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A cervix that impedes access to the uterus can lead
to severe pain, cervical laceration, and other ills
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CASE Difﬁculty inserting a catheter
suggests an unyielding cervix
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In this article, I describe ways to
overcome the challenging cervix for hysteroscopic procedures and endometrial
biopsy (TABLES 1 and 2, pages 38 and 40).
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Fo Hysteroscopy failure rate:

A.W. is a 38-year-old nulliparous woman who
seeks treatment for persistent irregular vaginal
bleeding. Her physician attempts an endometrial biopsy in the office but is unable to pass the
catheter through the internal cervical os. She
schedules office hysteroscopy as follow-up.
What steps can the ObGyn take to reduce the difficulty of the procedure, particularly insertion of the hysteroscope through
the cervical canal?

uccessful hysteroscopy requires
a cervical canal sufficiently dilated to allow passage of the
hysteroscope. And because of inevitable variation in anatomy—and even in
models of hysteroscopes, which range
in diameter from 2.7 to 10 mm—passage is not always easily accomplished.
Many of the complications related to
hysteroscopy, including cervical tears,
creation of a false passage, uterine perforation, vasovagal reaction, pain, and
inability to complete the procedure, are
caused by inadequate cervical dilation
and an inability to insert the hysteroscope.1–6 One study noted that almost
half of complications were related to
cervical entry.6

S

3.4% to 4.2%

Hysteroscopy is, of course, common
in gynecologic practice, its indications
extending across a range of investigations and treatments—for menstrual
disorders, postmenopausal bleeding,
infertility, and recurrent pregnancy
loss.1,7 Flexible hysteroscopes range in
diameter from 2.7 to 5 mm; rigid hysteroscopes, from 1 to 5 mm; and operative hysteroscopes can be as large as 8
to 10 mm.2,7
A systematic review of diagnostic hysteroscopy in more than 26,000
women reported a failure rate of 4.2%
for ambulatory hysteroscopy and 3.4%
for inpatient procedures.4 Failed ambulatory procedures were mainly attributed to technical problems, including:
• cervical stenosis
• anatomic and structural
abnormalities
• pain and intolerance.4
Ideally, hysteroscopy is performed
with minimal or no cervical dilation,7
but this may not always be possible.
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Cervical entry

TABLE 1

10 actions that can ease
entry to the cervix for hysteroscopy
ACTION

COMMENTS

Take a careful history and perform
a rigorous physical exam

Identify risk factors for cervical
stenosis and assess cervical/uterine
position

Administer an oral nonsteroidal
Helps to reduce discomfort,
anti-inﬂammatory drug 60 minutes especially postprocedure pain
before the procedure
Provide an anxiolytic or conscious
sedation, or both

Consider this option for women
who are very anxious or unlikely to
tolerate pain, especially for operative
procedures

Use a tenaculum

Consider if the uterus is not in the
axial position

Use Hagar dilators or a lacrimal
duct probe

May be helpful if mechanical dilation
is necessary

Proceed under ultrasonographic
guidance

Consider transabdominal imaging to
help guide cervical dilation in difficult
cases, e.g., when the patient has a
history of uterine perforation

Opt for a smaller hysteroscope

A smaller scope will require less
cervical dilation

Administer a paracervical block

Consider this option if cervical
dilation is expected to be difficult,
especially in women at risk of
significant pain. Be alert for
complications such as bleeding,
discomfort at the time of injection,
and intravascular injection leading
to bradycardia and hypotension

Administer a topical cervical
anesthetic

May be appropriate when
a tenaculum is used

Give misoprostol to prime
the cervix

Consider giving 400 μg of intravaginal
misoprostol 9 to 12 hours preoperatively in premenopausal women, particularly nulliparous women and those
undergoing operative hysteroscopy

Pain can be mild—
or it can thwart your work
Although many women tolerate placement of a small hysteroscope without
analgesia or anesthesia, pain and vasovagal reaction sometimes occur. Indeed, the
level of pain experienced by the patient is
a major determinant of the overall success of the procedure.3,8–10 Pain can occur
when a tenaculum is used to grasp the
anterior cervix, as well as during cervical dilation, injection of local anesthetic,
or insertion of the hysteroscope. In some
cases, a smaller scope may be all that is
needed to solve the problem.11

