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Disclosure of Relevant Financial Relationships

As an ACCME accredited provider, AAGL must ensure balance, independence, and objectivity in all CME activities
to promote improvements in health care and not proprietary interests of an ineligible company. AAGL controls
all decisions related to identification of CME needs, determination of educational objectives, selection and
presentation of content, selection of all persons in a position to control content, selection of educational methods, and
evaluation of the activity. Course chairs, planning committee members, faculty, authors, moderators, and others in a
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reviewers who have nothing to disclose. Learners can assess the potential for commercial bias when disclosure,
mitigation of conflicts of interest, and acknowledgment of commercial support are provided prior to the activity.
Informed learners are the final safeguards in assuring that a CME activity is independent from commercial bias.
We believe this mechanism contributes to the transparency and accountability of CME.
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HSC-602: Taking Your First Steps in Intrauterine Surgery
Co-Chairs: Jude E. Okohue, MD, Christina A. Salazar, MD
Faculty: Alka Kumar, MBBS, MS, Bolarinde Ola, MBBS, MD, Erica F. Robinson, MD

Course Description
This course provides a comprehensive beginner's tutorial on the basics of intrauterine surgery. You will
learn how to identify the optimal candidates as well as how to preoperatively plan for success. We will
review the principles for performing intrauterine surgery using vaginoscopy and use videos to demonstrate
techniques for tips and tricks to overcome commonly encountered challenges, as well as review both
normal and abnormal findings in the uterus. Through hands-on simulation, we will demonstrate the way to
safely explore the intrauterine cavity to identify abnormalities and treat pathology using the basic
hysteroscopic tools.

Learning Objectives
At the conclusion of this course, the participants will be able to: 1) Demonstrate an understanding of the
indications for intrauterine surgery and how to plan for success; 2) Become comfortable performing

vaginoscopy and exploring the uterine cavity; and 3) Acquire basic skills with hysteroscopic scissors and
graspers.

Course Outline

7:00 am Welcome, Introduction and Course Overview C.A. Salazar/J.E. Okohue
7:05 am When & Why: Preoperative Screening and Planning C.A. Salazar
7:30 am Ergonomics and Vaginoscopy, How to Overcome the Cervix B. Ola
7:55am Staying Safe: Exploring the Uterine Cavity J.E. Okohue
8:20 am Using Your Tools E.F. Robinson
8:45 am Seeing the Endometrium: Normal & Abnormal A. Kumar
9:10 am Questions & Answers All Faculty

9:30 am Adjourn



Taking First Steps
in Intrauterine
Surgery

When and Why:

Christina A Salazar, MD FACOG

Minimally Invasive Gynecologic Surgery Division
Assistant Professor, Department of Women’s Health
UT Austin Dell Medical School
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Aims

Identify optimal candidates for hysteroscopy

Review evidence-based pre-procedure planning

‘

Increase awareness of complications
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Identify optimal candidates
for hysteroscopy
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Common Indications for
Hysteroscopy
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Common Indications for Hysteroscopy

» Evaluation and treatment of submucous fibroids and polyps.

> Diagnosis and treatment of intrauterine adhesions.

A’

Correction of septate and dysmorphic muteri.

A’

Detection and diagnosis of malignancy.

Y

Management of rPOC or focal accreta.

Al

Foreign body removal (IUD with non-visualized strings or malpositioned 1UD).

Detection and treatment of isthmocele

v
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Management of cesarean scar pregnancy.
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Review evidence-based
pre-procedure planning
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Where to Operate

* RCTs have shown that patients prefer office-based hysteroscopy over
same-day surgery center.

v Patient and physician convenience.

v' Avoidance of general anesthesia.

v Less patient anxiety related to familiarity with the office setting.
v Cost effectiveness.

v System-wide efficiency that increases use of the OR for complex cases.

AGL

sh A

on U, Duffy SR. A randomised controlled trial comparing outpatient versus daycase endometrial
2006 Aug;113(8):896-901.
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Original Article
Office versus Institutional Operative Hysteroscopy: An Economic

Model
Malcolm G. Munro, MD, Jamie L. Kasiewicz, BS, and Vrunda B. Desai, MD
oo he Dparomnt of Obstoicsend Gymecology Low Angels Modical G and Gyaecologs, Dovd

Geffen School of Medicine a1 UCLA (Dr. Muneo), Lox Angeles, California, and CooperSurgical. Inc. (Ms. Kasiewicz wm Desa), Trumibull, Conneeticut

ABSTRACT Study Obj Model and
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Design: Economic modeling exercise,
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Europes Joarnal of Obstetrics & Cymecolony 4od Reproductive Bology 260 (303

Contents lists available at ScienceDirect
European Journal of Obstetrics & Gynecology and
Reproductive Biology

journal homapage: www, olsevier.comilocate/ajoarh

Endometrial polyps. An evidence-based diagnosis and management ™
guide S5
Salvatore Giovanni Vitale®, Sergio Haimovich”, Antonio Simone Lagana‘, Luis Alonso’,
Attilio Di Spiezio Sardo", Jas: Carugno™*, From the Global Community of Hysteroscopy
CGuidelines Committee
peeseof Gty e Sy, Uity o o o
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When to Operate

Which Meds to
Consider Pre-Op

Cicinelli E, Pinto V, Quattromini P, Fucci MR, Lepera A, Mitola PC, et al
Endometrial preparation with estradiol plus dienogest (Qlaira) for
office hysteroscopic polypectomy: randomized pilot study. J Minim
Invasive Gynecol 2012,19:356-9.

