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Diagnostic hysteroscopy: patient assessment and preparation.
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Abstract

This article provides a brief and evidence-based overview of the basic principles related to the evaluation
and preparation of the patients planned to undergo diagnostic hysteroscopy. Anamnestic data should be
taken and analyzed, general and pelvic physical examination performed, pregnancy and genital infections
excluded, and a gynecological ultrasound realized. The patients should be advised about alternative
diagnostic procedures and informed in details about the benefits, expected success of diagnostic
hysteroscopy, but also about possible discomfort/pain and complications. In addition to adequate patient
counseling, preparation for a successful hysteroscopy includes proper timing of the procedure and cervical
ripening in selected women. Analgesia is addressed in a separated review of this journal issue. There are
no evidence-based indications for antibiotic prophylaxis to be given before or during hysteroscopy.
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Introduction:

Hysteroscopy provides an accurate, minimally
invasive and direct-vision approach to diagnose
structural endometrial and uterine cavity
pathologies associated with abnormal uterine
bleeding (AUB) and reproductive failure, which
may be congenital (e.g., uterine septa) or
acquired (e.g., polyps, fibroids, adhesions) (1).
Currently, in most cases, diagnostic hysteroscopy
is performed on an outpatient basis, as a safe and
well-tolerated technique, thanks to the progress
of endoscopic technology, the use of minimal
caliber instruments as well as the vaginoscopic
approach to introduce the hysteroscope into the
cervical canal and uterine cavity (2, 3, 4). As with
any procedure involving uterine
instrumentation, it requires appropriate
preprocedural assessment and preparation of
the patients to improve not only the diagnostic
success but also the technique safety and patient
comfort (5). The aim of this article is to provide a
clear, brief and evidence-based overview of the
basic principles related to the evaluation and
preparation of the women undergoing
hysteroscopy for diagnostic purposes.

Methods:

A non-systematic review of the literature
published in English language until November
1st, 2022 was performed by searching PubMed
using 3 search term combinations: (1) diagnostic
hysteroscopy AND guidelines; (2) diagnostic
hysteroscopy AND patient evaluation OR patient
assessment; and (3) diagnostic hysteroscopy
AND patient preparation. The abstracts were
analyzed, pertinent articles included and the
references of all included articles were also
searched in order to find additional relevant
articles. Through multiple cycles of literature
review and discussion between the authors,
consensus answers were reached to questions
related to the clinical and imaging assessment of
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women before hysteroscopy, patient counseling,
diagnostic  hysteroscopy timing, cervical
preparation and  prophylactic  antibiotic
prescription. Pain management is addressed in a

separated review of this journal issue.
Literature review:
Preprocedural patient evaluation

The patient evaluation prior to performing
diagnostic hysteroscopy aims to thoroughly
characterize women who are scheduled for this
exam, reducing the likelihood of both procedural
failure and complications. In this important
phase, anamnestic data are taken and analyzed,
physical examination performed and pregnancy
reasonably excluded (5). On this occasion, it is
adequate to check whether gynecological
(cervical) cancer has been adequately screened
and to carry out screening if not. Before the
diagnostic  hysteroscopy, an  anatomical
examination of the uterus is performed, whereby
ultrasound represents the first-line imaging
approach (6).

Medical history. Medical history taking is the
initial step in the patient evaluation.
Comprehensive data should be properly
structured. Particular attention should be paid to
the symptoms [all, but especially those that
indicate hysteroscopy (Panel 1.)] and previous
treatments, as well as obstetric/gynecological
history, comorbidities, previous surgeries,
medications, allergies and habits (6).

Physical examination. A general and complete
abdominal and pelvic physical examination
should be performed. Particular attention should
be paid to the characteristics of the uterus that
affect the performance of the hysteroscopic
technique, including the position, size, mobility
and cervical patency (6). It is appropriate to carry
out cervical cancer screening on this occasion, if



indicated and not previously performed in
accordance with current national/international
guidelines (7). Observation of the signs of
cervicitis indicates the need to sample material

for cervical cultures. Infectious and other
contraindications for hysteroscopy are shown in
Panel 1.

