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Transcervical endometrial resection
when hysterectomy is dangerous
N. CHACKO, L. SESHADRI, S. NINAN

ABSTRACT
Severe blood loss from dysfunctional uterine bleeding may
be refractory to medical therapy and hysterectomy the only
option.

In two young women with severe bleeding where
medical measures were ineffective and hysterectomy
was a hazardous option, we performed a transcervical
endometrial resection. In both of them the bleeding stopped
immediately and no further treatment was required for dys-
functional uterine bleeding. They have had amenorrhea now
for over six months.

Transcervical endometrial resection is an option when
hysterectomy is hazardous and the bleeding is refractory
to medical treatment.
Natl Med J India 1995;8:63-4

INTRODUCTION
Transcervical endometrial resection (TCER) has become
an acceptable alternative to elective hysterectomy in many
patients with dysfunctional uterine bleeding (DUB).!-4

However, it is likely to be especially useful in the
emergency management of patients with severe bleeding
due to DUB, who have not responded to medical treatment,
and have other complicating medical factors that make
hysterectomy hazardous. >-7

We report two such cases where this technique helped
stop severe life threatening uterine bleeding.

CASE 1
A 35-year-old multipara presented 6 months after renal
transplantation with severe bleeding per vaginam which had
been present for one month. In spite of transfusions her
haemoglobin level had dropped from 14.8 g/dl to 7.2 g/dl
over a 48-hour period. A fractional curettage showed cystic
hyperplasia of the endometrium. As the patient was on
cyclosporin, hormonal treatment could not be used. There
was some concern about the safety of a hysterectomy. TCER
completely and promptly stopped the blood loss. She has
been amenorrheic during a follow up of one year.

CASE 2
A 39-year-old multipara with chloramphenicol-induced
aplastic anaemia developed severe bleeding per vaginam. Her
platelet counts were consistently below 10000 per cmm and
the haemoglobin was 5 g/dl in spite of multiple blood trans-
fusions and platelet concentrates. She had received 15 units
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of platelet concentrates and 9 units of whole blood in the
7 days prior to resection. The uterine bleeding showed no
response to hormones or platelet transfusions. TCER was
performed under cover of platelet transfusions. Bleeding
was controlled promptly. Six months later, though her
platelet count was 5000 per cmm she remained amenorrheic.

TECHNIQUE
For both patients a similar technique was followed. We used
a 26F continuous flow resectoscope (used for transurethral
resection), with 1.5% glycine as the irrigant. The cervical
os was found to be widely dilated and allowed irrigant and
clots to flow out freely. The irrigant outflow was monitored
to look for absorption and its sequelae. We used a 24F
urological loop. The cornual openings were first sealed by
fulguration with coagulating current. The endometrium was
then resected using pure cutting current. The resection was
continued till the fibres of the myometrium were seen. At this
point bleeding stopped. This technique is similar to that
described by Magos et al.8

In both women the procedure was completed within
30 minutes. There was no evidence of fluid overload or
ammonia toxicity. Neither patient required a transfusion,
during or after the procedure, other than the platelet concen-
trates giveri for Case 2. Though the bleeding during resection
was more in Case 2 than in Case 1, it stopped once the
endometrium had been resected.

Both resections were carried out under general anaes-
thesia with ketamine supplemented with oxygen by mask.
Cessation of blood loss was immediate and there was no
need for any further medical or surgical intervention.
Histopathology confirmed the absence of any malignancy.
The amenorrhoea has been sustained and has lasted for the
duration of follow up, 12 months and 6 months respectively.
In the second instance this was in spite of the fact that the
aplastic anaemia had not responded to therapy.

DISCUSSION
TCER has been shown to be a satisfactory! and cost-
effective" alternative to hysterectomy. With the increased
incidence of premature ovarian failure.? risk of cardio-
vascular disease'? and of psychosexual dysfunction!'
following hysterectomy, TCER is likely to be preferred by
younger patients. This would also be appropriate for those
who may want a child later.F

However, such resections have been done mostly on
otherwise healthy individuals.I-' In 1983 Def.herney"
reported on his initial experience with TCER for intractable
bleeding in women who were considered medically unfit for
a hysterectomy. By 1987 his series" had grown to an
impressive 21, of whom only 4 were patients who refused
hysterectomy. The rest included 6 with leukaemia, 4 with
aplastic anaemia, 2 with thalassaemia and 2 with idiopathic
thrombocytopenic purpura. Eighteen of the 19 were
amenorrheic for 6 months. Lockwood? reported on 4 young
women who had TCER as hysterectomy was medically or
technically contraindicated. There is the added advantage
of being able to perform TCER under sedoanalgesia
augmented by paracervical blocks, if required." There were
no procedure related deaths. The outcome in this group is
all the more impressive as hysterectomy would have been
extremely dangerous.
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TCER is technically similar to transurethral resection of
the prostate and of bladder tumours. We have used the same
eq uipment. The complications are also similar, viz. bleed-
ing," perforation.I-!" fluid intravasation and transuretheral
resection syndrome.':'! obturator nerve reflex!" and missed
malignancy. 13 Glycine absorption is reduced by minimizing
the height from which the irrigant is delivered, balancing
the outflow, using a continuous flow sheath, minimizing the
resection time, initial sealing of the cornual opening by
fulguration and having a maximally dilated cervical os to
further reduce build up of fluid pressure in the uterine cavity.

Hysteroscopic surgery is technically different from
laparoscopy and expertise with the latter is no guarantee of
success with the former. 15

Both our patients had not responded to conservative
measures and hysterectomy would have been risky. There
was an urgent need to stop the intractable haemorrhage,
which TCER achieved with immediate effect. Both have
had the added bonus of being amenorrheic since.
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