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Preface

Gynaecology in the twenty-first century is much more than just a surgical 
speciality. The range of services and associated care has expanded rapidly in
recent years, reflecting the changing health needs of women. Many exciting
developments have been initiated by nurses and professionals allied to 
medicine (PAMs).

The chapters in this book each focus on a main area of gynaecological care,
providing a general overview of the issues involved as well as specific exam-
ples of how nurses and PAMs are making a difference. All of the contributors
have used their interest and expertise in a specific field to develop a gynae-
cology service for women. They are all keen to promote gynaecology by
sharing best practice.

The book will have a special appeal for all nurses and PAMs already
working in gynaecology. Hopefully it will motivate and encourage them to
look at new ways of delivering care. However, anyone interested in women’s
health in general would gain a useful overview of gynaecological problems and
modern service provision.

Sue Jolley





Introduction

This book discusses a wide range of topical gynaecological issues. The areas
chosen reflect the changes that are taking place in gynaecology services, with
an emphasis on how nurses and PAMs can make a difference to the delivery
of care, either through nurse-led clinics or the development of roles within 
the multidisciplinary team. This exemplifies the action advocated in recent
government reports (Making a Difference, Department of Health 1999 and
The NHS Plan, Department of Health 2000).

The book may be read as a whole in order to gain an overview of recent
developments in gynaecology, but as each chapter stands on its own it would
be useful for those professionals, or students, with an interest in one particu-
lar field. The first chapter gives an overview of nurse-led assessment in gynae-
cology and is a natural introduction to the work covered by the following
chapters. Topics are arranged roughly in the order they may be experienced
as a woman matures, starting with sexual health problems, frequently asso-
ciated with teenagers, and ending with the menopause and gynaecological
oncology. However, there is considerable overlap with, for example, more
mature women now contracting sexually transmitted infections and an
increase in gynaecological cancers among younger women.

Common to each of the chapters is an outline of the challenges resulting
from the needs of women with particular gynaecological problems and how
services are developing to meet those challenges. A helpful summary of this
is included in box form at the start of each chapter. Otherwise the chapters
are all written differently, reflecting the style and interests of each of the 
contributors.They all deliver gynaecology services at Queen’s Medical Centre,
Nottingham, so many examples of good practice are drawn from that hospi-
tal. However, these examples are chosen not only to demonstrate what is 
possible but also to illustrate similar changes that are taking place at many 
different centres across the UK.

Each chapter is evidence-based and fully referenced. Useful help lines and
websites are included. At the back of the book is a glossary, which explains
the different gynaecology terms used in the book.





1 Nurse-led Assessment 
in Gynaecology

SUE JOLLEY

Assessment refers to a continuous process of collecting and organising both
subjective and objective data about a patient’s health status. This is an implicit
part of all ongoing nursing work as nurses continually assess the patients in
their care in order to offer the appropriate interventions. Indeed, for many
years student nurses have learned about assessment as an integral part of the
nursing process, included in most nursing models (Aggleton & Chalmers 2000;
Pearson et al. 1996; Roper et al. 2001). Nurse-led assessment is a much more
specific and directed activity, carried out to help with either diagnosis or treat-
ment. It has become important as new nursing roles have developed. This
chapter discusses the implications of nurse-led assessment and describes how
it is used within gynaecology.

Gynaecology: Changing Services for Changing Needs. Edited by Sue Jolley
© 2006 by John Wiley & Sons, Ltd
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WHY ARE NEW NURSING ROLES DEVELOPING?

The expansion of nursing roles and development of nurse-led clinics has
undoubtedly been driven by the need to reduce doctors’ hours, reduce costs
and improve waiting list and bed management. The New Deal for junior



doctors, introduced in 1991, limits the working week to 56 hours on average
(NHS Management Executive 1991). The European Working Time Directive
(93/104/EC) should reduce doctors’ working hours even further, to 48 hours
a week by 2009 (British Medical Association 2004; Department of Health
2005). Progress towards meeting these targets has been very slow and figures
suggest that almost half of junior doctors in the UK work more than 56 hours
a week (British Medical Association 2004). The NHS Plan (Department of
Health 2000a) promised patients a modern, flexible service with reduced
waiting times. The target waiting times were three months for an outpatient
appointment and six months for inpatients. These have been superseded by
even more optimistic promises, culminating in the government pledge that ‘no
patient will wait more than eighteen weeks for hospital treatment from GP
referral to admission’ (The Times 2005).

This has created both a challenge and an opportunity for the NHS to mod-
ernise its services and look at different ways of working. There has been pres-
sure for nurses to improve their professional status (Department of Health
1999) and the nature of nursing has changed in response to demands for more
flexible and relevant healthcare services (Department of Health 2000b). One
of the central features of health policy is to introduce innovative services that
use the specialist skills of nurses (Knape 1999). Nurses now share a wide range
of clinical work with medical colleagues in primary care, accident and emer-
gency departments, specialist clinics and maternity services (Savage et al.
2000). This has also led to an increase in nurses’ autonomy as they run clinics,
perform minor surgery, admit and discharge patients and request tests and
investigations (Collins 1999; Magennis et al. 1999; Royal College of Nursing
1997).

ISSUES AROUND NEW NURSING ROLES

The emergence of new roles such as nurse consultant, liaison nurse, specialist
nurse and nurse practitioner has sometimes been controversial. Partly this is
because nurses and midwives are adopting a variety of titles without any clear
consensus as to what they all mean and what qualifications are required.There
is no agreed definition for a nurse practitioner in the UK (Hicks & Hennessy
1999; Wadsworth et al. 2002). There is some degree of uniformity in the work
of nursing and midwifery consultants but, as yet, no regulation of their train-
ing. All the new titles sound important and imply that the bearer possesses
some higher knowledge that will lead to better care for patients. However,
without appropriate regulation patients could be put at risk (Carroll 2002).
Trusts use a wide range of methods to decide which staff should be given
advanced positions. Sometimes prior experience is enough, but sometimes
extra training is also required. This can vary from a few days on a course to a
doctorate requiring several years’ study. There are now moves by the Nursing
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and Midwifery Council (NMC) to address this problem. Hopefully new stan-
dards and competencies will make the situation clearer, and setting up a part
of the register specifically for nurses and midwives in advanced practice could
protect certain titles.

There is also concern about the over-medicalisation of nursing. If nurses are
asked to expand their roles for reasons other than their own professional
development, there is a danger that they may be exploited (Magennis et al.
1999). There is sometimes resentment when expanded roles do not necessar-
ily attract appropriate remuneration (Collins 1999; Rose et al. 1998). Being
expected to perform mundane medical tasks may compromise the quality of
nursing (Edwards 1995), and Cahill (1998) argued that many nurse practi-
tioners are pretending to be doctors. The legal position for nurses in expanded
roles may also be unclear and nurses do have some concerns about their per-
ceived increased vulnerability to litigation (Magennis et al. 1999). Under The
Scope of Professional Practice (United Kingdom Central Council 1992) nurses
are accountable for their own practice, but how practitioners determine their
own competence is sometimes unclear. This is important because vicarious lia-
bility refers to the employer being responsible for their employees’ actions
providing they are working within their remit and agreed protocols.

There are fears that the continued pressure for nurses to expand their roles
will be done at the expense of essential nursing care and that nursing should
be valued in its own right (Kitson 1999). However, this argument forgets that
nurses have always informally guided junior doctors and some nurses want to
expand their role (Collins 1999; Magennis et al. 1999). If the development of
new specialist roles are led by nurses for the benefit of the patients and not
dictated by the needs of trusts, there are considerable advantages. Castledine
(1995) argued that advancing the boundaries of nursing practice could be used
to the profession’s advantage, and Rounds (1997) highlighted the benefits of
nursing input because nurses can ‘offer a unique blend and broader scope of
healthcare but physicians can offer only medicine’.

Clearly without appropriate education and training to support new roles,
health workers may be placed under stress and the quality of patient care
could be compromised. However, evidence suggests that many nurses lack the
appropriate skills and preparation for such roles. Read et al. (1999) found that
93% of 618 practitioners in innovative roles felt that they needed further edu-
cation and training. Educational requirements should be formalised by pro-
fessional bodies and the Nursing and Midwifery Council (Carroll 2002) and
there have been calls for major investment in educational programmes, both
at pre- and post-registration levels, to give nurses the skills they need (Hicks
& Hennessy 1999; Magennis et al. 1999).

A key component of any nurse-led service is the ability to carry out a thor-
ough, accurate and relevant assessment. For this there are both general and
specific training requirements. General issues include different interview tech-
niques and communication strategies (Shaw 1997) and the ability to conduct
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sensitive patient interviews using high-level consultation skills (Price 2004;
Redsell et al. 2004). More specific training depends on the area of practice and,
in gynaecology, would include learning how to take a sexual history. Unfortu-
nately, the evidence suggests that most gynaecology nurses do not receive spe-
cific training in this area (Jolley 2002). Assessment does not involve asking
questions about everything – this would be both intrusive and irrelevant.
Selectivity should be based on a sound knowledge of the problem being
assessed.

Relevant guidelines and protocols are also needed. Protocols offer an
explicit framework for healthcare professionals ‘to guide their clinical activi-
ties and promote quality patient care’ (Handy 2002). Local protocols also
usually include guidelines to assist the practitioner in making decisions about
appropriate care. Some consider that these may restrict nursing practice rather
than develop it because protocols should not be used as rigid tools of assess-
ment, but nurses may be unwilling to compromise because of fears of litiga-
tion (Garrett 1999; Handy 2002). However, they are needed to set standards
and support practice. This in turn protects both the practitioner and the
patient.

ASSESSMENT IN GYNAECOLOGY

The female genito-urinary system includes the urinary tract and the repro-
ductive organs and structures. Disorders of this system can have wide-ranging
effects on general health. For example, ovarian dysfunction can alter the
endocrine balance, and menstrual disorders can cause problems with bladder
and bowel function and cause anaemia and pain. More women seek health-
care for reproductive disorders than anything else (Shaw 1997). Assessing
problems in this area can be difficult because not only is the reproductive
system very complex but its functions also have far-reaching psychosocial
implications. It is sometimes difficult to differentiate signs and symptoms
because the urinary and reproductive organs are so close to each other.

There are many areas within gynaecology where nurses are not only 
performing work traditionally undertaken by doctors but also setting up new
and innovative services.These are listed in Table 1.1. Some are described more
generally in other chapters but three contrasting areas have been chosen for
discussion in this chapter because they illustrate the importance of nursing
assessment and how it can be implemented in practice.

1. GP EMERGENCY ADMISSION UNITS FOR GYNAECOLOGY

Gynaecology departments have to deal with women who present as ‘emer-
gencies’ with acute gynaecological symptoms. There are five main categories
of symptoms:
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• vaginal bleeding
• pelvic pain
• pelvic mass
• vulvovaginal symptoms
• problems in early pregnancy (not related to bleeding or pain).

NURSE-LED ASSESSMENT IN GYNAECOLOGY 5

Table 1.1. Specialist nursing roles in gynaecology

Services Related skills

Early pregnancy assessment Ordering investigations
ultrasound scans
recurrent miscarriage investigations

Bereavement counselling
Fertility clinics Ordering investigations

Speculum examinations
Unwanted pregnancies Promotion of sexual health

Medical termination of pregnancy
nurse prescribing

Family planning Speculum examinations
taking smears

Contraceptive implants (etonogestrel)
nurse prescribing

Advisory clinic for women undergoing Counselling
pelvic radiotherapy (White 2004)

Menopause advice Hormone replacement therapy (HRT) 
implants

Postmenopausal bleed clinics Hysteroscopy
Sterilisation clinics Sexual history taking

Counselling
Menstrual disorder clinics Hysteroscopy

Insertion of mirena coils
Oncology nursing service for Colposcopy

gynaecology taking a biopsy
carrying out treatments

Palliative care and support
Nurse-led diagnosis and advice in Collecting and examining swabs

Genitourinary Medicine (GUM) Treatments in GUM Clinics 
Clinics cryocautery to genital warts

Osteoporosis advice Bone densitometry
Continence advice Bladder pressure cystometry
Urodynamics
Emergency Admission Units Triage

Ordering investigations
ultrasound scans

Referrals
Pre-operative assessment Medical and sexual history taking

Auscultation of chests
Counselling

Post-operative hysterectomy follow-up Speculum examinations (to check vault)
(Walsgrove 1999) Health promotion



Abnormal vaginal bleeding is the most common symptom, and women usually
seek help if the bleeding requires immediate investigation or is heavy, pro-
longed or unusually painful. Bleeding during pregnancy, following a recent
delivery or after surgery gives rise to concern and needs immediate investi-
gation. Unexpected bleeding can also be intermenstrual, postcoital or post-
menopausal, but usually these would not necessitate an emergency admission
unless the bleeding was particularly heavy. Acute menorrhagia, or heavy
vaginal bleeding, can be very severe, distressing for the patient and requires
prompt emergency management. The causes of abnormal vaginal bleeding in
women are listed in Table 1.2.

Acute pelvic pain can also be associated with problems during pregnancy,
such as miscarriage or an ectopic pregnancy, which may be about to rupture.
Other causes may be related to the menstrual cycle such as the passage of
blood clots or a ruptured corpus luteum cyst. Pain can also be caused by
ovarian problems such as cysts, which can be severely painful if they tort or
twist, and ovarian hyperstimulation syndrome. Sometimes post-surgical com-
plications can be painful. Pelvic inflammatory disease, usually associated with
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Table 1.2. Causes of vaginal bleeding

Pregnancy Miscarriage
threatened
incomplete
inevitable
missed

Ectopic pregnancy

Atrophic vaginitis
Coital trauma

Cervicitis
Cervical polyp
Cervical ectropian
Cervical cancer

Endometrial polyp
Endometrial cancer
Fibroids
Intrauterine contraceptive device
Dysfunctional uterine bleeding
Hormone therapy

Post-surgery Secondary infection
Vault haematoma
Bleeding from vaginal granulation tissue
Retained products (following evacuation of retained products of 

conception (ERPOC) or termination)

Postpartum haemorrhage



pelvic infections, can cause severe pain. Pain is often an exacerbation of 
symptoms associated with cancer or may not actually be related to the repro-
ductive system but caused by urinary retention, constipation or acute bowel
disease.

Women may present with a sudden swelling or mass. Unusually this may be
an unsuspected pregnancy, sometimes seen in teenage girls or women
approaching the menopause. More common reasons include fibroids, ovarian
tumour, hydrosalpinx and urinary retention. Occasionally young girls present
with a non-tender mass in the pelvis and are diagnosed with haematocolpos
arising from an intact vaginal membrane. After surgery patients sometimes
develop a haematoma or an abscess.Acute vulvovaginal symptoms are usually
associated with trauma (accident, self-mutilation, assault), inflammation or dis-
charge (bacterial vaginosis, ectropian, vulvitis, sexually transmitted infections)
or swelling (Bartholin’s abscess, polyp, prolapse). Some women have problems
during an ongoing pregnancy, which are not related to bleeding or pain. The
most obvious example is hyperemesis, when a woman can become extremely
dehydrated.

Gynaecological emergency admissions usually arrive at hospitals in two
ways. Either the patient is referred to hospital having seen her GP or she goes
straight to a general emergency department. The important difference is that
the GP referrals forewarn the hospital that the patient’s problem is likely to
be gynaecological. Although these patients are still sometimes sent to a
general accident and emergency (A and E) department, increasingly they are
being sent directly to a gynaecology unit in order to relieve some of the pres-
sure on A and E.

The majority (approximately 75%) of gynaecological emergencies involve
women who have pregnancy-related bleeding or pain (MacKenzie 2005).
During the past 10 years the management of these problems has changed 
dramatically with the introduction of Early Pregnancy Assessment Units or
Centres (EPAU or EPAC), led either by a gynaecologist or specialist nurse.
This work mainly relates to threatened or actual miscarriages and is described
in Chapter 4. However, similar and often more urgent attention is needed for
other gynaecological emergencies. Traditionally these patients have been
admitted to a gynaecology ward for assessment. Some of these patients stay
in hospital for medical management or observation and some need surgery,
which is usually performed on an emergency list, often out of hours when an
operating theatre is available. However, following assessment, some patients
do not need to stay in at all. In effect the admission is unnecessary. Clearly
this is neither cost-effective nor desirable for the patient. In order to improve
management of this situation, many hospitals are now setting up outpatient
GP emergency admission units in gynaecology departments. Frequently these
are led by suitably qualified and experienced nurses.

When a patient arrives at the emergency admission unit, the nurse’s role is
to carry out an initial quick assessment to see if the patient is in any immedi-
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ate danger.This would include a set of observations (blood pressure, pulse and
temperature) and assessment of any blood loss. A pregnancy test is always
carried out on any woman who could possibly be pregnant, because the result
significantly influences the management of any presenting symptoms. Clearly
conditions such as severe haemorrhaging causing shock or a likely ectopic
pregnancy would require prompt action, intravenous access and medical 
assistance.

Fortunately most patients are fairly stable and the nurse can then proceed
to carry out a more thorough assessment and order relevant clinical investi-
gations (blood tests, urinalysis, ultrasound scan). This follows an agreed pro-
tocol with supporting guidelines. Following this the nurse can contact a doctor
with details of the case history, arrange for abdominal and vaginal examina-
tion if necessary and then a decision can be made about whether the patient
should be admitted.A negative result to a pregnancy test often avoids the need
for admission. Sometimes patients are admitted to a different department, e.g.
a general surgical ward or an obstetric ward if the patient is more than 16–20
weeks pregnant (depending on local practice). Patients who are discharged
may need an appropriate follow-up appointment in a gynaecology clinic or
EPAU. Some may need a prescription, usually for antibiotics and analgesia.

Nurses working in emergency admission units need to use assessment skills
at different levels including basic observations, understanding non-verbal signs
and taking and interpreting a logical patient history. Since the patient is likely
to be very anxious, good communication skills and a calm reassuring manner
are clearly important. Table 1.3 is a breakdown of emergencies seen during
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Table 1.3. Referrals to a gynaecology emergency admission unit over 12 months

Indications for referral Number

Bleeding and/or pain during pregnancy 216
Pain (not associated with pregnancy) 164
Vaginal bleeding (not associated with pregnancy) 77
Possible ectopic pregnancy 62
Post-operative problems, including haematomas, wound problems, 60

vaginal bleeding, retained products
Bartholin’s abscess 30
Hyperemesis 30
Postpartum problems 6
Miscellaneous general gynaecological problems, including lost coils, 169

vaginal laceration, vulval swelling, sexually transmitted infections,
procidentia, hyperstimulation of ovaries, dysfunctional bleeding

Not recorded 20
Other symptoms, not gynaecological, including appendicitis, constipation 12

Total 846

Local figures supplied by Libby Millett, Lead Sister for the Gynaecology Emergency Admissions Unit at
Queen’s Medical Centre, Nottingham.



the first 12 months on a newly established gynaecology emergency unit at
Queen’s Medical Centre (QMC), Nottingham. The range of problems demon-
strates why a broad experience of gynaecology nursing and a thorough under-
standing of acute gynaecological problems are essential. Since this work is
usually supported by clear protocols and the availability of a designated doctor
for advice, extra training requirements are minimal and most senior gynae-
cology nurses could easily cope. However, maintaining relevant emergency
care skills via courses such as ALERT (Smith 2003) is highly recommended.

The main advantage of a nurse-led service for patients is that it is more effi-
cient and consistent. Patients can be seen promptly, especially those who are
deemed less urgent and might therefore wait a long time to see a doctor busy
with other priorities. Most importantly there are less unnecessary admissions.
Figures collected on the emergency gynaecology unit at QMC, Nottingham,
show that out of 846 patients seen in a year, only 431 were admitted. This rep-
resents a huge saving and more than justifies the new service. Owing to staffing
problems, the unit is only open from Monday to Friday, during the daytime,
but the figures support the need for a continuous service. It is important to
point out that the number of women being seen with problems during 
pregnancy is only a fraction of the total because the vast majority go directly
to the EPAU. During the same period of time 2931 women were referred to
EPAU and together this represents 79% of the overall emergency admission
work, a similar proportion to that reported by MacKenzie (2005) for another
large teaching hospital. In fact some hospitals, like St Thomas’s, London, now
have the GP emergency admission unit and EPAU in one department. It is
also interesting to note that out of the 62 women sent in to the emergency unit
with a possible ectopic pregnancy, over half (n = 35) did not have an ectopic
pregnancy and 21 of these were not even pregnant.

2. NURSE-LED STERILISATION CLINICS

Sterilisation has become the most popular method of contraception world-
wide. Approximately 190 million women and 50 million men have chosen to
be sterilised (Glasier & Scott 2005; Royal College of Obstetricians and 
Gynaecologists 2003). In 2001, 10% of women aged 16–49 in Great Britain
had been sterilised (Royal College of Obstetricians and Gynaecologists 2003).

Female sterilisation involves blocking or excising both fallopian tubes. This
prevents the ovum from being fertilised by sperm in the fallopian tube. The
procedure is usually performed under a general anaesthesia by laparoscopic
techniques, but sometimes a mini laparotomy is required. The most common
method of occluding the fallopian tube is by applying a Filshie clip (see Figure
1.1). Less common methods include a Falope ring, which is applied around a
loop of tube; diathermy, which makes reversal impossible and carries risks of
causing damage to other organs; and salpingectomy, which involves cutting and
removing the tubes.

NURSE-LED ASSESSMENT IN GYNAECOLOGY 9



The main advantages of female sterilisation are that it is the only perma-
nent method of female contraception and has a good success rate. The general
failure rate is 1 in 200 (Glasier & Scott 2005), but the effectiveness varies
depending on which method is used. Filshie clips are considered the most
effective, with a failure rate of between 2 and 3 per 1000 sterilisation opera-
tions (Kovacs & Krins 2002). The main disadvantages are that it is a surgical
procedure involving an anaesthetic and that it is not easily reversed. There-
fore correct and adequate counselling is essential before any female sterilisa-
tion. Despite counselling, up to 10% of couples regret sterilisation and 1%
will request a reversal (Filshie et al. 1998; Glasier & Scott 2005). Factors influ-
encing this are age (under 25 years), sterilisation immediately following a preg-
nancy, psychiatric illness and couples without children.

Women requesting a sterilisation usually wait in the normal way for a hos-
pital appointment with a gynaecologist. Counselling forms the main part of
this appointment and can be quite time-consuming. Another important deci-
sion is whether the woman is suitable for day surgery. If there are no prob-
lems, sterilisation may be carried out laparoscopically as a day case and the
woman usually goes home the same day. Any problems such as obesity or a
history of previous gynaecological surgery may require the patient to be
admitted as an inpatient.

It is possible for this whole process to be carried out by a suitably qualified
nurse. The nurse can carry out a thorough assessment, counsel the woman and
her partner, decide whether the procedure should be done as a day case or
inpatient case and arrange a date. Clearly this fast-track service could reduce
waiting list times and speed up the whole process. A proposal supporting this
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argument persuaded the Gynaecology Department at QMC, Nottingham, to
pilot a nurse-led sterilisation service.

Before the service was started a proforma was designed to guide the nursing
assessment. In addition a set of criteria determined those problems that would
require a review by the consultant (see Table 1.4). Local GPs were contacted
to inform them of the new service and encourage them to provide more details
in their referral letters. Women requesting a sterilisation who did not seem to
have any obvious problems were sent directly to the nurse-led sterilisation
clinic.

The advantages of this service quickly became apparent. The women are
seen and given a date for the sterilisation procedure far more quickly than if
they go on the routine waiting list. This has reduced the overall waiting lists
for gynaecology.Although some patients need a review by the consultant, most
are dealt with completely by the nurse. As nursing confidence and experience
has increased there are even less consultant referrals. There is more time for
a thorough assessment and counselling session. Often the doctors in a busy
clinic can only manage 10–15 minutes, but the nurse allocates at least 45
minutes, allowing for time to talk things through properly. The consultants are
happy with the process and, above all, the patients are satisfied. A patient 
satisfaction audit covering the 6-month pilot scheme highlighted the efficiency
and effectiveness of the service (Jager 2002):

NURSE-LED ASSESSMENT IN GYNAECOLOGY 11

Table 1.4. Sterilisation pathway – criteria for consultant review

Potential gynaecological problems
Menstrual cycle lasting more than 35 days
Heavy menstrual bleeding
Intermenstrual bleeding and postcoital bleeding
Moderate or severe menstrual pain
Pelvic pain
Last smear taken over three years ago

Potential uncertainty
No use of contraception at present
No children
Under 25 years of age
Partner less than 25 years of age
New relationship or recent relationship

Potential health problems
Blood pressure more than 140 systolic and more than 85 diastolic
Major surgery or long-standing history
Medical history of asthma, hypertension, heart problems or diabetes
Body mass index (BMI) less than 20 or more than 35
Drugs



• 71% were seen within 5 minutes of their appointment time.
• 98% felt that the information given was easy to understand.
• 60% stated that there were more options than they had realised.
• 81% felt that they were given adequate time to decide whether or not to

have a sterilisation.
• 87% went ahead with the sterilisation.
• 98% felt that they received a good or excellent service.

Following the successful pilot, the nurse-led sterilisation clinic at QMC has
now expanded. One nurse started the service but there are now two nurses
seeing approximately 40 patients each month. In 2004, 69% of the patients
seen by the nurses were booked for a sterilisation (38% on a day case list and
31% as inpatients). Only 2% were referred on to the consultant. The rest
either went away to consider the alternatives (16%) or were discharged 
(13%), sometimes because they had changed their minds but often because
they had decided to have a mirena coil fitted.

The nurses have had a long experience in gynaecology, which is essential,
as the patients often want to discuss other related problems. Many women also
suffer with menorrhagia and are often happy to be given information about
the mirena coil, which is not only an effective method of birth control but can
also help control excessive bleeding. Clearly the nurses need to have a good
understanding of the sterilisation procedure itself and general surgical risks.
The nurses have been trained in family planning so that they can discuss dif-
ferent methods of birth control. Study sessions and a new protocol on how to
take a sexual history have also helped (Jolley 2002).Above all, the importance
of communication and counselling skills is paramount in order to assess each
woman’s suitability for a sterilisation.

3. GYNAECOLOGY PRE-OPERATIVE ASSESSMENT

Patients who are booked for elective surgery usually attend hospital on an out-
patient basis prior to their admission for a pre-operative assessment.Although
the benefits of pre-admission assessment of patients was recommended as far
back as 1972 (Crosby et al. 1972), it was not until the 1990s that this was intro-
duced within dedicated clinics throughout the UK. The increasing waiting
times for elective surgery highlighted the need for the most efficient use of
resources. This included the need to minimise any last-minute cancellations
caused by patients being unfit for surgery. Pre-admission assessment of
patients means that problems can usually be identified and addressed before
admission, and the government is now committed to improving pre-operative
assessment at local, regional and national levels (Department of Health 
2003).

Although the development of pre-operative assessment was initially driven
by the need for greater efficiency, the general advantages for patients soon
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became apparent. ‘The purpose of pre-operative assessment is not solely to
determine the medical fitness of patients’ (Wadsworth et al. 2002). In addition
to a physical assessment, psychological and social factors are also important.
The opportunity to give patients information and address their concerns is
especially important. Research into the benefits of information-giving and
patient education pre-operatively has demonstrated that this leads to a lower
intake of analgesics, less anxiety, a shorter recovery time and increased coping
in general (Caress 2003; Hughes 2002; Royal College of Nursing 1999). This is
particularly important for women undergoing gynaecological surgery, because
of the sensitive and emotive nature of the treatments. The many advantages
of a pre-operative assessment are now recognised and summarised in 
Table 1.5.

Medical staff, usually house officers, initially carried out pre-operative
assessment work, but the organisation of pre-assessment clinics is now very
varied, including multidisciplinary staff at different levels. Sometimes anaes-
thetists lead pre-operative assessment, but increasingly it may be nurse-led.
There is some level of nurse involvement in most pre-assessment clinics. If the
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Table 1.5. Advantages of pre-operative assessment

A safe admission
Up-to-date evaluation of whether proposed operation is still appropriate
Opportunity to identify and resolve medical and anaesthetic problems
Health promotion, e.g. cessation of smoking, weight reduction
Patients are ‘fit for surgery’
Time to plan admission and discharge, e.g. social problems
Reduced risk of infection

Patient-centred care
Patients understand the need for surgery and are willing to undergo the operation
Patients are well informed about the surgical procedure
Patients understand the risks and benefits for informed consent
Patients have time to reflect on information before admission
Reduction in patient anxiety

Efficient use of resources
Streamlining admission process
Reduced length of hospital stay because patients can be admitted on the day of 

surgery and discharged earlier due to forward planning
Reduction in the number of cancelled operations
Appropriate use of personnel
Efficient bed management
Better utilisation of theatre time
Specialist equipment available

References: Janke et al. (2002); Pearce (2004); Reed et al. (1997); Royal College of Nursing (1999); Wadsworth
et al. (2002).



nurse is part of a multidisciplinary team, this may involve only a nursing assess-
ment, but often the nurse carries out a much fuller assessment to include the
physical assessment traditionally undertaken by doctors. The development of
nurse-led pre-assessment clinics at hospitals throughout the UK (Neasham
1996; Reed et al. 1997; Wadsworth et al. 2002; Walsgrove 2004) has raised the
profile of this area of work, and there are now three nurse consultants (in 
Birmingham, Chelsea and Westminster) who lead pre-operative services in
England (Pearce 2004).

Research supports the role of nurses in pre-operative assessment (Clinch
1997; Newbold 1996) and demonstrates that it is acceptable to patients (Ong
1997; Walsgrove 2004). A study by Jones et al. (2000) reported fewer compli-
cations among patients pre-assessed by nurses than those by medical staff and
concluded that pre-admission clerking by a nurse specialist rather than a
doctor is as effective in preventing the cancellation of elective surgery. Kinley
et al. (2001) found that pre-operative assessments carried out by nurses were
equivalent to those performed by doctors, that house officers order more
unnecessary tests than nurses and that pre-operative assessment by nurses was
acceptable to patients. Further work by Kinley et al. (2002) found no reason
to inhibit the development of nurse-led pre-operative assessment provided
that nurses received adequate training. Rushforth et al. (2000) concluded that
transferring assessment from senior house officers (SHOs) to nurses main-
tained and enhanced the quality of patient care.

One concern is that nurses could miss a potential medical or anaesthetic
risk. However, this can be covered by:

• a thorough training package approved by the relevant departments and
backed by a scheme under The Scope of Professional Practice (United
Kingdom Central Council 1992)

• strict protocols and guidelines for all investigations and information
• a clearly designated ‘advice line’ in the event of any problems.

At QMC, Nottingham, the Gynaecology Pre-operative Assessment Unit has
always been nurse-led, but patients are seen by a multidisciplinary team
including a junior doctor, nurse, physiotherapist, phlebotomist and sometimes
a consultant or registrar. Over the last 5 years an average of 1700 patients have
been seen annually. Although patients have been generally satisfied with the
service, there have been some problems.The process is quite lengthy and there
is inevitably some overlap in both the information collected and given. Some-
times doctors have been delayed due to more urgent work and this has
resulted in longer waiting times for the patients. The logical response to this
problem was to train nurses to carry out more of the pre-operative assessment
work. They would then be able to undertake some of the work covered by the
junior doctors. This would not only save on the duplication of information col-
lected but also release junior doctors for other duties and learning experiences
within the Gynaecology Department.
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The Scope of Professional Practice was written on ‘patient history taking
and physical assessment’ specifically for nurse practitioners working in the
Gynaecology Pre-admission Unit. The aim of this is to enable the nurse prac-
titioner to obtain an accurate patient history, carry out a safe physical assess-
ment, organise relevant specialist tests, identify patients who are at risk in
relation to general anaesthesia and give comprehensive information about the
patient’s operative procedure based on individual needs (Jolley 2003). The
package outlines the knowledge, skills and competence required to carry out
this work.

The nurse needs a sound knowledge of:

• the processes involved in taking a patient’s history
• the salient anatomy and physiology involved in physical assessment for a

general anaesthetic
• the significance of specialist tests
• gynaecological problems and operative procedures
• the protocols that have been developed to underpin practice

and needs to be competent in:

• venepuncture and taking blood
• performing ECGs
• ordering investigations
• auscultating chests.

Training includes a mixture of theory, covered by packages such as Pre-
operative Assessment: Setting a Standard through Learning (Janke et al. 2002)
or Physical Assessment for Nurses (Cox 2004) and practical experience in per-
forming ECGs and listening to heart and lung sounds. After relevant training,
the gynaecology nurse practitioner needs to be observed undertaking a
minimum of five full patient assessments to include history-taking, physical
assessment, gynaecology assessment and ordering and/or completion of inves-
tigations for each of four groups of gynaecological surgical procedures:

• laparotomies (e.g. hysterectomy, oophorectomy, myomectomy,
colposuspension)

• major vaginal surgery (e.g. hysterectomy, pelvic floor repairs)
• laparoscopies (e.g. diagnostic work, sterilisation, adhesiolysis, cystectomy)
• minor surgery (e.g. tension-free vaginal tape procedure, hysteroscopy,

biopsy)

To help in this process they need to go to theatre to observe a cross-section
of gynaecological surgery, attend the gynaecology clinic to appreciate how
problems present and decisions about surgery are made and observe how dif-
ferent doctors take histories. The National Institute for Clinical Excellence 
has issued guidance on the use of pre-operative tests in elective surgery
(National Institute for Clinical Excellence 2003). This is very useful in 
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providing a consistent approach while avoiding unnecessary tests. Several new
local protocols were also written to support practice, including bowel prepa-
ration and pregnancy testing before surgery.

Three different types of assessment are needed pre-operatively: physical,
social and psychological (Royal College of Nursing 1999). Related to gynae-
cology this involves:

Physical assessment includes:

• assessing the patient’s cardiovascular and respiratory systems to determine
any problems that may adversely affect the patient during surgery and
anaesthesia. It includes observations of pulse and blood pressure, blood
tests, ECG and X-ray (if appropriate).

• assessing any other physical factors that may have a bearing on the pro-
posed surgery (e.g. previous laparotomy, pregnancy status, anaemia due to
menorrhagia, adhesions, diabetes, long-term steroids, warfarin treatment).

• ensuring the operation is still appropriate for the gynaecological condition.
This involves assessing whether the symptoms are the same, better or worse.
An ultrasound scan may be needed (e.g. of a cyst or to determine the size
of the endometrium).

• excluding local and systemic infection. The patient should have no 
infection at the proposed operation site (e.g. chlamydia prior to hys-
teroscopy) or other infections that may affect surgery (e.g. urinary tract
infection).

• ensuring the patient is neither grossly under- nor overweight.
• considering special anatomical or physical conditions (e.g. a bicornate uterus

or recent hip replacement or arthritis, which is important when positioning
the patient for general anaesthesia).

Social assessment includes:

• assessment of the patient’s social support network (e.g. the number of
carers, friends and/or relatives available and willing to help the patient on
discharge), which is especially important after major surgery like a hys-
terectomy and for elderly patients, who may live alone.

• anticipation of specific social needs of the patient on discharge (e.g. help
with maintaining nutritional or hygiene needs).

Psychological assessment includes:

• assessing the patient’s prior knowledge of the proposed operation and its
potential effects on her life.

• assessing her learning needs and how these might best be met before 
admission.

• ensuring the patient has realistic expectations about the forthcoming
surgery (e.g. diathermy to endometriosis is not necessarily a permanent 
solution, possible outcomes of surgery for different gynaecological cancers,
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chances of conceiving after some procedures for women undergoing fertil-
ity treatment).

• ascertaining whether the patient has any worries or concerns that need to
be addressed, especially relating to body image, misconceptions about
gynaecological surgery, loss of fertility, sexuality and sexual functioning.

The nurse practitioner needs to use the information gathered through the
assessment process in a variety of ways. Results of any tests need to be coor-
dinated and recorded. Abnormal test results may require deferment or can-
cellation of surgery and possibly further investigation or treatment. It may be
necessary to liaise with the patient over any problems relating to the proposed
surgery. Liaison with the admission ward is also important as the patient may
have some special problems or need special preparation, such as bowel prepa-
ration before some oncology operations. It is also important to communicate
with all members of the multidisciplinary team. This may involve contacting
the anaesthetist or discussing any potential problems with the physiotherapist,
such as the importance of pelvic floor exercises or the risk of lymphoedema
after a radical hysterectomy or vulvectomy. Finally, the nurse needs to use the
assessment to decide on the most appropriate patient information and edu-
cation (Caress 2003).

Patient education can cover three separate areas: the proposed operation,
the hospital stay and the post-discharge recovery. The amount of information
given depends not only on the patient’s existing knowledge and understand-
ing but also on her anxiety level. For most patients information helps to alle-
viate anxiety, but a few patients are too anxious to actually concentrate on
what is being said, especially if they are upset about their diagnosis (Caress
2003). Sometimes patients are given too much information and can become
confused. Other patients may come armed with information from the Inter-
net, ready to cross-examine staff on the latest available treatments, and
patients are often reported to want more information than they actually
receive (Jenkins et al. 2001). Some patients may have one overriding concern,
such as pain control, alternatives to surgery, sexual functioning or the chances
of conceiving, and are unable to concentrate on other issues. This is why
written information is useful for the patients to take away and read when, or
if, they need to. It is also useful for patients with limited recall, but should not
be used as a replacement for verbal education.

During the assessment the nurse also needs to be able to handle the more
unusual and unexpected questions. Some of those the writer has experienced
include:

‘What happens to the eggs?’ (often asked relating to a hysterectomy with conser-
vation of ovaries or sterilisation)

‘How come I’ve got cancer, when my smears have been all right?’ (patients with
endometrial or ovarian cancer)

‘Can I see my cyst afterwards?’ (after an ovarian cystectomy)
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‘When can I go deep-sea diving?’ (after a hysteroscopy)
‘When can I have oral sex?’ (after a vaginal hysterectomy)
‘Will my partner notice my cervix has gone?’ (after a total abdominal 

hysterectomy)
‘What will happen to the space in my stomach?’ (after a hysterectomy)

The overall benefits to patients of pre-operative assessment by nurses
include a reduction in waiting times because patients are examined and
assessed by one member of staff providing continuity and a patient-centred
approach. Agreed protocols mean that the approach to assessment, investi-
gations and patient education is consistent. Research evidence supports the
need for a particularly sensitive pre-operative assessment service for gynae-
cology patients, run by health professionals with relevant expertise (Walsgrove
1997). Patients with gynaecological problems are often more comfortable
talking to an experienced nurse than a young, and sometimes male, doctor.
They are often embarrassed to talk to a doctor about their sex life or partic-
ular symptoms, such as passing urine during sexual intercourse, and may feel
silly if they admit that they are scared of needles or do not understand their
own anatomy. Patient satisfaction surveys demonstrated that the role is valued
and, in general, patients feel reassured by the pre-operative assessment
process.