Indications

Follow-up

patients

Signs and symptoms indicating endometrial/intracavitary pathology

e Abnormal uterine bleeding (AUB)
e Infertility and repetitive abortions
e  Cervical and/or intracavitary adhesions

e Retained contraceptive intrauterine device / other foreign bodies

Other technique indicating endometrial/intracavitary pathology

e Ultrasound indicating endometrial/intracavitary pathology

Gynecological cytology: atypical glandular cells (AGC)

e Conservative management of endometrial hyperplasia / cancer in selected

Known cervical cancer

Contraindications | Viable intrauterine pregnancy

Active pelvic infection (including genital herpes)

Panel 1. Indication and contraindications for diagnostic hysteroscopy

Laboratory testing. For the performance of
diagnostic hysteroscopy, especially in outpatient
settings, no laboratory tests are required, unless
it is indicated by specific anamnestic data or
clinical circumstances. In women of reproductive
age, if the procedure is not scheduled
immediately after menstruation, a pregnancy
test may be needed (5).

Anatomical uterine assessment by imaging.
Although hysteroscopy is considered the
diagnostic gold standard for endometrial and
pathology,

intracavitary ultrasonography
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represents the first-line assessment tool (along
with the clinical examination) for anatomical
evaluation of the uterus in patients with
symptoms and signs suggestive of endometrial
and/or myometrial lesion(s). Well-known
ultrasound advantages include its availability,
noninvasiveness, reliability and cost-
effectiveness (8). Transvaginal ultrasound (TVUS)
offers better resolution then abdominal
ultrasound (9), which is useful, due to its wide
vision, to exclude or, when present, to evaluate

pathology extending beyond the pelvis (6). A



consensus opinion from the International
Endometrial Tumor Analysis (IETA) group on the
terms, definitions and measurements to describe
the sonographic features of the endometrium
and intrauterine lesions was published in 2010
(10). The Morphological Uterus Sonographic
Assessment (MUSA) paper, published in 2015,
provides a consensus statement on terms,
definitions and measurements that can be used
to describe and report normal and pathological
myometrial findings during an ultrasound
examination (9). The use of standardized
methodology to assess the uterus (both
endometrium and myometrium), as well as
common definitions and terminology to report
findings is highly desirable, resulting in reduced
intra- and inter-observer variability and better
communication between sonographers,
sonologists, gynecologist, other clinicians and
researchers (6, 9, 10). The typical ultrasound
features of endometrial atrophy, polyps,
hyperplasia and cancer, and intracavitary
leiomyomas, in symptomatic and asymptomatic
women, have been described using the IETA
terminology (11, 12). In patients with AUB, the
TVUS detection of some easy-to-assess IETA
features (endometrial thickness < 3 mm, three-
layer pattern, linear midline and single vessel
without branching) makes endometrial cancer
unlikely (11). When endometrial malignancy is
suspected by ultrasound, blind sampling is often
performed, followed by diagnostic hysteroscopy
and direct-vision biopsy in cases where the
diagnosis of malignancy is not confirmed by
pathohistological examination. Hysteroscopy is a
safe diagnostic method and has no significant
effect on the prognosis of early-stage
endometrial cancer (13).

Contrast-using saline-infusion sono-

hysterography  (SIS) and  gel-instillation
sonohysterography, in two (2D) or three

dimensions (3D), are very accurate diagnostic
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procedures to describe submucous leiomyomas
(14, 15, 16), cesarean scar niche (17, 18, 19) and
congenital uterine malformations (20, 21). For
instance, in accordance with a Cochrane
systematic review and a 2017 systematic review
and meta-analysis of 1398 citations and 5
studies, high-quality evidence supports that SIS is
equally performant as hysteroscopy to diagnose
submucous leiomyomas (6, 15, 22). By defining
the extent to which a leiomyoma protrudes into
the uterine cavity and, in parallel, the depth of
myometrial penetration by the lesion, SIS
provides the information analog to that from the
combined use of hysteroscopy and TVUS (23). If
an atypical intracavitary leiomyoma is observed
during the pre-hysteroscopy ultrasound
assessment, the 2017 ISGE guidelines for the
assessment of the sarcoma risk can be used (24).

