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MINIMALLY INVASIVE
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How to reduce patient anxiety and pain during

in-office hysteroscopy

» Amy L. Garcia, MD

ffice hysteroscopy offers many benefits

and is becoming more acceptable among
patients and gynecologists for both diag-
nostic and operative procedures (TABLE 1).
Despite its clear advantages, however, many
gynecologists remain hesitant to perform in-
office procedures out of fear that the patient,
who is generally awake, will experience sig-
nificant discomfort.

Certainly, pain and low patient toler-
ance of discomfort have been the primary
limitations to widespread use of office
hysteroscopy without anesthesia.' Data on the
use of anesthesia for office hysteroscopy—
especially diagnostic procedures—historically
have been inconsistent in regard to the reduc-
tion of patient discomfort.?

Bettocchi and Selvaggi first reported a
vaginoscopic approach to diagnostic hys-
teroscopy to reduce the discomfort of the
procedure, compared with the conventional
approach. They did not place a vaginal spec-
ulum or tenaculum and, therefore, avoided
placing local anesthetic into the cervix.?

A randomized controlled trial by Sagiv
and colleagues found reduced pain during
diagnostic hysteroscopy with vaginoscopy
(VIDEO, see QR code, page 27).*

In 2004, Bettocchi and colleagues
reported nearly 5,000 operative hysteroscopic
procedures performed with this technique
(the “no-touch” technique) in an outpatient

OBG Management | April 2015 | Vol. 27 No. 4

Dr. Garcia is Director, Center for Women’s Surgery and Garcia Institute for
Hysteroscopic Training, Albuquerque, and Clinical Assistant Professor, Department
of Obstetrics and Gynecology, University of New Mexico School of Medicine,
Albuquerque. Dr. Garcia serves on the OBG MANAGEMENT Board of Editors.

The author reports no financial relationships relevant to this article.

setting, demonstrating very high patient tol-
erance and a low degree of procedural pain.
More than 90% of patients experienced lit-
tle to no pain, except for those undergoing

Advantages of diagnostic
and operative hysteroscopy
in an office setting’

® Provides a familiar and comfortable environment
e Saves time for both patient and physician

e Saves money for the patient who has a large
deductible or coinsurance

* Does not require general anesthesia

e Can be performed with or without
local anesthesia

¢ Offers immediate visual affirmation for the
patient and physician

¢ Facilitates a see-and-treat approach

e Used for important preoperative
decision-making

e Often saves a trip to the operating room if
significant precancer or cancer is identified

e Use of a small-diameter or flexible hystero-
scope allows access even for menopausal and
nulliparous patients, with no cervical prepara-
tion necessary

e \/aginoscopic approach for awake patients
can minimize discomfort of a speculum and
tenaculum without anesthesia

e Can be used to aid cervical access
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polypectomy when the polyps were larger
than the diameter of the cervical os, as well
as those who had anatomic abnormalities,
with moderate discomfort reported by 33.2%
and 12.7% of these women, respectively.®
These few patients may have benefited from
anesthetic intervention for the procedure.

In a 2010 review of the literature on hys-
teroscopy without anesthesia, Cicinelli found
that diagnostic hysteroscopy was more suc-
cessful, with less patient discomfort, when
smaller hysteroscopes were used (3.5 mm or
smaller, including flexible lenses) and when
the approach was vaginoscopic.! Reduced
pain with operative procedures was associ-
ated with a number of variables, including:

o increased surgeon experience

o smaller instrument size

o shorter duration of the procedure
o premenopausal status.

Variables associated with increased pain
during operative procedures included:
e chronic pelvic pain
o menopausal status
o previous cesarean delivery
o significant anxiety.

In the review, Cicinelli noted that not
all patients are likely to have a successful
hysteroscopic procedure without the use
of anesthesia or analgesia, regardless of the
approach used.!

