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DEFINING AMBULATORY CARE
Setting up Ambulatory Care in Gynaecology



• Outpatient procedures are performed in an appropriate clinic setting, 
but without the need for formal operating theatre facilities or general 
anaesthesia.

• These clinics are usually within a hospital outpatient department (an 
‘outpatient hysteroscopy clinic’), but specific minor operative rooms, 
other multi-purpose facilities or primary care centres. 

• “True outpatient procedures” will be discharged unaccompanied 
within the allocated clinic time and do not require a formal recovery 
period in a hospital bed.

T Justin Clark MD (Hons) MRCOG, Birmingham Women’s Hospital

Setting up Ambulatory Care in Gynaecology

Outpatient ‘office’ gynaecology



• Utilise a ‘One-stop’ ‘See & Treat’ approach
– Avoid multiple patient visits through seamless consultation, testing, treatment and / or 

planning of clinical management
– Reduce hospital admissions (or even attendance at hospital)

• Streamline models of care, including provision of appropriately skilled staff 
and necessary resources and health technologies avoiding unnecessary 
bureaucracy and delays 
– Minimise the need to use expensive operating theatre facilities

• Implement the latest evidence-based practices in a timely fashion

• Respond to the needs of patients and offer patient choice 

• Prioritise the patient experience, especially the management of pain and 
anxiety

Setting up Ambulatory Care in Gynaecology

Outpatient / Ambulatory hysteroscopy 
services should aim to:



DEVELOPMENT & RATIONALE FOR 
AMBULATORY CARE
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Setting up Ambulatory Care in Gynaecology

Rationale

• Provision of equivalent or superior care 
(diagnosis and/or treatment)
– Better outcomes
• Safety (e.g. infection), convenience, acceptability, 

effectiveness 

• Streamlined care avoiding multiple visits and / 
or expensive operating theatre occupation
– Efficiency – cost effectiveness but NOT simply 

cheaper care 



• Patient expectations
– Immediacy

• Clinicians with an interest
– Protocols / evidence base

• Technological advances
– Outpatient diagnosis
– Miniaturisation (optics / instrumentation); portability

• (Politics)
– Policy

Setting up Ambulatory Care in Gynaecology

Factors driving development



Setting up Ambulatory Care in Gynaecology

Paradigm shift
• Few ambulatory units at the end of the 

last century

• 2001 - <30% of hospitals had dedicated 
Outpatient Hysteroscopy Units
– <20% of these performed operative 

procedures (polypectomy)

• 2019 - Outpatient Hysteroscopy Units 
now ubiquitous (hospital or 
community settings)
– Majority offer diagnosis and therapy



BUSINESS CASE
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Setting up Ambulatory Care in Gynaecology

Business case
• Get correct local form if one exists in your 

hospital
– Templates available

• Demonstrate potential benefits of new services 
to decision makers
– Clinical
– Efficiency

• Involve relevant managers – follow up regularly –
often have to go to the top

• Patient support



Setting up Ambulatory Care in Gynaecology

How can we set up services?:

• Chapter 2 – Business Plans

Business plan outline

1.Executive Summary
2.Background
3.Description of new intervention
4.Benefits summary
5.Business case

5.1Diagnosis / treatment model
5.2Tabulated unit costs & resource utilisation
5.3Comparison with standard / current practice
5.4System set up & cost

5.5Training requirements
6.Comments/Discussion
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Business case
• Get correct local form if one exists in your 

hospital
– Templates available

• Demonstrate potential benefits of new services 
to decision makers
– Clinical
– Efficiency

• Involve relevant managers – follow up regularly –
often have to go to the top

• Patient support



Setting up Ambulatory Care in Gynaecology

How can we set up / expand services?: 
Overcoming obstacles

• Rationale
– Demonstrate potential benefits of new services to 

decision makers

• Formulate a business case
– Audit of current practice is key to this



Setting up Ambulatory Care in Gynaecology

Example (Birmingham Women’s Hospital 
2000)

Procedure Number 
(year)

Duration 
(average)

% possible in 
OP setting

Number transferred to
OP setting (projected)

