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Setting up Ambulatory Care in Gynaecology

DEFINING AMBULATORY CARE



Setting up Ambulatory Care in Gynaecology

Outpatient ‘office’ gynaecology

* Qutpatient 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 / Ambulatory hysteroscopy
services should aim to:

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)

e 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



DEVELOPMENT & RATIONALE FOR
AMBULATORY CARE



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



Setting up Ambulatory Care in Gynaecology

Factors driving development

Patient expectations

— Immediacy

Clinicians with an interest

— Protocols / evidence base

Technological advances

— Qutpatient diagnosis

— Miniaturisation (optics / instrumentation); portability
(Politics)

— Policy



Setting up Ambulatory Care in Gynaecology

Paradigm shift

 Few ambulatory units at the end of the
last century

e 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

European Journal of Obstetrics & Gynecology and W
Reproductive Biology s

+ 10 June 2002, Pages 65-67

il

Current practice for the treatment of benign
intrauterine polyps: a national questionnaire
survey of consultant gynaecologists in UK

@ Show more

Abstract

Objective: To determine current practice regarding removal of endometrial polyps.
Study Design: A self-administered questionnaire to all 1509 UK consultant
gynaecologists to enquire about their current practice and potential willingness to
participate in a randomised trial. Results: Treatment methods varied considerably.
Inpatient polypectomy was used by 91% and the favoured method was blind removal
of polyp following hysteroscopic localisation (53%). Direct hysteroscopic polypectomy
was more commonly performed by 46% members of endoscopic societies compared
to 33% of non-members. Outpatient polypectomy was performed by 19% of users of
outpatient diagnostic hysteroscopy compared to 2.5% of non-users. One-third of
respondents were willing to enter patients into a randomised controlled trial to
determine the optimal intrauterine polyp removal technique. Conclusion: Opinion
regarding the relative roles of inpatient or outpatient, and blind or hysteroscopic
methods, is divided and a randomised trial comparing the efficacy and safety of these

methods is practicable.
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BUSINESS CASE
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Business case

* Get correct local form if one exists in your
hospital

— Templates available



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




Setting up Ambulatory Care in Gynaecology

Business case

 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

e Rationale

— Demonstrate potential benefits of new services to
decision makers

* Formulate a business case
— Audit of current practice is key to this
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Example (Birmingham Women’s Hospital
2000)

Procedure Number Duration % possible in Number transferred to | Number of ‘new’ Number of
(year) (average) OP setting OP setting (projected) | OP hysteroscopy operating lists
clinics needed released (half
(projection based day sessions —
upon 6 per clinic) 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
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Business plans - viability

e Estimate costs of setting up a comprehensive hysteroscopy
service
— Infrastructure
— Equipment
— Training
e 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?:

e 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?”




Setting up Ambulatory Care in Gynaecology

AMBULATORY SERVICES
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HYSTEROSCOPY



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



Outpatient surgical management of intrauterine pathology

How to perform outpatient operative
hysteroscopy successfully

* Best practice
— BSGE/RCOG guideline

e Combating pain and anxiety

* Equipment
— Endoscopes
— Mechanical instruments
— Tissue removal systems

* Technique



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 man
* ‘VOCAL-LOCAL

Gentle, expeditious approach

Aortic phanes

Hypegastric phexus

~—Inferior bypegastric plexs

Pain relaryed via sympathetic -

Unero-vaingd plexu:
nerves to TH-LE level P e

Pain refayed via parasympatheric -
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RESEARCH

Local anaesthesia for pain control during outpatient
hysteroscopy: systematic review and meta-analysis

Natalie A M Cooper, dinical research fellow Khalid S Khan, professor of obstetrics and gynaecology and
clinical epidemiology, honorary consultant obstetrician and gynaecologist T Justin Clark, consultant
obstetrician and gynaecologist and honorary senior lecturer

ABSTRACT

Objective To compare the effects of different types of local
anaesthetic for pain control during outpatient
hysteroscopy.

Design Systematic review and meta-analysis of
randomised controlled trials.

Setting Outpatient hysteroscopy clinics.

Participants Women undergoing diagnostic or operative
hysteroscopy as outpatients—that is, without general
anaesthesia.

Study selection criteria Medline, Embase, CINAHL, the
Cochrane library, and reference lists of relevant studies.
Two reviewers independently selected trials. Data were
abstracted on quality, characteristics, and results.
Results There were 20 trials (28 51 participants). Data from
15 of these were meta-analysed in subgroups defined by
type of intervention and study quality. Intracervical
(standardised mean difference -0.36, 95% confidence
interval -0.61 to —0.10, I’=0%) and paracervical (-1.28,
-2.22 to -0.35, I’=97%) injections of local anaesthetic
significantly reduced the pain inwomen undergoing
hysteroscopy as outpatients, whereas transcervical
(-0.11, -0.31 to 0.10, 1°=27%) and topical application
(-0.32, -0.97 to 0.33, 1°>= 909%) did not. Meta-regression
showed that paracervical injection was superior to the
other anaesthetic methods (P=0.04), a finding that was
supported by the high quality subgroup of studies. Use of
local anaesthetic did not have a significant effect on the
incidence of vasovagal episodes (P=0.09).

Conclusions Paracervical local anaesthetic injection is
the best method of pain control for women undergoing
hysteroscopy as outpatients.

interventions in various obstetric and gynaecological
procedures.® there is no comprehensive review evalu-
ating comparative effectiveness of the whole range of
local anaesthetic methods for specific procedures.

We conducted a systematic review to determine the
effects of various local anaesthetic techniques used for
pain control during outpatient hysteroscopy.

METHODS
We conducted the review prospectively, devising a
protocol based on widely documented methods.*®

Data sources and searches

We conducted a comprehensive literature search to
identify studies that evaluated the use of local anaes-
thetic to reduce pain during outpatient hysteroscopy.
The databases searched included Medline (from 1950
to September 2008), Embase (from 1980 to September
2008), CINAHL (from 1981 to September 2008), and
the Cochrane library. We used a combination of the
keywords “hysteroscopy,” “vaginoscopy,” “local
anaesthetic,” and their associated medical subject
headings (MeSH) to search Medline, Embase, and
CINAHI. The Cochrane library was searched with
the keywords “hysteroscopy and “anaesthetic.” To
ensure maximum sensitivity we placed no limits or fil-
ters on the searches. We also checked the reference
sections of selected original articles for relevant papers
and retrieved any that we thought were relevant but
had not been retrieved by the database searches.

Study selection
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Paracervical injection

Intracervical injection
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instillation
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Best practice guidelines for outpatient hysteroscopy
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March 2011
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Tips & tricks of outpatient hysteroscopy

B e St p ra Ct i ce: Key p O i N tS Ambulatory hysteroscopy

Natalie AM Cooper mechs,® T Justin Clark mp, MrcoG®*

*Obstetrics and Gynaecology Specialty Trainee, Birmingham Women's Hospital, Mindelsohn Way, Edgbaston, Birmingham B15 2TG, UK
PConsultant Obstetrician and Gynaecologist and Honorary Reader, Birmingham Women'’s Hospital, Mindelsohn Way, Edgbaston, Birmingham B15
21G, UK

*Correspondence: T. Justin Clark. Email: justin.clark@bwhet.nhs.uk

Accepted on 15 February 2013

Box 1. Summary of recommendations for best practice in outpatient

hysterosco . . . , ,
y Py 6. Carbon dioxide or normal saline can be used as distension media

for diagnostic outpatient hysteroscopy, but normal saline should
1. All gynaecology units should provide a dedicated outpatient be used for operative procedures.

hysteroscopy service which is appropriately sized, equipped and
staffed and located outside of the formal operating theatre
setting. The healthcare professional(s) should have the necessary
skills and expertise to carry out diagnostic and/or therapeutic
outpatient hysteroscopy.

2. Written patient information should be provided before the
_____appointment and consent for the procedure should be taken, |

7. Routine, blind cervical dilatation should be avoided.

-S—Fopreatappitatomotocatarmeesthetetotireectocerye2hould be

considered where a cervical tenaculum is necessary. Routine
administration of intracervical or paracervical local anaesthetic
should be used where larger diameter hysteroscopes are being
employed (outer diameter =5 mm) and where the need for
cervical dilatation is anticipated (e.g. cervical stenosis). Standard

C—

3. Women without contraindications should be advised to consider protocols regarding the type, maximum dosage and route of
taking standard doses of NSAIDs 1 hour before their appointment, administration of anaesthesia should be implemented.
but routine use of opiate analgesia should be avoided. 9. Conscious sedation should not be routinely used in outpatient

4. Routine cervical preparation before outpatient hysteroscopy —hysterescopic-procadures : _

el —mstromerTta oy Shoutt-betheStardard-techmgque-for odtpatient
hysteroscopy.

—

. Miniature hysteroscopic systems (<4 mm outer diameter) phould be
y wice of
hysteroscope (e.g. flexible or rigid; 0° or fore-oblique distal lenses)
should be left to the discretion of the operator.

Source: RCOG/BSGE ‘Green-top guideline’ [http:/www.rcog.org.
uk/files/rcog-corp/GTG59Hysteroscopy.pdf]




Patient selection

Patient preferences

Birmingham Women's

* Counselling
— Patient information e

Information leaflet on Publshed i Decamber 2018

"One-Stop”
“See & Treat”
Hysteroscopy
Clinic

* Timing
— Backed up with verbal information
e 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)

DO 1017114147 HISZE2010 088 X Systematic review
voves.bjog.om

Vaginoscopic approach to outpatient
hysteroscopy: a systematic review of the effect
on pain

NAM Cooper,” P Smith,” KS Khan,” TJ Qlark®

snsgham Women's Hoopieal, Blemingham, UK * City Hospital, Birmiinghsen, UX € Bamiaghais Womer's

* Uniiversity of Bis ,
Hospieal, Biemingham, UK

!
Corapovdene Dr T) Clark. Biomingham Women's Hospital. Nemisgham, B15 UK. Email jessncakébwhciahsd

Acsepend 21 Deceber 2008,

Bakground Vsginoscopy, als0 Known as the no-ioucli” techaigue,  Meta-analyses were parmed using the random-efieas mosel 1o
s an altemative method for performing bytercscopy without the  calculute the standardised mean difference (SMD)

need for 2 vagioal speculum to view the cavix of cervical
Instrumentation 1o geasp and steady the cervix

Main results There were six trials (2851 participants). Daza om
v wero mete-analysed, snd we found that

aoscopic approach o hysterscopy was less

Objective To examine the efect of 3 vaginoscopic proach to

outpatient bysteroscopy on the patiests’ experience of pai, using the traditional technigae (SML ~0.44, 95% CI fom ~0.65

compared with a waditional approach using a vagina speaulum 0 -022, I’ = 58%). There was no significant difference in the
number of fiiled procedurus borwsen groups (P = 0.38

Search strategy MEDLINE, EMBASE, CINAHL and the Cochmne ! Lie G ST y

Library were searcived for relevant articles. No filters or Author's conclusions The vaginoscopic apprach to outpatient

restrictions were placed an the searches hyseroxcopy is asccesshul and dgnificantly reduces the pain

pared with
NPy

expesienced by patients during the procedure, con
traditional techaiques using i vaginal speculim. v
should become standard practice for endoscopic instrumentation
of the uterine cavity in the ourpatient setring

Selection critera R
pain when comparing the vaginoscopic technigue versus 3
traditional bysteroscopy in the outpatient satiog,

anised controlled trials (RCTs) the assess

Data tollection and analysis Two reviewers [ndependently selected

Keywords Hysterascopy, no-toch, vaginoscopy
trlals. Data were sbatracted on qualiry, chamcrerisics and resalts B P ¥
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Vaginoscopy: Evidence

B OG An International Journal of
\ ; Obstetrics and Gynaecology

DOt 10.1111/1471.0528.15665
‘www.bjog.org

General gynaecology

Vaginoscopy Against Standard Treatment:
a randomised controlled trial

PP Smith,*® § Kolhe,* S O'Connor,” TJ Clark®

! Institute of Metabolism and Systems Research, College of Medical & Dental Sciences, University of Birmingham, Birmingham, UK

" Birmingham Women's and Children’s NHS Foundation Trust, Birmingham, UK © Royal Derby Hospital, Derby, UK

Correspondence: PP Smith, Birmingham Women's Hospital Academic Department, Birmingham Women's and Children's Foundation Trust,
Edghaston, Birmingham BI5 2TG, UK. Email: paulsmith@doctoss.net.uk

pred 15 February 2019. Published Online 20 March 2019,

Objective To evaluate whether vaginoscopy or standard
hysteroscopy was more successful in the outpatient setting.

