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Dilatation and curettage
ABRAHAM PEEDICA YIL

INTRODUCTION
Dilatation and curettage, commonly referred to as D&C,
consists of two procedures--dilatation of the cervix and
curettage of the endometrium. This most commonly
performed gynaecological operation is used both in
diagnosis and for therapy but is often left to the resident-
in-training to perform. Like most simple procedures it may
be done incorrectly and, if precautions are disregarded,
complications and even death may ensue. Thus, it is
important that the operation is well understood and well
taught.

INDICATIONS
Dilatation of the cervix is an essential preliminary to several
gynaecological operations such as uterine curettage,
termination of pregnancy, hysteroscopy and application
of intracavitary caesium. It is done as a part of other
operations on the cervix like the Fothergill's operation
and cone biopsy. The cervix is dilated as a therapeutic
measure in cases of pyometra and primary dysmenorrhoea
though the real benefit in the latter condition is debatable.
Curettage of the uterus may be done to establish the
endometrial pattern in dysfunctional bleeding and the
presence of ovulation in infertility. It can confirm the
presence of tuberculosis of the cervix and endometrial
cancer. Curettage as a therapeutic option is used to arrest
heavy dysfunctional uterine bleeding and to remove
endometrial polyps and retained products of conception.
It may be done to terminate a pregnancy that is less than
8 weeks old (Table I).

TABLE I. Indications

Dysfunctional uterine bleeding
Suspected endometrial cancer
Suspected endometrial tuberculosis
Infertility
Incomplete abortion
Medical termination of pregnancy
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CONTRAINDICATIONS
Curettage is contraindicated in the presence of infection
except when it is done for removing infected products of
conception. Acute endometritis, salpingo-oophoritis and
pyometra should first be treated with antibiotics before
curettage is contemplated. In a patient with amenorrhoea,
pregnancy must be ruled out before curettage is done for
diagnostic purposes.

TECHNIQUE
Preparation
The nature of the operation should be explained to the
patient and relatives. The vulva need not be shaved but
an enema will facilitate pelvic examination.

Position
The patient is placed in the lithotomy position. If she is
too far off the edge of the table then the axis of the vagina
makes approach difficult. If she is too far up the table then
it becomes difficult to use the speculum.

Anaesthesia
Nulliparous and post-menopausal patients are best given
general anaesthesia. A paracervical block or pentazocine
analgesia may suffice for multiparous patients. The choice
also depends on the exact procedure involved. An
endometrial biopsy or a case of incomplete abortion
where the cervical os is open will probably require general
anaesthesia.

Draping
The vagina and vulva are cleaned with povidone-iodine
and draped with sterile towels. The bladder is emptied by
a catheter if the patient has not voided just before the
procedure.

FIG 1. Instruments required.
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Examination
This is an essential preliminary step. The aim is to deter-
mine the precise position of the uterus and to exclude
pelvic pathology such as inflammation and neoplasms. A
bimanual palpation under anaesthesia often provides
information that was not elicited in the outpatient clinic.

Exposure of the cervix
A good light is essential. A Sims speculum is introduced
into the vagina and held by an assistant. Alternatively, a
weighted speculum (Auvard's self-retaining retractor)
may be used. The anterior lip of the cervix is grasped with
a tenaculum or volsellum forceps and drawn down. The
cervix is now cleaned with povidone-iodine and the
vagina swabbed dry.

Sounding the uterus
This confirms the direction of the uterine axis and measures
the uterine length. If the uterus is anteflexed, the curva-
ture of the sound is directed anteriorly and if retroflexed,
it is directed posteriorly. The sound should be gently
passed through the internal os and into the uterus. Pressure
must never be exerted on the sound. If difficulty is
encountered, the cervix should be drawn down in an
effort to straighten the uterus. The sound can be gently
rocked up and down to align it to the uterine cavity. The
internal os may be in spasm which can be overcome by
adequate analgesia. If the cervical canal is stenosed then a
fine blunt probe may succeed in finding the uterine cavity.
Patience and care are mandatory. A false passage must
not be created. If one is called because someone else has
failed to sound the uterus, it is advisable to start right from
the beginning by doing a pelvic examination.
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Dilatation
The cervix is gradually dilated with metal dilators of which
the Hegar's type is the most useful. It is best to start with
a 3 or 4 mm dilator and use successively larger ones. For
diagnostic curettage, dilatation up to 8 mm is sufficient but
for removal of placental tissue, dilatation up to 10 mm is
required (Fig. 2). The dilator is held like a pencil in the
right hand with the ulnar border or the little finger firmly
pressed against the patient's left thigh. This ensures that
one is able to exert only the strength of one's fingers and
guards against any sudden onward thrust. The dilator may
also be held counter-balanced between thumb and three
fingers as shown in Fig. 4. The volsellum is held in the left
hand and gentle traction exerted on the cervix. It is a great
mistake to ask an assistant to hold the volsellum.
The dilator must be passed very carefully so that it

does not pass through the uterine wall. Force must never
be used. The dilator should pass the internal os and
remain there for a short while till it can be removed with
ease (Figs. 3 and 4).

Curettage
A gauze swab is placed along the speculum so that blood
and curettings may fall on to it. The uterine cavity is
explored initially with a small ovum forceps or stone
forceps. Sometimes a polyp, uterine septum or submucous
myoma is detected. The curette is now introduced into the
uterine cavity .and the endometrium scraped systemati-
cally. The curette should also be held like a pencil. The
uterus is scraped firmly, pressure being exerted as the
curette is withdrawn. The curvature of the curette is made
to conform to the contour of the uterine cavity so that all
the walls are scraped. The cornua and fundus are scraped
with a side-to-side movement.
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FIG, 2. Graduated Hegar dilators, FIG. 3. Dilator held like a pencil. FIG. 4. Dilator counter balanced between
thumb and fingers.
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In the non-pregnant uterus a small or serrated curette is
best. When the uterus is large and soft, a large blunt
curette is used. However, in cases of incomplete abortion,
a large sharp curette can be used after giving methergine
to make the uterus contract (Fig. 5; Table II).