Number of ‘new’
OP hysteroscopy 
clinics needed 
(projection based 
upon 6 per clinic)

Number of 
operating lists 
released (half 
day sessions –
projection based 
upon 6 cases per 
list

Diagnostic hysteroscopy/D&C 650 30 mins 90% 580 100 100

Uterine polypectomy 120 30 mins 80% 110 20 20

Retrieval of ‘lost’ IUCDs 20 30 mins 90% 15 3 3

Insertion of Mirena IUCS 100 30 mins 90% 90 15 15

Endometrial ablation 140 30 mins 50% 70 12 12

Laparoscopic sterilisation 360 30 mins 50% 180 30 30

TOTAL 1400 - - 1000 180 180

T Justin Clark MD (Hons) MRCOG, Birmingham Women’s Hospital



Setting up Ambulatory Care in Gynaecology

Business plans - viability

• Estimate costs of setting up a comprehensive hysteroscopy 
service
– Infrastructure
– Equipment
– Training

• Estimate costs of running the service
– Infrastructure and maintenance
– Disposables
– Decontamination
– Salaries*

• Main cost driver

• Estimate income
– Coding
– Get help from middle management – it’s their job! 



Setting up Ambulatory Care in Gynaecology

How can we set up services?:

• Remember you are running a SERVICE for patients. Efficiency is 
paramount BUT making money is not the primary objective. 
– Some interventions may lose money, some  may ‘break even’ and others 

bring in revenue. 
– Aim for a cost neutral service as a minimum to maintain the viability of the 

service

• Keep patient outcomes and standards of clinical care at the 
forefront of any discussions with management
– Satisfaction (regular audit)
– Throughput (ongoing audit / data)
– Safety (audit)
– Outcomes (audit / research / implement published guidance pertaining to best 

practice)
– Marketing (PCTs, GPs etc.)



Building a Successful OPH Clinic 

Change in philosophy

The historical standard:

“ Is this patient suitable for outpatient surgery?”

should be replaced by

“Is there any justification for performing this case under 
general anaesthesia +/- a requirement for full operating 
facilities?”



AMBULATORY SERVICES
Setting up Ambulatory Care in Gynaecology



HYSTEROSCOPY
Setting up Ambulatory Care in Gynaecology



Outpatient surgical management of intrauterine pathology

How to perform outpatient operative 
hysteroscopy successfully

• Best practice
– BSGE/RCOG guideline

• Combating pain and anxiety

• Equipment
– Endoscopes
– Mechanical instruments
– Tissue removal systems

• Technique
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Tips & tricks of outpatient hysteroscopy 

Combating pain and anxiety: Options

• Successful implementation of an
outpatient interventional service 
requires effective attenuation of 
anxiety and pain. 

• This can only be accomplished if
the operator appreciates relevant:

– Psychological factors
– Physical factors 
– Uterine neuro-anatomy
– Action and role of pharmacological agents

• Analgesics
• Anaesthetics
• Sedatives

– Importance of the team and bedside manner
• ‘VOCAL – LOCAL’

– Gentle, expeditious approach



Study or Subgroup

Intracervical
Bellati 1998
Broadbent 1992
Esteve 2002
Subtotal (95% CI)

Heterogeneity: Tau² = 0.00; Chi² = 1.98, df = 2 (P = 0.37); I² = 0%
Test for overall effect: Z = 2.72 (P = 0.007)

Paracervical
Al-sunaidi 2007
Cicinelli 1998
Giorda 2000
Lau1999
Vercellini 1994
Subtotal (95% CI)

Heterogeneity: Tau² = 1.08; Chi² = 115.85, df = 4 (P < 0.00001); I² = 97%
Test for overall effect: Z = 2.69 (P = 0.007)

Transcervical
Cicinelli 1997
Costello 1998
Kabli 2008
Lau 2000
Shankar 2004
Subtotal (95% CI)

Heterogeneity: Tau² = 0.01; Chi² = 5.50, df = 4 (P = 0.24); I² = 27%
Test for overall effect: Z = 1.04 (P = 0.30)