Design Randomised cantrolled multicentre trial.
Setting Outpatient hysteroscopy clinics at two UK hospitals.

Population 1597 women aged 16 or older undergoing an
outpatient hysteroscopy.

Methods Women were allocated to vaginoscopy or standard
hysteroscopy using third party randomisation stratified by

menopausal status with no blinding of participants or clinicians,

Main outcome measures The primary outcome was ‘success’, a
composite endpoint defined as: a complete procedure, no
complications, a level of pain acceptable to the patient, and no

sign of genitourinary tract infection 2 weeks after the procedure.

Results Vaginoscopy was significantly more successful than
standard hysteroscopy [647/726 (89%) versus 621/734 (85%),

respectively; relative risk (RR) 1.05, 95% C1 1L.01-1.10; P = 0.01].

The median time taken to complete vaginoscopy was 2 minutes

compared with 3 minutes for standard hysteroscopy (P < 0.001).
The mean pain score was 42.7 for vaginoscopy, which was
significantly less than standard hysteroscopy 464 (P = 0.02),
Operative complications occurred in five women receiving
vaginoscopy and 19 women receiving standard hysteroscopy
(RR 0.26, 95% CI 0.10-0.69).

Conclusions Vaginoscopy is quicker to perform, less painful,
and more succe

ful than standard hysteroscopy and therefore
should be considered the technique of choice for outpatient
hysteroscopy

Keywords Ambulatory hysteroscopy, hysteroscopy, office
hysteroscopy, outpatient hysteroscopy, vaginoscopy

Tweetable abstract Vaginoscopy is quicker to perform, less
painful, and more successful than standard hysteroscopy

Linked article This article is commented on by BS Hurst p. 900
in this issue, To view this mini commentary visit hups://dot.org/
10.1111/1471-0528.15686,

Pleuse cite this paper as: Smith PP, Kolhe S, O'Connor S, Clark T). Vaginoscopy Against Standard Treatment: a randomised controlled trial, BIOG

Suitable for randomisation

Excluded (n =81)

« Declined to participate (n = 70)

Did not want spaculum (n = 40)

Did ot want to specify reason (n = 12)

Due 1o language bamier (n = 8)

Did not want to fill in extra paperwork (0 = 5)
Did not want to be contacted (n =4)

Due 1o poor sight (n = 1)

Randomised (n = 1600) + Randomisation service not available

(n=11)

| l

Allocated to standard technique (n = 800)
* Roceived allocated intervention (n = 800)
« Did not receive allocated intervention (n = 0)

Allocated to vaginoscopy (n = 800)
 Received allocated intervention (n = 800)
+ Did not receive allocated intervention (n = 0)

' Follow-Up

Withdrawal from trial (n = 1)
* Withdrew consent reason not given (n = 1)

Lost to follow-up for infection outcome (n = 73)

Withdrawal from trial (n = 2)
+ Withdrew consent reason not giver (n = 1)
* Withdrew consent as did not want 1o be contacted (n= 1)

Lost to follow-up for infection outcome (n = 81)

Analysed
+ Total analysed (n = 799)
+ Analysed for infection outcome (n = 726)

Analysed
« Total analysed (n = 798)
+ Analysed for infoction outcome (n = 717)

Figure 1, Flow diagram for women in Vaginoscopy Against Standard Treatment trial




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

o
Flow Opt Med NN
S

D
.s,\

Three-dimensional (3D) gel instillation
sonohysterography (GIS) reconstruction of an
endometrial polyp.

FExolwr. Gel ioxillarion sondiysevography. Fernil Steril 20607




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
e 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




Outpatient surgical management of intrauterine pathology

Ancillary instruments

Spring Twizzle

)

f

it

* Electrical instruments

— Needle electrode
— Retraction loop (‘snare’)




Outpatient surgical management of intrauterine pathology /

Tissue removal systems

A7
- /

/‘
#
L
.
X
|
" \
\




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



Outpatient surgical management of intrauterine pathology

Portable hysteroscopy......

 Jllumination
— Portable LED licht source

* Imaging

— Mobile phone

py...
)r complexity

treat




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) TMIG

Lo

Hysteroscopic Myomectomy of FIGO Type 2 Leiomyomas Un de
ia: Bipolar Radi fnq nvN edle-Based Relea
omechanical Morcells

Hysteroscopic Myomectomy of
FIGO Type 2 Leiomyomas

Under Local Anesthesia:

Bipolar radiofrequency needle-based
release followed by
electromechanical morcellation

Malcolm G. Munro, MD, FRCS(c), FACOG

Departments of Obstetrics & Gynecology

David Geffen School of Medicine at UCLA
Kaiser Permanente, Los Angeles Medical Center




HYSTEROSCOPY - ABNORMAL UTERINE
BLEEDING & REPRODUCTION



Patient selection

Indication:

* Postmenopausal bleeding

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

[ —— General gynaecology
o g g

Diagnostic workup for postmenopausal
bleeding: a randomised controlled trial
N van Hanegem,*** MC Breijer,* SA Slockers, MH Zafarmand,** PMAJ Geomini,” R Catshoek,"

JMA Pinenborg.’ LF van der Vout,” FPHU Dijkhuizen,” GCR van Hoecke,' N Reesink-Peters.)
$ Veorsoma," MHA van Hooff,' PIM van Kesteren,™ JA Huime” BC Opmeer,® MY Bongers, ™

EWJ Mol.” A Timmesmans*
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Abnormal uterine bleeding

Postmenopausal bleeding: an RCT ]

Hysteroscopy is needed in the diagnostic workup of postmenopausal

bleeding

TJ Clark

Department of Obstetrics and Gynaecology, Birmingham Women’s Hospital, Birmingham, UK

Linked article: This is a mini commentary on by N van Hanegem et al,, pp. 231-240 in this issue. To view this article
visit httpe//dx.doi.org/10.1111/1471-0528.14126.

Published Online 2 June 2016,

These Dutch authors’ original
attempt to determine the signifi-
cance of uterine polyps for the risk
of recurrent postmenopausal bleed-
ing (PMB) failed (Timmermans
ctal. BJOG 2009;116:1391-5). Their
initial approach was a3 randomised
controlled trial (RCT) of polypec-

The headline findings are that hys-
teroscopic  polypectomy does not
reduce the 18% likelihood of recurrent
PMB and so is not indicated on clini-
cal grounds. However, there was a 6%
incidence of atypical hyperplasia or
cancer in the removed polyps, Hence,
hysteroscopic polypectomy is indicated

tomy versus expectant B

but the lack of equipoise of both
patients and their clinidans hin-
dered recruitment. However they,
like Robert the Bruce inspired by
his arachnid fellow cave dweler,
tried again and redesigned their
RCT to overcome the observed
reluctance to leave a hysteroscopi-
cally detected uterine polyp in situ.
The revised RCT is presented in van
Hanegem etal. (BJOG 2016;
124:231-40). Women with PMB
who screened positive but with a
benign  endometrial  biopsy were
randomised to be discharged (in
keeping with current guidance
Edinburgh: Royal College of Physi-
cians, Scottish Intercollegiate Guide-
lines Network, 2002) or receive a
hysteroscopy. Women  allocated
hysteroscopy who were found to
have a uterine polyp had it duly
removed. The same polyp prevalence
was assumed in the expectant group
and so the impact of polypectomy
on recurrent PMB at 12 months
could be assessed.

10 aid diagnosis of serious end ial
disease but not to alleviate bleeding
symptoms. These findings raise inter-
esting questions about the aetiology of
PMB and the validity of recommenda-
tions on the diagnostic workup of
PMB (Cooper et al. Health Technol
Assess 2014;18:1-201.) as these are
based upon a probabk overinflated
estimate of the accuracy of outpatient
endometrial biopsy (blind dilatation
and curettage being the usual reference
dard rather than hy picall
directed biopsy). More diagnostic
rescarch is needed to evaluate the
accuracy and  cost-effectiveness  of
diagnostic workup strategies for PMB
based upon primary testing with hys-
teroscopy integrating clinical charac-
teristics.

Can we rely on this RCT's find-
ings? Well, we cannot be certain that
a strategy of hysteroscopy and
polypectomy  reduces  recurrent
bleeding because the trial is under-
powered. The authors assumed an
unrealistic 50% reduction in the like-
lihood of PMB post-polypectomy

and so their results are consistent
with a 54% reduction in recurrent
PMB or a 59% increase. Therefore,
we cannot be sure that a larger trial
would not have found differences in
these parameters. Case ascertainment
is also compromised by protocol vio-
lations during follow up, Regardless
of these clinical uncertainties, the
diagnostic information provided by a
workup algorithm using routine hys-
teroscopy appears to be persuasive
and worthy of further investigation
s0 we can refine the efficiency of
testing in PMB.

One final thing T would like to raise
is the authors’ use of saline infusion
sonography during this study. Both sal-
ine infusion sonography and outpatient
hysteroscopy are highly acceptable and
feasible and facilitate the detection of
uterine polyps. However, the develop-
ment of miniature technologies fike
bipolar electro-surgery and tissue
removal systems aid the simultaneous
remaval of focal uterine lesions such as
polyps during hysteroscopy allowing
histological analysis. Hence, the role of
outpatient hysteroscopy in the diagnos-
tic evaluation of women with PMB
may be set 1o increase,

Disclosures of interest

Full disclosure of interests available
to view online as supporting infor-
mation. il




Patient selection

Indication: Abnormal uterine bleeding

Heavy menstrual bleeding: diagnosis

* Heavy menstrual
bleeding — refer to

Heavy menstrual bleeding

» History = examination
» Check full blood count

NICE guideline eI e

additional
symptoms or signs

update 2018

No suspected
abnormality

persistent
intermenstrual
bleeding
Women at high
risk of endome-
trial pathologv’

R, B

Suspected

submucosal fibroids,

polyps or endome-
trial pathology

Offer outpatient
hysteroscopy +

endometrial biopsy?

e Pelvic mass

e Uterus palpable
abdominally

* Examination
inconclusive or
difficult

Possible larger
fibroids

Offer pelvic
ultrasound
(TVorTA)

« Significant
dysmenorrhoea

e Tender bulky
uterus

Suspected
adenomyosis

Offer transvaginal
ultrasound

Offer hysteroscopy
under general or regional

anaesthesia +
endometrial biopsy? or
pelvic ultrasound

Declined or not suitable

Consider transabdominal
ultrasound or MRI

See Management pathway

HMB: heavy menstrual bleeding; MRI: magnetic resonance imaging; TA: transabdominal; TV: transvaginal




Outpatient surgical management of intrauterine pathology

Evidence: Outpatient treatment of Polyps

 _________ RESEARCH| i
RESEARCH Intention to treat

BB oFen access

Participants were randomiy assigned to eitheroutpatient  ntroduction
uterine polypectomy under local anaesthetic orinpatient  Ahnormal uterine hleeding affects women of all ages