Lagana AS, Vitale SG, Muscia V, Rossetti P, Buscema M, Triolo 0, et
% usca !
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surgery: a systematic review. Arch Gynecol Obstet 2017:295:661-7. Gecermies 14,3033 | Aurara.

Which Meds to

Which Meds to
Consider Pre-Op n

Consider Pre-Op

AkFozan H, et al. Preoperative ripening of the cervix before operative
Kamath MS, Kalampokas EE, Kalampokas TE. Use of GnRH hysteroscopy. Cochrane Database of Systematic Reviews 2015, Issue 4.
analogues pre-operatively for hysteroscopic resection of N MGL
P S;Q,m:’(.c e Casadei L, etal. Role of vaginal estradiol pretreatment combined with vaginal
Eur J Obstet Gynecol Reprod Biol 2014;177:11-8. : X GLOBAL CONGRISS ON AIGS. misoprostol for cervical ripening before operative hysteroscopy in
. Decomizor1-4, 3031 | Auroia, €O | congrass asglorg postmenopausal women. Obstet Gynecol Sci 20 0-6.
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European journal of Obstetsics M Gyecology and Heproductive Biology 252 (2026) 70-41

Contents lists available at ScienceDirect

European Journal of Obstetrics & Gynecology and
Reproductive Biology

journal homepage: www.elsevier.com/locate/ajogrb

Local anaesthesia for office hysteroscopy: A systematic review &
meta-analysis
Prathiba M. De Silva**, Alasdair Carnegy”, Paul P. Smith®, T. Justin Clark®

= College of Medical and Dental Sciences, Univerity of Birmingham, Birminghm, §13 21T, UK
© Qacen Fisbeth Hospital, Ureversity Hosptals Brainghars NHS Foorndation Trs, Birvingha, B1S 2TH, UK
© Brminghom Womer's Mospital, Bimingham Womsm' and CRikiren's NS, Foundation Trust Mindekon ey, Biiagham, 815 21G. UX
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Increase awareness of

complications
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Table 2. Potential Complications, Incidence, and Risk Factors of Hysteroscopy

Potential
Ce icati Risk Factors
Perforation 0.12% to Blind insertion of instruments, cervical stenosis, anatomic distortion (eg, leiomyomas and
161%"" congenital anomalies, intrauterine adhesions, myometrial thinning, and uterine malposition
[extreme anteversion or retroversion])
Air and gas embolism 003% to Repetitive instrumentation through cervix, inadequate purging of air from tubing and
(clinically significant) 0.09%" instruments, excessive intrautering pressure
Fluid overioad 0.20%" Excessive absorption of any distending fluid, resection of targe or deep lesions and high
intrauterine pressure; increased risk of hyponatremia with use of electrolyte-free
distending media, and cerebral edema with hypotanic distending media
Hemorrhage 0.03% to Cervical laceration, uterine perforation, adhesiolysis, resection of cavitary lesions
061%"*
Vasovagal reaction 021% to Triggering of parasympathetic nervous system during manipulation of the cervix and
1.85%" instrumentation of the cervical canal or uterine cavity
e mccop for the Diagnosis and Treatment of Intra teLABIAEHAIgev: ACOS Committee AGL
Opinion Summary, Number 800. Obstet Gynecol. 2020 Mar;135(3):754-756 GLORAL CONGRESS OF MIGS
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Taking First Steps
in Intrauterine
Surgery
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Ergonomics and
Vaginoscopy; How to
Overcome the Cervix

Mr Bolarinde Ola FRCOG
Consultant Gynaecologist
Subspecialist in Reproductive Medicine & Surgery
N\ MGL 2077

 GLOBAL (ONERESS ON 16§

aaglorg

My Professional Affiliations

Ancient City of Sheffield, UK

Nigeria

2p >
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Aims

¢ Present theoretical knowledge as foundation
to safe vaginoscopic hysteroscopy

* Emphasise principles of ergonomics as it
relates to:
— Team, task, equipment and set-up
— Navigating the vagina and finding the cervix
— Safely navigating through the cervical canal
— Dealing with the difficult cervix

Y

NCGL 2022

ALCONGRSS O NIGS

Ergonomics: Definition

Ensuring that......
*theatre set-up
*environment

*tasks

eequipment
*Information

*team functioning

..... all fit EACH key worker

5zt GIOBAL CONGRESS ON MIGS

Ergonomics
Team Equipment
Tasks
Set-up

Tasks

Page 9
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2 st e Patient Selection

Always take good gynae history — (standard questionnaire)
* Age
* Past medical and surgical histories
— Concurrent medical conditions
— Previous surgery (retrieve old records)
— Previous surgical complications
— Is prior cervical preparation required?
* Examine and review available images
— acute anteversion
— acute retroversion
— Axial uterus
* Provide adequate analgesia/anaesthesia
*Prepare for the planned and unplanned

Equipment

Know Your Equipment
Angle of Objective Lens

"{ﬁ’y § g A 30°

’il‘"”\&: ) — =
t

""—4».77 .. ‘ Oo

Type of Hysteroscope
The smaller the better

et GLOBAL CONGRESS ON NIGS

Inner sheath: 2.7 - 5mm
Outer: 3 - 6mm

ReprquCtive Inner sheath: 2-3mm
Failure Outer: 3 - 4mm
Inner sheath: 2.7 - 5mm Paediatric
Outer: 3 - 6mm
General

Gynaecology

et GLOBAL CONGRESS O NIGS.

