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Abstract

Office hysteroscopy is a safe and effective procedure for visualization and surgical approach of intracavitary diseases. Con-
sidered to be a standard technique, it allows to avoid risks and complications associated with patient’s hospitalization. Pain
is one of the primary reasons for not completing the procedure, so that the concern with its reduction has been the subject
of many studies. The purpose of this study was to describe an intracavitary anesthetic technique and demonstrate its ef-
fectiveness and safety in controlling pain during office hysteroscopy.

This is a retrospective study with eight hundred fifty-nine patients who underwent office hysteroscopy at two speciali-
zed units. The total of patients was submitted to office hysteroscopy for diagnostic or surgical purpose. Those who repor-
ted pain during the procedure were offered anesthesia, which was immediately performed. By using an endoscopic nee-
dle, hysteroscopic anesthesia was administered in specific sites with precise application guidelines. After the hysteroscopy,
the intensity of the patient’s pain during the procedure was assessed by a numeric survey, regardless of having received hys-
teroscopic anesthesia. The doctor responsible was also invited to rate patient’s reported pain reliability by a numeric scale.

When using hysteroscopic anesthesia, office hysteroscopy was completed in 94.3% of the cases, however there were no
significant differences regarding the number of completed procedures between those and the ones who didn't received. Ho-
wever, in women submitted to hysteroscopic anesthesia, the reduction in reported pain was significant, with a more noti-
ceable effect in those who reported a higher pain score before the technique. There were no complications related to hys-
teroscopic anesthesia. Hysteroscopic anesthesia is an effective and safe method for pain control during office procedures
and might be considered when performing this technique. Its use can provide a greater comfort to the patient and allows
to avoid risks associated with the operating room.
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Resumo

A histeroscopia office ¢ um procedimento seguro e eficaz para o diagndstico e abordagem cirurgica da patologia intracavi-
taria. Sendo considerada o gold standard, permite evitar riscos e complicacdes associados a hospitalizacao de doentes. A dor
frequentemente associada, é considerada uma das principais razoes para o procedimento nao ser concluido, pelo que a preo-
cupacdo com a sua reducdo tem sido objecto de muitos estudos.
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O objectivo deste estudo foi descrever uma técnica anestésica intracavitaria e demonstrar a sua eficacia e seguranca no
controlo da dor das pacientes durante a histeroscopia.

Este é um estudo retrospectivo com oitocentas e cinquenta e nove pacientes submetidas a histeroscopia office em duas
unidades especializadas. O total das pacientes foi submetida a uma histeroscopia diagnostica ou terapéutica, sendo ofere-
cida a anestesia histeroscopica de imediato a todas aquelas que reportaram dor. Utilizando uma agulha endoscopica, o far-
maco anestésico foi administrado em locais especificos de acordo com guidelines precisas. Apos a realizacao da histerosco-
pia, a intensidade da dor das pacientes foi registada de acordo com uma escala numeérica, independentemente de terem ou
ndo realizado anestesia histeroscopica. No final do procedimento o médico responsavel avaliou subjectivamente a confia-
bilidade da avaliacdo da doente por meio de uma escala numérica.

Quando utilizada, a anestesia histeroscopica permitiu concluir 94.3% dos procedimentos, nao se verificando uma dife-
renca significativa entre o nimero de procedimentos concluidos quando a mesma nao era administrada. Contudo, nas mu-
lheres que realizaram anestesia histeroscopica, a reducao da dor foi significativa, com um efeito mais notorio naquelas que
apresentavam niveis de dor iniciais superiores. Nao se registaram complicacdes decorrentes da técnica anestésica.

A anestesia histeroscopica é uma técnica eficaz e segura no controlo da dor, devendo ser considerada a sua utilizagio em pro-
cedimentos de consultério. Esta permite um maior conforto, evitando os riscos associados a sua realizacao no bloco operatério.

Palavras-chave: Anestesia histeroscopica; Dor; Histeroscopia office.

INTRODUCTION

ffice hysteroscopy is the gold standard method for

the diagnosis and surgical treatment of intracavi-
tary uterine pathologies. While being well tolerated by
the patient in most cases, pain is one of the primary
reasons for failure or procedure interruption"*”.

