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ABSTRACT

In recent years there have been important technological advances, many applied
to the medical field, allowing the evolution of numerous procedures. An example is
hysteroscopy, where the miniaturization of its instruments and the improvement in
the resolution of the images have allowed its evolution from an exclusive procedure
in the operating room to use in the office. Vaginohysteroscopy allows the diagnosis
of most endometrial pathologies without anesthesia, speculum, clamping or dilation
of the cervix. It presents a series of advantages such as good tolerance by the patient,
lower costs, less waiting time to resolve the pathologies and shorter work rest,
making this procedure the standard for the diagnosis and treatment of endometrial
and endocervical pathologies.
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RESUMEN

En los ultimos afios se han visto avances tecnoldgicos importantes, muchos aplicados
al dmbito médico, permitiendo la evolucién de numerosos procedimientos. Un
ejemplo es la histeroscopia, donde la miniaturizacion de su instrumental y la mejora
en la resolucion de las imagenes han permitido su evoluciéon de un procedimiento
exclusivo de sala de operaciones al uso en consultorio. La vaginohisteroscopia
permite diagnosticar y tratar la mayoria de las patologias endometriales sin
anestesia, espéculo, pinzamiento ni dilatacion del cuello uterino. Presenta una serie
de ventajas como buena tolerancia por parte de la paciente, disminucién de los
costos, menos tiempo de espera para resolver las patologias y reposo laboral mas
corto, haciendo a este procedimiento el estdndar para el diagndstico y tratamiento
de las patologias endometriales y endocervicales.

Palabras clave.Histeroscopia, infertilidad, vaginohisterosopia, histeroscopia de
consultorio.

INTRODUCTION

Hysteroscopy is a procedure that takes advantage of the endocervi-
cal canal as a natural access route to the endometrial cavity, a unique
advantage for direct visualization in the diagnosis of uterine patholo-
gy and the opportunity to obtain biopsies. Without hysteroscopy, up
to 58% of endometrial polyps, 50% of hyperplasia cases, 30% of focal
lesions, and 11% of cancers could be missed™ when blind methods are
used. such as uterine curettage or manual vacuum aspiration (MVA). In
addition, hysteroscopy allows treatment to be carried out under direct
vision, reducing the risk of partial or inadequate resolution of these pa-
thologies (Figure 1).

From 1869, when Pantaleoni reported the first successful hysteroscopy
@, to the present day, great technological advances have allowed
hysteroscopy to go from being a rare procedure, due to its considerable
technical challenges, to being one of the most widely used ambulatory
gynecological procedures in the world®. These factors include the
emergence of more efficient light sources, digital and optical endoscopic
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FIGURE 1. (A) SHOWS THE SEQUENCE OF IMAGES OF THE SAME PATIENT WITH AN ENDOMETRIAL POLYP, (B) ITS PARTIAL EXTRACTION AFTER MANUAL
VACUUM ASPIRATION, AND (C) VISION OF THE CAVITY AFTER HYSTEROSCOPIC POLYPECTOMY WITH BLUNT TIP SCISSORS.

video cameras with more advanced lens systems,
which have meant better image quality. In
addition, thinner optics have appeared, up to 2
mm in diameter (Figure 2), with a system of lenses
or optical fibers, the basis for the miniaturization
of hysteroscopes and easier and painless access
to the uterine cavity.

Hysteroscopy has thus gone from being a proce-
dure that was performed exclusively in the oper-
ating room with anesthesia and cervical dilation,
to one that can be performed in the office, with-
out anesthesia or sedation and, in the case of
vaginohysteroscopy, without a speculum, clamp-
ing or dilation of the cervix, eliminating the dis-
comfort caused by manipulation of the vagina
and uterine cervix. These advantages have led
vaginohysteroscopy to be suggested as the stan-
dard technique for ambulatory hysteroscopy®.