Know Your Equipment
* Rigid Office e .

Hysteroscope

* Flexible ® —_\

* Resectoscope — ;Tﬁ; %ﬂ

L,

N:/-Zfzz Internal Cervical Os with

-Set (30° 25° or 12°) Objective Lens

2
/
/
4
= -V
A = -
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yxr2 2  Internal Cervical Os with

Szt GAOBAL CONGRESS ON MIGS

Oftf-Set (30° 25° or 12°) Objective Lens

Looks also Matter:
Diagnostic 0° Objective Lens

2 L0
Sz GLOBALCONGRES ON WIGs

Bladder

|
| 0° looks straight ahead
~ Centre the cervical canal

(=} o
1T
\ Re‘c(um
Vagina
Team Set-up

Fundal view with Off-Set
0° 25° or 12°) Objective Lens

Bladder

NGL 2072

57z GLOBAL CONGRESS OK NIGS

Hysteroscope f

|
\ Rectum

vagina

M Operative Hysteroscope or
Resectoscope with 0° or 12° Lens

2 L 2022
57z GLOBAL CONGRESS OK NIGS

Team and Set-Up

* Experienced Nurse

¢ Trained Auxiliary Staff

* Ask patient to empty bladder just before start
* Adjustable theatre bed and monitor

* Adjustable surgeon’s stool / position assistant
* Diagnostic hysteroscopic set up

* QOperative hysteroscopic set up

* Analgesia/ Local Anaesthesia

* Entonox (50% Nitrous oxide & 50% Oxygen)

Page 11



Step-by-Step of Vaginoscopic
Hysteroscopy

Select patients carefully / look at available images

¢ Adequate analgesia

Room Set-up: Check your equipment

Insert hysteroscope into lower vagina & start Saline
Advance hysteroscope up posterior vaginal wall
Identify cervix

Insert tip of hysteroscope into cervical canal

Keep cervical canal view at 6° Clock for off-set objectives
*  Minimises risk of posterior wall perforation

Centre the canal view for 0° objectives

How | Do
It

Preamble

| review all available gynae
images
| don’t usually rely on
reports alone
* Acute anteversion may
be reported simply as
anteverted

* Same for acute
retroversion

Navigating Lower Vagina:
with 30° Objective Lens

Courtesy https://elearning.rcog.org.uk//uterine-cavity-surgery/outpatient-
no-touch-technique-diagnostic,

Navigating Mid-Vagina:
with 30° Objective Lens

s Navigating Upper Vagina:
Finding the Cervix with 30° Lens

Page 12




Navigating the Cervix:
with 30° Objective Lens

Courtesy https://elearning.rcog.org.uk//uterine-cavity-surgery/outpatient-
hysteroscopy/no-touch-technique-diagnostic,

Navigating the Cervix
with 30° Objective Lens

The Difficult Cervix:
Causes

P 2
5757 GOBALCONGRES N IG5

* External Cervical stenosis
* Lower canal stenosis

* Internal os stenosis

* Complete stenosis

* Deficient cervix - surgery

* Absent cervix

* The gaping patulous cervix

ACL 022 The Difficult Cervix:

GL0BAL CONGRESS ON NIGS

Management

* Review images
* Analgesia
* Avoid blind dilatation

* Use 0° miniaturised
hysteroscope (2/3mm)

* Blunt dissection: gently
rotating tip of scope

* Sharp dissection with
hysteroscopic scissors

* Consider using tenaculum

Video courtesy of Dr Jude Okohue FWACS

ALz The Difficult Cervix —
Rescheduled Further Attempt

* Review history

* Review images again

* Consider pre-treatment with misoprostol
* Analgesia

* Consider day case under RA or GA

* Consider ultrasound guided attempt

* Use miniaturised hysteroscope (2/3mm)

et GLOBAL CONGRESS O NIGS.

Summary

* Select patients carefully
¢ Look at available images
¢ Adequate analgesia
* Room set-up: check your equipment
* Insert hysteroscope into lower vagina & start Saline
* Advance hysteroscope up posterior vaginal wall
* Identify cervix
* Insert tip of hysteroscope into cervical canal
*  Keep cervical canal view at 6° Clock for off-set objectives
* Keep view at centre for 0° Objective Lens
* In difficult cases; review strategy or re-schedule

Page 13




References

In Summary

* https://elearning.rcog.org.uk/tutorials/core-
knowledge/surgical-procedures-and-
postoperative-care/uterine-cavity-surgery

* https://elearning.rcog.org.uk//uterine-cavity-
surgery/outpatient-hysteroscopy/no-touch-
technique-diagnostic
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= 'Staying Safe: Exploring the
Uterine Cavity

Prof. Jude Okohue
Gynescope Specialist Hospital & Madonna University, Nigeria.
Vice President, Association of Gynaecological Endoscopy Surgeons, Nigeria.
Board member, AAGL Hysteroscopy SIG
West African Representative @Global Community of Hysteroscopists.
judosca@yahoo.com

ANGL 2072
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Objectives

At the conclusion of this presentation, participants should be able to:

o Apply tricks learned on how to navigate a difficult cavity in cases of
moderate/severe Asherman’s syndrome

o Recognize uterine perforation and employ steps in preventing a
perforation.