Pain perception during the procedure is associated
with multiple factors related to the patient and the tech-
nique’. Office hysteroscopy avoids patient’s approach
in the operating room and contributes with a significant
positive impact on patient safety, healthcare quality and
decreases the direct and indirect costs associated with
the procedure, all of which growing concerns for the
highest health bodies such as the WHO’*. In order to
complete a higher number of office hysteroscopies,
pain reduction techniques have been used, both phar-
macological and non-pharmacological'’. In particular,
various forms of anesthesia, such as paracervical and
intracervical, have been studied for this procedure, sug-
gesting the need for further investigation and the defi-
nition of new techniques®.

In this article it is provided a detailed description of
a local and intracavitary anesthetic procedure which
we called “hysteroscopic anesthesia”, comprising an
amplification of the “focal-local” technique previously
described in the literature®. The purpose of this retros-
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pective study was to evaluate the effectiveness and sa-
fety of this method in reducing pain for patients un-
dergoing office hysteroscopy.

METHODS

This study was designed as a retrospective assessment
considering a group of 859 patients, who underwent
office hysteroscopy in two specialized units: in a public
hospital between May 25th, 2011, and December 5th,
2019, as well as in a private health center between April
26th, 2016, and November 28th, 2018.

The study population was comprised of women that
were elected to perform an hysteroscopy, between 20
and 92 years old, averaging 55.9 years old with a me-
dian of 55 years old. A total of 501 patients (58.3%)
had already reached menopause and 358 were women
of reproductive age (41.7%). As for parity, 52 (6.1%)
were nulliparous, 591 (68.8%) had had vaginal births,
51 (5.9%) had undergone cesarean section. There was
no parity data on 165 (19.2%) of the patients.

The hysteroscopic procedures were performed in an
office setting by gynecologists that were experienced in
this technique, as well as by professionals in training
under the supervision of specialists at all times. The pro-
cedures were preceded by a preliminary appointment
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TABLE I. PATIENT POPULATION DEMOGRAPHICS.

Characteristics Total (N = 859)
Age, years
Mean (SD) 55.9 (14.2)
Median (Q1-Q3) 55.0 (45.0 - 68.0)
Minimum 20.0
Maximum 92.0

Menopause Status, n (%)

Yes 501 (58.3)

No 358 (41.7)
Parity, n (%)

No birth 52 (6.1)

Vaginal 591 (68.8)

Cesarean 51 (5.9)

Unknown/Not Reported 165 (19.2)

N — number of patients included in the study; n — number of

patients with available data; SD — standard deviation; Min —
minimum; Max — maximum

where the technique was explained with the appropriate
level of detail, followed by patient observation and con-
sequent treatment of potential vaginal infections.

The preparation to ensure proper conditions of the
cervical canal and endometrium for the procedure was
selectively planned, resulting in empiric decision about
the need to use misoprostol (intravaginal and/or oral),
local estrogens and hormonal contraception.

At the end of the preliminary appointment, even-
tual enquiries were clarified, and the patients were pro-
vided with written information respective to the tech-
nique and contact details of the responsible Medical
Doctor, who later would perform the hysteroscopy or
supervise the professional in training. The authoriza-
tion to perform surgical procedures and to access cli-
nical information were obtained with the signing of an
informed consent.

For all cases, the hysteroscopy was performed using
the “see and treat” model with a vaginoscopy ap-
proach'®, without the use of a speculum or tenaculum,
and the distension medium was a 0.9% saline solution,
heated to 37°C when at the public hospital and at room
temperature when at the Private Health Center. The se-
rum pressure was adjusted on a case-by-case basis, by
regulating the inlet and outlet valves of the hysteros-
cope, varying according to the uterine cavity characte-
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ristics and the patients tolerance. The pressure used

did not exceed the maximum values suggested in the

literature'.

The hysteroscope was a Bettocchi Karl Storz® 5 mm
rigid with 30° optics. In surgical hysteroscopies, there
was also the use of tweezers, scissors and bipolar elec-
trodes (Versapoint®’ Twizzle type), depending on the
surgical needs.

