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an we rely on blind endometrial biopsy
or detection of focal intrauterine pathology?
an Svirsky, MD; Noam Smorgick, MD, MSc; Uri Rozowski, MD; Ron Sagiv, MD;
ichal Feingold, MD; Reuvit Halperin, MD, PhD; Moty Pansky, MD
BJECTIVE: To compare the diagnostic power of random endometrial
iopsy with hysteroscopy for intrauterine lesions.

TUDY DESIGN: A retrospective cohort study of 639 women evaluated
y diagnostic office hysteroscopy and endometrial biopsy (Novak cu-
ette) was carried out between 10/1997-6/2000. Reasons for evaluation
ere postmenopausal bleeding, abnormal uterine bleeding, ultrasound
r hystero-salpingography findings, intrauterine device removal, sus-
ected retained products of conception, infertility, late abortions and
ecurrent abortions.

ESULTS: The women’s mean age was 43.4�13.3 years (range, 18-
8). The most prevalent indication for investigation was abnormal uter-
ne bleeding (n�218, 34.1%), followed by sonographic or hystero-
alpingographic findings (n�167, 26.1%). Hysteroscopy revealed a
cologists. The indicati
oi: 10.1016/j.ajog.2008.02.015
ubmucosal fibroids were the most common hysteroscopic findings
in 151 [23.6%] and 72 [11.3%], respectively). The hysteroscopic
ndings were compared with the pathology results in 558 cases. The
ensitivity of the Novak curette for detection of endometrial polyps and
ubmucosal fibroids was only 8.4% and 1.4%, respectively. The pos-
tive predictive value (30.9%) and the negative predictive value
57.9%) for both lesions were likewise low. On the other hand, hyster-
scopy was not effective in diagnosing the 27 cases of hyperplasia (26
imple and one complex) all without atypia.

ONCLUSION: Random endometrial sampling alone is not effective for
iagnosing focal lesions of the uterine cavity and should be combined
ith other modalities, preferably diagnostic hysteroscopy.

ey words: endometrial biopsy, focal intrauterine pathology,

ormal uterine cavity in 367 (57.4%) women. Endometrial polyps and hysteroscopy

ite this article as: Svirsky R, Smorgick N, Rozowski U, et al. Can we rely on blind endometrial biopsy for detection of focal intrauterine pathology? Am J Obstet
ynecol 2008;199:115.e1-115.e3.

ocal lesions of the uterine cavity, in-
cluding submucosal fibroids and en-

ometrial polyps, are common patholo-
ies associated with diverse clinical
ituations ranging from abnormal uter-
ne bleeding to infertility.1 These condi-
ions are usually diagnosed by office

procedures, such as hysteroscopy, trans-
vaginal sonography, and hydrosonogra-
phy, which have replaced the classic di-
latation and curettage by being more
accurate and less invasive.2,3 Neverthe-
less, the blind and random endometrial
biopsy (either the Pipelle sampler or the
Novak curette) procedure is still widely
used as the only diagnostic modality for
evaluating women with abnormal bleed-
ing.4 The aim of the current study was to
compare the accuracy of blind endome-
trial biopsy to that of hysteroscopy for
detection of intrauterine lesions, using
hysteroscopy as reference.

MATERIALS AND METHODS
Between October 1997 and June 2000,
639 consecutive women were evaluated
by office diagnostic hysteroscopy fol-
lowed by blind endometrial biopsy using
a Novak curette. All procedures were
performed in an outpatient health facil-
ity (Maccabi Women’s Health Center,
Tel-Aviv, Israel) by 2 experienced gyne-

included abnormal uterine bleeding, ul-
trasound or hysterosalpingography find-
ings, postmenopausal bleeding, infertil-
ity, recurrent abortions, intrauterine
device removal, amenorrhea, late abor-
tions, and retained products of concep-
tion (Table 1). The procedures were
performed in an office setting after in-
formed consent had been signed, and
following a brief explanation.

