high power which

produces numerous gas bubbles which enter the vascular system.
Providentially, these bubbles dissipate rapidly in the blood; as
long as the rate of formation does not exceed the rate of dissipa-
tion, there are no significant clinical sequelae. A constant monitor-
ing of patient’s end-tidal CO2 together with a close cooperation
between surgeon and anaesthesiologist is needed to avoid
serious complications (Isaacson, 2003).

Morcellation by IUM

Contrary to some other alternative techniques that use heat, coagu-
lation or vaporization, the morcellation by IUM represents a new
alternative technique which preserves tissue for histological
examination.
Recently, Emanuel and Wamsteker (2005) have conducted a

retrospective comparison between this technique and conventional
resectoscopy.
They have shown that morcellation by IUM was effective for

the treatment of fibroid G0 and G1 and faster than conventional

resectoscopy. Indeed, the aspiration of tissue fragments through
the instrument allowed the surgeons to save much time.
However, further data are needed to evaluate long-term follow-up
and to demonstrate whether this new technique might result in
fewer fluid-related complications (physiological saline solution
is used for distension and irrigation) and a shorter learning curve.

On the other hand, it should be underlined that this new tech-
nique cannot be used for the treatment of submucous fibroids
with .50% intramural extension (G2).

Office hysteroscopic myomectomy

The development of smaller diameter hysteroscopes (,5 mm)
with working channels and continuous flow systems has made it
possible to treat several uterine pathologies in outpatient
regimen without cervical dilatation and consequently without
analgesia and/or local anaesthesia.

This new philosophy (‘see and treat hysteroscopy’) has reduced
the distinction between a diagnostic and an operative procedure,
introducing the concept of a single procedure in which the operat-
ive part was perfectly integrated in the diagnostic work-up (Bet-
tocchi et al., 2003).

Mechanical operative instruments (scissors, biopsy cup, grasp-
ing and corkscrew) have long been the only way to apply the
see and treat procedure in an outpatient setting (Bettocchi et al.,
2004). The advent of bipolar technology, with introduction of elec-
trosurgical systems dedicated to hysteroscopy and several types of
5 Fr electrodes, has increased the number of pathologies treated by
office operative hysteroscopy, including fibroids ,1.5–2 cm.

Endocavitary fibroids (G0) are first divided into two half-
spheres and then each of these is sliced from the free edge to the
base into two/three fragments (Fig. 4). These fragments must be
large enough to be pulled out through the uterine cavity using 5
Fr. grasping forceps (Bettocchi et al., 2002).

Few studies have investigated the effectiveness of this new
approach (Farrugia and McMillan, 2000; Bettocchi et al., 2002;
Clark et al., 2002) and are characterized by potential methodologi-
cal weaknesses including the lack of a control group of women
(Farrugia and McMillan, 2000; Bettocchi et al., 2002; Clark
et al., 2002) and the relatively short-term follow-up (Farrugia
and McMillan, 2000; Bettocchi et al., 2002; Clark et al., 2002).
Larger prospective comparative studies are needed to better evalu-
ate this promising approach in terms of symptom response and
cost saving.

Figure 4: Slicing technique to treat totally intracavitary and partially intra-
mural submucous fibroid in office setting with 5Fr bipolar electrodes
‘a’ refers to the first half-sphere and ‘b’ to the second. Modified from Bettochi
et al. (2002)
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