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Background



Background

 National OPH survey 2018- highlighted variation in practices- raising 

questions about women’s experience of hysteroscopy

 Backlash from OPH hysteroscopy patient groups 

 No agreed national benchmark or OPH tool

 Need for an OPH tool that is able to capture women’s satisfaction with the 

care they receive during their hysteroscopy journey



OPH Patient Satisfaction Survey



Methodology



Methodology

Final OPH Patient Satisfaction Survey

Pilot testing/modification with 30 patients across 2 NHS trusts

BSGE Committee members

Draft Survey based on Women’s OPH journey

Review of existing NHS patient surveys 

RCOG-GTG.59-Best Practice Guideline OPH

Development of an OPH Patient Satisfaction Survey



Women’s OPH journey 

BEFORE

Knowing what to 
expect (PIL)

Pain relief

Choices

Facilities

DURING

Communication

Shared-decision 
making/choices

Respect and 
dignity

Experience 

AFTER

Knowing what to 
expect (Results, 

follow up & 
recovery)

Overall experience and satisfaction 



OPH Patient Satisfaction Survey



Instructions



Before your visit



About your consultation today



Your experience



Overall experience



National role out

 OPH Questionnaire shared at last ACN meeting 2019 

 BSGE Call for national data collection OCT-NOV 19 

 Electronic (Googleforms) and paper data collection 

 Target 2000 patient responses

 Data input and analysis Jan/Feb



Thank you



Creating the right setting



The BSGE OPH survey results 



Responses (n=5151)

1550, 30%

3601, 70%

Mode of data input 

Electronic

Postal

All data was predominantly collected on paper before electronic upload 

at participating units. Papers sent in by post for data upload are 

represented as Postal submissions.



Participating Units

 81 hospitals across UK



Types of procedures (n=5151) 

75%

9%

14% 1%

1%

0%

Frequency Diagnostic hysteroscopy
+/- biopsy

Insertion/Retrieval of
IUCD/Mirena or Levosert
IUS
Hysteroscopic
polypectomy

Myomectomy

Endometrial Ablation

Other (RPOC, adhesiolysis)

Type of procedure narrowed down to one with the following prioritisation when 

there were multiple procedures: 

ablation>myomectomy>polypectomy>insertion/retrieval IUS> hysteroscopy +/-

biopsy



Breakout session (Task 1)
Group activity



Theme: Creating the right setting 

Instructions: Interpret data and clinical implications 

1. Differences in leaflet/information given

2. When you give it/how you give it

3. Consent (written/verbal/video)

4. WHO Checklists

5. Timing of discussion before proceeding

6. Staffing/Infrastructure/environment/recovery

SECTION 1 of handout



Before your visit



Tea/Coffee Break 



Pain and acceptability



Breakout session (Task 2)
Group activity



Theme: Pain and acceptability 

Instructions: Interpret data and clinical implications 

1. Interpret the good

2. Identify the not so good

3. Discuss clinical implications 

SECTION 2 and 3 of handout



About your consultation today



Your experience



Overall experience



Statements of patients



Patient OPH feedback 

The 
good

The 
not so 
good 



Patient feedback 



The good

“My advice to anyone having this procedure would be to 

not worry at all. Completely felt at ease, no pain and that 

all the staff were absolutely fantastic , professional and 

really made what could have been an embarrassing 

situation actually a good experience.”

“Procedure carried out quickly causing miminal

pain/discomfort. Nurses kept me at ease, consultant 

explained procedure as he was doing it”



“The consultant and the staff involved in the procedure were extremely polite 

and helpful. I was given the choice at all levels to choose to opt out. However, 

it was meant to be done for my own good. Many thanks for taking the worry 

off my mind!”

“Friendly staff put me at ease, procedure clearly explained. No pain, quick 

and a cup of tea.”



The not so good

“Some sort of anaesthetic because even with normal painkillers it's still too 

painful. Staff had to terminate procedure for a biopsy as pain became 

unbearable.”

