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INTRODUCTION 

The term retained products of conception (RPOC) refers 

to intrauterine tissue that develops after conception and 

persists after medical and surgical pregnancy termination, 

miscarriage, and vaginal or caesarean delivery. This 

intrauterine tissue is often of placental origin.1 

It complicates 1-5% of all pregnancies. RPOC was 

present in after a third-trimester delivery in around 2.7% 

of women, whereas it was diagnosed in pregnancies 

ending during the second and first trimesters in 40% and 

17%, respectively.2 

Various medical and surgical methods have been 

employed in the treatment of retained products of 

conception (RPOC). Amongst the surgical methods the 

universally accepted technique is simple dilatation and 

curettage.3 Other surgical procedures are suction 

evacuation and operative hysteroscopy, which is 
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ABSTRACT 

Background: RPOC can occur due to spontaneous or induced abortion followed by incomplete or partial expulsion 

of product of conception. Suction evacuation is currently the standard surgical treatment, but operative hysteroscopy 

has the advantage over Suction evacuation allowing the direct visualization of the retained conception product, 

facilitating its elective removal while limiting surgical complications. 

Methods: Comparative retrospective study of 80 patients who presented with RPOC during the period of 6 months. 

Hysteroscopy was done in 40 patients and Suction evacuation in remaining 40 patients. Data regarding anaesthesia 

required, mean time taken for procedure and post procedure hospital stay, complication due to the procedure and post-

operative outcome were collected to compared, 

Results: In hysteroscopy group none of patients required anaesthesia and even though mean time taken for the 

procedure is 2 minutes more in hysteroscopy group without statistical significant difference (P 0.672), the post 

procedure hospital stay is less compared to suction evacuation group. Complication due to procedure was seen in 5 

(12.5%) patients in hysteroscopy group which is less compared to 13 (32.5%) patients in suction evacuation group. 

Mean number of days of pain requiring analgesia and Sick leave applied was also less in hysteroscopy group (1 day 

and 2 days respectively) group compared to suction evacuation group (9 days and 7 days respectively) 

Conclusions: Lesser rates of intra and post-operative complications with hysteroscopy makes the procedure ‘safe’ to 

the patients and ‘effective’ as it ensures complete evacuation of the uterine cavity under direct vision and reduce the 

need for repeat procedure. 
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increasingly used for treatment of retained products of 

conception (RPOC) following different types of 

abortions.4 

Suction evacuation is currently the standard surgical 

treatment in most centres. However, it is typically carried 

out in a blind manner, and can therefore lead to the 

persistence of intrauterine retention, which may not be 

diagnosed initially.5 Even after medical evacuation, 30-

50% of women undergo a surgical procedure because of 

the suspicion of incomplete evacuation.6 

Hysteroscopy is another beneficial surgical treatment 

which makes it possible to visualize the retention 

product, its elective removal and the integrity of the 

cavity directly, without trauma to the adjacent 

endometrium, while limiting the complications of surgery 

and the number of repeat interventions due to retention.7 

Not many studies were found comparing the 

hysteroscopy and suction evacuation in this part of the 

country. The studies regarding safety and effectiveness of 

hysteroscopy are lacking. 

METHODS 

Present study was a comparative retrospective study to 

analyze between Hysteroscopy and suction Evacuation in 

management of first trimester abortions (induced and 

spontaneous). The study period was from August 2016 to 

December 2016 

Inclusion criteria 

• Patients presenting with trophoblastic intrauterine 

retention following incomplete spontaneous or 

induced abortion in first trimester (<12 weeks of 

amenorrhea) 

• The pregnancy was confirmed with urine pregnancy 

test and PROC was diagnosed by combination of 

both clinical and trans-vaginal pelvic ultrasound 

showing a heterogeneous intrauterine mass and an 

intrauterine sac over 15 mm thick. 

• Selected patients were managed surgically, when 

expectant and medical management is not acceptable 

or has failed or in case of sepsis, heavy bleeding or 

hemodynamic instability and written consent was 

taken. 

Exclusion criteria 

• Known uterine malformations 

• History of surgical treatment for intrauterine 

retention 

• Intrauterine retention of material over 50 mm thick, 

diagnosed by transvaginal pelvic ultrasound 

• Emergency haemostatic therapy to treat heavy 

vaginal bleeding (haemorrhagic miscarriage) 

• Presence of an intrauterine device 

• Ongoing pregnancy or extra uterine pregnancy. 

80 patients were found to have RPOC. Among them 40 

patients with RPOC had underwent Hysteroscopy and 

remaining 40 patients had underwent suction evacuation. 

• Number of cases: 80 

• Number of cases managed by Hysteroscopy: 40  

• Number of cases managed with Suction evacuation: 

40 

Patients had received preoperative single 200 mg dose of 

doxycycline, 1 hour before surgical management of early 

pregnancy loss to prevent postoperative infection. 