During the procedure, according to patient request,
a local anesthesia with 1% lidocaine was administered
endoscopically. This method that the authors called
“hysteroscopic anesthesia”, resorts to the use of an en-
doscopic needle of 22Ga, 5Fr in diameter, 35 ¢cm in
length and 8 mm tip (Cook Williams® Cystoscopic In-
jection Needle) that is introduced into the operating
channel of the hysteroscope, allowing a localized in-
jection of anesthetic in specific pain points identified
during the procedure.

This hysteroscopic anesthesia technique is a modifi-
cation and amplification of Skensved’s “Hysteroscopi-
cally Guided Intramyometrial Local Anesthesia — The
Focal Local™ going beyond the anesthesia of the fibroid
base, with infiltration in the polyp bases, in the uterine
septum, in the cervical canal and in the utero-sacral area.

In order to define the hysteroscopic anesthesia tech-
nique, the following standard procedure was designed
considering the different structures and findings:

1. Filling the syringe with 10 to 12 cc of 1% lidocaine,
ensuring no refilling during the procedure, to avoid
involuntary overdose;

2. Before administration of the anesthetic, regardless
of the structure or finding, proceed with aspiration
after insertion of the endoscopic needle;

3. When administering 1% lidocaine in the cervical ca-
nal (Figure 1), approach the tissue with an angle bet-
ween 15°and 30° (Figures 2 and 3), similar to an in-
tradermal injection, pointing the needle bevel to-
wards the center of the channel. The puncture
should be as shallow as possible, aiming for an anes-
thetic button;

4. When administering 1% lidocaine at the base of fi-
broids or polyps (Figure 4), approach the base tissue
with an angle between 30° and 45° (Figures 5 and 6),
similar to a subcutaneous injection, pointing the nee-
dle bevel towards the center of the cavity;

5. When administering 1% lidocaine to the uterine
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FIGURE 1. Approaching the cervical canal to perform the anes-
thesia.

FIGURE 2. Anesthesia to the cervical canal. Approaching the
Cervical tissue with an angle between 15° and 30°, similar to

an intradermal injection.

septum, approach the septum wall at an angle as clo-
se as possible to 0° (Figures 7 and 8);

6. When administering 1% lidocaine to the uteral-sa-
cral area (Figure 9), it is mandatory a vaginoscopy

FIGURE 3. Approaching the base of fibroids or polyps to per-
form the anesthesia.

approach at an angle as close as possible to 0°, so

that the uteral-sacral ligaments are infiltrated (Figu-

re 7 and 8).

After the administration of anesthesia according to
this standard procedure, the hysteroscopy and even-
tual surgical procedures were performed and eventually
concluded in most cases.

At the end of the hysteroscopy, each patient was pre-
sented with a survey inquiring about pain intensity as-
sociated with the procedure, before and after hysteros-
copic anesthesia, using a numerical scale from O to 10,
where “0” was absence of pain and “10” was the most
intense pain ever experienced. For those who weren’t
submitted to hysteroscopic anesthesia the level of pain
was also accessed by this scale. For statistical purposes,
this study defined cohorts of pain, classified as mild for
a score between 0-3, moderate between 4-7 and in-
tense between 8 and 10. The patients were also ques-
tioned on the preference to undergo the same proce-
dure under general or locoregional anesthesia in the

FIGURE 4. Anesthesia to fibroids and polyps. Approaching the base tissue with an angle bet-

ween 30° and 45°, similar to a subcutaneous injection.

18

Acta Obstet Ginecol Port 2024;18(1):15-24



Mariana Lourenco et al.

FIGURE 5. Anesthesia to uterine septum and uteral-sacral area. Approaching the septum wall

and uteral- sacral area at an angle as close as possible to 0°.

FIGURE 6. Anesthesia to the uteral-sacral ligaments.

operating room. After the procedure, the physician had
to subjectively assess the perceptiveness of each patient
towards the classification, rating the reliability related
with the patients pain in a -5 (very degraded) to +5
(very favored) scale.

Multiple demographic characteristics of interest
were collected from the electronic health records (EHR)
as data about the hysteroscopic procedure including
the answers collected from the surveys.

The effectiveness of this method, which has the ob-
jective of completing the hysteroscopy procedure and
reducing pain for the patients, was evaluated compa-
ring the reported pain levels before and after anesthe-
sia, the number of completed procedures with anes-
thesia, the number of cases in which there was pain re-
duction after anesthesia and, for these cases, the mean,
minimum and maximum pain reduction, and the num-
ber of women who would repeat the procedure in-of-
fice. The safe of this method was evaluated by the num-
ber of complications reported.