FiGURE 2. (A) OVERVIEW OF (1) 2 MM, (2) 2,9 MM AND (3) Y 4 MM
oprics. (B) CLose-up oF orTics IN FIGURE A. (IMAGE COURTESY DRr.
MARCELO VELIT).
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TYPES OF HYSTEROSCOPY

Hysteroscopy, depending on the site where it
is performed and the type of anesthesia used,
can be classified into those that are performed
in the operating room and those that are per-
formed in the office. In the first, mono or bipo-
lar resectoscopes of 18.5, 22 and 26 Fr are used,
which, due to their diameter, require the dilation
of the cervical canal and, therefore, the use of
anesthesia or sedation of the patient. Until the
appearance of Hamou's diagnostic set, in the
1980s, hysteroscopy in the operating room was
the most used modality. The current trend is to
use operating room hysteroscopy mainly in chal-
lenging cases, such as endometrial ablation, fi-
broids larger than 1.5 cm, wide-based septa and
large polyps, tending to pass the rest of the pro-
cedures to the office®.

Among the hysteroscopies performed in the
office or officinal hysteroscopies, we can find
three types: diagnostic, classic or conventional
and vaginohysteroscopy. They all have common
points that are performed in the office and that
instruments with a diameter equal to or less
than 5 mm are used. Among its peculiarities,
diagnostic hysteroscopy allows direct visualiza-
tion of the uterine cavity and identify its pathol-
ogies, for which a diagnostic sleeve with a sin-
gle channel is used for the exclusive use of the
optics. Classic or conventional hysteroscopy and
vaginohysteroscopy differ only in the way they
access the cervix. In the first, a speculum and
clamping of the cervix are used to visualize and
enter the external cervical os. This technique
is less and less used, and even some literature
considers it as obsolete®.

Over time, conventional hysteroscopy evolved
to vaginohysteroscopy, in which the principle
“don't touch” proposed by Bettocchi and Selvag-
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gi in 19977 is applied. For this, the hysteroscope
is placed directly into the vaginal introitus, intro-
ducing the medium of distention that allows the
separation of the vaginal walls and the entry of
the operative sleeve through the external cervical
os and cervical canal. It eliminates the pain that
occurs when placing the speculum and manipu-
lating the cervix®, making the method better tol-
erated by patients.

Conventional hysteroscopy and vaginohysteros-
copy employ shirts that are both diagnostic and
operative. They provide the advantages of diag-
nostic hysteroscopy in a single time, allowing the
procedure to be performed in the office without
anesthesia, sedation, dilation or clamping of the
cervix. It also provides the strengths of operat-
ing room hysteroscopy by allowing biopsies and
treatment of endocavitary pathologies, such as
submucosal myomas, endometrial polyps, re-
lease of uterine synechiae, resection of thin base
septa, removal of intrauterine device, taking of
targeted biopsies of endometrial thickening, le-
sions suggestive of cancer and endocervical pa-
thologies.

ADVANTAGES OF VAGINOHISTEROSCOPY

Vaginohysteroscopy does not have a statistically
significant difference compared to intraopera-
tive hysteroscopy in terms of efficacy, sensitivi-
ty, and specificity in the detection of intrauterine
lesions®. It omits the risks of anesthesia, reduc-
es recovery times, provides greater convenience
and profitability for patients, and reduces work
permits®. This has led to the current trend to-
wards performing most hysteroscopic proce-
dures in the office.

V AGINOHYSTEROSCOPY AND ULTRASOUND

Ultrasound is very effective in evaluating intra-
mural and extramural uterine disease, such as
type IlI-VIl fibroids and ovarian pathologies. It
also has good sensitivity and specificity in the
diagnosis of endometrial pathologies and, if
supplemented with saline infusion, the sensitiv-
ity and specificity increase from 89% and 56%
to 91.8% and 60%, respectively. Despite these
results, vaginohysteroscopy remains the gold
standard with sensitivity and specificity of 97.3%
and 92%, respectively®. It allows the identifi-
cation of endometrial pathologies such as sub-

mucosal fibromas and small polyps located in
the isthmic and cornual cervix™, as well as the
uterine synechiae that are difficult to identify by
ultrasound. Its higher sensitivity and specificity
differentiate it from the rest of the less invasive
indirect imaging methods, such as transvaginal
ultrasound, hysterosalpingography (HSG) and
hysterosonography. Vaginohysteroscopy allows
direct vision and resolution or taking targeted
biopsies of pathologies!'?.

