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Abstract
Purpose of Review  Office hysteroscopy (OH) is safe and effective for diagnosing and managing intrauterine pathology. 
Newer technology like smaller cameras, improved tissue removal devices, and recommendations for pain control now make 
OH comfortable for both the physician and patient, with OH having a very high level of patient satisfaction. Despite these 
benefits, OH remains significantly underutilized in the United States. This review aims to outline the current capabilities, 
technology, and patient and physician factors associated with successful OH.
Recent Findings  OH aids in the diagnosis of abnormal uterine bleeding, the most common reason for visits to the gynecolo-
gist, and can treat some causes in the same visit. Pathology most conducive to treatment with OH includes endometrial 
polyps, uterine septa, retained products of pregnancy, adhesions, and retained intrauterine devices (IUDs). When perform-
ing OH, equipment selection should be based on the type of procedure planned. Care should be taken to attempt to reduce 
pain and anxiety during OH, with recommended methods including preprocedural NSAIDs, vaginoscopy, and appropriate 
counseling and anxiety reduction.
Summary  Appropriate patient selection is essential for both patient and physician comfort when performing OH. Further 
research and technology improvement can continue to increase comfort and performance in the office.

Keywords  Office hysteroscopy · Tissue removal · Endometrial sampling · Abnormal uterine bleeding · Intrauterine lesion

Introduction

Hysteroscopy is used to visually examine the uterine cav-
ity for structural defects, lesions, and other pathology. 
Pantaleoni conducted the first hysteroscopy in 1869, and 
subsequent advancements in technology have significantly 
expanded the capabilities of this procedure [1]. Advance-
ments in hysteroscopic equipment, including scopes, optics, 
distention media, and analgesics, have enhanced the prac-
ticality of office hysteroscopy (OH) and improved comfort 
for patients [2]. The benefits of OH include the ability to 
forgo general anesthesia, increased convenience for both the 
patient and physician, quicker recovery time, and increased 

cost-effectiveness compared to the operating room (OR) 
[3•]. Additionally, the office setup requires less draping and 
gowning for the procedure, leading to enhanced sustainabil-
ity and decreased waste.

Despite these benefits, OH continues to be underutilized. 
According to a study by Shields et al., out of 305 hyster-
oscopies, only 25% were performed in the office [4]. The 
discordance could stem from inadequate physician training, 
barriers to investing in capital equipment, and physician 
anxieties about patient discomfort.

This article reviews the evidence for the benefits of 
OH and provides strategies for practicing obstetrician-
gynecologists to incorporate OH into their practice.

Uses and Efficacy of Office Hysteroscopy

Hysteroscopy has a broad range of applications for both 
diagnosis and treatment (Fig. 1). Typical uses include diag-
nosis and management of abnormal uterine bleeding and 
postmenopausal bleeding, including polyps, submucosal 
fibroids, and thickened endometrium. OH can also be used 
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to diagnose and remove intrauterine lesions or foreign bodies 
like intrauterine devices (IUDs), adhesions, retained prod-
ucts of conception (POCs), or uterine septums. Most impor-
tantly, OH can be used to rule out abnormalities to prevent 
unnecessary trips to the operating room. In one study of 
130 patients who underwent OH for abnormal uterine bleed-
ing (AUB), 75 did not need to undergo any further testing 

or procedures in the operating room [5]. OH has also been 
found to be both safe and effective, with a complication rate 
of 0–1.5% [5–7]. Studies have revealed high success rates 
for diagnostic OH, as high as 94.8% [8].

Abnormal uterine bleeding constitutes 30% of all vis-
its to the obstetrician-gynecologist [9]. Traditionally, the 
diagnosis of intracavitary pathology has been based on a 

Fig. 1   Hysteroscopic images of 
various intrauterine pathology 
taken in the office. A Grasping 
a small intrauterine polyp. B 
Endometrial cancer missed by 
endometrial biopsy. C Medium 
uterine septum removed in the 
office. D Lysis of adhesions 
in the lower uterine segment 
to pass the hysteroscope. E A 
retained IUD with previously 
avulsed strings. F A grasper 
removing an embedded IUD 
arm
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combination of tissue collection and ultrasound, even though 
these methods have low diagnostic capability for intracavi-
tary pathology. Transvaginal ultrasound helps assess the 
myometrium, but its accuracy in detecting intracavitary 
pathology is low, with a sensitivity of 56% and specificity 
of 73% [10]. Hysterosalpingography, which is a procedure 
in which serial X-rays are taken while the dye is infused 
into the uterine cavity, has a sensitivity of only 50% and a 
positive predictive value (PPV) of 30% for the diagnosis 
of uterine polyps and submucosal fibroids in the asymp-
tomatic infertile population. Sonohysterography (saline 
infusion sonohysterography or SIS), a technique in which 
saline is infused into the uterine cavity under transvaginal 
ultrasound guidance, has a high sensitivity of 87–100% and 
PPV of > 90% for structural uterine pathologies [11]. SIS 
has the added ability to assess the entire uterus including the 
myometrium. However, hysterosalpingography and sonohys-
terography only serve as diagnostic tests and do not offer the 
ability to treat pathology.