'
.
'
L
L}
.
. . . + i '
Outpatient versus inpatient uterine polyp treatment for abnormal Six months § e
@ uterine bleeding: randomised controlled non-inferiority study :
'
= Natalie A M Cooper,'-? T Justin Clark,” Lee Middleton? Lavanya Diwakar,* Paul Smith, one years H I
Elaine Denny.’ Tracy Roberts, Lynda Stobert,” Susan jowett,* Jane Daniels,’ :
on behalf of the OPT trial collaborative group Two years : _l._
'
ABSTRACT relative risk 0.92, 0.82 to 1.02). Failure to remove polyps :
OBJECTIVE was higher (19% v 7%; relative risk 2.5, 1.5to 4.1) and H
To compare the effectiveness and acceptability of acceptability of the procedure was lower (83% v 92%; :
outpatient polypectamy with inpatient polypectomy. 0.90, 0.84 fo 0.97) in the outpatient group Quality of life '
DESIGN did not differ significanthy between the groups. Four Pe I' prOtOCO| -
Pragmatic multicentre randomised controlied non- uterine perforations, one of which necessitated bowel -
inferiority study. resection, all occurred in the inpatient group. ’
SETTING CONCLUSIONS ” H L
Outpatient hysteroscopy clinics in 31 UK National Outpatient polypectomy was non-inferior to inpatient SIX months H l
Health Service haspitals, polypectomy. Failure ta remove 2 uterine polyp was, H
however, more fikely with outpatient polypectomy and '
PARTICIPANTS - H ' _'.—
507 women who attended as outpatients for diagnostic acceptanility of the procadure was <lighlly lower. One years '
hysteroscopy because of abnormal uterine bleeding TRIAL RFG‘ST?*_\T_'ON . :
and were found to have uterine polyps. International Clinical Trials Registry 65868569. '
INTERVENTIONS Two years : —+
.
'
L}
'
)
)
'
L}

uterine polypectomy under general anaesthesia. Data and is the commonest gynaecological reason for referral
were collected on women’s self reported bleeding to secondary care.* Uterine polypsare focal outgrowths
symptoms atbaselineand at 6, 12, and 24 months. Data ¢ the endometrium and are often found in association 1
were also collected on pain and acceptability of the with uterine bleeding in both p pausal and post- ‘ |
procedure at the time of polypectomy. menopausal women.’* Such polyps are detected in an 0 5 0 7 A 1
MAIN OUTCOME MEASURES estimated 20-409 of women with abnormal uterine N -
The primary outcome was successful treatment, bleeding’ following outpatient investigation with
determined by the women's tof bleedingat  pelvic ultrasonography ar hysteroscopy. The available
sixmonths, with a prespecified non-inferiority margin  evidence supports the cument practice of surgically
of 25%. Secondary outcomes included genenic (EQ-50)  removing uterine polyps to help alleviate the symptoms
e sy g Cometon o ot i of noninfarionity 1075
" p ure under general anaesthesia in hospital. How- A = - i
of the procedure. ever, with advances in endoscopic technology it is now margsn oy hon-uwer or'ty ( ° )
RESULTS : possible to perform uterine polypectomy under hystero- = = 2 N =
73% (166/228) ot women in the outpatient groupand scopic guidance in an outpatient setting without the Relative risks (RR) with 95% confidence intervals shown
80% (168/211) In the inpatient group reported successful  need for hospital admission and anaesthesia.™“ Fur-
treatment at sixmanths (intention to treat relative sk thermore, treatment can be carried out at the same time Direction of arrow favours inpatient polypectomy

0.91, 95% canfidence interval 0.82 f0 1.02; perprotacol as diagnosis; the “see and treat” approach.”
od i Al ol

Jha and Lraas




Original Research

Hysteroscopic Morcellation Compared With
Electrical Resection of Endometrial Polyps

A Randomized Controlled Trial

Paul P. Smith, MBChB (Hons), Lee J. Middleton, ms:, Mary Connor, Mp, and T. Justin Clark, MD (Hons)

OBJECTIVE: To evaluate whether hysteroscopic morcel-
lation or bipolar electrosurgical resection is more favor-
able for removing endometral polyps in an office setting
in terms of feasibility, speed, pain, and acceptability.
METHODS: A multicenter, single-blind, randomized,
controlled trial of office hysteroscopic morcellation
compared with electrosurgical resection was conducted.
A total of 121 women were randomly allocated to polyp
removal by one of the two methods in an office setting.
The outcomes assessed were time taken to complete the
endometral polypectomy, defined as the time from
insertion to removal of vaginal instrumentation, com-
pleteness of polyp removal, acceptability, and pain
measured on a 100-mm visual analog scale.

RESULTS: The median time taken to complete the pro-
cedure was 5 minutes and 28 seconds for morcellation
compared with 10 minutes and 12 seconds for electro-
surgical resection (P<.001). The polyps were completely
removed in 61 out of 62 (98%) women assigned to mor-
cellation compared with 49 out of 59 (83%) women trea-
ted with electrosurgical resection (odds ratio 12.5; 95%
confidence interval [Cl] 1.5-100.6; P=.02). The mean pain
scores during the procedure favored morcellation by
16.1 points on average (35.9 compared with 52.0; 95%

Cl for difference, —24.7 to —7.6; P<<001). Overall, 99%
of women found office polypectomy to be acceptable,
with only one woman in the electrosurgical resection
group considering the procedure unacceptable.

CONCLUSIONS: In comparison to electrosurgical resec-
tion during hysteroscopic polypectomy, morcellation was
significantly quicker, less painful, more acceptable to
women, and more likely to completely remove endo-
metral polyps compared with electrosurgical resection.

CLINICAL TRIAL REGISTRATION: ClinicalTrials.gov, www.
clinicaltrals.gov, NCT01509313.

(Obstet Gynecol 2074;123:1-8)

DOI: 10.1097/AOG.0000000000000187

LEVEL OF EVIDENCE: |

he miniaturization of hysteroscopes and ancillary

instrumentation along with enhanced visualization
have enabled hysteroscopic surgery to be performed
in an office setting without the need for general anes-
thesia or hospital admission." The most common
operative hysteroscopic procedure is endometrial pol-
ypectomy,” and the feasibility of such approaches has
been demonstrated.” A disposable miniature bipolar

electrosurgical system has been developed to be used




Building a Successful OPH Clinic

Outpatient endometrial ablation local anaesthetic protocols:

Box: Protocol for an outpatient ‘office’ endometrial ablation

Pre-operative

Inform all wormen not to fast for the procedure thereby preventing byvpoolycaemia,
dehydration and propensity to vaso-vagal attacks

Pre-medicatz one hour prior to the procadure

Simple analgesics - diclofenac 100mg rectal suppository + two co-dydramal tablets
orally(if non-steroidal anti-inflammatory drugs are contra-indicated then alternatives e g.
oral opiate tramadol hydrochlaride 100mg should be administered)

Anti-emetc - ondansetran 4mg orally.

[Motes: Antikiotics are not routinely indicatzd hecause the risk of uterine / pelvic infecton
is low (<1:200)F.

Operative procedure

Position in the dorso-lithotorny position and designate a nurse to stay with the patient
throughout the procedure to offer support and distraction, providing a 'vocal-local'.
Local znaesthesia - directly infiltrat the cervix such as three 2.2ml vials of the local
anaesthetic Citanest (Astra, UK - prilocaine 3% + felypressin 0.03 units/ml) into four
guadrants - the 3, B, 8 and 12 o'clock positions. Injzct the majority of local anaesthetic
(1.5mls) at the deepest possible point in each quadrant, using a 35mm, 276 dertal
syringe, approximating the level of the internal cervical og, and the remander distributed
evenly throughout the length of the cenvix on withdrawal.

Parform a standard diagnostc hysternscopy to exclude intrautenne pathology /
anomalies distorting the uterine cavity contra-indicating the procedure and tn ascerain
likely compliance with the procedure.

Perform the NovaSure TM or Thermachoice T procedure according to manufacturer's
instructions [see below).

[Motes: If patient cannot tolerate the procedure it should be abandoned. Intravenous
sedation or narcotic analgesia is not to be prescribed, An endometrial biopsy is not
needed as a normal endometrial sample should have heen confirmed pror to trial
recruitment]

Post-operative

Return the woman to a designated recavery area, where she can li2 supine or sit and
recuperate (e.9. day-case ward).

Administer further simple analgesia or strong opiat= znzlgesia (e.g. 5-10mg of morphine]
as required to zlleviate post-operative pain according to severity.

Discharge home after a minimum stay of two hours once they have tolerated oral diet,
passed urine and have adzquate pain control.

Discharge with an information leaflet describing expected post-operatve symptoms and
instructions to take simple analgesics regularly for the first 24 hours (diclofenac §0mg
three times daily andfor co-dydramol, two tablets four times daily).

Arrange nurse telephone contact the following day to check on their progress

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



Building a Successful OPH Clinic

DUB — endometrial ablatio

NovaSure Procedures
Under Local Anaesthetic

Mr T Justin Clark
Consultant Gynaecologist

Birmingham Wormen's Hospital

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

ADD IMAGE OF NORMAL
TVS

* No place for routine diagnostic hysteroscopy prior to IVF in
the presence of a normal transvaginal ultrasound

@®

Hysteroscopy in recurrent in-vitro fertilisation failure
(TROPHY): a multicentre, randomised controlled trial

Tarek El-Toukh, alaf, Carla Tabaneli, Luco Gianaroll, Sylvie S Gordts, Stephan Gordts. Greet Mestdagh,

hino, Chiara Benedetto atini, Paul T Seed. Marco Gergolet, Grigoris Geimbizis,

Summary
Lancet 2016 387 2634-21 Background The success rate of in-vitro fertilisation (IVF) remains low and many women undergo multiple treatment
cycles. A previ et lysis suggested hysteroscopy could improve outcomes in women who have had recurrent

Puliished Online

50140- mznnmrmsu 0

See Comment page 2578

See Articles page 2622
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(T Mardssic MD, | Vobaorl MO
Obstetrics and Gyraecology
Departmen

Turf®, Torina, ftaly
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Prof C Beredetto J0); Centre for
Reproductive ledicine, Barts

implantation failure; however, studies were of poor quality and a definitive randomised trial was needed. In the
TROPHY trial we aimed to assess whether | opy imp the livebirth rate following IVF treatment in
women with recurrent failure of implantation.

Methods We did a multicentre, randomised controlled trial in eight hospitals in the UK, Belgium, ltaly, and the
Czech Republic. We recruited women younger than 38 years who had normal ultrasound of the uterine cavity and
history of two to four unsuccessful IVF cycles. We used an independent web-based trial management system to
randomly assign (1:1) women to receive outpatient hysteroscopy (hysteroscopy group) or no hysteroscopy (control
gmup) in lhe monlh before starting a treatment cycle of IVF (with or without intracytoplasmic sperm injection). A

inimised for key p ic variables: age, body-mass index, basal follicle-stimulating
hormunc com:cnlnnon and the number of previous failed IVF cycles. The order of group assignment was masked to
the researchers at the time of recruitment and randomisation. Embryologists involved in the embryo transfer were
masked to group allocation, but physicians doing the procedure knew of group and had h opy
findings accessible. Participants were not masked to their group assignment. The primary outcome was the livebirth
rate (proportion of women who had a live baby beyond 24 weeks of gt ) in the i ion-to-treat lation. The
trial was registered with the ISRCTN Registry, ISRCTN35859078.

pop

Findings Between Jan 1, 2010, and Dec 31, 2013, we randomly assigned 350 women to the hysteroscopy group and
352 women to the control group. 102 (29%) of women in the hysteroscopy group had a livebirth after IVF compared
with 102 (29%) women in the control group (risk ratio 1-0, 95% CI 0-79-1-25; p=0-96). No hysteroscopy-related

pretation Oy h opy before IVF in women with a normal ultrasound of the uterine cavity and a
history ofumutcrssful IVF Inahncm cycles does not improve the livebirth rate. Further research into the effectiveness

of surgical correction of specific uterine cavity abnormalities before IVF is warranted.