CONCLUSION

Although the development of nurse-led assessment appears to have been
driven by the need to reduce doctors’ hours and improve waiting list man-
agement, it is clear that it is not only safe and effective but also well accepted
by patients. The nurse-led approach is more holistic than the traditional
medical model and is characterised by a much wider social and emotional
assessment. This is especially relevant in gynaecology because of the nature of
gynaecological problems and the huge impact they have on women’s lives.The
three areas described in this chapter reflect practice in one particular hospi-
tal, but similar work is developing in Gynaecology Departments throughout
the UK (Walsgrove 2004). This is undoubtedly improving the health services
available for women.
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2 Promoting Sexual Health

SUE JOLLEY, SUE GRIFFITHS and HELEN WHITE

‘Sex’ is a short but powerful word, which instantly attracts attention. Sex can
mean different things to different people. It can amuse or shock, satisfy or frus-
trate and bring happiness or misery. Sex also creates a variety of employment;
consider midwives, therapists, prostitutes, designers, filmmakers, counsellors
and advertisers to name just a few. Undoubtedly gynaecology staff should be
included in this list. Fortunately the focus of each group of workers is differ-
ent! Gynaecology nurses are involved in promoting sexual health, which pre-
sents a number of challenges.This chapter describes how the service is meeting
those challenges.

Gynaecology: Changing Services for Changing Needs. Edited by Sue Jolley
© 2006 by John Wiley & Sons, Ltd

Challenges Service developments

• Increasing numbers of teenage • Chlamydia screening 
pregnancies and record levels of programme
chlamydia in the UK • Cooperation between local 

• Government targets for improving sexual health services
sexual health • New sexual health training 

• Low profile given to sexual health programmes
aspect of gynaecology work • Sexual health competencies 

• Lack of appropriate training for and standards
nurses • Nurse-led delivery of 

• Fragmented and inadequate service medical terminations of
for women with unwanted pregnancy
pregnancies

WHAT IS SEXUAL HEALTH?

The majority of sexual health textbooks and education programmes start with
a consideration of the nature of sexuality. This used to be associated very nar-
rowly with reproduction, but it is now seen as an important part of general
health and personal fulfilment. Definitions are therefore very broad. Roper 



et al. (1996) describe the expression of sexuality in terms of gender, appear-
ance, behaviour, personality, sexual intercourse and reproduction. The Royal
College of Nursing (2000) describes it as ‘an individual’s self-concept, shaped
by their personality and expressed as sexual feelings, attitudes, beliefs and
behaviours through a heterosexual, homosexual, bisexual and transsexual 
orientation’.

There is general agreement that biological, psychological, emotional, cultural
and sociological elements are involved in expressing sexuality, and health
workers cannot ignore this if they want to provide holistic care (Royal College
of Nursing 2001). Support for patients’ sexual health needs is a recognised part
of nursing practice (Royal College of Nursing 2000). However, nurses should
be realistic about what can be achieved, so it is helpful to distinguish between
sexuality, sexual functioning and sexual health (Gregory 2000). While sexual-
ity refers to issues of gender, identity, self-esteem and self-expression, sexual
functioning relates to whether the body is working normally or whether it is
(or will) be impaired.Sexual health is an essential component of general health,
refers to the capacity and freedom to enjoy and express sexuality, and includes
the prevention of unplanned pregnancies and sexually transmitted diseases.

These areas are clearly mutually dependent, but nurses are usually most
directly concerned with sexual functioning and sexual health. They do not
always have enough time or the appropriate training to deal with gender issues
or psychological and relationship difficulties and so should refer the patient
to other professionals.

Sexual functioning relates directly to the ability to recover from, or adapt
to, medical conditions. The physical causes of sexual problems need not be
gynaecological and include cancer, vascular or heart disease, neurological
impairment, and rheumatoid and arthritic conditions. Of more direct concern
to gynaecology nurses are hormonal dysfunctions, continence problems, diffi-
culties with fertility and the consequences of problems in early pregnancy.
These are discussed in later chapters.

Treatments such as medication, surgery, radiation and chemotherapy can
also affect sexual functioning. Both general surgery such as mastectomy, ampu-
tation or stoma creation and gynaecological surgery such as hysterectomy can
result in sexual problems. This is illustrated by a study of sexual activity after
radical vulvectomy or hysterectomy, which found that 75% of women had
sexual difficulties for more than six months post-operatively and 15% never
resumed sexual intercourse (Marquiegui & Huish 1999).

TARGET GROUPS

In practice a large part of sexual health work inevitably relates to issues
around both promoting ‘safe sex’ and dealing with problems arising when it
is not practised effectively. There is no doubt that the high rates of teenage
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pregnancies and sexually transmitted infections (STIs) continue to concern
health agencies and have put sexual health on the political agenda (Social
Exclusion Unit 1999).Teenagers are becoming sexually active at an earlier age
and surveys suggest that a third of 15- to 16-year-olds have experienced sexual
intercourse (Botting 1995). Young people under the age of 16 remain the
group most likely to have unprotected sex (Thistle 2003).

The UK has the highest rate of teenage pregnancies in Western Europe
(Brennan 2002; Nicoll et al. 1999; Swann et al. 2003). Each year 70 out of 1000
girls aged 15–17 become pregnant (Social Exclusion Unit 1999) and 56000
babies are born to teenage mothers in the UK, with nearly 8000 conceived by
girls under the age of 16 and 2200 by those under 14 (Brennan 2002). Much
of the research on this topic suggests that child-bearing adolescents are 
susceptible to both physical and psychological health-related problems 
(Leishman 2004).

Teenage pregnancy is not the only consequence of unprotected sex for
young people. A survey by Weston (1998) reported that only 3% of young
people expressed concern about STIs. Not surprisingly the number of STIs is
increasing (Health Protection Agency 2004). Johnson et al. (2002) noted that
diagnoses of chlamydia, gonorrhoea and syphilis had doubled collectively in
the previous five years. Chlamydia is the most commonly diagnosed STI in the
UK, with men and women under 25 at the highest risk of acquiring it (Health
Protection Agency 2004; Royal College of Nursing 2005). Unfortunately it is
difficult to determine the exact size of the problem because chlamydia often
has no obvious symptoms and so frequently remains undiagnosed. It is symp-
tomless in up to 80 % of infected females and 50% of males (Royal College
of Nursing 2005). Although easily cured with antibiotics, untreated chlamydia
can lead to serious problems, including pelvic inflammatory disease (PID),
ectopic pregnancies or infertility.

There has been an alarming rise in syphilis cases, which rose by 28% in men
and 32% in women during 2003 (Health Protection Agency 2004). The rising
incidence of HIV infection is also of great concern. Around half of new HIV
infections are occurring in 15- to 24-year-olds and in 1999, for the first time,
there were more diagnoses of new HIV infections through heterosexual sex
than through sex between men (Thistle 2003). By the end of 2003 approxi-
mately 53000 adults in the UK were living with HIV, of whom 27% were
unaware of their infection (Health Protection Agency 2004).

The government is committed to tackling these problems. In 1999 the Social
Exclusion Unit published its ten-year plan to reduce teenage pregnancy (Social
Exclusion Unit 1999).The goal under The NHS Plan is to halve the rate of con-
ception among those aged less than 18 by 2010 and to reduce the risk of long-
term social exclusion for teenage parents (Department of Health 2000). To
drive through the campaign and implement local teenage pregnancy strategies
150 teenage pregnancy coordinators were appointed. Since then the UK has
devolved into four separate administrations, each developing their own 
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policies. In England, the Teenage Pregnancy Strategy and the Sexual Health
and HIV Strategy (Department of Health 2001a) provide the framework for
developing sexual services and recommend that nurses should expand their
role as specialists. Unfortunately, the impact of the steadily increasing rate of
STIs on sexual health services has been huge. There has been a 57% increase
in the total number of STIs diagnosed over the past decade ‘giving rise to con-
cerns of the ability of the services to cope’ (Health Protection Agency 2004).
Tackling these problems requires sustained initiatives and investment. The
recent government White Paper Choosing Health (Department of Health
2004a) includes sexual health as a serious health challenge, and a £300 million
programme to modernise sexual health services has been launched.

Although government funding is targeting teenage sexual health, which also
receives high media coverage, sexual activity is, of course, not confined to the
young. Sexual health problems can affect people of all ages. Women who lived
through the ‘swinging sixties’, liberated by the availability of the oral contra-
ceptive pill, are now middle-aged. The impact of the sexual revolution may
have sometimes been exaggerated but there has undoubtedly been a huge
change in sexual behaviour. It has become acceptable for mature women to
expect active and satisfying sexual relationships. Large numbers of women
now wait until they are over 30, or even 40, to start a family, increasing the
likelihood that they have more than one sexual relationship. The high divorce
rate and larger numbers of single women also mean that women are tending
to have more sexual partners. The British Menopause Society (BMS) argues
that more mature women ‘have largely been ignored within the field of sexual
health’ (British Menopause Society 2005).

Women of any age can, and do, have unwanted pregnancies. Inevitably more
mature women are also catching sexually transmitted infections, especially as
they do not consider themselves to be in the same risk category as teenagers.
There are those who have been sterilised (men or women) after completing
their family and therefore believe that they do not need any sexual protec-
tion.Although there has been an increase in cases of chlamydia, herpes, genital
warts and gonorrhoea in women aged 45 to 64, they are always forgotten in
any prevention programmes (British Menopause Society 2005). However,
older women may be at a higher risk of infection because of physiological
changes such as the gradual decline in immune function and the presence of
other diseases, which may increase infection risks. It is therefore important to
remember to promote sexual health to mature women.

THE ROLE OF GYNAECOLOGY NURSES

Many different healthcare departments are addressing the issue of sexual
health including public health, family planning and community nurses, school
nurses and general practitioners. Gynaecology departments also have an
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important role to play. Gynaecology is commonly described as a surgical spe-
ciality. The gynaecology nurses therefore care for women before and after a
range of surgical procedures carried out for both diagnostic and treatment 
purposes. The sexual health implications are clearly important for all those
patients who are, or intend to be, sexually active. However, women also visit
gynaecology outpatient clinics or are admitted to gynaecology wards for a
variety of other problems: with unwanted pregnancies, problems during
ongoing pregnancies, functional problems with sexual intercourse or with pain
and symptoms associated with PID. The majority (75%) of cases of PID are
caused by STIs, especially chlamydia and gonorrhoea (Moss 2001). There is
clear evidence that the long-term complications of PID such as infertility,
ectopic pregnancies and chronic pain are both serious and common (Andrews
1997; Stirrat 1997).

Gynaecology nurses are involved in helping and supporting women receiv-
ing treatment for these problems so the promotion of sexual health should be
a central part of their work. It is relevant to consider whether this is true in
practice. Most of the literature on sexual health promotion refers to staff in
the community sector. For example, the Teenage Pregnancy report (Social
Exclusion Unit 1999) emphasises the role of the school nurse and Choosing
Health (Department of Health 2004a) refers to multidisciplinary primary
healthcare teams. This is not surprising given the importance of primary pre-
vention. However, secondary prevention is also important, and there has been
little literature published specifically on the role of gynaecology nurses (Jolley
2001). There are some references supporting a role for gynaecology nurses in
sexual health promotion (Weyman 2003), but the role seems to be poorly
defined. The low profile given to this aspect of gynaecology nursing work may
reflect the fact that the Royal College of Obstetricians and Gynaecologists
(RCOG) has traditionally been slow to recognise the speciality of reproduc-
tive health or to take much interest in non-reproductive health or the pre-
vention of STIs. It is therefore difficult to tell whether the promotion of sexual
health by gynaecology nurses is taken for granted or is not considered very
relevant.

In order to investigate this role in more depth, a research study was designed
to investigate the knowledge, activities and perceptions of gynaecology nurses
in relation to teenage sexual health (Jolley 2001). This was carried out at
Queen’s Medical Centre (QMC), Nottingham. This is particularly relevant
because Nottingham has one of the highest teenage pregnancy rates in the UK
(Office for National Statistics 1999), and chlamydia and gonorrhoea rates are
particularly high in the Trent region, where Nottingham is situated (Hughes et
al. 1998; Scott 1999). A cross-sectional survey of all (46) gynaecology nurses
at the hospital was carried out, followed by semi-structured interviews with a
small random subsample. Results demonstrated poor nursing knowledge
about sexual health problems and local sexual health services, a lack of con-
sistency in the approach to sexual health issues and negative perceptions of
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the service. Both the questionnaire and the interview data revealed a fairly
limited nursing role in promoting teenage sexual health. A majority of the
nurses (87%) had not received any specific training in sexual health 
promotion.

Generalisations cannot be made from a study in one hospital. However, this
was followed by a wider investigation. One of the problems was that QMC
had no policy or guidelines for taking a sexual history. Evidence suggests 
that nurses do not feel comfortable in addressing sexual health issues (Irwin
1997; Metcalf 2004; Warner et al. 1999; Waterhouse 1996). This led to a 
telephone survey to determine nursing practice in other gynaecology depart-
ments (Jolley 2002). The survey included all hospitals in the UK with more
than 500 patients. The results confirm that the lack of consistency and guid-
ance at QMC is not an isolated problem. Gynaecology nurses in most hospi-
tals had not had any training in how to take a sexual history (109 out of 129
hospitals, or 84%) and none of the hospitals had any guidelines for taking a
sexual history or any specific documentation for recording this information.
There was general agreement that effective sexual history taking would
improve patient care, and this is supported by research work in other areas
(Handy 2002).

IMPROVING SEXUAL HEALTH PROMOTION

These two investigations, and another recent study (Norwich Union Health-
care 2002), demonstrate the need for better organisation and the development
of clear policies supported by staff training and education. Gynaecology nurses
need to look more closely at how they assess patients’ sexual health needs
before they can promote sexual health effectively. Several changes have now
been made at QMC. A new protocol was written to help gynaecology nurses
take sexual histories. Study days have been organised, including a mixture of
group work and presentations from different experts in sexual health assess-
ment and gynaecology. Designated nurses with an interest in sexual health
have developed support roles, helping to raise awareness and keep staff
informed. They have also established links with primary care workers in the
field of sexual health. All nurses are encouraged to enrol on different sexual
health courses and study programmes.

Effective sexual health promotion is dependent on appropriate communi-
cation and counselling skills (Irwin 1997) but gynaecology nurses also need to
have an adequate knowledge of STIs in order to offer patients effective advice
(Weston 1998). Education and training for all those who provide sexual health
services is therefore an important element of the government’s sexual health
strategy (Department of Health 2001a; Royal College of Obstetricians and
Gynaecologists 2003), and the best way to determine exact educational needs
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is by talking to individual members of staff (Jolley 2001). There are now a
number of new training initiatives, and it is imperative that gynaecology nurses
take advantage of these. One notable example is the new Sexual Health Skills
course by distance learning, launched by the Royal College of Nursing (RCN)
in 2004. The aim of the course is to improve the levels of sexual health knowl-
edge and skills of registered nurses, enabling them to contribute towards the
action plans of the national strategies on sexual health and HIV. As a foun-
dation programme in sexual health, it is an excellent first step for all gynae-
cology nurses. It is also possible to complete a degree course in either women’s
health or sexual health. As well as general training programmes, nurses
working with teenagers would also benefit from training specifically related to
adolescents (Metcalf 2004; Society of Sexual Health Advisers 2004). The RCN
has published competency levels in family planning and sexual health. These
provide a comprehensive guide to the skills needed so that nurses can provide
safe and effective care (Royal College of Nursing 2004).

The RCOG now recognises the importance of fully integrated sexual 
health services (Royal College of Obstetricians and Gynaecologists 2003).
Successful sexual health promotion depends on cooperation between 
health workers representing different services and this should include gynae-
cology. A good example of this is the current initiative to detect, treat and
prevent chlamydia. A screening programme was funded as a pilot project in
Wirral and Portsmouth between 1990 and 2000 (Department of Health 2001a).
This was a success for both patients and healthcare professionals. A large 
proportion (75%) of those offered screening accepted and approximately 
1 in 10 were found to be infected. Of those diagnosed with chlamydia 95%
returned for treatment (Department of Health 2002a). A national chlamydia
screening programme is now being implemented to cover the whole of
England by March 2007 (Department of Health 2004a). Although this is a
community project, its success depends on good liaison between all the health
services.

There are also specific recommendations about screening women before
certain gynaecological procedures.These include dilatation and curettage, hys-
teroscopy, colposcopy and some procedures in the termination of pregnancy
(Department of Health 1998). The RCOG also recommends that women
under 35 years should be screened prior to interuterine device (IUD) inser-
tion (Templeton 1996).

Women visiting the gynaecology department are often investigated for
chlamydia either as a direct result of their admission (for pain or an unwanted
pregnancy) or incidentally on the basis of their sexual history. Unfortunately,
the results are not immediately available. Sometimes a diagnosis of PID is
made without appropriate results, when other causes for pain have been
excluded, because it is felt that antibiotic treatment should be started. For
these reasons it is often assumed that someone else will take responsibility for
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giving appropriate advice when, and if, the samples test positive for chlamy-
dia. However, if a patient’s sexual behaviour indicates that they are even at
risk of becoming infected with chlamydia, it is irresponsible for gynaecology
nurses not to carry out appropriate health promotion about reducing risks and
the importance of early detection through testing for chlamydia. ‘The testing
and diagnosis of genital chlamydial infection should be discussed with the
client and be reinforced by providing clear written information’ (Royal
College of Nursing 2005). This should include information about the chlamy-
dia screening programme and the availability of tests for chlamydia in high
street chemists.

Although the number of clinics promoting teenage sexual health is increas-
ing, it is difficult to persuade teenagers to use the services (Smith 1997; Wright
1999). Up to a third of young people are sexually active but only one in ten
visits clinics for advice (Department of Health 1997). Older people are often
reluctant to use the appropriate services precisely because they are often tar-
geted at teenagers. Existing research has indicated that sexual health services
are often not used owing to a lack of information (Jones et al. 1997). There-
fore a good knowledge of other services together with methods of publicising
them and the competency to make appropriate referrals are essential for
gynaecology nurses. At the local level a flowchart of overall service provision
can help by making the patient referral pathways clear. This would be an asset
in all gynaecology departments.

UNWANTED PREGNANCIES

Cooperation between local health agencies is also a hallmark of the current
improvements in service provision for women with unwanted pregnancies.
However, in this field gynaecology nurses play a more central role.
An unplanned pregnancy may not be an unwanted one, and at least 33% of
continuing pregnancies are unplanned (Paterson 1998). However, ‘unplanned
and unwanted pregnancies are common occurrences in all societies, regardless
of the level of medical, economic, educational or religious development
present within them’ (Murray & Muse 1996). Induced abortion is one of the
most commonly performed gynaecological procedures in Great Britain,
with around 181600 being performed in England and Wales in 2003 compared
with 175900 in 2002, a rise of 3.2% (Department of Health 2004b). At least
one-third of women in Great Britain will have an abortion by the time 
they reach the age of 45 years (Mawer & McGovern 2003; Royal College of
Obstetricians and Gynaecologists 2004). Therefore the Family Planning 
Association (FPA) describes abortion as ‘a crucial aspect of the sexual health
of many women’ (Family Planning Association 2004). The abortion rate is
highest for women between the ages of 20 and 24 years. This may come as a
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surprise, given the recent publicity around teenage unplanned pregnancy and
abortion.

Abortion is less traumatic if it can be performed in the first trimester (Royal
College of Obstetricians and Gynaecologists 2004) and 89% are carried out
during this period (Paterson 1998). Traditionally all abortions have been
carried out by surgical means under general anaesthetic, either as a day case
or inpatient stay, if medically indicated. This requires medical input, operating
theatre time, anaesthetists, operating department assistants and equipment
costs, giving rise to huge funding issues. It has therefore become increasingly
difficult to make adequate provision for the increasing abortion demand,
which can no longer be sustained by a surgical service alone.

In addition, fewer gynaecological surgeons are willing to perform the 
operation, so many trusts are providing abortions in private care settings.
This is not only very costly but frequently involves women having to travel
great distances. Mullens (1998) feels that gynaecologists may be deterred 
from providing abortions not only on moral grounds but also from fear of
repercussions from anti-abortionists. Many younger doctors may declare a
conscientious objection to abortion based on a lack of training (Association
for the Legal Right to Abortion 1999). Younger doctors are also less aware of
the extraordinary lengths women were prepared to go to end a pregnancy
prior to legal abortion (Mullens 1998). It is a very emotive subject and, while
anti-abortion violence is rare in Britain, there are nevertheless strong views
on this issue. Nurses and doctors have no obligation to actively participate in
abortion, but they do have a duty of care. When healthcare professionals exer-
cise their right not to be involved, this places a heavier burden on those who
continue to provide this service.

The introduction of a medical method of termination has made a huge
impact on this situation because the resource requirements are very different.
Medical abortion costs less and is less invasive (Family Planning Association
2004). This method, using the abortifacient drug mifepristone (Mifegyne,
RU486), was developed in France in the 1980s and Roussel were granted a
licence for its use in this country in July 1991. This antiprogestogen when fol-
lowed by a prostaglandin is a safe and effective method of abortion. Mifepri-
stone can only be purchased and administered in state-approved hospitals and
clinics by appropriately trained staff.There are clear guidelines for the use and
storage of mifepristone, where every client needs to be entered into a register
to enable an accurate record of usage to be made. Early medical termination
of pregnancy can be performed safely and effectively up until 63 days from
the last menstrual period (Gouk et al. 1999; Urquhart et al. 1997). The use of
mifepristone is steadily increasing and the proportion of medical terminations
accounted for 17% of the total in 2003 compared with 14% in 2002 (Depart-
ment of Health 2004b). Medical terminations of pregnancy are available
through NHS hospitals and approved non-NHS clinics under the terms of the
1967 Abortion Act.
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ABORTION LAW

1803 ‘Lord Ellenborough’s Act’ made abortion a statutory felony both
before and after the ‘quickening’, punishable by death.

1837 (re-enacted 1861) The Offences Against the Person Act made it illegal
to ‘procure an miscarriage’, punishable by life imprisonment.

1929 The Infant Life Preservation Act created the ‘fetal viability clause’,
which was set at a gestational age of 28 weeks, making it a crime to termi-
nate a viable pregnancy unless it was done in ‘good faith to preserve the life
of the mother’.

1939 The case of Dr Alec Bourne introduced the concept that pregnancy
could have detrimental effects on the woman’s mental health such as to pose
a significant risk to her ‘life’. He had in 1938 performed an abortion on a
14-year-old girl who had been raped by a group of guardsmen at the bar-
racks in west London and she became pregnant as a result. Dr Bourne
informed the police of his intentions prior to the termination and was sub-
sequently charged with a criminal offence.

1967 The Abortion Act was passed in 1967 and came into force in 1968. This
Act made abortion legal when the conditions of the Act were adhered to.
The Infant Life Preservation Act still stood, keeping the upper limit at 28
weeks.

1990 The Human Fertilisation and Embryology Act (HFEA) amended the
1967 Act to the lower limit of 24 weeks. The amendments also overrule the
fetal viability clause and permit abortion for fetal handicap up until birth.
The Infant Life Preservation Act is now irrelevant in English law.

Before an abortion can take place the Act states that two medical practi-
tioners need to sign a certificate authorising the abortion and certifying that
the pregnant woman’s request for an abortion meets with one of the criteria
stated below, which are statutory grounds for termination of pregnancy. Ideally
the referring doctor should be the first signatory.

A. ‘The continuance of the pregnancy would involve risk to the life of the
pregnant woman greater than if the pregnancy were terminated.’

B. ‘The termination is necessary to prevent grave permanent injury to the
physical or mental health of the pregnant woman.’

C. ‘The pregnancy has not exceeded its 24th week and that the continuance
of the pregnancy would involve risk greater than if the pregnancy were
terminated, of injury to the physical or mental health of the pregnant
woman.’
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D. ‘The pregnancy has not exceeded its 24th week and that the continuance
of the pregnancy would involve risk greater than if the pregnancy were
terminated, of injury to the physical or mental health of any existing chil-
dren of the family of the pregnant woman.’

E. ‘There is substantial risk that if the child were born it would suffer from
such physical or mental abnormalities as to be seriously handicapped.’

(Abortion Act 1967 as amended by the HFEA 1990)

Most abortions are performed on the grounds of C or D. Termination of
pregnancy must be carried out in places approved by the Secretary of State
for Health. Following the abortion the ‘operating’ practitioner must complete
a notification form, HSA 4, which is then sent to the Chief Medical Officer
within seven days of the procedure being performed. This is not only a legal
record but also provides essential national data. With a medical termination
of pregnancy the seven days are waived until the abortion is complete. This
law applies to England, Scotland and Wales, but not Northern Ireland. Other
countries have their own laws governing abortion, some more liberal than
others.

SETTING UP A MEDICAL TERMINATION SERVICE

The advent of a medical method of terminating a pregnancy created an oppor-
tunity to rethink the provision of abortion within the NHS (Family Planning
Association 2004). A new service is emerging that is not dependent on theatre
time and doctor availability. Women have more choice and can access a more
specialised service provided by committed staff and frequently led by nurses.

The development of a nurse-led service links in with The NHS Plan
(Department of Health 2000) and incorporates many of the Chief Nursing
Officer’s 10 key roles for nurses (Department of Health 2002b), as well as
strengthening patient choice and nurse autonomy. The NHS Plan signalled the
government’s determination to tackle inequalities in access to healthcare pro-
vision. In 2001 the Department of Health published The National Strategy for
Sexual Health and HIV (Department of Health 2001a), which is more specific
to abortion care and the availability of medical abortion. It suggests that 
commissioners should ensure that women seeking abortion are seen within
three weeks of the first appointment with the referring doctor. A more recent
report calls for a target waiting time of only 72 hours (Mawer & McGovern
2003). The RCOG makes recommendations for women’s access to abortion
services (Royal College of Obstetricians and Gynaecologists 2004) and states
that the earlier in pregnancy an abortion is performed the lower the risk of
complications. This needs a fast and efficient referral service to be in place
(Heard & Guillebaud 1992).

The provision of medical terminations is still patchy in the UK (Govern-
ment Statistical Service 2003), but there are many examples of good practice
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that are influencing change. The Early Medical Termination Service in 
Nottingham illustrates this. The number of referrals had gradually increased
in Nottingham, so the new service was implemented by the community gynae-
cologist to counsel, pre-assess and manage the total care of women choosing
medical termination. The introduction of this new service presented several
immediate questions: Who would provide the service?, How would it be pro-
vided?, Where would it be provided?, Who would access it?

Access was an important consideration in being able to offer choice.Women
can access the service via their GP or one of the many Contraception and
Sexual Health (CASH) Clinics (formerly known as Family Planning Clinics).
To enable women to have a choice in the method of termination, the referral
process needed to be quicker. To this end a dedicated telephone referral line
was set up. Out-of-hours referrals can be taken by fax on a separate, secure,
dedicated line. This in itself created the need for a huge amount of adminis-
tration input to support and coordinate the referral process and allocate sub-
sequent scan and pre-assessment appointments. Cooperation from GPs played
a key part in speeding up the referral process. Information and training were
provided for GPs.

Pre-assessment and scanning appointments have always been held within the
hospital environment.Women often had lengthy waits in a Gynaecology Clinic
to see a doctor prepared to discuss abortion with them. In a busy clinic, there
was insufficient time allocated for adequate counselling and explanations.
Many women were scanned in the antenatal clinic, which was not always appro-
priate for women who had made a difficult decision and were feeling vulnera-
ble. At the end of this process women were sometimes asked to travel a great
distance from their home for their procedure.This was very distressing for both
the patients and the staff who were providing this inadequate service.

The Royal College of Obstetricians and Gynaecologists (2004) recommends
that an ultrasound scan be performed in a setting and manner sensitive to the
woman’s situation. The CASH Clinic is more accessible for many women and
so scans and pre-assessment clinics were set up in the community, supported
by the community gynaecologist. This enabled direct access to day surgery
operating lists and dedicated beds, provided by a hospital gynaecology depart-
ment, for women requesting a medical procedure.This needed the support and
backing from the gynaecology department and lead nurse.

Nursing care for women having the medical procedure is an example of col-
laborative working practice and is a joint venture between primary and sec-
ondary care. A community nurse with previous experience of early medical
termination was employed to set up the service and was joined by an experi-
enced gynaecology nurse. Staff performing medical abortion should have ade-
quate knowledge of reproductive anatomy, the pharmacology of mifepristone
and misoprostol, evidence-based drug regimes and the prevention and man-
agement of adverse effects and complications (Family Planning Association
2004; Fielding et al. 2001; Royal College of Obstetricians and Gynaecologists
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2004). Both nurses felt able to deliver the treatment and care without direct
supervision, but with the support of the community consultant.This meant that
the service could be provided from start to finish by nurses, providing a more
private and seamless service designed to meet women’s needs and reducing
delays as described by Weyman (2002).

As demand has increased, from 25 cases a month in 2003 to over 40 cases
a month in 2005 (White 2005), three extra nurses have joined the team and
received training and support. The small team of dedicated nurse specialists
have between them expert knowledge in the fields of gynaecology, sexual
health and contraception. Weyman (2003) supports the role of gynaecology
nurses in sexual health promotion and this is an ideal opportunity. Linking the
termination of pregnancy service with the contraception and sexual health
service is recommended by the Royal College of Obstetricians and Gynae-
cologists (2003) and enables clients to discuss their future contraception in
order to reduce further unplanned pregnancies and repeat abortions. ‘Con-
traception counselling is an essential element of induced abortion services’
(Kumar et al. 2004). Unfortunately, this has not always been effective due to
lack of time and expertise, so it is more appropriate to use specialist nurses
(Kumar et al. 2004).

THE PATIENT PATHWAY FOR TERMINATION OF 
EARLY PREGNANCY

Following referral by a GP or CASH Clinic and a scan to determine gestation,
women requesting a termination should have a pre-assessment appointment.
Nurse-led pre-assessment has improved the service because women are
offered a choice of treatment and time to talk.This is an opportunity to discuss
the woman’s feelings about the pregnancy, her life, how she feels about 
what has happened to her and any factors influencing her decision making.All
of this should help the woman to feel respected and empowered. Gilchrist
(1995) observes that ‘ambivalence about abortion is one recognised risk 
factor’ for psychological problems afterwards, highlighting the importance 
of pre-abortion counselling. A woman should feel that the decision is hers.
In Nottingham there is a counsellor attached to the service who often sees
women who are having problems making a decision.

A detailed medical and sexual history is needed to assess general health and
identify any contraindications to treatment. Women requesting surgical treat-
ment may have anaesthetic risks or not be suitable for day case surgery.
Women are not suitable for a medical termination if they suffer from high
blood pressure, diabetes or severe asthma, and they should not be on either
anti-coagulation therapy or steroids.Treatment options depend to some extent
on the pregnancy gestation, with medical termination usually offered up to 9
weeks gestation and surgical termination from 8 to 12 weeks. Medical termi-
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nation may be offered after 9 weeks, but efficacy is reduced and it is less suit-
able for day care. Women need a detailed verbal explanation of each treat-
ment, including information about risks and benefits, and written information,
describing their chosen treatment, to take away. Not only is this an essential
part of the consent process but participants in a study by Zapka et al. (2001)
rated information and counselling as the most important factor influencing
their satisfaction.

Practical organisation includes arranging appointment dates for the chosen
abortion method. Blood samples are required (for a full blood count and
group and save with Kleihauer) and also endocervical swabs or urine to
exclude chlamydial infection, in line with good practice and the chlamydia
screening programme. The certificate authorising the abortion (HSA 1) needs
to be signed by two doctors. Although there is much speculation on the pos-
sibility of reducing this requirement to one signature (Mawer & McGovern
2003), allowing nurses to sign, or even the woman herself, there are currently
no planned changes in the law. It is important to discuss suitable post-
abortion contraception, and the prescriptions for both the treatment and 
contraception can be written.

ISSUES RELATING TO CONSENT AND CONFIDENTIALITY

The legal age of consent for medical and surgical treatment in the United
Kingdom is 16 years. This is also the age of consent for sexual intercourse,
making the management of younger girls very complex. However, young girls
do sometimes seek help and are entitled to the same level of confidentiality
as everyone else. Usually sexual activity has been consensual, but the pos-
sibility of child sexual abuse needs to be considered and the young person
should always be carefully and sensitively questioned (Royal College of
Nursing 2005). Young people are always encouraged to talk to their parents,
but the Fraser Guidelines do allow girls less than 16 years of age to consent to
medical treatment when they clearly understand the advice and it is consid-
ered that the treatment is in their best interest (Medical Protection Society
2005).

Adults are presumed to have the capacity to consent, but where there is
doubt, the health professional should assess the capacity of the client to make
the decision. A client’s capacity to consent may be affected by factors such as
confusion, fear, shock and panic. Many of these feelings and emotions are
present with a request for a termination of pregnancy. If these factors are
present, it should not be assumed that the client is unable to give consent.

Consent should also be given voluntarily and freely without pressure (Cable
et al. 2003). In the context of abortion, pressure can come from partners and/or
family members. Any coercion invalidates consent and makes the decision to
terminate much more difficult, which can lead to long-term psychological and
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sexual problems. Seeking consent when a client is particularly vulnerable could
lead to doubt as to its validity.Therefore this should be part of a process, rather
than simply signing a form (Cable et al. 2003). Suitably qualified nurses are
allowed to seek consent with the permission of their employer or the NMC.
In the context of a nurse-led termination service, the situation is improved
because the nurse provides holistic, non-judgemental care and support in a
safe and secure environment.

Consent should always been informed (Aveyard 2002) and nurses have a
professional responsibility to ensure that patients in their care are given infor-
mation about their conditions and understand the risks and implications of
any interventions required (Nursing and Midwifery Council 2002). Continuity
of care in both primary and secondary care settings allows the client to make
an informed choice about her treatment (Walker 2000). Having been given
clear and relevant written and verbal information at the initial consultation,
there is time then to respond to the client’s questions. To be able to impart
this information the nurse specialist needs to be ‘suitably trained and quali-
fied and must have sufficient knowledge of the proposed treatment and under-
stand the risks involved’ (Department of Health 2001b).

Confidentiality is a major concern for many women seeking an abortion.
Clause 5 of the Code of Professional Conduct (Nursing and Midwifery Council
2002) states that information given by the client should be treated as confi-
dential and only used for the purpose that it was given. Much of the informa-
tion in relation to termination and sexual history is private and of a personal
nature and therefore is privileged. Continuity of care creates trust, which is an
essential element in the nurse–client relationship (Rumbold 1999). If any
information needs to be shared then the client’s consent should be sought.

THE PROCEDURE FOR A MEDICAL TERMINATION

The safest way for managing the medical procedure, from beginning to end,
is with an Integrated Care Pathway based on RCOG guidelines (Royal
College of Obstetricians and Gynaecologists 2004). The advantages are that
all care is laid out clearly and progress can be clearly documented with
minimum paperwork. This protects both the patient and the nurse. A record
should be kept of all responses to direct questions, information and advice,
blood results, observations and nursing actions.

The procedure involves two visits to a designated unit. The first appoint-
ment is to administer mifepristone. Before this happens it is important to
ensure that the woman is certain and comfortable with her decision. She
should be reminded that once the mifepristone is taken the procedure has
started and it is then too late to change her mind. It is important to under-
stand how the medication works and that, if taken alone, it does not normally
end the pregnancy. There have been a few documented cases where women
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have gone on to deliver without the second stages but the numbers are very
small (Urquhart et al. 1997). It is sensible to inform any woman who may con-
sider changing her mind that the medication could harm the fetus. Addition-
ally miscarriage could occur at a later date, either coincidentally or as a direct
result of the medication. The likely side effects should be explained, including
nausea and vomiting, lower abdominal pain and vaginal bleeding. Consent is
needed before the medication is given.

The woman can go home 20 minutes after taking mifepristone provided
there have been no ill effects. Before she leaves she needs very specific advice.
It is important to refrain from drinking alcohol and keep smoking to an
absolute minimum. If analgesia is required, aspirin and brufen should be
avoided and paracetamol encouraged. It is recommended that a further tablet
be given if there is vomiting within 2 hours of taking the medication. The
woman needs reminding about the follow-up appointment with advice to wear
comfortable clothes. Finally, contact numbers are essential in the event of any
problems or concerns.

The second visit for misoprostol usually takes place after 48 hours, but
research shows only small differences in efficacy with 24- and 72-hour inter-
vals (Shaff et al. 2000).The woman is shown to a private room and asked about
any side effects she may have experienced at home. Anti-emetics are often
required on admission. Time is needed to explain what will happen and to
familiarise her with the surroundings. Basic admission details and baseline
observations are recorded. Misoprostol tablets are inserted into the vagina,
where the active ingredient is absorbed by the vaginal mucosa.Although miso-
prostol is licensed for oral use, research suggests that it is more effective given 
vaginally and is associated with fewer side effects (El-Rafaey et al. 1995; Gouk
et al. 1999). It is appropriate to allow the woman to self-administer if she
wishes, but very few do.

Misoprostol can cause cramping pain, nausea, vomiting, diarrhoea and
changes in body temperature. Prophylactic analgesia may be offered, although
the Royal College of Obstetricians and Gynaecologists (2004) questions the
value of this. The nurse call buzzer should be available to summon help and
the woman is advised to remain on her bed for 30 minutes, to allow the active
ingredient to be absorbed. After this she may mobilise, but caution is advised
as sometimes a drop in blood pressure can cause dizziness. Blood pressure is
checked after 2 hours or if clinically indicated.

Bleeding accompanied by cramping pain usually starts approximately 2 to
3 hours after administration of misoprostol.A few women require opiate anal-
gesia but the vast majority describe the discomfort as similar to period pains
and only require simple analgesia. Women are advised to use a bedpan when
going to the toilet so that blood loss may be monitored and any products of
conception verified. It is important to be honest about the appearance of the
products of conception as many women choose to imagine that the pregnancy
resembles little more than a clot, when in fact there is usually a recognisable

38 GYNAECOLOGY: CHANGING SERVICES FOR CHANGING NEEDS



fetus. It is easy to assume that all women would be upset at possibly viewing
the aborted fetus, but some women feel that personally verifying the result is
a positive aspect of the treatment (Murray & Muse 1996). Afterwards the
woman should be given written information about the sensitive disposal of
pregnancy tissue.