A systematic review demonstrated that endometrial 
biopsy is highly accurate in evaluating a global intrauterine 
process such as endometrial cancer or hyperplasia. How-
ever, if cancer occupies less than 50% of the surface area 
of the endometrial cavity, it is likely to go undetected [12]. 
A meta-analysis evaluating the effectiveness of diagnostic 
hysteroscopy compared to hysteroscopy with biopsy, opera-
tive hysteroscopy, or hysterectomy showed that diagnostic 
hysteroscopy achieved an overall success rate of 96.6% in 
making the proper diagnosis [13]. Additionally, abnormali-
ties were detected in 46.6% of premenopausal and postmeno-
pausal women with AUB [13].

Cost‑Effectiveness of Office Hysteroscopy

Due to the considerable cost burden of taking someone to 
the operating room, the cost-effectiveness of OH has been 
explored. In the same study looking at OH in patients with 
AUB, the authors noted a cost savings of $1498 per patient 
[10], and a systematic review confirmed substantially lower 
costs for office hysteroscopy than hysteroscopy in the oper-
ating room [12].

A highly referenced decision analysis examined the 
cost-effectiveness of office hysteroscopy screening prior to 
in vitro fertilization (IVF) [6]. The costs were estimated to 
be €126 per office hysteroscopy and €2550 per IVF cycle. 
Office hysteroscopy was always more cost-effective than no 
screening, even when only patients with intrauterine pathol-
ogy benefited from the intervention.

Additionally, a cost analysis aimed to estimate the over-
all cost per pregnancy for hysteroscopic polypectomy per-
formed prior to any assisted reproductive therapy (ART) 
[14]. Using published data and a healthcare cost reporting 

website in the United States in 2016 dollars, the authors 
estimated the charges of office polypectomy at $823 and OR 
polypectomy at $4507, compared to a single cycle of IVF 
at $17,360. For patients seeking pregnancy, hysteroscopic 
polypectomy was found to be cost-effective compared to 
expectant management when the procedural cost was less 
than $7164, both of which the average office and OR pol-
ypectomy charges fell under.

Hysteroscopic metroplasty can be performed in an 
office and OR setting, allowing the physician and patient to 
choose a more cost-effective approach if appropriate. The 
authors prefer to only perform small to medium-sized sep-
tum removals in the office (compared to complete septum, 
which extends through the cervix or into the vagina) for 
patient comfort and procedure length. Data is conflicting 
on whether hysteroscopic metroplasty affects the live birth 
rate [15]. However, hysteroscopic metroplasty is associated 
with a reduction in preterm labor and obstetric complica-
tions [16]. The costs associated with a preterm neonate are 
high. In the United States, the preterm birth rate hovers 
between 9 and 10%, accounting for over $16.9 billion in 
direct medical care [17]. This equates to a cost of nearly 
$45,000 (2005 dollars, unadjusted for inflation) per patient 
per preterm birth. Though not wholly preventative, the cost 
differential between office hysteroscopy and care of a pre-
term neonate is high. Therefore, we consider the benefits to 
greatly outweigh the risks.

Office Hysteroscopy Equipment

Hysteroscopes are now available in various sizes, lens 
angles, and functionalities. When initiating an office hys-
teroscopy program, it is essential to consider the specific 
procedures that will be performed, which can include 
diagnostic evaluations, directed biopsy, polypectomy, IUD 
removal, lysis of adhesions, removal of products of concep-
tion, metroplasty, or even myomectomy in certain instances. 
Diagnostic hysteroscopes have a smaller outside diameter 
but do not have attachments for anything other than inflow. 
On the other hand, operating hysteroscopes have a wider 
outer sheath and allow for the passage of tools such as scis-
sors, graspers, tenaculums, tissue extractors, or biopsy for-
ceps. Diagnostic and surgical hysteroscopes are now avail-
able in sizes as small as 2.8 and 3.8 mm, respectively.

