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ABSTRACT

Background and Objective: Hysteroscopy is considered as very important in
the investigation of abnormal uterine bleeding. It is usually performed as an outpatient
procedure under either local or no anesthesia. This study was designed to compare the
combination of paracervical block (PCB) and conscious sedation with paracervical
block or conscious sedation alone for outpatient hysteroscopy in terms of pain control
and patient satisfaction.

Methods: A total of 60 women with abnormal uterine bleeding were considered
eligible for the study. Patients were randomized into three groups. Group A (20 pa-
tients) underwent diagnostic hysteroscopy with conscious sedation, in group B (20
patients) paracervical block was performed, and group C (20 patients) received both
conscious sedation and paracervical block. Main outcome measures were pain control
during the procedure, the postoperative pain score at 15 min, 60 min, and 24 h after the
procedure, and patient’s satisfaction rate.

Results: There were significant differences between combination therapy with
other groups in terms of pain control during the procedure (paracervical block plus
sedation versus the othertwo groups: p<0.001), and in postoperative pain at different inter-
vals (group C versus A and B groups, p<0.001). Satisfaction rate in group C patients was
higher than the other patients (paracervical block +sedation versus group Aand B, p<0.001).

Conclusion: Both paracervical block and conscious sedation anesthesia can be
used for diagnostic hysteroscopy, but their combination resulted in improved analgesia
both during the procedure and postoperative pain and patient satisfaction compared
with monotherapy.
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INTRODUCTION

Outpatient hysteroscopy is now regarded as the in-
vestigation of choice for abnormal uterine bleeding' as
there is no longer any doubt that hysteroscopy is more
effective than conventional curettage at identifying in-
trauterine pathology as it allows direct inspection of the
uterine cavity, direct biopsy, and appropriate therapeu-
tic management.?

Appropriate investigation of abnormal uterine bleed-
ing can be carried out in an outpatient setting.> Another
important advantage of hysteroscopy is that it can be
performed without general anesthesia for reduced cost
and time.>* Although some authors®’ have reported that
intracervical or paracervical nerve block (PCB) failed to
reduce pain during outpatient hysteroscopy, others have
shown that local anesthesia®!! (PCB or topical anes-
thesia) and conscious sedation®'? can be used for this
procedure.

The aim of this prospective randomized double blind
study is to compare paracervical block or conscious se-
dation with their combination in terms of pain control
and patient satisfaction during diagnostic hysteroscopy.

PATIENTS AND METHODS

Sixty patients aged 35-45 years in ASA class I or II
were studied at the Alzahra hospital. Exclusion criteria
were pregnant women, menorrhagia at the time of the
procedure, and a history of anesthetic or surgical com-
plications. These patients were randomized into three
equal groups (20 patients each), using a computer gen-
erated randomization: group A (conscious sedation),
group B (PCB), and group C (PCB in conjunction with
conscious sedation). Each patient signed an informed
consent form for the procedure and anesthesia.

All patients were placed in the lithotomy position.
After the vaginal examination, a bivalve speculum was
inserted, and the cervix was exposed, and cervix, fornix,
and vagina were cleaned with Povidone Iodine 10% so-
lution and then swabbed dry.

Conscious sedation (group A) was performed imme-
diately before surgery with the i.v. administration of 0.5
mg (0.02 mg/kg) atropine and 50-100 pg (1-2pg/kg) fen-
tanyl, followed by an i.v. slow injection of 2.0 mg (0.03mg/
kg) midazolam. Paracervical block (group B) was per-
formed 5 minutes before the procedure with 10 mL 0.5%
bupivacaine hydrochloride solution injected with a 22
gauge spinal needle on four sites (at 3, 5, 7 and 9 o’clock
positions) at the junction of the cervix and vagina. Group
C received first PCB and then conscious sedation with
the above method. All patients maintained control of
their airways, and additional analgesia was provided on
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request.

All patients underwent diagnostic hysteroscopy us-
ing a standard 5.5 mm hysteroscope. Normal saline was
used as the distending medium. A complete inspection
of the uterine cavity was made, and endometrial sam-
pling was done.

During and after the procedure, patients were asked
to record their degree of pain by means of a visual ana-
logue scale (VAS) from 1-5, indicating: I=no pain; 2=slight
pain; 3=tolerable pain; 4= severe pain; 5=intolerable
pain.’ Postoperative pain score was evaluated immedi-
ately after surgery, 15 min, 60 min, and 24h after the pro-
cedure.

Postoperatively, analgesics (Tramadol 100 mg) were
administered when requested by the patient.

Satisfaction rate was assessed before the patient’s
discharge. Women had to choose between three differ-
ent assessments of satisfaction: high satisfaction, mod-
erate satisfaction and no satisfaction.® Patients were dis-
charged once they had no discomfort.

Statistical analysis was performed with the use of the
two-tailed Student’s t-test. Satisfaction rate was com-
pared with the y? test. p<0.05 was considered as statisti-
cally significant.

RESULTS

The demographic data of the three groups of patients
are presented in Table I. There were no statistically sig-
nificant differences between the groups with regard to
mean age, parity, and indications for hysteroscopy.

Operative data are shown in Table II. The amount of
saline used varied from 200-600 mL. All procedures fin-
ished within 15 min. No differences were noted between
the groups in terms of operative and discharge times
(Table II). No significant complications occurred during
surgery. The main complication was related to vagal re-
action and associated symptoms (e.g. pallor, nausea and
vomiting) (Table IT).