The nurse can discharge the woman once any pain, dizziness and bleeding
have settled, her observations are within normal limits and she has passed
urine. Bleeding and mild pain can be expected for up to 2 weeks. It is advis-
able not to have sexual intercourse or use tampons during this time, owing to
the risk of infection. The signs and symptoms of infection should be explained
so that the woman can seek medical attention if required. Contact numbers
are also given. A check-up after 2 weeks is recommended, and sometimes an
appointment for a scan is needed if incomplete products have been noted. An
appointment to see a counsellor should also be offered. Most importantly, con-
traception should be arranged with advice on when to start the contraceptive
pill or have a coil fitted.

If there is any uncertainty about the success of the procedure, the women
are followed up very closely. Often only partial products have been passed but
2 weeks later a scan often demonstrates an empty uterus or evidence of blood.
The nurse specialist can review these women according to clear scan guide-
lines. If there is evidence of retained products, this is discussed with the woman
and she is offered the choice of conservative management with a repeat scan
or surgical intervention, depending on the amount of retained products and
the severity of any symptoms. This also offers a further opportunity to check
on how the woman is coping with the whole experience.

THE ACCEPTABILITY OF MEDICAL TERMINATION 
OF PREGNANCY

Several studies have investigated the acceptability of medical termination,
including women’s reasons for choosing it (Poenariu 2003), and many report
acceptance as high (Beckman & Harvey 1997; Hollander 2000;Winikoff 1995).
Gibb et al. (1998) assessed preference for medical abortion using the concept
of ‘willingness to pay’ and found that 64% preferred to have the medical
method. Tang et al. (1993) found that 85% of those having a medical termi-
nation would choose the method again. It is worth noting that many of the
acceptability trials in America allowed the woman to self-administer miso-
prostol at home, which would affect the results. Medical termination is more
acceptable the earlier in pregnancy it takes place (Henshaw et al. 1993; Zapka
et al. 2001). Holmgren (1992) observes that overall a short waiting time to
access an abortion service appeared to be a more important consideration in
determining patient satisfaction than the actual method.
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Medical abortion requires active patient participation, takes longer to com-
plete than the surgical method and the women are more aware of bleeding
and pain. On the other hand, medical abortion offers several advantages
including success without surgery or anaesthesia, the similarity to a ‘natural
miscarriage’ and a more private and proactive experience (Henshaw et al.
1993; Winikoff et al. 1998). Medical termination is associated for many women
with the expression of autonomy and the ability to control one’s body and
privacy. Any unpleasant side effects do not have a major impact on accept-
ability, provided adequate information and medication is given (Poenariu
2003).

Murray and Muse (1996) feel that the actual setting of a medical termina-
tion unit is important in determining women’s acceptance.They found that the
majority of women prefer treatment in a sitting room atmosphere, although a
third of them wanted to lie down. They also describe the importance of having
access to comfortable chairs and beds and facilities to accommodate friends
or relatives. This influenced the design of the unit in Nottingham, which has
en suite bedrooms, a consulting room and sitting room, all located in a quiet
and private area within a gynaecology unit.

Women are often surprised by the variety of emotions they experience after-
wards, and this also influences acceptability. As well as feeling relieved, many
women also feel a sense of loss and grief, or even extreme distress, and they
may find it difficult to share these feelings (Gilchrist et al. 1995; Hughes 2003).
‘General psychological principles suggest we should encourage women to
allow mixed feelings of loss and relief, seek support and be aware that they
made the best decision for them in a situation where any decision involved
loss of some kind’ (Gilchrist 1995). When women see the same nurse several
times, it does seem to provide an atmosphere of trust where women are com-
fortable to talk. Partners are frequently overlooked during the whole process
and this can cause problems within a relationship, especially if the partner is
less sure about the decision. This needs addressing in order to prevent prob-
lems within the relationship, including future sexual difficulties.

CONCLUSION

Gynaecology nurses are much more aware of their responsibility for sexual
health promotion, and this is evident in the way gynaecology care is develop-
ing. As well as using the opportunity to discuss sexual health in gynaecology
clinics and wards, gynaecology nurses are becoming involved in collaborative
projects such as chlamydia screening and the delivery of medical terminations.

The introduction of medical terminations has improved services for women
requesting an abortion by introducing a choice of methods and reducing
waiting times. More women can be seen at their local hospital instead of 
undergoing their terminations elsewhere and there are fewer late terminations.
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Nurses delivering the service can offer continuity of care, support through a
distressing experience and time to discuss sexual health and contraception.

Despite huge changes, there is room for improvement. Nurses are allowed
to prescribe both analgesia and contraception, but they are restricted from
prescribing mifepristone and misoprostol. A change in this regulation would
allow nurses in this situation to work more autonomously. The development
of a self-referral system for women requesting a termination of pregnancy
would speed up the process. The FPA also believes that parts of the Abortion
Act (1967) are out of date and should be amended (Family Planning 
Association 2004).

The NHS provision of services for women with unwanted pregnancies is still
fragmented (Mawer & McGovern 2003) and accounts for only 71% of total
demand (Paterson 1998; Royal College of Obstetricians and Gynaecologists
2004), making some women disadvantaged compared with others. This is not
only unfair but means that the opportunity to offer relevant sexual health pro-
motion may be lost. The abortion service would be improved by reorganising
it ‘as just one of a range of fertility control services and integrating it into main-
stream sexual health provision’ (Mawer & McGovern 2003).
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3 A Vital Role for Nurse
Colposcopists

SUE JOLLEY and SALLY WRIGHT

The majority of women never visit a colposcopy department and therefore
have little or no understanding of what colposcopy means. Those that are
referred for colposcopy quickly appreciate the significance of this examina-
tion, but usually experience high levels of anxiety (Gath et al. 1995; Peate
1999). Although the Colposcopy Service plays a crucial role in the National
Health Service Cervical Screening Programme (NHSCSP), it faces enormous
challenges in meeting current levels of demand. This chapter examines these
challenges and describes how the service is responding. It focuses on the
impact that nurse colposcopists are having on the delivery of care.

Gynaecology: Changing Services for Changing Needs. Edited by Sue Jolley
© 2006 by John Wiley & Sons, Ltd

Challenges Service developments

• High numbers of abnormal smears, • Training nurse colposcopists
placing excessive demands on the • Flexible clinic times and
service locations

• Targets for waiting times following • Reducing visits – ‘select and
referral to colposcopy treat’

• Shortage of trained colposcopists • Researching and testing for
• Debate surrounding the human papilloma virus

management of mildly abnormal • Improving information, support
smears and counselling

• High levels of anxiety following
referral

CERVICAL SCREENING AND COLPOSCOPY

The UK has a very successful and well-organised cervical screening pro-
gramme, designed to detect and treat abnormal cells in order to reduce the
incidence of cervical cancer. Screening is one of the best defences against 



cervical cancer and can prevent around 80–90% of cancer cases in women
who attend regularly (Sasieni et al. 2003). Each year nearly 4 million women
are screened in England (Department of Health 2004a), saving 1300 lives and
preventing 3900 cancers throughout the UK (National Health Service Cervi-
cal Screening Programme 2000, 2003; Sasieni & Adams 1999). A more recent
study by Peto et al. (2004) suggests that these figures underestimate the success
of the screening programme and that the annual number of lives saved in
England is actually 4500. The incidence of cervical cancer fell by 42% from
1988 to 1997 and has fallen by over 25% since 1992 (National Health Service
Cervical Screening Programme 2003; National Statistics 2000; Sasieni &
Adams 1999). This fall is directly related to the cervical screening programme.

Until 2003, guidelines recommended that women between the ages of 20
and 64 years should have cervical screening every three to five years (Depart-
ment of Health 1998), with most health authorities operating a three-year 
programme (Smith 2000). Following research by Sasieni et al. (2003), these
guidelines have changed. Screening is now offered to women from the age of
25. They are recalled for tests every three years until the age of 49, then every
five years until the age of 64. Cervical cancer is rare under the age of 25, which
is why routine screening under this age has stopped. There is no plan to screen
those over 64, who are at low risk, unless they have had a recent abnormality.

Nurses and doctors have traditionally used a spatula to take a sample from
the cervix (see Figure 3.1). The sample is then transferred to a slide and sent
to a laboratory for examination under a microscope. Following recommenda-
tions by the National Institute for Clinical Excellence (NICE), the traditional
cervical smear test is slowly being replaced by liquid-based cytology (LBC).
The new method uses a cervix brush (see Figure 3.1), and the head of the
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Figure 3.1. Spatula and brushes used for taking cervical samples



device is rinsed or broken off into a vial of preservative fluid so that most or
all of the cervical cells are retained. The main advantage is a reduction in
inconclusive smears that have to be repeated.

If there is a problem following the initial screening process, women are
referred for an outpatient appointment in a colposcopy department. Each
year, in England alone, approximately 300000 women have an abnormal smear
(Department of Health 2004a).This represents approximately 7% of adequate
smears. Not all abnormal changes need immediate referral, and in 2003–2004
128000 referrals were actually made (Department of Health 2004a). At the
appointment a colposcope, which is a low-powered microscope (see Figure
3.2), is used to examine the cervix under magnification. This is performed ‘to
assess the extent of any problem and to determine appropriate treatment’
(National Health Service Cervical Screening Programme 1999a) and therefore
plays a central role in the management of pre-malignant disease. If necessary,
a biopsy may be taken and sometimes minor treatment is carried out.

The usual reasons for referral, summarised in Table 3.1, are ‘borderline
nuclear abnormalities’, which are minor changes in the cervical cells, or
‘dyskariosis’, which refers to an abnormality in the nucleus of the cell, sug-
gesting that the cell could have pre-cancerous changes. Dyskariosis is a cyto-
logical definition based on examination of the cervical cells. Women are also
referred with clinical symptoms such as postcoital bleeding or with persistent
inadequate smears (Jolley 2004). In England the rate of inadequate smears has
risen steadily and is about 10% (Department of Health 2004a). This reflects
the rise in sexually transmitted infections, which is the main cause of inade-
quate smears (National Health Service Cervical Screening Programme 2000).
Hopefully this will be reduced with the implementation of LBC. There used
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to be wide variations in the way negative, abnormal and inadequate smears
were classified, but there are now clear guidelines covering reporting and clas-
sification in cervical cytology and recommendations for management (Johnson
& Patnick 2000).

Despite clear referral guidelines, there is some controversy surrounding the
management of mild dyskariosis because only a small proportion of women
are likely to progress to severe dyskariosis. The majority, if left, will revert to
normal or persist as mild dyskariosis. Although appropriate management is
clearly important, there are many women being investigated unnecessarily.
Some argue that continued surveillance might be preferable to immediate
referral to colposcopy (Austoker & Davey 1997). Until recently NHSCSP 
recommendations specified that two results showing mild dyskariosis were
required before referral to colposcopy but this was amended in 2003 to suggest
referral after one abnormal result (Prendiville & Davies 2005). Therefore col-
poscopy workloads will continue to be high until more specific screening tests
are available to distinguish between significant and insignificant minor abnor-
malities. Further research is needed into the optimal management of mild
dyskariosis, and testing for human papilloma virus (HPV) may help.

HPV is linked with nearly all cervical cancers (Butcher 2001; National
Health Service Cervical Screening Programme 2000) and the relationship
between the two is now well proven (Cuzick et al. 1999; Peate 1999; Shlay et
al. 2000). ‘Research has indicated that women with a mild or borderline smear
result, who have no evidence of high risk HPV infection, are very unlikely to
develop cervical cancer’ (National Health Service Cervical Screening Pro-
gramme 2005).Therefore the HPV test could be used to indicate those women
who are at a higher risk of developing cervical cancer (Kitchener 2003;
Prendiville & Davies 2005). This has been piloted at three sites – Norwich,
Bristol and Newcastle (National Health Service Cervical Screening Pro-
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Table 3.1. Reasons for referral to colposcopy

Through the cervical screening programme:
Severe dyskariosis
Moderate dyskariosis
Mild dyskariosis
More than one result showing borderline nuclear abnormalities
Persistent inadequate smears

From GP for clinical symptoms:
Postcoital bleeding
Intermenstrual bleeding
Vaginal discharge in the absence of any obvious infection
Any cervix that looks abnormal on examination

References: Jolley (2004); Peate (1999); Smith (2000).



gramme 2000). At the time of writing, the final evaluation is not available, but
during the pilot there was some modification to the protocol based on the
finding that older women with HPV are more likely to need treatment than
younger women with HPV (Prendiville & Davies 2005).

Research into the role of HPV testing is continuing (Prendiville & Davies
2005). The TOMBOLA (trial of the management of borderline and other 
low-grade abnormal smears) is a large seven-year multicentre trial, which was
started in 1999. One of the aims is to determine whether colposcopy, repeat
cervical smears or HPV testing can best determine which women need further
treatment (National Health Service Cervical Screening Programme 2005).
HPV testing might also be used to identify any asymptomatic women who 
are at risk of developing cervical cancer (Cuzick et al. 1999). ARTISTIC (a
randomised trial of HPV testing in primary cervical screening) is a new 
trial started in 2001 to investigate HPV as a primary screening test (National
Health Service Cervical Screening Programme 2005).

PRESSURES ON THE COLPOSCOPY SERVICE

The increasing number of patients being referred for colposcopy has placed
pressure on colposcopy services, with prolonged waiting times (Department
of Health 2004a; Todd et al. 2002). Once a patient is referred to colposcopy,
the waiting time should be as short as possible, partly because prompt treat-
ment may be necessary but also to alleviate patient anxiety. Naturally women
become very anxious on hearing that they have an abnormal smear and a sig-
nificant number of women worry that their condition might become worse
while waiting for appointments and become angry at any delay (Doherty 
et al. 1991; Gath et al. 1995).

The NHSCSP has set guidelines to ensure that waiting times are kept to a
minimum. At least 90% of all referrals should be seen in less than eight weeks
and at least 90% of women with moderate or severe dyskariosis should 
be seen within four weeks (National Health Service Cervical Screening Pro-
gramme 1997). Unfortunately, these targets are not being met (Jolley 2004).
In a study at the John Radcliffe Hospital, Oxford, Gath et al. (1995) found that
women waited between six and 24 weeks for their first appointment. At the
time of writing the Queen’s Medical Centre, Nottingham, cannot meet these
targets and most referrals wait for more than eight weeks for a clinic appoint-
ment. In general only 76% of all referrals and 61% of those with moderate
or severe dyskariosis are seen within the target times (Department of Health
2004a). At regional level the proportion of women offered an appointment
within eight weeks ranges from 64% in London to 91% in the northeast,
demonstrating wide regional variations; 10% of women wait for 12 weeks
(Department of Health 2004a).

A VITAL ROLE FOR NURSE COLPOSCOPISTS 51



It is important to consider why waiting time standards are not being met.
Clearly there is excessive demand on the service. This is related to the overall
success of the screening programme because more patients are being screened,
leading to more referrals for abnormal results (National Health Service Cer-
vical Screening Programme 2000). A steady increase in abnormal smears is
directly related to the increasing incidence of HPV (Cuzick et al. 1999; Shlay
et al. 2000).The high levels of inadequate smears have already been mentioned
and the service is also receiving more referrals for patients with clinical symp-
toms, rather than abnormal smear results, because the colposcope is the best
way of examining the cervix. Unfortunately, the long waiting times for new
referrals seems to be associated with a high rate of patients who do not keep
their appointments, and this in turn exacerbates the problem (Lester & Wilson
1999).

The colposcopy service needs to expand but there is a shortage of colpo-
scopists. This is partly because the training takes time and commitment but
doctors tend to move around to gain experience. The recent reductions in the
hours worked by junior doctors (Department of Health 2004b) also means
that there is less cover. Working as a colposcopist, even part time, involves a
serious commitment in time, so training would only be an option for those
doctors interested in pursuing a career in gynaecological oncology.

TRAINING NURSE COLPOSCOPISTS

Although doctors have traditionally practised colposcopy, in the mid-1990s
some centres began to train nurse colposcopists in order to cope with the
increased demand. The introduction of a national training programme in col-
poscopy has meant that nurses can attain the same standards of practice as
doctors, leading to the British Society of Colposcopy and Cervical Pathology
(BSCCP) accreditation, and therefore become colposcopists in their own right.
The first nurse colposcopist was certified in 1996. Other centres quickly appre-
ciated the potential advantages of nurse practitioners who could not only help
to reduce waiting times but also deliver a more flexible and responsive service
offering continuity of care. By 2002 there were 52 certified nurse colposcopists
with 62 in training (Barnes 2002). This has now increased to 121 nurse colpo-
scopists with 91 in training (Lewis 2005).

Before expanding their scope of professional practice all nurses should be
aware of the importance of delivering safe, effective and appropriate care
(Nursing and Midwifery Council 2002). The Royal College by Nursing (RCN)
Colposcopy Nurses’ Forum has described the essential qualifications nurses
need before undertaking training to be a colposcopist. These include at least
18 months of nursing experience in women’s health; a thorough knowledge of
the colposcopy service and women’s needs; evidence of good organisational
and communication skills; and a supportive, sensitive and approachable

52 GYNAECOLOGY: CHANGING SERVICES FOR CHANGING NEEDS



manner (Smith 2000). Nurse colposcopists may also need to detect and diag-
nose different abnormalities of the genital tract, such as warts and other infec-
tions, so they need to be aware of all potential problems and know where to
refer patients for appropriate treatment.

During training, nurses need to attend a theory course and then undertake
50 supervised colposcopies, 20 of which must be on new patients. Following
this they undertake another 100 unsupervised colposcopies, of which at least
30 must be on new patients (National Health Service Cervical Screening Pro-
gramme 1999b).A designated trainer is needed to support the nurses through-
out this process so all patients can be reviewed and discussed as necessary.
At the end of training the nurse has to present 10 case studies to the national
training body (BSCCP) before accreditation is given. Nurses receive the same
colposcopy training as doctors but also need additional input in cytology and
histopathology because basic nursing programmes, unlike medical courses, do
not cover these subjects (Royal College of Obstetricians and Gynaecologists
1999). Counselling and family planning courses are also useful.

Following accreditation nurses can undertake unsupervised work but are
encouraged to work in teams (National Health Service Cervical Screening
Programme 1999b).All colposcopists need to maintain their standards of com-
petence through continuing professional development in order to renew their
accreditation every three years. This means that each colposcopist should
maintain a regular caseload of at least 100 patients a year, attend a BSCCP
recognised national colposcopy meeting at least once every three years and
participate in audit and continuing education (Jolley 2004; National Health
Service Cervical Screening Programme 2002; Royal College of Obstetricians
and Gynaecologists 1999).

THE WORK OF A NURSE COLPOSCOPIST

Nurse colposcopists are responsible for their own sessions. Firstly, a full history
is taken from all patients referred to the colposcopy clinic.This covers medical,
obstetric and sexual histories including details of previous smears. It is also
important to ask about their menstrual cycle, if they take any medication or
smoke. Some patients have attended colposcopy before, so records of any pre-
vious abnormalities on smears or treatment to the cervix are needed.

The obstetric history is very relevant when a cancer is found on the cervix
and treatment is required. Extensive or repeated treatment to the cervix may
affect cervical competence, which could have implications during a future
pregnancy. If a younger woman who has not had any children needs a hys-
terectomy, the impact can be devastating. Knowledge of contraceptive cover
is necessary because if a woman has a coil in situ it may not be possible to
treat her on that visit. If treatment is required, the coil is usually removed 
so alternative contraceptive cover should be discussed. Medication may also
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affect decisions about treatment. Especially important are hormone replace-
ment therapy (HRT), which could be linked to any problems and may need
discontinuing, and warfarin, which could cause excessive bleeding if a biopsy
or any treatment is carried out. Smoking is relevant because there is evidence
that it increases the risk of developing cervical cancer (National Health
Service Cervical Screening Programme 1999b). The exact mechanism is
unclear but it is thought that smoking depresses the immune system, allowing
the HPV to take hold. Clearly women should be given advice about the ben-
efits of stopping smoking in this context.

Once the history has been taken, the patient is prepared for her examina-
tion. It is important that she understands exactly what will happen. Women
are always sent an explanatory leaflet with their appointment, but it is reas-
suring to explain what will happen and check that they understand.This should
be done before the woman undresses.A nurse colposcopist should always have
a designated nurse to assist in running the clinic (Royal College of Obstetri-
cians and Gynaecologists 1999) in order to provide help with the practical
preparation of the patient. A colposcopy couch is used to ensure that the
patient is as relaxed as possible. She needs to be examined in a modified litho-
tomy position, so knee rests are helpful. It is important that the examination
is carried out in a warm room and that dignity and privacy are maintained
throughout.

The colposcopy examination allows magnification and illumination of the
cervix. ‘This technique can be used to assess and identify pre-invasive lesions
on the cervix and lower genital tract’ (Smith 2000). A suitably sized speculum
is inserted into the vagina and the cervix exposed.The cervix and upper vagina
can then be examined under magnification. Two types of epithelium, colum-
nar and squamous, cover the cervix and meet at the squamo-columnar junc-
tion. Normal squamous epithelium on the cervix is described as smooth and
flat while the columnar epithelium, which lines the cervical canal, has a grape-
like or villous appearance (Anderson et al. 1992; Sellors & Sankaranarayanan
2005). Sometimes the columnar epithelium changes to form squamous meta-
plasia. This occurs in the ‘transformation zone’ where cervical intraepithelial
neoplasia (CIN) and invasive carcinoma are likely to arise. CIN is a histolog-
ical definition and refers to changes in the squamous cells of the cervix.
The cervical appearance of women with an invasive cervical cancer would be
raised, uneven and will usually bleed when touched.

The first essential prerequisite is that the entire cervix must be fully visu-
alised and the transformation zone identified. This means that the full length
of the squamo-columnar junction should be visible. If this is not the case, the
colposcopic assessment would be considered unsatisfactory because it would
not be possible to exclude the presence of CIN or cervical neoplasia in the
hidden areas of the transformation zone. If a cervical smear is required,
it would be taken at this stage. Some colposcopists will then apply saline to
the cervix. This, in conjunction with a green filter on the colposcope, enables
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detection of any abnormal blood vessels in the cervix. Acetic acid is then
applied to the cervix with a cotton wool ball, a gauze swab or a spray. Not only
will this help to remove any mucus but it will also highlight any abnormal
epithelium, causing this to show up white. This is known as aceto-whitening.
There is a sharp line of demarcation between the normal and abnormal epithe-
lium, and the vessels, although less readily visible than with the saline tech-
nique, are much more visible than in the normal epithelium. Occasionally, in
minor changes, there is no vessel pattern to be seen following the application
of acetic acid and the abnormal epithelium simply appears white.

Aceto-white change is the most important of all colposcopic features. Some
degree of aceto-white will be visible when a woman has CIN. Unfortunately,
epithelial changes other than CIN may also turn white with the application of
this fluid. It is important that these physiological and minor changes are recog-
nised by the colposcopist. However, distinction between these changes by col-
poscopy alone is not always possible and therefore any abnormal area should
be biopsied.

The colposcopist has to take into account many features when looking 
at the cervix. Vascular patterns within the area of aceto-white are extremely
important when assessing an area of abnormality. There are three main pat-
terns. ‘Mosaic’ or ‘crazy paving’ pattern is when the capillaries appear paral-
lel to the surface, giving a mosaic effect. ‘Punctuation’ is easily recognised as
the stromal capillaries produce a stippled or punctuated appearance. With
both these patterns the degree of abnormality increases with the severity of
the changes and the size of the affected area (Luesley et al. 1996).Thirdly, there
are atypical vessels, which are small irregular vessels arranged in a totally 
haphazard way. The presence of these vessels is an indication of early stromal
invasion.

Aceto-white changes on the cervix can also be graded. As a general rule the
more severe the degree of whitening the more severe the lesion is likely to be.
The colposcopist should also note how quickly the lesion reaches its maximum
whiteness and how long this lasts. Not only do severe abnormalities become
whiter more quickly but they also stay white for longer than minor abnor-
malities. If the edges of the lesion are clearly defined, then this is likely to indi-
cate CIN. If the edges are fuzzy, then the lesion is more likely to be associated
with viral changes. If mosaic and punctuation are present as well as aceto-
white, it is not always easy to determine whether a particular area of punctu-
ation represents a more severe abnormality than an adjacent area of
aceto-white and therefore both should be biopsied. Although colposcopic
grading is a useful guide, it is not an assessment of the histological grade of
the underlying lesion (Anderson et al. 1992).

Decisions about treatment are crucial because not all women with CIN will
go on to develop cervical cancer. Therefore the colposcopist has to decide
whether immediate treatment is necessary or not. This is based on the likeli-
hood of the abnormal cells progressing to cancer. The more severe abnor-
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malities should always be treated but a mild or moderate degree of CIN may
either progress to a more severe form or will in time regress. The milder the
degree of CIN the more likely it is to regress. However, these differentiations
are not clear-cut and some of the lower-grade abnormalities will eventually
lead to invasive disease if untreated (Peate 1999). Therefore the optimal treat-
ment of low-grade abnormalities is controversial (Shlay et al. 2000). If the
nurse colposcopist is at all unsure, she should discuss her decision with a more
senior colposcopist before proceeding. When a decision is made to manage
women with low-grade abnormalities conservatively, they should be followed
up closely. This involves six-monthly appointments until two consecutive
smears are reported as normal. During this time if the lesion worsens it will
be treated. Abnormalities persisting for longer than two years should also be
treated.

No woman with abnormal cytology should be treated without prior colpo-
scopic assessment (Anderson et al. 1992). The treatment of CIN should be 
tailored to meet the needs of each patient and there are several factors to con-
sider. Firstly, the size of the area to be treated is important. If this is very large,
then it may be difficult to treat satisfactorily under a local anaesthetic. Some
patients find colposcopy extremely difficult and uncomfortable and may prefer
to be treated under a general anaesthetic. If colposcopic assessment suggests
that the patient may have invasive cancer, she may require an examination
under general anaesthetic in order to further assess the lesion. Despite these
considerations, the majority of women are treated in the colposcopy clinic
under a local anaesthetic.

There are different excisional treatment methods including a laser cone
biopsy (shallow cone) and knife cone biopsy (large cone), but the most popular
treatment is a large loop excision of the transformation zone, or LLETZ. This
method of treatment removes the whole of the transformation zone, which is
then sent for histological assessment. Local anaesthetic is used prior to the
procedure and a hot-wire loop diathermy is then used to stop any bleeding.

Immediate complications of this treatment may be pain and haemorrhage.
However, very few women complain of pain and the bleeding is usually well
controlled using diathermy. Suturing may be required in exceptional circum-
stances. Secondary haemorrhage can occur following treatment, usually within
the first 14 days. This is usually as a result of infection within the area treated
and will often settle when treated with antibiotics and the woman is advised
to rest. All patients treated should be given advice following treatment and
informed of the possible complications and what to do in the event of this 
happening. Written information leaflets should always be available following
treatment (Department of Health 1997) and all patients advised not to use
tampons and to avoid sexual intercourse for about four to six weeks after treat-
ment in order to reduce the risk of infection. Cervical stenosis affects between
1 and 2% of women treated, which can make follow-up difficult as the new
transformation zone might become inaccessible.
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A small proportion of women who are found to have invasive disease need
to have a hysterectomy, but it is widely accepted that treatment of CIN should
have a success rate of 95% (Paraskevaidis et al. 1991). Strict guidelines for the
follow-up of patients are essential in order to identify any residual disease or
any new abnormalities and reassure the patient (Peate 1999). Usually the GP
follows up any histology showing a complete excision of CIN with a smear at
six and 12 months after treatment. If both of these are reported as negative,
they are followed by annual smears for five years. If all results are negative
after this time, the woman can return to routine recall every three years.
However, when the excision of CIN is thought to be incomplete, patients need
colposcopic follow-up (Dobbs et al. 2000) and are reviewed back in the 
colposcopy clinic six months following treatment. The distinction between
residual and recurrent disease is arbitrary but it is likely that CIN discovered
up to 12 months after treatment represents residual disease, and beyond that
time it would be considered to be new disease (Anderson et al. 1992).

HOW EFFECTIVE ARE NURSE COLPOSCOPISTS?

The introduction of nurse colposcopists has been associated with reduced
waiting times (Todd et al. 2002). Apart from the overall impact on waiting
times, there are many more advantages to training nurse colposcopists. For 
the nurses themselves, the extended role leads to a greater involvement and
increased job satisfaction. Because nurses can concentrate solely on col-
poscopy, unlike the doctors who have other responsibilities, they can build up
their expertise, which in turn benefits the patients. Research on the effect of
nurse colposcopists is still limited but evidence so far suggests that nurses
compare favourably with doctors (Gifford & Stone 1993; Morris et al. 1998;
Todd et al. 2002). ‘For the majority of patients who require colposcopic assess-
ment and treatment, the nurses are as good as, if not better than, many con-
sultants’ (National Health Service Cervical Screening Programme 1999b).

The main advantage, in terms of quality for the patient, is increased choice.
Many women specifically ask to see a female practitioner, sometimes for 
religious or ethnic reasons or simply because they find it less embarrassing
(Gifford & Stone 1993; Morris et al. 1998). Some patients express a preference
for the nurse to carry out their diagnosis and treatment (National Health
Service Cervical Screening Programme 1999b, 2000). This may be because
many women find it easier to talk to a nurse than a doctor. They tend to think
of nurses as more approachable and are not so embarrassed about expressing
their anxieties or asking ‘silly’ questions. This is supported by audits carried
out at Addenbrooke’s Hospital in Cambridge and Royal Oldham Hospital.
These showed that the role of the nurse colposcopist has been well accepted
by patients. Some requested to see a nurse colposcopist, whereas none spe-
cifically requested to see the doctor (Barnes 2002).
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The quality of patient contact is extremely important, as a referral to col-
poscopy is associated with high levels of anxiety (Austoker & Davey 1997;
Peate 1999; Smith 2000). Anxiety is related to fear that they may have cancer,
concerns about their fertility and sex life and uncertainty about the actual 
procedure (Austoker & Davey 1997; Doherty et al. 1991; Gath et al. 1995).
Some women feel particularly vulnerable and out of control (Rogstad 2002).
If this is not addressed, it may prevent women from attending colposcopy for
further investigations and treatment. Publicity linking abnormal smears with
sex and HPV can also cause feelings of guilt and shame (Baileff 2000; Butcher
2001).

Nurse colposcopists are able to minimise these adverse effects. Nurses are
trained to support and empathise with patients and nurse colposcopists usually
have good counselling skills. Clear verbal and written information can reduce
anxiety and nurse colposcopists are often able to spend more time with the
patient. Patients need to understand what is involved in the examination, even
including an understanding that the colposcope is not inserted into the vagina
(Patnick 1998). The nurse colposcopist can also provide continuity of care by
seeing the patient right through the process from start to finish, including any
repeat visits. She can also offer a contact number in case the patient has any
queries or concerns. This creates a friendly and supportive approach, which is
much less intimidating for the patient. Therefore nurse-led treatment is asso-
ciated with increased acceptability, reduced anxiety and improved compliance
(Cassard et al. 1997; National Health Service Cervical Screening Programme
2000).

THE FUTURE

The role of the nurse colposcopist is now well established and has become an
essential part of the service. As the numbers of nurse colposcopists continue
to increase, it is important that they have access to a professional support
network. A Nurse Colposcopy Association now exists covering nurses allied
to the discipline. This includes nurses involved in running colposcopy clinics,
nurses who have been trained to do diagnostic colposcopy but not treatment
and also nurse colposcopists trained in both diagnosis and treatment. Hope-
fully this will help to maintain high standards of care and also raise the profile
of nurses working in the field of colposcopy.

Nurse colposcopists are becoming more and more involved with innovative
ways of running clinics and delivering care. Some women do not attend for
their colposcopy appointment due to problems with accessibility. Some hos-
pitals do not have the facilities for a colposcopy clinic, so patients need to go
to a more specialised hospital. This might require a long journey and some
cannot afford the time or money (Peate 1999). There may also be problems
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with taking time off work or child care facilities. This can be alleviated with
more flexible clinic times, and many centres now run evening clinics.

These problems are exacerbated when patients need to have a biopsy taken,
wait for the results and possibly return for treatment. This process can take
three or four weeks between each visit. One way of improving this situation
is the introduction of ‘one-stop’ colposcopy clinics like the one at the Queen
Elizabeth Hospital, Gateshead, where women are given the results of their
biopsy in two hours and offered immediate treatment.An audit of the first 300
patients showed that about 25% of women with low-grade smear changes
needed treatment and overall patient satisfaction with the service was
increased (National Health Service Cervical Screening Programme 2000).
However, this clinic is only possible due to high investment in new technol-
ogy and it remains to be seen whether such investment will be possible on a
more sustained basis.

Future investment and the direction of the colposcopy service will be
heavily influenced by the development of two vaccines against HPV (Crum
2002; Davis 2004; Koutsky et al. 2002). The new vaccines have been developed
to protect women against the strains of HPV that are responsible for the
majority of cervical cancers (Types 16 and 18) (Villa et al. 2005). Several 
clinical trials are now examining the efficacy of the vaccine including the
FUTURE Study, which is a multicentred trial involving 5700 women world-
wide. All participants have been given a course of three injections, either the
vaccine or a placebo, and are being followed up over four years. The trial is in
its final stages but interim results are already demonstrating 100% protection
against the highest risk strains and the vaccine should be available for general
use within five years (Davis 2004). It would probably be offered to younger
adolescent girls, hopefully before they become sexually active, although this is
controversial (Cohen 2005; MacKenzie 2005). This would not immediately
remove the need for a colposcopy service as it would depend on the uptake
and there would still be large numbers of older women without protection. In
addition, claims that the vaccine will end cervical cancer are slightly exagger-
ated, as the vaccine would not protect against all strains of HPV. There will
always be a variety of different problems and rarer cancers affecting the cervix.
However, there will undoubtedly be long-term implications for the develop-
ment of both the screening and colposcopy services.

CONCLUSION

Following the development of a formalised training programme, nurses are
assessing, diagnosing and treating patients in colposcopy clinics all over the
UK. There are still high levels of demand and enormous pressure to reduce
waiting times, but undoubtedly ‘nurse colposcopists have made a major 
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contribution to the provision of colposcopy services in the UK’ (National
Health Service Cervical Screening Programme 2002).
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4 Optimising Care for Women with
Problems in Early Pregnancy

ANNE WALTON, CINDY WILSON and SIAN SCHMIDT

Exerpt from Nature’s Way, Rotten As It May Be

Treatment for women who can get pregnant but cannot stay that way is neither
standard nor readily available, and the reasons for this split between the wealth
of infertility and dearth of miscarriage treatments are complicated.

Between 50 percent and 70 percent of the time the loss is chromosomally 
abnormal. A treatment that disrupts this built-in purging system could potentially
result in more babies with birth defects and that’s probably not a treatment worth
having.

The clinics succeed by confronting their patients’ despondence, fatalism and panic.
. . . A lot of women will settle for a knowledgeable hand to hold. Those hands
aren’t always easy to find. Miscarriage isn’t a specialty that pays well – with no
big-ticket procedure to offer, the exams and counseling add up to a lot of time
spent without much remuneration.

Emily Bazelon (2005)
Reproduced by permission of Emily Bazelon and Slate.

This chapter discusses the causes, presentation and diagnosis of miscarriage
and ectopic pregnancy, followed by the management options. Problems in
early pregnancy have created many challenges, resulting in the development
of early pregnancy assessment units and nurse specialists in early pregnancy.
The main aim is to demonstrate how this has completely changed the way 
care is delivered, with enormous benefits for women facing the trauma of 
miscarriage.

Gynaecology: Changing Services for Changing Needs. Edited by Sue Jolley
© 2006 by John Wiley & Sons, Ltd
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MISCARRIAGE – A COMMON BUT SIGNIFICANT EVENT

The medical definition of miscarriage is the spontaneous loss of a pregnancy
before 24 weeks gestation (Mackay et al. 1992). It is difficult to quantify the
exact number of women who suffer pregnancy losses because at present no
national statistics are collected for miscarriages. However, it is estimated 
that 1 in 4 pregnancies under 12 weeks end in miscarriage (The Miscarriage
Association 2003).Women with a possible miscarriage commonly present with
vaginal bleeding and abdominal pain having confirmed the pregnancy with a
pregnancy test. Of those presenting with bleeding 30–50% go on to have a
failed pregnancy (Bryan 2003). There are different types of miscarriage (see
Table 4.1) and this classification is important in determining the appropriate
management.

It is not always easy to determine the exact cause of a miscarriage and,
because it is such a common occurrence, investigations are not normally
carried out until a woman has had three consecutive miscarriages with the
same partner. The main cause of miscarriage is chromosomal abnormalities.
Errors can occur when chromosomes taken from the mother and father can
lead to too many or too few chromosomes, so the fetus does not develop nor-
mally from the start and is incompatible with life. This is usually a totally
random occurrence and does not automatically mean that one of the parents
has abnormal chromosomes.

Other causes include hormonal problems, blood clotting disorders, infection
and anatomical abnormalities. Research is currently being carried out into 
the relationship between progesterone levels and miscarriage (Regan 2004).
Women with polycystic ovaries (PCOs) often find it difficult to conceive
(Kousta et al. 2000), because the condition is associated with a hormonal
imbalance such as increased level of luteinising hormone (LH) and testos-
terone. Further research is currently taking place to investigate the connec-
tion between PCOs and miscarriage (Amer et al. 2003). Women with early

Challenges Service developments

• Fragmented service provision • Collaboration between hospitals
for patients with problems in both locally and nationally
early pregnancy • Multiprofessional teams 

• Shortage of trained sonographers providing ‘one-stop clinics’
• Increasing number of patients • Nurse specialists who can lead 

with ectopic pregnancies hospital and community services
• Pressure on inpatient beds • Trained nurse/midwife 
• High levels of anxiety, especially sonographers

for patients with recurrent • Fast-track referrals and 
miscarriages assessments
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pregnancy loss are often found to have high levels of follicle stimulating
hormone (FSH).This hormone drives the ovaries to start growing follicles and
high levels can mean that the ovaries have become menopausal.

A pregnant woman’s blood tends to thicken but recently it has been shown
that this can become a problem affecting the flow of blood to the baby. This
decrease of blood supply can lead to miscarriage. Research has detected
antiphospholipid antibodies present in women who have suffered from recur-
rent miscarriages, the two most important ones being lupus anticoagulant and
the anticardiolipin antibodies that cause the blood to clot more easily (Rai 
et al. 1995). Women who have tested positive to either of these antibodies 
are said to have the primary antiphospholipid syndrome (PAPS), also called
Hughes syndrome (Holden 2002).

Anatomical abnormalities of the uterus that may increase the risk of mis-
carriage include fibroids and a bicornate uterus, which is where a septum is
found down the whole or part of the uterus. Cervical incompetence is often
thought to be a cause of miscarriage in the second trimester, usually after the
14th week. It is usually diagnosed when a woman has a history of spontaneous
miscarriages in the second trimester and it is recommended that a cervical
suture be inserted at around 14 weeks gestation.