Additionally, the smallest bipolar resectoscope now has 
an outer diameter of 5 mm. Compared to other common 
gynecologic procedures in the office, these hysteroscopes 
provide additional comfort for both the physician and the 
patient. For example, a standard endometrial biopsy pipelle 
has a diameter of 3 mm, whereas an intrauterine device 
insertion sheath ranges from 4–5 mm.
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Lenses are available in various angles. An ideal choice for 
a diagnostic hysteroscope is a 30° lens, which offers excel-
lent visibility around sharp angles with minimal adjustment 
required, providing increased comfort for the patient. A 12° 
lens is preferable for an operative hysteroscope as it allows 
for a clearer view of the operating equipment positioned 
directly in front of the lens.

Finally, one must consider whether they want to use rigid 
or flexible hysteroscopes. Rigid hysteroscopes enable vagi-
noscopy (described further under “pain control”) and more 
durable operative procedures. These systems sometimes 
necessitate a substantial initial investment but are more eco-
nomical than disposable alternatives when used with any 
frequency. Flexible hysteroscopes offer the ability to visually 
navigate sharp angles without contacting sensitive cervical 
walls. Nevertheless, flexible hysteroscopes commonly incor-
porate costly fiber-optic cables for which maintenance can 
be expensive, and these devices are frequently restricted to 
diagnostic functions alone. Flexible scopes often lack the 
capability to perform vaginoscopy, which is a recommended 
method for pain management.

Disposable hysteroscopes were created to provide an 
option to avoid the initial capital expenses and steriliza-
tion requirements associated with reusable hysteroscopes. 
However, the cost incurred for each usage often outweighs 
the reimbursement, and the generation of plastic medical 
waste poses a significant environmental concern. Most of 
these instruments possess a 3 to 5 mm outer sheath and have 
limited capacity to perform operative procedures outside of 
directed biopsy. These hysteroscopes may be ergonomically 
challenging to use and have flimsy sheaths that do not allow 
for vaginoscopy. Given the larger size, overall expense, and 
waste creation, the authors cannot recommend disposable 
hysteroscopes at this time for office hysteroscopy practices. 
The technology must advance to smaller outer diameters 
before they can be compared to reusable hysteroscopes.

Operative Tools

In setting up an office operative hysteroscopy program, 
assessing which tools will be required is essential. Most 
office treatments, such as polypectomy, lysis of adhesions, 
and metroplasty, can be performed using scissors. Addition-
ally, a grasper can be used for procedures including guided 
biopsy, IUD removal, and removal of products of concep-
tion. Although a biopsy forceps is beneficial for targeted 
biopsies, a grasper can offer the same capability while also 
having the ability to remove retained IUDs.

More recently, mechanical tissue extraction devices that 
fit down a 5-French operating channel have expanded the 
ability to remove large sections of tissue in the office, either 
by manual operation by hand or with the use of power. A 

tabletop suction apparatus or fluid management system 
accompanies some of these. A single-blinded non-inferiority 
trial that randomized 140 patients to an operative hystero-
scopic procedure using a manual morcellation device that 
can be used in-office versus a standard electromechanical 
morcellation device (typically when the patient is under 
anesthesia) concluded that the manual morcellation device 
was non-inferior. While geometric mean resection times 
were, on average, 1 min longer with manual morcellation, 
the mean instrument setup time and total procedure time 
fell below pre-defined non-inferiority limits [18••]. Addi-
tionally, the physician may opt to utilize a generator with 
the 15-Fr bipolar resectoscope and 5-Fr bipolar twizzle for 
surgeries such as metroplasty or myomectomy if they desire 
to employ energy.

Procedure Room Setup and Supplies

Office hysteroscopy can be performed in a small space, such 
as a repurposed examination room. No procedure rooms are 
required. A height-adjustable examination table is prefer-
able. Aside from the hysteroscope, a visualization system is 
necessary, which includes a camera, light source, and moni-
tor. Additionally, the system should have the capability to 
take images for the electronic health record. Essential com-
ponents include tubing for both inflow and outflow, seals 
for the operative port, and a means of measuring the inflow 
and outflow.