An accurate medical, gynecologic, and
obstetric history is essential, including

Analgesia may not always
be necessary
Some researchers have studied office hysteroscopy without analgesia or anesthesia, finding a high level of acceptance.12,13
Others have found a significant percentage of women requesting anesthesia or
analgesia (16.5%)10 or requiring local
anesthesia (28.8%).8
Preoperative NSAIDs may sufﬁce. Use
of oral nonsteroidal anti-inflammatory
drugs (NSAIDs) 1 hour before office
hysteroscopy may reduce intraoperative and postoperative pain.7 Nagele and
colleagues8 compared use of mefenamic
acid 1 hour before the procedure with
placebo in 95 women undergoing outpatient diagnostic hysteroscopy. Mefenamic
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Things to consider before embarking
Close attention to cervical and uterine
anatomy is critical because insertion of

the hysteroscope can be the most difficult
aspect of the procedure. A bimanual examination is imperative to assess uterine
size and position. It also is useful to sound
the uterus to determine its depth.

38

information on pregnancies, dilation and
curettage, cervical procedures such as
cryotherapy, and any other procedures
that may increase the risk of cervical stenosis, or difficulty dilating the cervix.
Is stenosis present? Stenosis is most
common in nulliparous and postmenopausal women and in those who have
undergone cervical procedures such as
cryotherapy. Stenosis increases the risk of
laceration and uterine perforation.
Consider a mechanical dilator. When cervical dilation is difficult, a series of small
Hagar or lacrimal duct dilators may be
helpful (FIGURE, page 43).
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TABLE 2

injection of the paracervical block, as well
as bradycardia and hypotension possibly
secondary to intravascular injection.17

6 ways to prepare the cervix
for endometrial biopsy
ACTION

COMMENTS

Take a careful history and perform
a thorough physical examination

Identify risk factors for cervical
stenosis and assess uterine position

Other methods are inconsistent
Intracervical injection. Some researchers have recommended injection of local
anesthetic into the cervix.13 One study
Administer an oral nonsteroidal
Helps to reduce discomfort,
anti-inﬂammatory drug 60 minutes especially postprocedure pain
found no benefit—in fact, the injection
prior to biopsy
appeared to be the most painful part of
the procedure.18 A case series suggested
Use a tenaculum
May be helpful if the uterus/cervix
is not in the axial position
that injection of local anesthetic may be
effective, but the series lacked a placebo
Apply a topical cervical anesthetic May help alleviate discomfort
or control arm.13
associated with use of a tenaculum
Topical intrauterine anesthetic has been
Use Hagar dilators or lacrimal
Provide mechanical dilation
investigated after administration through
duct probes
the channel of the hysteroscope or by a
catheter passed through the cervix into
Use the smallest biopsy
Reduces degree of cervical dilation
catheter possible
necessary
the uterine cavity.13 Findings have been
mixed, with some researchers demonstrating reduced pain19,20 and others
acid reduced pain at 30 and 60 minutes showing no relief.21
after—but not during—the procedure. Topical cervical anesthesia. Some hysOther studies have found that pain is re- teroscopists have recommended appliduced when an oral NSAID is taken 1 to cation of anesthetic cream, gel, or spray
2 hours before insertion of an intrauterine directly to the cervix immediately before
the procedure.13,22 The results have been
device and before suction curettage.14,15
Other perioperative medications mixed, with some studies noting decreased
FAST TRACK
may help reduce discomfort and patient pain overall,13 one finding decreased pain
anxiety, including anxiolytics, such as only during tenaculum placement,22 and
Mefenamic acid
lorazepam, analgesics, and conscious others finding no significant reduction in
reduced pain at
pain any time during the procedure.13,23,24
sedation.3
30 and 60 minutes
A review concluded that topical cervical
Paracervical block may be
lignocaine spray may reduce the discomafter—but not
appropriate
when
pain
is
very
likely
fort of tenaculum placement.13
during—diagnostic
A number of investigators have evaluated
hysteroscopy
use of paracervical anesthesia during out- Topical anesthesia may
patient hysteroscopy.9,13,16,17 They injected minimize vasovagal reaction
lignocaine or mepivacaine using a 21- or In one study, 1.1% of women undergo22-gauge needle at 3, 5, 7, and 9 o’clock ing office hysteroscopy experienced a vaor 4 and 8 o’clock paracervically.13 One sovagal reaction, caused by stimulation
study found paracervical block to be ef- of the parasympathetic nervous system
fective in reducing the pain of tenaculum with cervical manipulation and passage
placement and insertion of the hystero- of the scope through the internal os of
scope.17 However, some studies suggested the cervix.25 The reaction led to hypoa reduction of pain in postmenopausal tension and bradycardia. Several studies
women only.9 These women may be more have suggested that a local anesthetic can
likely to have cervical stenosis.
reduce this complication.19,20
Cicinelli and associates found that
Paracervical block does pose a risk
of complications. Studies have reported topical local anesthesia reduced the incibleeding in some women16 and pain with dence of vasovagal reaction from 32.5%
CONTINUED
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FIGURE