For the assessment of factors that could induce mi-
sinterpretation of the effectiveness results, this study
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compared the characteristics of interest as well as the
pain intensity reported by patients before anesthesia
between the patients that underwent anesthesia and
the ones who did not. The patient’s reported pain and
the physician’s assessment on the reliability of the pa-
tient’s response were assessed for discrepancy.

The approach of the statistical analysis performed in
this study compared the continuous variables using
t-test, ANOVA, Wilcoxon Rank-Sum test and Kruskall
Wallis, and its normality was assessed with the use of
the Shapiro Wilk test. The categorical variables were
compared using %’ test and Fisher Exact test.

The characteristics of interest, specifically the rela-
tionship between reported pain score, hysteroscopic
procedure duration and patients’ age, were assessed
with Pearson or Spearman correlations. These charac-
teristics of interest were also assessed for relationship
with the pain cohorts defined for this study. In the ca-
ses where data was missing, there was no replacement.
The significance level was set at p-value = 0.05.

RESULTS

This study addressed 859 procedures, with 172
(20.0%) diagnostic hysteroscopies and 678 (78.9%)
surgical hysteroscopies. In 9 cases (1.0%) the diagnos-
tic or surgical nature of the hysteroscopy was unknown.
Misoprostol was used for 782 patients (91.0%) in pre-
paration for the hysteroscopy. As for the duration of the
procedures, the average was 25.8 minutes and the me-
dian was 24.0 minutes per hysteroscopy, with a mini-
mum time of 2 minutes and a maximum recorded time
of 74 minutes.
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TABLE 1l. DESCRIPTIVE ANALYSIS OF THE STUDY
SAMPLE.
Characteristics Total (N = 859)
Hysteroscopic Procedure, n (%)
Diagnostic 172 (20.0)
Surgical 678 (78.9)
Unknown/Not Reported 9 (1.0)
Misoprostol, n (%)
Yes 782 (91.0)
No 77 (9.0)
Hysteroscopy duration, min
n 757
Mean (SD) 25.8 (13.7)
Median (Q1-Q3) 24.0 (15.0-35.0)
Minimum 2.0
Maximum 74.0
Hysteroscopic Anesthesia, n (%)
Yes 264 (30.7)
No 595 (69.3)
Operating Room (OR), n (%)
Yes 43 (5.0)
No 810 (94.3)
Unknown/Not Reported 6 (0.7)
Physician’s reliability, (-5 to +5)
n 782
Mean (SD) -0.4 (1.2)
Median (Q1-Q3) 0.0 (-1.0-0.0)
Minimum -5.0
Maximum 5.0

N — number of patients included in the study; n — number of
patients with available data; SD — standard deviation; Min —
minimum; Max — maximum.

Hysteroscopic Anesthesia was used in 264 patients
(30.7%), and no anesthesia was used in the remaining
595 patients (69.3%). Office hysteroscopy, supported
by this anesthetic technique, was completed in 94.3%
of the cases. Only 43 patients (5.0%) had to be sent to
the operating room, due to the inability to complete the
procedure in an in-office environment. In 6 cases (0.7%)
there was no follow-up record. In 77 cases (9.0%) it was
not possible to put on record the Physician’s assessment
regarding the patient’s pain perception.

When characterizing the specific group of patients
who have requested Hysteroscopic Anesthesia (264 pa-
tients) we found an average of 56.6 years old, a median
of 57 years old, ranging from 26 to 89 years old. In this
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group, 66.7% were menopausal, 8.3% were nullipa-
rous, 61.0% had vaginal deliveries, 9.8% had cesarean
sections and for 20.8% there is no parity data. 13.3% of
the procedures were diagnostic hysteroscopies, 84.5%
were surgical hysteroscopies and for 2.3% there was no
data. In 94.7% of these procedures misoprostol was gi-
ven. As for the hysteroscopy time, the average was 32.8
minutes with a median of 33 minutes, ranging from 3
to 74 minutes. Within this group, 93.9% of the hyste-
roscopies were completed, while 5.3% of the patients
were sent to the operating room. In 2 cases (0.8%) the-
re was no data. There were no complications with the
anesthetic procedure. For the 243 patients that were as-
ked, 81.0% (197 patients) would undergo the proce-
dure in-office again. In 26 cases (9.8%) it was not pos-
sible to put on record the Physician’s assessment regar-
ding the patient’s pain perception.