Only 1 randomized controlled trial

explored the use of anesthesia (versus pla-
cebo) during operative hysteroscopy, and
the authors found a benefit for preprocedural
paracervical block using local anesthetic to
reduce cervical pain.®

The success of diagnostic and opera-
tive hysteroscopic procedures with minimal
and acceptable levels of patient discomfort
in the office depends, therefore, on mul-
tiple factors. Procedural factors affecting the
outcome of hysteroscopy include the size
of the instrument used, the type and length
of the procedure, the use of preprocedure
anesthesia or analgesia, and a vaginoscopic
approach. The skill of the surgeon also affects
the hysteroscopic experience and outcome.
In addition, patient variables such as meno-
pausal status, anatomic distortion (eg, cer-
vical stenosis), and anxiety may adversely
affect the patient’s experience.

In summary, it is possible for the gyne-
cologist to appropriately accommodate any
given patient and clinical scenario, keeping
in mind that many patients will require a
customized approach for ultimate success.
In this article, I review 3 recent studies on
office hysteroscopy, focusing on the reduc-
tion of procedural pain and anxiety. Because
of the protective effect of a high degree of
surgeon experience, it is important that we
offer adequate education in hysteroscopy
during residency and postgraduate courses.

Placement of local anesthetic at
multiple anatomic sites facilitates
patient comfort during hysteroscopy

Keyhan S, Munro MG. Office diagnostic and operative
hysteroscopy using local anesthesia only: an analysis of
patient reported pain and other procedural outcomes.

J Minim Invasive Gynecol. 2014;21(5):791-798.

In a 2010 review of randomized controlled
trials of the use of local anesthesia versus

obgmanagement.com

placebo during hysteroscopy, data from sev-
eral studies indicated a significant decrease
in procedural pain when local anesthesia
was given, while other studies found no dif-
ference.? Most of the studies in that review
evaluated a single site of anesthesia place-
ment and focused on diagnostic hysteros-
copy. The findings of that review, as well as
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=] A vaginoscopic
approach to diagnostic

hysteroscopy
by Amy L. Garcia, MD

-

Ehﬂ. [

Use this QR code to download
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or go to obgmanagement.com

*Free QR readers are available at the
iPhone App Store, Android Market, and
BlackBerry App World.
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It is possible

to adequately
reduce pain and
discomfort during
office hysteroscopy,
keeping in mind that
many patients will
require a customized
approach
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the differential innervation of the uterine
cervix and fundus (FIGURE), prompted Key-
han and Munro to evaluate the efficacy of
multimodal local anesthetic for office diag-
nostic and operative hysteroscopy without
the use of any systemic agents except for
preprocedural cyclooxygenase (COX) inhib-
itors (TABLE 2). Accordingly, they placed
local anesthetic at multiple anatomic sites
to alleviate patient pain and improve proce-
dural success in a spectrum of office-based
hysteroscopic procedures.

Details of the trial

Procedures generally were performed using
a continuous-flow sheath with an outside
diameter of 5.5 mm and a 5 French opera-
tive channel for placement of operative
instruments such as scissors, graspers, and
sterilization microinserts. Normal saline or
sterile water was used as the uterine disten-
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Multimodal anesthetic
for office hysteroscopy: Protocol
from Keyhan and Munro?®

1. Cyclooxygenase (COX) inhibitor: ibuprofen
600 mg 3 times daily OR sodium naproxen
440 mg twice daily for 48 hours leading up
to hysteroscopy.

2. 2% lidocaine gel coating the vaginal
speculum prior to placement OR patient- or
physician-applied 2% lidocaine gel inserted
into the vagina 1 hour before hysteroscopy
for patients who experienced discomfort
during the original exam (eg, menopausal
women with atrophic vagina).

3. 0.5% lidocaine 3 mL with 1:200,000 epi-
nephrine via 22-gauge spinal needle at an-
terior and posterior cervix to enable painless
attachment of a cervical tenaculum.

4. 0.5% lidocaine 20 to 30 mL with 1:200,000
epinephrine via same 22-gauge spinal needle
at paracervical region of uterosacral ligaments
at the level of the cervicovaginal epithelial
junction (equally distributed bilaterally).

5. A small amount of 4% liposomal lidocaine
paste (LMX; Ferndale Laboratories) applied
to the cervical canal using 2 or 3 sterile
cotton-tipped applicators.

6. 2% lidocaine gel 10 mL injected into the
endometrial cavity via a prefilled applicator
(International Medical Systems).