V AGINOHYSTEROSCOPY IN GYNECOLOGY

The utility of vaginohysteroscopy in the gyne-
cological area is evident in the study and treat-
ment of bleeding in menopausal patients, dys-
functional bleeding, confirmation of ultrasound
images that suggest endocavitary pathology
such as fibroids, polyps, endometrial thickening
and other, with the possibility of correction of
these in up to 70% of cases in a single procedure,
"see and treat principle" ¥ (Figure 3). Based on
this, the United Kingdom'’s National Institute of
Health and Clinical Excellence, NICE, has pro-
moted a radical paradigm shift in the diagnosis
of abnormal genital bleeding (HMB), reflected in
its NG88 guideline " published in late 2018. In-
dicate vaginohysteroscopy in women with HMB
if their history suggests submucosal fibroids,
polyps or endometrial pathology, displacing ul-
trasound as a first-line procedure in the diagno-
sis of these pathologies. This change is based on
the fact that vaginohysteroscopy provides more
precise diagnoses and treatments, making it a
more profitable tool for health policy. Another
utility is the extraction of intrauterine devices
whose threads are not evident through the ex-
ternal cervical os. This significantly reduces the
risk of uterine perforation or rotation of the
same by blind maneuvers.

V AGINOHYSTEROSCOPY IN INFERTULITY

The uterus plays a fundamental role in human
reproduction. Pathologies such as polyps, en-
dometritis, intrauterine synechiae, isthmocele,
leiomyoma, Mullerian anomalies, among oth-
ers, can compromise implantation and placen-
tation, producing a negative impact on fertility.
These pathologies can be found among 40-50%
of infertile women and constitute 6-11% of the
causes of infertility". Hence the importance of
ensuring a suitable uterine cavity to achieve a
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FIGURE 3. LONGITUDINAL SECTION OF THE UTERUS. (A) AT THE FUNDUS OF THE ENDOMETRIAL CAVITY, THERE IS A SLIGHT INCREASE IN ECHOGENICITY.
(B) A VAGINOHYSTEROSCOPY IS PERFORMED, SHOWING UTERINE SYNECHIA IN THE LEFT HORN. (C) EXCISION OF THE SAME WITH BLUNT TIP SCISSORS. (D)

THE NORMAL ENDOMETRIAL CAVITY CAN BE SEEN AFTER TREATMENT

healthy child at home. As a valuable tool, hys-
teroscopy has been gaining importance over the
years, which is expressed in the phrase of Dr.
Linda Bradley “the hysteroscope should be con-
sidered the stethoscope for the uterus"®.

At present, the role of hysteroscopy in the treat-
ment of endometrial pathologies is not in dis-
pute, regarding its usefulness in improving re-
productive results in relation to ultrasound or
saline infusion ultrasound. Despite the number
of publications confirming its importance, there
are two recent trials, inSIGHT"” and TROPHY!®),
that have not shown benefit with the use of hys-
teroscopy. However, these studies had several
limitations that may affect their generalizability.
The fact is that robust and high-quality random-
ized clinical trials are needed before hysterosco-
py can be considered a first-line procedure in all
infertile women®. However, we cannot ignore
the advantages of examining most endometrial
cavity under direct vision and the possibility of
taking biopsies or solving most endometrial pa-
thologies in the same surgical act, factors that
speed up time and reduce costs in the processes
of fertility.