The group that did not request Hysteroscopic Anes-
thesia (595 patients) had an average of 55.6 years old,
amedian of 54 years old, ranging from 20 to 92 years.
In this group, 54.6% were menopausal, 5% were nul-
liparous, 72.3% had vaginal deliveries, 4.2% had cesa-
rean sections and for 18.5% there was no parity data.
23% of the procedures were diagnostic hysteroscopies,
76.5% were surgical hysteroscopies and for 0.5% the-
re was no data. Preparation with misoprostol was per-
formed in 89.4% of cases. As for the hysteroscopy time,
the average was 22.7 minutes with a median of 20 mi-
nutes, ranging from 2 to 60 minutes. Within this group,
94.5% of the hysteroscopies were completed while
4.9% of the patients were sent to the operating room.
In 4 cases (0.7%) there was no data. For the 567 pa-
tients that were asked, 96.6% (548 patients) would un-
dergo the procedure in-office again. In 51 cases (8.6%)
it was not possible to put on record the Physician’s as-
sessment regarding the patient’s pain perception.

When comparing the initial level of pain reported
by patients who requested Hysteroscopic Anesthesia
with the level of pain reported by patients who did not
request it, there was a significant difference between
the two groups, with the mean value of reported pain
intensity being 5.83 in the group that underwent AH
and 3.41 in the group that did not.

When comparing the Physician’s perception of pain
reported by patients who underwent AH with the ones
that did not, there was no significant difference.
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TABLE I1l. COMPARISON OF CHARACTERISTICS OF INTEREST BETWEEN PATIENTS THAT REQUESTED HYSTEROSCOPIC
ANESTHESIA VS PATIENTS WHO DID NOT REQUEST.
Characteristics Yes (N = 264) No (N = 595) p-value
Age, years
Mean (SD) 56.6 (13.3) 55.6 (14.5) 0.237 wil
Median (Q1-Q3) 57.0 (46.8 - 67.0) 54.0 (45.0 - 68.0)
IQR 20.2 23.0
Minimum 26.0 20.0
Maximum 89.0 92.0
Menopause Status, n (%)
Yes 176 (66.7) 325 (54.6) < 0.001 *** chi
No 88 (33.3) 270 (45.4)
Parity, n (%)
No birth 22 (8.3) 30 (5.0) < 0.001 *** chi
Vaginal 161 (61.0) 430 (72.3)
Caesarean 26 (9.8) 25 (4.2)
Unknown/Not reported 55 (20.8) 110 (18.5)
Hysteroscopic Procedure, (%) n
Diagnostic 35 (13.3) 137 (23.0) 0.001 ** chi
Surgical 223 (84.5) 455 (76.5)
Unknown/Not reported 6 (2.3) 3(0.5)
Misoprostol, n (%)
Yes 250 (94.7) 532 (89.4) 0.012 * chi
No 14 (5.3) 63 (10.6)
Hysteroscopy duration, min
N 228 529 < 0.001 *** wil
Mean (SD) 32.8(12.8) 22.7 (12.9)
Median (Q1-Q3) 33.0 (22.0 - 40.2) 20.0 (12.0 - 32.0)
IQR 18.2 20.0
Minimum 3.0 2.0
Maximum 74.0 60.0
Operating Room (OR), n (%)
Yes 14 (5.3) 29 (4.9) 0.788 chi
No 248 (93.9) 562 (94.5)
Unknown/Not reported 2 (0.8) 4 (0.7)

N — number of patients included in the study; n — number of patients with available data; SD — standard deviation; Min — minimum,
Max — maximum. Statistical Tests: chi — Chi-Squared Test; wil — Wilcoxon Rank-Sum Test (independent samples); p-value: * < 0.05;

** < 0.01; *** < 0.001; NC — not calculable.

For the group that underwent hysteroscopic anes-
thesia the level of reported pain decreased by an ave-
rage of 2.4, from an initial value of 5.8 to 3.4.