Healthcare professionals often underestimate the psychological impact of
bleeding and pain in early pregnancy (O’Connor & Kovacs 2003) and the sig-
nificance of miscarriage has been recognised only relatively recently within
the medical world. The changing roles of women and the greater awareness 
of women’s issues within the healthcare setting have helped raise the profile 
of pregnancy loss. Until only a few years ago miscarriage was viewed as a
‘minor medical event’ and the emotional upset and reaction to the grief was
not addressed until some qualitative studies were carried out in the 1980s
(Moulder 1998). These highlighted the fact that the women often felt alone in
their grief and mourning, as they felt nobody else around them understood 
or acknowledged their loss, be it family, friends or health professionals. Quan-
titative research has also demonstrated that miscarriage can trigger grief,
anxiety and depression (Brier 2004; Maker & Ogden 2003). ‘Grief can be pro-
found for both the woman and her partner, and is similar to that experienced
with any major loss or bereavement’ (Pearce & Easton 2005).

EARLY PREGNANCY ASSESSMENT CENTRES

Changing attitudes towards miscarriage paved the way for the development
of Early Pregnancy Assessment Centres (EPACs). Prior to the advent of
EPACs, service provision was very fragmented and often inadequate. Patients
with problems in the first and second trimester of their pregnancies were
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admitted to a gynaecology ward, often needlessly, at any time of the day or
night. Sometimes they were kept in hospital for up to 3 days while they were
assessed. During their stay in hospital, patients saw a succession of different
people including nurses, doctors, phlebotomists, porters and radiographers.
Following the initial admission and assessment, they often had to wait for an
available slot in the ultrasound department for a scan. Then they were not 
necessarily told the result by the radiographer and so returned to the ward to
wait for a doctor. If the scan confirmed a miscarriage, surgical management
was the most common option and patients booked for theatre had a further
wait, often spending many hours starved in preparation.

This was a difficult time for many patients, separated from their partners or
family and feeling alone and isolated at an anxious time. Psychological support
following pregnancy loss was virtually non-existent and totally dependent on
the patient asking for support via their general practitioner (GP). Partners
often felt excluded from any decisions.

The clear need to provide more patient-centred care in this area led to the
introduction of EPACs in the early 1990s (Pearce & Easton 2005). At the time
this seemed very innovative and a much more efficient way of organising the
service (Bigrigg & Read 1991).The main advantage was the potential to speed
the diagnosis process and reduce inpatient nights in hospital. It was also an
ideal opportunity for nurses with a defined interest in this area to develop spe-
cialised roles. The European Directive to reduce junior doctors’ hours (British
Medical Association 2004) created a climate that was conducive to this general
development. EPACs have gradually been established in most large gynae-
cology departments (Ward 2000), but literature relating to this service is
limited (Pearce & Easton 2005).

The development of an EPAC at Queen’s Medical Centre (QMC), Not-
tingham, illustrates the process, difficulties and advantages. A nurse specialist
was employed to set up an EPAC in 1993, initially as a pilot scheme to assess
need and effectiveness. The unit was a one-stop clinic served by all healthcare
professionals, so patients did not need to visit different departments (Royal
College of Obstetricians and Gynaecologists 2000). This was initially very 
challenging as many healthcare professionals felt secure in their own depart-
ment and found it difficult to leave their ‘safe environment’ to work alongside
staff from different disciplines.

It soon became apparent that the nurse specialist and sonographer were
leading the clinic and felt secure in the new working area as they saw the ben-
efits both for the patients and the service providers. This reflects experience
in other EPACs (Habayeb & Konje 2004). The nurse specialist took on the
phlebotomy work, as this was part of the process of assessment, planning 
and implementing care. The holding of anti-D immunoglobulin on the unit 
was essential because isoimmunisation can occur in early pregnancy. Anti-D
should be administered to all non-sensitive Rhesus negative women who 
have any vaginal bleeding after 12 weeks gestation and to all Rhesus-negative
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women who miscarry before 12 weeks if medical intervention is required
(National Institute for Clinical Excellence 2004; Royal College of Obstetri-
cians and Gynaecologists 2000). This prophylaxis will prevent the production
of antibodies by the mother against fetal Rhesus positive cells. It was agreed
that it would be easy to regulate the situation if the nurse specialist was respon-
sible for storing and administering anti-D. This also enabled a better working
partnership between the unit and haematologists (National Institute for Clin-
ical Excellence 2004). Doctors were only called to see patients when diagno-
sis necessitated admission to a ward, which reduced the workload for junior
doctors.

Referrals from primary care trusts were slow at first as many doctors and
midwives wanted their patients seen immediately and felt that admission to
hospital was a ‘safer option’.The nurse specialist contacted all the GPs to high-
light the new service and subsequently attended numerous practice meetings
to describe how the service would work and explain the protocols for refer-
ral. QMC was also keen to introduce a hospital-at-home service for patients
so the nurse specialist visited and networked with successful schemes already
in operation and was able to promote the benefits of keeping patients in their
homes with access to specialists.

Although quicker diagnosis, especially of ectopic pregnancy, was one of the
main advantages of an EPAC, it also enabled patients and their families to
have better psychological support. This increased dramatically as there had
previously been no support from professionals with specialist knowledge in
this field (Royal College of Obstetricians and Gynaecologists 2000).The nurse
specialist was also able to offer a follow-up counselling service for couples who
had suffered a pregnancy loss and the GPs were keen to make referrals to this
service.

The service at QMC has developed steadily, with appointments rising from
20 per week to the current rate of 70. There are now two additional nurses
working on the unit supported by a full-time receptionist. Sonographers attend
for regular sessions and designated doctors are available when required. It has
been clear that a successful EPAC needs support and commitment from the
hospital trust, the gynaecology consultants and the GPs. Above all staff need
to be motivated and dedicated to the work.

THE ROLE OF THE SONOGRAPHER IN AN EPAC

‘Over the past 15 years ultrasonography has revolutionized the management
of complications in early pregnancy’ (Pearce & Easton 2005). Medical ultra-
sound uses high-frequency sound waves to obtain a real-time moving image.
Transvaginal ultrasound uses higher frequencies, resulting in better resolution;
thus imaging of the uterus, ovaries, adnexae and fetus is obtained in greater
detail.
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Ultrasound should only be performed by a trained and qualified health pro-
fessional. Historically only radiographers and radiologists performed ultra-
sound. However, the need for ultrasound has dramatically increased and
nurses and midwives are also being trained in ultrasound specific to their spe-
cialties. All healthcare professionals should hold a postgraduate diploma in
medical ultrasound or a postgraduate certificate in obstetric and gynaecology
ultrasound. Sonographers should be trained in both transabdominal and trans-
vaginal ultrasound and produce reports using standardised documentation
(Royal College of Radiologists/Royal College of Obstetricians and Gynae-
cologists 1996).

Women generally accept transvaginal ultrasound, even when anxious
(Braithwaite & Economides 1997; Proud 1997). However, departmental guide-
lines must be established and adhered to. Those women not acceptable for a
transvaginal scan (TVS) include virgo-intactus, under 16 years unless with
parental permission, prolapse with a ring in situ or for social reasons.

To establish gestation and viability in a normal intrauterine pregnancy it is
necessary to know at what stage each development is visualised on an ultra-
sound scan and with human chorionic gonadotrophin (HCG) values (see Table
4.2). At 5 weeks from the last menstrual period, an intrauterine pregnancy is
characterised by an intrauterine sac (Rosevear 2002).This is usually positioned
at the fundus of the uterus. It has an eccentric, asymmetrical ring, which may
have a double-ring appearance (Figure 4.1). This represents the amnion and
yolk sac. No contents are seen within this sac, which has a mean sac diameter
(MSD) of 10mm. The yolk sac is the first structure demonstrated within the
gestation sac and disappears at 10 weeks. It is seen as a bright rounded struc-
ture with an internal echo-free area (James et al. 1995) (Figure 4.2).
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Table 4.2. Determining gestation and viability

Stages of development visualised on ultrasound scan

Embryonic/fetal structure Transvaginal scan Transabdominal scan
Empty intrauterine gestation sac 4 weeks 1–3 days 5 weeks
Yolk sac 5 weeks 6–7 weeks
Fetal heart pulsations 5 weeks 4 days 6 weeks 4–7 days
Fetal movements 7 weeks 8 weeks
Limb buds and head 8 weeks 9 weeks

Values of human chorionic gonadotrophin

3–4 weeks 9–130IUa

4–5 weeks 75–2600IU
5–6 weeks 850–20800IU
6–7 weeks 4000–100200IU
7–12 weeks 11500–290000IU

a International unit.



The fetal pole is visualised within the gestation sac when the MSD is 16–
18mm. It is seen as a few small echoes (Figure 4.3). Fetal heart pulsations are
seen almost as soon as the fetus is detected. This can often be as small as 
2mm. The crown rump length (CRL) is used to measure the fetus and thus
determine the gestational age. This is the most accurate way of estimating 
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Figure 4.1. Intrauterine gestation sac positioned at the fundus demonstrating a double
decidual ring. (Reproduced by kind permission of Queen’s Medical Centre 
Nottingham)

Figure 4.2. Yolk sac within gestation sac. (Reproduced by kind permission of Queen’s
Medical Centre Nottingham)



gestational age as the fetus grows rapidly. From 7 weeks the fetus grows
approximately 1mm per day (Chudleigh & Pearce 1992). Fetal heart pulsa-
tions can always be detected at a CRL of 6mm (Chisolm & Jenkins 2003).

Implantation bleeds are often seen at this stage. Size is not related to 
pregnancy outcome (Chudleigh & Pearce 1992). It is measured and important
to distinguish from an empty second gestation sac (Figure 4.4). A twin 
pregnancy is diagnosed when two fetal poles are visualised simultaneously.
Twin gestation sacs can be seen from approximately 41/2 weeks but the 
amnion cannot be clearly seen until 8 weeks. Therefore chorionicity should
only be determined after 8 weeks by the transvaginal approach. The optimal
time to determine chorionicity is between 9 and 10 weeks (Smith & Smith
2002).

The ovaries and adnexae are always examined in early pregnancy ultra-
sound as the cause of any pain may be related to factors not associated with
the pregnancy. The most common findings on ultrasound are:

• Corpus luteal cyst. This is part of normal cyclical change within an ovary.
The corpus luteum is formed after the rupture of the mature follicle and
should then regress. When this does not happen, a corpus luteal cyst devel-
ops. This can be visualized in the first trimester and generally measures
20–25mm. Haemorrhage can present in up to 60% of cases (Bates 1997).
By the 20-week scan the cyst has normally resolved (Figure 4.5).

• Follicular or simple cyst.A simple cyst on ultrasound has a smooth, thin wall
and contains fluid (seen as black on ultrasound). Any cyst greater than 3cm
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Figure 4.3. Fetal pole lying close to the yolk sac. CRL: 5mm = 6 weeks and 2 days.
Fetal heart pulsations were demonstrated on real-time scanning. (Reproduced by kind
permission of Queen’s Medical Centre Nottingham)



in diameter is generally considered pathological as opposed to a corpus
luteal cyst. Size can vary although they do not generally exceed 10cm.

• Dermoid cyst. These can be either cystic or solid with cystic being more
common (Bates 1997). Dermoid cysts contain all types of cell types except
gonadal tissue. If a solid component is identified, this may contain bone,
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Figure 4.4. Implantation bleed inferior to the gestation sac measuring 18 × 8 × 15mm.
(Reproduced by kind permission of Queen’s Medical Centre Nottingham)

Figure 4.5. Corpus luteal cyst in the right ovary measuring 21mm. (Reproduced by
kind permission of Queen’s Medical Centre Nottingham)



teeth or cartilage. They may have a complex appearance on ultrasound due
to the variety of elements that may be involved.

Routine fetal anomaly scanning at 18–20 weeks is well established in Europe
(Twining et al. 1999). Early pregnancy ultrasound is used for viability, dating,
diagnosing ectopics and reassurance. The majority are scanned at 6–8 weeks
gestation. This is too early to diagnose fetal anomalies, the fetus being only a
few small echoes and anatomy often incomplete before 12 weeks. However, it
is possible to detect some anomalies in the first trimester while others have a
variable onset and may only present at a later gestation. Certain factors may
inhibit this such as fetal position, fibroids, limited time caused by the patient’s
anxiety and contraction of the uterus (Twining et al. 1999).

Anomalies that can be detected include:

• exencephaly: absence of the cranium with complete but abnormal develop-
ment of the brain. Prolonged exposure to amniotic fluid and repeated
mechanical trauma leads to anencephaly. Diagnosis cannot be made before
10 weeks (Figures 4.6a and 4.6b).

• conjoined twins. Late division of the zygote will result in conjoined twins.
• cystic hygroma: a congenital malformation of the lymphatic system 

resulting in large swellings to the back of the fetal neck. There is a high 
incidence of chromosomal disease, predominantly Turner’s syndrome, but
also Trisomy 21 and Trisomy 18 (Figure 4.7).

• increased nuchal translucency (NT). As part of a screening programme 
the NT is measured from a CRL of 45mm. However, an increased thicken-
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Figure 4.6a. Anencephaly. Sagittal section of a 10-week fetus demonstrating 
underdevelopment of the cranium (arrow). See Figure 4.6b for a normal cranium 
in comparison. (Reproduced by kind permission of Queen’s Medical Centre 
Nottingham)
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ing at the back of the neck may be detectable by an experienced sonogra-
pher earlier than this. Increased NT is associated with a high risk of chro-
mosomal disease and also structural anomalies including major cardiac
defects.
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Figure 4.6b. Sagittal section of a normal fetal cranium at 12 weeks. (Reproduced by
kind permission of Queen’s Medical Centre Nottingham)

Figure 4.7. Cystic hygroma.Transverse section of fetal head at approximately 20 weeks.
Note the multiseptate cystic mass at the back of the neck (arrow). (Reproduced by
kind permission of Queen’s Medical Centre Nottingham)
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• anterior abdominal wall defects. Normal mid-gut herniation occurs between
the 7th and 11th week of gestation and has usually resolved by the 12th
week. This is important to consider before a defect is suspected. These
include omphalocoele and gastroschisis (Figures 4.8a and 4.8b).

• renal defects. These include renal agenesis and hydronephrosis.

The role of the sonographer has changed in recent years with report writing
leading to a greater autonomy. In an EPAC environment the sonographer
works single-handed and makes a diagnosis, taking into consideration the clin-
ical details. A report is then written with the findings clearly described and a
diagnosis, if appropriate. Departmental guidelines and protocols need to be
followed when reporting to ensure correct care is provided for the patient (e.g.
a re-scan is arranged where appropriate) and to protect the sonographer
medico-legally. The whole process requires the sonographer to have an open
mind, to think of all diagnoses and to make a decision. The final aspect of a
sonographer’s role is to inform the often anxious patient of the findings. To
break bad news is often the most difficult part of the sonographer’s work.

The advantage of working closely with specialist nurses in an EPAC is that
the nurse and sonographer are both present during the scan and when the
sonographer tells the patient of the scan findings the specialist nurse is able
to counsel her immediately. This is also advantageous for the sonographer,
who will learn more of the role of specialist nurses and for the nurses who 
will have a greater understanding of ultrasound. The environment in EPAC
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SP

Figure 4.8a. Gastroschisis.Transverse section of the abdomen. Herniation of the bowel
into the amniotic cavity (arrow). SP: spine. See Figure 4.8b for a normal abdomen 
in comparison. (Reproduced by kind permission of Queen’s Medical Centre 
Nottingham)
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breeds a multidisciplinary team, which is better for the staff and also for
patient care.

MANAGEMENT OF MISCARRIAGE

The majority of patients can be managed in a well-established EPAC where
there is access to modern ultrasound scanning, including transvaginal probes
and laboratory facilities for HCG assays within two hours and rhesus antibody
testing (Bradley & Hamilton-Fairley 1998; Fox et al. 2000; Walker & Shillito
1997). The Royal College of Obstetricians and Gynaecologists (RCOG) has
produced good-practice guidelines that provide a framework for the delivery
of care in EPACs (Royal College of Obstetricians and Gynaecologists 2000).

FIRST TRIMESTER MISCARRIAGE

When managing women with early pregnancy complications, such as miscar-
riage, it is important to recognise the normal sonographic milestones in the
first trimester. Understanding the pattern of serum HCG changes in early
normal pregnancy and the spontaneous resolution of a pregnancy is also
important.With the increased use of sensitive pregnancy tests that can be used
before a woman’s period is even due, women can have their pregnancies con-
firmed much earlier. Therefore they sometimes present with problems when
5 or even 4 weeks pregnant. If the bleeding does occur at this early stage, the
HCG levels are often monitored, as a scan may not be clinically indicated. Pro-
duction of HCG commences at the start of a pregnancy and gives a positive
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SP CI

Figure 4.8b. Normal abdomen at 12 weeks. SP: spine; CI: cord insertion. (Reproduced
by kind permission of Queen’s Medical Centre Nottingham)

b



pregnancy test. The HCG levels increase rapidly in early pregnancy, approxi-
mately doubling every 48 hours in the 4th to 8th week of pregnancy
(Thorstensen 2000). If the pregnancy is more advanced, then an ultrasound
scan will be offered in order to reassure the woman and confirm the viability
of the pregnancy.

Patients who are referred to an EPAC must have a comprehensive history
taken detailing date of last menstrual period, usual menstrual cycle, previous
pregnancies and outcomes, history of pelvic infection and treatment, history
of pelvic surgery, particularly tubal surgery, and any contraception use.A trans-
vaginal scan (TVS) will be required in approximately 40% of women referred
to an EPAC (Royal College of Obstetricians and Gynaecologists 2000). It is
important that the woman is given information about why a TVS is needed
and understands that this will aid her in getting a faster diagnosis. A TVS is 
an acceptable intervention in early pregnancy with 88% of women accepting
a TVS and 95% stating that they would have one again in the future 
(Braithwaite & Economides 1997). Ultrasound assessment should be followed
up with an HCG assay if there is doubt about the location of the pregnancy.
This is because lower levels of HCG are produced with an ectopic pregnancy.

Until recently surgical uterine evacuation has been the standard treatment
offered to women who miscarry, and the majority of women (88%) who mis-
carry in the first trimester are currently managed surgically (Royal College of
Obstetricians and Gynaecologists 2000). This is because retained tissue can
increase the risks of infection and haemorrhage. It should always be the treat-
ment of choice where bleeding is excessive, if vital signs are unstable or when
infected tissue is present in the uterine cavity. However, studies suggest that
less than 10% of women fall into these categories (Ballagh et al. 1998), so most
women who have miscarried can now be offered either medical or conserva-
tive management as well as surgical management.

Although women should be given choices about their management, they are
often too distressed to take in much information and need time to make deci-
sions (Engelhard 2004). It therefore makes sense that women who are not
requiring immediate admission to hospital should be given verbal information,
backed up with written information, and allowed home to consider their
options. If patients are being offered choices, they must be given a contact
number so that when they feel ready they can telephone to discuss their
options again and arrange their care pathway. Many women prefer expectant
or medical management because they prefer not to have a general anaesthetic
and feel more in control. It is important that they have a telephone, transport
to the hospital and a responsible adult available, especially at night-time.

Expectant management

Expectant (conservative) management is where a pregnancy has failed and is
allowed to spontaneously miscarry without any medical intervention. Most
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women will expel the products of conception within 2 weeks of the com-
mencement of bleeding (Luise et al. 2002). Expectant management is emi-
nently suitable for many women, but they do need a good explanation and
understanding of the process. It is essential that women are supported when
making this decision and are given a contact number for 24-hour support.They
need a follow-up appointment in the EPAC to confirm that the miscarriage is
complete and to ensure their psychological well-being. They must be made
aware of the need for adequate sanitary protection and be advised that anal-
gesia, usually paracetamol and an anti-inflammatory such as Nurofen, may be
required. If patients are made aware of the possibility of fairly heavy vaginal
bleeding and the need for analgesia, they tend to be more prepared and there-
fore cope better. All the women who undergo expectant management express
a desire to have a ‘natural’ experience or wish to avoid surgery and general
anaesthesia.

Women who opt for expectant management are often well supported by
family and friends, although some do report that, as they have not been admit-
ted to hospital, they are not seen as ‘being as ill’ and therefore do not receive
as much sympathy (Ogden & Maker 2004). Many of the men who support
their partners with expectant management report feeling they can share more
in the bad experience (Nursing Standard 2000).

Success rates for expectant management vary from 100% successful
(Chipchase & James 1997) to as low as 25% (Jurkovic et al. 1998). These
studies do not explain the reasons for such a big discrepancy except to say that
the lowest efficacy rates were related to cases with an intact gestational sac
and closed cervix. When patients are counselled, it is important they under-
stand that resolution may take several weeks or 20% will request surgical
management during the observation period (Hurd et al. 1997).

At QMC the women are asked to contact the nurse specialist when they
feel they have miscarried, and the nurse may need to rearrange the follow-up
ultrasound until the bleeding has settled and ultrasound can confirm an
endometrial thickness of less than 15mm. If the women have not miscarried
after two weeks and this is confirmed by ultrasound, other management
options should be discussed.

Since the appointment of a nurse specialist at QMC there has been an
increase in the number of women opting for expectant management, and this
is now seen as a normal and accepted way to care for women. All women who
have had expectant management will be aware of the support and advice that
is available and know they can contact the EPAC and speak to one of the
nurses.

Medical management

Medical management of first trimester miscarriage is the combination of the
antiprogestogen mifepristone and the prostaglandin analogue misoprostol.
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The mifepristone acts as a priming stage and is given 48 hours prior to the
misoprostol. Medical management is usually considered successful if the mis-
carriage is complete 12 hours after the misoprostol is given. If at this time the
miscarriage has not occurred, then the patient will be booked for an evacua-
tion of uterus. The overall success rate for medical management is less than
50% with some centres reporting rates as low as 13% (De Jonge et al. 1995).
Many reports comparing expectant management with medical management
suggest that medical management has no benefits over expectant management
and has side effects, with up to 48% of patients reporting gastrointestinal
problems (De Jonge et al. 1995). Studies of this kind are very limited as only
small numbers are included, but Bagratee et al. (2004) claim in a study of 131
women that there were no differences in side effects, bleeding duration, anal-
gesia use, pain score and satisfaction with treatment. However, it appears that
the success rate of medical management was better (88.5% compared with
44.2%) than for expectant management in patients with a missed miscarriage,
but there was no significant difference in success rates (100% versus 85.7%)
in women treated with an incomplete miscarriage.

The women who opt for medical miscarriage often want to speed up the
process but wish to try and avoid a general anaesthetic. When a patient opts
for medical management of miscarriage, it is essential that she is given a full
and detailed explanation. In order for a patient to be offered medical man-
agement she must fulfil certain criteria. She must not be taking steroids,
anticoagulants or aspirin and must not have diabetes, high cholesterol or a
bleeding disorder.

It is essential to understand that the miscarriage may occur after the initial
priming with mifepristone and then the patient must contact the nurse spe-
cialist for advice. She will not need to attend for the mifepristone but will need
a follow-up appointment to ensure the miscarriage is complete.Approximately
one-third of women will miscarry after the mifepristone (Royal College of
Obstetricians and Gynaecologists 2000). It is essential when the patient arrives
for the misoprostol that they are monitored closely throughout their time on
the ward for the signs of miscarriage and that all bleeding and clots are
checked. She also needs to be cared for by experienced and sympathetic
nurses. On discharge from hospital she must be aware that the bleeding will
continue. At QMC patients are telephoned by a nurse to ensure that they are
physically recovering and also to check on their mental state and offer support
if required. Many patients after miscarriage have a low self-esteem and if
medical management of miscarriage fails and they require a surgical evacua-
tion this can exacerbate their negative feelings.

Surgical management

Although expectant and medical methods are effective in managing miscar-
riage, they have not replaced surgical evacuation. In the UK surgical uterine

80 GYNAECOLOGY: CHANGING SERVICES FOR CHANGING NEEDS



evacuation is usually sharp/blunt curettage for cases of incomplete miscarriage
and suction curettage for delayed miscarriage. A randomised trial comparing
the two methods in the management of incomplete miscarriage concluded 
that suction curettage was safer and easier (Verkuyl & Crowther 1993).
Serious complications of surgery include perforation of the uterus, cervical
tears, intraabdominal trauma, intrauterine adhesions and haemorrhage. The
reported incidence of serious morbidity using a surgical management is 2.1%
with a mortality of 0.5% per 100000 (Lawson et al. 1994; Royal College of
Obstetricians and Gynaecologists 2000).

Women who are anxious to have the experience over with and want to
return to normal life as soon as possible usually choose surgical treatment.
These women very often make the decision immediately and are admitted the
following day. It has been reported that some women feel they should have
been given more time to make the decision (Ogden & Maker 2004). Ideally
these women should only be admitted to hospital for the shortest possible
amount of time. Many hospitals admit patients to their day case units and have
a separate operating time specifically for these women. Unfortunately, many
units are still unable to offer this and women are admitted to the ward having
been put on an emergency list with a second-level rating according to the Con-
fidential Enquiry into Perioperative Deaths (CEPOD), indicating that as they
must have their operation within 24 hours they often wait for a theatre slot.
If it is not possible to perform the procedure on the same day that the patient
is admitted, she should be told as soon as possible and given the choice of
being allowed home for the night and returning the next day. It is wrong 
for these patients to be operated on in the middle of the night and equally
wrong to keep them starved for many hours, even meaning that they may
require intravenous fluids to maintain hydration. The longer patients are kept
waiting in hospital for the procedure the more negative the experience
becomes.

An hour before transfer to the theatre patients with a missed miscarriage
should have cervical priming, usually with misoprostol. On return from theatre
patients should be aware that they will have some vaginal bleeding and this
may continue for a few days. If the patient has period-type pain, she should
be offered simple analgesia such as paracetamol. It is usual to keep patients
resting for 2–3 hours and then encourage them to gently mobilise, particularly
to the toilet to void, and have fluids and possibly a light diet as they wish.When
they are discharged, they should have contact numbers for the nurse special-
ist and be aware of the need to call if bleeding becomes heavy, they have severe
pain or they feel unwell with a raised temperature or offensive discharge.

After miscarriage

Apart from supporting patients through the practical management of their
miscarriage, other issues need addressing. Miscarriage ‘can be associated with
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significant psychological sequelae’ (Royal College of Obstetricians and
Gynaecologists 2000) and women often feel a sense of failure and possibly
shame and insecurity (Grudzinskas & O’Brien 1997). Therefore it is essential
that women and their partners are offered adequate support after miscarriage.
At QMC the nurses phone the couple at home and offer continuing support.

When miscarriage has occurred, patients are keen to know the cause of the
loss. Unfortunately, for many couples there is no absolute answer. As The Mis-
carriage Association support leaflet states, ‘it is usually difficult to know the
exact cause and it can be hard to accept that no one can say for certain why
it happened’ (The Miscarriage Association 2003). Although most pregnancy
loss is due to chromosomal reasons, it is impossible to know for sure. Most
women who miscarry, even three times, will eventually carry a baby to term,
but unfortunately this cannot be guaranteed. Women that have had recurrent
miscarriage should be offered genetic testing of the tissue as well as genetic
testing of their serum. Genetic testing, if successful, will mean the couple will
know the sex of their baby and this can help with their grief process.

Many couples fear ‘what happens to the baby now?’ There should be an
honest and direct approach when discussing both histological examination and
disposal arrangements. Histological examination would always be the ideal
and optimum care for a patient and pathologists would always be keen to
examine the tissue from a miscarriage. Heath et al. (2000) suggest that there
is no obvious benefit in routine histological investigation of tissue obtained
from cases of pregnancy termination and miscarriage. However, in view of the
maternal risks associated with both ectopic pregnancy and gestational tro-
phoblastic disease an RCOG study group recommended that all tissue should
be sent for histological examination (Royal College of Obstetricians and
Gynaecologists 1997).

It is most important for couples to be fully informed about the histological
examination. The reporting of public enquiries into high-profile cases such as
post-mortem tissue sampling in babies (Kennedy 2001) have added further
impetus to provide high-quality information. The nature and results of any
tests that are done should be clearly communicated. Often women are aware
that some tests have been done but they do know what or why. ‘Expectations
are raised that tests will bring answers, when only the most basic assessment
of the tissue has taken place’ (Moulder 2001). If a direct approach is taken
and couples are offered choices, some of the control is given back to them and
they have more understanding. It is essential that women are not told that his-
tological examination will explain a cause for miscarriage but that it can only
help to exclude ectopic or hydatidiform molar pregnancy. This can be difficult
for the couple that desperately wants answers.

When the couple is clear about histological examination and has signed a
consent form to agree or refuse examination, then disposal arrangements must
be discussed.The disposal of tissue is very emotive and Royal College of Nursing
(RCN) consultations have raised this sensitive issue for many healthcare 
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professionals. Many women are relieved to know that there is a ‘funeral’, as
many have concerns that it will be incinerated with other clinical waste.

At QMC all miscarried tissue is either cremated at a local crematorium or
couples can make their own arrangements for burial. For Muslim women
burial is offered on non-consecrated ground or again they can make their own
arrangements. Each month in the hospital chapel there is a short service of
remembrance that women and their families can attend, light a candle and
have time for reflection.There is also a book of remembrance.At QMC a chap-
lain will conduct the service and a nurse specialist will be present in case
couples ask for support other than pastoral care.

SECOND TRIMESTER MISCARRIAGE

Second trimester miscarriage is a lot less common than first trimester loss.
Approximately 25% of miscarriages are in the second trimester (Rosenthal
2003) and are often diagnosed when women attend a routine antenatal
appointment and no fetal heartbeat can be detected.All women have an ultra-
sound in this situation for confirmation of fetal death and to assess the size of
the baby. During the second trimester, women are not expecting to go into
labour and the warning signs that something is going wrong are often missed
(Moulder 2001). If a woman has had a second trimester miscarriage, it is highly
likely she has already had an ultrasound scan for either dating purposes or a
nuchal translucency measurement. If a subsequent ultrasound then confirms
a missed miscarriage, then it may come as a huge shock as she has experienced
no symptoms of miscarriage. There have been reports of acute and post-
traumatic stress disorder following the immense shock of the diagnosis
(Bowles et al. 2000).

Some women will begin to have signs of impending miscarriage such as
leaking liquor (amniotic fluid), vaginal bleeding or contraction-type pains.
These signs of miscarriage can be apparent for a few hours up to a few weeks
before the miscarriage happens. Kohn and Moffitt (1992) describe anticipa-
tory grief, in which ‘you begin to mourn while the baby is still in the womb’.
Many women describe being unable to believe fully that the pregnancy is over
until it is physically over.

If a woman has a spontaneous onset of labour in the second trimester, then
usually the baby and placenta can be delivered naturally and the need for
dilatation and curettage is reduced. It is important that the placenta is closely
examined to confirm the presence of all the lobes of placenta.

If a diagnosis of a missed miscarriage is made on ultrasound, then there has
to be a discussion about the management of this condition. Couples are likely
to need time to begin to come to terms with what is happening to them but
require an enormous amount of support while they do this.

If the pregnancy has progressed beyond 13 weeks, then medical manage-
ment of miscarriage will be required to terminate the pregnancy. There needs
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to be a full explanation of what this will entail and the facts about how deliv-
ery will occur.

In an early pregnancy unit these couples must be allowed time to begin to
believe what they have been told. If they need time to go home and decide
when they wish to begin induction of their labour, then this should be allowed
and they must have contact numbers for the nurse specialist.

The patient will require antiprostogen mifepristone followed 48 hours later
by the prostaglandin analogue misoprostol. As with first trimester miscarriage
the mifepristone can initiate rapid onset of delivery, and admission to hospi-
tal for these women must be quickly available (Royal College of Obstetricians
and Gynaecologists 2000). When the patient is admitted to the ward for miso-
prostol, she should have privacy and the facility for her partner to stay with
her.

During her time from diagnosis to delivery, it is important, at an appropri-
ate time, to discuss what will happen when delivery is imminent and follow-
ing delivery. Anxiety disorders following mid-trimester loss may be increased
where thorough explanation has not occurred (Geller et al. 2001).

The couple will need to understand the size of the baby when it is delivered
and to know they will be able to see, touch and hold the baby. If they wish to
bring in a special blanket to wrap the baby, then this should be encouraged.
Cameras can be brought in although most hospitals will have photographs
taken for the couple and they should be encouraged to discuss any wishes they
may have. Some hospitals also offer footprints from the baby for the couple.
It is important to thoroughly explain about post-mortem examination and
ensure they give consent for any examination and retention of any tissue,
blocks and slides (Kennedy 2001).

If the couple wishes to see a chaplain at any time, this should be arranged
and they may wish to give their baby a name and have a naming and blessing
service performed shortly after delivery. Many couples fear discussing funeral
arrangements but this discussion must be encouraged so that they have time
to decide what they wish. The chaplain may be the right person for this dis-
cussion. It is important that no unrealistic promises be made to the couple.
Many couples will ask about having the ashes following the cremation and it
is vital to be honest and explain that at this gestation of pregnancy there will
be no ashes after cremation. Memory boxes are often helpful to couples, and
nurses and sonographers, doctors and chaplains can all help to contribute to
this.

At QMC a referral is made to the nurse specialist so that a follow-up visit
at home to provide advice, support and counselling can be arranged. At this
visit it is essential that all the patient’s wishes have been accounted for and
organised. Following discharge home a follow-up appointment for the results
of the post-mortem should be made. This is usually around 6 weeks after the
miscarriage.
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ECTOPIC PREGNANCY

Ectopic pregnancy is defined as a pregnancy that occurs outside the uterus,
and in the UK approximately 1 in a 100 pregnancies are ectopic (Department
of Health 1998). Over 95% of these pregnancies occur in the uterine (fallo-
pian) tube (Rosevear 2002), the remaining implanting more rarely in an ovary,
in the abdominal cavity or in the cervix. Within the uterine tube the majority
of ectopics present in the ampulla (Campbell & Monga 2000; Luesley 1997)
(see Figure 4.9). Healthy uterine tubes are narrow, but fine hair-like structures
on the cells lining the tubes, called cilia, can easily move along a fertilised egg
to the uterus. If the tube has been damaged, this can prevent the movement
of the egg, resulting in the premature implantation in the tube. Once this has
taken place, the pregnancy will start to develop within the tube and if unde-
tected may cause the tube to rupture. This remains a real danger to women,
resulting in a total of 80% of first trimester deaths in the UK (Department of
Health 1998).

The current rise in ectopic pregnancies has been closely linked to the
increase in the incidence of chlamydial infection and it is now estimated that
60% of ectopics are caused by tubal damage brought about by infective
damage (Gerbaud et al. 2004; Hillis et al. 1997; Tay et al. 2000). It is hoped that
by improving the screening programme in the UK we can help reduce the inci-
dence of ectopics as it has done in some of the Scandinavian counties (Egger
et al. 1998). Other risks include tubal damage caused by adhesions from pre-
vious abdominal surgery, the use of intrauterine contraceptive devices, previ-
ous sterilisation, endometriosis, termination of pregnancy, in vitro fertilisation
(IVF) pregnancies and smoking, but often women will have no known risk
factors.
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Women with an ectopic pregnancy usually present at an EPAC with 
abdominal pain, often on one side, and abnormal vaginal bleeding following
a positive pregnancy test. Ectopic pregnancy is difficult to diagnose in the com-
munity by the GP or the midwife, which is why it is so important that women
get a prompt referral to a specialised unit (Tay et al. 2000).

Women referred to an EPAC will have quick and easy access to an early
vaginal ultrasound and a reading of the HCG level.The use of these two inves-
tigations together has improved the early diagnosis of ectopics, enabling the
treatment to occur before rupture has occurred (Ankum 2000). In the absence
of any signs of a pregnancy in the uterus, when there is a positive pregnancy
test, an ectopic must always be considered. Ultrasound findings of a suspected
ectopic include a pseudo-sac, a tubal echogenic ring, live extrauterine fetus,
complex mass or free fluid in the peritoneal cavity. When a pseudo-sac is
present, it is located centrally within the uterine cavity, contains endometrial
fluid and has a mean sac diameter of 10mm or less. It may be surrounded by
a single echogenic ring as opposed to the double decidual ring seen in a normal
intrauterine pregnancy. This finding is not diagnostic of an ectopic but can be
an indicator (Figure 4.10).

In some cases free peritoneal fluid may be the only finding to suggest an
ectopic and this fluid may well be the result of active bleeding from the fim-
briated end of the fallopian tube, tubal rupture or tubal abortion (Botash &
Spirt 2000). A true diagnosis of an ectopic pregnancy can only be made when
a tubal ring has been visualised containing a yolk sac or a fetal pole with or
without a fetal heart pulsation (Figure 4.11).
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Figure 4.10. Pseudo-sac in a suspected ectopic pregnancy. Note the central location
within the uterine cavity and surrounding single echogenic ring. Compare Figure 4.1.
(Reproduced by kind permission of Queen’s Medical Centre Nottingham)



An empty uterus can be misdiagnosed as a complete miscarriage, which has
a devastating outcome for the woman’s health and future fertility (Tay et al.
2000). Most fatal cases still occur because of delayed or inappropriate treat-
ments. An ectopic pregnancy is not always seen on an early ultrasound scan
and it is therefore necessary to use the measurement of the HCG levels to aid
the diagnosis. By using this combination of history-taking, scans and same-day
HCG levels within an EPAC, the number of women who are stable and have
unruptured ectopics has increased. It is therefore of great importance that the
EPAC has a dedicated and experienced team of nursing staff to record and
interpret the information collected, as they are the ones who will be in fre-
quent touch with the women to keep them informed of results and when to
return for further blood samples and scans. This allows for rapid and accurate
diagnosis with one person coordinating the path of care within the unit, which
improves the continuity of care that women receive.

The most common treatment for a suspected or diagnosed ectopic is surgi-
cal removal (Rosevear 2002). Before the introduction of the laparoscope in
the late 1960s the only option was a laparotomy. The use of the laparoscope
has greatly shortened the hospital stay and convalescence. If the uterine tube
is damaged or if there is significant haemorrhage, it may be necessary to
remove the tube or part of the tube (salpingectomy). Sometimes the ectopic
can be removed and the tube conserved by either milking the ectopic out of
the tube or by opening the tube surgically (salpingostomy). If the tube is not
removed, then it is important that the HCG levels are monitored until nega-
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Figure 4.11. Right-sided ectopic pregnancy. A rounded, echogenic mass is seen in the
right adnexa separate from the right ovary. Note the yolk sac within the central fluid
of the ring. Free fluid is surrounding the mass. (Reproduced by kind permission of
Queen’s Medical Centre Nottingham)



tive, as there is a risk of persistent trophoblasts. The nurse specialist in the
EPAC must ensure that the women understand the need for follow-up in order
to obtain further blood samples.