“It would be useful if its clear in the letter how the appointment might 

proceed.”

“I would have liked to receive information before today's appointment as I was 

unaware I would be having a procedure today.”



“Hospital phoned with a cancellation appointment.  I would have liked an 

email of the information for today.  It would have been easier to know what I 

needed to do eg. urine sample, pain killer, bring more effective pad.”

“i didn't know that i was going to have hysteroscopy today so i wasn't 

prepared. i didn't have a chance to take painkillers beforehand. it would have 

been good to mention it on the booking letter, when planned. aside from this, 

the care i received was amazing. thank you.”



Thank you



Geeta Kumar

Consultant O&G & Deputy Medical Director (Q & S), 

Wrexham Maelor Hospital, BCUHB

Visiting Professor, Glyndwr university, Wrexham

BSGE ACN Meeting

27.02.2020



OPH PIL



Clinic 
appointment 
letter



Consent 
form





Survey of checklist 
usage in OPH 



Compliance with Local Safety Standards 
for Invasive Procedures (LocSSIPs) in 
Gynaecology Outpatients: QI Project 

&
Survey of service-user’s experience 

Dr Aishah Khanom, FY2; Dr Anu Ajakaiye, FY1; Mrs G Kumar, Cons 

Wrexham Maelor Hospital

Quality Improvement & Audit Symposium

13th December 2019

LocSSIPs





Objectives

➢Specific: To assess compliance with the newly introduced LocSSIP
checklist in Gynae OPD & to assess patient’s experience of the same

➢Measurable: Validated checklist used across BCUHB filed in case-
notes

➢Achievable: Driven and motivated staff & small- scale project

➢Relevant: Patient Safety & meeting National Standards

➢Timely: Two-month period (February-March 2019)

LocSSIPs



Methodology: Driver Diagram

AIM: To 
improve 
patient 
safety

Staff 
Awareness

Staff and 
patient 

engagement

Validated 
Checklist

HF training

Time 
constraints

Anxiety-
patient & 

staff

Primary 
drivers

Secondary 
drivers

Change 
Ideas

Checklist



Methodology

➢Contemporaneous review of case-notes from 
Gynaecology Out-Patient Hysteroscopy (OPH) clinic: 

LocSSIPs

Patient notes
n=34

Retrieved forms
n=32

Patient 
Feedback

n= 22

Completed
n= 21

1 questionnaire not 
returned



Results: Compliance with 
Checklist
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Results: Compliance with Checklist

LocSSIPs

➢100% compliance with the Sign-in
➢97% compliance with Sign-out
➢100% forms signed by nursing staff 
➢81% compliance: Countersignature of doctor

➢78% : Full compliance with the checklist



Results: Patient Feedback

LocSSIPs

➢All patients (100%) felt using the checklist involved 
them in their care-provision
➢56% expected use of such checklist prior to 
procedure



Results: Feedback

LocSSIPs

➢90% said the checklist did not cause additional 
anxiety
➢90% said it improved overall “Patient safety”



Conclusion

Future

LocSSIPs

➢ 78% compliance with completion of a newly 
introduced checklist (LocSSIPs) in Gynae OP with 
positive service-user experience

➢ Small change impact: Stamps secured for all nursing 
staff in OPD: improved documentation & morale

➢ Continuous measurement & improvement of  
practice: data from all Out-patient clinics

➢ Changes to be made as required & reviewed for   
improvement until we get it right &

➢ Sustain the improvement



Patient experience in 

outpatient 

hysteroscopy 

Elizabeth Ball

MD, PhD, FRCOG

BartsHealth

Queen Mary University 

City University, London, UK



Problems with consent   

HSC network 

meeting 2020

• Often done by junior doctors who may not have much 

experience 

• Setting the indication –

Benign conditions – patient must not be coerced 

Should the procedure be done at all? 