Topical
Soriano 2000
Wong 2000
Subtotal (95% CI)

Heterogeneity: Tau² = 0.20; Chi² = 10.00, df = 1 (P = 0.002); I² = 90%
Test for overall effect: Z = 0.98 (P = 0.33)

Total (95% CI)

Heterogeneity: Tau² = 0.33; Chi² = 158.49, df = 14 (P < 0.00001); I² = 91%
Test for overall effect: Z = 3.43 (P = 0.0006)

Mean

8.675
2.408

2.6

2.1
1.55
5.3
4.1
4.5

9.22
3.1

4
4.1
3.2

2.2
1.57

SD

3.79
0.934

2.2

0.2
1.38
1.1
3.2

2

3.56
2.3
2.1
3.6
2.4

1.9
0.77

Total

40
49
34

123

42
36

121
49
87

335

40
49
42
45

100
276

62
250
312

1046

Mean

9.175
2.771

4.3

3.2
6.66
6.3
4.1
4.9

11.32
3.4

4
4.2
3.1

3.7
1.58

SD

3.74
0.928

3.3

0.3
3.94
2.18
3.4
2.2

3.75
2.6
2.4
3.2
2.6

2.5
0.8

Total

40
48
28

116

42
36

119
50
90

337

40
50
36
44

100
270

56
250
306

1029

Weight

6.6%
6.7%
6.3%

19.6%

5.1%
6.2%
7.2%
6.8%
7.1%

32.4%

6.6%
6.8%
6.6%
6.7%
7.2%

33.7%

6.8%
7.4%

14.3%

100.0%

IV, Random, 95% CI

-0.13 [-0.57, 0.31]
-0.39 [-0.79, 0.02]

-0.61 [-1.12, -0.10]
-0.36 [-0.61, -0.10]

-4.27 [-5.06, -3.49]
-1.71 [-2.26, -1.17]
-0.58 [-0.84, -0.32]

0.00 [-0.39, 0.39]
-0.19 [-0.48, 0.11]

-1.28 [-2.22, -0.35]

-0.57 [-1.02, -0.12]
-0.12 [-0.52, 0.27]
0.00 [-0.45, 0.45]

-0.03 [-0.44, 0.39]
0.04 [-0.24, 0.32]

-0.11 [-0.31, 0.10]

-0.68 [-1.05, -0.30]
-0.01 [-0.19, 0.16]
-0.32 [-0.97, 0.33]

-0.54 [-0.86, -0.23]

Anaesthetic Control Std. Mean Difference Std. Mean Difference
IV, Random, 95% CI

-4 -2 0 2 4
Favours local anaesthetic Favours control





Tips & tricks of outpatient hysteroscopy 

Best practice guidelines for outpatient hysteroscopy



Tips & tricks of outpatient hysteroscopy 

Best practice: Key points



Patient selection

Patient preferences

• Counselling
– Patient information

• Timing
– Backed up with verbal information

• LISTEN TO YOUR PATIENT!



Tips & tricks of outpatient hysteroscopy 

Hysteroscopic skills: 
Assessment of the vagina, cervix, cervical canal & uterine cavity

• Vaginoscopy
– Minimises patient discomfort by avoiding vaginal distension (antiseptic 

swabs or vaginal speculae) and cervical instrumentation (tenaculums / 
vulsellums)



Tips and tricks for outpatient hysteroscopy

Vaginoscopy: Evidence



Outpatient surgical management of intrauterine pathology

How to perform outpatient operative 
hysteroscopy successfully

• Best practice
– BSGE/RCOG guideline

• Combating pain and anxiety

• Equipment
– Endoscopes
– Mechanical instruments
– Tissue removal systems

• Technique



Setting up ambulatory care in gynaecology

Why has ambulatory gynaecology developed?:
Improved minimally invasive diagnosis



Setting up ambulatory care in gynaecology

Why has ambulatory gynaecology developed?:
Emphasis on conservative interventions



Outpatient surgical management of intrauterine pathology 

Equipment: Hysteroscopes

– Diameter
– Length
– Optics
– Compatibility
– Rigid vs. flexible
– 0° vs. offset lens (12°,30°)
– Diagnostic