NGL 2022

5727 GLOBAL CONGRISS ON NIGs

I have no financial interest to
declare
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Fundus Fallopian tube

uterus .
Endometrium Introduct|0n
Myometrium

Cervix )
Cervical canal

Vagina

Normal uterus

Positions of the Uterus Uterine Positions

retroflexed anteflexed
5

« Anteverted
* Retroverted

* Anteflexed

* Retroflexed
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Uterine Dimensions Landmarks
« Uterus weighs an average 50 — 60g(") * External os
* Length, 6 — 8.5cm and 8 — 10cm in nullipara and multipara, * Endocervical canal
respectively. * Internal os
« Endometrial cavity volume 5 — 10m|(@ * Endometrial cavity
« Transfundal endometrial cavity width 22 — 34mm®) |* Tubal ostia

Most difficulties occur in cases of Lsstmate i ns ot oo Medicine
ASheI‘man Syndrome Cold scissors versus electrosurgery for

hysteroscopic adhesiolysis
A meta-analysis

Liging Yang, MD, PHO®, L
« [UA with symptoms Chenyun Mizo, MD, PRD?, Yin

Abstract

U Y hon D, I, K G, D, P A\
DL an s e

* Mild/Moderate/Severe

s,
Koywords: Ashertian syncroms, oect

Central before Lateral Adhesions“5

Page 16



Exploring the hole Exploring the hole 2

The Hole, Columnar Epithelium, and

i (6)
Exploring Dark Areas Dark areas

Deciding which Hole to explore

Page 17



SECOND-LOOK

Perforation with Energy

Perforation with Scissors

» Concomitant use of USS, laparoscopy or fluoroscopy

» Might be used in very severe cases

« Limited data that they prevent perforation or 1 outcome

* Fluoroscopy can delineate free areas above/behind adhesions
« Laparoscopy might reduce damage to intestines

« Incidence of perforation: 5% reported by Zikopoulos et al.("

Page 18




Conclusion

The endometrial cavity is a small space
Safer to explore moderate/severe adhesions with scissors
Bowel and bladder can be injured following a perforation

Extreme care and relevant expertise is key

References
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Hysteroscopy:
Knowing & Using Your Tools

Erica F. Robinson, MD FACS FACOG
Minimally Invasive Gynecology
Vice Chair Clinical Operations and Affairs
Department of Obstetrics and Gynecology
Prisma Health Upstate- University of South Carolina Greenville

MGAL 072

5 65

Disclosure

- Consultant: CooperSurgical™
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Objectives

Channel
with
Graspers,

Scissors.

%/ D Operative
Hysteroscopy
IDENTIFY THE CURRENT TOOLS CLARIFY INDICATIONS FOR USE OF APPRECIATE THEIR LIMITATIONS
AVAILABLE FOR OPERATIVE EACH TOOL
HYSTEROSCOPY
y Operative Scope Resectoscopes: Continuous flow
* Rigid scope with a Rod Lens (0°, 12°, 25°, 30°) .
— ; ) I~ Monopolar Bipolar
= «+ Light post opposite to direction of view
+ Single sheath * Requires hypotonic, « Isotonic, electrolyte containing
nonconductive and electrylyte distension media
5 + OD 5.5mm free distension media » Saline, lactate ringers

« Instrument channel 5-7Fr
« Rigid, semirigid, flexible instruments
+ Semirigid tend to give most stability for guidance and cutting
+ Biopsy forceps, scissors, alligator forceps
+ Can use bipolar electrodes for vaporization, desiccation, or
cutting
+ Normal Saline for distension

+ Continuous flow

* Max deficit <2500mL

« Pros: Safer than monopolar
« Pros: GREAT visualization « Cons: visualization can be

« Cons: Due to risk of murkier than the hypotonic
hypOnatremic hypERvolemia, solutions
smaller deficits are tolerated
and therefore increased risk of
incomplete procedures.

« Glycine, sorbitol, mannitol
* Max deficit <1000mL

Page 20




Resection
Vaporization

Resectoscope & Electrodes

Mechanical Morcellators

« The Pros
« Continuous flow
« Maintain intrauterine pressure
« Use Saline
« Short learning curve
« Decreased perforation risk
« Cutting device with suction
(no chips)

+ The Cons
* Mechanical blades- can dull
* Limited to endometrial
pathology (Type 0 and 1
myomata)
« Cost?
« Variable amounts of waste

Mechanical Morcellators

Truclear™ (Medtronic)

Myosure™ (Hologic)

Aveta™ (Meditrina)

* Scope 5.6mm and 9.0mm

* Truclear systemincludes
Control Unit, Handpiece,
Footswitch

 Truclear Devices are
pathology-specific with 4
blades: soft tissue mini,
soft tissue plus, dense
tissue mini, dense tissue
plus

* Omniscope 5.5mm and
6mm Sheath

* 0- and 30-degree options
with interchangeable
sheaths

* 200mm working length

* 4 Blades: XL, Reach, LITE,
Manual

* Scope 4.6mm and 5.7mm
* Only disposable option
* Disposable scope
* Disposable instruments
* Handpiece controls
irrigation, flush, image
capture
* 3 Disposable blades:
Smol, Flex, Wave+

Truclear™ (Medtronic)

g « Continuous inflow and outflow with suction
e + Angled tip
* Rod lens optical system with HD images
* 4 Blades
+ Soft Tissue Shaver Mini: Open window, rotary style
« Dense Tissue Shaver Mini: 10mm cutting window,
reciprocating
« Soft Tissue Shaver Plus: Open window, rotary style (large
scope)

« Dense Tissue Shaver Plus: 10mm cutting window,
reciprocating (large scope)

* Reuseable handpiece
« Disposable blades

Hysteroscopy Systems | Medtronic

Myosure™
(Hologic)

Mow MyoSure REACH" B MyoSura XL B>

Fioroids

MyoSure - MyoSure LITE >

Polyps.

