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Abstract

Case Report

IntroductIon

Retained product of conception (RPOC) after miscarriage is 
common, but challenging problem. The  RPOC has neither 
diagnostic criteria and treatments protocols nor guidelines. 
RPOC may cause persistent vaginal bleeding after miscarriage, 
infection, and long-term complications, such as intrauterine 
adhesions (IUAs), even infertility. It needs accurate diagnosis, 
timely removal of RPOC, and least treatment-related 
complications.

We presented a case of RPOC managed by hysteroscopic 
transcervical resection (TCR) successfully.

case report

A  45-year-old woman, G5P3SA1AA1, all children were born 
by normal spontaneous delivery. She went to our hospital on 
May 12, 2017, because of intermittent abdominal pain for 3 
or 4 days. The last menstrual period was on January 9, 2017. 
Murphy sign was positive. Abdominal ultrasound showed 
gallstone and gallbladder dilatation. Acute cholecystitis was 
suspected. Abdomen to pelvis computed tomography showed 
gallbladder stone impacted in the neck and 1.9 cm enhanced 
nodule in the uterine cavity [Figure 1a and b]. She was admitted 
to general surgery for laparoscopic cholecystectomy and 
discharged on May 16, 2017.

The patient had experienced spontaneous abortion on March 
18, 2017, (2 months before this admission) and persisted 
vaginal bleeding since then. We were consulted on May 12, 
2017. On pelvic examination, vaginal bleeding was noted. 
Examination with transvaginal ultrasound revealed that 
the uterus was found 6.28 cm × 5.01 cm in size with the 
endometrium 6.5 mm in thickness [Figure 1c]. Incomplete 
abortion was suspected. Endometrium biopsy was done.

The patient visited our clinics on May 23, 2017. Pathological 
report showed degenerative gestational tissue with acute 
inflammation of the endometrium. A little vaginal bleeding was 
found on pelvic examination. Transvaginal sonography still 
showed no obvious intrauterine abnormalities. Hysteroscopy 
arranged at outpatient department (OPD) showed RPOC at the 
posterior uterine wall [Figure 2]. RPOC was diagnosed and 
hysteroscopic TCR was performed on May 26, 2017.

With posterior uterine endometrium bleeding and resected 
using resectoscopy [Figure 3], we resected the RPOC till no 
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bleeding spot was noted. The patient was discharged after the 
surgery was finished, and OPD follow-up was arranged on 
June 2, 2017. At OPD, pathologic report revealed retained 
gestational products. Laboratory data showed beta-HCG less 
than 2.0 mIU/ml. One and three months after TCR visits, 
normal uterus and normal menstruation were noted.

dIscussIon

Detecting RPOC with transvaginal ultrasound is a noninvasive 
assessment tool before medical or surgical treatments.[1] 
Several kinds of sonographic features of RPOC were reported, 
such as endometrial mass, greater endometrial thickness (ET), 
and high endometrial vascularity.

Endometrial mass is the most sensitive (79%) and specific (89%) 
feature for RPOC.[2] Color Doppler flow is more often detected 
in the endometrium when RPOC are present (75%) than in the 
absence of RPOC (40%).[2]

Image of RPOC on hysteroscopy looked like whitish materials 
with some villi-like picture attached the uterine wall.[3,4] 
Using hysteroscopy, RPOC can easily be differentiated with 
surrounding normal endometrium.[3,4] In our case, RPOC also 
presented as whitish materials along the endometrium, can be 
differentiated with the normal endometrium.

Esmaeillou et al. compared the diagnostic performance of 
ET ≥10 mm, vascular pattern, and endometrial echogenic 
mass;[1] they found that combination of endometrial vascularity 
and hyperechoic mass is the best predictor of RPOC, with 
88% sensitivity, 89% specificity, 85% positive predictive 
value, and 93% negative predictive value. They also found 
that ET ≥10 mm is a doubtful parameter in detecting RPOC, 
because 52% patients with ET ≥10 mm had no RPOC, in other 
words a high false-positive rate. In this concern, Zare and 
Zijerdi suggested an ET of 11.25 mm or more as the cutoff point 
while using ET alone, with the sensitivity of 81%, specificity 
of 45%, and area under curve of 0.7.[5]

Avoiding unnecessary surgery may be reasonable if the 
sonographic features do not meet the cutoff values. In 
the present investigation, examination with transvaginal 
ultrasound revealed the endometrium 6.5 mm in thickness, well 
under 11.25 mm cutoff point. Hysteroscopy was performed 
due to still highly suspicion of RPOC, and a lesion was 
identified at the posterior wall of uterus and was pathologically 
confirmed the degenerative production of conception with 
acute inflammation.

Dilatation and curettage (D and C) is the most often treatment 
for RPOC. Hysteroscopic resection, however, has been 
improved in terms of low intrauterine adhesion rates, favorable 
reproductive outcomes, and visualizing condition of the uterus 
directly. Hysteroscopic removal of RPOC is direct visualization 
of uterine cavity so that the removal caused minimal trauma 
to endometrium.

Theoretically, higher complication rates of infection and 
uterine perforation might be seen in hysteroscopy because 
the postpartum condition of the uterus may predispose to 
the complications. Several studies had proved low surgical 
complication rates and favorable long-term outcomes. 
A meta-analysis including five studies and 326 patients who 
underwent the hysteroscopic removal of RPOC revealed a 
complication as low as 0.3%, which contained 1/326 patients 

Figure 2: Outpatient department hysteroscopy was done on May 23, 2017 
showing retained products of conception at posterior uterine wall (arrow)

Figure 1: Image study of uterus. Abdominal to pelvis computed 
tomography on May 12, 2017 showed a 1.9 cm nodule with enhanced wall 
in uterine cavity. (a) Sagittal section; (b) coronal section. (c) Ultrasound 
of uterine endometrium
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Figure 3: Posterior uterine wall of retained products of conception 
before (a) and after (b) transcervical resection
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of uterine perforation and 1/326 patients of systemic infection 
only.[6]

The long-term complications such as intrauterine complication 
and infertility were described more detailed by Hooker et al.,[7] 
the first systematic review reporting the IUAs and reproductive 
outcomes after the management of RPOC. IUAs were reported 
29.4% in the D and C group and 12.8% in the hysteroscopic 
resection group, respectively. The D and C group also had 
significantly more IUA (P < 0.01). In reproductive outcome, 
hysteroscopic resection group had an earlier conception 
tendency than D and C group. From the above findings, Hooker 
et al. suggested that IUAs and infertility should be considered 
when women suspected of RPOC are managed.

In our case, though there was not any ultrasonographic feature 
supporting the suspicion of RPOC, TCR of the RPOC at the 
posterior wall was done smoothly. The problem of scanty 
vaginal bleeding was resolved. Moreover, there were neither 
surgical complications such as infection, uterine perforation, or 
intravasation of hysteroscopic distension media, nor fluid overload.

conclusIon

Hysteroscopic resection of RPOC is safe and feasible. Previous 
literature had showen hysteroscopy is superior to traditional 
curettage, with low complication, low rates of IUA, and higher 
rates of subsequent pregnancy.
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