Pain control during and after hysteroscopy are re-
ported in Table III. There were no significant differences
in the pain experienced during the procedure between
groups A (3.9+1.2)and B (3.7+ 1.1) (»>0.05), but women
in group C (1.2 + 0.9) had significantly less pain during
the procedure (group C versus A and B groups; p<0.001).
Postoperative pain score didn’t differ between groups A
and B, at 15, 60 min, and 24 h. Mean of postoperative
pain score of group C was significantly less than A and
B groups at the same times (group C versus A and B
groups; p<0.001) (Table III).

Only ten patients (4, 5 and 1 patient in groups A, B
and C, respectively) required postoperative analgesics
(group C versus A and B groups; p<0.01) (Table III).
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Table I. Clinical characteristics and indications of 60 patients undergoing diagnostic hysteroscopy.

FVariables A: Conscious Sedation B: PCB Group C: Sedation + PCB group
group P
No of patients 20 20 20 NS
Age (years) 435+4.1 42.6+39 41.9+3.7 NS
Parity 3.62+09 3.67+1.1 40+15 NS
Indications (%)
Postmenopausal bleeding 4(20) 6 (30) NS
Menorrhagia 3 (15) 4 (20) 5(25) NS
Irregular period 9 (45) 10 (50) 8 (40) NS
Others 1(5) 2 (10) 1(5) NS

Values are presented as mean + SD

Table II. Operative data and complications data of 60 patients undergoing diagnostic hysteroscopy.

Variables A: Sedation Group B: PCB Group C: Sedation + PCB group
P
Operative time (min) 12:2£3.5 11.8+£2.8 12.0+ 3.1 NS
Volume of normal saline (mL) 400 + 170 380 + 160 NS
Discharge time (min) 105 £ 20 95£25 100 £ 22 NS
Complications NS
Uterine perforation (n) - - =
Fluid overload (n) - - =
Hemorrhage (n) - - -
Hypotension (n) 2 3 1
Nausea-vomiting (n) 1 2 =
Values are presented as mean + SD
Table III. Pain control and satisfaction rate of 60 patients undergoing diagnostic hysteroscopy.
Variables A: Sedation group B: PCB Group C: sedation + PCB group
P
Pain during the procedure 3.90+1.20 3.70£1.10 1.20£0.9 <0.001
Postoperative pain
at 15 min 3.00£0.7 2.80+£0.9 0.8+0.2 <0.001
atlh 2.50+0.5 22+0.7 05+0 <0.001
at24h 130+ 0.3 1.30+£04 02+0 <0.001
Requirements for postoperative
analgesics (patients=n) 4 § 1 <0.001
Satisfaction rate (%)
Very satisfied 4 (20) 4 (20) 12 (60)
Moderately satisfied 6 (30) 5(25) 6 (30)
‘: Not satisfied 10 (50) 11 (55) 2 (10)

Values are presented as mean = SD
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Satisfaction rates are also reported in Table III. No
significant difference in the satisfaction rate was ob-
served between women treated with local anesthesia
(45%) and conscious sedation (50%), but 90% of group
C patients were satisfied with the procedure.

DISCUSSION

Although diagnostic hysteroscopy with endometrial
biopsy can be performed in the outpatient setting under
either local or no anesthesia, pain and vasovagal reac-
tion are a concern to women and their gynecologists.'?

No anesthesia during hysteroscopy can cause un-
necessary patient discomfort, although it has been dem-
onstrated that 29.1-35.8% of these procedures can be
performed with no anesthesia and patients tolerate this
well.>#

Vercellini et al.” reported that paracervical anesthesia
could only reduce pain during insertion of the hystero-
scope but failed to suppress pain during uterine disten-
tion and aspiration of the endometrium, probably this is
related to the different innervations of the uterine body
and the cervix, and these patients required additional
intravenous sedation during the procedure. Also local
anesthesia protocols are not effective in reducing pain
during hysteroscopy,®’ although a study by Soriano et
al.® showed that lidocaine aerosol spray on the cervix
reduced pain and discomfort in the majority of patients
during the procedure.

Conscious sedation is widely used for pain relief
during hysteroscopy.’ Guida et al.” compared the effi-
cacy of intravenous midazolam-fentanyl (conscious se-
dation) or paracervical block in terms of satisfaction,
intra- and postoperative pain in 166 patients during hys-
teroscopy. Both groups of women had significantly less
pain.

Our study suggests that there is no difference be-
tween PCB and conscious sedation in terms of pain con-
trol and patient satisfaction. Our results showed that
pain levels during hysteroscopy were significantly lower
in the conscious sedation and PCB groups than those
patients who received sedation or PCB alone.

PCB alone might not reduce the pain stimuli arising
from the fundal region,® and using sedation alone may
be required to level IV or V on the sedation scale, and
thus be associated with postoperative side effects; nau-
sea or vomiting, dizziness, drowsiness, and delayed re-
covery and patient discharge'>!* (our study patients were
at level I or II on the sedation scale).

The explanation for lower pain levels in group C may
be the amnesia and analgesia caused by the use of seda-
tive, and the small size of the hysteroscope (5.5 mm di-
ameter) that requires minimal cervical dilatation.'*!
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In summary, patients receiving only PCB or sedation
during diagnostic hysteroscopy experienced 3 times
higher pain levels, compared with those receiving both
PCB and sedation. Both PCB and conscious sedation
alone can be used for hysteroscopy, but these may be
considered for selected patients.
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