• Permission to ‘opt out’ /abandon at any time is not 

mentioned 



Problems with consent  

HSC network 

meeting 2020

• Women are unsure what to expect during an outpatient 

hysteroscopy

• Scary consent conversation 

• ‘Playing down’ consent 

• Scary online content 

• Reading / language

• Lacking details  

• Focus on medical issues / complications 



Adding ‘Lived experience’ to 

consent   

HSC network 

meeting 2020

• Better preparation 

• Complementing ‘medical’ consent information with 

women's’ voices  

• Learning from MEMPHIS study 

• Co- development 



Adding ‘Lived experience’ to 

consent   

HSC network 

meeting 2020

• Written testimony booklet 

• BSGE/RCOG badges co developed film to aid consent for 

outpatient hysteroscopy 

• Barts charity funded 

• Ethics application passed 

• Collaboration with WAPH

• About to recruit from workshops



Music in the perioperative setting 

HSC network 

meeting 2020

• Barts team SR  (Hole et al 2016)

• 6000 patients 

• Pain VAS -2cm 

• No side effects 

• Own music and earphone(s) 

better 



UPDATING GTG 59: 
ANALGESIA, 
VAGINOSCOPY & 
LOCAL ANAESTHESIA

PRETH DE SILVA



• Systematic review and meta-analysis

• 22 studies for SR; 16 for MA

• All pre-procedural analgesia 
significantly reduced pain during and 
after OPH:

• NSAIDs

• Opioids

• Antispasmodics

• Transcutaneous Electrical Nerve 
Stimulation (TENS)

• HOWEVER, opioids and antispasmodics 
were associated with a significant 
increase in side-effects

ANALGESIA



64

• Systematic review 
and meta-analysis

• 7 for SR; 6 for MA

• When compared 
with routine 
speculum use, 
vaginoscopy was 
significantly 

• Less painful 
• Associated with a 

lower incidence of 
vasovagal reactions

• Quicker

VAGINOSCOPY



• Systematic review and meta-analysis
• 37 studies for SR; 20 for MA
• Local anaesthesia was associated 

with: 
• Significantly reduced pain during and 

after OPH
• No sig. dif. in success or vasovagal rate

• Individual SGA showed that all types 
and routes of local anaesthesia 
significantly reduce pain during OPH

• Will our overall message change?
• Routine local anaesthesia 

administration is not recommended in 
the context of smaller-diameter scopes 
allowing for vaginoscopy

• Where cervical dilatation is anticipated, 
local anaesthesia should be considered

65

LOCAL ANAESTHESIA



Current Training in Hysteroscopy 
IS FIT FOR PURPOSE 

Biggest Proof 

FOR this Notion is

ALL OF YOU IN ATTENDANCE TODAY! 

😃



• An overview of the current curriculum of 
RCOG ATSM in Benign Gynaecological
Surgery: Hysteroscopy (BGSH)

• Better than the old hysteroscopy curriculum 
which was certainly NOT fit for purpose

• Positives: Holistic approach to surgical skills

• Encompassing the required competencies  to 
run an ambulatory hysteroscopy service

Current Training in Hysteroscopy 
IS FIT FOR PURPOSE 



Simulation Training models
at various courses

Vegetable model


Animal model
Pig heart or

Pig bladder

Prodelphus Eve trainer ➔



BGSH CiP1



BGSH CiP 2





NOTSS

Extremely Useful for trainees to achieve consultant 
level ability to manage own clinic/ work-load/ prioritise



• Hysteroscopy Training for O&G trainees  as 
well as Nurses/ GPs is the way forward to 
meet the increasing demand

• Improved format of curriculum now in BGSH 
integrates ambulatory hysteroscopy

• Current Hysteroscopy Training IS FIT FOR 
PURPOSE and I support this notion!