+ Relatively new system— launched at AAGL in 2019
. Single—t;se hysteroscopy system with an expandable working

Aveta™ (Meditrina) channe

+ “Smallest insertion diameter with largest operative channel”
* Integrated fluid management system

Aveta® System — Aveta® System com)

Page 21




RF Resection and
Coagulation i

Closed loop saline fluid management with
recirculation of filtered distension fluid

+ Allows for resection and coagulation of
leiomyomas and polyps

Operative .

Hysteroscopy

L A

I
« Bladeless radiofrequency-based resection with ’ B
simultaneous aspiration of debris. No blade s o)
dulling on tough tissue - ¥
« Simultaneous seeling of microvascular g '\
bed while tissue is cut to decrease - -
bleeding and fluid intravasation >
—o

+ Bipolar cut current for resection ‘-
+ 6.3mm OD scope, resection device disposable

ps://mi ical.com/wp uploads/2020/ ion-device@1.5x.png

What Tool Will You Choose?
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SEEING THE ENDOMETRIUM:
NORMAL & ABNORMAL

Dr. Alka Kumar s s

Diploma in Advanced Hysteroscopic Surgery, University of Florence, Italy
Diploma in Advanced Hys c sery, Cent

DISCLOSURE
CONSULTANT — ARTHR

Scientific Director
Women's Health Centre Radhakrishna Multispeci:
Hysteroscopic Su Hospital & IVF Ce
11 Rathore Nagar, Queen's Roa 1P. Road, Giri
jaishali Nagar, Jaipur, Rajas Bengaluru 56005

il.com | www.alkaatul.com | +91 91-(0)1414007546
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CERVICAL CANAL
LEARNING OBJECTIVE HYSTEROSCOPY ASPEC

ructures are most noticeable

e . . 1 7 e P 7€ € c P 3

To be able to differentiate and recognize the normal in the first 2 cm above the external os
Glandular crypts are situated between

and the abnormal endometrium on hysteroscopy. .
£ = the papillea

ar Alka

Arbor vitea form the lateral columns
atresia, cervical cysts are pathologies

clearly diagnosed with hysteroscopy

oxt and atles, 1991, 55579 ar Alka

ENDO CERVICAL MUCOUS STRANDS

-

‘)
-

Kumar Al

Movie
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THE INTERNAL OS

a0l IMIG

Microcolpebysicroscopy of the Transformation Zone

Alka Kumar

Alka Kumar

a Kumar

ARLY PROLIFER/
EVALUATION OF ENDOMETRIUM

It can be done mainly on three modes:

« Imaging the patterns of
endometrium by transvag
ultrasound (TVUS 2D, 3D,

5
terography (SIS) and to Kumar Alka
me extent a magnetic resonance B

imaging (MRI). Post Menstrual Endometrium / Proliferative Endometrium

. . Endometrium pale and smooth
ar Alka comne pa & andsimoo

The crease it will make with the telescope will be 3-4mm

ELSEVIER

Images in Endoscopy

SECRETORY PHASE e
ENDOMETRIUM

. . . < r THE JOURNAL OF
Endometrium is more pink 7 A

i i 7 MINIMALLY INVASIVE
Lightly folded .

] GYNECOLOGY
Glands stand out )

Capillary vessels visible

Alka Kumar

Kumar Alka
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DECREASED ENDOMETRIAL RECEPT

Leiomyomata — Submucous
Septum

Polyps

Endometritis

Thin Endometrium

Hyper

in the form of i
* No endomets
"  Abundant capillar
Alka Kumar observed

Adhesions / Synechiae

DECREASED ENDC
SUBMUCOUS FIBROID
FIBROID Obtsacles to sperm migration
Impariment of embyro implantation
Obstacles to oocyte transport
Altered contour of the uterine cavity
Anmolaies of uterine contractility
Alterations in focal endometrial perfusion

Kumar Alka Endometrial inflammation, secretion of

vasoactive substances or androgen local

se

SEPTOPLASTY

are exophytic mu ons that differ
ze, number and appearance.
thelium of the single or multiple sessile forms
milar to that of the surrounding endometrium and soft in

ka Kuma i i ip of
a Kumar istency upon contact with the tip of the h)x €roscope

/ps can be associated with glandular hyperplasia and can
remain latent for rather long periods
ce diagnosed, endometrial polyps should be treated by
y copy because curettage has been shown to be
ineffective.

Luca Mencaglia, Luiz Cavalcanti de Albuquerque Neto and R. Alfonso 2
Manual of hysteroscopy- Diagnostic, Operative and Office Hysteroscopy 2015, 29
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Mirror Lesion st
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Kumar Alka

HYPERPLASIA

Increased endometrial
thickness
Non-homogenous
endometrial regeneration
Increased vascularization
Presence of ciliated
epithelium

c dilatation

Irregular arrangement of the
glandular

POLYPS AND INFERTILITY

Interference with the sperm
migration

Interference with implantation
and embryo growth

Increased production of f

that inhibit implantation (ie.
Glycodelin)

omalous endometrial

Kumar Alka
SILE POLYP

vasculariza

Brown, 2000, Richlin, 2002, Stewart, 2005

ENDOMETRIAL HYPERPLASIA

EIN (Endometrial Intraepithelial Ne:

The EIN simplified the histological classification into two grour
combined category for simple hyperplasia and complex hyperpl
sia” and a combined category for atyp
yperpl: e entiated adenocarcinoma, called
“endometrial intraepithelial neoplasia”.