The diagnostic hysteroscopy was per-
formed with the Circon-ACMI MR-PC
pediatric cystoscope (Stamford, Con-
necticut) under continuous saline flow,
as previously described.5 This device is a
single-sheath 2.3-mm diameter scope
connected to an ordinary endoscopic
camera and containing 2 small working
channels. The first channel is used to ir-
rigate and distend the uterine cavity and
the second to drain it. An ordinary light
source (180 W Xenon light) was used.
The procedure included a pelvic exami-
nation, speculum placement, cervical te-
naculum application, and measurement
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1

as defined as completed when the en-
ire uterine cavity was visualized. An en-
ometrial biopsy was then performed by
4-mm stainless steel Novak curette us-

ng 4 strokes for each biopsy. Four or
ore samples were taken (one for each

terine wall), depending upon the indi-
ation for which the woman was sent, or
f the performer considered it necessary
ased upon the hysteroscopic findings.
ll biopsy attempts were successful and
dequate specimens were obtained. No
outine premedication or local anesthe-
ia was used for the procedure, but oral
onsteroidal anti-inflammatory drugs
NSAIDs) were prescribed whenever an-
lgesia was required following it.

The hysteroscopic findings and patho-
ogic results were compared, using the
ysteroscopic diagnosis as reference.
Excluded were cases where hysteros-

opy could not visualize the entire cavity
n � 14), where the pathology sample
id not contain enough material for di-
gnosis (n � 35), and where the sample
ontained only cervical cells (n � 35).
his left 558 cases for analysis. The pos-

tive predictive value and the negative

TABLE 1
The indications for diagnostic
office hysteroscopy
and endometrial biopsy
in the 639 study women

Indication
Number
(%)

Abnormal uterine bleeding 218 (34.1)
...........................................................................................................

Ultrasound or
hysterosalpingogram
finding

167 (26.1)

...........................................................................................................

Postmenopausal bleeding 74 (11.6)
...........................................................................................................

Infertility workup 112 (17.5)
...........................................................................................................

Recurrent abortion workup 39 (6.1)
...........................................................................................................

Removal of intrauterine
device

16 (2.5)

...........................................................................................................

Amenorrhea 7 (1.1)
...........................................................................................................

Previous late spontaneous
abortion

3 (0.5)

...........................................................................................................

Retained products of
conception

3 (0.5)

Svirsky. Blind endometrial biopsy for detection of
focal intrauterine pathology. Am J Obstet Gynecol
2008.
redictive value for detecting intrauter- p

15.e2 American Journal of Obstetrics & Gynecolo
ne focal lesions (ie, endometrial polyps
nd submucous fibroids) were also
alculated.

The study was approved by the ethics
ommittee of “Asaf Harofe” Medical
enter, Zerifin, Israel.

ESULTS

he mean age of the 639 study women
as 43.4 � 13.3 years (range, 18-88

ears). The indications for investigation
re presented in Table 1: the most prev-
lent were abnormal uterine bleeding (n

218, 34.1%) and sonographic or hys-
ero-salpingographic findings (n � 167,
6.1%). Hysteroscopy diagnosed a nor-
al uterine cavity in 367 (57.4%)
omen, while endometrial polyps and

ubmucosal fibroids were the most com-
on hysteroscopic pathologies (in 151

23.6%] and 72 [11.3%] women, respec-
ively) (Table 2). There were no cases of
nvasive carcinoma. The hysteroscopy
ould not be performed in 14 cases
2.2%) due to cervical stenosis (n � 8)
nd patient noncompliance (n � 6). Im-
ediate complications of the procedure

ccurred in only 1 patient (0.1%) who
as conservatively managed for uterine
erforation. There was no complication
ssociated with taking an endometrial
iopsy.
The hysteroscopic findings and the

athologic diagnoses were compared in
58 cases in which there were complete
esults of both procedures, using hyster-
scopy as reference. The sensitivity of the
ovak curette for diagnosing endome-

rial polyps and submucosal fibroids was
nly 8.4% and 1.4%, respectively. The
ositive predictive value (30.9%) and the
egative predictive value (57.9%) for en-
ometrial polyps and submucosal fi-
roids were likewise low. Of note, there
ere 16 cases of endometrial polyps di-