Conclusion



shilpakolhe@nhs.net



Statement

Current nurse hysteroscopy training fully 

meets the needs of today’s modern 

ambulatory services

Gillian Smith, Nurse Consultant & Clinical Lead for Ambulatory Gynaecology Services

Northampton General Hospital NHS Trust



Reason

Longevity, first NH qualified in 2002

Academic &  Professional recognition

Evidence based training

Robust training & assessment method

Experienced in-house training & mentoring 

Supported service development 

Critical thinking skills supports one-stop services



Evidence
Ludkin H, Quinn P (2002) Extended training equips nurses to undertake diagnostic 

hysteroscopy, Nursing Times,  20;98(34):38-9

Ludkin H, Quinn P et al (2003) The benefits of setting up a nurse hysteroscopy 

service, Professional Nurse, 19(4):220-2.

Jones S (2005) The role of the nurse hysteroscopist , Elsevier,  5(3): 196-199

Pansini-Murrell J (2010) Scoping the reality of nurse hysteroscopists: A case study, 

https://www.semanticscholar.org



Evidence



Debate Birmingham February 2020

Against Nurse hysteroscopy Training 



Bradford  Training

• Current nurse Training:-

• Competency Log book to be signed by trainer/trainers (minimum 
50 direct, 100 indirect)

• Audit of practice against a national or local standard (2500 words)

• Portfolio including 6 case studies of different pathologies (2 IUS 
inserted)(6000words)

• OSCE including MCQ (2.5 hours) (6 stations)



Against

1) No one from university goes out to jointly assess the students, 
mentors can teach such different things eg: some make 
students use speculum and volsellum for a diagnostic scope.

2) No set instruction in log book GA/office hysteroscopy, would 
be good for student to get experience in both. 

3) Nationally we don’t know how many nurse hysteroscopists
there are, no register, no governance,



• 4) clinics can be nurse led but the training programme doesn't 
include prescribing or management of ovarian cysts.



Ablation and Mirena

Which?

Why? Who?

Both?



Mirena
Explain what it is, how it works, and why it shouldn’t be confused with copper coils

• Good news
• 85% less blood loss
• Excellent Rx for dysmenorrhoea
• 5 year lifespan
• Safety, cancer, infection
• Popular with professionals
• Contraception / HRT
• Reversible
• Not an operation
• Challenge the myths…my friend had one and…………
• Good if endometriosis
• Good if adenomyosis
• NICE
• Avoids hysterectomy

• Bad news
• Concept of ‘thing inside’
• It’s a hormone Rx
• Initial bleeding pattern
• 5% removed for problems
• Procedure to fit
• Expulsion/misplaced
• Perforation
• Very common misconceptions



Ablation (Novasure)

• Good news
• Decent success rates if amenorrhoea not 

required

• Avoids hysterectomy

• Safe, rapid recovery

• LA option

• Non hormonal

• One off Rx

• Mirena also?

• Bad news
• Individualised outcome quote 30/40/30%

• Thermal injury

• Perforation

• Difficulty with PMB/Mirena

• Adenomyosis and endometriosis failures 
(pain)

• Late failures

• Can’t be redone

• Cost vs mirena

• Poor results in younger women



Careful patient counselling
Careful patient selection
Individualised approach

NICE supports both
Poorer success rates as anatomy deviates from normal

Mirena first generally
Can insert Mirena at time of Novasure but not later

Mirena suits the ‘one-stop’ clinic approach
Influenced by local results in that when Novasure adopted 

liberally, long term results poorer than published 
outcomes

The advent of safe laparoscopic hysterectomy can 
influence the counselling



PMB pathway



Wessex Cancer Network
Urgent  Gynaecology Cancer Suspected Cancer Referral

Endometrial cancer

☐ Aged ≥55 with post-menopausal bleeding 
(unexplained vaginal bleeding more than 12 months after menstruation has 
stopped because of the menopause).