in the control arm to 5%.20 They suggest
that a local anesthetic be considered in
selected women, such as postmenopausal
patients, who are at increased risk of vasovagal attack.
In contrast, Lau and associates17
found an increased rate of bradycardia
and hypotension with paracervical lignocaine (31% versus 10%), but it may have
been caused by inadvertent intravascular
injection.17
Researchers have also suggested
that the use of smaller hysteroscopes
may reduce the incidence of vasovagal
reactions.26

Mechanical dilation is one antidote
to cervical stenosis

2007 © Rob Flewell

How to prime the
cervix for hysteroscopy
The use of vaginal misoprostol, a prostaglandin E1 analogue, 9 to 12 hours before
hysteroscopy may help increase preprocedural cervical dilation in premenopausal women, especially in nulliparas
and women undergoing operative hysteroscopy. Misoprostol, used to prevent
and treat NSAID-induced gastric ulcers,
is gaining favor as a cervical ripening
agent. We performed a meta-analysis to
assess its effectiveness in dilating the cervix and reducing the need for mechanical
dilation.5
We identified 10 studies that met
inclusion criteria; five of them included
premenopausal women, four included
postmenopausal women or women receiving a gonadotropin-releasing hormone (GnRH) agonist, and one study included both groups.5 A variety of dosing
protocols were used, with dosages ranging from 100 μg to 1,000 μg of intravaginal or oral misoprostol 4 to 24 hours
preoperatively (most studies evaluated
the vaginal route).
We found that misoprostol significantly reduced the need for further cervical dilation, and was associated with a
lower rate of cervical laceration. However, this was true only for the premenopausal group: 42.6% of premenopausal
women given misoprostol needed further

In challenging cases, such as cervical stenosis, mechanical dilation with a series of
Hagar or lacrimal duct dilators may facilitate entry into the cervix.

dilation, compared with 71.7% in the
control group, and 2% of premenopausal
women given misoprostol suffered cervical laceration, compared with 11% in the
control group. Among postmenopausal FAST TRACK
women and those receiving a GnRH agoMisoprostol lacked
nist, misoprostol lacked clear benefit and
was associated with side effects such as clear beneﬁt among
nausea, diarrhea, abdominal cramping, postmenopausal
and fever.
women and those
For every premenopausal woman receiving a GnRH
who received misoprostol before hysteragonist
oscopy, one woman avoided the need for
further cervical dilation. For every 12 premenopausal women receiving misoprostol, one cervical laceration was avoided.
The ideal dosing regimen could not
be determined because of variations
in protocols. Nor was it clear whether
misoprostol had any benefit among postmenopausal women or those receiving a
GnRH agonist.
Most studies of misoprostol for cervical ripening have involved intravaginal
administration, with dosages of 200 μg
to 400 μg given 9 to 12 hours before hysteroscopy showing the greatest benefit.
CONTINUED
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Ultrasonography
may help guide dilation
Transabdominal ultrasonography has
been used to guide dilation in difficult
dilation and curettage procedures, and is
especially useful in women with a history
of uterine perforation.27 It may be helpful
in cases involving difficult cervical dilation during hysteroscopy or endometrial
biopsy.
Steady the cervix. A tenaculum is not always required, but its use on the anterior
lip of the cervix may help steady the cervix and provide countertraction during
insertion of the hysteroscope through the
cervical canal, especially if the cervix is
not in an axial position.7

CASE Resolved!