Hysteroscopy has the sensitivity of 78% in diagnosing endometrial
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ENDOMETRIAL HYPERPLASIA

Diagnosis
More than 9 of patients present with abnormal uterine and bleeding

Ti ginal Ultrasonography
t menopausal women Endometrial thickne:

Junction between endometrium and myometrium
Endometrial volume

Endometrial vascularization index and flow index — increased in CA

Hysterosc

AAGL 072

Endometrial hyperplasia always results from chronic oestrogen stimulati
unopposed by the counterbalancing effects of progesterone leading to a wide range
us clinical conditio
* Women at extremes of age groups, i.e. puberty and perimenopause due to
anovulator; cles.
Women of the reproductive age group due to anovulato:

syndrome (PCOS).
| women on oestrogen therapy.
Obese women with a high rate of peripheral conversion of androgens to
rogens.
Women on tamoxifen, a nonsteroidal antiestrogenic compound used fc
treatment of breast cancer.

1 These condit; giving to conditions like:
Endometrial hyperplasi

Endometrial polyp.

Endometrial carcinoma.

AAGL 072

% Kumar

Most common malignancy of the female reproductive tract
The prevalence of endometrial cancer is increasing with rising levels of obesity.
App. 75% cases occur in postmenopausal women, median age at diagnosis is 70
ars.
« Postmenopausal bleeding—most symptom.
Adenocarcinomas account for 90% of endometrial neopl
Uterine sarcomas-- only 2%—6%;
remaining include adenocarcinoma with squamous cell differen
adenosquamous carcinoma.

SLOLAL (OREAESS 00 WS

copic inspection ar e,
operator rel a r ucible. In the diagnosis of endometrial
hype ia, hyster: y sensitivity is no more than 78%

Clark TJ, Voit D, Gup: fyde C, Song F, Khan KS. Accuracy of hysteroscopy in the diagnosis of endometrial
cancer and hyperplasia: a systematic quantitativere

AGL 2072
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HYSTEROSCOPIC MORPHOLOGICAL
CRITERIA FOR ENDOMETRIAL HYPERPLASIA

1. Nonhomogeneous endometrial thickness
Less than 4mm in post menopausal women
No compression on the endometrium (high intra uterine pressure to avoided )
Micro polypoid mucosal thickening
Focal Endometrial thi

ulocapillari dilatation
Glandular dilatation
*  Multi focal or group pseudopolypoid are:
Architectural distortion of glandular outlets
* Revealed only with close range hysteroscopic view
¢ Abnormal s
« Dilation of glands yellowish white color of gland openings

\ G 2022

0L (ONC135 0 NS

imar

metrial invasion is the most in
prognostic factor, correlating with tumor grade, presence of lymy
node metastases, and overall patient survival.
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{TRIAL CARCINOMA

; nodular or
d with abnormal

e K urmar sels

Papillary; numerous \~ Rika Kumar N

dendritic projections e
KL Kumar

4

Nodular; bulging

MYOMETRIAL C

Hysteroscopic Markers for
Endometrial Tuberculosis

m Bizarre endometrial architecture

m Tubercular deposits (Micros€opic to large
macroscopic structures)s

m |[LL defined endemetrial gland openings
m Adhesions / Synechiae

(Hysteroscopic imaging under magnification is helpful)

Kumar Alka

ADENOMYOSIS

ENDOMETRIAL TUBERCULOSIS

Endometrial tuberculosis tends to manifest as infertility,
menstrual irregularities and/or lower abdominal pain.
Endometrial tuberculesis may have severe reproductive
consequences on fertility in spontaneous as well in vitro
fertilization (IVF) cycles.

Cicinelli et al. Journal of Minimally Invasive Gyneco 2008;15(6):752

Kumar Alka

Endometrial Tuberculosis Kumar and Kumar

Images in Endoscopy

Endometrial Tuberculosis

Atul Kumar, M.S., and Alka Kumar, M.S.

FIGURE 1. (Left) The right o seen in the center. Whitish tubercular deposits are present all
around the ostium and involve the intramural part of the right tube. The endometrium is thin,
dirty-looking, pale, and irregular, with no endometrial gland openings visible. (Right) A whitish
tubercle is present over the scarred left lateral wall of the endocervical canal.

Kumar Alka (J Am Assoc Gynecol Laparosc 2004, 11(1):2)
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BIZARRE ENDOMETRIAL ARCHITECTURE

ARAGLZ

DEPOSITS IN ENDOMETRIAL TUBERCULOSIS

Kumar Alka

Kumar Alka A Tubercular deposit resting over posterior uterine
cavity wall

ARG
LUK 7t shomas

ADHESIONS - ENDOCERVICAL CANAL DEPOSITS ARE SEEN AFTER
INCREASING THE MAGNIFICATION

Sumar Alka

Ay

Kumar Alka ==

£y

x20 at source magnification x40 at source magnification
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ADHESIONS IN ENDOMETRIAL TUBERCULOSIS

umar Alka

FALSE PASSAGE

[————
A false passage created during hysteroscopy

Atul Kumar, MS, and Alka Kumar, MS.

umar A

Kumar Alka

Kumar Alka
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Intraluminal tubal adhesions

FEHTILITY% iaGes i neprooucTive weoicine |
STERILITY

FIGURE 1

‘Submit Manuscripts Online at www fertstert org

ka

BEFORE ATT

8

Endo Cervical
Canal

Cornuae

: «
A lkux y

Kumar A, Kumar A er antitubercular therapy. Fer

&
A'gx(iumar NI

IMAGES IN REPRODUCTIVE MEDICINE _

Relook hysteroscopy after antitubercular therapy

Ficure 1 I

Bators ating arttudorcua hersoy e
ecometrm e Cornun appors Tog.
ok, and drty ooking: endometnal gand cpenigs

Kumar Alka

F‘ KumaﬂAl\kaNh\

 : \.’.