Medical treatment is a second option available in some units. This takes 
a great deal of commitment from both the women and the staff within the
unit. This method of treatment should only be recommended for women 
who are haemodynamically stable. The chosen method is the injection of
methotrexate, a chemotherapy agent, either intramuscularly (IM) or directly
into the ectopic, but this requires either laparoscopic surgery or ultrasound
guidance, which makes it more convenient to use the IM approach. Following
this HCG levels, kidney function and full blood count need monitoring.
If the HCG level has not dropped by 15% in 4–7 days, a second dose may be
given. It is important that the women fully understand the plan of care 
before embarking on it. Frequent return visits to the EPAC are needed as
there is still always the real threat of a rupture of the tube. Trials have shown
that the use of methotrexate can have up to a 76% success rate (Jimenez-
Caraballo & Rodriguez-Donoso 1999) and that it can be a reliable alternative
to surgery, but it has been found that this treatment can result in some side
effects.

Expectant management of ectopic pregnancies has been researched but is
not yet widely used within the UK (Condous et al. 2003). It is known that some
ectopics will resolve without any surgical or medical intervention, but again
women do need to be closely monitored and a high level of commitment is
needed from them.

Whichever path of care is taken it must never be overlooked that this
woman and her family have lost the pregnancy. It may feel as though a very
personal loss has been turned into a medical emergency. However, this loss
can have a huge physical and psychological impact on the woman, which has
been shown to lead to post-traumatic stress disorder (Abbott 2002). These
women may suffer from flashbacks, especially women who have suffered rup-
tured ectopics, lack of understanding from family and friends about the preg-
nancy loss and the added worry relating to fertility and future pregnancies,
just as a woman would do after a miscarriage (Brier 2004). It is therefore an
important part of the role of the nurse specialist to offer follow-up care either
in the home or within the unit in order to provide support and advice for the
woman and the partner (Nursing Standard 2000) so they can talk about the
sadness and grief felt.

As well as the psychological support the women need to know about the
impact of an ectopic pregnancy on future pregnancies. It is accepted that
women with a history of ectopic pregnancy have a higher risk of experiencing
a second ectopic and the recurrence rate is 10–15% (Luesley 1997; Moore
1998). Therefore a woman will be extremely anxious when she next gets a pos-
itive pregnancy test. This is where the EPAC staff must support the woman
from the start, ensuring she has the contact phone number of the unit so that
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HCG levels can be monitored and an early scan arranged in order that an
ectopic is ruled out at the earliest opportunity.

MOLAR PREGNANCY

In a normal pregnancy, once fertilisation has taken place, the zygote reaches
the uterus and divides into two main groups of cells. One group will form the
fetus and the other will form the placenta and membranes, which are called
the trophoblasts. The trophoblasts invade the lining of the uterus and anchor
the pregnancy. The cause is unknown, but with molar pregnancy trophoblasts
grow in a disorganised way and fill the uterus at the expense of the fetus. This
type of pregnancy is rare in Caucasians (1 in 3000) but more common within
the Asian community (1 in 300) (Chudleigh & Pearce 1992).

Molar pregnancy may be complete or partial (Figure 4.12). Sometimes an
egg does not carry any genetic material so when it fuses with the sperm it
would normally die and the pregnancy would continue no further, but if it does
implant in the uterus only the trophoblasts grow in a disorganised way, giving
rise to a complete mole. On ultrasound this looks like a ‘Snowstorm’ and in
the first trimester can be indistinguishable from retained products of concep-
tion (Figure 4.13). A partial mole is caused when the egg is fertilised by two
sperm. This means there is too much genetic information and the pregnancy
does not develop normally, with the placenta growing at a faster rate. If there
is a fetus present, it will not survive (Govan 1993).
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Figure 4.12. A partial molar pregnancy. Irregular echogenic mass with a classic ‘snow-
storm appearance’ within the endometrial cavity. Inferior to this is a fluid-filled struc-
ture possibly representing a gestation sac. Molar pregnancy is confirmed by histology.
(Reproduced by kind permission of Queen’s Medical Centre Nottingham)



Women will present with symptoms similar to that of miscarriage but clas-
sically describe their vaginal loss as like ‘prune juice’, but also with an
increased amount of nausea and sickness. This is due to the fact that HCG is
produced by the trophoblast cells and as these are overgrown massive amounts
are produced.

Once a molar pregnancy has been confirmed by histology results following
surgical removal, it is important that the women understand the need for close
follow-up because trophoblast cells can invade and spread systemically,
becoming cancerous (choriocarcinoma).This is a very small risk because it can
be detected very early and the cure rate is almost 100%. Follow-up is carried
out at a regional centre. There are three in the UK, at London, Sheffield and
Dundee.The HCG levels will be monitored with urine samples. Once the HCG
levels have been normal for between 6 months and 2 years, the couple can try
for another pregnancy. Prior to this it is important that the woman has clear
advice about not getting pregnant until she has had the all-clear. Advice on
the type of contraception she can use is essential. The use of the contracep-
tive pill is not advised as it can make the molar tissue proliferate, so it is best
to use some other method until the HCG levels return to normal.

Women who have had a molar pregnancy will need a great deal of support
as they have not only lost the pregnancy but also have the worry of the con-
sequences of the molar pregnancy.A woman’s fertility will not be affected and
most couples go on to have a normal pregnancy. The couple should be offered
an early scan in any future pregnancy at around 8 weeks gestation to rule out
another molar pregnancy.
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Figure 4.13. Retained products of conception. The endometrial cavity at the fundus 
is separated by a mixed echo mass measuring 27 × 12mm. (Reproduced by kind 
permission of Queen’s Medical Centre Nottingham)



CONCLUSION

The advent of EPACs has completely changed the way that women are cared
for in early pregnancy. The most important influence in this change has 
been the development of nurse specialists who have taken a strong lead. Early
pregnancy assessment is an ideal area for nurses and midwives to undertake
advanced practice roles (Pearce & Easton 2005). The nurse specialist needs a
dedicated team of nurses who are well motivated and able to provide high-
quality care in assessing and diagnosing as well as psychological support and
advice. A counselling qualification can be beneficial. It is also essential that
nurses always keep up to date with any research that is available, implement
updated and robust care guidelines and protocols and become good change
managers.

A substantial amount of work has looked at advanced nurse practice, and
some have suggested that the role of a nurse specialist is dependent on the
attitudes of the medical staff involved. The cooperation of medical staff and
the relationship between medical and nursing staff is of great importance for
both patients and staff (Woods 1999). With nurses specialising in the care of
women with early pregnancy problems, it is important that junior doctors do
not become de-skilled in this area. It is quite often the case that the doctor is
only called to see women opting for surgical or medical management of mis-
carriage or if the patient is unwell. This approach can lead to a poor overall
learning environment and it is therefore advisable to invite junior doctors to
observe the clinic sessions and have regular teaching sessions on early preg-
nancy (Royal College of Obstetricians and Gynaecologists 2000).

Early pregnancy assessment forms the majority of acute gynaecological
workload (Fox et al. 2000; Pearce & Easton 2005). Care can be complex and
sometimes protracted, so it is a big challenge to the staff. However, when
nurses manage a caseload they can support each woman through a very diffi-
cult time so that she does not suffer any harm to her physical health and that
a bad experience does not leave her with long-term mental health problems.

At QMC nurses visit couples in their own homes and are able to work in
both a hospital and community setting and so provide a continuity of care and
blurring of the traditional boundaries. The challenge of initiating and running
an early pregnancy service has thus provided better patient-centred care for
women and their families, has allowed quicker diagnoses, reduced the number
of inpatient nights and provided better psychological outcomes.
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5 Developing an Effective but
Realistic Fertility Service

JILL YATES

According to the Human Rights Act (1998) Article 12: ‘Men and Women have
the right to marry and found a family.’ At first this seems a very reasonable
statement and in fact approximately 80–95% of the population can achieve
this goal (National Institute for Clinical Excellence 2004). However, is this still
a realistic right for 3–5% of couples that suffer from infertility and require
some form of active treatment to achieve a pregnancy? Can we meet the
demands and fulfil the desires of all the couples seeking fertility treatment?
Do we as providers of the service allow an open and fair access to reflect ful-
filment of this right?

Gynaecology: Changing Services for Changing Needs. Edited by Sue Jolley
© 2006 by John Wiley & Sons, Ltd

Challenges Service developments

• Changes in sexual behaviour have • Patients receive fast and efficient
increased infertility problems diagnosis of problems delivered 

• Media coverage and Internet in a non-judgemental way
access have led to high • There has been an expansion of 
expectations flexible service provision and 

• The NICE guidelines on funding nurse-led fertility clinics
and treatment allocation aim to • Fertility nurse specialists can 
reduce inequalities offer continuity of care,

• Investigations and treatments can psychological support and 
cause high levels of anxiety accurate but realistic 

• Advances in technology create information
more ethical dilemmas • The HFEA supports and 

protects the service by setting 
standards and guidelines



INTRODUCTION

This chapter analyses the above challenges, which have acted as a catalyst for
changes within the NHS Fertility Service. The service has evolved rapidly over
the past three decades in its provision, accessibility and technical expertise.
Huge financial implications and complex ethical issues have accompanied the
outstanding development of treatments for infertility. The steadily increasing
demand for solutions to fertility problems has been caused by changes in both
sexual behaviour and career trends. Unfortunately, it has also been fuelled by
some of the more sensational reporting of developments in fertility treatment,
often leading to unrealistic expectations (Balen & Jacobs 2003).

Fertility nurses have played a crucial role in developing the service because
a large proportion of the investigations and treatment instigated in the fertil-
ity clinic are now nurse-led (Allan & Barber 2004).This involves a greater par-
ticipation of nursing skills under the guidance and safeguard of formulated
policies and procedures. Therefore fertility nurses have had to constantly
review and expand their roles, which have evolved from the once-traditional
sympathetic handmaiden approach to become technical and knowledgeable
nurse practitioners able not only to carry out investigations, procedures and
treatments but also to cope with high patient expectations invariably accom-
panied by emotion and stress.

INFERTILITY

Infertility is defined as failure to conceive after regular unprotected sexual
intercourse for 2 years in the absence of known reproductive pathology
(National Institute for Clinical Excellence 2004). One in six couples have prob-
lems in conceiving (Monash 2005; Taylor 2003a) and it is predicted that this
could rise to one in three couples over the next 10 years (Seal 2005). Approx-
imately half of these will conceive either spontaneously or with relatively
simple help. The others will need more complex treatment.

The total fertility rate is slowly falling in the UK. In 2003 it was only 1.71
children per woman (National Statistics 2004), which was a slight increase
from the record low of 1.63 between 2000 and 2002. As well as falling fertility
rates, over the last 30 years there have been changes in fertility patterns. This
has mainly been caused by an increase in the average age at first birth. There
are also higher levels of childlessness (Balen & Jacobs 2003). Government sta-
tistics show that one in five women currently reach the end of their female
lives childless compared to the mid-1940s when one in ten women remained
childless (National Statistics 2004). This is not necessarily all due to infertility,
because more women are remaining childless through choice.

98 GYNAECOLOGY: CHANGING SERVICES FOR CHANGING NEEDS



The causes of infertility are complex and include, for women, poor or absent
ovarian function, blocked fallopian tubes and endocrinal dysfunction such as
hypothyroidism and fibroids, which may prevent implantation. The man may
have a problem with the production of sperm or there could be some obstruc-
tion of the seminal ducts. There has been some decline in male fertility mainly
caused by a fall in average sperm density (Balen & Jacobs 2003) and male
factors are the most commonly recorded causes of infertility (HFEA 2005).
Sometimes sexual dysfunction can prevent effective intercourse. Much empha-
sis today has been placed on a woman’s age in relationship to her fertility. Age
is a crucial factor in fertility so if women choose to start a family when they
are older this is an important factor in increasing fertility problems. Taylor
(2003a) re-enforces this fact, stating, ‘the reduction in fertility is greatest in
women in their late 30s and early 40s’.

Changes in sexual behaviour have led to a reported rise in sexually trans-
mitted diseases. Sexually transmitted infections among teenagers have
doubled in the past 10 years and more than 1.3 million people under 20 were
diagnosed with sexually transmitted infections (STIs) in 2001 (National 
Statistics 2004; The Independent 2004). Chlamydia trachomatis, the most
common sexually transmitted infection in the UK, causes particular 
concern because there are often no symptoms associated with the infection,
but there can be reproductive problems if it is not treated (Khalaf 2003).
Chlamydia is the main cause of pelvic inflammatory disease (PID), which
affects 10–30% of untreated infected women (Health Protection Agency
2005). There is a high incidence of PID among 15- to 25-year-old women
(Public Health Laboratory Service 2003). PID affects fertility because it can
cause tubal damage, resulting in ectopic pregnancy or tubal infertility.
Gonorrhoea can cause similar problems. Infective tubal damage can also occur
after miscarriage, termination of pregnancy, puerperal sepsis or insertion of an
intrauterine device (Khalaf 2003). It has been estimated that tubal damage
causes 14% of subfertility in women (National Institute for Clinical 
Excellence 2004) and that 12–33% of infertile women have fallopian tube
obstruction (Khalaf 2003).

Women undertaking consultation in the fertility clinic may be unaware of
the proven connection with past sexual behaviour in fertility problems. Edu-
cation in schools and colleges concentrates on safe sex, unwanted pregnancies
and sexually transmitted diseases, but there is much less emphasis on suc-
cessful reproduction and an individual’s future fertility status. Teenagers can
receive very mixed messages. There is always peer group pressure to engage
in sexual activity and sometimes the media portrays risky sexual activity as
the norm. At the other extreme sex can still cause embarrassment and is not
discussed openly, especially with parents! The main emphasis is still on the
short-term prevention of teenage pregnancies, and future reproduction is
often taken for granted.
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INVESTIGATIONS

When a woman cannot conceive, the first line of contact is the general practi-
tioner (GP). GPs play a vital role in collating a full health and sexual history,
instigating the appropriate investigations and pre-conceptual advice, and
finally referring to a fertility clinic. Usually investigations are not started until
after, at least, a year of unprotected regular sexual intercourse, but some
factors, especially age, may warrant earlier investigation and referral (see 
Table 5.1).

In recent years a higher profile has been given to the importance of pre-
conceptual advice to couples seeking fertility advice. Gone are the days of the
classic clichés: ‘relax’, ‘it will happen in time’ or ‘book a holiday’. Marathon
intercourse sessions and the planning of intercourse around the foreplay of a
thermometer are not advised. Indeed, the National Institute for Clinical Excel-
lence (NICE) Fertility Guidelines (2004) recommend, ‘Timing intercourse to
coincide with ovulation causes stress and is not recommended.’

The NICE Fertility Guidelines (2004) recommend which investigations
should be performed in the primary care sector. Both partners need investi-
gating ‘because an appropriate plan of management cannot be formulated
without considering both male and female factors that may occur concur-
rently’ (Taylor 2003b). Investigations should follow a systematic protocol. The
main aim is to identify tubal or uterine abnormalities, anovulation or impaired
spermatogenesis (Taylor 2003b).

Apart from general health screening including weight and blood pressure,
the main initial investigation for women is a hormone profile. Hormone levels
are measured by taking a sample of blood. Concentrations of follicle stimu-
lating hormone (FSH) and luteinising hormone (LH) should be measured 
in the early follicular phase (day 2 to day 6) and provide information on the
ovarian function.The FSH concentration is considerably raised in women with
ovulation failure. The LH concentration tends to be elevated and higher 
than the FSH level in women with polycystic ovarian syndrome – the FSH
concentration in these women usually presents at a normal level. Women 
with considerable weight loss or increased induced ovulation dysfunction will
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Table 5.1. Factors influencing early investigation or referral

• Age is more than 35 years
• Previous ectopic pregnancy or tubal surgery
• History of pelvic inflammatory disease or sexually transmitted disease
• Amenorrhoea or oligomenorrhoea
• Fibroids
• Prior treatment for cancer

References: Taylor (2003b); National Institute for Clinical Excellence (2004).



present with low FSH and LH levels. A serum progesterone level should be
performed in the mid-luteal phase (day 21 or 7 days before an expected
period). This is the best test for confirming ovulation. Other blood tests such
as prolactin level, thyroid function tests and oestrodial concentration are no
longer recommended as an initial screening test unless the female’s history,
e.g. irregular menstrual cycle, would indicate this.

In addition the GP needs to ensure the woman is rubella immune and that
her cervical smears have been performed and reveal no abnormalities.The GP
should also screen for chlamydia, which should always be treated before any
treatments are started (National Institute for Clinical Excellence 2004).
Prompt treatment of chlamydia can reduce the incidence of pelvic inflamma-
tory disease, ectopic pregnancy and tubal infertility (MacMillans et al. 2000).

One of the first investigations in the fertility clinic would be an ultrasound
scan of the pelvis. This is used to assess the pelvic organs and especially to
identify polycystic ovaries (PCO), which can be related to ovulatory disorders.
A woman who has PCO does not necessarily have polycystic ovarian syn-
drome (PCOS), which includes menstrual disturbances, hyperandrogenism
and obesity. With 20% of the female population having PCO and 10% having
PCOS (Seal 2005), it is essential that the nurse is able to recognise these con-
ditions and offer appropriate advice. PCOS is the major reason for not ovu-
lating (HFEA 2005). However, an assessment of PCO is important in fertility
treatment because there can be risks and complications during ovarian stim-
ulation (Balen & Jacobs 2003).

The GP can also refer the woman for a test of tubal patency. This would
probably be carried out under the auspices of the fertility clinic and would not
be pursued until an assessment of ovulation has been completed and also not
before her male partner’s semen analysis has been performed, as these results
will indicate the next step of the fertility treatment pathway. The two main
tests recommended for tubal patency would be hysterosalpingo-contrast
sonography (Hycosy) or a laparoscopy and dye test. The Hycosy is an out-
patient procedure using ultrasonography and echo-contrast fluid. It is the 
recommended tubal patency test for females with no history of previous pelvic
surgery or pelvic infections. Laparoscopy and the dye test performed under
general anaesthetic gives a more detailed assessment for females with 
possible tubal occlusion, and also enables other pelvic pathology, such as
endometriosis, to be assessed.

It is also helpful to assess the uterus. Endometrial changes can be seen using
pelvic ultrasound, but hysteroscopic evaluation is not usually carried out on
its own unless clinically indicated. However, if the patient needs a laparoscopy
a hysteroscopy is often performed at the same time. It is unusual to discover
significant problems but any intrauterine adhesions should be divided and
polyps are usually removed (Balen & Jacobs 2003).

The initial investigation for men is a semen analysis. This is a difficult test
for most men and some can be quite anxious and reluctant to contribute
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because they view this as a very intrusive test where their manhood is placed
under close scrutiny. World Health Organisation (2000) reference values are
used to analyse and grade the semen. Two semen analyses should be per-
formed 3 months apart (National Institute for Clinical Excellence 2004) as this
provides greater specificity in identifying sperm abnormalities. However, if the
first semen analysis reveals gross deficiency or abnormality, the semen analy-
sis should be repeated as soon as possible. Hormone levels (gonadotrophin)
may also be measured.

REFERRAL TO A HOSPITAL FERTILITY CLINIC

Rising competition from the private sector and government waiting list targets
have increased the pressure on hospital fertility clinics to provide a swift and
efficient service, so once a referral is made patients should be seen fairly
quickly. At Queen’s Medical Centre, Nottingham, patients are seen within 4
weeks, well under the government target of 11 weeks. However, a recent
survey by the All Party Parliamentary Group on Infertility found that more
than half the trusts have waiting lists of a year or more (Hope 2005).

The results collated from the primary investigations on both partners will
accompany a referral letter to the fertility clinic. This initial synopsis of the
couple’s fertility status will give the consultant information that can assist in:

(a) priority of consultation/appropriateness of referral
(b) evidence for a preliminary diagnosis
(c) guidance in planning further investigations or establishing a provisional

pathway of treatment

The main aim is to ‘minimize the time taken to reach diagnosis and direct a
couple to appropriate treatment’ (Balen & Jacobs 2003).

SELECTING THE RIGHT TREATMENT

Lockwood (2005) states that ‘modern infertility treatments are highly effec-
tive and current fertility practice can achieve successful pregnancies for about
two-thirds of all couples referred for specialist treatment where the woman is
less than 40 years of age’. When couples embark on a treatment cycle, the 
following principles should be considered (Balen & Jacobs 2003):

1. The interests of the unborn child always take priority.
2. The treatment is relevant for the infertility factors diagnosed.
3. The treatment success rate and relevant implications are fully understood

by the couple so they can give a realistic appraisal.
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4. The financial implications for treatment have been addressed and are able
to be met.

5. The commitment required for the treatment cycle, e.g. the need to attend
for frequent scanning or injection regimes, has been prioritised and agreed
upon.

6. All possible side effects and complications of treatments have been
explained to and understood by the couple. These include ovarian hyper-
stimulation, multiple pregnancy and possible long-term risks such as
ovarian cancer.

7. The couple have been made aware of the potential stress and rollercoaster
of emotions that occur during a treatment cycle and that counselling is
available to give them assistance and support.

Treatments can vary from the administration of ‘fertility drugs’ to tubal
surgery, artificial intrauterine insemination or more complex in vitro fertilisa-
tion (IVF) techniques. Ovulatory disorders are estimated to cause 21% of
female fertility problems (National Institute for Clinical Excellence 2004).
There are three main groups of problems: hypothalamic pituitary failure, hypo-
thalamic pituitary dysfunction (predominately polycystic ovarian syndrome)
and ovarian failure. The so-called fertility drugs stimulate ovulation, and
hormone levels then need monitoring carefully to avoid hyperstimulation and
multiple pregnancies.

Artificial insemination may involve the use of the husband’s semen or that
of a donor. The NICE Guidelines (2004) provide the clinical practice algo-
rithm for guidance in the assessment and treatment of people with fertility
problems (see Table 5.2). Key recommendations in the Guidelines include:

• Screening all women for chlamydia before they undergo procedures to
check if their fallopian tubes are blocked.

• Offering women who do not have any history of problems with their fal-
lopian tubes an X-ray to see if their tubes are blocked, rather than an inva-
sive procedure.

• Offering six cycles of intrauterine insemination (IUI) to couples with un-
explained fertility problems or slightly abnormal sperm count or mild
endometriosis.

• Offering three cycles of stimulated IVF to couples, where the woman is aged
23–39, who have an identified cause of their fertility problems or unex-
plained fertility of at least 3 years.

THE HUMAN FERTILISATION AND EMBRYOLOGY AUTHORITY

From the first test tube baby born over 20 years plus ago, fertility has moved
on rapidly and, as with any fast-moving technology involving human cells 
and reproduction, ethical dilemmas are bound to arise. The fine line between
scientific research and progress and value of life has caused numerous press
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headlines and debates, both negative and positive. The Human Fertilisation
and Embryology Authority (HFEA) was set up in August 1991, following the
Warnock Report (1985), to monitor and protect the interests of patients,
doctors, nurses, scientists and children; and also to consider the wider impli-
cations of the general public and future generations. The HFEA’s statutory
functions include (HFEA 2003):

• producing an HFEA code of practice which give guidelines to clients about
the proper conduct of HFEA licensed activities
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Table 5.2. Assessment and treatment for people with fertility problems – algorithm

Key: FSH, follicle-stimulating hormone; gnRH, gonadotrophin-releasing hormone; HIV, human immunodeficiency virus;
hMG, human menopausal gonadotrophin; HSG, hysterosalpinography; LH, luteinising hormone; OHSS, ovarian hyper-
stimulation syndrome; rFSH, recombinant FSH; uFSH, urinary FSH; WHO, World Health Organisation.

Section of Algorithm in National Institute for Clinical Excellence (2004) Fertility: Assessment and Treatment for People
with Fertility Problems, NICE Clinical Guideline 11, NICE, London. Available from www.nice.org.uk. Reproduced with
permission.



• maintaining a formal register of information about donors’ treatments and
children born from these treatments

• providing relevant advice and information to patients, donors and clinics
• regularly reviewing information about human embryos and any subsequent

development of such embryos.

Fertility clinics that provide assisted conception treatments require an
HFEA licence, which may include a treatment licence, a storage licence or a
research licence (Braude & Muhammed 2003). To practise legally, the centre
will undergo an annual inspection involving the centre and its facilities,
interviewing staff and reviewing patient notes and records. If the centre has
acceptable practice, a licence will be granted to the named individual who is
responsible for the centre. The HFEA supports and protects the service and
the public by setting guidelines and protocols, which must be followed.

THE ROLE OF THE FERTILITY NURSE

The fertility nurse is governed by the regulations of the HFEA and her role
when working in a licensed centre would be to (HFEA 2003):

1. complete relevant legal documentation
2. maintain confidentiality – ensure patients’ records are securely locked away

and do not leave the clinic
3. ensure patients receive accurate information, both written and verbal
4. ensure helpers are offered counselling support
5. ensure the welfare of the child is considered in all aspects of treatment and

report to the person in charge any areas of concern when involved with a
couple

6. ensure protocol is followed and that witnessing of samples is carried out as
recommended by the HFEA

7. ensure that all relative forms are available for consultation and that all 
relevant consent forms are completed.

Although the HFEA regulates the fertility nurse’s work, this list does not
really give a proper insight into this specialised role. A much fuller descrip-
tion and discussion, explaining different aspects of the work, are therefore
needed.

RUNNING CLINICS

The fertility nurse plays a vital part in running a clinic where appointments
run to time yet sufficient time is allocated for delicate and intimate discussion.
She is also responsible for ensuring that the couple’s notes and results are col-
lated and present for the consultation. If results are abnormal during the refer-
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ral stage, tests should be repeated before the appointment. This not only
ensures clarity of results and comparison when the couple come for consulta-
tion but also avoids delays in diagnosis and wasting time in initiating repeated
investigations, which become tiresome and frustrating for the couple and do
not instil confidence in the clinic.

The fertility nurse is required to work flexible hours so the clinic can offer
varied appointments that are accessible for working couples, to enable them
to attend outside working hours. It also means that there is no need to divulge
their private life and intentions to their employers. Flexibility includes being
available on bank holidays and weekends. The female menstrual cycle and the
response to ovulation induction and stimulation is no respecter of bank holi-
days and weekends.

CONSULTATIONS

A couple’s initial reaction to the fertility clinic can determine the quality of
the whole experience so the approach of the fertility nurse at the first visit is
vital. From the outset people need to be reassured that all information
obtained will be completely confidential. Most people have difficulty in dis-
cussing the most intimate details of their sexual behaviour with complete
strangers. Sometimes couples can become very emotional and may fluctuate
between tears and aggression during a consultation. There is great skill in
guiding clients through a difficult pathway of embarrassing yet essential
history taking and eventually agreeing on a proposed outcome and plan of
treatment. The fertility nurse can support the couple and also act as a diplo-
mat for the clinic.

Couples undergoing investigations often receive results that reflect past
sexual behaviour. A history of termination of pregnancy, recurrent miscar-
riages, sexually transmitted infections or sterilisation can all cause a huge
amount of emotional fall-out, self-inflicted guilt and a possible sense of failure
(Bagshawe & Taylor 2003). These couples firstly want to receive reassurance
that there is some hope of recovery and a chance of achieving a pregnancy.
Couples will cling onto the remotest of chances, so care must be taken to
clearly define outcomes when discussing potential treatments. The fertility
nurse very often has to set a fine balance between positive encouragement and
reassurance and support to a couple undergoing treatment mixed with con-
tinued re-enforcement of realistic outcomes. For example, the average success
rate for IVF treatment for women under 35, using fresh eggs, is 28% and this
falls to 10% for women over 40 (Seal 2005).

WELFARE OF THE CHILD

The fertility nurse must liaise with couples in a non-judgemental manner, and
keep personal prejudices and moral stances outside their delivery of care. The
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Human Fertilisation and Embryology Act (1990) states that the welfare of the
child must be considered in all aspects of fertility treatment: ‘When consider-
ing the treatment of any women, treatment centres must take into account the
welfare of the child that may be born as a result of treatment . . . Treatment
centre staff are expected to be aware of the need to show both care and sen-
sitivity in this decision making process.’

Couples undergoing the emotional demands of committing to a treatment
cycle, both financially and practically, not only have to face up to the need for
treatment to achieve a pregnancy but also have to be aware that their ability
as prospective parents will be under scrutiny. Sometimes changes in lifestyle
and diet, especially giving up smoking and losing weight, are recommended to
increase the success of fertility treatments. Occasionally the risks to the unborn
child, e.g. from the use of crack cocaine, mean that treatment cannot be
advised. All of this could be viewed as quite offensive and insulting if handled
clumsily. Once again the role of the fertility nurse is crucial in this aspect of
the relationship between staff and clients.

ASSISTING IN TREATMENT CYCLES

The fertility nurse plays an active role in the interpretation of scan results, the
instigation of treatment cycles and the administration of hormonal prepara-
tion in ovulation induction. This involves planning and making decisions
regarding the exact timing of treatment, release of hormones for ovulation,
insemination or egg collection and embryo transfer.

The fertility nurse must be confident and comfortable in discussing treat-
ment and investigations with the clients. This involves assessing the couple’s
knowledge of infertility and using terminology that they are comfortable with
and ultimately understand. The fertility nurse must come over not as a patro-
nising, condescending, superior person but as an understanding, sympathetic
yet efficient and confidential source.

KNOWLEDGE

A thorough knowledge and understanding of all aspects of infertility and the
available treatments are essential because couples arriving at the fertility clinic
are often very well informed. Fertility issues now receive a much higher profile
than the days when infertility was perceived as a silent stigma. Much public-
ity through soap operas, journalism, chat shows, documentaries and cam-
paigning by fertility support groups has contributed to a more widespread
acknowledgement of fertility being both a physical and emotional condition
that requires specialised investigations and treatment, like any other illness
suffered by an individual or couple.

Another major factor that has contributed to more informed and astute
couples presenting to the GP or clinic armed with up-to-date knowledge has
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been the introduction of computer technology. Most households and public
amenities are now equipped with computers allowing couples to freely
network and receive open access to a world of up-to-date websites. Informa-
tion can be obtained on infertility, investigations and treatments to anyone
seeking that expert knowledge. Many couples now present to clinics for a con-
sultation with files of information printed off websites. This at first can appear
quite daunting and threatening to staff, especially if couples become dogmatic
about demanding treatment, which in their opinion will be the ultimate cure
for their problem. However, a knowledgeable couple is not necessarily a neg-
ative aspect of the consultation. It becomes quite challenging to all clinic staff
when couples find it hard to equate statistics and convert result tables into a
realistic prospective, pinning their personal hopes and convincing themselves
that they will be part of the percentage that succeed in having a baby.

Greater emphasis should be placed on advising couples who are searching
for information to use a reliable and professionally recognised website. There
is a large number of misrepresented facts and cures that entice couples to part
with their finances to get a result. The Internet has been a useful tool to
promote fertility centres. Most centres have a website with detailed informa-
tion of investigations and treatment programmes available, accompanied by
published results tables, price lists and details of information evenings avail-
able for public attendance. In addition, all assisted conception units are obliged
to have written information leaflets available (Braude and Muhammed 2003).

The fertility nurses based at National Health Service clinics that do not
perform IVF are not ethically encouraged to recommend specific centres for
couples to attend for treatment. Fertility nurses will give directive advice and
reliable information to empower couples to make an informed choice. It is
quite daunting to think that some couples would take the nurse’s word for a
personal recommendation of a centre of preference, even when great sums of
money are involved. It is imperative that all the staff are continually updated
in the latest technology and progress in current treatment techniques. The
introduction of these information websites, directories of fertility clinics and
educational leaflets available from the HFEA will empower the couple in their
decision making concerning venues for treatment (HFEA 2005).

COUNSELLING

Reproduction is an area where we all assume we will achieve an offspring if
we choose to and we do not expect to have any difficulties. Discovering a
problem can have devastating effects, especially if endless efforts, commitment
and financial input do not produce a result. Questioning, examining, discussing
and ultimately medicalising sexual activity can lead to a very tense couple, and
the thought of making love for pleasure can be a thing of the past, replaced
by LH surges, ovulation mucus and human chorionic gonadotrophin (HCG)
injections.
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The couple undergoing fertility treatment can, very often, become isolated
from family and relatives due to the painful reminder of childlessness when
attending family weddings and especially christenings. They may not want to
divulge their private failings to relatives and, if they did discuss this with close
friends, they would come under pressure to update them with outcomes after
every cycle of treatment. The psychological toll of infertility may include loss
of self-esteem, anger, mutual resentment, guilt, depression and disappointment
(Bagshawe & Taylor 2003; Greil 1997; Lockwood 2005; Slade et al. 1997). Some
studies have suggested that infertility is ‘one of the most distressing medical
conditions treated in the health service’ (Monash 2005).

Different cultural groups have specific views on infertility, which need to be
recognised. Some cultures, particularly in Africa, associate infertility with
impotence. Often women are blamed for infertility even though the problem
may be associated with the sperm. The beliefs associated with some of the
major religions can create stress for a couple who are infertile. For example,
the Roman Catholic Church considers that infertility is predestined and
should be accepted; contraception is banned in the Jewish faith so a couple
without children feel immense pressure; and Islamic law prohibits the use of
donated gametes. There are still large numbers of Muslim and Hindu women
in this country who are under pressure to produce a family, but have a poor
grasp of English, are relatively isolated and unsure of what help is available.
When they do become involved in the fertility service, they need special
support.

The recognition of the level of distress for infertile people, together with the
emotional and ethical dilemmas, has meant that infertility counselling is a
statutory requirement for clinics providing assisted reproduction services, with
patients facing challenging decisions, intense treatment cycles and the pres-
sure of high expectations for a result (Human Fertility and Embryology Act
1990). The HFEA (2003) states that counselling is recognised as beneficial in
relation to all licensed treatments. Counselling should be offered before,
during and after investigation and treatment (National Institute for Clinical
Excellence 2004). No one is obliged to accept it, but centres are expected to
take into account refusal of the offer of counselling, prior to either donation
or treatment with donated gametes or embryos, in the centre’s decision to
proceed with that donation or treatment. Although nurses have traditionally
fulfilled the role of counsellor, it is now recognised that patients should be able
to talk in confidence with someone who is not involved with the treatment.
This could still be a nurse, depending on how the work is organised in each
clinic (Balen & Jacobs 2003).

In addition to helping patients cope emotionally with the medicalisation of
their sexuality and the feelings of loss of control (Earle & Letherby 2002),
counselling can also contribute to the success of the treatment programme
because high levels of psychological distress will make conception less likely
(Monash 2005). Ningel and Strauss (2002) suggest that counselling and psy-
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chological support can have an impact on wasteful uncompleted programmes
of treatment and there is some evidence that patient support groups run by
skilled counsellors and nurses are effective in raising the live birth rate
(Domar et al. 2000).

There are several types of counselling offered in the fertility clinic can be
(Bagshawe & Taylor 2003; Balen & Jacobs 2003; HFEA 2003; Monash 2005).

1. Implications counselling, enabling the individual being counselled to reflect
and consider the action or decision being taken and explore the wider impli-
cations for themselves, family and future siblings.

2. Support counselling, giving support to individuals and couples in times of
stress. This can be at any stage of their treatment.

3. Therapeutic counselling, assisting people to adopt coping strategies for the
duration of a treatment cycle. This involves a discussion about what to
expect in relation to personal circumstances, and the consequences of inves-
tigations, diagnosis, treatment and outcomes.

Whatever stage of the infertility journey, there is strong evidence of a need
for not only structured counselling but also informal emotional support, which
still involves counselling skills. The fertility nurse is in an excellent position to
offer this help. She becomes a part of the lives of the infertile couple who
attend the clinic for treatment on a frequent basis and so will go through the
emotions that they face and can offer empathy, reassurance, encouragement
and a lifeline on the end of a telephone should they need it. A fertility nurse
can help to maintain humour, normality and reality in a couple’s experience.
When a couple has completed their cycles of treatment and still remain child-
less, there is a need to accept the finality of this and for support in adapting
and coming to terms with life without a family.

TRAINING NEEDS FOR A DEVELOPING ROLE

As the fertility nurse’s role has developed and become more specialised, one
might expect a training programme or dedicated course to be available in
order to support and equip the nurse in this field. The HFEA Code of 
Practice (2003) states that:

All nursing staff are expected to be appropriately qualified and registered by the
nursing and midwifery council, to be experienced in women’s reproductive health
and be working towards:

(1) National and/or locally set competences to ensure appropriate standards of
clinical competences.

(2) A higher level award with a focus on women’s reproductive health.
(3) An accredited ultrasound course/qualification, if involved in that procedure.

McTavish (2003), for the RCN Fertility Nurses Group, responds to this Code
of Practice by saying: ‘This does not truly reflect the roles nurses are under-
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taking in centres, nor the extent of professional development that many under-
take to ensure patients receive high standards of care from appropriately
trained nurses.’ The Royal College of Nursing Fertility Nurses Group are
addressing this and have requested comments and feedback from fertility
nurses.

Enquiring at various centres about what training is available for fertility
nurses to equip them with specific skills to fulfil their role, it is soon discov-
ered that there are various limited specialist training courses.These range from
a nurses’ sonography course to an accredited 1-year course composed of 3
weeks of taught modules requiring the nurse to submit various assignments
on psychological aspects, anatomy and physiology, holistic approaches to care
and discussions of shared practice. In addition there are general training pro-
grammes that are useful, such as counselling and nurse prescribing.

There does not appear to be any specialised training for the procedural
aspects of fertility, although nurses are recommended to keep a log book on
their procedural practice. Most nurses learn their practice skills on the 
job; some centres offer a comprehensive induction package, but most 
personal updates and fertility information is gleaned from nationally organ-
ised study days and conferences with the added support from the Fertility
Nurses Group.

There seems to be a need for a standardised training programme, but this
is very difficult while the role of fertility nurses is still developing. The skills
and responsibilities can also vary considerably from giving basic tuition on
injection techniques to embryo retrieval and transfer. It has been suggested
that fertility nurses want to expand their roles in order to offer better support
to women because they strongly empathise with their need to have a baby
(Allan & Barber 2004). This means that they are not prepared to limit their
role to organising clinics and delivering fragmented care (Allan 1999), but
prefer to give total holistic care (Allan & Barber 2004). There is therefore
more continuity in their relationship with the patients and a much more per-
sonalised approach than a doctor would usually have time to provide.