@H®

Lancet 2016, 387: 2622-29
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Hysteroscopy before in-vitro fertilisation (inSIGHT):
a multlcentre, randomised controlled trial

arry H de Koning,

Ineke C A Hjanssen, Femke Mol :('n \'/ Mo ‘r ank ) M Broekmans, He \m\ Torrance

Summary
Background Hysteroscopy is often done in infertile women starting in-vitro fertilisation (IVF) to improve their chance
of having a baby. However, no data are available from randomised c lled trials to support this practice. We aimed

to assess whether routine hysteroscopy before the first IVF treatment cycle increases the rate of livebirths.

Methods We did a pragmatic, multicentre, randomised controlled trial in seven university hospitals and 15 large
general hospitals in the Netherlands. Women with a normal transvaginal ultrasound of the uterine cavity and no
previous hysteroscopy who were scheduled for their first IVF were randomly assigned (1:1) to either
hysteroscopy with treatment of detected intracavitary abnormalities before starting IVF (hysteroscopy group) or
immediate start of the IVF treatment (immediate IVF group). Randomisation was done with web-based concealed
allocation and was stratified by centre with variable block sizes. Participants, doctors, and outcome assessors were not
masked to the assigned group. The primary outcome was ongoing pregnancy (detection of a fetal heartbeat at
>12 weeks of gestation) within 18 months of randomisation and resulting in livebirth. Analysis was by intention to
treat. This trial is registered with ClinicalTrials.gov, number NCT01242852.

Findings Between May 25, 2011, and Aug 27, 2013, we randomly assigned 750 women to receive either hysteroscopy
(n=373) or immediate IVF (n=377). 209 (57%) of 369 women eligible for assessment in the hysteroscopy group and
200 (54%) of 373 in the immediate IVF group had a livebirth from a pregnancy during the trial period (relative risk 1-06,

University Medical Center, 959 C1 0-93-1-20; p=0-41). One (<1%) woman in the | opy group developed end ritis affer hy opy.
Maastricht,
d;{lﬂhim‘ Interpretation Rnuline. hysteroscopy does not improve livebirth rates in infertile women with a normal transvaginal
(AW Nep P50 GelreMosgitall] ultrasound of the uterine cavity scheduled for a first IVF treatment. Women with a normal transvaginal ultrasound
Apeldoom, Netherinddl - should not be offered routine hysteroscopy.




Surgical management of intrauterine pathology

Evidence for the surgical management of
uterine polyps - Subfertility

e 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
Ul

* This demonstrated a benefit of hysteroscopic polypectomy on clinical pregnancy rate
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Hysteroscopy for treating subfertility associated with

suspected major uterine cavity abnormalities (Review)

Bostesls J, Kasius J, Weyers S, Broekmans FJ, Mol WL, D'Hooghe TM

Hysteroscopic polypectomy vs. diagnostic hysteroscopy and biopsy: Clinical

Pregnancy
Operative
Study or subgroup tel"OSCI:‘))S)-f Control Odds Ratio Weight Odds Ratio
n/N n/N M-H Fixed 95% Cl M-H Fixad,95% CI
| Hysteroscopic polypectomy vs diagnostic hysteroscopy and biopsy only prior to U
P rez-Medina 2005 64/101 29/103 ‘.’ 100.0 % 44| [ 245,796 ]
Total (95% CI) 101 103 - 100.0 % 4.41[2.45,7.96]
Total events &4 (Operative hysteroscopy), 29 (Control)
Heterogeneity: not applicable
Test for overall effect: Z = 493 (P < 0.00001)
Test for subgroup differences: Not applicable
001 al | 10 100

Favours diagnostic only Favours polypectomy

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.



Surgical management of intrauterine pathology

Evidence for the surgical management of
submucous fibroids - Subfertility

(g{ Cochrane Two systematic reviews
ulo? Lib
Coihra:eal):'tiaseofSystema(ic Reviews - One RCT

Cochrane — restricted to

suspected major uterine cavity abnormalities (Review) R CTS

Hysteroscopy for treating subfertility associated with

Bosteels J, Kasius J, Weyers S, Broekmans FJ, Mol BWJ, D’'Hooghe TM

— Alarge benefit with the hysteroscopic

uterine Fisroins [ removal of submucous fibroids for

improving the chance of clinical
Fibroids and infertility: an updated systematic review preghancy in women with otherwise
of the evidence . -

unexplained subfertility cannot be

Elizabeth A. Pritts, M.D.,* William H. Parker, M.D.,” and David L. Olive, M.D.*

* Wiscoasin Featility Institute, Wiscoasin; and * [ of Obstetrics and Gynecology, University of California, exc I u d e d
.

Los Angeles, California

Objective: To mvcsuguc the effect of fibroids on fcmhly and of in improving
n: review and met: lysis of existing studies.

Selting: Private center for Reproductive endocrinology and infertility,

Patienl(s): Women with ﬁbmula and infertility.

L
A review, raw data extraction and data analysis. L P rltts et a I *
Main O M Clinical rate, abortion rate, ongoing pregnancy/live birth rate, )
implantation rate, and preterm delivery rate in women with and without fibroids, and in women who underwent
myomectomy.

Resull(s): Women with subserosal fibroids had no differences in their fetility outcomes compared with infertile —_ Fe rtl | Ity outcomes are d ecrease d | n

controls with no myomas, and myomectomy did not change these outcomes compared with women with fibroids in

situ. Women with intramural fibroids appear to have d d fertility and i loss H h S d I
v\.nlh women without such tumors, but study quality is poor. Myomectomy does not significantly increase ulcclm WO m e n W It IVI FS a n re m Ova

ical pregnancy and live birth rutes, but the data are scarce. Fibroids witha led to .
clinical and impl ion rates d with infertile control subjects. Removal of submucous myo- p p f b f
nmap;mnllkclylmmpwvcfcmluy a ears to Con er ene It
Conclusion(s): Fertility in women with fibroids, and removal seems to confer R

beanefit. Subserosal fbroids oot ffect fertility outcomes, and removal does not confer benefit. Intramural fibroids * Clinical pregnancy

appear to decrease fertility, but the results of therapy are unclear. More high-quality studies need to be directed to-

ward the value of myomectomy for intramural fibroids, focusing on issues such as size, numhcr and pmxlmlly to ° H H

the endometrium, (Fertil Steril® 2009:91:1215-23. ©2009 by A ! Society for Ri NOt mlsca r”age

Key Words: Fibroids, infertility, my ART, leiomy fertility




UTERINE FIBROIDS

Fibroids and infertility: an updated systematic review
of the evidence

Eliznietis A Prises. M 1" Widliam 1 Parker: M1 d Diwid | Olive. MD*

Surgical management of intrauterine pathology [ e ey Lo of i

Clinical outcomes: Infertility & SMFS

[ TABLE 3

Effect of fibroids on fertility: submucous fibroids.
Number of studies/ Relative 95% confidence

Outcome substudies risk interval Significance
Clinical pregnancy rate - 0.363 0.179-0.737 P- 005
Implantation rate 2 0.283 0.123-0.649 P-.003

Ongoing pre /live birth rate 2 0.318 0.119-0.850 P .001
Spont
Pretern dj TABLE 6

Effect of myomectomy on fertility: submucosal fibroids.
Number of studies/ Relative 95% confidence

Frns. Fibrolds o

Outcome substudies risk interval Significance

Clmcal pregnancy rata 2 2.034 1.081-3.826 P-.028
Impiantation ate ] — - -
Ongoing pregnancy/live birth rate 1 2.654 0.8920-7.658 Not significant
Spontaneous abortion rate 1 0.771 0.359-1.658 Not significant
Preterm delivery rate 0 - — -

B. Controls: infertie women with no fibroids

Clinical pregnancy rate 2 1.545 0.998-2.391 Not significant
Implantation rate 2 1.116 0.906-1.373 Not significant
Ongoing pregnancy/live birth rate 3 1.128 0.959-1.326 Not significant
Spontaneous abortion rate 2 1.241 0.475-3.242 Not significant
Preterm delivery rate 0 — — —

Prizs. Fibrolds and bgferiling. Reral Suerdd 2009,




Cochrane
wo? Library

Cochrane Database of Systematic Reviews

Hysteroscopy for treating subfertility associated with

suspected major uterine cavity abnormalities (Review)

Hysteroscopic myomectomy vs. no surgery: Clinical Pregnancy S —
Operative
Study or subgroup temsc?py Control Odds Ratio Weight Odds Ratio
n/N n/N M-H Fixed 95% Cl M-H Fixed 95% C

| Removal of submucous fibroids only vs regular fertility-oriented intercourse

Casini 2006 13/30 [77) - 662 % 204 [ 062, 666 )
Subtotal (95% CI) 30 22 T_— 66.2 % 2.04 [ 0.62, 6.66 |
Total events 13 (Operative hysteroscopy), 6 (Control)

Heterogeneity: not applicable

Test for overall effect Z = 118 (P = 0.24)
2 Removal of mixed submucous-intramural fibroids vs regular fertility-oriented intercourse

Casini 2006 822 3720 T 338% 324[072 1457 )
Subtotal (95% CI) 22 20 ) 338 % 3.24[0.72, 14.57 ]
Total events 8 (Operative hysteroscopy), 3 (Control)

Heterogeneity: not applicable
Test for overall effect Z = 153 (P = 0.13)
Total (95% CI) 52 42 [ 100.0 % 244(097,6.17 ]

Total events 2| (Operative hysteroscopy), 9 (Control)

Heterogeneity. Chi? = 022, df = | (P = Q.64); I =00%
Test for overall effect Z = 1.89 (P = 0059)

Test for subgroup differences Chi2 = 022, df = | (P = 0.64), ? =0.0%

Qo1 Ql 1 10 100
Favours intercourse Favours myomectonmy



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 I[UAs

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

Human Reproduction, Vol.32, No.4 pp. 836-852, 2017
Advanced Access publication on February 10, 2017 doi: 10.1093/humrep/dex022

human
reproduction

Fallopian tube catheterization

in the treatment of proximal tubal
obstruction: a systematic review
and meta-analysis

P.M. De Silva', J.J Chu', I.D. Gallos*, A.T. Vidyasagar, L. Robinson,
and A. Coomarasamy
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STUDY QUESTION: What is the chance of clinical pregnancy when fallopian tube ¢ ization is used for whbal obstruction?
SUMMARY ANSWER: The pooled clinical pregnancy rate of tubal catheterization after proximal tubal obstruction is 27% (95% CI
25-30%).

WHAT IS KNOWN ALREADY: Restoring fallopian tube patency by performing tubal catheterization has fallen out of favour since the
increased availability of IVF. Our study is the first review and lysis to gate reproductive outcomes following tubal
catheterization for proximal tubal obstruction.

STUDY DESIGN, SIZE, DURATION: We undertook a sy review and lysis of 27 observational studies consisting
of 1720 patients undergoing tubal catheterization for proximal tubal obstruction, who attempted to conceive naturally after the
procedure

PARTICIPANTS/MATERIALS, SETTING, METHODS: Systematic literature searches were performed in MEDLINE, EMBASE and
the Cochrane Central Register of Controlted Trials. A total of 2195 tites and abstracts were reviewed. Only studies that reported outcomes
when tubal catheterization was performed with no other tubal surgery were included. Twenty-seven cohort studies matched the inclusion cri-
teria for the meta-analysis.