7. Initiation of hysteroscopy at least 10 minutes
and as long as 20 minutes after administration
of anesthetic, depending on the patient’s re-
sponse to passage of the liposomal lidocaine-
coated cotton-tipped applicators.

tion medium, with gravity inflow assisted by
pressure cuff, when necessary. Occasionally,
a sheath system with an outside diameter of
6.5 mm was used, or an outside diameter of
9 mm for resectoscopic procedures using a
bipolar radiofrequency resectoscope. When
needed, cervical dilation was performed to
accommodate the specific instrument used.

The impact of the multimodal, multisite
anesthetic protocol was evaluated using con-
temporaneous patient reporting of numeric
pain scores (worst pain experienced) that
included anesthesia-related pain, procedure-
related pain, and overall pain.

A total of 478 women underwent

obgmanagement.com
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535 procedures. A patient verbal response
scale (range, 0-10) was used to assess the
worst pain experienced. The overall mean
(SD) procedure pain score was 3.7 (2.5). The
mean score for patients undergoing diagnos-
tic hysteroscopy was 3.2 (2.5), and it was 4.1
(2.5) for operative hysteroscopy (P<.001).

TABLE 3 shows the procedures per-
formed under the anesthetic protocol. Pain
associated with placement of anesthesia was
similar for diagnostic and operative proce-
dures (mean score, 2.7), but the mean overall
pain scores for diagnostic procedures were
about 1 unit less than for operative proce-
dures, regardless of age or delivery history.

Complications were limited to 3 tran-
sient vasovagal episodes. Five procedures
could not be completed because of intol-
erable pain or inability to access the uter-
ine cavity. There was no difference in pain
scores between menopausal and premeno-
pausal women.

When placing anesthesia at multiple
sites, allow time for onset of action
Keyhan and Munro demonstrated that

WHAT THIS EVIDENCE
MEANS FOR PRACTICE

A

The placement of preemptive local anes-
thesia at multiple anatomic sites facilitates
diagnostic and operative hysteroscopy
with an acceptable degree of patient
comfort and successful completion of
office procedures.

successful completion of hysteroscopic proce-
dures in the office environment can be achieved
with acceptable levels of patient discomfort
using a multimodal, multisite approach for pre-
emptive placement of local anesthetic in the
vagina, cervix, and endometrial cavity. They
emphasize that the waiting time allotted for the
onset of anesthesia is critical to the success of
this approach. They also stress that no prepro-
cedure oral sedative or narcotic is used with
their approach. In addition, they note that the
minimal discomfort experienced during place-
ment of local anesthetic was overshadowed by
general comfort during the wide spectrum of
procedures performed.

1L:8H Pain scores associated with specific hysteroscopic procedures?®

CONTINUED ON PAGE 30

No. of procedures Overgll pain score (range, Of" 0)
Procedure performed Mean i Standard deviation Median
Adhesiolysis 21 4.5 2.9 ; 4.0
Catheter placement 5 2.2 1.8 1.0
Cervical dilation 7 3.3 2.7 2.0
Diagnosis 189 3.2 2.4 3.0
Endometrial ablation 6 5.3 36 5.0
Endometrial biopsy catheter 6 6.0 3.0 6.5
Endometrial biopsy forceps 11 3.9 2.7 5.0
Metroplasty 7 4.7 3.1 4.0
Myomectomy 31 4.8 2.6 5.0
Polypectomy, cervix 4 3.5 1.3 3.5
Polypectomy, endometrium 156 3.8 2.1 3.0
Sterilization 77 ‘ 4.4 ‘ 2.6 4.0

obgmanagement.com
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Intraoperative music
may distract the
patient by drawing
her attention away
from negative
stimuli, thereby
reducing pain,
anxiety, and stress
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Music may reduce patient anxiety
during hysteroscopy

Angioli R, De Cicco Nardone C, Plotti E et al. Use of
music to reduce anxiety during office hysteroscopy: pro-
spective randomized trial. ] Minim Invasive Gynecol.
2014;21(3):454-459.