• Single flow
– Operative

• Continuous flow
• Bespoke endoscopes (TRS)

– Disposable vs. reusable
– Fixed vs. portable



Outpatient surgical management of intrauterine pathology 

Equipment: Ancillary instruments

• Mechanical
– Grasping forceps 
– Biopsy forceps
– Scissors
– Myoma fixation instruments 
– Aspiration cannulae

• Electrical instruments
– Needle electrode 
– Retraction loop (‘snare’)

• Specific therapeutic devices
– EssureTM permanent birth 

control system



Outpatient surgical management of intrauterine pathology 

Ancillary instruments

• Mechanical
– Grasping forceps 
– Biopsy forceps
– Scissors
– Myoma fixation instruments 
– Aspiration cannulae

• Electrical instruments
– Needle electrode 
– Retraction loop (‘snare’)



Outpatient surgical management of intrauterine pathology 

Tissue removal systems

The image part with relationship ID rId2 was not found in the file.

The image part with relationship ID rId2 was not found in the file.



Outpatient surgical management of intrauterine pathology 

Understanding Fluid Management
• Relevant for fibroid resection

• See Guidelines - BSGE / ESGE; 
AAGL
– Awareness of monopolar (non-

electrolyte media) vs. bipolar 
electrical circuits (isotonic) 
distension media requirements

– Fluid monitoring
• Fluid thresholds (2500ml 

isotonic; 1000ml hypotonic)
• Fluid monitoring
• Managing fluid overload (hypo-

osmolar, hyponatraemia)

38

*ACOG Technology Assessment:  Hysteroscopy, Number 7, June 2011.
**AAGL Practice Report:  Practicing Guidelines for the Management of Hysteroscopic Distending Media, 2013. 



Outpatient surgical management of intrauterine pathology 

Portable hysteroscopy…...

• Illumination
– Portable LED licht source

• Imaging
– Mobile phone



Outpatient surgical management of intrauterine pathology 

Technique: Operative – polypectomy (miniature 
bipolar electrosurgery)



Outpatient surgical management of intrauterine pathology 

Specific hysteroscopic skills: 
Polypectomy –tissue removal system advantages vs. electrical resection



Outpatient surgical management of intrauterine pathology 

Technique: Operative – myomectomy–
Tissue Removal Systems – TRUCLEAR mini-ultra (5mm!)



TruClear: a minimally invasive option for addressing abnormal uterine bleeding and intrauterine pathology 

Versapoint + Tissue removal systems
(Grade1/2 submucous fibroids)



HYSTEROSCOPY  - ABNORMAL UTERINE 
BLEEDING & REPRODUCTION

Setting up Ambulatory Care in Gynaecology



Patient selection

Indication: Abnormal uterine bleeding
• Postmenopausal bleeding

– ET>4mm / abnormal endometrium +/-
non-diagnostic endometrial biopsy



Patient selection

Indication: Abnormal uterine bleeding
• Heavy menstrual 

bleeding – refer to 
NICE guideline 
update 2018



Outpatient surgical management of intrauterine pathology 

Evidence: Outpatient treatment of Polyps





Building a Successful OPH Clinic 

Outpatient endometrial ablation local anaesthetic protocols:

T Justin Clark MD (Hons) MRCOG, Birmingham Women’s Hospital



Building a Successful OPH Clinic

DUB – endometrial ablation

T Justin Clark MD (Hons) MRCOG, Birmingham Women’s Hospital



Setting up Ambulatory Care in Gynaecology

Reproduction
• Reproductive failure

• Fertility control



Role of hysteroscopy in reproductive failure

Hysteroscopy and IVF
• No place for routine diagnostic hysteroscopy prior to IVF in 

the presence of a normal transvaginal ultrasound

ADD IMAGE OF NORMAL 
TVS



Surgical management of intrauterine pathology 

Evidence for the surgical management of 
uterine polyps - Subfertility
• Uterine polyps are frequently found during the diagnostic 

work up of women with reproductive problems.
• Estimates of polyp prevalence at hysteroscopy prior to IVF are imprecise ranging from 

between 6 to 32% 1-4
• However, uterine polyps may be incidental findings as the background prevalence in a 

fertile population is not well established.