MAIN RESULTS AND THE ROLE OF CHANCE: The meta-analysis showed a pooled dinical pregnancy rate of 27% (95% CI 25-30%)
after the use of tubal catheterization for unilateral or bilateral proximal tubal obstruction (27 studies, 1556 patients). In women with bilateral
obstruction (14 studies, 617 patents), the clinical pregnancy rate was 27% (95% CI 23-32%). Our meta-analysis demonstrated that the
pooled cumulative chinical pregnancy rates were 22.3% (95% CI 17.8-27.8%) at 6 months, 25.8% (95% Cl 21.1-31.5%) at 9 months, 26.4%
(95% C1 23.0-30.2%) at 12 months, 26.0% (95% Cl 22.8-29.7%) at 18 months, 27.0% (95% Cl 24.0-30.5%) at 24 months, 27,9% (95% CI
249-31.3%) at 36 months and 28.5% (95% CI 25.5-31.8%) at 48 months. The pooled live birth rate (14 studies, 551 patents) was 22% (95%
Cl 18-26%), The pooled ectopic pregnancy rate (27 studies, 1556 patients) was 4% (95% Cl 3-5%). The included studies scored satisfactorily

O " L

bl o

LIMITATIONS, REASONS FOR CAUTION: The pooled dinical pregnancy rate after tubal catheterization was found to be almost com
parable to that after IVF. However. included studies were small, non-comparative series with significant clinical heterogeneity in population

characteristics, follow-up and surgical equip que and experience.




Role of hysteroscopy in reproductive failure

Why do cervical niches cause
reproductive failure?
— Intefere with embryo

transfer Scar defect

e Collection of fluid

— Impacts on implantation




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
reported*-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. RikkenJ et al, Cochrane Database Syst Rev. 2017 Jan 17;1:CD008576. doi: 10.1002/14651858.CD008576.pub4.



Why do underdeveloped uteri cause
reproductive failure?

e Structural

—— e

NAA 4

o

— Implantation failure

— Uterine capacity /
contractility

— Endometrial inactivity




WIDENING THE CONCEPT



ACUTE GYNAECOLOGY & EARLY
PREGNANCY COMPLICATIONS



Setting up Ambulatory Care in Gynaecology

Acute gynaecology

e Bartholin’s
* Miscarriage
e RPOC



Setting up Ambulatory Care in Gynaecology

Bartholin’s cyst / abscess
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Word catheter and marsupialisation in women
with a cyst or abscess of the Bartholin gland
(WoMan-trial): a randomised clinical trial
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Objective To compare recurrence of & cyst or abscess of the Bartholin between August 2010 and May 2014. Baseline characteristics were
sparable. Recurrence occurred in 10 women (12%) allocated to Word

gland after surgical treatment wing a Word catheter or marsupialisation. <
catheter versus eight women (10%) allocated to marsupialisation: relative
risk (RR) 1.1, 95% confidence interval (CI) 064-191; P = 0.70. Pain

Setting Eighteen hospitals n the Necherlands and one hospital in scoces after treatment were also comparable. In the first 24 hours after

Design Multicentre, open-label, randomised controlled trial

England. treatment, 33% used analgesics in the Word catheter group versus 74%
in the manupialisation group (P < 0.001), Time from dlagnosis to

Population Women with a symptomatic cyst or abscess of the treatment was | hour for placement of Word catheter versus 4 hours for

Bartholin gland ) > 2 g n1d

Methods Women were randomised to treatment with Word Conclusions In women with an abscess or cyst of the Bartholin gland,

catheter or marsupialisation. treatment with Word catheter and marsupialisation results in comparable

recurrence rates.

Main outcome measures The primary outcome was recurrence of the cyst
or abacess within | year of treatment. The secondary outcomes included pain
dur scale), use of analgosics,
and time from diagnosis to trestment. Analysis was by intention- to-treat. To

nd afier treatment (measured on a 10-pe

Tweetable abstract Comparable recurrence rates for treatment of
Bard

olinic abscess/cyst with Word catheter and marsupialisation

assess whether marsupialisation would reduce the recurrence rate by S
ha estor 0,05, beta ervor 0.2), Linked article This article is commented on by § Bakour, p. 250 in
this issue. To view this mini commentary visit httpi/dx.doi.org/10.
1111/1471-0528.14375,

(from

20 to 15%) we needed to include 160 women

Results One hundn
trestment by Wor

d and sixty-one women were randomly allocated to

atheter (n = 82) or marsupialisation (n = 79)

Please cite this paper as: Kroese JA, van der Velde M, Morssink LP, Zafarmand MH, Geomini P, van Kesteren PJM, Radder CM, van der Voet LF, Roovers
IPWR, Graziosi GCM, van Baal WM, van Bavel |, Catshoek R, Klinkert ER, Huirne JAF, Clack T], Mol BW), Reesink-Peters N. Word catheter and




Setting up Ambulatory Care in Gynaecology

Bartholin’s cyst / abscess

Birmingham Women'’s INHS)

NHS Foundation Trust

Outpatient Management
of Bartholin’s Cyst and
Abscess:
Balloon Catheter |
Insertion Guidelines

Version: 1.0
Name of approving committee: Gynaecology Directorate
Ratified by: Gynaecology Directorate
Date ratified:
Date Iissued:
Review date:
Name of Lead Officer Dr
Y Dr Amina Douglas (AD); Prof T Justin Clark
Name of originator/author: (TJC), Mary Eyo
Job title of author: Specialist Registrar year 7, Consultant

O&G, Specialist Registrar year 3

Target audience: Clinical staff / Gynaecology Directorate

7.12.2. Intraoperative

The RGN will work from the working trolley providing necessary assistance to the
clinician.

The clinician will:

Clean the skin surrounding the cyst/abscess

.

Palpate the cyst / abscess

Apply xylocaine 10% spray or yapgq:coolant spray (ethyl chloride e.g.
i)

Grasp the cyst with a small pair of forceps or between finger and thumb to

stabilise

Make a 0,5cm (stab) incision with a no.11 blade, within the introitus extemal

to the hymenal ring

Take a pus swab for MC&S

Drain the contents of the cyst/abscess

Irrigate the cavity with 0.9% NaGl,x 10-20mis

Insert the bulb tip of the catheter into the cyst/abscess cavity and then

inflate with Smis 0.9% NaGl

Place the free end of the catheter in the vagina

Leave the catheter in place for 6 weeks.

Word catheter

Cyst cavity

Bartholin gland

Inflated baloon In cyst cavity with
catheter egressing Into the vagina




Setting up Ambulatory Care in Gynaecology

Bartholin’s cys

What should | expect following the
operation?

In both procedures some discomfort for 2—3
days and wound discharge may be
xperienced for up to 2 weeks following balloon
catheter insertion.

You can go about normal activities, including
sexual intercourse, as soon as you feel
comfortable (including while the catheter is in
place).

What should | expect following the
balloon catheter insertion?

You will be prescribed with a course of
antibiotic tablets to take for one week.

f the catheter falls out within 10 days, you will
pe assessed to decide whether another cathe-
er should be put in or whether you would pre-
fer to have a marsupialisation procedure.
If the catheter remains In place, you will be
seen 6 weeks following the procedure for
assessment.

When can | return home?
Marsupialisation is a day-case procedure
requiring a general anaesthetic . You will be
able to return home 2-4 hours following the
peration, once you have mobilised, eaten and
passed urine.

alloon catheter insertion is a quick, outpatient

rocedure performed with you awake. You will

be able to return home as soon as you are

Fomfortable which is usually within 1-2 hours
” s : t

Can | avoid surgical treatment?

Abscesses when small can resolve on their
own with or without the use of antibiotics. How-
ever when an abscess is large, antibiotics will
not clear the infection. Also If the abscess is
left to discharge (‘burst’) on its own, the
swelling can become very painful and you may
develop a fever and feel unwell,

Drainage of the collection of pus is
needed to remove the abscess and
relieve symptoms in most cases.

Where can | find more information on
Bartholin’s abscess?

Further information is available on the following
NHS website:
NHS Choices. (2013). Bartholin's Cyst and
Abscess. (www.nhs.co.uk)

Authors.
Dr Sarah Stenton
Research Fellow, University of Munich

Professor T J. Clark
Consuftant Gynaecologist, BWCH

Dr Mary Eyo
Specialist Registrar ST3, BWCH
Birmingham Women’s m

Edgbaston, Birmingham B15 2TG
Tel: 0121 472 1377 Fax: 0121 627 2602

INHS |

Birmingham Women's
and Children’s

NHS Foundation Trust

Bartholin’s Abscess or Cyst
Treatment Options

t / abscess

mhat is a Bartholin's abscess?

[The Bartholin's glands are located on either
Iside of the entrance to the vagina.

|An infection of the gland can cause a painful
collection of pus called a Bartholin's abscess.
[This painful swelling is a common problem in
jwomen of reproductive age and can limit
jnormal activity. Sometimes the gland swells
without infection and this is called a Bartholin's
fcyst

N\
N\

Urethral opening

Vaginal opening

U\ Bartholin's gland |
I & duet N
f | /
| /(‘ ’ N ,.
\ \"g. o=
N\ Bartholin's abscess

[What treatment is available?

‘wo procedures are available to treat a Bar-
holin's abscess. Both treatments aim to drain
he abscess, to relieve symptoms and to mini-
hise the chance of the abscess reforming
fecurrence).

hese treatments are:

this requires hospital ad-
mission and a general anaesthetic

Balloon catheter insertion—this is a conven-
ient and quick outpatient procedure during
which you don't need to be put to sleep.

There is no difference in the number of
women who return with another abscess
after with either

tion or balloon catheter insertion.

Women tend to wait less time to have
treatment and require less pain relief af-
ter treatment when having a balloon
catheter insertion.

Marsupialisation

This is a surgical procedure performed in the
operating theatre under general anaesthetic
(while you are asleep).

An incision (cut) is made into the abscess
cavity which Is drained and washed out

The edges of the abscess are sewn to the
surrounding skin

The cavity remains open to drain freely
following the surgery

This will heal gradually over 4-6 weeks and
reduce In size until it is no longer noticeable.

Incision (cut) into
abscess

(7

Edges sewn to
surrounding skin

Complications: Serious compli \s are ra-
re but bleeding, pain, infection and scar for-
mation can occur.

Balloon catheter insertion

This procedure can be carried out in clinic in
the outpatient department. A local anaesthetic
(numbing or cool spray) is applied to the area.
This means you can remain awake during the
procedure

« An incision (cut) is made into the abscess
cavity which is drained and washed out

A short catheter (tube) is inserted into the
cavity. This allows free drainage of the
swelling following the operation and
prevents the abscess from reforming

A balloon on the tip of the catheter is inflated]
to keep the catheter in place in the abscess
cavity

The free end of catheter can be placed into
the vagina where it will drain

The catheter remains in the cavity for 2-6
weeks before it spontaneously falls out or is
removed by your doctor

P

/

Catheter allowing
drainage of pus

Abscess cavity

Complications: Serious complications are
rare but bieeding, pain, infection and early
fall out of the catheter (requiring a repeat pro-
cedure) can occur,
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Miscarriage

DOL: 10.1111/).1471-0528,2009.02223 x
www.bjog.org

Short communication

Manual vacuum aspiration: a safe alternative for
the surgical management of early pregnancy loss

DS Milingos, M Mathur, NC Smith, PW Ashok

Department of Obstetrics and Gynaecology, Aberdeen Matemity Hospital, Foresterhill, Aberdeen, UK
Correspondence: DS Milingos, Department of Obstetrics and Gynaecolbogy, Aberdeen Royal Infirmary, Foresterhill, AB25 2ZP, Aberdeen, UK.