A ngioli and colleagues set out to address
another factor that can impede patient
comfort during office hysteroscopy—
anxiety. Their randomized prospective trial
is the only such trial evaluating the use of
music to establish a calm and relaxing envi-
ronment prior to office hysteroscopy for
patients who are awake. Music supports an
environment that “stimulates and maintains
relaxation, well-being, and comfort and can

be used as a self-management technique to
reduce or control distress,” Angioli and col-
leagues write. The theory is that music dis-
tracts the patient by drawing her attention
away from negative stimuli, thereby reducing
pain, anxiety, and stress.

Details of the trial

A standardized visual analog scale (range,
0-10) was used to assess patient discomfort,
and a State-Trait Anxiety Inventory (STAJ;
range, 20-80) also was given. Both tools were
administered at baseline. The visual analog
scale was measured again during the proce-
dure, and the STAI was administered again
after the procedure.

How music affected pain and anxiety during diagnostic and

operative hysteroscopy®

Mean score (SD)
Pain/anxiety scale No-music group . Music group P value
DIAGNOSTIC PROCEDURES
STAI* (range, 20-80) E
Before hysteroscopy 39.4 (8.5) 39.6 (7.0) NS
After hysteroscopy 32.9 (10.4) 27.5 (6.8) : <.001
Visual analog scale (range, 0-10) :
Expected before hysteroscopy 5.8 (2.5) 6.0 (2.4) NS
After hysteroscopy : 4.8 (2.8) : 2.9(2.8) : <.001
OPERATIVE PROCEDURES
STAI* (range, 20-80)
Before hysteroscopy 40.4 (9.8) 38.4 (8.1) ; NS
After hysteroscopy 32.1 (13.9) 27.8 (5.4) NS
Visual analog scale (range, 0-10)
Expected before hysteroscopy 6.1 (1.9) 6.5 (2.6) : NS
After hysteroscopy 4.9 (2.4) 3.1 (3.4) <.005

Abbreviations: STAI, State-Trait Anxiety Inventory; NS, not significant.
*Form Y2

OBG Management | April 2015 | Vol. 27 No. 4
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A hysteroscopic sheath with an out-
side diameter of 5 mm was used with a
5 French operative channel, and a vagino-
scopic approach was used for each hystero-
scopic procedure. A total of 372 women were
enrolled and randomly allocated to either:

o music group (n = 185)

e no-music group (n = 187).

The surgical procedure was not completed in
15 patients (9 in the music group and 6 in the
no-music group) because of stenosis of the
cervix and/or excessive pain.

Women in the music group were allowed
to select a playlist of classical, pop, jazz, or
rock music that was played through a speaker
system in the room. Of these patients,
50% preferred classical, 45% preferred pop,
5% chose jazz, and none selected rock music.

There were no statistically significant
differences between the 2 groups in terms
of preprocedure wait time, preprocedure
scores on the visual analog scale or STAI,
preprocedure vital signs, patient charac-
teristics, type of procedure, or duration of
the procedure. However, the music group
had a lower visual analog score during the
procedure and a lower postoperative STAI
for diagnostic hysteroscopy than the no-
music group did. The music group also had
a statistically significant lower visual analog
score for operative hysteroscopy than the
no-music group did. In addition, the music
group had a lower postoperative STAI score
than the no-music group, but this difference

WHAT THIS EVIDENCE
MEANS FOR PRACTICE

N

Music is a useful complementary method
to control patient anxiety and reduce the
perception of pain during office hyster-
oscopy by creating a more relaxed and
comfortable environment.

was not statistically significant (TABLE 4).
Interestingly, in the music group, the
STAI scores were lower after both diagnostic
and operative hysteroscopy when classical
music was selected rather than pop music.

Anxiety and pain are highly correlated
Angioli and colleagues found that patients
who listened to music intraoperatively had
a lower perception of pain and less anxiety.
In addition, systolic blood pressure and heart
rate were significantly lower in the music
group than the no-music group, implying that
patients who listened to music experienced
less physical stress during the procedure.