Informed consent and patient preparation for
diagnostic hysteroscopy

Diagnostic hysteroscopy is a minimally invasive
and generally safe procedure (5). However,
patients planned to undergo diagnostic
hysteroscopy should be advised about
alternative diagnostic procedures, as well as
informed about the benefits and expected
success of the procedure, but also about possible
discomfort/pain and complications. They should
be informed about the possibility of abandoning
or prematurely ending the procedure due to
complications, intolerance or the impossibility to
introduce safely the hysteroscope into the
uterine cavity. The patients should agree to
undergo eventual laparoscopy or laparotomy if
necessary to rule out iatrogenic visceral or
vascular pelvic injury. The patient should receive
an explanation about the limits for hysteroscopy,
after which the
procedure must be stopped immediately even if
it is not completed due to the complications that
could arise or to the patient’s significant



discomfort  (detailed in  the articles
“complications” and “pain management of this
monothematic issue). It should be noted that in
such a case it will be necessary to schedule
another hysteroscopic procedure. Also, the
patient should receive information about
transient symptoms (primarily pelvic discomfort
and spotting) that she may have even after an
uncomplicated  hysteroscopy, about the
expected duration and ways of controlling the
discomfort, as well as about the expected time
for returning to daily routines and work. The
most common reasons for failure to complete
outpatient hysteroscopy are pain, cervical
stenosis and poor visualization (25). Thus, the
preparation  for  successful ambulatory
hysteroscopy includes adequate patient
counseling, procedure timing, considerations
related to pain management, and cervical

preparation in selected women.

Timing and endometrial preparation. While in

postmenopausal patients, diagnostic
hysteroscopy may be performed at any time, in
premenopausal women, specifically the follicular
or luteal phase may be of interest to study (26).
Most authors perform hysteroscopic
examinations in the proliferative phase, when
the mucosa is thinner, in order to avoid
misinterpretation of physiological changes and
their confusion with polypoid or hyperplastic
endometrium (5, 26). Furthermore, the
increased tonus of the cervix caused by the luteal
phase progesterone is avoided, thus facilitating

the technique (26).

Some women with unpredictable menstruation
may be scheduled for hysteroscopy at any time,
but visualization may be impaired by active
bleeding. Pharmacologic thinning of the
endometrium, i.e. pretreatment with combined
oral contraceptives, progestins alone or

gonadotropin-releasing hormone (GnRH)
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agonists may improve visualization by thinning of
the endometrium (27, 28, 29, 30, 31). Thinning
agents should be avoided whenever possible
when only diagnostic hysteroscopy is planned, as
these hormones may affect endometrial
histology.

Cervical preparation. Almost 50%  of
hysteroscopic complications are associated with
difficult insertion of the hysteroscope through
the cervical canal into the uterine cavity (25).
Many patients do not require cervical dilatation
for diagnostic  hysteroscopy, particularly
premenopausal women undergoing the
procedure with a narrow caliber (<5 mm)
hysteroscope. Although there is insufficient
evidence to support routine cervical ripening
prior to diagnostic hysteroscopy, it may be
considered for patients with cervical stenosis
and/or at increased risk of pain with the
procedure (5). According to a systematic review
and meta-analysis of 19 studies focusing on
cervical ripening before operative hysteroscopy,
both pre- and postmenopausal women treated
with misoprostol were significantly less likely to
require additional mechanical dilation than
women who were untreated or treated with
dinoprostone or placebo (32). Many
practitioners extrapolate these data and apply
them to diagnostic hysteroscopy.