For the cluster defined as low reported pain (0-3),
the level of pain reported was maintained or reduced
in 92.3% of cases. For the cluster defined as mean, re-
ported pain (4-7) was reduced in 60.3% of cases and
maintained or reduced in 37.2% of cases. For the clus-
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ter defined as high reported pain (8-10), reported le-
vel of pain was reduced in 85.7% of cases and main-
tained or reduced in 14.3% of cases.

CONCLUSIONS

Pain is a subjective perception, but still is one of the
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TABLE IV. COMPARISON OF REPORTED PAIN SCORES BETWEEN PATIENTS WHO REQUESTED ANESTHESIA (BEFORE
ANESTHESIA) VS PATIENTS WHO DID NOT REQUEST.
HA (before anesthesia) (N = 264) | Without HA (N = 595) p-value

Pain scale, (0-10)

Mean (SD) 5.83 (2.1) 3.41 (2.3) < 0.001 ###wi

Median (Q1-Q3) 6.00 (5.00 - 7.00) 3.00 (2.00 - 5.00)

IQR 2.00 3.00

Minimum 0.00 0.00

Maximum 10.00 10.00
Pain scale (3 groups) (0-10), n (%)

Low (0-3) 39 (14.77) 339 (56.97) < 0.00]1 ##*chi

Medium (4-7) 160 (60.61) 219 (36.81)

High (8-10) 65 (24.62) 37 (6.22)

N — number of patients included in the study; n — number of patients with available data; SD — standard deviation; Q1 — 1st quarti-
le; Q3 — 3rd quartile. Statistical Tests: chi — Chi-Squared Test; wil — Wilcoxon Rank-Sum Test (independent samples); p-value: * < 0.05;
** <0.01; *** < 0.001; NC — not calculable.

TABLE V. COMPARISON OF PHYSICIAN PERCEPTION OF PATIENTS REPORTED PAIN SCORE BETWEEN PATIENTS WHO
REQUESTED ANESTHESIA VS PATIENTS WHO DID NOT REQUEST.
With HA (N = 238) | Without HA (N = 544) p-value
Physician’s reliability, (-5 to +5)
Mean (SD) -0.43 (1.4) -0.40 (1.1) 0.479 vt
Median (Q1-Q3) 0.00 (-1.00 - 0.00) 0.00 (0.00 - 0.00)
IQR 1.00 0.00
Minimum -5.00 -5.00
Maximum 5.00 4.00
Physician’s reliability, n (%) (3 categories)
<0 76 (31.93) 133 (24.45) < 0.00] ##* chi
0 131 (55.04) 373 (68.57)
>0 31 (13.03) 38 (6.99)
Physician’s reliability, n (%)
=5 1(0.42) 6 (1.10) -
-4 7 (2.94) 10 (1.84)
-3 12 (5.04) 18 (3.31)
-2 33 (13.87) 46 (8.46)
-1 23 (9.66) 53 (9.74)
0 131 (55.04) 373 (68.57)
1 14 (5.88) 25 (4.60)
2 12 (5.04) 11 (2.02)
3 4 (1.68) 1(0.18)
4 0 (0.00) 1(0.18)
5 1(0.42) 0 (0.00)

N — number of patients included in the study; n — number of patients with available data; SD — standard deviation; Q1 — 1st quarti-
le; Q3 — 3rd quartile. Statistical Tests: chi — Chi-Squared Test; wil — Wilcoxon Rank-Sum Test (independent samples); p-value: * < 0.05;
*¥* <0.01; *** < 0.001.
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HYSTEROSCOPIC ANESTHESIA.

TABLE VI. COMPARISON OF PATIENT REPORTED PAIN SCORE BEFORE VS AFTER

A Timepoint (N = 258) .
Before After Difference p-value
Mean (SD) 5.83 (2.1) 3.40 (2.3) -2.40 (2.1) < 0.001 ***
CI 95% (5.55, 6.07) (3.09, 3.65) (-2.70, -2.19)
Median (Q1-Q3) | 6.0 (5.0 -7.0) 3.02.0-50) | -2.0(-4.0--2.0)
Minimum 0.0 -8.0
Maximum 10.0, 10.0 6.0

N — number of patients included in the study; n — number of patients with available data; SD —

standard deviation; Min — minimum; Max — maximum; CI - Confidence Interval.
'p-value from Wilcoxon Signed Rank test: * < 0.05; ** < 0.01; *** < 0.001.