The authors use a 1-L normal saline bag, either to grav-
ity or contained within a pressure bag, for the inflow while 
allowing the outflow to hang freely, either into a basin or 
into a drape positioned under the buttocks. This manual sys-
tem uses gravity and a difference in elevation between the 
bag and the level of the uterus to create intrauterine pres-
sures ranging from 70–100 mg Hg [19]. A Mayo stand or 
cart can be helpful for setting the equipment on and easily 
reaching it during the procedure. Furthermore, it is essen-
tial to have a speculum, tenaculum, dilators, and local anes-
thetic readily accessible in case they are required, though the 
authors prefer to avoid the use of these supplies if possible. 
A cleaning process is necessary for all reusable devices, 
including high-level disinfection or autoclaving in-office or 
through a centralized sterile processing facility.

Normal saline is the most utilized distention media in 
office settings due to its widespread availability and various 
bag sizes. Most office hysteroscopy settings do not require 
an automated fluid management device, as these take up 
a significant amount of space and have expensive tubing, 
canisters, and waste requirements. Manually computing the 
fluid deficit can be accomplished by measuring the amount 
remaining in the inflow bag and using a graded under-
buttocks drape or a receptacle at the foot of the bed. If the 
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hysteroscope lacks an outflow channel, the inflow volume 
is usually negligible, making it unnecessary to determine an 
actual deficiency. The suggested maximum deficit threshold 
for normal saline is 2500 mL [13]. If the physician expects 
to do office hysteroscopy procedures that exceed this limit, it 
is advisable to use a fluid management device. Additionally, 
if the surgeon chooses to use a hypotonic solution such as 
glycine with a monopolar energy system, a fluid manage-
ment machine is required. Early studies show that a deficit 
of 1 L of a hypotonic solution resulted in a serum sodium 
drop of 10 mmol/L, which can drop a patient from a normal 
sodium range into hyponatremia [20]. The authors recom-
mend that monopolar systems should no longer be used due 
to patient risk. However, these tools are still ubiquitous in 
hospital systems.

Patient Selection

Selecting suitable patients is crucial for ensuring the com-
fort of both the patient and the physician when initiating an 
office hysteroscopy program. A prospective cohort study 
found that pain was most common in nulliparous patients, 
those with cervical pathology, and procedures lasting more 
than 2 min [21]. Physicians may consider initiating diag-
nostic hysteroscopy in multiparous patients without cervical 
pathology as a means of developing confidence before pro-
ceeding to operative hysteroscopy. The option of undergo-
ing office hysteroscopy is particularly beneficial for patients 
undergoing ART, particularly IVF, with a plan for embryo 
transfer. The standard of care is to perform a uterine cav-
ity evaluation on all patients undergoing embryo transfer 
to optimize implantation rates [14]. Most practices perform 
saline-infused sonography for initial assessment and then 
refer patients with equivocal or abnormal exams for hyst-
eroscopy. Timely evaluation is essential in this population 
because embryo transfer is the last step in the process and, 
if unsuccessful, may mean that patients will have to undergo 
additional rounds of IVF to create more embryos. Success 
rates of IVF decrease in an age-dependent fashion. There-
fore, office hysteroscopy is a mechanism to bypass the lim-
ited availability of OR space.

Pain Control

Studies suggest that office hysteroscopy is well tolerated 
by patients overall without any pre-medication. A retro-
spective cohort of 3000 consecutive women undergoing 
office hysteroscopy procedures in India between 2012 
and 2018 showed good tolerance of the procedure, with 
only one patient with poor tolerance of the procedure 
due to a vasovagal syncopal event, and > 98% of patients 

receiving definitive management by the initial procedure. 
Additionally, approximately 80% of individuals undergo-
ing the procedure reported a pain score of 0, while the 
remainder reported mild (VAS scores of 1–3) or moderate 
(VAS scores 4–7) discomfort [22]. This study and others 
are proponents of nonpharmacologic methods to reduce 
patient anxiety and pain, such as “vocal local,” where a 
nurse or provider verbally engages the patient and shows 
them operative findings on the monitor [22, 23].

The administration of anesthesia and analgesia during 
office hysteroscopy has also been extensively researched. 
A systematic review showed that the use of non-steroidal 
anti-inflammatory drugs (NSAIDs) led to a significant 
reduction in pain, both during and after office hysteros-
copy. The administration of opioids and antispasmodics 
resulted in a decrease in perceived discomfort during the 
procedure, but it was also linked to an increased likeli-
hood of experiencing adverse side effects. Therefore, it 
is recommended that patients without contraindications 
should be instructed to take oral NSAIDs before undergo-
ing office hysteroscopy [24••].