gnosed only by pathology and not seen
y hysteroscopy.
Hysteroscopy failed to diagnose the 27

ases of hyperplasia in this study (26 sim-
le and 1 complex, all without atypia). It
evealed a normal uterine cavity in 351
63%) women, submucosal fibroids in
27 (22.8%) women, and endometrial

olyps in 83 (14.8%) women. t

gy AUGUST 2008
OMMENT
ocal intrauterine lesions (mainly endo-
etrial polyps and submucosal fibroids)

re among the most common gyneco-
ogic conditions of women of reproduc-
ive age as well as of postmenopausal
omen, affecting approximately 30% of

he former and 9% of the latter women
ho present with abnormal uterine
leeding.6 Previous studies have demon-
trated that hysteroscopy, transvaginal
ltrasound, and sonohysterography are
ffective methods for diagnosing these
onditions.7 On the other hand, meth-
ds for random endometrial sampling,

ncluding the classic dilatation and cu-
ettage and the newer Pipelle suction de-
ice, both of which show good results in
iagnosing endometrial hyperplasia and
ancer, were found to have significant
alse negative rates in these cases.3,7-10

ur current results of the effectiveness of
he Novak curette as a sole diagnostic

ethod are similar: we found a false neg-
tive rate of 88.7% for the detection of
ndometrial polyps and a false negative
ate of 98.5% for the detection of submu-
osal fibroids. In contrast, the combina-
ion of office diagnostic hysteroscopy
ogether with endometrial biopsy im-
roved the diagnostic accuracy and en-
bled us to diagnose all focal lesions in

TABLE 2
Findings of diagnostic
hysteroscopy in the 639
study women

Hysteroscopic diagnosis
Number
(%)

Normal uterine cavity 367 (57.4)
...........................................................................................................

Endometrial polyp(s) 151 (23.6)
...........................................................................................................

Submucosal fibroid(s) 72 (11.3)
...........................................................................................................

Intrauterine adhesions 22 (3.4)
...........................................................................................................

Septate/bicornuate uterus 11 (1.7)
...........................................................................................................

Unicornuate uterus 2 (0.3)
...........................................................................................................

Uterine cavity not visualized 14 (2.2)
...........................................................................................................

Random endometrial sampling alone is not effective
for diagnosing focal lesions of the uterine cavity and
should be combined with other modalities, preferably
diagnostic hysteroscopy.

Svirsky. Blind endometrial biopsy for detection of
focal intrauterine pathology. Am J Obstet Gynecol
2008.
he uterine cavity.
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The main drawbacks of including di-
gnostic hysteroscopy in the initial in-
estigation for uterine pathologies are its
ost and patient alleged intolerance. Our
xperience, however, shows that using
he most advanced instruments and
echniques made office hysteroscopy
ery well tolerated, with only �10% of
atients experiencing minor adverse
vents—similar to the rate of minor ad-
erse events following blind endometrial
iopsy alone.4 The hysteroscopy proce-
ure was safe, with only 1 case (1/639,
.1%) of uterine perforation. Although
he rate of minor adverse events was not
pecifically investigated in the current
tudy, a previous study using the same
ysteroscopy technique (ie, with a pedi-
tric cystoscope) reported that � 1% of
atients suffered from vasovagal reflex
r significant abdominal cramps.5 The
ost of performing office hysteroscopy as
first-line procedure in women with ab-
ormal uterine bleeding is indeed
igher.4 but it may be justified in view of

ts results.
In our study, there were 16 cases of en-

ometrial polyps diagnosed by pathol-
gy and missed by hysteroscopy. They
ell into the classification of microscopic
olyps. Cicinelli et al11 suggested that the
resence of “micropolyps” measuring �
mm is associated with chronic endo-
etritis. According to Colafranceschi et

l,12 other conditions diagnosed by
athology and often missed by hysteros-

opy range from premalignant endome- G
rial hyperplasia to endometrial carcino-
a.12 In the current study, 17 (63%) of