TABLEII. Technical points

Dip the tip of the sound and dilator in cetrimide for lubrication
Sound should slip in and not be forced in
Give pentazocine or diazepam in addition to paracervical block
Curette in a clockwise manner starting at the 12o'clock position

Collection of tissue
The endometrium from the gauze is picked up without
crushing and placed in a fixative. Material for micro-
biological examination should, of course, be kept separately
in normal saline. Specimens must be labelled correctly
and the laboratory request forms and clinical notes written
immediately.

After-treatment
The vagina and cervix are swabbed clean and dried.
Patients can usually go home after a few hours. If there is
bleeding from the cervix then the vagina should be packed
with sterile gauze for twelve hours. Early scrutiny of
the histopathological report and follow up action by the
doctor who ordered the procedure is, needless to say,
mandatory.

COMPLICATIONS (Table III)
Vasovagal attack
The patient may collapse if anaesthesia or analgesia
are inadequate.

Laceration of the cervix .
A cervical tear should be suspected if there is brisk bleed-
ing after passage of the dilator. Injury to the descending

TABLEIII. Complications

Immediate
I. Primary haemorrhage

cervical tear
tear of uterine artery

2. Broad ligament haematoma

3. Perforation or internal haemorrhage
injury to bowel, mesentery, omentum, tubes, ureter

4. Secondary haemorrhage
5. Infection

parametritis
pelvic abscess
peritonitis

Remote
I. Cervical incompetence

2. Asherrnan's syndrome-i.e. obliteration of the endometrial
cavity by fibrosis due to overenthusiastic curettage
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FIG 5. Curettings collected on gauze.

cervical artery requires exposure of the bleeding vessel
and ligation. A more serious complication is internal
bleeding due to a tear of the uterine artery. In this situation
a laparotomy is needed to ligate the uterine or internal
iliac arteries. Sometimes a broad ligament haematoma
may form and extend into the perinephric legion. Rarely,
a hysterectomy may be necessary. To prevent these cata-
strophies, dilatation must be slow and gradual.

Perforation of the uterus
When the sound or curette fails to encounter resistance
and is passed to a greater length than what the uterine
cavity might possibly accommodate, perforation should
. be suspected. The immediate dangers are bleeding, sepsis
and damage to the abdominal viscera.
In a clean procedure such as diagnostic curettage, the

procedure is discontinued and the patient observed for
'signs of deterioration. There is no need for any treatment
Other, than a dose of prophylactic antibiotics. A half-
hourly pulse chart and four-hourly temperature and blood
pressure records should be maintained. A full course of
antibiotics is given if there is evidence of infection.
Development of peritonitis, intestinal obstruction or
'internal haemorrhage calls for an early laparotomy.
Perforation of a pregnant or cancerous uterus is much
more dangerous and requires immediate laparotomy.
Perforation can be prevented if the position and con-

sistency of the uterus are carefully evaluated prior to
curettage. Special care should be taken when the uterus is
acutely anteflexed or retroflexed.
Perforation is more likely in the presence of cervical

stenosis, pregnancy and malignancy. A post-menopausal
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FIG 6. Perforation of an acutely anteflexed uterus.

atrophic uterus sbould not be curetted by a novice (Figs. 6
and 7).

Peritonitis
Sepsis may occur even when the operation has been
performed correctly. Presumably, a focus of infection is
present prior to the operation in such cases. Initial treat-
ment consists of antibiotics but drainage of a pelvic
abscess or laparotomy may be needed.

VARIATIONS
Outpatient curettage
Endometrial biopsy may be done under paracervical
block using a miniature curette such as a Novak curette
which has a diameter of 5 mm.
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FIG 7. Perforation of a retroflexed uterus.

Fractional curettage
Here the endocervix is curetted before cervical dilatation.
This is to diagnose endocervical spread of an endometrial
carcinoma in peri- and post-menopausal women.

Vabra aspiration
Narrow curettes are used with a negative pressure source
for outpatients.

Evacuation of products of conception
Suction curettage is used for termination of pregnancy.
Even in cases of incomplete abortion, the cervix should
be grasped with sponge holders and gentleness used in
all movements. An oxytocin drip is advisable during the
procedure.

Haemoptysis
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INTRODUCTION
Almost every pulmonary disease can lead to haemoptysis--
from streaking of the sputum to life-threatening, fatal
bleeding. Its general course is unpredictable and the
oft-held presumption that haemoptysis usually pursues a
self-limiting course is erroneous. Approximately 15% of
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all patients attending chest clinics present with haernop-
tysis and about 5% of such patients present with a massive
bleed. Massive haemoptysis has been defined, arbitrarily,
as blood loss of 600 ml over a 24-hour period. The
mortality of conservative management in such patients is
about 75%.
While death from exsanguination does occur the

immediate threat to life is from suffocation and asphyxia-
tion due to flooding of the tracheobronchial tree.
This aspect of haemoptysis makes it a serious medical
emergency for both the patient and the physician.

AETIOLOGY
The causes of haemoptysis include tuberculosis, bron-
chiectasis, lung abscess and bronchogenic cancer.
However, their prevalence is changing in different parts
of the world and while tuberculosis and other suppurative
lung disorders have ceased to be important causes of
haemoptysis in the West, they continue to be the major
causes in India. Figs. 1 and 2 list the causes of haemoptysis.