The use of misoprostol reduces the hysteroscopy
complication rates, being associated with
adverse effects, primarily abdominal pain, fever
and vaginal bleeding (32). Most often 200 — 400
micrograms of misoprostol are given orally or
vaginally, resulting in easier entry into the
cervical canal, reduced pain perception, and
shorter procedure time (33, 34). Intravaginal
misoprostol (400 micrograms) has been shown
to reduce pain associated with office
hysteroscopy, during and after the procedure,
when administered at least 4 hours before the



procedure  (35). Vaginal estrogen (25
micrograms) administered two weeks before the
procedure, together with 400-1000 micrograms
of vaginal misoprostol applied 12 hours before
the procedure, facilitates dilatation of the cervix
and significantly reduces pain in postmenopausal
women (36, 37).

Prophylactic antibiotics. Infection occurs in < 1%
of women undergoing hysteroscopy (38). There
is no evidence-based indication for antibiotic
prophylaxis to be routinely given before or
during hysteroscopy to prevent surgical site
infection or endocarditis (5).

Conclusions:

An adequate patient assessment and
preparation prior to performing diagnostic
hysteroscopy is essential to reduce the likelihood
of procedural failure and complications, and to
improve patient tolerance and satisfaction. After
clinical history taking, physical examination and
gynecological ultrasound, confirmation of
indications and exclusion of contraindications for
diagnostic hysteroscopy, preparation for a
successful hysteroscopic examination includes
appropriate patient counseling, timing of the
procedure and cervical preparation in selected
women. This preprocedural phase requires
attention, training and updating according to
new evidence that may appear in the literature.

References.

1. Okohue JE. Overview of Hysteroscopy. West
AfrJ Med. 2020;37(2):178-82.

2. Fielden AD, Braden JM, Brooks D, Dunlow SG,
Lockrow EG, Endicott S. Evaluating the Impact of
Office Hysteroscopy in a Military Treatment
Facility. Mil Med. 2020;185(9-10):e1686-e92.

3. Kolhe S. Setting up of ambulatory
hysteroscopy service. Best Pract Res Clin Obstet
Gynaecol. 2015;29(7):966-81.

DOI: 10.36205/trocar1.2023002

10

4. Deffieux X, Gauthier T, Menager N, Legendre
G, Agostini A, Pierre F, et al. Hysteroscopy:
guidelines for clinical practice from the French
College of Gynaecologists and Obstetricians. Eur
J Obstet Gynecol Reprod Biol. 2014;178:114-22.

5. The Use of Hysteroscopy for the Diagnosis and
Treatment of Intrauterine Pathology: ACOG
Committee Opinion, Number 800. Obstet
Gynecol. 2020;135(3):e138-e48.

6. Loddo A, Djokovic D, Drizi A, De Vree BP,
Sedrati A, van Herendael BJ. Hysteroscopic
myomectomy: The  guidelines of the
International Society for Gynecologic Endoscopy
(ISGE). Eur J Obstet Gynecol Reprod Biol.
2022;268:121-8.

7. WHO Guidelines for Screening and Treatment
of Precancerous Lesions for Cervical Cancer
Prevention. 2013.

8. Olalla S, Monleon J, Cristébal |, Cafiete ML.
Diagnostic evaluation of uterine myomas. Eur J
Obstet Gynecol Reprod Biol. 2020.

9. Van den Bosch T, Dueholm M, Leone FP,
Valentin L, Rasmussen CK, Votino A, et al. Terms,
definitions and measurements to describe
sonographic features of myometrium and
uterine masses: a consensus opinion from the
Morphological Uterus Sonographic Assessment
(MUSA) group. Ultrasound Obstet Gynecol.
2015;46(3):284-98.

10. Leone FP, Timmerman D, Bourne T, Valentin
L, Epstein E, Goldstein SR, et al. Terms,
definitions and measurements to describe the
sonographic features of the endometrium and
intrauterine lesions: a consensus opinion from
the International Endometrial Tumor Analysis
(IETA) group. Ultrasound Obstet Gynecol.
2010;35(1):103-12.

11. Van Den Bosch T, Verbakel JY, Valentin L,
Wynants L, De Cock B, Pascual MA, et al. Typical
ultrasound features of various endometrial
pathologies described using International
Endometrial Tumor Analysis (IETA) terminology
in women with abnormal uterine bleeding.
Ultrasound Obstet Gynecol. 2021;57(1):164-72.