☐ Consider if aged <55 with post-menopausal bleeding

Triage letter 2WW team
TVS
Biopsy > 4 mm
Then decide re hysteroscopy
Scope all women on Tamoxifen
MDC for polyps

Management of endometrial cancer:
https://.bgcs.org.uk/wp-content/uploads/2019/05/BGCS-Endometrial-Guidelines-
2017.pdf



What do you do?
What works well for you?

• Do you have a clear separation between the 2WW and ‘benign’ 
pathways?

• How do you organize the scan/pipelle/oph?

• See and treat polyps?

• Who is the practitioner?



Ambulatory Hysteroscopy Meeting 2020

(Birmingham, February 2020)

Unusual cases or 

complications 

Paul Smith BSci (Hons), MBChB (Hons), PhD, MRCOG

Advanced laparoscopic and NIHR post-doctoral research fellow

Birmingham Women’s Hospital & University of Birmingham 
United Kingdom



Background

 77yr old Caucasian female presented with 2 month Hx of brown vaginal 

discharge

 Medical co-morbidities including heart failure, hypertension and dementia

 Both TVS and and vaginal examination were abandoned due to patient distress

 TAS indicated an ET of 4mm which was regular in outline

 She had presented 20 mth earlier with light vaginal bleeding where clinical 

examination and TAS were considered normal



Procedure

 In view of re-presentation and suboptimal work-up OPH was arranged

 Vaginoscopy was used to show a normal cervix that led unto a uterine cavity 

filled with turbid material consistent with chronic pyometria

 Patient discomfort curtailed the procedure such that a clear view of the 

cavity following irrigation could not be obtained. 

 An aspiration biopsy was performed for histological and microbiological 

analysis.



Post-procedure

 Patient clinically stable and comfortable and discharged with oral Abx and 

follow-up in 6 weeks.

 Within 3 hrs admitted with septic shock.

 Treated on ITU with care including: central lines, high dose intravenous 

antibiotics, respiratory and cardiac support with inotropes.

 Failed to respond and died 4 days later 



Results of investigations/post mortem

 Microbiology:

 Intrauterine pus sample reported heavy growth of anaerobes and Gardnerella

 Blood cultures showed E. coli 

 Endometrial histology - ‘‘the presence of pyometra with ulceration of the 

endometrial surface’’.

 No uterine or visceral injury was found at post-mortem

 The coroner recorded the verdict of death as ‘‘anaerobic bacterial sepsis 

following instrumentation of the endometrial cavity and endometrial sampling 

for pyometra’’.



If you diagnose a chronic pyometra during an 

outpatient hysteroscopy when investigating a 

woman for post-menopausal bleeding, do 

you:

 Irrigate the uterine cavity to remove purulent material?

 Yes 52% (BSGE survey of people routinely performing hysteroscopy n=140)

 Take an endometrial sample for histology?

 Yes 100%

 Take an endometrial sample for microbiology?

 Yes 83%



The patient is well immediately following the 

hysteroscopy. Regarding the post procedural 

care would you:

 1) Allow the patient to go home in accordance with your standard outpatient 

hysteroscopy practice

 2) Observe the patient for an additional period of time on a hospital ward or 

recovery area

 3) Admit the patient to hospital

 1=77%; 2=16%; 3=6%



The patient is apyrexial. Would you:

 1) Prescribe a course of oral antibiotics

 2) Prescribe an intravenous antibiotic

 1) 61%; 2) 7% ; ?no antibiotics 32%



Does anyone else have any interesting 

cases or complications they would like 

to share?