Email dmiligk@doctors.org.uk

Accepted 6 April 2009, Published Online 14 May 2009,

Manual vacuum aspiration (MVA) is an alternative to the
standard surgical curettage, performed under local anaesthetic in
the setting of 2 treatment room. The aim of our study was to
assess the efficacy of MVA in the management of first trimester
early fetal demise and first- and mid-trimester incomplete
miscarriage. This was a retrospective study of 246 patients who
were scheduled to undergo MYA for first trimester carly fetal
demise and first- and mid-trimester incomplete miscarriage. One
woman was excluded in the analysis because of the procedure

being abandoned prior to MVA. Efficacy of the procedure was
94.7% (232/245). Incomplete uterine evacuation was seen in 5.3%
(13/245) patients. Although not widely used in the UK, MVA
could be considered routinely, thus avoiding general anaesthesia
and the need for access to theatre.

Keywords Early pregnancy loss, manual vacuum aspiration,

miscarriage, surgical evacuation.
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Chronic retained products of
conception

e HYMNN trial

* Consign blind surgical management of ERPC to
history



Role of hysteroscopy in reproductive failure

Why do chronic RPOC cause
reproductive failure?

* Postulated that they may
delay subsequent fertility:

— Direct effects on
endometrial function
* Endometrial inactivation

* Endometritis (inflammation
/ infection)

e Abnormal uterine bleeding

— Indirect effects

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




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):

Population
Women choosing non-surgical management
of first trimester miscarriage
Exdlusion ariteria Nok recruited
Aesasied for o Dedined
»  >14 weeks eligibility *  Missed
gestation patient
* Trophoblastic Jf
disease Recruited
o  Genital tract * Informed consent
infection o Baseline assessments
Transvaginal ultrasound scan (TVS) No RPOC
{8 weeks post-miscarriage diagnosis)
* Ineligible
Retained products of
conception (RPOC)
,__— ‘
Outpatient No outpatient
hysteroscopy (OPH) hysteroscopy (OPH)
[ RPOC I | No RPOC | I&p«um“ Medical Ilsurﬂul |
Hysteroscopic
removal of RPOC
8 8 weeks
1" Complete evacuation of the utenus (TVS) 1° Complete evacuation of the uterus (TVS)
2" Abnormal uterine bleeding 2° Abnormal uterine bleeding
Quality of life {SF12, EQ-5D) Quality of life (SF12, EQ-5D)
Adverse effects Adverse effects
Health care resource use Health care resource use
8 months 8 months.
Intrauterine adhesions (OPH) Intrauterine adhesions (OPH)
Abnormal uterine bleeding Abnormal uterine bleeding
Quality of life (SF12, EQ-5D) Quality of life (5F12, £Q-50)
Adverse effects Adverse effects
Health care resource use Health care resource use
Pregnancy (biochemical; dinical) Pregnancy (biochemical; clinical)




Setting up Ambulatory Care in Gynaecology

HYSTERECTOMY



Patterns of
Benign
Gynaecology
Care in English
NHS Hospital
Trusts

2015/16

Royal College of
Obstetricians &
Gynaecologists

LONDON N
SCHOOLof g

HYGIENE W
&TROPICAL
MEDICINE

3. Proportion of abdominal/laparoscopic hysterectomies performed via the laparoscopic route

% laparoscopic hysterectomies
(adjusted resuits)
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Number of abdominal and laparoscopic hysterectomies

English average -~ - -- - 85% limits
. Trust rate — — - 99.8% limits

Amongst abdominal and
laparoscopic
hysterectomies, the
mean proportion that
were laparoscopic was
32.0%. The mean among
trusts in the lowest decile
for this indicator was
1.1% vs. 72.1% among
trusts in the highest
decile.
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TABLE 4: LENGTH OF STAY BY TYPE OF HYSTERECTOMY

% staying 22 nights
(adjusted results)

Tone of hivaterector National Mean in lowest Mean in highest
P Y y mean (%) decile (%)* decile (%)*
=3 nights
H 15.3 5.4 29.0
Number of hysterectomies AH 242 8.7 39.4
81 VH 72 1.0 216
LHY 4.6 0.0 18.4
4 - 21 >2 nights
2 e
B 3 H' 35.5 14.6 63.1
N" g Length of inpatient sta At R 25'2 s
£3 2 Yo e 211 48 51.2
nT LHY 12.8 0.0 36.3
RE
=1 night
H' 74.0 40.2 97.4
AH 92.0 68.8 97.4
VH# 67.4 26.4 93.7
Number of hysteractomies LHY 41.2 15.4 76.0
- — Fi *After adj for demographic and clinical factors lable in the d It y y (all types combined),
Enghsh avorage. ---°c 95% “"1" AH=Abdominal hysterectomy; ""VH=Vaginal Hysterectomy (including laparoscopically d vaginal hy tomy); Vi H=Laparoscopic
2 Tustrate — — - 69.8% limits hysterectomy=total laparoscopic hysterectomy or subtotal loparoscopic hysterectomy




Length of stay following hysterectomy (all types combined)
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Length of stay >1 night following hysterectomy
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Results

Emergency readmission within 30 days of hysterectomy (all types combined)
Amongst all hysterectomies, the mean rate of emergency readmission within 30 days was
5.0%. The mean rate was 1.8% among trusts in the lowest decile, and 9.7% among trusts in
the highest decile, after adjustment for case-mix variation. The distribution of primary
diagnoses for emergency readmission within 30 days is shown on the right below (The main
reasons for emergency readmission were the same for each type (data not shown).

10 15

5

% of GW'Q' readmissions
(adjusted results)

Number of hysterectomies

N
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Y qop T e g
“yom o= § 0T W
S % et o o
. -8 A -
"'..}/’-‘
200 400 ==

""" 95% limits
— — - 99.8% limits

English average
Trust rate

Primary diagnosis

Frequency among
those readmitted
as emergencies (%)

Haemorrhage 298 (21.2)
Infection 290 (20.6)
Constipation 73 (5.2)
Other and unspecified

ey 71(5.1)
abdominal pain
Urinary tract infection 68 (4.8)
Pain localised to other parts 62 (4.4)

of lower abdomen

Footnote: Only the most commonly recorded
primary diagnoses associated with readmission are
presented so the column does not sum to 100%




Short stay hysterectomy
pathway 2018:

Short stay hysterectomy pathway: Flow diagram

Consultant
Explain to the woman in clinic that admission is short stay and discharge will be on the same day or by early the
next morning (7am) providing they are it for discharge AND
Give the 23 hour hysterectomy patient information leaflet (PIL) AND
Complete the green 23 hour waiting list {“BADGE") card

I

Nurse (pre-admission)
Process patient; complete 23hr admission paperwork and confirm appropriate for same day or 7am discharge;
counsel and list on the 23 hour pathway; confirm PIL given; allocate date for surgery

4

Patient Administration Team
From green badge card select 23hr drop-down on Waiting List Entry via Admission details and input onto Lorenzo.
Write on ORMIS - 23hr with the name of the procedure.
Send to patient 23hr TCl letter, 7am discharge PIL and car park permit (valid for 1hr only)

|

Ward Nursing & Clinical Support staff
On patient arrival, confirm short stay admission and same day or 7am discharge with family (if appropriate)
Give woman patient diary

E 2

Consultant/StR
Prescribe TTOs on pre-operative ward round

i

MoT
Peri-operative anaesthetic / surgical / recovery protocols followed

I

Nursing staff & clinical support staff & pharmacy
Short stay post-cperative protocol and care plan followed
+
TTOs requested using from Pharmacy department ASAP — must be received by 17.00 latest and dispensed

$

Consultant/StR
Confirm woman remains suitable for same day / 23 hour discharge on post-operative ward round

: 1

Ward nursing & dinical support staff
Discharge patient same day or by 7am as long as stipulated criteria met (If patient not fit for dischorge, escalate as
appropriate to the nurse in-charge, clinical coordinator and / or medical team)

 §

Ward Clerk
Confirm accurate discharge time to enter onto Lorenzo {If patient notes states discharge after 07.30 confirm with
nursing staff); make gynaecology clinic follow up as per medical team Instructions

Bl

Ward Nurse in Charge (If appropriate for Individual clinical pathway)
24-36 hrs post discharge, follow-up phone call to patient utilising clinical protocol.
If concerned, escalate as appropriate to the medical team
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Short stay hysterectomy pathway: Eligibility criteria

Patient factors
e Adequate motivation and understanding
e ASA /Il with no sleep apnoea
e No known cardio-pulmonary compromise
¢ No known renal disease
e Age < 60 years
e BMI</=35
« Not indication for admission to Gynaecological Extended Recovery Area
(GERU)

Surgical factors
e Presumed benign disease
* No anticipated surgical complications
e Concomitant procedures acceptable but surgeon to decide on a case by case
basis

Discharge factors
e Residence < 1 hour from BWCH
e Access to transport from hospital to home

e Continuous home support for 24 hours
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Short stay hysterectomy pathway: Peri-operative protocol
including post-operative recovery (anaesthetic and
surgical)

« List planning
o Morning ideally
* Anaesthetic
o Pre-medication avoid if possible except antacid where indicated
o Induction (as per anaesthetists preference)
o Maintenance (as per anaesthetists preference)
o Avoidance of long-acting narcotics to avoid somnolence and
potentiation of urinary retention
o Multi-modal anti-emetics
o Judicious fluid management (ensure hydration but avoid bladder
overdistension)
o Patient warming — ensure normothermia
o Local anaesthesia
= Cutaneous ports — (timing (pre or post incision) and depth of
infiltration (into the subcutaneous tissues) according to surgeon /
anaesthetist preference)
= Laparoscopic transverse abdominus plane (TAP) blocks
o Consider pulmonary recruitment manoeuvre (according to anaesthetist
/ surgeon preference)
* Surgical
= Laparoscopic
= Low pressure gynaecological laparoscopy (consider Air Seal or
Ultravision, systems and open or continuous visual entry with
optical ports according to surgeons preference)
* Avoid drains
= Early (within 6 hours and consider imnmediate) catheter removal
(according to surgeons preference)
o Recovery

&%
Analgesia — regular multi-modal analgesia to ensure patient
comfort and optimal recovery
« Paracetamol; Non-steroidal anti-inflammatory drugs
(NSAIDS); opioids as required
Anti-emesis — minimise nausea (ensure patient can tolerate
fluids / diet)

* Cyclizing; ondansetron



~ Short stay hysterectomy: Patient diary
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What needs to happen before you go home

Tick
box

Time
achieved

_Rneov‘orygpql;(ﬂ)

7. You should be able o STt out of bed and
stand comfortably

2. You should be able to walk up and down
the length of the ward without too much
difficulty (i.e. with minimal support)

3. You should be able o dress unaided

Diet

"~ You should be able to drink nomally

N

—You should be able to eat a light diet (for
example foods like cereal, toast, soup,
mashed potato, pasta, yoghurt)

Passing urine

1. ffyou have a urinary catheter in place then
this should be removed by the nursing staff
after 4-6 hours on the ward.

OR

2. You should be able to pass unine within 4
hours after your catheter is removed. The
nursing staff should check using a bladder
scan that you are emptying your bladder
satisfactorily

If you cannot pass water or empty your
bladder well enough then the nursing staff
should place another catheter and they
should give you an appointment to return
to hospital within the next 2 days to have it
removed.

ound

Your wound should be satisfactory
according to medical or nursing staff

nent

ood tests

T the medical staff request a blood test to
check for anaemia (usually 6 hours after
surgery) then you should be informed if it is
satisfactory and whether you will need to
take oral iron tablets

in control

T Your pain should be controlled with oral
analgesics ('pain killers’)

2. Your pain should be no more than mild at
rest or moderate when you move

neral
health

1. The nursing staff should inform you if they
are happy with the observations they
take f T ital 3




Short stay hysterectomy pathway: Clinical discharge
criteria (nurse)

(The patient should NOT be discharged by a nurse if non-compliant with any of the
criteria unless reviewed and sanctioned by a member of the medical staff)

dose (buy from supermarket / pharmacy)
after 4 days. Patients to be advised to take
paracetamol as required (maximum 1g (2
tablets) 4 times per day).