FAST TRACK

Almost 50% of
women experience
moderate or severe
pain during
endometrial biopsy
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Because she is nulliparous and may benefit
from cervical priming, the patient is given 400
μg of intravaginal misoprostol 12 hours before
hysteroscopy, as well as an oral NSAID 1 hour
before the procedure. A bimanual examination
reveals a sharply anteverted uterus, so a topical cervical anesthetic spray is applied to the
anterior cervix, and a tenaculum is placed to
help straighten the uterine position. The hysteroscope passes easily through the cervical
canal, making further dilation unnecessary.
The procedure is completed without difficulty
and is well tolerated by the patient.

the uterine cavity. Another rare complication is uterine perforation.29
As with hysteroscopy, many of these
complications are related to difficulty
entering the uterine cavity through the
cervix.
Prerequisites include thorough
assessment of the uterus
As with hysteroscopy, an accurate and detailed history is necessary to identify risk
factors for a difficult procedure. Assess
uterine size and position with a bimanual
examination. Although a tenaculum is
often unnecessary, its placement on the
anterior lip of the cervix may help steady
the cervix and allow the catheter to pass
through the cervical canal into the uterine cavity, especially if the uterus is not in
the axial position.28,29 Again, it is useful
to sound the uterine cavity to ascertain its
depth. This may be done with the biopsy
catheter.
Cervical dilation may be necessary
Even when women with cervical stenosis were excluded in one study, it was
difficult to pass the Pipelle endometrial
biopsy through the cervix in 41.7% of
women.30
If the sampling device does not pass
easily through the cervix, use a tenaculum and a lacrimal duct probe or small
Hagar dilators to dilate the cervix.28

Difﬁcult entry can also
Pain may again be an issue
hamper endometrial biopsy Almost 50% of women experience modEvery ObGyn has used endometrial biopsy to assess abnormal uterine bleeding,
postmenopausal bleeding, infertility, or
recurrent pregnancy loss, or to monitor
women on hormone replacement therapy28,29—so its advantages over dilation
and curettage should come as no surprise.
They include the ability to perform it in an
office setting, usually with minimal cervical dilation, often without anesthesia, and
at less expense.28 Complications include
cramping and pain,29–32 vasovagal reaction,29 bleeding,29 and inability to pass the
biopsy catheter through the cervix into

erate or severe pain during endometrial
biopsy.32 Many clinicians recommend
giving an oral NSAID 60 minutes before
the procedure to decrease discomfort.
One study found that the use of naproxen
sodium before Vabra curettage reduced
the severity of pain at 30 and 60 minutes
after the procedure, but did not alleviate
discomfort arising during the biopsy itself.14 Another study suggested the combination of naproxen sodium and intrauterine lidocaine (5 mL of 2% lidocaine)
to reduce discomfort associated with the
procedure.30
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Use of anesthesia is controversial
A study by Lau and colleagues17 found
paracervical lignocaine to be ineffective
at reducing pain during hysteroscopy
and endometrial biopsy, but the drug did
increase the risk of bradycardia and hypotension. Another study demonstrated a
decrease in procedure-related discomfort
in postmenopausal women who were
given 2 mL of 2% intrauterine mepivacaine.20 These findings are similar to
those of Zupi and associates.19
Consider the tool
Discomfort may be related to the size of
the biopsy catheter. Pain scores appear to
be significantly lower with the Pipelle biopsy catheter than with the larger Novak
biopsy curette.32
Vasovagal reaction usually
resolves after the procedure
As with hysteroscopy, women may occasionally experience a vasovagal reaction during endometrial biopsy. This
complication usually resolves quickly
once the procedure is completed.29 Some
clinicians suggest that the patient be allowed to eat and drink before the procedure and be given an analgesic before it
begins.28
Cervical priming
is not a proven strategy
Misoprostol has been considered as a
preprocedure adjunct to endometrial
biopsy. Only one small randomized,
controlled trial involving 42 women has
evaluated the drug for this indication. It
found no benefit when 400 μg of misoprostol was given orally 3 hours before
the procedure, as well as cramping and
increased pain during the biopsy.33 This
study had several shortcomings, including its small sample size and the inclusion of both pre- and postmenopausal
women. Further research is needed—
separately in premenopausal and postmenopausal women and with adequately large samples—to assess the use of
misoprostol. ■
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