“MY EXPERIENCE, PRACTICE 
DEVELOPMENT AND PRACTICAL 

REFLECTIONS IN
OUTPATIENT HYSTEROSCOPY”

BSGE Ambulatory Care Network Annual Meeting

Birmingham February 2020



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

No disclosures in the UK or elsewhere



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

Hysteroscopic surgery –

My transition from hospital to office

With focus on challenges, stumbling blocks and 

learning points of interest to a broader

audience



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

My approach

Treatments had to

➢Be safe and effective – patient perspective

➢Be performable by the general hysteroscopist – clinicians perspective

➢Cause a reasonable level of expenses – financial perspective



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

The setting



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
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BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

No access to

• Theatre

• Anaesthesiologist

• General anaesthesia

• Emergency care

• Gynaecologist on call 24/7



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

Started in January 2002

➢Resections of polyps and fibromas using the twizzle electrode

➢Endometrial ablations using the Novasure device

Under either intracervical or paracervical block



BSGE AMBULATORY CARE 
NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 
2020

• Removal of polyp 

with twizzle 

electrode under 

intracervical 

block



Intracervical

Block

Effect often patchy

Effect unpredictable

Injection can be painful if done

too quickly



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

If you have lost her, you have lost it



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

Surgeon’s stress 

derived from the unpredictability of the course of events 

Will the next sweep of the electrode make her scream and jump out 

of the chair ?



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

First obstacle

Effective Pain Management

The lack hereof limited the group of patients I could treat

➢The older woman

➢The nervous woman

➢The women with large uteruses

And the procedures were stressful



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

Skensved’s 1st law on hysteroscopic surgery

When using gravity or a cuff for fluid mangement:

The pressure always drops just 

when you need it the most



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

An irrigation pump 

- Frees staff to concentrate on the 

patient and the procedure

- Enables the hysteroscopist to have 

her sole focus on the procedure and 

the patient



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

Novasure endometrial ablation

➢All treatments were timed according to cycle

➢Woman accompanied by spouse, relative or acquaintance

Pain management

Paracervical block: 4 x 10 ml of 2% Ropivacaine

Rescue analgesia: ½ - 1 ml Alfentanil intravenously



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

Cyclical timing of endometrial ablations leads to

➢Shorter treatments (up to twice the ablation time on thicker endometrium)

➢Shorter periods of pain stimulus

➢Shortened time to cessation of discharge



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

Second challenge

73% of the women treated asked for Alfentanil

The logistics were not on my side:

➢Treatments to be booked according to cycle, her work schedule – and that of 

her escort

➢Need of a recovery room

➢Need of assistant to tend to the woman

➢Risk of calls to the surgeon on the night following the procedure



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

French study on surgical abortions

Mean pain scores (VAS) PC group IC group p

(n = 124) (n = 125)

Dysmenorrhoea
3.9 ± 2.8 3.5 ± 2.5

0.1877

Insertion of an intravenous catheter
2.4 ± 2.4 2.0 ± 1.9

0.2886

Arrival in the operative room
0.8 ± 1.6 0.8 ± 1.7

0.9960

Insertion of speculum pain
2.4 ± 2.4 2.8 ± 2.3

0.1763

Local anaesthetic injection pain
2.5 ± 2.1 3.9 ± 2.4

<0.000

1

Cervical dilatation pain
4.1 ± 2.8 4.8 ± 2.8

0.0608

Aspiration pain
6.2 ± 2.8 6.6 ± 2.6

0.3259

Pain scores seen by the physician
3.8 ± 2.4 3.7 ± 2.2

0.6696

Pain scores seen by the nurse
4.4 ± 2.2 4.7 ± 2.0

0.3219

Pain 1 h after the procedure
2.1 ± 2.6 1.8 ± 2.2

0.3683

Pain 4 h after the procedure
0.2 ± 0.7 0.3 ± 1.0

0.3530



The innervation of the uterus  

• The upper third by nerves from T10 – L1 

through the superior hypogastric plexus  

- which is not reachable through para-

or intracervical injection   

• The lower two thirds by nerves from S1 –

S3 through the inferior hypogastric 

plexus  - which can be reached by the 

paracervical route



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020



The focal local

for resection of 

polyp at base

(Postmenopaus

al bleeding)