A further meta-analysis of more than 1300 patients 
showed that all types of anesthetics, such as topical, tran-
scervical, intracervical, paracervical, and intracornual, had 
some effect on pain control. Still, none was better than 
any other, and local anesthetics did not reduce procedure 
failure [25••]. Several randomized controlled trials have 
documented discomfort, bradycardia, and hypotension fol-
lowing cervical injection, and therefore, these interven-
tions are not without risk [26–28]. Perhaps, the lowest 
risk-to-reward intervention involving local anesthesia is to 
add 10 mL of 2% lidocaine to the 1000 mL saline disten-
tion medium [29••]. Prior studies using this approach did 
not show a significant effect on pain; however, these stud-
ies did not utilize a “no-touch” vaginoscopic technique. 
Newer studies using “no-touch” vaginoscopy (described 
below) in conjunction with intrauterine instillation of lido-
caine showed a statistical decrease in VAS pain scores of 
1 point and a trend toward decreased procedure length, 
without any complications reported in either group [29••].

Vaginoscopy is a procedure that does not require a specu-
lum, tenaculum, or dilators. Instead, the hysteroscope is 
placed directly into the patient’s vagina to create distention 
using saline. No speculum, tenaculum, or paracervical block 
is provided. The hysteroscope is then guided through the cer-
vical canal and into the uterus. Hydrodistension of the cervi-
cal canal with saline facilitates passage of the angled scope, 
especially in cases with challenging angles or stenosis. With-
out the presence of other instruments in the vagina which can 
induce a pain response, the vaginoscopic technique allows for 
greater maneuverability without patient pain.

Extensive studies over a span of 25 years have revealed that 
using a vaginoscopic technique reduces pain when compared 
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to traditional hysteroscopy using a speculum. Additionally, 
there is no significant difference in the success rates of the 
procedures [28, 30, 31]. Vaginoscopy can be started with a 
2.8-mm diagnostic hysteroscope for evaluating the cervical 
canal and uterus and then switched to a larger operative cam-
era if pathology is found. This serial use of cameras allows for 
hydrodilatation of the cervical canal, which seems to create 
less pain than mechanical dilation [28, 31].

A meta-analysis examining the effectiveness of cervical 
preparations in reducing pain during outpatient hysteroscopy 
found no pain reduction in premenopausal or postmenopausal 
women who needed cervical dilation of 5 mm or less, which is 
the largest size of our operative hysteroscope [32]. Prior admin-
istration of misoprostol might lead to adverse effects, including 
abdominal pain, fever, and gastrointestinal disturbance.

Finally, it is essential to implement measures to decrease 
preprocedural anxiety. A separate meta-analysis revealed 
that preprocedural anxiety exacerbates the discomfort felt 
during hysteroscopy. The duration of waiting before the 
procedure can heighten feelings of anxiety, whereas the 
presence of music during the procedure has the potential to 
alleviate anxiety [33]. Providing patients with counseling 
regarding expectations and informing them about the option 
to stop the procedure at any point are crucial. Patients who 
have a preference for undergoing a procedure while under 
sedation should be provided with the necessary arrange-
ments in either an operating room or a surgery center. It is 
imperative that all patients participate in a comprehensive 
informed consent procedure and are scheduled during the 
optimal time for visualizing the endometrial cavity. Patients 
are usually scheduled for appointments right after their men-
strual period ends, ideally between cycle days 4 and 14.

Surgical Approach

Office hysteroscopy can be employed in several of the fol-
lowing scenarios: (1) to evaluate for structural uterine causes 
underlying patient symptoms or conditions (e.g., miscarriage 
or recurrent pregnancy loss) and (2) to further evaluate and 
treat an abnormal finding on TVUS or saline-infused sonog-
raphy. In both cases, the office hysteroscopy procedure can 
be used as a “see and treat” modality, whereby diagnosis and 
treatment occur simultaneously. In cases where the intrauterine 
pathology is not amenable for treatment in-office (e.g., type 3 
uterine fibroids or large type 1 and 2 submucosal fibroids), the 
procedure serves as a diagnostic tool with the added benefit 
of providing vital information for pre-operative planning to 
optimize the time spent in the operating room [34].