Left Cornu prior to Left Cornu after
Chromopertubation. Chromopertubation.

References
J A

i ! Kumar Alka Kumar Alka

Cobweb-like adhesions impregnated with minute
whitish deposits overlying the right ostium.
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TUBERCULAR ABSCESS

Images i
Endometrial Tuberculosis in a Unicornuate Uterus with
a Rudimentary Horn

Kumar Alka

Kumar Alka

' ® IMIG

“OPIC MARKERS OF CHRONIC ENDC

pic Markers in Chronic F:
ks K, M ‘

of chronic endometritis is based on the

romal edema
4.Micropoly ss than 1 mm of size
The abo 9y ic features are better af iated if the

Kumar Alka

AGL0Z2
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DIAGNOSIS OF CHRONI CHRONIC ENDOMETRITIS
Prominent Glands

The diagnosis of chronic
endometritis relies on
identification of plasma cells in
the endometrial stroma.

normal ¢
stroma.

Page 32



CHRONIC ENDOMETRITIS
Prominent Glands

havi en only from
endometritis.

CHRONIC ENDOMETRITIS
Prominent Glands

CHRONIC ENDOMETRITIS
Prominent Glands

Kumar Alka
{4

Kumar A, Kumar A. Am ] O

CHRONIC ENDOMETRITIS
Prominent Glands pifferent Case

" KumarAlka

CHRONIC ENDOMETRITIS
Prominent Glands

-

lﬁ 2z 13
Kumar Alka Kumar Alka

Kumar Alka Kumar Alka

CHRONIC ENDOMETRITIS
Stromal Oedema

Kumar Alka
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CHRONIC ENDOMETRITIS
Undulating Endometrium

CHRONIC ENDOMETRITIS
Micropolyps - At Source Magnification

?Kﬂmar Alka
L\

P
LN

Kumar Alka Kumar Alka

G Y,

CHRONIC ENDOMETRITIS
Micropolyps

ot

CHRONIC ENDOMETRITIS
Undulating Endometrium
=F

Kumar Alka

CHRONIC ENDOMETRITIS
Micropolyps - At Source Magnification

Kumar Alka Kumar Alka

k,
Kumar Alka

AL 2,

CHRONIC ENDOMETRITIS
Micropolyps

Kumar Alka
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CHRONIC ENDOMETRITIS
Micropolyps

Kumar Alka

NORMAL OSTIUM

Intramural epithelium is pink
Mino folds have smooth surface

€ . el 5
Normal vascularization of minor folds

e (along the longs axis of the folds)
Collateral vessels seen

Kumar Alka
hysteroscopy

Dotto JE, et al. J Am Assoc Gynecol Laparosc. 2003; 10(2,

DISEASED O

Dotto JE, et al. J Am Assoc Gynecol Laparosc. 2003; 10(2,

£ T‘ Kumar Alka

TUBAL ORIFICES

PERITUBAL DIAPHRAGM - looks like a
translucent membrane. It is the junction of the
tubal epithelium with the endometrium.

The contractions occur every 10-13 seconds
rhythmically and are best seen in the ovulatory
phase

Joumal of Minimally Invasive Gynecalogy (2007) 14, 269

MINIMALLY INVASIVE
G

Images in endoscopy
An uncommon presentation of a tubal polyp
Atul Kumar, MS, and Alka Kumar, MS

From the Women’s Health Centre, Hysteroscopic Surgery Division, Jaipur, India (both authors).

ar-old woman presented with a 5.
primary infertility. The patient did not have any
enorhagia or breakthrough bleeding. Ini-

he right cornual cup

. fously the right ostium could not be
visualized. The external surface of this polyp was covered
with a small, well-demarcated, circumscribed a f de-
flex-

that this polyp was

arising from the intramural part of the right fallopian tube
via a long pedicle. Immediately after the polyp was re- Flgure 1 Tubal polyp impacted in right cggpuae
! o ° e ““Kumar Alka
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A — Tubal ABNORMAL OSTIA

ar Alka

mar Alka

imar Alka

OSTIA — Pin Hole

nar Alka Kumar Alka

IA — Pedunculated
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Kumar Alka g ; TN

mar Alka
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Kumar Alka

BROKEN TIP OF KARMAN CANNUL IREIEIEIN

Hamou et al, Hysteroscopy and Microcolpohysteroscopy text and atl 1 )
Kumar A, Kumar A. Benign miillerian papilloma of the cervix. J Minim Invasive Gynecol. 2012
Sep-Oct; 19(5):541-2.
Kumar et al , J Am Assoc Gynecol Laparosc 2004, 11(2):131-132
Luca Mencaglia, Lu: valcanti de Albuquerque Neto and R. Alfonso Arias Alvarez, Manual of
hysteroscopy- Diagnostic, Operative and Office Hysteroscopy 2015, 29-30
, Kumar A. Chronic Cervicitis, ] Minim Invasive Gynecol. 2018 Feb 21; 25(1):4-5
Luiz Cavalcanti de Albuquerque Neto and R. Alfonso Arias Alvarez, Manual of
y- Diagno oscopy 2015,29-30
, Kumar A. J Minim Invasive Gynecol. 2012 Mar-Apr;19(2):148-9.
Kumar A, Kumar A. Atrophic endometrium. J Minim Invasive Gynecol. 2012 Mar-Apr.
Cicinelli et al. Journal of Minimally Invasive Gynecology 2008:15(6):752
face Architecture in Endometrial Tubercul Minim Invasive
21(5):727-8