Misoprostol or other prostaglandins was not used for 

cervical ripening. Suction evacuation performed was 

according to department protocol for all patients who 

underwent this procedure. The cervix if not dilated, 

Hegar dilator number 9 was used to dilate the cervix with 

the patient under general anesthesia, and section 

evacuation was performed with a karman’s canula of 

appropriate size fitted to suction apparatus.  

Hysteroscopic transcervical resection under office 

settings without anaesthesia was carried out with a 

standard 26 F continuous-flow resectoscope fitted with a 

4-mm cutting loop. The uterine cavity was distended with 

saline solution administered with a flow-controlled 

Hysteroflator (Karl Storz). RPOC was removed 

mechanically using the loop and gentle motions without 

application of current. 

All patients were reviewed at one week and two weeks 

after procedure. Product of conception was confirmed by 

histopathology in all cases.  

Following parameters and outcome documented was 

retrieved from the register: 

• Characteristic of the patients such as age, parity, 

period of gestation, h/o previous caesarean section, 

h/o previous abortion and mode of conception 

• Variables such as anaesthesia required during 

procedure, mean time taken for procedure and 

number of days in hospital 

• Immediate complications such as very heavy vaginal 

bleeding (i.e. soaking through sanitary towels every 

15 minutes or passing clots the size of the palm of 

hand), fever due to infection and incomplete 

procedure resulting in retained fetal tissue. Serious 

complications such as cervical trauma, perforation of 

uterus. 

• Post-operative outcomes measured were the number 

of days of pain requiring analgesia and the number of 

day’s sick leave applied. 

The data was analysed using the Statistical Package for 

the Social Sciences (SPSS, version 16 for Windows, 

Chicago, IL, USA). Groups were compared using an 
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unpaired Student’s t-test for normally distributed 

variables, and fischer exact test (FET) for individual post-

operative complications. P value of <0.05 was taken as 

significant. 

RESULTS 

Characteristic of patients in present study shows majority 

of patients were Primiparous (40%), within the age group 

of 20 to 29yrs (67.5%), with period of gestation less than 

6 weeks (67.5%). Patients with history of previous 

caesarean section (22.5%) and abortion (5%) were less. 

Only 2 patients (2.5%) had conceived by assisted 

reproductive technique. 

Table 1: Characteristic of patients. 

Characteristic of patients No. % 

Age 

< 19 years 6 7.5 

20-29 years 54 67.5 

30 years and above 20 25 

Total 80 100 

Parity 

P0+0 32 40 

P1+0 26 32.5 

P2 and above 22 27.5 

Total 80 100 

Period of 

gestation 

<6 weeks 54 67.5 

6-12 weeks 26 32.5 

Total 80 100 

h/o Previous 

CS 

Yes 18 22.5 

No 62 77.5 

Total 80 100 

h/o Previous 

abortion 

Yes 04 05 

No 76 95 

Total 80 100 

Mode of 

conception 

Spontaneous 78 97.5 

Assisted 02 2.5 

Total 80 100 

Table 2 shows that none of the patients required 

anaesthesia in hysteroscopy group whereas all the 

patients in suction evacuation group procedure done was 

under general anaesthesia.  

The difference in anaesthesia requirement in two groups 

is statistically significant with p value 0.0001. Even 

though mean operative time taken for Hysteroscopy 

(17min) was more compared to Suction evacuation 

(15min), the difference is statistically not significant with 

p value 0.067. Number of days of hospital stay required 

after the procedure was more in S/E group with statistical 

significant difference (p 0.0001).  

In S/E group 27 (67.5%) patients needed admission and 

observation for 24 hours and 13 (32.5%) patients needed 

more than 1 day whereas in Hysteroscopy group 35 

(87.5%) patients were managed on day care basis, only 4 

(2.5%) patients were admitted for 24 hours and 1 patient 

admitted for more than 1 day.  

Table 2: Operative outcome. 

 
Hysteroscopy 

n = 40 

Suction 

evacuation  

n = 40 

P  

value 

Anaesthesia 

required 
0 40 (100%) 0.0001 

Mean time 

taken for 

Procedure 

17 min 15 min 0.672 

Post procedure  

hospital stay 
  0.0001 

Day Care 35 (87.5%) 0 (0%)  

24 Hours 4 (10%) 27 (67.5%)  

>1 Day 1 (2.5%) 13 (32.5%)  

Table 3 shows, after suction evacuation 13 (32.5%) 

patients were identified to have complication and 27 were 

asymptomatic. Among 9(22.5%) patients admitted with 

heavy vaginal bleeding, 2 patients reported persistent 

vaginal bleeding required blood transfusion, 2 patients 

were found to have retained fetal tissue diagnosed by 

repeat ultrasound, 1 patient had uterine perforation 

requiring laparoscopic intervention and 1 had cervical 

trauma, while the remaining 3 cases were treated 

conservatively. Those 4 patients who presented with 

fever were hospitalized for treatment with intravenous 

antibiotics.  

Table 3: Complications. 