While consolidating these new roles, fertility nurses need to consider
whether existing frameworks can guide training and competency requirements
or whether a more radical approach is needed. Spencer (2004) suggests that
the NICE guidelines algorithm can contribute to the development of a spe-
cialised fertility nursing role: ‘The algorithm lends itself very well to mapping
frameworks or pathways, which could very easily be nurse-led.’ Therefore
Spencer seems to suggest that role development should be limited by existing
recommendations and practice guidelines. A more radical approach is to
create a new role, and Woods (2000) describes the need to deconstruct and
reconstruct. This method of transition gives the nurse the confidence to justify
her rationale of practice, combined with a stronger influence on her role, and
not just view herself as a nurse simply helping out the doctors with their 
workloads (Woods 2000).
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PERSONAL QUALITIES

Although knowledge, experience and training are crucial, a good fertility nurse
also needs to have the right personal qualities. As for all specialist nurses, it is
important to be able to work independently, take responsibility for a caseload
of patients and make decisions based on the available information. In this field
of work it is particularly important to be sympathetic, caring and supportive,
but also realistic. It is sometimes necessary to break bad news, e.g. when a scan
shows that there is no fetal heartbeat. This can be very distressing, but honesty
is essential. The fertility nurse needs to cope with desperate couples with a
whole range of reactions from joy and celebration to disappointment, grief
and mourning. Therefore it is important to have a stable personality and also
to sort out coping mechanisms and possible support networks. Staff should be
able to meet and discuss any difficult consultations in order to defuse tensions
(Balen & Jacobs 2003).

INEQUALITIES

In the twenty-first century there seems to be general public sympathy for those
that cannot conceive.The principle of variable eligibility according to rigid cri-
teria can be viewed as a violation of human rights and equal opportunities.
Unfortunately, there is still evidence of inequality in the provision of treat-
ment and allocation of funding. Many couples still pay for their treatment and
more than 70% of IVF cycles in the UK are funded privately (Lockwood 2005;
Seal 2005). This puts poorer couples at an obvious disadvantage.

Therefore there is more impetus to streamline treatment protocols and rec-
ommendations for appropriate treatments for infertility.The publication of the
NICE Guidelines (2004), based on clinical research, will make a significant dif-
ference.The guidelines recommend that eligible women should get up to three
full cycles of IVF treatment paid for. The Royal College of Obstetricians and
Gynaecologists (RCOG) fully supports the implementation of the guidelines
and has urged the government to support equal and fair access to NHS 
infertility treatment across the country (Royal College of Obstetricians and
Gynaecologists 2005). The government has accepted this and has widened the
right to state-funded fertility treatment from April 2005, pledging that all
women in clinical need should have at least one cycle of IVF on the NHS (Seal
2005).

Although the guidelines represent a huge step forward, they will not bring
instant access to IVF treatment for everyone demanding it. The HFEA direc-
tory of clinics for 2005–2006 demonstrates obvious geographical variations in
clinic availability (HFEA 2005). An assessment of the infertile population,
together with availability of services and treatments, will be required to
monitor the level of demand. These guidelines provide excellent recommen-
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dations, but financial restraints may still require a system of prioritising and
criteria to gain access. A survey by the All Party Parliamentary Group on
Infertility and the National Infertility Awareness Campaign has found that
some trusts are not ready to provide free treatment (Hope 2005). A total of
214 of 302 trusts in England were questioned and results showed that only 
22% of trusts are meeting the requirement, 58% have taken steps to achieve
it and 16% are still assessing the action needed or did not comment. Spencer
(2004) argues that fertility nurses are in a good position to manage ‘a criteria-
led waiting list in the most equitable and just manner, certainly within finan-
cial constraints and perhaps within time constraints’. This is supported by the
work of the fertility nurses at Queen’s Medical Centre, Nottingham.

CONCLUSION

There are still some inequalities in service provision but the overall situation
is improving. The implementation of the NICE Guidelines (2004) and the
work of the HFEA have made a significant impact on the NHS Fertility
Service. This chapter has examined the role of the fertility nurse specialist in
developing the fertility service. This role has many dimensions and is still
evolving. Speaking on behalf of the RCN Fertility Nurses Group, Spencer
emphasises the importance of nurses in service provision because in many
centres ‘fertility patients spend most of their time with nurses’ (Spencer 2004).

Fertility nursing is both challenging and demanding not just in terms of skills
and intellect but also in relating to each individual’s emotions, ethics and
beliefs. It is important to be well informed and knowledgeable about complex
scientific developments, but also realistic about likely outcomes.There is a del-
icate balance between offering hope and support but not false promises.
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6 The Role of the Urogynaecology
Nurse

LIZ TOWELL

Urinary incontinence, or loss of bladder control, is a very common and dis-
tressing health problem that can have a profound impact on quality of life.
Approximately 6 million people in the UK have bladder problems, and urinary
incontinence is about twice as common in women as it is in men (Royal
College of Physicians 1995). Unfortunately, many women are reluctant to seek
medical help, either through embarrassment or because they assume that the
condition cannot be treated (Borrie et al. 2002; National Institute for 
Clinical Excellence 2003). Not only do they suffer in silence, but also they often
limit social, physical and sexual activity in order to cope with their problems.
This can lead to relationship problems, social isolation and loss of self-esteem
(Rekers et al. 1992; Sandvik et al. 1993).

Gynaecology: Changing Services for Changing Needs. Edited by Sue Jolley
© 2006 by John Wiley & Sons, Ltd
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BACKGROUND

Over the last 20 years there has been a huge shift in the way in which women
with lower urinary tract symptoms are managed. As a consequence, the sub-
specialty of urogynaecology has evolved and the Royal College of Obstetri-
cians and Gynaecology (RCOG) has accredited a training programme
specifically for gynaecologists who wish to become expert in this field.

The development of continence adviser roles, mainly based within primary
care, has paved the way for the development of nursing roles within urogy-
naecology. In 1983 the King’s Fund published Action on Incontinence: A
Multidisciplinary Approach to Continence Promotion. This paper advocates
change and promotes good practice across district continence services.
Further work by Norton (1995), Roe et al. (1996) and Button et al. (1998) advo-
cates multidisciplinary education of healthcare professionals in order to
increase knowledge and awareness of continence promotion. New training
programmes meant that many nurses from secondary care realised that they
could play a major role in improving care provision to their patients by apply-
ing their newly acquired knowledge.

Prior to the development of urogynaecological expertise, many women who
had urinary incontinence were offered surgery, often with very little investi-
gation or assessment of their symptoms. The subsequent results of surgery
were often variable. This is illustrated by the fact that hundreds of different
types of continence procedures have been tried over the last century 
(Culligan 2004; O’Shaughnessy 2005).

Within gynaecology units, urodynamics or bladder pressure studies began
to gain popularity as a diagnostic tool in the mid-1980s.As with many new ser-
vices, some units started performing urodynamics as an aid to research. Spend-
ing more time on investigation, prior to embarking on treatment, began to
produce benefits in terms of better patient selection prior to surgery and there-
fore better outcomes and higher satisfaction rates among patients. There was
also a direct impact on waiting times for surgery, which were reduced, although
targets for waiting lists were not as exacting as at present. The result was that
many gynaecology units decided that urodynamics should become part of their
service. Often multidisciplinary teams of doctors, nurses and physiotherapists,
who had complementary skills, developed the new service. This enhanced the
patient experience. The role of the nurse in these services developed and, in
addition to providing continence advice, began to encompass performing uro-
dynamic assessments and writing reports. Many units are now completely
nurse-led and the nursing role has expanded to include training new urody-
namics practitioners (medical and nursing) and also teaching medical, nursing
and other professional colleagues (professionals allied to medicine, or PAMs),
from both primary and secondary care.

When extending nursing roles, it is imperative that the practitioner should
be both safe and credible. The urogynaecology nurse should have an exten-
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sive knowledge of gynaecological care. This should be supplemented by a
working knowledge of continence advice and further training. If the nurse is
to perform urodynamics studies, then both theoretical and practical training
must be undertaken. This should be followed by a period of mentorship by an
experienced urogynaecology practitioner in order to develop the knowledge
and physical skills needed to perform this role.

The urogynaecology nurse has a key role in working with colleagues from
all care settings to influence the development of Integrated Continence Ser-
vices as described in Good Practice in Continence Services (Department of
Health 2000). This document advocates equitable, coordinated and research-
based care for those suffering from continence problems. Many areas are well
ahead in the development of care pathways for both primary and secondary
care patients with continence problems. The urogynaecology nurse is able to
contribute to improving care at each stage of the patient journey through the
care pathway.

ASSESSMENT

Urinary incontinence occurs when the pressure in the bladder is greater than
the pressure in the urethra. It is a symptom rather than a disease. There are
several possible causes including birth defects, injury to the pelvic region or
spinal cord, neurological diseases, multiple sclerosis, polio infection, pelvic
surgery, degenerative changes associated with ageing, pregnancy and child-
birth. Women are particularly affected because it is common in pregnancy,
after childbirth, after some gynaecological surgery such as hysterectomy and
after the menopause. Around 80% of urinary incontinence can be cured or
improved providing the exact nature of the problem is diagnosed (National
Association for Continence 2005; netdoctor.co.uk 2005).

There are different types of incontinence including stress, urge, overflow and
neurogenic incontinence, and the symptoms can be confusing. Therefore all
patients with a continence problem should have a comprehensive assessment.
This should ideally be carried out in primary care. However, this is sometimes
not the case as women often under-report continence problems (Borrie et al.
2002; Department of Health 2000) and will only reveal their problem after
direct questioning, e.g. in a gynaecology clinic. In this scenario a nurse-led
urogynaecology clinic may be the best place for the patient to have a history
and assessment of her problem. History taking and assessment should include:

• age
• onset of the problem
• frequency of voiding/leaking
• precipitating events such as coughing, sneezing, physical activity
• bladder symptoms like urgency, frequency, nocturia
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• medical/surgical/obstetric history
• bowel function
• fluid intake – type and amount
• medications
• mobility/cognitive issues
• desire for treatment.

It is worth checking whether basic investigations have been done rather than
assuming that they were performed at an earlier appointment. Although very
basic, they nevertheless provide very valuable information in assessing the
patient.

• urinalysis and/or mid-stream urine to laboratory to exclude urinary tract
infection

• post-void residual to exclude urinary retention (ideally using a bladder
scanner as it is less invasive than a catheter)

• fluid intake/voiding diary to give a baseline assessment of the problem
• abdominal/rectal/vaginal examination to exclude physical cause for problem.

An assessment of all these factors is needed to help build a picture of the
nature of the problem being faced.

MAINTAINING A HEALTHY BLADDER

Where necessary, advice about lifestyle and maintaining a healthy bladder can
be given in order to help address any issues identified by the assessment.

• Adequate fluid intake is important because many women cut down on fluids
to try to avoid leaking urine or having to void. Concentrated urine is a
bladder irritant and can cause frequent voiding. Insufficient fluid intake can
lead to urinary tract infections. Equally, excessive oral fluids can lead to
excessive voiding. The nurse should assess fluid intake with the patient and
a more appropriate intake should be agreed with her. A daily intake of no
fewer than 6–8 cups (approximately 1000–2000ml) should be encouraged.

• Caffeine intake should be considered, particularly where urgency is an issue.
The diuretic properties of caffeine are well known. It has also been urody-
namically demonstrated to be a bladder irritant (Creighton & Stanton
1990). Most people are aware that coffee contains caffeine but are some-
times less aware that it is also found in tea, cola drinks and chocolate.

• Avoiding constipation can help to reduce the pressure on the pelvic floor
and therefore reduce episodes of incontinence. Some medications, e.g.
analgesics, can cause constipation. Advice about increasing fluid intake and
dietary fibre can help with this.

• When frequent urinary tract infections are a problem, the patient can be
advised to drink cranberry juice in order to protect against infections
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(Avorn et al. 1994). This is thought to work by preventing pathogens from
adhering to the bladder wall. The usual advice is to consume 2–3 glasses
daily.

• Some women develop coping strategies in order to try to avoid leaking.
One of these is to void very frequently, which can then lead to an inability
to delay voiding. Women should be advised to try to void at 3- to 4-hourly
intervals and may need help in developing techniques to achieve this in the
form of bladder retraining.

• Women should be advised that alcohol and the artificial sweetener aspar-
tame are bladder irritants and that intake therefore may need to be reduced.

• An objective assessment of pelvic floor function and teaching pelvic floor
exercises can be beneficial, as discussed in Chapter 7.

Many of these steps are simple lifestyle changes that can have a positive
effect on bladder symptoms. By suggesting that women adopt these steps the
urogynaecology nurse can empower women to take some control and owner-
ship of their problem. Some may still, however, need further investigation in
order to reach a satisfactory level of cure.

URODYNAMICS

Urodynamics is the investigation of the function and dysfunction of the lower
urinary tract and refers to ‘studies of pressure and flow of urine within the
urinary tract’ (National Institute for Clinical Excellence 2003). It has been
carried out in various forms for over 100 years. Urodynamics is not necessar-
ily indicated where the history and examination are indicative of either stress
incontinence or an overactive bladder. The RCOG recommends urodynamic
testing prior to pelvic floor surgery (Royal College of Obstetricians and
Gynaecologists 2003). Other indications are where previous surgery has been
performed with a poor result and also where there is failure to respond to
treatment for an overactive bladder.

The terminology used in urodynamics has been standardised by the Inter-
national Continence Society, initially in 1973 and then in 1988. The latest 
revision was in 2002 and was radical in that it removed the numerical values
(Abrams et al. 2002). Urodynamics is a diagnostic tool that should be used in
conjunction with a proper history, assessment and examination. Different tech-
niques may be used to aid diagnosis. These range from pad testing and simple
flow studies to videocystourethrography, where a contrast medium is intro-
duced into the bladder during urodynamics and the bladder is then visualised
on X-ray imaging.

Before a urodynamics test, a urinary tract infection should always be
excluded. The patient should be asked to complete a diary recording fluid
intake, voids and leaks, ideally for a week prior to testing, and should be asked
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to arrive with a full bladder. She should also be given an information leaflet
about the test, including contact numbers. The equipment needed for the
examination includes the urodynamics machine (see Figure 6.1), a bladder
scanner, filling and pressure catheters, fluid sets and some normal saline for
bladder irrigation. The procedure should always take place in a private room.

The urodynamics test procedure varies slightly between clinics and the clin-
icians who are performing them, but the basic aim is to measure the way the
bladder fills and empties, particularly the changes of pressure inside the
bladder and in the abdomen generally. The practitioner should take time to
explain the process to the patient in order to gain their cooperation. If a
patient is very tense, the quality of the recording can be adversely affected.
The voiding diary should be consulted to see whether there is any pattern to
the problem. Every effort should be made to maintain privacy and dignity, and
careful thought should be given to whether observers should be present. This
should only be after patient consent has been sought.

The urodynamics machine commode incorporates a voiding recorder and
the patient is asked to void into the commode. The speed and volume of the
void can be measured. This is why it is helpful if patients arrive with a full
bladder. Following the voiding study the patient will have their residual urine
checked with a bladder scanner to ascertain whether the bladder empties cor-
rectly. Using an aseptic technique and anaesthetic gel, two fine catheters will
be placed in the bladder, one to fill the bladder and the other to record the
pressure. Another catheter will be placed in the rectum or posterior fornix of
the vagina.This is to record the abdominal pressure so that it can be subtracted
from the bladder pressure and give a more accurate indication of the detru-
sor pressure. The pressure catheters will be attached to the urodynamics
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machine and the transducers and pressure lines flushed with fluid.The machine
will be zeroed prior to testing. The patient will be asked to cough to ensure
that the machine is recording accurately. When the operator is happy that the
machine is working correctly, the test can commence.

During the test the patient may be supine or sitting on the commode; this
practice varies between clinics. The bladder is filled with saline. Medium fill
cystometry is performed at a rate of 60ml per minute. Slower or faster speeds
are used in some clinics.The patient is asked to cough at various intervals.This
is to see whether stress incontinence can be demonstrated. The patient may
be asked to stand and cough or heel bounce to try to provoke either a leak or
a detrusor contraction. The patient is asked to inform the operator of their
first desire to void. The urodynamics monitor records activity within the
bladder during the test.

The patient is asked to inform the operator when the bladder feels full.
When bladder capacity is reached, the filling pump is stopped. The patient will
be asked to cough with a full bladder. The filling catheter is removed and the
patient is asked to void into the commode. If the pressure catheters have been
retained, they will record the pressure during voiding. When the void is com-
pleted, if the bladder has emptied fully, the catheters will be removed and the
patient will be able to get dressed. If there is any doubt about whether the
bladder has emptied, the residual should be checked and the bladder
catheterised to empty it if needed.

Once dressed, the patient should be advised that she might feel some slight
discomfort once the local anaesthetic has worn off, but that this should not
last longer than 24 hours. She should also be advised to consume one cup or
glass of fluid each hour for at least 6 hours after the test. Before going home
she should be told who to contact in the event of any problems after the test.

Ideally the test results should be discussed with the patient before she leaves
the department. An explanation of the results can be used as an aid to gaining
cooperation with any proposed treatment regimes. This is particularly useful
if changes in patient behaviour, like reducing caffeine intake, are to be advised
to help control an overactive bladder. A written record of the test, to accom-
pany the printout from the urodynamics machine, should be made. A record
of any advice given to the patient, both written and verbal, should be made.
The nurse should ensure that the patient knows what is to happen next and
that any appointments needed are organised. A back-up record of the test
should be made. Urodynamics can be used to help diagnose a large number
of bladder problems. However, a urodynamics observation does not represent
a definitive diagnosis and should always be interpreted in conjunction with the
history, assessment, examination and information from the voiding diary
(Abrams et al. 2002). This will give a more robust picture of the problem than
just using the urodynamics graph.

Pad testing is used to quantify the involuntary loss of urine in stress incon-
tinence. The International Continence Society suggests standardising pad
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testing, although the regime may need to be modified to allow for patient
mobility and can be adapted for use over longer periods by the patient at home.

PAD TESTING

• The pad should be waterproof backed and weighed prior to testing.
• The initial test should be planned to last for one hour but may be extended

by further one-hour periods if the first assessment is not considered to be
representative of the usual patient symptoms.

• The patient does not void immediately prior to or during the test.
• The patient is asked to drink 500ml of low sodium fluid over a 15-minute

period and then rests for 15 minutes.
• The patient then walks for 30 minutes and is also asked to climb up and

down a flight of stairs.
• A range of activities is performed: standing up from sitting 10 times, cough-

ing vigorously 10 times, bending to pick up an object from the floor 5 times,
running on the spot for a minute and hand washing under running water for
a minute.

• The pad is removed and weighed at the end of an hour. If leakage has
occurred, it can be quantified.

URODYNAMIC STRESS INCONTINENCE

Urinary stress incontinence is described as involuntary leakage of urine dur-
ing increased abdominal pressure, in the absence of a detrusor contraction
(Abrams et al. 2002; National Institute for Clinical Excellence 2003). This may
be experienced during coughing, sneezing or on exertion.The symptoms occur
because either the pelvic floor muscles have been damaged or the urethral
sphincter muscle becomes weakened. As a result, the base of the bladder may
either move from its normal position or the urethral sphincter may no longer
close sufficiently, causing accidental loss of urine. In women it is the com-
monest form of incontinence and when the condition has been confirmed by
urodynamic investigations it is termed urodynamic stress incontinence
(Abrams et al. 2002; National Institute for Clinical Excellence 2003).

The voiding diary may contain a record of leakage. On testing, the residual
urine is usually low.There are no detrusor contractions demonstrated on filling
the bladder. Asking the patient to cough or heel bounce can provoke a leak.
The bladder capacity is usually normal (around 400–500ml).The voiding study
is usually normal although if the flow is slow it may be because the patient is
inhibiting the flow due to embarrassment. This should be discussed with the
patient to explore whether this is a reflection of their normal voiding pattern.

The RCOG (2003) and the NICE (2003) both recommend that surgery
should only be offered following a trial of conservative management. The role
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of physiotherapy is discussed in the following chapter. In those clinics that are
not fortunate enough to have access to a women’s health physiotherapist, the
urogynaecology nurse may undergo further training in order to provide some
aspects of conservative management.A key role for the urogynaecology nurse
is to encourage the patient to persevere with conservative treatments. She can
also influence medical colleagues to ensure that conservative management is
offered prior to planning surgery.

Conservative management involves education and exercises to strengthen
the pelvic floor muscles. Recently drug therapy has also been considered, and
in  2004 a new drug called Duloxetine was launched. It is a dual serotonin and
noradrenaline reuptake inhibitor (SNRI). Serotonin and noradrenaline are
believed to have a role in normal urethral sphincter closure. Duloxetine is
thought to increase the tone and contraction of the urethral sphincter and
therefore reduce stress urinary incontinence. Four trials involving over 1900
women demonstrated a significant decrease in weekly incontinence episodes
in the Duloxetine group (52% from 17 to 8 episodes) versus the placebo group
(33% from 17 to 11 episodes) (Trent Medicines Information Service 2004).
The most common side effect was nausea, which was experienced by 23% of
women compared with 3.7% in the placebo group. It is important that when
discontinuing treatment the dose is gradually reduced before stopping.

As it is a new treatment the indication for using Duloxetine will probably
become clearer as clinicians become more familiar with it. It could be used to
postpone surgery. The urogynaecology nurse should remain up to date with
current usage and efficacy of the medication. She can therefore provide patient
support and also act as a resource for other healthcare staff by ensuring that
she possesses up-to-date knowledge to share with them.

Sometimes surgery does become necessary. The role of the urogynaecology
nurse in relation to surgery is one of ensuring that the patient is adequately
prepared beforehand. She can also influence nursing and medical colleagues
to give appropriate, evidence-based post-operative care. Health professionals
have a duty to ensure that patients are given verbal and written information
about the risks, benefits and alternatives to surgery, in addition to likely success
rates, before consent is sought (Department of Health 2001). The urogynae-
cology nurse can ensure that appropriate information is provided about the
various operative procedures and that the patient has a realistic view of what
surgery can achieve.

The aim of surgery is to achieve continence by elevating the bladder neck,
supporting the urethra or increasing urethral resistance. The most common
procedures are:

• colposuspension. In this procedure the bladder neck is surgically elevated.
This can be performed abdominally or laparoscopically. It has long-term
follow-up data from over 15 years and a cure rate of 80–95% (National
Institute for Clinical Excellence 2003). The main complications are blood
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loss at operation, damage to other organs, urinary tract infection, voiding
difficulties, de novo urge symptoms and de novo detrusor overactivity.

• anterior repair. Anterior repair was once used extensively in the treatment
of stress incontinence. It is still a valid option in the treatment of prolapse
but has been superceded by other, more effective, procedures for the cor-
rection of stress urinary incontinence, which tend to have better outcomes
(Department of Health 2000).

• slings. These can be made from either fascial or synthetic materials and
anchored to pelvic or abdominal structures and have been shown to be
effective with short-term rates similar to those for colposuspension
(National Institute for Clinical Excellence 2003). The main complications of
slings are haemorrhage, voiding difficulties, urinary tract infection and de
novo detrusor overactivity.

• tension-free vaginal tape (TVT). TVT is a minimal-access technique that
can be performed under local or regional anaesthesia and can therefore be
used for patients who would not be suitable for general anaesthesia. The
tape is inserted to form a U-shaped sling around the middle third of the
urethra. There is no bladder neck elevation and the procedure is associated
with a quick recovery time and has cure rates comparable with colposus-
pension (National Institute for Clinical Excellence 2003).The complications
include bladder injury at operation, which occurs more frequently than with
other surgical procedures for stress incontinence, haemorrhage, urinary tract
infection, voiding difficulties and de novo detrusor overactivity.

Information about surgery should start in the pre-operative period. When a
decision is made to offer surgery, a knowledgeable healthcare practitioner
should immediately give the patient appropriate advice and information. If the
urogynaecology nurse is able to attend clinics, she could provide this service.
If not, then she should ensure that the information, both verbal and written,
is an accurate reflection of the care pathway. In order to do this, she may need
to educate her colleagues. Ideally pre-operative physiotherapy advice should
also be arranged.

Post-operative advice should include information about the likely length of
stay in hospital and the recovery period. The patient should be given infor-
mation about when she should return to normal activities including work,
driving, lifting and sexual activity. Information about risks, benefits and alter-
natives to surgery should be given. She should also be advised about who to
contact in the event of any problems and where to obtain further advice or
information should she require it.

Some women suffering from uterine prolapse and stress urinary inconti-
nence may not be fit enough to have surgery owing to the risks of anaesthe-
sia. For this group of women the insertion of a vaginal pessary can bring relief
from their symptoms. While a doctor would usually perform initial fitting, a
nurse who has been trained in their use can perform subsequent renewals.
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Where this is a nurse-led service local protocols should be drawn up to ensure
that safe care is provided. Pessaries are changed every 4–6 months. The vagina
should be inspected before inserting a new pessary to ensure that there are
no signs of ulceration. Following insertion of a pessary the patient should be
asked to remain in the clinic until she has voided, as urinary retention can
occasionally occur.

URGE URINARY INCONTINENCE

Urge urinary incontinence is defined as the complaint of involuntary leakage
of urine accompanied by, or preceded by, urgency (Abrams et al. 2002; Hampel
et al. 1997; Ouslander 2004). It occurs when the nerve pathway from the
bladder to the brain is not functioning correctly, causing bladder contractions
that cannot be consciously inhibited. It can be caused by stroke, dementia or
multiple sclerosis, but often there is no obvious explanation. In urge urinary
incontinence the bladder is overactive and contracts irregularly during filling,
creating a strong desire to pass urine. Therefore the patient often suffers from
frequency of micturition, urgency and nocturia accompanied by urge inconti-
nence. Laboratory testing does not reveal any infection in the urine.

The overactive bladder sufferer may have developed various mechanisms
in order to try to cope with the problem (Kelleher 2002). These may include
an in-depth knowledge of the location of public toilets and avoiding oral fluids
in an attempt to reduce the number of voids. Social activities can be severely
affected by the fear of leaking or not being able to find a toilet. This can alter
other people’s perception of the patient, e.g. someone being thought a ‘killjoy’
because she dare not participate in social activities out of fear of leaking,
but not feeling able to share this information. This can lead to feelings of 
isolation.

On investigation, a voiding diary will usually record many voids and may
also document leaks.At urodynamic testing, despite being asked to attend with
a full bladder, there is sometimes a smaller than average voided volume due
to the bladder being emptied frequently. The voiding pressure may be high.
The residual volume of urine is usually small and if the patient is avoiding oral
fluids in an attempt to reduce the number of voids the urine may be concen-
trated. During the test detrusor contractions may be noted. The first desire to
void is sometimes very early in the test and the bladder capacity may be
reduced. Following testing, the urodynamics trace can be used to describe the
overactive bladder to the patient in order to seek her cooperation with pro-
posed treatment.

Treatment of urinary urge incontinence or overactive bladder is conserva-
tive and a lot of the onus is on the patient to change behaviour (Ouslander
2004). This requires the support of healthcare professionals, and the urogy-
naecology nurse in particular. Patients are often relieved to find that there is
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an explanation for their symptoms. They are usually receptive to advice that
will help them to deal with their problem. By consulting the voiding diary a
picture of the frequency of voiding can be obtained to use as a baseline before
starting treatment. One of the treatments is bladder retraining, which will focus
on actively inhibiting voids in order to increase gradually the time interval
between them. Most people are able to cope socially with voiding every 3 or 4
hours and this is the endpoint that most women would be happy to aim for.

The urogynaecology nurse should also work with the patient to explore
lifestyle changes that will help to achieve control. These will include ensuring
an adequate oral fluid intake and avoiding caffeine. Where there is access to
a women’s health physiotherapist the nurse could refer the patient for input
about pelvic floor education and exercises in order to strengthen the pelvic
floor. This will help with bladder retraining by increasing the patient’s confi-
dence to increase the interval between voids. In the absence of a physiother-
apist the nurse should consider undertaking further training in order to be
able to assess the pelvic floor and advise about exercises.

Often behavioural interventions alone can effectively treat this problem.
They work best when a healthcare professional reinforces them (Borrie et al.
2002). The nurse can provide a follow-up clinic to provide support to women
who are undergoing these regimes.At this time goals to increase voiding inter-
vals can be agreed. The main advantage is that the patient receives consistent
advice and support rather than getting varying advice from different people,
who may not necessarily be skilled in continence advice.

Some women also need to take medication in combination with behavioural
changes. Recent pharmacological innovations mean that there are now many
medications available for the treatment of the overactive bladder and urge
urinary incontinence. They are antimuscarinic or anticholinergic and work by
inhibiting bladder contractions, increasing bladder compliance and decreasing
sensory input to increase bladder capacity and reduce symptoms. These
include the most commonly used, tolterodine, and the recently launched solife-
nacin (Abrams et al. 1998; Chancellor et al. 2000). The advantage to having
several medications is that if a patient is unable to tolerate the effects of a
medication, they may be better suited to one of the other preparations. The
main side effects tend to be dryness of the mouth and dizziness, but effects
vary between medications and patients. The urogynaecology nurse should
have a working knowledge of the commonly used medications in order to be
able to advise patients.

THE WAY FORWARD

The urogynaecology nurse will find that, as the role develops, the amount of
teaching she is asked to provide will expand. The diversity of groups may
increase to include patients and medical staff from both primary and sec-
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ondary care in addition to nursing and PAM colleagues. Continence is an area
that is often not well covered in medical education and colleagues are often
grateful for some input about basic continence advice. This applies to both
hospital- and community-based colleagues of all grades, from medical students
to consultants. Staff from the gynaecology unit where the nurse works should
be included in teaching in order to increase nursing knowledge and enhance
patient care.

More specialised teaching, e.g. about urodynamics, is an area where the
urogynaecology nurse may be asked to provide input. Continence advisers and
women’s health physiotherapists require information about urodynamics and
gynaecology care in order to equip them to perform their roles. The trade-off
for this can be that these two colleagues can provide teaching for the urogy-
naecology nurse or her staff.

A urogynaecology nurse with experience of urodynamics may become a
mentor for practitioners who are learning urodynamics, as this can be very
challenging. Initially, one-to-one support will be needed, but as the learner
becomes more proficient the mentor may be able to be more distant. It is
useful to have another person to discuss findings with, which can be beneficial
for both the mentor and mentee as sometimes the specialist role can be 
isolating.

Multidisciplinary teaching is often a useful way to communicate with the
primary care team and to provide education in the ways of being more proac-
tive in terms of managing continence. Many district nurses have undergone
continence training but their medical colleagues may not be aware of this. A
facilitated meeting can help a primary care team to develop a strategy for man-
aging continence and looking at where they link in with the local Integrated
Continence Service. The starting point for this could be an educational session
to raise awareness within the team. These sessions usually receive very posi-
tive evaluations from nursing and medical colleagues and help to foster links
between primary and secondary care staff.

There is endless scope for the urogynaecology nurse to expand her role and
the form that this takes will be dictated by the service in which she works.
Health promotion, both for the public and colleagues, is another area of poten-
tial involvement for the urogynaecology nurse. At hospital open days there is
an opportunity for women to seek advice about who to go to in order to get
help with continence and other problems. A display of women’s health litera-
ture can often prompt women to ask for advice. Similarly, many employers are
seeking Improving Working Lives initiatives and would welcome the offer of
either group educational sessions or, alternatively, individual appointments for
staff, perhaps facilitated by the occupational health department.

Another area for role expansion is to develop skill as a surgical assistant
and work alongside the urogynaecologist in theatre. This would have major
benefits in terms of continuity and quality of care. Role expansion should
always be to benefit patients and enhance their care. At the same time this can
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give opportunities for the urogynaecology nurse to really make a difference
in patient care and will therefore be a satisfying career path to choose.
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USEFUL CONTACTS

Association for Continence Advice
102a Astra House
Arklow Road
London SE14 6EB

Continence Foundation
307 Hatton Square
16 Baldwin Gardens
London EC1N 7RJ
Tel. 0845 3450165
www.continence-foundation.org.uk
Advice and information provided by specialist nurses for the public and health 
professionals

Incontact
United House
North Road
London N7 9DP
Tel. 0870 7703246
www.incontact.org
Information and support for people affected by bladder and bowel problems

Royal College of Nursing Continence Care Forum
c/o RCN20 Cavendish Square
London W1M OAB

UK Continence Society, formerly ICS UK: www.ukcs.uk.net
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7 The Role of the Women’s 
Health Physiotherapist in
Gynaecological Care

JUDITH LEE

The women’s health physiotherapist (WHP) plays an important role in the
prevention of pelvic floor disorders and the overall delivery of gynaecological
care. The aim of this chapter is to describe and explain some of this work,
discuss the challenges in the context of clinical effectiveness and explore the
opportunities for service development.

Gynaecology: Changing Services for Changing Needs. Edited by Sue Jolley
© 2006 by John Wiley & Sons, Ltd

Challenges Service developments

• All pregnant women should • WHPs are working closely with 
receive appropriate antenatal other health professionals to 
advice and information about ensure an equitable, quality 
childbirth and pelvic floor exercise parent craft education service 

• Women with a third-degree tear in primary and secondary care
should be referred to the WHP • Identification of risk factors and
because of the increased risk of development of care pathways
developing faecal incontinence ensure referral to women’s 

• Incontinence and prolapse health physiotherapy services
symptoms require early • WHPs cooperate with other
assessment and appropriate professionals in delivering an
referral to the WHP integrated continence service.

• Major gynaecological surgery can • The WHP provides pre- and 
cause potential pelvic floor post-operative support and 
dysfunction advice to minimise risks

Physiotherapy is a health care profession concerned with human function and
movement and maximising potential. It uses physical approaches to promote,
maintain and restore physical, psychological and social well-being, taking account
of variations in health status. It is science-based, committed to extending, apply-



ing, evaluating and reviewing the evidence that underpins and informs its practice
and delivery. The exercise of clinical judgement and informed interpretation is at
its core (Chartered Society of Physiotherapy 2002).

Physiotherapists working in the speciality of women’s health embrace these
values to deliver health care to women. By involvement in antenatal edu-
cation physiotherapists are well placed to provide information, advice and
instruction to women to maximise their well-being. The priority is the pre-
vention and early alleviation of the physical stresses of pregnancy and child-
birth. Common consequences of pregnancy and childbirth are either the
physical problems of pelvic girdle and low back pain or incontinence. The aim
in the postnatal period is to address healthcare needs to enable each woman
to recover and return to pain-free and symptom-free normal function. There
is strong evidence to support health education in the perinatal period to
reduce the risk of future pelvic floor dysfunction and urinary symptoms. The
WHP’s skills are also utilised in the conservative management of pelvic floor
disorders that develop in the postnatal period or later in women’s lives. In
addition, the WHP can contribute to the care of women undergoing gynaeco-
logical surgery.

Clinical effectiveness is the provision of high-quality health care in a way
that allows the recipient to achieve maximum health gain. It relies on the
healthcare provider being the right person to do:

• the right thing (based on current evidence based practice)
• in the right way (having the skills and competence)
• at the right time (providing treatment/services when the patient needs

them)
• in the right place (the appropriate location of treatment/services with

patient choice)
• with the right result (clinical effectiveness/maximising health gain measured

by the evaluation of practice through clinical audit, outcome measures and
achievement of individual goals).

ANTENATAL EDUCATION AND ADVICE FOR 
PREGNANT WOMEN

The provision of high-quality and accessible antenatal education and advice
for all pregnant women is important in order to prevent pelvic floor disorders.
The most common of these is urinary incontinence, which is defined as the
involuntary leakage of urine. This is a major clinical problem that can have a
profound impact on quality of life (Laycock et al. 2001). It affects about 10–
30% of women aged 15–64 years, with a much higher incidence among preg-
nant women, estimated at between 20 and 67% (Hannestad et al. 2000;
Morkved et al. 2003). Lower urinary tract symptoms are so common in early
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pregnancy that they are often considered to be normal (Cutner & Cardozo
1990). Norwegian studies have reported an incidence of 42% during preg-
nancy and symptoms persisting at 8 weeks for 38% of all women (Morkved
& Bo 1999). These figures highlight the need for a prevention and treatment
strategy for these women in the perinatal period.

An integrated system of muscles, fascia, ligaments and neural control is
needed to maintain urinary continence during raised intra-abdominal pres-
sure. Active contraction of the pelvic floor muscles elevates and supports the
anterior vaginal wall (Laycock et al. 2001). In addition, a competent urethral
sphincter is necessary. Pregnancy and vaginal delivery are main risk factors of
urinary incontinence because they can involve damage to the nerves, muscles
or ligaments involved in this continence mechanism.

Antenatal instruction in pelvic floor exercises can reduce the likelihood of
incontinence for women during and after their pregnancy. In a Norwegian
study women had individual instruction in pelvic floor anatomy and how to
properly contract the pelvic floor muscle. Then they attended a 12-week inten-
sive pelvic floor exercise programme supervised by a physiotherapist and were
given a home exercise programme. The pelvic floor muscle strength improved
significantly after the intensive training programme. These results were also
measured postnatally at 3 months (Morkved et al. 2003). However, further
research is needed to determine whether this type of training can prevent
incontinence in later life.

It is unrealistic to provide this type of WHP-led intensive programme for
all pregnant women in the UK, but it is possible that the multidisciplinary
obstetric team could facilitate a satisfactory level of input to teach the pelvic
floor exercises and promote compliance. During their pregnancy women are
regularly seen by their GP, hospital or community midwife and obstetrician.
All women should have access to and the opportunity to attend antenatal
classes and have written information about antenatal care (National Institute
for Clinical Excellence 2003).

Therefore there are many opportunities to encourage pelvic floor exercises.
If each woman had the necessary instruction during a visit to any of these
health professionals and a reminder to continue with her home exercise pro-
gramme at each subsequent visit, then information could be made available
to the majority of women using the current NHS resources. The WHP may be
involved in some parenthood education, or in education to midwives, health
visitors and doctors to ensure consistency of input. It is essential that the guid-
ance given to women is as up to date as possible, and any written information
is clear, concise, in a format that she can understand and is evidence based.
Also, all health professionals involved in the woman’s care should utilise the
same written information.

The correct exercise regime to ‘prescribe’ for pregnant asymptomatic
women to maintain optimal pelvic floor muscle function and primary preven-
tion is not yet fully understood. However, the Association of Chartered 
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Physiotherapists in Women’s Health (ACPWH) has produced ‘Fit for Preg-
nancy’ information leaflets containing evidence-based information and well-
explained exercises. The exercises are explained in such a way that each
woman can exercise at her own level. Studies have shown that women who
had learned and been self-compliant with a home exercise programme in preg-
nancy have a reduced risk of postnatal incontinence (Mason et al. 2001).

It is especially important to target pregnant women who already have 
symptoms. The Royal College of Obstetricians and Gynaecologists (RCOG)
recommends that every booked antenatal patient should be asked about
urinary and faecal incontinence (Royal College of Obstetricians and Gynae-
cologists 2002). There are several opportunities to ask trigger questions relat-
ing to urinary symptoms.