• Removal of polyps may enhance fertility
– Most available data for polypectomy in subfertile patients suggests that removal may 

improve fertility, with reported spontaneous pregnancy rates varying between 43% to 
80% 

– No RCTs have evaluated the effect of polypectomy on spontaneous pregnancy and IVF / 
ICSI clinical pregnancy rates

– However, one RCT has evaluated the effect of hysteroscopic polypectomy on success of 
IUI
• This demonstrated a benefit of hysteroscopic polypectomy on clinical pregnancy rate



Hysteroscopic polypectomy vs. diagnostic hysteroscopy and biopsy: Clinical 
Pregnancy 

Bosteels J, Kasius J, Weyers S, Broekmans FJ, Mol BWJ, D’Hooghe TM. Hysteroscopy for treating subfertility associated
with suspected major uterine cavity abnormalities. Cochrane Database of Systematic Reviews 2015, Issue 2. Art. No.: CD009461. DOI:10.1002/14651858.CD009461.pub3.



• Two systematic reviews
– One RCT

• Cochrane – restricted to 
RCTs
– A large benefit with the hysteroscopic 

removal of submucous fibroids for 
improving the chance of clinical 
pregnancy in women with otherwise 
unexplained subfertility cannot be 
excluded.

• Pritts et al;
– Fertility outcomes are decreased in 

women with SMFs and removal 
appears to confer benefit
• Clinical pregnancy
• Not miscarriage

Surgical management of intrauterine pathology 

Evidence for the surgical management of 
submucous fibroids - Subfertility



Surgical management of intrauterine pathology 

Clinical outcomes: Infertility & SMFs



Hysteroscopic myomectomy vs. no surgery: Clinical Pregnancy 



Role of hysteroscopy in reproductive failure

Surgical removal to enhance 
reproductive function
Surgery:
1. Lyse all adhesions
2. Restore the shape and dimensions of the 

uterine cavity
3. Identify both tubal ostia. 

– In this way communication between the cervical 
canal and fallopian tubes via a normal volume 
uterine cavity is restored allowing normal 
menstrual flow and adequate sperm 
transportation for fertilisation and implantation to 
occur.

4. Consider concomitant imaging
– Fluoroscopy, ultrasound, laparoscopy

Following surgery:
1. Stimulate endometrial repair and regeneration
2. Prevent reformation of IUAs
3. Restore normal reproductive function, 

ultimately confirming tubal patency.  
4. Repeated surgeries are often necessary as 

adhesions can often recur spontaneously



Surgical management of intrauterine pathology 

Evidence for the surgical management of 
proximal tubal blockage



• Collection of fluid
– Impacts on implantation
– Intefere with embryo 

transfer

Role of hysteroscopy in reproductive failure

Why do cervical niches cause 
reproductive failure?



Uterine septum and reproductive 
failure

• Evidence for the effectiveness of 
resecting the uterine septum 
(uterine septoplasty) is limited to 
mostly small, uncontrolled 
retrospective studies, in which 
improved clinical pregnancy and 
live birth rates have been 
reported1-2

• A multicentre RCT is currently 
underway (the TRUST study) to 
assess whether  hysteroscopic 
septoplasty improves 
reproductive outcome. 

1. Homer HA, Li TC, Cooke ID. The septate uterus: a review of management and reproductive outcome. Fertil Steril 2000 Jan;73(1):1-14.
2. Rikken J et al, Cochrane Database Syst Rev. 2017 Jan 17;1:CD008576. doi: 10.1002/14651858.CD008576.pub4.



• Structural
– Implantation failure
– Uterine capacity / 

contractility
– Endometrial inactivity

Role of hysteroscopy in reproductive failure

Why do underdeveloped uteri cause 
reproductive failure?