The fundal block

Fundal injection of local

anaesthesia

supplementing the 

paracervical block before

endometrial ablation



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

The fundal block enables me to

➢ Perform ablations without conscious sedation at a VAS score of 0-2

➢ Allow the women to drive to the clinic and home 

➢Make bookings less complicated

➢ Remove polyps and fibroids on a wider range of women (23 – 90 y)

➢ Be more relaxed during procedures

➢ Skip the recovery room

➢ Sleep at night

Logistics solved



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

Challenge number 3

➢Poor results from blind endometrial biopsies (BEB) in women with 

postmenopausal bleeding (30-40% without tissue)

➢BEB very painful (Pipelle, 6.21 ± 2.41 cm; Explora, 6.91 ± 2.88 cm)

➢Missed hyperplasia and cancer even in cases with normal histology on BEB (van 

Hanegem)



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

The 15 Fr micro-resectoscope

➢Hysteroscopically guided

endometrial biopsies – also

from the cervical canal

➢Removal of polyps and smaller 

fibroids

➢Seldom need for dilatation of 

the cervical canal – also in 

postmenopausal women
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Felypressin (Phenylalanine Lysine Vasopressin) is a 

weak(er) vasopressin agonist added to local

anaesthetics in order to increase the duration of 

anaesthetisation and reduce the risk of toxicity 

during dental procedures. 
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Pain and risk of fluid absorption have been eliminated

I safely perform the following with pain scores of 0 -3:

➢Endometrial ablation

➢Endometrial resection

➢ Polyp and fibroid resections (depending on size)

➢ Septae resection

➢ Ashermann’s syndrome (iatrogenic and lighter cases)

➢ Investigating postmenopausal bleeding



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
BIRMINGHAM FEBRUARY 2020

My entire nursing staff
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What have I learned from these 20 years?



BSGE AMBULATORY CARE NETWORK ANNUAL MEETING
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It is all about confidence building – from start to finish

Establishing a contact – and a tacid contract
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Same doctor (and same nurse) for first visit and treatment
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Patient selection

➢Gynaecological (stay within reasonable boundaries)

➢Physical (ASA group 1-2)

➢Psychological (fear vs loss of control)
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Written information plus E-mail access

No queries left unanswered when she returns for treatment
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A “leisurely” atmosphere – sending a signal of 

“this is no big thing”)

➢Woman wearing her own clothes

➢No green tiles on the walls

➢No anaesthesia cart
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Doctor’s patience

• Place the local slowly

• Wait until it is effective (‘I’ll give an extra two minutes to be sure’)

• We cover her while waiting – signals concern of her integrity
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Woman has her own monitor

The majority wants to look at what you are doing
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The hysteroscopist in contact with the woman

➢It is about contact not distraction

➢Show a keen interest in more than her uterus
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➢Telephone number to call at night

Conveys a sense of security – which is why they never call

➢Call by nurse next morning to learn about the night

We learn what works and what doesn’t e.g. pain relief after Novasure
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Not all doctors and not all nurses are 

comfortable with or suited for handling 

treatments under local 

– which should be acknowledged and 

appreciated
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Limitations, not abundance 

lead to innovation and 

progress



Thank you

for your patience



Research, innovations, hot topics 
and future ACN collaborative 

projects

Must read papers 

Must know technologies 

Horizon scanning – what will ambulatory care look like in 20 years 

BSGESICS 

Guideline development e.g. PMB, outpatient endometrial ablation protocols, 
bleeding disorders etc. 



Hot Topics



www.vice.com/en_us/article/zmdday/is-
hysteroscopy-painful-womens-health

The words our campaign 
hears over and over are 
‘barbaric’, ‘medieval’, 

‘torture’ and 
‘violated’. Many women 

weep, faint or vomit. 

Many women experience severe pain 
during hysteroscopy.   It is usually done 
with little or no anaesthetic, and many 

women are told nothing to prepare 
them for the agony that awaits. 