7 cases of hyperplasia were diagnosed
y pathology and missed by hysteros-
opy, while pathology revealed only 6
ut of 152 (3.9%) macroscopic polyps
nd 1 out of 72 (1.3%) cases of submu-
ous myomas that were diagnosed by
ysteroscopy.
Our findings lead us to the conclusion

hat both hysteroscopy and endometrial
iopsy should be used as complementary
iagnostic tools in women undergoing

nvestigation for intrauterine lesions.
his combined approach was shown to
e more accurate in diagnosing focal
acroscopic intrauterine lesions (such

s endometrial polyps and submucosal
broids) as well as microscopic patholo-
ies (such as endometrial carcinoma or
yperplasia). f

EFERENCES
. Schwarzler P, Concin H, Bosch H, et al. An
valuation of sonohysterography and diagnos-
ic hysteroscopy for the assessment of intra-
terine pathology. Ultrasound Obstet Gynecol
998;11:337-42.
. Gimpelson RJ, Rappold HO. A comparative
tudy between panoramic hysteroscopy with
irected biopsies and dilatation and curettage.
review of 276 cases. Am J Obstet Gynecol

988;158:489-92.
. Loffer FD. Hysteroscopy with selective endo-
etrial sampling compared with D&C for abnor-
al uterine bleeding: the value of a negative

ysteroscopic view. Obstet Gynecol 1989;
3:16-20.
. Critchley HO, Warner P, Lee AJ, Brechin S,

uise J, Graham B. Evaluation of abnormal 6

AUGUST 2008 Americ
terine bleeding: comparison of three
utpatient procedures within cohorts defined
y age and menopausal status. Health Technol
ssess 2004;8:iii-iv, 1-139.
. Pansky M, Feingold M, Bahar R, et al. Im-
roved patient compliance using pediatric cys-
oscope during office hysteroscopy. J Am As-
oc Gynecol Laparosc 2004;11:262-4.
. Tur-Kaspa I, Gal M, Hartman M, Hartman J,
artman A. A prospective evaluation of uterine
bnormalities by saline infusion sonohysterog-
aphy in 1,009 women with infertility or abnor-
al uterine bleeding. Fertil Steril 2006;86:
731-5.
. Krampl E, Bourne T, Hurlen-Solbakken H,

stre O. Transvaginal ultrasonography sono-
ysterography and operative hysteroscopy
or the evaluation of abnormal uterine bleed-
ng. Acta Obstet Gynecol Scand 2001;
0:616-22.
. Polena V, Mergui JL, Zerat L, Sananes S. The
ole of Pipelle® Mark II sampling in endometrial
isease diagnosis. Eur J Obstet Gynecol Re-
rod Biol 2007;134(2):233-7.
. Huang GS, Gebb JS, Einstein MH, Shahabi
, Novetsky AP, Goldberg GL. Accuracy of pre-
perative endometrial sampling for the detec-
ion of high-grade endometrial tumors. Am J
bstet Gynecol. 2007;196:243.e1-5.
0. Kent AS, Haines P, Manners B, Coats PM.
lind endometrial biopsies: insufficient for diag-
osis in women with intrauterine pathology.
ynaecol Endosc 1998;7:273-8.
1. Cicinelli E, Resta L, Nicoletti R, Zappim-
ulso V, Tartagini M, Saliani N. Endometrial mi-
ropolyps at fluid hysteroscopy suggest the ex-

stence of chronic endometritis. Hum Reprod
005;20:1386-9.
2. Colafranceschi M, Bettocchi S, Mencaglia
. Missed hysteroscopic detection of uterine
arcinoma before endometrial resection: re-
orts of three cases. Gynecol Oncol 1996;

2:298-300.

an Journal of Obstetrics & Gynecology 115.e3


	Can we rely on blind endometrial biopsy for detection of focal intrauterine pathology?
	MATERIALS AND METHODS
	RESULTS
	COMMENT
	REFERENCES