• NICE (2003) recommends seven antenatal appointments for uncomplicated
pregnancy where women will see their GP, midwife of obstetric consultant
team.

• Women frequently attend antenatal classes, antenatal exercise classes,
aquanatal, yoga or pilates for pregnancy with the WHP, midwife or fitness
instructor.

• Women may also be having treatment for other problems in their pregnancy.
Of special importance is low back and pelvic girdle pain when urinary incon-
tinence may develop or already coexist.

Although there is strong evidence to support antenatal education, there are
some problems to overcome. The main one for WHPs is the enormous task of
empowering midwives, health visitors and doctors with the knowledge and
skills to be competent to teach effective pelvic floor exercises. Ensuring that
trigger questions are asked at every opportunity is also difficult. The provision
of easily accessible and conveniently timed antenatal classes is still not ade-
quate (Sing & Newburn 2000). There are some groups that are especially dif-
ficult to target, such as teenagers and ethnic minorities. Therefore classes need
to be community based and ideally held not only during week days but also
in the evenings and at weekends. However, this also raises issues for staff who
may be working alone.

Patient compliance can never be assumed. Studies continually show that
supervised pelvic floor exercise programmes gain better compliance and
outcome than just an exercise leaflet. Women also need to be given relevant
evidence. Some women query the effect on labour of pelvic floor muscle train-
ing during pregnancy, often thinking that a tight pelvic floor muscle will not
‘give’ to facilitate vaginal delivery. The contrary has in fact been shown to be
true. In a randomised controlled trial of pelvic floor muscle training during
labour there were fewer cases of active pushing in the second stage of labour
lasting longer than 60 minutes and fewer episiotomies in the training group.
The improved muscle control, strength and flexibility seemingly facilitates
rather than obstructs labour (Salvesen & Morkved 2004).
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There is also good evidence that postnatal pelvic floor exercises are effec-
tive in reducing urinary incontinence. Studies have shown that women who
had instruction by the physiotherapist and had been compliant with the exer-
cises had less incidence of stress incontinence up to one year postnatally
(Morkved & Bo 2000). Episiotomy does not appear to protect the pelvic floor,
and caesarean section is not completely protective against urinary and fae-
cal incontinence (Royal College of Obstetricians and Gynaecologists 2002;
Rortveit et al. 2003). Ideally this information should be given to women in the
antenatal period to empower them with the information so that they can make
an informed choice about embarking on the postnatal exercise regime.

Exercise is not usually a high priority in the mind of the new mother in the
immediate postnatal period. Many women have not attended antenatal classes,
and all women are at some risk of developing future problems, so they should
all be reminded of the importance of pelvic floor exercises and supervised
while doing them. The ward-based health professionals have a duty of care to
promote this health education and support it with quality written information.

In many units, WHPs are not routinely able to see all postnatal women. This
is influenced by early discharges of postnatal women, the volume of patients
who are at risk or symptomatic and the fact that physiotherapists in most units
work a Monday to Friday service. Therefore women who are asymptomatic
and have had uncomplicated deliveries are often neglected. More evidence is
required to establish the effectiveness of pelvic floor exercises for this group,
but, until found otherwise, all women should be considered to be at some risk
and given the best possible advice. Clearly if funding was made available to
provide a 7-day physiotherapy service, a more equitable service could be pro-
vided. Until the multidisciplinary team is better funded, the WHP needs to 
prioritise care to high-risk postnatal women.

THE RISK ASSESSMENT AND MANAGEMENT OF WOMEN
WITH CONTINENCE PROBLEMS AND PERINEAL PAIN
FOLLOWING CHILDBIRTH

Epidemiological studies have not only linked incontinence with pregnancy and
childbirth but also suggest that assisted deliveries and high birth weight babies
are particularly high-risk factors. This means that women who are more at risk
can be identified after delivery and there is an opportunity to promote conti-
nence (Persson et al. 2000). In Chiarelli’s study (2002) physiotherapy was tar-
geted at women who had delivered by forceps or ventouse or whose babies had
a birth weight of more than 4000g. These women were visited on the postna-
tal ward, instructed in pelvic floor exercises and bladder advice, given a detailed
home exercise programme and given an outpatient physiotherapy appoint-
ment at 8 weeks postnatally and treated as necessary. Data were collated at 3
months postnatally.The incidence and severity of incontinence at this time was
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much improved in the intervention group and proved that a high level of inter-
vention for the patient group most at risk was effective (Chiarelli 2002).

Childbirth is also a major factor in faecal incontinence, which can affect up
to 10% of female adults (Abramowitz et al. 2000). Incontinence of stool and
flatus are frequent complications of childbirth and associated with anal sphinc-
ter laceration and forceps delivery. Sphincter damage may occur as a result of
a spontaneous perineal tear or a tear as an episiotomy extends (Samuelsson
et al. 2000). Following third- or fourth-degree tears 13% of primiparae and 
23% of multiparae have symptoms of urgency and/or faecal incontinence 3
months after delivery (Sultan et al. 1993), but sphincter defects account for
only 45% of incidence of postnatal faecal incontinence (Abramowitz et al.
2000). Damage to the pelvic and pudendal nerves during vaginal delivery may
lead to partial denervation and subsequent weakness of the pelvic floor and
anal sphincter. In a few cases this damage is severe and is associated with faecal
incontinence (Allen et al. 1990).

Faecal incontinence is a distressing and disabling condition, especially for
new mothers, and is often under-reported (Clarkson et al. 2001). MacArthur
et al. (1997) found that only 14% of women with new faecal incontinence after
childbirth had consulted a doctor and those doing so were unlikely to volun-
tarily report incontinence as one of their symptoms. This supports the recom-
mendation for health professionals to ask postnatal women about symptoms.
A risk assessment tool in regular use on the postnatal wards (see Table 7.1)
can help to identify women who are at risk, and a care pathway gives the 
opportunity to discuss symptoms by asking direct questions relating to faecal
incontinence. There are many opportunities in the postnatal period to assess
women:
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Table 7.1. Risk assessment tool for use on a postnatal ward

Postnatal factors to be completed before discharge

Precipitate delivery 4
Prolonged active pushing 4

> 1.5 hours
Instrumental delivery 4
Failed ventouse or forceps 5
Large baby > 3.63kg 4
Episiotomy/second-degree tear 3
Third-/fourth-degree tear/ 10

urethral tear
Episode of postnatal urinary 5

incontinence
Episode of postnatal faecal 6

incontinence

Score 0–6
Low risk
WHP or midwife give instruction in pelvic 

floor exercises

Score 7 and above
Moderate risk
Refer to WHP
Offer open appointment with WHP at 6 

weeks if symptomatic at 6 weeks postnatal
Score 10 and above
High risk
Refer to WHP
Give appointment with WHP for 6 weeks 

postnatal



• on the postnatal ward – midwife, nurse auxiliary, WHP, obstetric medical
team

• postnatal home visits up to 10 days postnatal – community midwife/GP
• Postnatal 6-week check – GP/obstetrician
• Postnatal exercise class – WHP/fitness instructor
• Postnatal parentcraft class reunion
• Baby check clinics – health visitor/GP.

Questions regarding urinary and bowel symptoms may also be asked by
offering the patient a self-completion questionnaire. This may result in a more
accurate assessment of their symptoms and may be used as an outcome
measure to assess efficacy of intervention. For example, Bugg et al. (2001) have
produced the Manchester Health Questionnaire, which is a valid and reliable
health-related, quality-of-life questionnaire for the assessment of women with
anal incontinence.

A third-degree tear is defined as a partial or complete laceration of the
external anal sphincter and a fourth-degree tear as a complete rupture of the
external anal sphincter including the anorectal mucosa (Royal College of
Obstetricians and Gynaecologists 2001, 2004). These degrees of tear are easily
recognised at the time of delivery and should be sutured in theatre (Royal
College of Obstetricians and Gynaecologists 2001). An overall care pathway
should be in place-for-women with a third- or fourth-degree tear beginning
immediately postnatally, which should include prophylactic antibiotics, laxa-
tives, perineal hygiene and referral to the obstetric ward WHP.

The WHP should advise an inpatient not to attempt pelvic floor exercises
for 10 days but explain how to do them, beginning gently, building up to ten
10-second contractions five times a day from day 10 to allow healing of the
sphincter. The patient then needs a 6-week outpatient appointment, following
the routine appointment with the obstetrician. At that appointment the WHP
would:

Take a subjective assessment of:
• healing problems – discharge, prickly stitches
• bladder or bowel problems – urgency, frequency, incontinence, pain on

defaecation/micturition (consider using a questionnaire)
• pain – where, when; dyspareunia.

Take an objective assessment involving:
• vaginal and rectal examination
• contraindications to vaginal assessment – failure to consent, vaginal dis-

charge, evidence of poor healing
• observation – scarring, pelvic floor contraction vaginally and anally
• palpation – vaginally for tenderness, scarring, pelvic floor muscle resting

tone, strength and endurance.

Follow the third-degree tear physiotherapy care pathway (see Table 7.2).
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Table 7.2. Third-degree tear postnatal physiotherapy care pathway from 6 weeks

Assessment findings Action

No symptoms
Pelvic floor muscle Check technique of pelvic floor contraction

and anal sphincter Advise continued exercises, up to 10 × 10-second contractions 
strength grade 3 5 times a day in standing if comfortable until 5 months 
or more postnatally

Oxford scale Discharge from physiotherapy

Pelvic floor or anal Check technique of pelvic floor contraction
sphincter muscle Give home exercise programme, hold time to patient’s ability 
strength grade 2 up to 10 seconds, repetitions up to 10 in position of comfort

Reassess in 4 weeks

No progress – check compliance and technique of exercise 
programme

Consider course of electromyogram (EMG) biofeedback or 
muscle stimulation up to 12 treatments, 2× weekly course 
and continued exercise programme. Reassess by digital 
examination every 2 weeks

When grade 3 or more achieved advise continued exercises,
up to 10 × 10-second contractions 5 times a day in standing
if comfortable until 5 months postnatally

Discharge from physiotherapy

Pelvic floor or Use EMG to assess and facilitate active pelvic floor 
anal sphincter contraction
muscle strength Active contraction facilitated – give home exercise grade 0–1 programme, hold time to patient’s ability up to 10 seconds,

repetitions up to 10 in position of comfort
Reassess in 4 weeks

No active contraction – muscle stimulation up to 12 
treatments, 2× weekly course and continued exercise 
programme. Reassess by digital examination every 2 weeks

When grade 3 or more achieved advise continued exercises,
up to 10 × 10-second contractions 5 times a day in standing 
if comfortable until 5 months postnatally

Discharge from physiotherapy

Symptoms
Pain Assess scarring

Consider: ultrasound therapy
Self-massage
EMG to reduce resting tone
Pelvic floor exercise programme

Urinary symptoms Urinalysis
Consider bladder drill
Pelvic floor exercise programme ± vaginal EMG/muscle 

stimulation
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A system of clear referral criteria should be established so those women
who require additional care are managed and treated by the WHP when 
problems are identified. Sometimes no sphincter damage is noted at the time
of delivery but women subsequently develop symptoms that are picked up
when they are seen by the GP or obstetrician after 6 weeks. Problems may
include:

• superficial dyspareunia
• faecal incontinence, faecal urgency or poor control of flatus
• urinary incontinence, urinary urgency
• history of symptoms of prolapse in pregnancy or since delivery – heaviness,

dragging sensation.

Physiotherapy intervention will be as the third-/fourth-degree care pathway
(Table 7.2).

There are still some problems to overcome in optimising the care for 
women with these problems following childbirth. A big problem is the under-
reporting of third-degree tears (Royal College of Obstetricians and Gynae-
cologists 2001), which means that appropriate care may be delayed. Often
women are not given the opportunity to divulge symptoms and, when they do,
services may not be adequate, especially as access to a specialist WHP is not
always available. This highlights the need for not only more resources but also
continuing clinical evidence to support the value of interventions by the WHP.

THE ROLE OF THE WHP IN AN INTEGRATED
CONTINENCE SERVICE

A truly integrated continence service, which can deliver a first-class service,
relies on the team efforts of all health professionals involved in continence
care (Department of Health 2000). These include continence nurses (in 
hospitals, nursing homes and the community), GPs, urologists, obstetricians,

Table 7.2. Continued

Assessment findings Action

Bowel symptoms Discuss positions of defaecation
Pelvic floor exercise programme ± anal EMG/muscle 

stimulation

Assess regularly and treat for up to 3 months
When symptoms are improving and muscle strength grade 3 

or more – discharge
If no improvement in symptoms after 3 months refer to 

obstetric/gynaecology/urology/colorectal consultant teams



gynaecologists and WHPs. Conservative management of urinary stress incon-
tinence is the recommended first choice of treatment. In order for this man-
agement to be effective it is essential that health professionals have a clear
understanding of the continence control mechanism and the factors that may
affect it, the assessment skills to identify specific defects and the treatment
skills to optimise rehabilitation outcomes.

Continence relies on the optimal function of the urethral support system
and the sphincteric closure system. During a cough the urethral closure pres-
sure is known to rise simultaneously with abdominal pressure and despite a
rise in intravesical pressure the urethra remains closed. When this fails, stress
incontinence can result (Ashton-Miller et al. 2001). The pelvic floor provides
support for the urethra and is a musculoskeletal unit that has passive, neural
and active subsystems of control. Panjabi’s model of stability (Panjabi 1992)
refers specifically to spinal stability but Lee and Lee (2004) suggest that this
model can be applied to load transfer through the pelvis and urethral support.

The passive system involves the endopelvic fascia, which attaches to the
pelvic sidewalls and to the thick fascial band of the arcus tendineus fascia. The
fascial layers allow a degree of movement and the extensibility varies with age
and past obstetric history. Regular straining to open the bowel may compound
the situation. There may also be genetic factors, which ultimately determine
the inherent strength of collagen, fascia, elastin and connective tissue. It may
be possible, in the future, to screen for inherently weak fascia and advise those
women at risk by education or treat with medication to strengthen these
tissues.

The neural system includes the pudendal nerve, which innervates the levator
ani, the central control of reflex function between the detrusor muscle and the
pelvic floor and the sensory feedback from the muscle spindles within the
pelvic floor muscle. Slow or rapid stretch of these spindles will generate slow
sustained or rapid brief muscle activation.

In the active system the levator ani muscle, commonly named the pelvic
floor muscle, contains primarily type I muscle fibres and maintains constant
tone to provide urethral support against gravity. This muscle exhibits an
increase in activity in response to slow, rapid and unpredictable loading, and
when the central nervous system can predict the timing of increased intra-
abdominal pressure the muscle has the ability to activate prior to that increase.
Type I muscle fibres respond to pain and pathology by inhibition and delayed
timing of recruitment, which may result in incontinence and prolapse. Type II
muscle fibres respond to pain by overactivity and, in order to compensate for
a dysfunctional passive support system, become overactive and fail to release.
This may result in voiding dysfunction, hesitancy and incomplete emptying,
dyspareunia, vaginismus, obstructive defaecation and perineal pain, which
tends to be worse when sitting.

As well as a sound knowledge of the functional anatomy of the structures
responsible for controlling urinary incontinence, the WHP has access to
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women during pregnancy and postnatally in order to give preventative care
and to identify at-risk and early symptomatic women. She also has the rele-
vant assessment and treatment skills. Recognising the skills of the WHP should
help to ensure appropriate referrals. Ideally the referral criteria to the WHP
for patients with urinary incontinence are:

• pelvic floor grade 0–1 Oxford scale for patients with potential for compli-
ance with an exercise programme

• poor technique of the pelvic floor exercise – breath holding, bearing down,
abdominal doming

• asymmetry of pelvic floor, right versus left
• overactivity/high resting tone
• pelvic pain – after exclusion of gynaecological problems by medical teams
• coexisting low back and/or pelvic girdle pain
• coexisting neurological disease
• antenatal or in a 1-year postnatal period
• in a 1-year post major gynaecological surgery period
• patients with grade 2 or more pelvic floor who have not responded to con-

tinence nurse intervention – but not end-of-line patients.

Once a patient has been referred to the WHP, both subjective and objective
assessments are needed (see Table 7.3). The aim of the subjective assessment
is to determine whether the pathology is due to a problem with the connec-
tive tissue, the nerves or the muscles.The objective assessment includes a mus-
culoskeletal assessment of muscle analysis and posture and movement, as
faulty movement can induce pathology, not just be a result of it (Sahrmann
1993).

The physiotherapy treatment involves a holistic approach tailored to the
individual, which may include:

• pelvic floor facilitation and individualised home exercise programme with
regular supervision; the recommendation is that the pelvic floor muscle
training programme should be for 15–20 weeks after achieving a good tech-
nique of the exercise

• trigger point therapy
• posture correction
• movement pattern correction
• electromyogram biofeedback
• electrical muscle stimulation
• general fitness advice.

There is a relationship between pelvic floor activity, pelvic floor disorders 
and low back and pelvic pain. Physiotherapists working in the speciality 
of women’s health have in the past focused on pelvic floor function and 
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Table 7.3. Assessment of incontinence problems by WHP

Subjective assessment
Clues relating to connective tissue dysfunction – the passive system

• Menopausal, cyclical symptom pattern
• Coexisting prolapse
• Obstetric history
• Drug history – steroids
• Collagen status – stretch marks/varicose veins/haemorrhoids
• Respiratory problems
• History of constipation
• Obesity
• Heavy lifting

Clues relating to neural system dysfunction – the neural system

• Obstetric history
• Neurological disease
• Radiotherapy
• Altered sensation

Clues relating to problems with the muscles – active system

• Pregnancy
• Perineal tears/episiotomy
• Respiratory problems
• Abdominal surgery
• Exercise/activities – under- or over-activity
• Chronic fatigue
• Pain
• History of pain

Objective assessment
The musculoskeletal assessment

• Control of the local stability system – the co-contraction of the pelvic floor with
transversus abdominis, the diaphragm and multifidus

• Posture analysis and movement patterns
• Pelvic floor assessment by digital vaginal examination

Pain
Prolapse/fascial defect
Resting tone – hyper-/hypotonicity
Timing of recruitment
Control
Endurance
Strength
Repetitions
Symmetry/dominance
Maintenance of urethrovesical angle with cough, strain, voluntary contraction



rehabilitation when treating incontinence and discouraged the use of the
abdominal muscles. Musculoskeletal physiotherapists would not have consid-
ered the pelvic floor when treating low back or pelvic girdle pain. However,
if asked, women often report that they suffer both urinary incontinence and
low back and pelvic girdle pain, and physiotherapists commonly note that the
management of one problem often improves the other. This has not been a
coincidence. Lee and Lee consider that the two therapy groups have been
treating the same condition, which is a failed load transfer through the lum-
bopelvic region. This manifests itself as either dysfunction of the joints and
subsequent pain or ineffective support to the urethra and subsequent incon-
tinence (Lee & Lee 2004).

Research has led to a greater understanding of the synergy of the pelvic
floor and abdominal muscles, and physiotherapists in both women’s health and
musculoskeletal specialities are finding common ground and changing to a
more integrated approach, addressing stability and normal function of the
whole lumbopelvic region. Sapsford has designed a rehabilitation programme
for the management of stress incontinence. It specifically utilises the abdomi-
nal muscles to initiate low-level pelvic floor activity, and then progresses to
strengthening work through expiratory actions and eventually to impact train-
ing (Sapsford 2004).

Therefore it is now generally recognised that the pelvic floor muscle should
not be considered in isolation but as an integral part of the local stability
system. In 1989 Bergmark first described the classification of muscles into two
systems (Lee 2004). A global system is responsible for regional stabilisation
during movement of the thorax and pelvis or the pelvis and legs. There is also
a local system of muscles, which are essential for stabilising the joints of the
spine and pelvic girdle in preparation for or in response to external loading.
The pelvic floor muscle works synergically with the local stabilising muscles
of the transversus abdominis, the diaphragm, and the deep fibres of multifidus
contributing to intra-abdominal pressure, increasing tension on the thora-
codorsal fascia and increasing intra-articular stiffness, thus preventing exces-
sive shearing during loading (see Figure 7.1).

In order to utilise the unique contribution the WHP can make within the
integrated continence service, clear referral criteria, pathways of care and
treatment protocols need to be established and distributed to all concerned.
Early interventions and appropriate referrals to the WHP are essential. There
are many opportunities for developing the service, which include more
involvement by WHPs in urogynaecology clinics such as WHP/nurse-led
clinics and drop-in sessions. It is essential that there is consistency of termi-
nology, assessment forms and written patient information. Adequate fund-
ing is needed to support an integrated service, encourage interdisciplinary
approaches and ensure that health professionals continue their professional
development.

THE ROLE OF THE WOMEN’S HEALTH PHYSIOTHERAPIST 145



THE PROVISION OF APPROPRIATE CARE FOR WOMEN
UNDERGOING GYNAECOLOGICAL SURGERY

All surgery is associated with the risk of post-operative complications (see
Table 7.4). The WHP is well placed to work with the nursing and medical staff
to prevent, identify and treat post-operative problems, especially following
major gynaecological surgery. Ideally this begins at the pre-operative assess-
ment, the WHP particularly wishing to identify any pre-existing respiratory
and mobility issues. High-risk patients can be identified and action taken to
ensure the appropriate level of post-operative intervention, and all patients
are given information to empower them to reduce their own risk. The process
continues on the post-operative wards with monitoring, pain management, bed
exercises and promotion of early ambulation and education to patients to
support their recovery when home.

Haemorrhage, shock and myocardial infarction, wound infection and para-
lytic ileus are complications that are not within the scope of the WHP to
prevent, but an awareness of the clinical signs of these problems and the action
to be taken if suspected are essential skills. Other general complications relat-
ing to respiratory, circulatory or mobility problems are within the remit of the
WHP to address, as are more specific problems relating to pelvic floor dys-
function and lymphoedema.

Many preventative measures can be discussed pre-operatively. For respira-
tory problems these include:

• teaching an active cycle breathing technique and supported cough 
pre-operatively

• advice to stop smoking – ideally a minimum of 6 weeks pre-operatively but
just 24 hours will be beneficial

• promotion of upright positions in bed
• promotion of early ambulation.
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Table 7.4. General post-operative complications

Complication Description Clinical signs

Haemorrhage Primary haemorrhage – occurs during Restless, cold, clammy,
surgery and continues pallor

Reactionary haemorrhage – occurs Tachycardia
within 24 hours (commonly 4–6 hours) Air hunger – sighing,
and may be caused by a slipping gasping, reduced
ligature or movement of a primary clot respiratory rate
with cough or sudden rise in blood Hypotension – may be
pressure delayed

Secondary haemorrhage – occurs 7–14 Increased blood in
days post-operatively secondary to drainage bottle
infection

Shock A complex syndrome caused by the Tachycardia
effects of anaesthetic, trauma of Hypotension
surgery or blood loss Peripheral shutdown –

pallor, sweaty, clammy
Reduced urine output
Restlessness
Coma

Myocardial At-risk patients include those with pre- Chest pain
infarction operative hypertension, congestive Distressed, cold, clammy

cardiac failure, intraoperative Dyspnoea, cyanosed
hypotension or when the operation Sudden change in pulse
lasts > 3 hours rate and/or blood

pressure

Wound An infection that develops at the wound Pyrexia
infection site and prevents healing Redness around wound

Pain

Paralytic Intestinal ileus and/or gastric dilation Absent bowel sounds
ileus Abdominal distension

Vomiting
Abdominal pain

Respiratory The anaesthetic, reduced mobility and Pyrexia
problems reluctance to cough reduces the efficacy Shortness of breath

of clearing secretions and increases the Confusion
risk of respiratory morbidity. At greater Cough
risk are smokers and patients with pre- Hypoxia
existing respiratory pathology. Post-
operative analgesia, especially opiates,
will reduce the cough reflex and 
depress respiratory function

Mobility General morbidity reduces muscle Joint stiffness
problems strength, confidence and motivation. Low back pain

Pain and attachments may limit ability Increased dependency
to move in bed and mobilise 
independently



In order to prevent a deep vein thrombosis (DVT) or pulmonary embolism
(PE), mechanical measures to prevent venous stasis and increase venous
return should be promoted for all patients undergoing major gynaecological
surgery. These are:

• advice relating to foot and leg circulatory exercises – ideally 1 minute hourly
until fully mobile

• encouragement of early post-operative and continued mobility
• anti-thromboembolic stockings.

There are also more specific risks associated with gynaecological surgery
including the prevalence of urinary symptoms after hysterectomy and lym-
phoedema. Some women report incontinence, prolapse and abnormal bladder
emptying problems after their hysterectomy. This may be due to the resultant
falling oestrogen levels, nerve damage, damage to the pelvic support structures
or lifestyle changes. The incidence of urinary incontinence after hysterectomy
has been investigated by a systematic review of evidence, which showed mixed
results (Brown et al. 2000). Generally the risk of developing incontinence was
40% higher than for women who had not undergone hysterectomy. Some
studies have reported no rise in incontinence in the first 6–12 months, sug-
gesting that the cause is damage to connective tissue rather than nerve damage.
The odds of developing incontinence problems increased to 60% among
women who were 60 years or older, again supporting the connective tissue
theory as this loses strength and elasticity with age. Brown et al. (2000) suggest
that when women are counselled about the effects of hysterectomy, inconti-
nence should be discussed as a possible long-term adverse effect. However, this
recommendation is disputed by Roovers et al. (2000), who recommend that
doctors should not counsel their patients until randomised controlled trials can
prove that hysterectomy is a risk factor for urinary incontinence.

Taking into account these opinions, enough is known about the mechanism
of continence and possible disruption of this mechanism by surgical interven-
tion and that pain can result in muscle inhibition to merit some action. It is
also well known that patients undergoing hysterectomy may already have 
pre-existing incontinence problems. Therefore the recommendation is that all
women undergoing major gynaecological surgery are taught pelvic floor exer-
cises by the WHP post-operatively on the ward. Women who are experienc-
ing symptoms at 6 weeks post-operatively should be referred to the WHP for
assessment and treatment as indicated.

Women who undergo radical surgery for gynaecological cancer where
lymph nodes are surgically removed, or who require radiotherapy to the nodes,
are at risk of developing lymphoedema at any time in the future. Lym-
phoedema is a chronic swelling due to a failure of the lymph drainage system.
If it develops, it is essentially incurable, but the main problems associated with
swelling of the lower limb, cellulitis, pain and joint stiffness can be improved
and controlled with specialist care (British Lymphology Society 2005). Pre-
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vention, however, is much better than cure and with the appropriate input the
risk can be reduced. The recommendation is that post-operative and post-
radiotherapy education and the teaching of exercises and instruction in 
simple lymphatic massage are available for all women in the immediate post-
operative or post-radiotherapy period, and follow-up is available for them. It
is the role of the WHP to provide this support, usually in liaison with the oncol-
ogy nurse specialist. The operations that are likely to create problems are a
radical, or Wertheim’s, hysterectomy (for cervical cancer) and a vulvectomy 
(for vulval cancer). Therefore specific care pathways have been developed 
(see Table 7.5) and written information on abdominal massage should be 
available.
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Table 7.5. Physiotherapy care pathway for a Wertheim’s or vulvectomy

Pre-operative advice

• Respiratory and mobility assessment
• Teach breathing exercises
• Teach circulatory exercises
• Explain lymphoedema risk and preventative management
• Teach abdominal massage

Day 1 post-operative

• Breathing exercises
• Foot exercises – 2 minutes every hour, supervised when possible
• No crossing of legs
• Gentle pelvic rocking
• Static gluteal and quadriceps contractions

Day 2

• Out of bed if observations are stable
• Pelvic floor and transversus abdominis exercises

Days 3–5

• Exercises as above
• Mobilise as able
• Upper quadrant abdominal massage only if drains still in situ
• Measure legs at mid-thigh, mid-calf and ankle and record

Before discharge

• Advise to include lower quadrant abdominal massage
• Advise to measure legs weekly
• Give lymphoedema prevention advice leaflet
• Make a 6-week outpatient physiotherapy appointment

6-week out patient appointment

• Check for understanding of advice given on ward and in advice leaflet
• Check wound
• Measure legs
• Check skin care
• Check massage technique



Because women are not usually admitted until the day of their surgery, it is
not always easy for the WHP to see them pre-operatively. However, the ideal
opportunity is during the pre-operative assessment process. At Queen’s
Medical Centre, Nottingham, the WHP attends each pre-assessment session to
talk to any relevant patients. Usually this involves an informal session with all
of the women who are having a major operation, so the WHP discusses breath-
ing techniques, exercises and advice on mobility. She is able to identify any
potential problems on an individual basis and give appropriate advice. She
usually meets the oncology patients separately as they often need special
support. This works very well, and having met the women pre-operatively it
becomes easier to follow them up post-operatively, offering greater continu-
ity of care.

CONCLUSION

Members of ACPWH promote the special role that physiotherapists can play
in women’s health. This role is very varied and may include involvement 
in continence or urotherapy, anorectal problems, pelvic pain, antenatal and
postnatal services, inpatient gynaecology and research/audit work (Brook &
Laycock 2005). Education during pregnancy can provide women with the
knowledge and skills to reduce their own risks of incontinence and back pain
as a consequence of pregnancy and childbirth, but also to enable them to make
lifestyle changes that can impact on their own health and that of their fami-
lies. The challenge is to preserve this role and build on it in order to keep
health promotion high on the agenda for the woman’s health. WHPs are well
placed to be greatly involved in this.

Increasingly healthcare providers are recognising the important role spe-
cialist physiotherapists are able to contribute to women’s gynaecological
health, especially as the benefit of physiotherapy is often highlighted in gov-
ernment guidelines (Department of Health 2000). Increasing the number of
physiotherapists with specialist skills in women’s health has therefore become
a long-term challenge. There is also scope to expand the role of the WHP in
areas such as menopause and osteoporosis. Although there is research to
support physiotherapy for urogenital dysfunctions and anorectal problems,
‘there is a dearth in many other areas of the women’s health service’ (Brook
& Laycock 2005). Therefore more research is needed to provide the evidence
that will secure the ongoing funding of physiotherapy services in this field.

Experienced clinicians in the workplace cannot always find the time to be
involved with research, and may not have the necessary skills to do so. His-
torically, physiotherapists have not been good at collecting outcome data.
However, this is improving and validated outcome measure tools are now in
widespread use. In order to maximise the overall benefit of this routine data,
and to ensure that quality research is carried out, funding must be secured for
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more specific research posts. However, in the interim clinicians must trust 
their sound clinical reasoning and experience to find new ways of collating 
evidence.

If the WHP role in women’s gynaecological care is to flourish in the future,
the physiotherapy profession itself has to recognise the need to equip students
and newly qualified physiotherapists with the relevant specialist skills. To do
this it should include obstetrics and gynaecology as a core module in the
undergraduate training and provide more student placements. Experienced
WHPs who are in clinical practice should try to be involved in this under-
graduate training and welcome students. It is usual for newly qualified phys-
iotherapists to rotate through several specialities during their first 2 years of
clinical practice. Women’s health is often not considered a core rotation and
in many hospitals the women’s health service is very small, or non-existent, so
newly qualified physiotherapists do not have the opportunity to work in that
team. Sharing of skills within the workplace is essential, and indeed physio-
therapists who work with musculoskeletal problems, especially those who are
specialists in back care, are increasingly interested in women’s health. Physio-
therapists who were traditionally obstetrics and gynaecological specialists are
also learning new skills from their work colleagues.

Women’s health physiotherapy offers clinicians an exciting career. There is
still much need for research and many unanswered questions, but there is no
doubt that the WHP has a valuable role to play in gynaecological care.
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8 The Menopause and Beyond:
A Positive Approach

JOAN MEYEROWITZ and SARAH KORDULA

One hundred years ago the life expectancy for women was 52–54 years. As a
result postmenopausal health and well-being was not an issue that needed to
be addressed. Today British women can expect more than 30 years of post-
menopausal life and, because more and more will live until the age of 100
years, the menopause is increasingly a mid-life event, with many women spend-
ing over a third of their lives postmenopause (Eurohealth 2005; Rees & Purdie
2002).

This chapter describes the menopause and its effects on the future lives of
women. The importance of managing menopausal symptoms to prevent long-
term health problems is also discussed. The last few years have been a diffi-
cult time for menopausal women, with results of trials and the interpretation
of the results giving very mixed views. Many women are now looking at alter-
native treatments. Therefore specialist nurses have a vital role to play in 
providing up-to-date information about the menopause and the prevention 
of osteoporosis.

Gynaecology: Changing Services for Changing Needs. Edited by Sue Jolley
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THE MENOPAUSE

The menopause is an inevitable, individual lifetime event in women and can
occur naturally from 45 to 55 years, with the average age being 51 years.
Menopause occurs with the final period and refers to the permanent cessation
of menstruation, resulting from loss of ovarian follicular activity (Rees &
Purdie 2002; World Health Organisation 1996). Natural menopause is recog-
nised to have occurred after 12 months of amenorrhoea for which there is no
other cause. The perimenopause, or climacteric, refers to the period preceding
menopause from when clinical, biological and endocrinological features of the
approaching menopause start and the 12-month period after the last bleed.
The postmenopause is the phase dating from the final menstrual period.

The menopause is the result of ovarian failure due to the ovaries being
depleted of follicles, or germ cells.At mid-gestation the ovaries contain several
million germ cells. These decline rapidly until the menarche, when there are
approximately 300000. During the reproductive years the number steadily
declines until the mid/late forties when there are very few left.As a result there
is a fall of oestrogen production and an increase in gonadotrophin levels. Grad-
ually the ovary becomes less responsive to the gonadotrophins. This may be
several years before the periods stop. Serum blood levels show an increase of
follicle stimulating hormone (FSH) and luteinising hormone (LH), and a
decrease in the oestradiol level. An FSH and LH above the levels of 30p/mol
are suggestive of ovarian failure (Rees & Purdie 2002).

The menopause is not affected by:

• number of pregnancies
• use or non-use of oral contraceptives
• age at menarche
• race
• socioeconomic factors.

However, women who smoke can expect to have a menopause 1–2 years
earlier than average (Midgette & Baron 1990; Sharara et al. 1994).

PREMATURE MENOPAUSE

A menopause before the age of 45 years is classed as premature, with approxi-
mately 1% of women experiencing ovarian failure before the age of 40 years
(Banerd 2004; Betterhealth 2003). Primary, premature ovarian failure can
occur at any age as either primary or secondary amenorrhoea. This can be
caused by:

• chromosome abnormalities including Turner’s syndrome, Down’s syndrome
and women suffering from fragile X permutations
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• metabolic disorders such as galactosaemia
• autoimmune diseases such as Addison’s disease, diabetes and 

hypothyroidism.

Women who experience premature ovarian failure are usually totally unpre-
pared. Frequently it is of sudden onset when they are young and in what they
expected to be their normal reproductive years. It can be devastating and very
difficult to come to terms with, especially if the cause is unknown. This group
of women have very different needs from older menopausal women. Their
main fears and worries are usually associated with fertility, premature ageing
and the need to take hormone replacement therapy (HRT) on a long-term
basis. For these reasons they require extra support for emotional and psycho-
logical problems and for their physical needs.

This has prompted some gynaecology units to consider how support can 
best be provided. At the Queen’s Medical Centre (QMC), Nottingham, the
gynaecology team has initiated a Premature Menopause Clinic, which runs
every 2–3 months, depending on need. A fertility expert is also available to
offer advice. Specific patient literature is limited for this group of women but
there is a charity support group, ‘The Daisy Network’, which provides excel-
lent information.

Secondary premature ovarian failure happens when normal functioning
ovaries are removed or damaged. This can be caused by surgery (bilateral
oophorectomy with or without hysterectomy). In this group of women symp-
toms of ovarian failure occur very soon after surgery and are frequently very
severe. Nowadays survival of childhood cancers and malignancies are on the
increase but the treatment for these conditions can also lead to secondary
ovarian failure. Ovarian damage from radiation treatment tends to be depen-
dent upon the age at treatment and the dose used. Ovarian damage from
chemotherapy treatments is related to the length of treatment time and the
cumulative dose given.

Before secondary ovarian failure occurs, there is usually time to talk to the
young women and advise them on future treatments and medications and the
prevention of osteoporosis. Patient literature is very helpful. CDs and videos
have been produced in the past for patients but the uptake is not as good as
for printed literature.

The need for HRT in the premature menopause patient is advised and should
be encouraged up to the age of 50 years in order to replace the hormones lost.
At QMC the menopause nurse talks to patients well before their surgery to give
them literature and information about the menopause and HRT. She also visits
the gynaecology ward twice-weekly to see women following their surgery. All
women are given a contact number but it may be necessary to see patients again
for additional support should they require this.Time spent helping women who
experience a premature menopause is usually of great benefit to them and a
very worthwhile use of the menopause nurse’s time.
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Case study 8.1

As a teenager Judith was diagnosed with primary premature ovarian failure
of unknown aetiology and commenced on the combined oral contraceptive
pill and ethinyloestradiol in the pill-free week. She had no symptoms with this
treatment and was advised to find information about premature menopause
on the Internet.

When she started university in Nottingham, she registered with a new GP
on campus. On a routine visit to the GP for a prescription renewal, the GP
mentioned her early menopause. Judith dissolved into tears and became very
distressed. The GP was concerned that she had not come to terms with the
diagnosis and needed some guidance and help, so he contacted the menopause
nurse at QMC to arrange a consultation.

Judith attended the Menopause Clinic a few weeks later. She was really
enjoying her four-year university course but was still devastated by the diag-
nosis and had no idea what to do about it. After a long chat she was given
some literature and the website address for The Daisy Network. Counselling
was offered at QMC rather than the university, which she preferred as she
would rather her friends did not know about her diagnosis. She had not dis-
cussed this with anyone other than her family. She felt well on her treatment,
and no different from all her friends who were also on the pill, so her man-
agement was not changed in any way.

Time was devoted to talking about the here and now and the importance
of being a normal student, enjoying herself and having boy friends. The ques-
tion of fertility seemed years away for Judith, and hopefully there would be
many changes and advances before becoming an issue for her. Her case was
discussed with the consultant, who agreed that she had lots of information and
support for the present. Counselling was arranged through the social work
department with a counsellor who has a special interest in women’s health 
and Judith was given an open appointment for 1 year and the nurse’s contact
details.

During the consultation Judith cried on four separate occasions and was
clearly devastated to be diagnosed with premature ovarian failure. Clearly all
the time and effort we can give to help support women in this position is very
worthwhile.

SYMPTOMS OF THE MENOPAUSE

Symptoms of the menopause are a result of declining levels of oestrogen cir-
culating in the bloodstream. Women experience these symptoms very differ-
ently, with no two women being exactly the same. There can be variations in
both the length of time the symptoms last and also in the severity of individ-
ual symptoms, neither of which appear to be linked to blood oestrogen levels.
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Some women experience symptoms while having regular periods and others
after the last period.