Must Read Papers



Published Guidelines / Review –
Society of Family Planning

Some evidence for:  

• Preoperative NSAIDs

• High vs low volumes (20mls vs 10mls)

• Buffered vs acidic lignocaine 
(1 mL of 8.4% sodium bicarbonate for every 10 mL of anaesthetic solution)

• Slow vs fast injection

• Deep para-cervical vs shallow (1.5cm)

• Addition of 4% intrauterine lignocaine vs 1% or placebo

• No pain reduction from:  lorazepam, oral opioids, Entonox, cervical 
preparation, wait up to 3 mins

Allen & Singh 2018, Contraception 97, p471-477

20mls buffered para-cervical block
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“The customer is always right…”

Patient feedback (two polyps with Versapoint)Patient feedback (hysteroscopy & biopsy)



ACN Collaboration



n = Mean Pain Score

VAST RCT (UK), 2019
(Diagnostic only) 1597 4.3

Our Unit
(All procedures) 3462 4.2

BSGE Survey 2020 5151 5.2

Menstruation 2011 (Cornwall)
5151        (BSGE)

5.3
5.5

Benchmarks
Pain Scores (10 point scale)

Goal –
• Less than menstrual pain
• <4.5
• All procedures



Must Read Papers & ACN Collaboration



Must Know Technologies



Dental Syringes



Innovations & Horizon Scanning



www.brideamedical.com

https://eur03.safelinks.protection.outlook.com/?url=http://www.brideamedical.com&data=02|01|J.Lord@exeter.ac.uk|849cba9597ce4e7afc2308d7a333ecac|912a5d77fb984eeeaf321334d8f04a53|0|0|637157315718608705&sdata=jM8CuvwQVLKp2n5YBaTAdfJqZ5B8Z4/76cGoDo0Qx64%3D&reserved=0
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New Technologies, Innovations & Horizon Scanning



Guideline Development



Due 23.6.20

People presenting with symptoms of heavy menstrual bleeding have a detailed history 
taken that includes the impact on their quality of life

People with heavy menstrual bleeding and suspected submucosal fibroids, polyps or 
endometrial pathology have outpatient hysteroscopy

People with heavy menstrual bleeding have a discussion with their healthcare professional 
about all their treatment options



ENDOMETRIAL 
POLYP 
CLASSIFICATION 
STUDYPRETH DE SILVA



AIM
TO PRODUCE AN AGREED SET OF CRITERIA TO 
DEFINE POLYPS THAT ARE EASILY REPRODUCIBLE, 
RELIABLE AND CONSISTENT AND CAN BE USED 
AMONGST NURSES AND DOCTORS OF VARYING 
EXPERIENCE.



ACCESSING THE SURVEY

175

https://www.smartsurvey.co.uk/s/polypsurvey/

DON’T START JUST YET!



PART 1 – IMPORTANT FEATURES TO 
DESCRIBE IN A POLYP

176

Please DO NOT PRESS NEXT PAGE until 
we move onto the next slide



PART 2 – DISTINGUISHING BETWEEN BENIGN 
AND (PRE-)MALIGNANT POLYPS

177

Please DO NOT PRESS NEXT PAGE until 
we move onto the next slide



PART 3 – DEFINING FEATURES TO OPTIMISE
REPRODUCIBILITY

178

• Remember that the aim is to produce an agreed set of
criteria to define polyps that are easily reproducible,
reliable and consistent and can be used amongst nurses
and doctors of varying experience.

Please DO NOT PRESS NEXT PAGE until 
we move onto the next slide



PART 4 – IMPORTANT CLINICAL AND 
DEMOGRAPHIC DATA

179

Please DO NOT PRESS NEXT PAGE until 
we move onto the next slide



PART 5 –CONTINUING INVOLVEMENT IN 
DEVELOPING THE BSGE POLYP 

CLASSIFICATION

180



QUESTIONS OR 
COMMENTS?

181