Routine stool softeners - lactulose / sepna

Uncomplicated surgery

Surgery performed without complications (to -
be defined by surgeon)

Routine antiemetics — gygljzing.or
ondansetron

| Exceptional (only If requested and i
prescribed by medical staff) — please tick all
that apply:

| Ignore and strike through if
no exceptional TTOs
| prescribed

"EBL <500mL -

Opioids

Non-conversion to laparotomy -

Antibiotics

| Post-operative observations'

Hormone replacement therapy

Complied with MEWS chart — stable and
normal vital signs and ability to maintain
oxygen saturation levels >35% on room air

Escalate to medical staft

| Post-operative progress'

Tolerated oral fluids and light diet without -
significant nausea / vomiting

slejele

Low molecular weight heparin
(clexane / dalteparin,— according to
standard gynaecology VTE protocol

[ Post-discharge care

|"Someone at home to act as a garey, for the
next 24 hours

Adequate control of nausea and vomiting -

‘Adequate pain control with an oral regimen -
based upon paracetamol, NSAIDs and
codeine but NO oral morphine required in
the preceding 4 hours

Patient phone number recorded to receive a
post-operative phone call from the nursing
staff the next day

|"Written patient information and emergency
contact numbers given

Voiding spontaneously and emptying the -
bladder satisfactorily (bladder scan) OR
willing to go home with an indwelling urinary
catheter (removal within 48 hours)

ost-operative examination and tests

| Satisfactory abdominal examination = Soft,

minimally tender, no more than moderately
distended (i.e. not tense) and unremarkable
(dry and non-gaping) port site wounds

Escalate to medical staff

6 hour haemeglolin level is in the normal Escalate to medical staff
range AND has not dropped > 20g/L from

the pre-operative level.*

[ Medications to take home

TTO's prescribed by the medical staff and
given to patient with instructions for use

Routine analgesics - NSAIDs / paracetamol:
Standard protocol: Ibuprofen 800mg tds x 4
days — BWCH pharmacy will issue 1 box of
24 x 400mg tablets (If contraindicated then
altemative e.g. codeine based analgesic -
codeine 60mg ggds). Patients to be advised
to revert to standard 400mg tds ibuprofen

1 Minimal 6-hours post-operative ocbservation

2 Escalate to medical staff if unsure or thought to be abnormal

31ifab | dical staff may idk ing to the clinical circumstances (e.g. patient well
and: low starting baegmeglohip, concentration; <20g/L decrease; acute intra-operative bleed only)




Short stay hysterectomy pathway: Day one nurse phone
call: Interview schedule:

(Nurse to document (ring and add free text) patient responses to all questions and actions
taken)

Questi Resp Action Free text bruised, smelly or
discharging
Abdominal 1. Severe - not Return to hospital (escalate e Gastrointestinal /
pain manageable with oral to medical staff for urgent peritonitis — severe
analgesics review) abdominal pain, bilious
2. Moderate - Advice + follow up call next / faeculent vomiting,
manageable with oral day? diarrhea, ileus
analgesics (abdominal distension,
3. Mild - manageable with - nausea & vomiting + no
oral analgesics / flatus PR)
nothing * Respiratory infection /
4. None - pulmonary embolus —
shortness of breath,
Nausea & 1. Severe- nottolerating | Return to hospital (escalate pleuritic chest pain,
vomiting fluids to medical staff for urgent persistent dry or
review) productive cough,
2. Moderate —tolerating | Advice + use anti-emetic baernontysis
fluids TTOs + follow up call next e Deep venous
day’ thrombosis — red,
3. Mild - tolerating fluids - swollen, painful leg +/-
and light diet shortness of breath /
4. None = pleuritic chest pain
Fever 1. Severe - feeling Return to hospital (escalate Other Identify Advice + consider
(general hot/sweaty or cold + to medical staff for urgent _symptoms escalation to medical staff
enquiry) one of: ({) malaise / review)
lethargy; (ii) rigors; (ii) Patient Identify Advice + consider
feeling faint / weak concerns escalation to medical staff
i — = -
2. 'Moderate - feeling Ad\{lc.e + consider Patient Encourage ‘Advice + consider
hot/sweaty or cold antibiotics — escalate to : lation t dical staff
medical staff escalation to medical
3. Mild - malaise / Advice + follow up call next
lethargy but no other day?
toms
Symp! 1 Make a specific system enquiry
4. None - 2 If symptoms persist to the same degree on the day 2 follow up call then escalate to medical staff
Fever e Urinary infection - Return to hospital (escalate
(specific dysuria, frequency or to medical staff for urgent
enquiry) baematuia review)
*  Wound infection —red,
hot, tender, swollen,
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What is a Laparoscopic Hysterectomy?

A laparoscopy is sometimes called keyhale surgery. This means an operation that is
performed via a small telescope inserted into the belly button. The procedure avoids
needing a large open cut on the abdomen (tummy).

A total Involves the womb (uterus) and the neck of the womb
{cervix). A subtotal hy; y involves the uterus but not the cervix. You may
also have the ovaries removed at the same time. The type of hysterectomny will be discussed
with you by your Gynaecologist before the surgery.

Reasons for requiring this surgery include cancers of the womb or cervix, heavy periods or
severe period pain. Alternative treatments to surgery will be discussed with you by your
Gynaecologist.

What happens during the surgery?

This procedure is performed under a general anaesthetic meaning you will be ke asleep. A
small tube {catheter) s put into the bladder to keep it empty through the surgery. Urine will
drain from the tube into a collection bag. This will remain in the bladder until you are
mobile on the ward after the operation.

A laparoscope (telescope attached to a camera) will be Inserted through a cut in the belly
button. Two to 3 more small cuts will be made to allow the surgeon to insert instruments
into the abdomen which is then inflated with carbon dioxide gas to make more space to
perform the operation. In a total hysterectomy the uterus and cervix will be removed
through the vagina. The upper part of the vagina Is then ciosed with stitches. If you have
decided to keep your cervix, the uterus will be cut into smaller pieces so that it can be
removed through a small cut in your abdomen. If the ovaries are also being removed this
will happen at the same time.

What are the risks of the Surgery?

All operations have some associated risks with the surgery and these will be discussed with
'you by your Gynaecoiogist. They will aiso ask you to sign a consent form that explains the
risks further.

The risks of the procedure Include:

* Risks associated with anaesthesia - these risks will be discussed with you by your
anaesthetist but Include nausea and vomiting, sore throat, damage to teeth and
allergy to the drugs used,

* Heavy bleeding that may require 2 bloed transfusion or changing to an open surgical

procedure

Infection which can affect the wounds, the pelvis, the bladder, kidneys or chest

Blood clots in the legs or the lungs

Some pain and bruising around the site of the operation

Damage to other structures in the abdomen such as the blood vessels, bowel,

bladder or ureters (these are the tubes that carry urine from the kidneys to the

4ol

biadder). If this happens you may need further surgery to repair any structures that
‘were damaged.

* Inability to complate the procedure via laparascopy (keyhole) and need to convart to
 laparotomy (open surgery).

What to expect on the day of your surgery?

On arrival to the ward, one of the nursing staff will show you to your bed space and answer
any questions. They will check your pulse and bicod pressure and ask you to provide a urine
sample. They will also give you @ wristband to wear confirming your details. You will also be
seen by team and the

You can eat and drink normally up until 02:30 In the morning of your operation and we
encourage you to drink a large glass of water between 6-6.30am. They will let you know the
Hiely timing of the operation when you arrive and will allow you to drink water up untd 2
hours before the time of surgery.

You will be given a hospital gown to change Into and a pair of anti-embalism stockings to
wear throughout your hospital stay. You should take these home and wear them until you
are fully mobife. These are to reduce the risk of blood clots developing the legs after
surgery,

‘Whaen It Is time for your surgery a nurse will take you up to the theatre. They will also collect
you after the procedure is finished.

After the Operation

You will wake up in the theatre recovery area after the procedure. You may have an oxygen
Mmhehulhvwrhrenhqumd&blnkurmm‘mm You will have a small
tube in th drain the bladder and keep it ematy
Mlumeopemkm.Mywumnuemmnmmnnmewﬂmsﬂberm
which is usually within 4-8 hours of the operation.

You will have some discomfort in your turmmy and/or shoulder tip which will gradually get
better as you start to mave around on the ward, The nurses will give you regular pain relief
whilst in hospital.

You will have 3 to 4 small cuts around 0.5 ~ 1.5cm on you
closed with dissolvable stitches and covered with small d
removed after 24 hours, Tha stitches do not need to be r
healed by 2 weeis after the operation. You shoukd show
this time to reduce the chance of infection.

What does short stay hysterectomy mean  receive a letter telling them about the operation.

&5
complete it but we think it may help you understand how you will feel and also understand
what will happen to you and how you are progressing during your hospital stay.

Your recovery will be quicker because we will undertake ‘key-hole’ surgery and adopt a
specific recovery programme aimed at helping you to get better faster from the surgery, get
home earlier and return to normal activities sooner, Your doctor will decide if you are
suitable for this and the pre-operative nurses will explain the procedure at the pre-
operative appointment.

To help with recovery you should try to keep healthy by exercising and avolding smoking
and alcohol in the 4 weeks prior to surgery. If you are overweight losing some weight before
the operation will also help with a quicker recovery and reduce the risks of problems during
the surgery.

The nursing staff will encourage you to drink so you are well hydrated and to start moving
around as soon as possible after the surgery, This usually Involves helping you to sitout in a
chair at the bedside about 2-4 hours after you have returned to the ward and to be up and
walking by 4 -8 hours. Quicker mobilising after surgery will help your recovery and reduce
the risks of blood clots forming. Once you are able to walk to the bathroom they will take
the catheter out.

‘You will be given regular pain relief and can ask for more if required. As the operation is
performed with a keyhole technique (without the need for an open cut on the abdomen),
pain is usually managed with simple pain killers such as paracetamol and ibuprofen.

When will | be able to go home?

You are likely to be ready to go home either the evening of the operation (same day
discharge) or the next morning at 07:30 (next morning discharge). However, we recognise
that everyone recovers differently and you may need longer to recover or your doctor may
requs this a!w the operannn In ;gnenk once you are eating and drinking and can pass

-, wwill need to be able to walk around on the
_— == uaredischarged.
Ay

‘When you are discharged from the ward the nursing staff will give you the appropriate
telephone numbers to contact the hospital f you have any concerns. Your GP will also

ald the healing process once you are home
t 1-2 weeks. Full recovery can take about 4

Short stay hysterectomy refers to 8 package of care. This Amdmmllmmmlnxzdmdmwmwmonm
the

mmmmmmmmmmama mmghamm

written, verbal fouw  phone
complete, umlm:hlmmnmgvm In hospital. lusup

nmmﬁmmam

Mast patients will be seen at 6-8 weeks after the operation in the Gynaecology outpatient
linic but this is at the discretion of your consultant or in keeping with your wishes.

nurse may further

fter the surgery. This will depend on the job
'es. You will be given a sick note for 4 weeks
you feel able to easily do an emergency

» work as soon as you feel able.

ng and discharge after the surgery. You
tled (usually around 4-6 weeks).

If you require any further information or advice, please do not
hesitate to contact the ward or your GP.

Useful Contacts

Word §: 0121 J$S5180 or 0121 472 1377 ~ extension $182 / 5165
Brmisgham Edgbast

Women's and Chédren's Hospital,

Ry Cotege

A " clas

on, Srmingham 815 276,
orguk
ok

Justin Clark - Consuftant

Further isformation ' saiabie on the Bemingham Womes's B Children's NHS Fousdation Trust Website

www.bwnft.nhs,uk




Short-Stay Surgery — Patient Survey (at discharge)
Please circle your chosen answer

1. Did you attend a pre-operative assessment?
Yes (face to face)D Yes (via phone) D No D
If yes, was this helpful and answered any questions you had?