HYSTEROSCOPY IN OBSTETRICS

Hysteroscopy also has its place in obstetrics.
Hysteroembryoscopy is performed in pregnant
women with embryos without cardiac activity,
allowing to obtain selective samples of embry-
onic tissue under direct vision, reducing the risk
of contamination by maternal cells??. A more
precise view of the external morphology of the
embryo is obtained and diagnoses of morpho-
logical alterations can be made or diagnostic
suspicions confirmed (Figure 4), which are ex-
tremely difficult due to do when tissue is de-
stroyed by manual vacuum aspiration or uterine
curettage.
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INSTRUMENTAL

For the performance of vaginohysteroscopy there
are different operative shirts and reusable surgi-
cal instruments. It can be carried out with rigid
or flexible instruments, the rigid ones being used
more frequently because they provide better im-
ages, lower percentage of failed procedures, fast-
er examination time, cheaper acquisition, longer
duration and less need for maintenance®?2".

Regarding the rigid operative shirts, the best
known is the Bettocchi hysteroscope, an oval-
shaped diagnostic-operative shirt, which allows
better adaptation to the anatomy of the cervix.
There is a4 mm model and a 5 mm larger diame-
ter model, which use 2 mm and 2.9 mm diameter
optics, respectively. Among the new models are
Bettocchi Integrated Office Hysteroscope System
(B.I.LO.H.S.) which has a diameter greater than 4
mm and 2.0 mm optics; it allows the handling and
control of the inlet and outlet of liquids with one
hand and all the connections are located at the
lower end of the handle, to simplify handling®?;
the field hysteroscope has a sliding mechanism
that allows a 2.9 mm first line to be inserted for a
better approach to the cervical tract and the uter-
ine cavity, without discomfort for the patient; in
the same act, it can slid over the surgical sleeve,
changing to a larger diameter and moving from
a diagnostic hysteroscopy to an operative one®;
each of these operative shirts (Figure 5) has two
channels, one for the optics and the other for in-
troducing the reusable 5 Fr surgical instruments,
such as the fine tip scissors, blunt tip grasper,
biopsy forceps, mono or bipolar electrodes and
even diode laser fibers. The small diameter of all
these surgical shirts allows the evaluation and
treatment of patients who have not started their
sexarche - that is, vaginoscopy and extraction of
foreign bodies in girls -, and patients with vaginal
stenosis due to oncological pathology.
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FIGURE 4. ULTRASOUND OF A 17.3 MM EMBRYO WITHOUT CARDIAC ACTI-
VITY. (A) IMAGE SUGGESTIVE OF ALTERATION IN THE CEPHALIC POLE. (B)

V/ AGINOHYSTEROSCOPY SHOWS A BICEPHALIC EMBRYO, CONFIRMING THE
SUSPICION BY ULTRASOUND.

FIGURE 5. DIFFERENT TYPES OF OPERATIVE SLEEVES ARE SHOWN. IN DES-
CENDING ORDER (A) BETTOCCHI HYSTEROSCOPE, (B) FIELD TROPHYSCO-
PE, AND (C) BeTTOCCHI INTEGRATED OFFICE HYSTEROSCOPE SYSTEM
(IMAGE MODIFIED FROM IKARL STORZ HYSTEROSCOPE CATALOG DIAG-

The evolution of hysteroscopy is in full swing,
with the appearance of new and smaller instru-
ments. Recently, 15 and 16 Fr diameter resec-
toscopes and morcellators have appeared and
even manual morcellators of 5 Fr which can be
inserted through the operative channel of the
Bettocchi set. These new instruments promise
to continue strengthening the current trend of
moving the study and treatment of endometri-
al pathologies to an office environment without
anesthesia or sedation.

MEANS OF DISTENSION

As the endometrial cavity is a virtual concavity,
it requires a means of distension that allows the

NOSTIC AND SURGICAL PROCEDURES FOR AMBULATORY HYSTEROSCOPY).

e
\ ‘\\/#

separation of the uterine walls for its hystero-
scopic evaluation. These media can be gaseous,
such as carbon dioxide (CO2), electrolyte-free
solutions, such as glycine, sorbitol and mannitol,
or electrolyte solutions, such as sodium chloride.
The choice of the means of distension will depend
on the type of energy used. Thus, when using mo-
nopolar energy, one of the electrolyte-free solu-
tions is used; if mechanical, bipolar or laser en-
ergy is applied, electrolytic solutions are used®@?,
noting that the latter have proven to be the most
comfortable and safest means of distension®
by reducing the risk of hyponatremia and vaso-
vagal episodes and allow a greater differential
between the volume of distention medium enter-
ing and leaving the endometrial cavity; this can
reach 2 500 mL in patients under 50 years of age
without other pathologies®, resulting into longer
operative time and resolution capacity.