WIDENING THE CONCEPT
Ambulatory gynaecology



ACUTE GYNAECOLOGY & EARLY 
PREGNANCY COMPLICATIONS

Setting up Ambulatory Care in Gynaecology



Setting up Ambulatory Care in Gynaecology

Acute gynaecology
• Bartholin’s
• Miscarriage
• RPOC



Setting up Ambulatory Care in Gynaecology

Bartholin’s cyst / abscess
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Bartholin’s cyst / abscess
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Bartholin’s cyst / abscess



Setting up Ambulatory Care in Gynaecology

Miscarriage



Setting up Ambulatory Care in Gynaecology

Chronic retained products of 
conception
• HYMNN trial
• Consign blind surgical management of ERPC to 

history



• Postulated that they may 
delay subsequent fertility:
– Direct effects on 

endometrial function
• Endometrial inactivation
• Endometritis (inflammation 

/ infection)
• Abnormal uterine bleeding

– Indirect effects
• Adhesion formation / 

Asherman’s syndrome 
arising  from blind suction / 
D&C to remove RPOC

Role of hysteroscopy in reproductive failure

Why do chronic RPOC cause 
reproductive failure?



Surgical management of intrauterine pathology 

Evidence for the surgical management of 
chronic RPOC to enhance fertility
• Data are lacking but a trials proposed / underway (PLACEMTA, HYPISTAT,  HARP; 

Birmingham Pilot (HYMNN – below):



HYSTERECTOMY
Setting up Ambulatory Care in Gynaecology





























ONCOLOGY
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Oncology
• Colposcopy
• Vulvoscopy



UROGYNAECOLOGY
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Urogynaecology
• Urodynamics
• Cystoscopy
• Botox
• Bulking agents
• Prolapse
– Pessaries
– Surgical repair



INFERTILITY
Setting up Ambulatory Care in Gynaecology
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Infertility
• Scanning
• Egg collections
• Embryo transfers
• Trans-cervical, trans-myometrial
• Intrauterine insemination
• Sperm retrievals
– PESA, TESA, TESE



QUALITY ASSURANCE
Setting up Ambulatory Care in Gynaecology



Setting up Ambulatory Care in Gynaecology

Quality assurance
• Important for patient care
• Important to justify the service
– Outcomes
– Gain more funding / resources
• Expansion

• Sharing best practice and improving services
individually, locally, and nationally



QUALITY ASSURANCE
Outpatient procedures: Patient selection
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National hysteroscopy survey



Tips and tricks for outpatient hysteroscopy

Vaginoscopy versus vaginal instrumentation: 
Benchmarking data
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Ambulatory Care Network



Setting up Ambulatory Care in Gynaecology

BSGE Surgical Information Collection 
System



DATA CAPTURE– BSGESICS
HTTPS://WWW.BSGESICS.COM/
OR VIA THE BSGESICS APP

Hysteroscopic myomectomy 

https://www.bsgesics.com/


Tips & tricks of outpatient hysteroscopy 

Hysteroscopic skills: 
Surgical information collection system (BSGE)

• Electronic data capture for common hysteroscopic (and 
laparoscopic) procedures
– Individual
– Comparative

• Will work on any platform (smart phones, tablets, computers)
– Shortly to go live at http://bsgesics.com and availability of an app

http://bsgesics.com/


Tips and tricks in outpatient hysteroscopy

Data collection: BSGESICS



CONCLUSION
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Conclusion
• The aim of the service should be to provide efficient, safe, convenient, effective 

investigation and treatment associated with high levels of patient satisfaction
– The better thing to do NOT the cheaper thing to do

• Have a vision
– What services do you want to offer and where?
– Business plans

• Success requires:
– Follow best practice and evidence
– Focus on patient information giving and patient experience
– Ensuring correct infrastructure including staffing and recovery areas
– Use of the best technologies

• Miniaturisation and portability
– Training
– Case-load
– Quality assurance

• Collaboration to share experience / BSGESICS / BSGE Patient survey (national audit)



Building a Successful OPH Clinic

T Justin Clark MD (Hons) MRCOG, Birmingham Women’s Hospital
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Building a Successful OPH Clinic

The picture can't be displayed.

T Justin Clark MD (Hons) MRCOG, Birmingham Women’s Hospital
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