Gynecc
2. Kumar A, Kumar A. Relo
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CULTURAL AND LINGUISTIC COMPETENCY & IMPLICIT BIAS

The California Medical Association (CMA) announced new standards for Cultural Linguistic Competency
and Implicit Bias in CME. The goal of the standards is to support the role of accredited CME in advancing
diversity, health equity, and inclusion in healthcare. These standards are relevant to ACCME-accredited,
CMA-accredited, and jointly accredited providers located in California. AAGL is ACCME-accredited and
headquartered in California.

CMA developed the standards in response to California legislation (Business and Professions (B&P) Code
Section 2190.1), which directs CMA to draft a set of standards for the inclusion of cultural and linguistic
competency (CLC) and implicit bias (IB) in accredited CME.

The standards are intended to support CME providers in meeting the expectations of the legislation. CME
provider organizations physically located in California and accredited by CMA CME or ACCME, as well as
jointly accredited providers whose target audience includes physicians, are expected to meet these
expectations beginning January 1, 2022. AAGL has been proactively adopting processes that meet and
often exceed the required expectations of the legislation.

CMA CME offers a variety of resources and tools to help providers meet the standards and successfully
incorporate CLC & IB into their CME activities, including FAQ, definitions, a planning worksheet, and best
practices. These resources are available on the CLC and |B standards page on the CMA website.

Important Definitions:

Cultural and Linguistic Competency (CLC) — The ability and readiness of health care providers and
organizations to humbly and respectfully demonstrate, effectively communicate, and tailor delivery of care
to patients with diverse values, beliefs, identities and behaviors, in order to meet social, cultural and linguistic
needs as they relate to patient health.

Implicit Bias (IB) — The attitudes, stereotypes and feelings, either positive or negative, that affect our
understanding, actions and decisions without conscious knowledge or control. Implicit bias is a universal
phenomenon. When negative, implicit bias often contributes to unequal treatment and disparities in
diagnosis, treatment decisions, levels of care and health care outcomes of people based on race, ethnicity,
gender identity, sexual orientation, age, disability and other characteristics.

Diversity — Having many different forms, types or ideas; showing variety. Demographic diversity can mean
a group composed of people of different genders, races/ethnicities, cultures, religions, physical abilities,
sexual orientations or preferences, ages, etc.

Direct links to AB1195 (CLC), AB241 (IB), and the B&P Code 2190.1:

Bill Text — AB-1195 Continuing education: cultural and linguistic competency.
Bill Text — AB-241 Implicit bias: continuing education: requirements.
Business and Professions (B&P) Code Section 2190.1

CLC & IB Online Resources:

Diversity-Wheel-as-used-at-Johns-Hopkins-University-12.png (850x839) (researchgate.net)

Cultural Competence In Health and Human Services | NPIN (cdc.gov)

Cultural Competency — The Office of Minority Health (hhs.gov)

Implicit Bias, Microaggressions, and Stereotypes Resources | NEA

Unconscious Bias Resources | diversity.ucsf.edu

Act, Communicating, Implicit Bias (racialequitytools.org)

https://kirwaninstitute.osu.edu/implicit-bias-training

https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-
role-of-implicitbiases

https://www.contemporaryobgyn.net/view/overcoming-racism-and-unconscious-bias-in-ob-gyn

https://pubmed.ncbi.nlm.nih.gov/34016820/
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https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://www.cmadocs.org/cme-standards?utm_source=newsletter&utm_medium=email&utm_content=CLC%20and%20IB%20standards%20page&utm_campaign=ABP%20Updates%20Email
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=200520060AB1195&search_keywords=%2522Cultural+and+Linguistic+Competency%2522
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://www.researchgate.net/publication/320178286/figure/fig1/AS:614112098787328@1523427142191/Diversity-Wheel-as-used-at-Johns-Hopkins-University-12.png
https://npin.cdc.gov/pages/cultural-competence#:%7E:text=Cultural%20and%20linguistic%20competence%20is%20a%20set%20of,professionals%20that%20enables%20effective%20work%20in%20cross-cultural%20situations.
https://www.minorityhealth.hhs.gov/omh/browse.aspx?lvl=1&lvlid=6
https://www.nea.org/resource-library/implicit-bias-microaggressions-and-stereotypes-resources?gclid=EAIaIQobChMIkuyXhYnB9AIVIhitBh245QJtEAAYASAAEgIqg_D_BwE
https://diversity.ucsf.edu/resources/unconscious-bias-resources
https://www.racialequitytools.org/resources/act/communicating/implicit-bias
https://kirwaninstitute.osu.edu/implicit-bias-training
https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-role-of-implicitbiases
https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-role-of-implicitbiases
https://www.contemporaryobgyn.net/view/overcoming-racism-and-unconscious-bias-in-ob-gyn
https://pubmed.ncbi.nlm.nih.gov/34016820/
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