In cases where patient discomfort is suspected or there is 
low suspicion of needing operative intervention, the authors 
recommend initiating the procedure with a 30° 2.8-mm diag-
nostic hysteroscope. The small size of the scope minimizes 

patient discomfort by allowing for hydrodilatation and pas-
sage through the internal cervical os with a device smaller 
than an endometrial biopsy pipelle. After advancing the 
scope through the cervical os into the uterine cavity, the 
presence, location, and degree of uterine pathology can be 
assessed. If an operative intervention is required, the scope 
can be removed, and a continuous-flow operating sheath or 
additional hysteroscope can easily be added, which allows 
for the passage of semi-flexible 5-Fr instruments. If neces-
sary, discomfort is minimized via serial hydrodilatation of 
the cervix by upsizing it to the larger operative scope.

In cases where there is a high suspicion of uterine pathology 
requiring operative intervention or in which cervical stenosis is 
not suspected (e.g., multiparous patients), the authors recom-
mend starting with a rigid operative hysteroscope, which will 
allow for a quick introduction of operative instruments.

While provider comfort, technique, and skill level vary, type 
1 and 2 submucosal fibroids are admittedly more challenging 
to treat in the office. These may require staged procedures to 
achieve complete resection. The time interval between proce-
dures allows the uterus to contract and push the fibroid further 
into the cavity, making it more like a type 1 or type 0 fibroid, 
which avoids touching more sensitive myometrium.

Patient Satisfaction

OH has demonstrated both efficacy and excellent patient 
satisfaction. In a survey of patients who underwent hystero-
scopic polypectomy in the office and the OR, 95% of women 
who underwent OH expressed a preference for OH in the 
future. Additionally, patients undergoing OH experienced 
less need for pain medication after surgery, spent less time 
away from home, and had shorter recovery periods [35].

Financial Considerations

When initiating an OH program, key factors include initial invest-
ment, reimbursement, coding, and establishing suitable steriliz-
ing protocols. In 2017, the relative value units (RVUs) for office 
operative hysteroscopy (CPT code 58558) increased by 237%, 
whereas the RVUs for operating room (OR) hysteroscopy cases 
decreased by 11% [36••]. These modifications indicate that 
payors acknowledge the advantages of OH and are dedicated 
to promoting and encouraging its utilization. Equipment capital 
costs range from $15,000 to $35,000, depending on whether the 
equipment is new or used, the number of operative trays, and the 
design of the camera and monitor system [37]. Due to the higher 
reimbursement, physicians and practices can achieve a breake-
ven point with fewer than 50 office hysteroscopies in 1 year. The 
Medicare Physician Fee Schedule Search [38] can be referenced 
for expected reimbursement based on region and location.
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Hysteroscopy Training

The lack of training in residency and physician discomfort 
with performing office hysteroscopy may be mitigated by 
simulation. Various models have been created to simulate 
hysteroscopy, but more research is needed to determine their 
usefulness in clinical practice [39]. Many models exist, using 
various animal and vegetable components, synthetic uteri, 
and virtual reality. The American College of Obstetricians 
and Gynecologists (ACOG) has developed a training pro-
gram for residents in hysteroscopy using a synthetic uterine 
model and a vegetable model. This program aims to enhance 
trainee skills and knowledge in various aspects, such as 
hysteroscope assembly, maneuvering the hysteroscope, 
and using operative tools [40]. Virtual models, such as the 
HystSim (VirtaMed, Zurich, Switzerland), have advanced 
in realism and now offer various treatments. However, these 
models still need to undergo additional validation before 
they can be included in standardized courses, and they may 
be cost-prohibitive to obtain outside of simulation centers.

OBGYN specialist providers skilled in performing hystero-
scopic procedures in an operative suite under anesthesia can 
train to transition to an office setting by using vaginoscopy under 
anesthesia to increase proficiency in entry into the uterine cavity. 
Once in the uterine cavity, the operator can focus on completing 
the surgery with swiftness and economy of motion. Additionally, 
physicians can use the same equipment in the OR as they do in 
the office to become familiar and comfortable with the usage. 
Physicians can start by selecting patients who are at low risk for 
discomfort and are motivated to have a procedure in the office. 
Early successes will translate into increasing comfort with more 
advanced procedures.

Conclusion

Even though hysteroscopy can be performed safely in the 
office and has high efficacy and patient satisfaction, there 
are still low rates of OH in the United States. Additionally, 
OH is cost-effective, and physician reimbursement rates 
have increased for OH compared to hysteroscopy in the 
OR. Considering the benefits to physicians and patients, OH 
should be considered a first-line option for diagnosing and 
treating various uterine pathologies. OH can also serve to 
triage cases, prevent negative cases from going to the OR, 
and ensure that more complex pathologies can be done in 
the appropriate setting.
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