(X} o )
R

Yes " No Don’t know/not sure

2. Do you feel you were given enough information about the procedure before the day of
surgery?
" CO €3
8 53

Yes " No Don’t know/not sure

3. Were you told before coming in that you may be discharged on the same day or by
7am the day following surgery?

" L €3
g

Yes ~ No “ Don’t know/not sure

4. Was your visit to the hospital as you expected?

" . a2

' ves = No Don’t know/not sure

5. Overall, how satisfied are you with your recovery since leaving hospital?

O Very happy -.\5 Happy = Not happy @ Very unhappy

6. If a friend needed the same care, would you recommend Birmingham Women'’s
Hospital?
Highly likely <2y Undecided ,,. No
— =,
Is there anything that would have improved your experience after you were discharged
from hospital? Or is there anything we could do better? (sicase use the reverse side if you need more room|

"
~

Thank you for taking the time to complete this survey, your feedback Is really important to us.
If you would be hoppy for us to contact you and find out more about your experience; piease leave your name
and ii/phone number.

;’:.

of

Short stay hysterectomy pathway: Audit

Compliance with eligibility criteria
No [0 Yes O
(If no: patient factor [0 surgical factor (]

discharge factor [ )

Peri-operative details

Time of surgery: Morning []J  Aftemoon O
Local anaesthesia: None [] Ports O
Low pressure: No O Yes O
Pelvic drain: No O Yes O
Surgical gomlicationsle. [ Yes O
(if yes: bleed >500mL O cystotomy [J

Bowel injury [ oOther O

Uretericinjury [
)

Immediate post-operative details

Patient diary: Not offered [0 Declined O
TWOC (1#):  In theatre [0 <6hours O
Re-catheterised: No O VYes O
Home with catheter: No O Yes O
Early fluids /diet ~ No O Yes O
Opiates No [0 VYes O
Non-opiate analgesia No [0 Yes O

Completed O

>6 hours O



Setting up Ambulatory Care in Gynaecology

ONCOLOGY



Setting up Ambulatory Car cology

Oncology

* Colposcopy
* Vulvoscopy



Setting up Ambulatory Care in Gynaecology

UROGYNAECOLOGY



Setting up Ambulatory Care in Gynaecology

Urogynaecology

 Urodynamics
* Cystoscopy

* Botox

e Bulking agents

* Prolapse

— Pessaries
— Surgical repair



Setting up Ambulatory Care in Gynaecology

INFERTILITY



Setting up Ambulatory Car cology

Infertlllty

Scanning

Egg collections

Embryo transfers

Trans-cervical, trans-myometrial
Intrauterine insemination

Sperm retrievals
— PESA, TESA, TESE



Setting up Ambulatory Care in Gynaecology

QUALITY ASSURANCE



Setting up Ambulatory Care in Gynaecology

Quality assurance

* |Important for patient care

* [mportant to justify the service

— Qutcomes
— Gain more funding / resources

* Expansion

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



QUALITY ASSURANCE



Setting up Ambulatory Care in Gynaecology

National hysteroscopy survey

[Outpatient Hysteroscopy-Patient Satisfaction Survey

BSGE LOGO

We would appreciate your comments on the service you received today to help improve our services. This
data will also be used to compare our service with the results of others around the country; all data that is

recorded by us or nationally is anonymous and untraceable. The answers you provide will be anonymous,

| and your p
please ask a member of staff.

Before your consultation

is voluntary. If you have any questions about this survey

Thank you for your help

Did you receive any written information prior to

Your experie (Considering your expectations of toda: tatiol

Did you feel pain? Not atall Slightly Somewhat Mostly Constantly
o o o (o]

Did you feel in control? Not at all Slightly Somewhat Mostly Constantly
o) o o) o o

Did you feel uncomfortable? Not at all Slightly Somewhat Mostly Constantly
Q Q (o] Q Q

Did you feel embarrassed? Not atall Slightly Somewhat Mostly Constantly
o] o (o] o o

Did you feel anxious? Not atall Slightly Somewhat Mostly Constantly
o o o

Did you feel faint? Not at all Slightly Somewhat Mostly Constantly
(o] Q o] Q Q

Your overall experience

1 am satisfied with the Neither Agree or Strongly

quality of care provided. Strongly Agree ARree Disagree Disagree Disagree
o] O @] O o]

1 would recommend your Neither Agree or Strongly

service to friends and family.  Strongly Agree Apgree Disagree Disagree Disagree
o o o o Qo

1 would be happy to have Neither Agree or Strongly

this procedure again? (If Strongly Agree Agree Disagree Disagree Disagree

needed). Q Qo Q Q

No Pain

Please Indicate (v) what would be the worst level of discomfort or pain you might experience (or
used to experience) during a period on the same scale of 0-10:

your appointment? Yes No
(e.g. leaflet) (o] (o]
Did you feel that the information Yes-1 Yes- to some No- wish [ knew  No- it was
was clear and understandable? knew what extent Nottoosure  what to expect not useful
0 expect (o) (o] o] o]
o
Did you receive advice to take Yes-took Yes-didnot No-wishl
painkillers before the some take any had No - no need
appointment? o] o o]
‘What did you think of the waiting Very
area, reception and facilities? Excellent Good Good Fair Poor
o O o o o
About your consultation today
Staff communicated things in a way I Strongly Agree Neither Agree or Disagree Strongly
could easily understand. Agree Qo Disagree Disapree
o] o o
1 was given the opportunity to ask Strongly Agree Neither Agree or Disagree Strongly
questions. Agree (o} Disagree (o] Disagree
o (o] o
1 was offered an opportunity to Strongly Agree Neither Agree or Disagree Strongly
discuss pain relief. Agree (o] Disagree (e} Disagree
(o] o o
My questions were answered to my Strongly Agree Neither Agree or Disagree Strongly
satisfaction. Agree (o} Disagree (o] Disagree
o (o] o
1 felt involved in the decisions Strongly Agree Neither Agree or Disagree Strongly
regarding my care. Agree o} Disagree o} Disagree
[e] o] o
1 was treated with respect and dignity.  Strongly Agree Neither Agree or Disagree Strongly
Agree (o) Disagree (0] Disagree
o o] o
1 was given enough privacy. Strongly Agree Neither Agree or Disagree Strongly
Agree o Disagree (o] Disagree
o o o
All aspects of my care were dealt with Strongly Agree Neither Agree or Disagree Strongly
confidentially. Agree (o} Disagree (o] Disagree
o o] o
The stafl were courteous and polite. Strongly Agree Neither Agree or Disagree Strongly
Agree o Disagree (o] Disagree
o o
1 was told when I could expect to Strongly Agree Neither Agree or Disagree Strongly
reccive my results, Agree (o} Disagree (o] Disagree
(o] [o] (o)
1 was given advice regarding follow- Strongly Agree Neither Agree or Disagree Strongly
up. Agree o Disagree (o] Disagree
o o) (o)
1 was given advice regarding my Strongly Agree Neither Agree or Disagree Strongly
recovery. Agree (o} Disagree (o] Disagree
o o o)

*** Please turn over ***

P d o dyo rate ths . 0 e d O 0
0 1 2 3 4 5 6 7 8 10
Bad Neither good nor bad Excellent
Any further on your or for

Endometrial Ablation
Yyaserpecanic polypectomy 5] Other (Please Specify)
of L ws O Staff code

Thank you for your help



Tips and tricks for outpatient hysteroscopy

Vaginoscopy versus vaginal instrumentation:
Benchmarking data

e Table 2. Surgical technique and outcomes for trial of vaginoscopy against standard hysteroscopy

e Vaginoscopy (n = 798) (%) Standard technique (n = 799) (%) Relative risk (95% Cl) P

Vaginoscopy Against Standard Treatment:

e Composite outcome

e Successful procedure* 647 (89) 621 (85) 1.05 (1.01-1.10) 0.01

Non-successful procedure 79 (11) 113(15) 0.71 (0.54-0.92)
Missing 72 65
Procedure failures
Cervical stenosis 33 (4 8(1)
Pain 5(0.6) 30 (4)
Unable to access cervix 2 (0.3) 20 (3)
Bleeding cervical mass 0(=) 1(0.1)
Total failures 40 (5) 59 (7) 0.68 (0.46-1.00) 0.051
Acceptability
Acceptable 785 (98) 777 (97) 1.01 (1.00-1.03) 0.1
Unacceptable 13 (2) 22 (3)
Complications
Vasovagal reactions 5 (0.6) 14 (2)
Cervical trauma 0() 2(0.3)
Admitted for analgesia 0() 2(0.3)
Haemorrhage 0() 1(0.1)
Total complications 5 (0.6) 19(2) 0.26 (0.10-0.69) 0.007
Infection
Antibiotics for urinary tract infection 132 9(1)
Antibiotics for vaginal discharge 8(1) 5(1)
Offensive discharge 22 (3) 28 (4)
Pelvic pain 142 (18) 132(17)
Pyrexia/fever 17 (2) 21(3)
Missing 81 (10 73 (9)
Total infections** 27 (3) 31(4) 0.88 (0.53-1.46) 0.6
Cl, confidence interval.
*Composite outcome of success defined as: no infection, no complications, complete procedure and acceptable level of pain. If patients had
missing infection information but any other components indicated a procedure failure, these were classified as failure. When patients had the
infection component missing but other components did not indicate failure, these cases were considered missing.
**Total infections defined as receiving antibiotics or at least two of the following: pelvic pain, offensive discharge and pyrexia/fever.




Setting up Ambulatory Care in Gynaecology

Ambulatory Care Network

INAUGURAL AMBULATORY CARE

NETWORK (ACN) MEETING
BIRMINGHAM
28-29™ MARCH 2019

Gynaecological interventions in the outpatient setting have evolved rapidly over the last
decade and whilst they provide many advantages to women, clinicians and the wider health
service, ambulatory care also presents challenges and uncertainties. We present a series of 8
interactive sessions introducing key themes and controversies in ambulatory gynaecology,
important for those involved in managing women'’s health in the outpatient setting — hospital
doctors, nurses and GP specialists.

Themes: 1. Purpose and goals of the ACN 2. Optimising the patient experience 3. Clinical
management 4. Implementing services 5. Latest evidence and guidelines 6. Training 7. Quality
assurance 8. Research

Venue: Crowne Plaza Hotel, Birmingham City Centre
Cost: £50 for meeting only (includes lunch on both day and 3 course networking evening

meal); £90 for meeting and accommodation

For a detailed agenda and information on how to register, please visit
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BSGE Surgical Information Collection
System
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Hysteroscopic myomectomy

DATA CAPTURE- BSGESICS

HTTPS://WWW.BSGESICS.COM/
OR VIA THE BSGESICS APP



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
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http://bsgesics.com/

Tips and tricks in outpatient hysteroscopy

Data collection: BSGESICS
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Hysteroscopic Polypectomies

Select one of the options below to proceed.
You can add a new procedure, search for an
added procedure, generate specific reports
and complete pending post-operative data.

© Add Q Search B Reports

& Post Op

Back to My Gynaecological Endoscopies
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Diagnostic Hysteroscopy

Endometrial Ablation
Hysteroscopic Polypectomy
Hysteroscopic Septoplasty
Adhesiolysis of Synechiae
Removal of Fibroids

Resection of Endometrium

12:51

< The BSGE...
& bsgesics.knack.com

& Post Op

Add a Hysteroscopic
Polypectomy

Pre-operative data
Date of procedure *

25/09/2019

Indication *

Age (years) *

Select...

BMI *

Not recorded

Menopausal status *

Select...

Parous

Caesarean section
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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 avision
— 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
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urgical management of in ne pathology
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