 
Hysteroscopy 

n = 40 

Suction 

evacuation 

n = 40 

P 

value 

Complications 

seen in 
5 (12.5%) 13 (32.5%) 0.030 

Frequent complication   

Bleeding    

Heavy 

bleeding 
4 (10%) 9 (22.5%) 0.112 

Requiring 

blood  

transfusion 

0 (0%) 2 (5%) 0.247 

Infection 1 (2.5%) 4 (10%) 0.179 

Retained fetal 

tissue 
0 (0%) 2 (5%) 0.058 

Serious side effects   

Perforation of 

uterus 
0 (0%) 1 (2.5%) 0.5 

Cervical trauma 0 (0%) 1 (2.5%) 0.5 

Complications were less in hysteroscopy group compared 

to Suction evacuation group which is statistically 

significant with p value 0.030. In hysteroscopy out of 5 

patients, who had frequent complication only 4 (12.5%) 

patients had heavy vaginal bleeding which was treated 

conservatively and 1 patient with fever was admitted for 

intravenous antibiotics. None of patients required blood 

transfusion or had serious side effects such as uterine 
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perforation and cervical trauma. Complete removal of 

pregnancy tissue was achieved in all the cases. No case 

required a further repeat procedure for retained fetal 

tissue. All the individual complications had no statistical 

significant difference with p >0.05. 

Table 4: Post-operative outcome. 

 
Hysteroscopy 

n = 40 

Suction 

evacuation  

n = 40 

P 

value 

Mean number 

of days of 

pain requiring 

analgesia 

1 day 5 days 0.0001 

Sick leave 

(mean days) 
2 days 7 days 0.0001 

Table 4 shows mean number of days of “pain requiring 

analgesia and sick leave applied” was more in Suction 

evacuation group (5 days and 7 days respectively) 

compared to Hysteroscopy group (1 days and 2 days 

respectively) which is statistically significant (p value 

<0.0001). 

DISCUSSION 

Retained products of conception (RPOC) may cause 

prolonged bleeding and endometritis if left untreated. On 

the other hand, blind procedure of suction and curettage 

for evacuation of the uterine cavity after first-trimester 

miscarriage is associated with the risk of complications 

such as perforation, hemorrhage and infection. So, the 

correct selection of type of surgical procedure is a 

desirable goal.8 Present study shows primiparous women, 

age within 20 to 29 years, below 6 weeks of gestation are 

at high risk of retained product of conception. Patients 

with history of previous abortion (5%) and caesarean 

section (22.5%) were less. Only 2 patients had conceived 

by assisted reproductive technique. 

Suction evacuation of RPOC is done under anaesthesia 

and requires hospitalization. Even though suction 

evacuation offers the greatest complete evacuation rate, 

the least risk of need for unplanned admission, and the 

shortest duration of bleeding, the results are not 

comparable to hysteroscopy management. Present study 

shows that rate of complication such as bleeding (22%), 

infection (10%), the risk of perforation (2.5%), cervical 

trauma (2.5%) and need for repeat evacuation due to 

persistent residual tissue was higher in suction evacuation 

group (5%). Whereas still higher rate of persistent 

residual tissue in patients who underwent Suction 

evacuation was seen in study of Shlomo B et al.9 Five 

(20.8%) patients who underwent traditional curettage 

later required operative hysteroscopy due to persistent 

residual tissue 

Hysteroscopy for RPOC has advantage as the procedure 

is done without anaesthesia, thereby preventing 

anaesthesia related complication. Even though procedure 

time is 2 min more compared to suction evacuation, the 

difference is statistically not significant (p 0.672). It also 

reduces the duration of hospital stay; thereby early regain 

of activity and less number of days of sick leave (mean 

2days). Duration of pain suffered is less (mean 1 day), 

thereby reducing the intake of analgesics. In 35(87.5%) 

patients post-operative period was uneventful whereas 

complication was seen in 5 (12.5%) patients. The results 

were comparable to that of Hamerlynck et al.10 

Complications such as bleeding (10%), infection (2.5%), 

was less where there was no risk of perforation, cervical 

trauma and need for repeat evacuation.  

The present study describes lesser rates of complications 

with hysteroscopy thereby making the procedure ‘safe’ to 

the patients and ‘effective’ as it ensures complete 

evacuation of the uterine cavity under direct vision and 

reduces the need for repeat procedure. Hysteroscopy may 

also facilitate the diagnosis of abnormalities or diseases 

of the uterine cavity (fibroids, polyps), which may be 

responsible for spontaneous abortions. These 

abnormalities may be amenable to surgical treatment, 

improving the management of patients and their 

prognosis. 

Because of small number of cases and its retrospective 

design the current study has its limitations. In addition, 

operative hysteroscopy because of its high cost and need 

for surgeon's experience, may not be available to all 

patients requiring uterine evacuation for incomplete 

medical abortion. Thus, our findings may not be 

applicable to many women undergoing medical abortion 

in low resources areas.  

CONCLUSION 

In conclusion, hysteroscopy allows for removal of RPOC 

following medical abortion. This procedure is safe and 

effective with low rates post-operative complications. It 

should therefore continue to be offered as a management 

option, particularly to those women with RPOC. 
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