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Introduction

rimum non nocere - Above all, do no Pharm; attributed to Hippocrates, 460-

375 B.C.

Diagnostic hysteroscopy is used to 

diagnose some uterine abnormalities, and 

may also be used to confirm the results of 

other tests such as hysterosalpingography 

(HSG). Other instruments or techniques, 

such as dilatation and curettage (D&C) 

and laparoscopy, are sometimes used in 

conjunction with the hysteroscopy. 

Diagnostic hysteroscopy can be used to 

diagnose certain conditions as abnormal 

uterine bleeding, infertility, repeated 

miscarriages, adhesions, fibroid tumours, 
1polyps,  or to locate displaced intrauterine 

2devices (IUDs).

Traditionally dilatation and curettage 

(D and C) used to be the mainstay of 

investigation for abnormal uterine 

bleeding. Transvaginal sonography (TVS) 

being simple and non-invasive has 

emerged as an important diagnostic 
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modality for diagnosing endometrial 

abnormalities. Hysteroscopy is a new 

endoscopic approach that can illuminate 

the darkness of uterine cavity.

Case Report

A case report of a 23 year old female, residing at 

Byculla, Mumbai, and housewife, with 1 and a half 

year of active married life, G2A1 with 34 weeks had 

come with preterm labour and delivered a preterm 

male child at a governmental institute. 

The child was 1.9 kg, was diagnosed to have 

tracheo-oesophageal fistula and was operated for the 

same. 

The intrapartum course was uneventful. 

Placenta and membranes were delivered 

spontaneously and completely (as per the delivery 

notes). The course in ward was uneventful. Patient 

was discharged on day 4 of delivery. 

A week later patient came with fever with chills, 

bleeding per vaginum and pain in abdomen in the 

same hospital. She was admitted and intravenous 

antibiotics were started. Ultrasound was done and 

was suggestive of large retained products of 

conception. Emergency check curettage was done. 

Ultrasound was repeated after 3 days suggested large 

retained products of conception (same size) with ? 

Myomètrium ? invasion Placenta accrete / percreta. 

MRI was done to confirm the diagnosis which 

reported only retained products, no evidence of 

myomètrium invasion. Patient was then treated with 

injection Methotrexate and injection Folic acid 

alternate days for 4 doses and asked to repeat 

ultrasound after 2 weeks. Repeat ultrasound after 
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two weeks was again suggestive of large retained 

products of conception (same size). 

Patient then came to Bombay Hospital. She was 

advised serum beta hCG and was posted for 

Hysteroscopy. 

Presenting complaint- constant dull aching pain in 

abdomen since delivery

O/E - GC Fair. Pulse = 90/ min

      No pallor

Per abdomen - a firm palpable, non tender mass 

arising from pelvis

14 weeks in size

Per vaginum examination - uterus 14 weeks size

     Bilateral Fornices free

     Os closed

All routine preoperative investigations were 

within normal limit.

Serum beta- hCG was 4.6 

All necessary preoperative preparation was 

done. Patient was taken for surgery under short 

general anaesthesia. 

Operative details - Lithotomy position was given. 

Parts were painted and draped. Hysteroscope was 

assembled and introduced.

In situ findings = evidence of sub mucosal fibroid 

measuring 5 cms × 6 cms extending from fundus 

upto right lateral wall obliterating right ostium.

Decision of laparoscopy taken. Evidence of bulge 

seen at right fundal-cornual region. Liver, anterior 

abdominal wall, bilateral fallopian tubes and ovaries 

normal.

Impression- Degenerated right fundal fibroid.

Post operative period was uneventful.

Patient was discharged the next day.

Discussion

Nowadays it is rare for a D&C to be 

done alone. It is usually combined with a 

procedure known as a hysteroscopy. This 

is because it is conclusively proven that a 

D&C [which is really a "blind" procedure] 

even in the best of hands gets only about 

50% of the lining of the uterus while there 

may be a disease in the remaining portion 

which has been missed.

A  h y s t e r o s c o p y  a l l o w s  t h e  

gynaecologist to view the inside of the 

uterus and take a biopsy from the area 

which is worst affected and to localise the 

area and extent of the disease to aid in the 

accurate diagnosis. The procedure and 

recovery time are usually short. Although 

general anaesthesia is sometimes used, in 
3the majority of cases it is not necessary.  

For this reason, diagnostic hysteroscopy is 

generally well tolerated in the outpatient 

setting. 

Hysteroscopy is a fairly safe 

procedure. Problems that can occur 

happen in less than 1% of cases, but 

include: 

l Injury to the cervix or uterus 
4(perforation) is the most common.

l Infection

l Bleeding

l Side effects from the anaesthesia

l Other more rare and morbid 

complications are air and CO  2

embolisms, postoperative infections, 

and severe electrolyte disturbances.

A study conducted by Jaiswar Shyam 
5Pyari  et al, to evaluate the diagnostic 

efficacy of hysteroscopy, transvaginal 

utrasonography (TVS) and histo-
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pathological examination in cases of 

abnormal uterine bleeding. Compared to 

hysteroscopy TVS has sensitivity of 

78.15% and specificity of 44.4% while D 

and C has a sensitivity of 89% and 

specificity of 45%. Thus, they concluded 

that Hysteroscopy and guided biopsy is 

more sensitive than TVS or D and C in 

diagnosing causes of abnormal uterine 

bleeding.

TVS can be used as routine first step 

diagnostic technique but hysteroscopy 

followed by histopathology should be 

considered as gold standard for evaluation 

of abnormal vaginal bleeding.

Conclusion

l Hysteroscopy is a safe and well-

tolerated procedure that is performed 

for diagnostic or operative indications.

l Diagnostic hysteroscopy is indicated 

in cases of abnormal uterine bleeding, 

suspected Müllerian anomalies, 

removal of foreign bodies, and when 

abnormal imaging findings need to be 

confirmed.

l Diagnostic hysteroscopy cannot be 

performed in the setting of a viable 

intrauterine pregnancy, cervical or 

uterine cancer, active pelvic infection, 

or when the primary surgeon is 

inexperienced.

l Pregnancy test ing should be 

performed in the premenopausal 

woman prior to hysteroscopy.

l Complications arising from diagnostic 

hysteroscopy are rare.
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Managing post-prostatectomy stress urinary incontinence

Pelvic-floor exercises is well recognised for women with stress urinary incontinence caused by 
urethral hypermobility, though the evidence base is scarce. 

However, attendance for pelvic-floor muscle training is costly to both patient and health provider, so 
to be worthwhile requires demonstration of improved continence rates or quality of life. The results of 
MAPS show that formal training achieves only a higher proportion of men reporting that they are 
performing pelvic-floor muscle exercises at 1 year.

Patients regard any need to use a continence pad as detrimental to quality of life. Patients should not 
be misled about potential adverse effects of treatment.

For women, midurethral tape placement is relatively commonplace, (although complications are 
more common and serious than generally realised).

Marcus J Drake, The Lancet, 2011,378:293-294
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