TABLE VII. REPORTED PAIN SCORES LEVEL VARIATION BETWEEN NUMBER OF
PATIENTS WHO REQUESTED ANESTHESIA BEFORE AND AFTER THE PROCEDURE,
ORGANIZED BY THREE CLUSTERS: LOW: o0-3 REPORTED PAIN; MEDIUM: 4-7
REPORTED PAIN; HIGH: 8-10 REPORTED PAIN.

After HA
Low (0-3) | Medium (4-7) | High (8-10) Total
Low (0-3) 92.3% 5.1% 2.6% 39
Medium (4-7) 60.3% 37.2% 2.5% 156
Before HA -
High (8-10) 27.0% 58.7% 14.3% 63
Total 147 97 14 258

McNemar’s Chi-squared Test (p-value) < 0.001 ***

main causes for not completing office hysteroscopy, lea-
ding to an increase of procedures performed in the ope-
rating room, with all the associated costs and risks.

The purpose of this study was to provide a detailed
description of a technic we called “hysteroscopic anes-
thesia” and to evaluate the effectiveness and safe of this
method in reducing pain for patients undergoing offi-
ce hysteroscopy.

The study was exhaustive in presenting the guideli-
nes for proper administration of anesthesia in any cir-
cumstance when required by the patient. It also proved
that pain can be safely reduced with hysteroscopic
anesthesia. The difference in the number of procedu-
res completed with and without hysteroscopic anes-
thesia was not statistically significant, however greater
comfort and reported pain reduction was achieved in
the group of patients where hysteroscopic anesthesia
was administered. To demonstrate the degree of pa-
tient’s satisfaction with the office method, most of them
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would do the same procedure under the same cir-
cumstances.

As shown in the results, there was no significant va-
riance regarding the characteristics, the procedure pre-
paration and the initial level of reported pain between
the patients who underwent hysteroscopic anesthesia
and the ones who didn't.

Likewise, the subjective perception of the patient’s
pain by the physician, that was used to validate the re-
sults, did not indicate a significant variance in the level
of reported pain between the two groups of patients.

There were no significant differences between the
percentage of procedures completed with and without
hysteroscopic anesthesia. However, in women submit-
ted to hysteroscopic anesthesia, the levels of reported
pain reduction were significant, including cases where
the level of reported pain after anesthesia was very clo-
se to those reported by women who did not undergo
the anesthetic technique. According to the results, it
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was also concluded that pain reduction was verified in
all pain levels initially reported (low from 0-3, mean
from 4-7 and high from 8-10), and its effect was more
noticeable in women who had higher initial level of re-
ported pain. The anesthetic procedure was considered
safe, with no reported complications. Most patients
submitted to office hysteroscopy (96.6% under hys-
terscopic anesthesia and 81.1% without) would pre-
fer, in case of need to repeat the procedure, to perform
it in office under the same circumstances, instead of
going to the operating room. This highlights the rele-
vance of the office technique as a way to avoid compli-
cations previously reported.

The exclusion of confounding factors — such as the
characteristics of the women in the study, technique
preparation, type of procedure and pain assessment by
the physician — allows to confirm that hysteroscopic
anesthesia reduces pain independently. When consi-
dering misoprostol effect, as the number of patients to
whom it was not administered was very small, this eva-
luation must be considered with caution and would
benefit from a randomized case-control study.

The retrospective nature of this study and the poten-
tial for highly unbalanced groups of patients (a limitation
of the study design) may reduce the power of the statis-
tical analysis. So that, the main purpose of this study was
to generate new hypothesis for subsequent prospective
studies rather than to establish definite causality asses-
sments of treatment effects. A prospective, case control
randomized study would be recommendable.

Hysteroscopic anesthesia is an effective and safe met-
hod for pain control during office procedures. Its use
can provide a greater comfort and satisfaction to the
patient and allows to complete a great number of pro-
cedures without the potentially higher risks associated
with the operating room approach.
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