FACTORS COMMITTING THE SUCCESS OF VAGINO-
HYSTEROSCOPY

Although officinal hysteroscopy is a relative-
ly simple procedure and very well tolerated by
patients, between 5 and 15% may present pain
of moderate to strong intensity, and around 5%
will present a failed access to the uterine cavity,
being the main causes cervical stenosis or pain
©, This can lead to the fact that, despite its great
advantages, there is a group of patients and gy-
necologists who are not convinced by vagino-
hysteroscopy in an outpatient setting.

Rev Peru Ginecol Obstet. 2021;67(1) 5
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To try to identify this group of patients who have
a higher risk of pain and failed hysteroscopies, it
is very important to make an adequate selection
and identify risk factors, such as cervical steno-
sis, menopause, poor visualization of the cervix,
absence of vaginal delivery, as well as reinforcing
the elements that serve as pain protectors, such
as the experience of the operator, surgical time
and the diameter and type of equipment used
24 Another important element is to reduce the
anxiety of the patient with an adequate expla-
nation of the method before its performance,
about the procedure, its advantages, disadvan-
tages, scope and limitations. Based on complete
information, you can make a conscious decision
whether to have vaginohysteroscopy without
or with anesthesia, along with a pleasant envi-
ronment and constant communication of the
hysteroscopist and the patient during the proce-
dure®. These are factors that can contribute to
the success of the procedure.

V AGINOHISTEROSCOPY IN TIMES OF covID 19

This year 2020, due to the situation caused by
COVID-19, there have been important changes in
medical practice. Although information on this
virusis still under study, there is evidence of pos-
sible viral shedding during minimally invasive gy-
necological procedures, due to the presence of
the virus in the blood, feces and aerosolization
of the virus, especially when using smoke gen-
erating devices!" and in procedures that require
intubation that generate aerosol (AGP). One of
the advantages of vaginohysteroscopy is that it
is not aerosol-generating and that it allows the
option of using mechanical energy, such as scis-
sors and graspers, so the risk of transmission is
theoretically low or negligible. These character-
istics make vaginohysteroscopy an excellent al-
ternative for the treatment of most endometrial
pathologies in this era of COVID-19.

A few months ago the consensus statement
of the Global Congress of Hysteroscopy®® was
published, in which related recommendations
are offered, such as performing adequate triage
of the patient, considering requesting the preop-
erative COVID-19 test -in our case, itis requested
per protocol to all patients the days before the
procedure in the office-, limit hysteroscopic pro-
cedures to those patients in whom their delay
could lead to adverse clinical results, minimize
the number of people participating in the pro-
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cedure, favor the use of instruments that do
not produce surgical smoke -such as scissors,
forceps and tissue recovery systems, as well as
the respective decontamination measures after
each procedure- and the use of appropriate per-
sonal protective equipment.

CoNCLUSIONS

There is no doubt that vaginohysteroscopy is the
gold standard for the assessment and treatment
of endometrial and endocervical pathologies,
allowing the inspection and endoscopic treat-
ment of the uterine cavity and cervical canal in
the office using optical and surgical instruments
less than or equal to 5 mm in diameter. The small
diameter of the instruments makes it a very well
tolerated procedure by most patients.

The fact of doing this procedure in the office re-
duces the time of resolution of the pathologies,
since it allows in a single act to see and treat
most of the endometrial pathologies, with prac-
tically immediate recovery that shortens the pe-
riods of rest for the patients; likewise, by avoid-
ing anesthesia and the operating room there is a
considerable reduction in costs, making it more
accessible to the general population.