Angioli and colleagues also noted that
the level of anxiety and perception of pain
were highly correlated. Pain is not an emo-
tionally neutral experience but is almost
always accompanied by distress. Investiga-
tors concluded that “anxiety can enhance
painful sensations at all levels of the nervous
system, from the peripheral receptors to the
cortical level”

Malcolm G. Munro, MD, offers a protocol for pain relief

during hysteroscopy

R

In this video, Malcolm G. Munro, MD,
makes use of both topical and

' injectable lidocaine at

5 anatomic sites.

" Dr. Munro is professor of obstetrics
and gynecology at the David Geffen
School of Medicine at UCLA and
Director of Gynecologic Services

at Kaiser Permanente, Los Angeles
Medical Center.

Use this QR code to
download the video to your
Smartphone, or go to
obgmanagement.com.

Free QR readers are available at
iPhone App Store, Android Market,
and Blackberry App World.
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scores more than
pop music did
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as well as shorter
procedures, proved
to be protective
against procedural
pain and discomfort
at discharge
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What are the risk factors for pain and
discomfort during office hysteroscopy?

De Freitas FM, Sessa FV, Resende AD Jr, et al. Identify-
ing predictors of unacceptable pain at office hysteros-
copy. ] Minim Invasive Gynecol. 2014;21(4):586-591.

D e Freitas and colleagues conducted their
prospective observational study to iden-
tify predictors of unacceptable pain during
diagnostic office hysteroscopy (with or with-
out directed or curette endometrial biopsy)
and at the time of discharge. They hoped that
any identifiable causes of unacceptable pain
could be addressed individually in future
patients undergoing office hysteroscopy to
reduce their level of discomfort.

Details of the trial

A total of 558 procedures were evaluated.
Hysteroscopists had varying levels of expe-
rience, with some having performed fewer
than 50 procedures and others having per-
formed more than 500.

A verbal response scale (range, 0-10)
was used to assess pain at the end of each
procedure and at the time of discharge.
Investigators considered a score of 7 or
more at the time of the procedure and a
score of 4 or more at the time of discharge to
be unacceptable.

A diagnostic, single-channel hystero-
scope with an outside diameter of 3.5 mm
was used with normal saline (at room tem-
perature), along with a gravity system with
pressure established to maintain intrauter-
ine pressure at approximately 110 mm Hg.
All hysteroscopic procedures were per-
formed using a vaginoscopic approach, and
biopsies were obtained as clinically indi-
cated. Any patients who reported cramping
at discharge (ie, a verbal response scale score
of 4 or more) were offered an oral nonsteroi-
dal anti-inflammatory drug.

Overall, the prevalence of unaccept-
able pain during office hysteroscopy was
32.3%. Experience of the hysteroscopist had

OBG Management | April 2015 | Vol. 27 No. 4

a significant protective effect against pain.
Longer procedures were significantly associ-
ated with unacceptable procedural pain.

The prevalence of unacceptable cramp-
ing at discharge was 28.6%. The risk of dis-
comfort at discharge was significantly higher
for women who reported dyspareunia or
dysmenorrhea. Surgeon experience was sig-
nificantly protective against unacceptable
pain at discharge, and longer procedures
were significantly associated with increased
discomfort at discharge.

Dysmenorrhea and dyspareunia

were significant predictors of pain

at discharge

In this study, dysmenorrhea was a signifi-
cant predictor of unacceptable pain at dis-
charge, increasing the risk of unacceptable
cramps by approximately threefold. Women
who reported dyspareunia were nearly twice
as likely to report unacceptable cramping
at discharge.

Although a high level of expertise isnot a
prerequisite for office hysteroscopy, the skill
and experience of the hysteroscopist, as well
as shorter procedures, proved to be protec-
tive against procedural pain and discomfort
at discharge but did not eliminate them alto-
gether. Therefore, De Freitas and colleagues
recommend that patients who can be identi-
fied as high-risk for procedural or discharge
pain, such as women with dysmenorrhea or
dyspareunia, should be offered preproce-
dure analgesia and/or anesthesia to reduce
overall discomfort.

WHAT THIS EVIDENCE k
MEANS FOR PRACTICE

If a patient reports dysmenorrhea or dyspa-
reunia preoperatively, she may benefit from
preprocedure anesthesia or analgesia, or
both, in an office setting.

CONTINUED ON PAGE 37
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