12. Heremans R, Van Den Bosch T, Valentin L,
Wynants L, Pascual MA, Fruscio R, et al.
Ultrasound features of endometrial pathology in
women without abnormal uterine bleeding:
results from the International Endometrial



Tumor Analysis study (IETA3). Ultrasound Obstet
Gynecol. 2022;60(2):243-55.

13.Du Y, XuY, QinZ,Sun L, Chen Y, Han L, et al.
The Oncology Safety of Diagnostic Hysteroscopy
in Early-Stage Endometrial Cancer: A Systematic
Review and Meta-Analysis. Front Oncol.
2021;11:742761.

14. Vilos GA, Allaire C, Laberge PY, Leyland N,
CONTRIBUTORS S. The management of uterine
leiomyomas. J Obstet Gynaecol Can.
2015;37(2):157-78.

15. Farquhar C, Ekeroma A, Furness S, Arroll B. A
systematic review of transvaginal
ultrasonography, sonohysterography  and
hysteroscopy for the investigation of abnormal
uterine bleeding in premenopausal women. Acta
Obstet Gynecol Scand. 2003;82(6):493-504.

16. Makris N, Kalmantis K, Skartados N,
Papadimitriou A, Mantzaris G, Antsaklis A. Three-
dimensional hysterosonography versus
hysteroscopy for the detection of intracavitary
uterine abnormalities. Int J Gynaecol Obstet.
2007;97(1):6-9.

17. Jordans IPM, de Leeuw RA, Stegwee SI, Amso
NN, Barri-Soldevila PN, van den Bosch T, et al.
Sonographic examination of uterine niche in non-
pregnant women: a modified Delphi procedure.
Ultrasound Obstet Gynecol. 2019;53(1):107-15.
18. Verberkt C, Jordans IPM, Van den Bosch T,
Timmerman D, Bourne T, de Leeuw RA, et al.
How to perform standardized sonographic
examination of uterine niche in non-pregnant
women. Ultrasound Obstet Gynecol.
2022;60(3):420-4.

19. Savukyne E, Machtejeviene E, Paskauskas S,
Ramoniene G, Nadisauskiene RJ. Transvaginal
Sonographic Evaluation of Cesarean Section Scar
Niche in Pregnancy: A Prospective Longitudinal
Study. Medicina (Kaunas). 2021;57(10).

20. El-Sherbiny W, El-Mazny A, Abou-Salem N,
Mostafa WS. The diagnostic accuracy of two- vs
three-dimensional ~ sonohysterography  for
evaluation of the uterine cavity in the
reproductive age. J Minim Invasive Gynecol.
2015;22(1):127-31.

21. Sabry ASA, Fadl SA, Szmigielski W, Alobaidely
A, Ahmed SSH, Sherif H, et al. Diagnostic value of
three-dimensional saline infusion
sonohysterography in the evaluation of the

DOI: 10.36205/trocar1.2023002

11

uterus and uterine cavity lesions. Pol J Radiol.
2018;83:e482-e90.

22. Bittencourt CA, Dos Santos Simdes R,
Bernardo WM, Fuchs LFP, Soares Junior JM,
Pastore AR, et al. Accuracy of saline contrast
sonohysterography in detection of endometrial
polyps and submucosal leiomyomas in women of
reproductive age with abnormal uterine
bleeding: systematic review and meta-analysis.
Ultrasound Obstet Gynecol. 2017;50(1):32-9.

23. Keltz MD, Greene AD, Morrissey MB, Vega M,
Moshier E. Sonohysterographic predictors of
successful hysteroscopic myomectomies. JSLS.
2015;19(1):e2014.00105.

24. Sizzi O, Manganaro L, Rossetti A, Saldari M,
Florio G, Loddo A, et al. Assessing the risk of
laparoscopic morcellation of occult uterine
sarcomas during hysterectomy and
myomectomy: Literature review and the ISGE
recommendations. Eur J Obstet Gynecol Reprod
Biol. 2018;220:30-8.