As vaginohysteroscopy is a diagnostic and surgi-
cal procedure in which the patient will be awake,
itis important to take into consideration the the-
oretical and practical domain of the technique
by the hysteroscopist, a pleasant environment
that has the conditions and the necessary in-
struments for its performance and the proper
selection of the patient. For this, the anteced-
ents that facilitate or not the entrance to the
uterine cavity, the pain threshold and the will-
ingness of the patient to collaborate during the
procedure must be assessed. It is essential that
the patient has clear information about what
vaginohysteroscopy is, what she may feel while
it is being performed, its advantages, disadvan-
tages, scope, limitations and risks, all of which
will help her to collaborate consciously during
the performance of this in office technique.

REFERENCES

1. Filiz T, Doger E, Corakgl A, Ozeren S, Caliskan E. The effi-
cacy, cost and patient satisfaction of classic versus office
hysteroscopy in cases with suspected intrauterine space
occupying lesions with 3-dimension ultrasound and abnor-
mal uterine bleeding. ] Turk Ger Gynecol Assoc. 2009 Dec
1,10(4):189-93. PMID: 24591870.



Vaginohysteroscopy, diagnosis and treatment of endometrial pathologies in office

Instituto Mexicano del Seguro Social. Recomendaciones en
histeroscopia. 2011. http://www.cenetec.salud.gob.mx/des-
cargas/gpc/CatalogoMaestro/585_GPC_/585GER.pdf

Amer-Cuenca J), Marin-Buck A, Vitale SG, La Rosa VL, Caruso
S, Cianci A, et al. Non-pharmacological pain control in out-
patient hysteroscopies. Minim Invasive Ther Allied Technol.
2020 Feb;29(1):10-19. doi: 10.1080/13645706.2019.1576054

Royal College of Obstetricians and Gynaecologists. Best

practice in outpatient hysteroscopy. RCOG Green-top Guide-

line No. 59 March 2011.

Di Spiezio Sardo A, Calagna G, Di Carlo C. Tips and tricks
in office hysteroscopy, Gynecology and Minimally Inva-
sive Therapy. 2015;4(1):3-7. ISSN 2213-3070. https://doi.
org/10.1016/j.gmit.2014.12.004

Alonso L. The endocervical canal strategies for an easy
access to the uterine cavity. Hysteroscopy Newsletter.
2019;5(4).

Bettocchi S, Selvaggi L. A vaginoscopic approach to reduce
the pain of office hysteroscopy. ] Am Assoc Gynecol Lapa-
rosc. 1997 Feb;4(2):255-8.

doi: 10.1016/51074-3804(97)80019-9

ACOG Technology Assessment No. 13: Hysteroscopy. Obstet
Gynecol. 2018 May;131(5):e151-e156.
doi: 10.1097/A0G.0000000000002634

Bennett A, Lepage C, Thavorn K, Fergusson D, Murnaghan
O, Coyle D, et al. Effectiveness of outpatient versus operat-
ing room hysteroscopy for the diagnosis and treatment of
uterine conditions: A systematic review and meta-analysis. ]
Obstet Gynaecol Can. 2019 Jul;41(7):930-41.

doi: 10.1016/j.jogc.2018.10.002

Parry JP, Isaacson KB. Hysteroscopy and why macroscop-
ic uterine factors matter for fertility. Fertil Steril. 2019
Aug;112(2):203-10. doi: 10.1016/j.fertnstert.2019.06.031

Yang JH, Chen M), Yang PK. Factors increasing the detection
rate of intrauterine lesions on hysteroscopy in infertile
women with sonographically normal uterine cavities. |
Formos Med Assoc. 2019 Jan;118(1 Pt 3):488-93.

doi: 10.1016/j.ffma.2018.08.017

Yen CF, Chou HH, Wu HM, Lee CL, Chang TC. Effectiveness
and appropriateness in the application of office hysterosco-
py. ) Formos Med Assoc. 2019 Nov;118(11):1480-7.

doi: 10.1016/j.jfma.2018.12.012

Bristish Society of Gynaecological Endoscopy (BSGE) News-
letter of the British Society for Gynaecological Endoscopy.
The Scope Internet vol. 20 (2018). https://28x8koygr-
j92snigkorkjod2-wpengine.netdna-ssl.com/w content/up-
loads/2019/02/The-Scope-Issue 11_web.pdf

National Collaborating Centre for Women's and Children's
Health (UK). Heavy Menstrual Bleeding. London: RCOG
Press; 2007 Jan. PMID: 21938862.

20.

21.

22.

23.

24,

25.

Jain S, Inamdar DB. Manual of Fertility Enhancing Hysteros-
copy. Library of Congress Control Number: 2018937589.
Singapore: Springer Nature Singapore Pte Ltd. 2018.

Remohi Giménez J, Bellver Pradas J, Ferrando Serrano M,
Requena Miranda A, Pellicer Martinez A. Manual Préctico de
Esterilidad y Reproduccién Humana. Aspectos Clinicos. 52
Edicién. Madrid: Editorial Médica Panamericana. 2018.

Smit JG, Kasius JC, Eijkemans MJC, Koks CAM, van Golde R,
Nap AW, et al. Hysteroscopy before in-vitro fertilisation
(inSIGHT): a multicentre, randomised controlled trial.
Lancet. 2016 Jun 25;387(10038):2622-9. doi: 10.1016/
S0140-6736(16)00231-2. Erratum in; Lancet. 2019 Jun
15;393(10189):2394. PMID: 27132052.

El-Toukhy T, Campo R, KhalafY, Tabanelli C, Gianaroli L,
Gordts SS, et al. Hysteroscopy in recurrent in-vitro fertilisa-
tion failure (TROPHY): a multicentre, randomised controlled
trial. Lancet. 2016 Jun 25;387(10038):2614-2621.

doi: 10.1016/50140-6736(16)00258-0

Di Spiezio Sardo A, Di Carlo C, Minozzi S, Spinelli M, Pistotti
V, Alviggi C, et al. Efficacy of hysteroscopy in improving
reproductive outcomes of infertile couples: a systematic
review and meta-analysis. Hum Reprod Update. 2016
Jun;22(4):479-96. doi: 10.1093/humupd/dmw008

Campos-Galindo I, Garcia-Herrero S, Martinez-Conejero JA,
FerroJ, Simén C, Rubio C. Molecular analysis of products of
conception obtained by hysteroembryoscopy from infertile
couples. J Assist Reprod Genet. 2015 May;32(5):839-48.

doi: 10.1007/510815-015-0460-z

Unfried G, Wieser F, Albrecht A, Kaider A, Nagele F. Flexible
versus rigid endoscopes for outpatient hysteroscopy: a
prospective randomized clinical trial. Hum Reprod. 2001
Jan;16(1):168-171. doi: 10.1093/humrep/16.1.168

Federacion Latinoamericana de Obstetricia y Ginecologia
- FLASOG. Cirugia Minimamente Invasiva en Ginecologja,
Altavoz Editores, noviembre 2017.

del Valle C, Solano JA, Rodriguez A, Alonso M. Pain manage-
ment in outpatient hysteroscopy. Gynecology and Minimally
Invasive Therapy. 2016;5(4):141-7. ISSN 2213-3070.

Diaz-Yamal IJ, Uscategui-Diago AM, Castafieda-Castafieda J,
Fandifio-Rodriguez CA, Villamil-Pérez JE, Gémez-Corredor
F, et al. Seguridad de la histeroscopia oficinal en una uni-
dad de fertilidad. Bogota, Colombia, 2011-2016. Cohorte
retrospectiva. Rev Colomb Obstet Ginecol. [Internet].
2017,68(3):186-92. http://dx.doi.org/10.18597/rcog.776

Carugno J, Di Spiezio Sardo A, Alonso L, Haimovich S, Cam-
po R, De Angelis C, et al. COVID-19 Pandemic. Impact on
hysteroscopic procedures: a consensus statement from the
Global Congress of Hysteroscopy Scientific Committee. ]
Minim Invasive Gynecol. 2020 Jul-Aug;27(5):988-92.

doi: 10.1016/j.jmig.2020.04.023

Rev Peru Ginecol Obstet. 2021;67(1) 7