25. Salazar CA, Isaacson KB. Office Operative
Hysteroscopy: An Update. J Minim Invasive
Gynecol. 2018;25(2):199-208.

26. Drizi A, Ghahremani M, van Herendael BJ.
Correlations  between  hysteroscopy and
histopathology to consider for the diagnosis of
impaired  inflammatory states of the
endometrium: a narrative review. It. ] Gynaecol.
Obstet. 2023;35(1):41-54.
doi: 10.36129/jog.2022.43

27. Munro MG, Storz K, Abbott JA, Falcone T,
Jacobs VR, Muzii L, et al. AAGL Practice Report:
Practice Guidelines for the Management of
Hysteroscopic Distending Media: (Replaces
Hysteroscopic Fluid Monitoring Guidelines. J Am
Assoc Gynecol Laparosc. 2000;7:167-168.). J
Minim Invasive Gynecol. 2013;20(2):137-48.

28. Kodama M, Onoue M, Otsuka H, Yada-
Hashimoto N, Saeki N, Kodama T, et al. Efficacy
of dienogest in thinning the endometrium before
hysteroscopic surgery. J Minim Invasive Gynecol.
2013;20(6):790-5.

29. Cicinelli E, Pinto V, Quattromini P, Fucci MR,
Lepera A, Mitola PC, et al. Endometrial
preparation with estradiol plus dienogest (Qlaira)
for  office hysteroscopic polypectomy:
randomized pilot study. J Minim Invasive
Gynecol. 2012;19(3):356-9.



30. Lagana AS, Vitale SG, Muscia V, Rossetti P,
Buscema M, Triolo O, et al. Endometrial
preparation with Dienogest before hysteroscopic
surgery: a systematic review. Arch Gynecol
Obstet. 2017;295(3):661-7.

31. Kamath MS, Kalampokas EE, Kalampokas TE.
Use of GnRH analogues pre-operatively for
hysteroscopic resection of submucous fibroids: a
systematic review and meta-analysis. Eur J
Obstet Gynecol Reprod Biol. 2014;177:11-8.

32. Al-Fozan H, Firwana B, Al Kadri H, Hassan S,
Tulandi T. Preoperative ripening of the cervix
before operative hysteroscopy. Cochrane
Database Syst Rev. 2015(4):CD005998.

33. Bastu E, Celik C, Nehir A, Dogan M, Yuksel B,
Ergun B. Cervical priming before diagnostic
operative hysteroscopy in infertile women: a
randomized, double-blind, controlled
comparison of 2 vaginal misoprostol doses. Int
Surg. 2013;98(2):140-4.

34. EI-Mazny A, Abou-Salem N. A double-blind
randomized controlled trial of vaginal
misoprostol for cervical priming before

DOI: 10.36205/trocar1.2023002

12

outpatient hysteroscopy. Fertil Steril.
2011;96(4):962-5.

35. Issat T, Beta J, Nowicka MA, Maciejewski T,
Jakimiuk AJ. A randomized, single blind, placebo-
controlled trial for the pain reduction during the
outpatient hysteroscopy after ketoprofen or
intravaginal misoprostol. J Minim Invasive
Gynecol. 2014;21(5):921-7.

36. Oppegaard KS, Lieng M, Berg A, lIstre O,
Quigstad E, Nesheim Bl. A combination of
misoprostol and estradiol for preoperative
cervical ripening in postmenopausal women: a
randomised controlled trial. BJOG.
2010;117(1):53-61.

37. Casadei L, Piccolo E, Manicuti C, Cardinale S,
Collamarini M, Piccione E. Role of vaginal
estradiol pretreatment combined with vaginal
misoprostol for cervical ripening before
operative hysteroscopy in postmenopausal
women. Obstet Gynecol Sci. 2016;59(3):220-6.
38. ACOG Practice Bulletin No. 195: Prevention of
Infection After Gynecologic Procedures. Obstet
Gynecol. 2018;131(6):e172-e89.