The variation in time of onset, with or without symptoms, often results in
confusion for women, who are unsure about what is happening to them and
as a result seek advice from the practice nurse or menopause nurse at the hos-
pital, rather than the general practitioner (GP). Between two and six women
a week seek advice from the menopause nurse specialist at QMC. They have
either referred themselves or are seen at the request of a practice nurse or
other health professional. Women’s knowledge and understanding of the
menopause is very variable. It helps if women can be given basic literature
about the menopause when they see the practice nurse for routine smear tests
in their 40s. This helps prepare them for changes that will be taking place in
the future.

The menopause causes very mixed feelings among women. The end of
periods marks the end of fertility and any chance of pregnancy, which for
women who have been unable to conceive can be a very distressing time.
Equally for others the end to heavy, painful, prolonged periods and no further
need for contraception can be a welcome relief. The menopause marks a life-
time change into the later phase of life, which can be equally positively or neg-
atively received. Frequently women may be influenced by other major events
at this time. These include general ill health; employment changes involving
loss of job or redundancy, for either the woman or her partner; problems with
adolescent offspring; ‘empty nest’ syndrome; separation or divorce; and ageing
parents, making the menopause a difficult time for large numbers of women.
A positive non-biased approach by health professionals offering advice and
information about the menopause is helpful to many.

Symptoms can be categorised as short, intermediate or long term, as illus-
trated in Table 8.1, and for clarity will be discussed in this order.

SHORT-TERM SYMPTOMS

Short-term symptoms can present in the perimenopause or following the final
period. Up to 80% of women will experience symptoms at some time and of
varying degrees of severity (Avis et al. 1993). The vasomotor symptoms are
the most common and are experienced in approximately 75% of women. Over
50% will describe these as causing acute physical distress and up to 25% say
they last for 5 years or more (Avis et al. 1993). The exact cause of hot flushes
during the day and sweats at night is unknown, but thought to be due to fluc-
tuating FSH levels.The duration of a hot flush can be anything from 20 seconds
long to 20 minutes, with either several an hour or as few as five or six per week.
Night sweats can vary from waking up hot in the night to waking up with bed
clothes and sheets wet through and needing to be changed. Over a period of
time this can be very disruptive to both the woman and her partner. Clearly
the severity and intensity of the flushes and sweats has a big effect on the man-
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agement of the symptoms and whether women will seek advice and help or
not. Not all women will seek medication for vasomotor symptoms, but advice
to limit caffeine and alcohol intake, hot drinks, hot rooms/offices, smoking and
hot spicy foods may help to limit the flushes and sweats.

Randomised controlled trials have produced good evidence to support the
use of HRT for vasomotor symptoms. Relief from symptoms is usually within
4 weeks (MacLennan et al. 2001). When prescribing HRT, women who have a
uterus should be prescribed oestrogen on a daily basis and progestogen either
daily or for between 10 and 14 days of the month, in order to protect the
endometrium. Women who have had a hysterectomy need only to be pre-
scribed oestrogen. The lowest effective dose should be used for the shortest
possible period, with treatment being reviewed every year. Short-term use
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Table 8.1. Symptoms associated with the menopause

Short term Vasomotor � Hot flushes/night sweats
� Headaches
� Giddiness
� Insomnia
� Faintness

Psychological � Depression
� Irritability/mood swings
� Loss of confidence
� Poor memory
� Difficulty in concentrating
� Panic attacks
� Tiredness
� Loss of libido

Intermediate Vaginal � Dryness/burning
� Pruritus
� Dyspareunia
� Prolapse

Bladder � Urgency
� Frequency
� Dysuria
� Urinary tract infections
� Incontinence
� Voiding difficulties

Sexual � Desire
� Arousal
� Orgasm
� Pain

Long term Osteoporosis
Cardiovascular disease
Alzheimer’s disease



should be considered as up to 5 years and is usually given to women in their
early 50s for the relief of symptoms. If menopause symptoms return after stop-
ping, women may wish to re-start their HRT and, provided they are fully
informed of the risks, it should not be withheld (Royal College of Obstetri-
cians and Gynaecologists 2004). The prescribing of HRT for women without
symptoms is not recommended.

Up to 85% of women will complain of some psychological symptoms at the
time of the menopause (Barlow 2004). The belief that menopause and clinical
depression are linked is complex and has yet to be totally proven. There is a
higher incidence of depression in women than in men, especially between the
ages of puberty and 55 years, and most studies have found that hormone levels
are no different in depressed menopausal women as opposed to non-
depressed menopausal women (Gebbie & Glasier 2004). HRT is not recom-
mended and is not licensed as a primary treatment for clinically significant
depression.

Depressed mood, mood swings, poor memory and concentration are all
symptoms of the menopause. Whether these symptoms are definite meno-
pause symptoms or as a consequence of the ‘domino effect’ remain unclear
(Gebbie & Glasier 2004). Examples of the domino theory are:

1. Night sweats → insomnia → tiredness → irritability → poor concentration
→ poor memory

2. Dry vagina → dyspareunia → loss of libido

With the domino effect in mind, if HRT is taken for vasomotor symptom
control, then there may be improvement in the psychological symptoms that
were as a result of many nights of broken sleep and disturbances due to night
sweats. It is also important to remember the other events, described earlier,
that could influence sleep pattern and therefore tiredness, irritability and
mood swings. Further research is required before it can be established whether
or not HRT is of benefit for these psychological symptoms alone.

INTERMEDIATE SYMPTOMS OF THE MENOPAUSE

Symptoms of the lower urogenital tract usually present themselves up to 5–10
years after the menopause. Treatment for lower urogenital tract and vaginal
symptoms respond well to oestrogen therapy. This can be given either sys-
temically or topically via the vagina. Local oestrogen appears to be more ef-
fective than systemic HRT, but treatment is often required to be long term 
in order to reverse the symptoms of urogenital atrophy. Sexuality may be
improved with oestrogen alone or may require the addition of testosterone
(British Menopause Society 2004). Urinary symptoms such as urgency, urge
incontinence, frequency and nocturia may be improved with vaginal oestro-
gen, but stress incontinence cannot be successfully treated with oestrogen
alone.
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Many women feel that the menopause is a time to address problems of a
sexual nature, some of which have been present for several years, occasionally
since young adulthood, and some of which have developed at the time of the
menopause as a result of other symptoms (domino effect). There are regular
referrals to menopause clinics for sexual problems, mostly lack of libido.
Women may also present with menopause problems when the main underly-
ing problem is sexual. At QMC a clinician who has completed the Diploma in
Psychosexual Medicine works as part of the multidisciplinary team. Psycho-
sexual counselling is offered and women start with a 1-hour appointment, fol-
lowed by shorter follow-up sessions as required. The work has demonstrated
that the menopause clinic appears to be a good environment for identifying
women with psychosexual problems. These findings were presented by a
poster, ‘Great sex, no sweat’, at the British Menopause Meeting in 2003
(Hobson et al. 2003).

LONG-TERM SYMPTOMS OF THE MENOPAUSE

Osteoporosis

‘Osteoporosis is defined as a skeletal disorder characterised by compromised
bone strength predisposing to an increased risk of fracture’ (National Insti-
tute of Health 2000). Osteoporosis affects one in two women and one in five
men over the age of 50, costing the government and National Health Service
(NHS) £1.7 billion annually, which is equal to £5 million per day (National
Osteoporosis Society 2005).

Osteoporosis is considered to be a disease associated mainly with post-
menopausal women and equivalent-aged men. Osteoporotic-related fractures
are associated with excess mortality, substantial morbidity and major health
and social expenditure (Ross 1996). It is more common among white women
than black, and 1 in 2 white women will sustain a fragility fracture in their life-
time (Ross et al. 1993). Many have described it as a ‘silent epidemic’ as there
are generally no associated symptoms or warning signs until it is too late and
a low trauma fracture has occurred. It can be associated with height loss or
back pain, but so can other conditions (Gunter et al. 2003). The most common
fractures occurring are the wrist, hip and vertebrae. Hip fractures in particu-
lar are related to excessive mortality. Postmenopausal women who have
already sustained a distal radius fracture have nearly twice the risk of a hip
fracture (Freedman et al. 2000), and it is predicted that the number of hip frac-
tures occurring worldwide will rise dramatically over the next 50 years due to
the increasing age of the population (Compston & Rosen 2004).

A decision to treat patients or initiate preventative options must be based
on an individual assessment of risk for that person. Three of the most useful
are bone mineral density (BMD), a personal history of fracture and age.
However, occurrence of fractures is multifactorial, including the propensity 
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to fall and chance (Department of Health 2001; Royal College of Physicians
2000).

Since 1987 when dual X-ray absorptiometry (DXA) was first introduced,
it has become widely recognised as the ‘gold standard’ for the evaluation 
of BMD (Blake et al. 1999; Genant et al. 1996, Grampp et al. 1997). The
machines (see Figure 8.1) were designed to measure hip and spine BMD,
which are the main fracture sites, although they can also measure practically
any site of interest, including the total body. They are precise in their mea-
surement, have low radiation exposure, highly reproducible measurements
and short scanning times. Provided that the manufacturer’s instructions on
quality assurance and control scans are carefully followed, they are also used
to monitor long-term changes to BMD, assessing the rate of response and
effectiveness of treatment (Eastell 1998).

There are other methods used to measure bone mineral density including
single-energy X-ray absorptiometry, which measures forearm and calcaneus;
quantative computed tomography, which can be used to measure spine, femur
and radius; and quantatative ultrasound, which measures calcaneus, forearm
and patella but does not measure bone density directly.

In 1994 the World Health Organisation (WHO) task group published a
format expressing measurements of BMD as a T score, calculated by taking
the difference between an individual’s BMD and the mean value for a normal
young adult female (World Health Organisation 1994):

• T score above −1 would be considered in the normal range.
• T score between −1 and −2.5 represents osteopenia.
• T score below −2.5 represents osteoporosis, and a greatly increased risk of

fracture.
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Figure 8.1. DXA Machine, used to measure bone mineral density



• T score below −2.5 plus one or more fragility fractures is established 
osteoporosis.

Clinicians have used T scores as a basis from which treatment options are
taken but the original intention was to provide a definition for epidemiologi-
cal studies rather than a guide to treatment. Osteopenia and osteoporosis can
be present at more than one site where other areas are in the normal range.
The clinical significance of osteopenia is less well defined.

It is helpful to understand the pathophysiology of postmenopausal osteo-
porosis. Bone is a highly specialised tissue consisting of an extracellular matrix
where mineral is deposited. Instead of replacing our skeletons every few years,
vertebrates rely on three types of bone cells: osteoclasts, osteoblasts and osteo-
cytes, which can detect damage, dissolve this damaged bone and replace it. In
adulthood the process of each cycle is balanced and lasts between 90 and 130
days and is called ‘remodelling’.

There are two types of bone: cortical bone makes up 80% of the skeleton
and is found in the long bones and outer surfaces of flat bones and trabecu-
lar bone is found mainly at the ends of the long bones and inner parts of flat
bones. Cortical bone is arranged in concentric circles around the Haversian
systems that contain blood, lymph nerve and connective tissue. Trabecular
bone is made up of interconnecting plates making a honeycomb effect.

One of the major predisposing factors for osteoporotic fractures is low bone
mineral density or bone mass. Bone mass is affected by peak bone mass and
the degree of subsequent bone loss. Formation of bone is prominent at 12–15
years, reaching a peak by 20–30. Several factors regulate optimum peak, and
one of the most important are genetic determinants. Others include dietary
intake of calcium, physical activity, hormonal status, general nutrition and
medications. This is illustrated in Figure 8.2.

Persistent bone loss is a feature of osteoporosis, and impaired acquisition of
peak bone mass can cause as much as 80% variance of bone mass at any age;
hormonal and environmental factors remain strong determinants for rate of
loss after the age of 40. Osteoporosis is the result of an increase in the remod-
elling cycles and/or an imbalance occurring within the remodelling unit, result-
ing in an overall loss of bone (see Figure 8.3).The risk factors for osteoporosis,
listed in Table 8.2, are well known.

During the menopause oestrogen deficiency increases the rate of absorp-
tion of bone and, although bone formation is accelerated in an attempt to
match loss, the time required for the process results in a net loss of bone (Bland
2000). There is an accelerated period of loss for 6–10 years, which then slows
but continues. There is some evidence that density in women can begin to
decrease even in the perimenopausal phase of life (Riggs et al. 1996). The rate
of loss can be as little as 1% or more than 5% per year. The rate is faster in
trabecular bone of the spine (Recker et al. 2000).
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There is also an age-associated loss resulting from calcium and vitamin D
deficiency. Older people eat less foods containing calcium, but also ageing
causes reduced production of vitamin D, so less calcium is absorbed.This leads
to increased secretion of the parathyroid hormone (PTH) enhancing bone
resorption as the body struggles to maintain calcium in the system by strip-
ping calcium from its resident source, the skeleton. Vitamin D is also associ-
ated with muscle weakness, which in turn increases the likelihood of falls
(Holick 1998).

Physical activity can be a marker for general health, and there are some
studies suggesting a relationship which is U-shaped, where there is an increase
risk in falls either by the frail or sedentary and the very active, with a decrease
in risk of falls among those engaging in moderate physical activity.

There are both non-pharmacological and pharmacological treatment
options for osteoporosis. Exercise regimes that include resistance stresses and
load bearing can provide minor gains in skeletal mass but major gains in
mobility, body strength and balance, and could even reduce some pain and
increase self-confidence. There has been some evidence that balance and
muscle strengthening exercises such as those found in T’ai Chi can reduce the
risk of falls (Tinetti 1994). Hip protectors are basically stretchy, cotton-rich
pants that have a shell of polypropylene fitted into the pants on either side
over the hip area. The shield is thought to disperse the impact of a fall from
the hip to the surrounding soft tissue. Initial studies appeared to show some
benefit with a reduction in the number of hip fractures (Lauritzen et al. 1993).
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Figure 8.2. The rise and fall of bone mass: regulating factors and relevant treatments
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Table 8.2. Risk factors for osteoporosis

Maternal history of hip fracture (Soroko et al. 1994)
Hypogonadism (primary or secondary)
Premature menopause (before 45)
Prolonged secondary amenorrhoea
Secondary causes such as glucocorticoid therapy, hyperthyroidism, anticonvulsant 

therapy, myeloma, skeletal metastasis (Caplan et al. 1994)
Previous fracture (Klotzbuecher et al. 2000)
Low body mass index (Cummings et al. 1995)
Smoking (Law & Hacksaw 1997)
Excessive alcohol (Hernandez-Avila et al. 1991)
Low dietary calcium intake (COMA 1998)
Vitamin D deficiency (COMA 1998)
Physical inactivity (Cummings et al. 1995)

[Image not available in this electronic edition.]



Subsequently, more recent studies have found no measurable benefit and
showed problems with compliance as a consequence of poor comfort and fit
(Parker et al. 2004).

Vertebroplasty is a developing procedure, which involves injection of bone
cement into cervical, thoracic or lumbar vertebrae. It is extremely effective for
the relief of pain from fracture that has not responded to the usual 
treatments and appears to provide permanent relief in 80–90% of appro-
priately selected patients (Pfeifer et al. 2004). There can be significant com-
plications with this procedure, with cement leakage and damage to the spinal
cord.

There is a range of pharmacological treatments available and these are sum-
marised in Table 8.3. In 2005 the National Institute for Clinical Excellence
(NICE) published a technology appraisal of treatments for women with osteo-
porosis in order to address who should be targeted and to reduce the number
of fractures in postmenopausal women. This work on secondary prevention
relates to how treatments should be used to prevent further fractures in post-
menopausal women who have already broken a bone. Bisphosphonates are
recommended for women who have had a fracture:

• if they are over 75 years, without the need for a DXA bone density scan
• if they are 65–75 years, as long as osteoporosis is confirmed on a DXA scan
• if they are younger than 65 years and have a very low bone mineral density

(BMD) or a low BMD plus one or more risk factors.

HRT has been relegated to second-line therapy for osteoporosis because it
is only considered to be effective for a short time while being taken. However,
new research is suggesting that HRT given for 2 or 3 years in the early post-
menopausal period does indeed provide long-term benefits in terms of bone
loss and osteoporotic fractures (Bagger et al. 2004). Osteoporosis treatments
need to be taken for a number of years, and patients can move through the
spectrum of options as they get older and their needs change (see Figure 8.2),
but compliance is essential and they need support and encouragement from
family and professionals associated with their care to continue protecting their
bones from fracture by all means necessary.

It is vital to monitor treatment, which involves identifying non-responders
and investigating and improving adherence to treatment if possible. Non-
responders could be as a result of secondary causes like malabsorption, sec-
ondary to coeliac disease, conditions like thyrotoxicosis or simply taking the
medication at the wrong time or with food. Repeat DXA scans help in mon-
itoring treatment. Most areas rescan 18 months to 2 years after baseline/start-
ing treatment, as it can take up to this length of time to have more than the
least significant change. The lumbar spine region is the best site as it has the
greatest response and the best precision, but of course is a region where there
can be degenerative change in patients, particularly over the age of 60. In some
places bone turnover markers are used. These tend to be only available at 
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specialist centres, but they are able to measure response to treatment much
sooner than DXA.

Cardiovascular disease

Cardiovascular disease rarely affects women before the menopause yet it is
the commonest cause of death in postmenopausal women, with oestrogen 
deficiency being strongly implicated in the disease (Rymer et al. 2003). Early
observational studies have shown that postmenopausal oestrogen reduces the
incidence of cardiovascular disease by approximately 40% but that the addi-
tion of progestogen, which is needed to give protection to the endometrium
for women who still have a uterus, may reduce that benefit (Grodstein and
Stampfer 1995).

The Women’s Health Initiative Study (2002) and the Heart and Estrogen/
Progestin Replacement Study (1998) found a small but significant increase in
cardiovascular events. To date the recommendation from the British
Menopause Society (BMS) (2004) states that the role of HRT either in
primary or secondary prevention remains uncertain and currently HRT should
not be used primarily for the prevention of cardiovascular disease.

Alzheimer’s disease

Alzheimer’s disease (AD) is the most common form of dementia, with a higher
incidence in women than men. The number of sufferers increases with age and
due to the general population now living longer it has become a major health
issue worldwide. The role of oestrogen has been demonstrated to have an
effect on different brain regions, other than reproduction or gonadal regula-
tion. It has been shown to impact on the development, maturation and func-
tion of brain regions involved in cognition (Norbury et al. 2004).

Studies have shown that oestrogen may delay or reduce the risk of AD but
will not significantly improve established disease (Kesslak 2002).The Women’s
Health Initiative Study (2002) found a two-fold increase in dementia in women
over 75 years taking HRT. Clearly there are conflicting reports and to date it
is unclear if there is a specific age, or a duration of exposure to oestrogen,
necessary in order to prevent AD. The BMS recommends that HRT should
not currently be prescribed for the use of AD prevention (British Menopause
Society 2004).

MANAGEMENT OF THE PATIENT IN THE 
MENOPAUSE CLINIC

Women will seek help and advice at the time of the menopause, and a major
part of the menopause nurse’s role is helping women understand the differ-
ent treatments that are available. Accurate and unbiased advice and literature
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is essential and is usually very well received. It is important to recognise that
the lack of, or severity of, symptoms will seriously affect choice of treatment.
Even women who experience few symptoms should receive health informa-
tion and literature in order to be fully informed. The quality of information
about the menopause can vary greatly and is available from the usual sources,
including the media, magazines, books, telephone help lines and the Internet.
Women who want to carry out their own search should be given some of the
more reputable Internet sites and associations (listed at the end of the
chapter).

The menopause nurse should be able to take a detailed history from her
patient, gathering information about previous illnesses, operations, family and
personal history of breast cancer and other cancers, and venous thromboem-
bolism (VTE), as well as presenting problems associated with the menopause
and details of any treatments tried, both HRT and alternatives. After gather-
ing information it needs to be clearly documented. A specially designed
menopause history sheet is helpful.This enables information to be both clearly
documented and recalled when necessary. A history sheet should include:
weight and BMI, smoking and alcohol intake, diet and exercise and a brief
sexual history. Following this, treatment and advice should be personalised to
the woman, with the risks and benefits explained and documented, and any
relevant leaflets or literature to support the choice given to her. Clinic con-
sultations should not be rushed as there is a large amount of information to
share, and it is often necessary to have more than one appointment. This also
allows the woman time to think and be involved in deciding whether or not
to accept treatment with HRT or alternatives.

The menopause nurse should be familiar with the different types of HRT
available, the different delivery methods and information about alternative
treatments for different menopause symptoms. The most up-to-date informa-
tion about the different types of HRT is in the Monthly Index of Medical Spe-
cialities (MIMS), which is updated each month. An enlarged photocopy of the
page with all the products listed is a very valuable tool when discussing this
with the patient. This is usually sufficient information when selecting a
product. It is also important to understand the different oestrogens and
progestogens in HRT preparations, their actions and side effects, which are
usually short lasting, being most severe in the first 2 months, less in the next 2
months and settled thereafter. The patient also needs information on possible
side effects because many prescriptions have been stopped due to side effects
and the lack of support when first starting a new preparation.A realistic expec-
tation from the chosen product is also very important.

To date there are six different delivery methods of HRT. These are tablets,
patches, gels, implants, vaginal rings and nasal spray. The hormonal intrauter-
ine system (IUS) has recently been licensed for use as the progestogen com-
ponent in HRT. It is important that the menopause nurse is familiar with the
types of HRT, those that are available for peri- and postmenopausal women
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and the preparations for women who have had a hysterectomy. It is useful to
have samples of the different HRT products to show women, especially with
patches and gels, as it helps them make a choice. Choice is important as ‘the
one they choose is usually the one they use’. Most women will have a prefer-
ence out of the six options, but not all of them may be suitable and often the
choice is between only two or three methods of delivery. However, there is a
huge choice of HRT preparations available (58 in MIMS 4/2005), so with
patience and tolerance it should be possible to help most women find a
product to suit them.

The menopause nurse should explain the delivery methods and how the hor-
mones are absorbed and work. Advice about the application and use of
patches, gel and nasal spray is vitally important. If the product is not applied
correctly, in the correct place and worn for the correct length of time, then the
efficacy of the product will be compromised. Most preparations have litera-
ture available and it is helpful if this can be given when prescribing new
methods of delivery/preparations. When evaluating the use of the product,
compliance should always be checked. Follow-up and support are very impor-
tant, so a follow-up appointment with the menopause nurse and a contact
number are helpful.

HRT IMPLANTS AND A NURSE-LED SERVICE

Estradiol implants are crystalline pellets of estradiol, which are inserted into
the adipose tissue of the buttock or abdomen and release estradiol slowly over
several months. This is a minor procedure using local anaesthetic and can be
prescribed for women after hysterectomy. Implants have been available for
over 20 years but now, with many other different products available for the
posthysterectomised women, implants have become less popular as a first
choice.There are, however, many women who are very happy with this method
of delivery and feel it is unnecessary to change to another product.

At the QMC there are approximately 200 women who attend either 6-
monthly or annually for their implants. In the past (before 1999) the junior
doctors provided this service in the Gynaecology Out Patient Department on
a rotational basis. Owing to doctors frequently changing jobs, the patients saw
different doctors every visit, with little continuity, ownership of the patient
group or ongoing support. Following a review of services the clinic became
nurse-led, with the completion of a Scope of Professional Practice package
approved by the Trust.

The underlying reason for change has to be to improve the provision of
service to the patient. A named person performs the insertion of implants and
coordinates the implant service. Patients are provided with a contact phone
number for any worries or problems and can use this same number for blood
results prior to re-implantation. Patients telephone for their oestradiol/test-
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osterone levels before an appointment is made for re-implantation. This
reduces the number of wasted appointments. Blood level tests for oestra-
diol/testosterone levels are very important for the management of the patient.
A level of <1000p/mol for oestradiol and <1.8p/mol for testosterone is used
at the QMC, although many units use lower levels than this. Levels chosen are 
the consultant’s choice and the BMS offer guidance on this (Rees & Purdie
2002).

Six clinics are held per month, with patients attending for blood tests when
they feel their symptoms have returned, telephoning for the results within 
7 days and receiving an appointment for implantation usually within 2 
weeks. Weight and blood pressure are checked at each visit. The patient is 
able to build up a relationship with the nurse, making it easier to talk about 
problems and worries. Advice is available following trial results such as the
Women’s Health Initiative Study (2002) and the Million Women Study 
(2003) and encouragement given to comply with the breast screening 
programme.

Audit of this clinic at 3 years showed an efficient service, with satisfied
patients in over 95% of those asked. Women felt they were well informed and
were satisfied with the efficiency of the service. Many of the women who attend
this clinic had a hysterectomy at a young age, some in their 20s, have been
attending for 20 years or more and are still under 50 years. These women do
not attend their GP for smear tests and are often overlooked as a group in the
practice. The implant clinic therefore helps provide them with up-to-date
health information and advice and they have a named person and contact
number to use. This is a very satisfying role for menopause nurses. Not all
women want to change to new, different preparations, especially if they are
happy with implants and the service by which they receive the implant works
well. Many hospitals do not offer implants as a form of HRT but, when given
a choice, many women will choose this method, especially if other prepara-
tions have failed. Implants are still a good method of HRT and a large number
of women are very satisfied with them, so an efficient, nurse-led service is 
beneficial to these women.

MEDIA EFFECT ON HRT PRESCRIBING

Following recent trial results from the Women’s Health Initiative Study
(WHIS) (2002) and the Million Women Study (MWS) (2003), there has been
widespread confusion, both for women already taking HRT or about to con-
sider it and for health professionals who prescribe HRT both in hospitals and
general practice. Subsequent media coverage was misjudged and ill-informed
(Cubie 2004), with the press publishing the results in a sensational rather than
an educational way, which left many women totally confused and very worried.
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As a result many stopped their HRT immediately and others went to their
GPs, who advised them to discontinue their HRT, despite the preparations
used in the WHIS only being available in the USA.There is at present no right
or wrong way to stop HRT that has been proven by controlled trials, but many
menopause nurses and doctors would advise stopping slowly over a period of
several weeks or months. Two years after the publication of the WHIS and
MWS results, the menopause nurse at QMC carried out a survey on the effect
of this on the attitudes of GPs in Nottinghamshire and their prescribing habits.
The results showed that ‘the WHI and MWS have had a profound effect on
the attitudes and prescribing habits of the GPs in Nottinghamshire. Only half
of the GPs had actually read the studies, leaving us to surmise that the other
half gained their information from the media and press’ (Meyerowitz et al.
2004).

Three years on from the WHIS many women are now returning to their GP
or being referred to menopause clinics to ask for HRT again. They have tried
without and many have tried alternative medicines, but prefer HRT. Slowly
the trial results are being unravelled and the flaws of these are being shown,
very much less publicly (Naftolin et al. 2004). There are consensus statements
issued by the BMS (2004) and RCOG (2004) available as a guide to medical
professionals working in the area of menopause. Many areas, including 
Nottingham, issued a consensus from the members of the menopause team 
to all the GPs in the area as a resource at this time of confusion. However,
there has been an increase in GP referrals resulting from the recent trial pub-
lications and the confusion it has caused to both the patient and the doctor.

RISK FACTORS TO CONSIDER WITH HRT

As with all medications, there are some risks associated with taking HRT 
and alternatives to HRT. The menopause nurse must be aware of this and 
have information available for the patient. It is a very important part of the 
advice that should be available to women and should not be overlooked or
rushed.

Without doubt breast cancer appears to be the biggest risk factor when
taking HRT, in the eyes of the woman, the health professionals and experts in
the field of menopause. It is an exception in a consultation for the woman not
to be concerned about this fact and to ask how this will affect her. In 1997 trial
results showed an increase in breast cancer cases in women who used HRT
for more than 5 years (Collaborative Group on Hormonal Factors in Breast
Cancer 1997), and the WHIS and MWS have added to this theory. It is impor-
tant that the menopause nurse is fully aware of current research and data on
the issue of breast cancer, that she can personalise information to the indi-
vidual and inform her of the facts that are available to date. Information 

THE MENOPAUSE AND BEYOND 173



from the BMS consensus statement in March 2004 has reported that ‘the life
time risk of developing breast cancer is significantly increased with current
long-term use when started in the 50+ age group. Such an effect is not seen in
women who start their HRT early for a premature menopause, indicating that
it is the duration of lifetime oestrogen exposure that is important’ (British
Menopause Society 2004). There is a greater risk for women using a combined
oestrogen and progestogen preparation than oestrogen alone or tibolone.
Studies have also shown that after 5 years of discontinuation of HRT, the risk
returns to that of never users. When HRT is taken short term for symptom
control, often for 5 years or less, from the age of 50, there is no increased risk
of breast cancer.

Current figures for breast cancer cases per 1000 women in the 50–65 years
of age group are:

• estimated cases of breast cancer per 1000 women not on HRT = 32 cases
• estimated cases of breast cancer per 1000 women using oestrogen-only HRT

for 5 years = 33/34 cases
• estimated cases of breast cancer per 1000 women using oestrogen +

progestogen HRT for 5 years = 38 cases
• estimated number of breast cancer cases per 1000 women using tibolone for

5 years = 33/34 cases.
(Beral 2003)

Unopposed oestrogen therapy in the non-hysterectomised woman is asso-
ciated with a significantly increased risk of endometrial hyperplasia and, with
continued use, endometrial cancer. The use of unopposed HRT should be
limited to the posthysterectomised woman. The addition of progestogen for a
minimum of 10 days in the cycle, as in sequential HRT, reduces this risk, but
studies have shown that the risk is not totally eliminated if treatment lasts
longer than 5 years (Weiderpass et al. 1999). There is no increased risk of
endometrial cancer with the continuous combined group of HRT, and women
should be encouraged to change to one of these preparations after 5 years of
sequential HRT use.

All women who start HRT should be counselled about the risk of venous
thromboembolism (VTE), and prior to starting, a detailed history is important
to eliminate additional risks. The history should be extended to include details
of family history of VTE in a first- or second-degree relative. HRT increases
the risk of VTE, with the greatest risk being in the first year of use. The base-
line risk of VTE in menopausal women is in the order of 1 in 10000 per year.
Advancing age and obesity are also important factors and increase the risk
significantly (British Menopause Society 2004). It is recommended that
women who develop a VTE while on HRT should discontinue it unless long-
term anti-coagulant therapy is commenced. Non-oral oestrogen therapy is
associated with a lower risk than oral oestrogen therapy (Royal College of
Obstetricians and Gynaecologists 2004).
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ALTERNATIVE TREATMENTS AT THE TIME 
OF THE MENOPAUSE

Women have looked for alternative treatments for symptom control at the
time of the menopause for many years, but recent highly publicised findings
from the WHIS and MWS have further increased the demand for health pro-
fessionals to provide women with safe and reliable alternative treatments. In
the 45- to 60-year age group 80% of women have used over-the-counter
preparations for the relief of menopausal symptoms (Albertazzi 2003). Many
women perceive alternative treatments to be safer than HRT and, as they can
be purchased over the counter rather than by prescription, they are not
harmful, and frequently as a result they do not inform their GP when taking
these additional medicines. Alternative treatments include vitamins and 
minerals, herbal medicines, traditional Chinese medicines, homeopathy,
chiropractic, reflexology, massage and acupuncture.

HRT has the potential to reverse symptoms of the menopause in a single
preparation but it may be necessary to take several different alternative med-
icines to control symptoms. Finding a suitable treatment or preparation can
be both expensive and time consuming; women should be encouraged to use
reputable products from reliable shops and always to inform their GP what
they are taking. Finding a reliable practitioner for chiropractic, reflexology or
massage with appropriate experience and knowledge of the menopause and
its symptoms can be very difficult, and there is little evidence to support the
effectiveness of the treatments. However, studies have demonstrated a reduc-
tion in vasomotor symptoms using acupuncture (Dong et al. 2001; Tukmachi
2000).

Many of the different complementary medicines available have not been
submitted to clinical trials. Of those that have, the results are mixed. Much
more research is required with randomised/placebo-controlled trials. The
health professional should be honest with the woman and inform her that to
date HRT has the most data to support its use for symptom control (Ernst
2004). No complementary therapy has been shown to rival the efficacy of HRT
to control menopause vasomotor symptoms.

In the area of dietary supplements, there are three products for which trials
have demonstrated beneficial effects on hot flushes: black cohosh, soy prod-
ucts and red clover. Black cohosh is an indigenous plant from North America
and has been used for gynaecological conditions by the Native Americans
since before the arrival of European settlers (Albertazzi 2003). In 1989 the
German government approved the use of black cohosh for climacteric ail-
ments. Four randomised controlled trials have shown good evidence to support
the efficacy of black cohosh, which displays oestrogen effects (Ernst 2004). Soy
extracts are rich in phytoestrogens, which are plant derivatives with weak
oestrogenic properties. They are found in legumes, wholegrain products, fruit
and vegetables. The most common source ingested is from soy protein and
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another source is red clover. Several randomised controlled trials have tested
the effect of supplementing the diet with phytoestrogens and have shown a
moderate reduction in the number of hot flushes daily. Eleven randomised
controlled trials have shown red clover to produce a small reduction in the
frequency of hot flushes.

Sadly many of the trial results show a mixed picture, with little compelling
evidence to support the use of these three products, the effects of which are
mild at best. To date, however, they appear to be the most commonly used
over-the-counter preparations for menopausal symptoms, which are mainly
vasomotor symptoms. There is a need for more research and regulatory atten-
tion as food supplements are a fast-growing industry. The menopause nurse
needs to be aware of all these facts and have a reasonable knowledge and
understanding of the different types of complementary medicines available.
In the past consultations were mainly to advise HRT for treatment of symp-
toms but today there are more women who are interested in alternatives.
Nurses are registered with the Nursing and Midwifery Council (NMC), and
should not recommend named, specific, alternative medicines which are not
in the British National Formulary (BNF).

Advice should also be given about weight and control of obesity, if 
applicable, and diet, including calcium intake for long-term bone health and
exercise, both for general cardiovascular and bone health. Advice and encour-
agement should be given to women to stop smoking as this has been shown
to have antioestrogenic effects (Baron et al. 1990).

MANAGEMENT OF THE PATIENT IN THE 
OSTEOPOROSIS CLINIC

In the last 10 years there has been an increase in the number of nurses oper-
ating bone scanning services both in primary and secondary care. This has
resulted from service development, extension of nursing roles and as part of a
drive towards more collaboration across traditional boundaries between spe-
cialities and providers of care (National Osteoporosis Society 2002). Ten years
ago there was no specific training for operating equipment like the DXA scan-
ners and nurses needed to sort out their own training from relevant experts.
Gradually appropriate training has developed, including the Foundation
Course of Bone Densitometry and the National Osteoporosis (NOS) Training
Course on Radiation Protection in Bone Densitometry. The Ionising Radia-
tion (Medical Exposure) Regulations (IR(ME)R) lay down a legal require-
ment that practitioners and operators involved in bone densitometry have a
basic knowledge of the hazards of radiation, the statutory requirements gov-
erning its use and the principles of radiation protection. In addition physio-
therapists, radiographers and nurses are now able to complete a Postgraduate
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Certificate in Osteoporosis and Falls Management, with the possibility of
extending it to Master’s level. This is an important qualification to have when
working in the field.

At the Tenth National Osteoporosis Conference held in Harrogate the Bone
Density Forum of the NOS displayed the results of a study surveying the 
provision of bone densitometry in the UK. It found that lack of funding for
the provision of DXA is a significant obstacle to the implementation of the
integrated falls and osteoporosis services. Recently the government has
announced a £3 million initial funding with a further £17 million in the next 3
years to Primary Care to invest in the provision of bone densitometry services.
This must be due to persistent lobbying of government by the NOS and they
can only be commended for their efforts.

The QMC is fortunate to have a number of scanners with one based in the
Women’s Centre, Department of Gynaecology, which is believed to be the only
scanner in the UK based in this setting. It allows in-house provision of DXA
scans for women attending many different gynaecology services including
oncology, fertility, menopause and family planning. Unfortunately, owing to
financial and staffing issues, the equipment is only operated 2 days a week and
currently scans up to 25 patients during this time, but this is a great progres-
sion as initially it was only 2 half days and six patients. In the osteoporosis
clinic, nurses who are also trained in many aspects of women’s health are able
to answer many questions in a safe, private environment. With the support of
other skilled practitioners a multidisciplinary service is provided.

The clinic accepts NHS referrals from GPs and other specialist areas such
as neurology. Often these are women suffering from multiple sclerosis who
have an increased risk of osteoporosis due to treatment with high doses of
steroids and are also more likely to fall. The gynaecology nurse specialist for
osteoporosis has also developed very close links in the last 3 years with the
trauma and orthopaedic osteoporosis nurse specialist operating the Fracture
Liaison Service within the hospital. Joint Bone/Menopause Clinics are also run
in association with a consultant physician specialising in osteoporosis.

In 2000 an Open Access Service for women was commenced at QMC. The
service started because women were becoming more aware of osteoporosis,
mainly through the media, and wanted to know if they were at risk. After com-
pletion of a comprehensive questionnaire women are sent an appointment for
a DXA scan if appropriate (in accordance with IR(ME)R 2000). There is a 
small charge for this service. This is because there is not enough funding to
expand this service and women attending the Open Access Service would not
fulfil the criteria for an NHS scan. Once the service was established, an audit
demonstrated that 3% of women who attended were found to have osteoporo-
sis and 42% had osteopenia (Kordula et al. 2003). This demonstrated the value
of the service. In addition all of the women were receiving useful health advice.

Waiting times, currently 5–6 weeks, are closely monitored. In 2002 and 2003
as a result of the WHI and the MWS the requests for questionnaires increased
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(Kordula et al. 2004). As clinics are nurse-led, they are can be adjusted accord-
ing to need. There are plans to increase the availability but this is dependent
on how the local strategic planning of services unfolds.

All women attending the osteoporosis clinic have a DXA scan of the lumbar
spine and hip and an assessment of risk using a questionnaire (Table 8.4).
Results are analysed and then discussed in a language that the clients are able
to understand. If necessary, information is given relating to treatment options,
using written information provided by the NOS. Copies of the results are given
to the client and a copy is usually sent to the GP.

A case study of a client attending the Open Access Service demonstrates
the value of providing an individual risk assessment.
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Table 8.4. Assessment form used in the Osteoporosis Clinic

Assessment for Bone Densitometry

Name: Date of Birth:

Indication: Referral: NHS or OPEN ACCESS

Operator:

GYNAECOLOGY HISTORY FAMILY HISTORY

Menarche: Episodes of amenorrhoea:

Contraception: Gravida ...... Para ......

Premenopausal/Perimenopausal/Postmenopausal

Age of menopause (if applicable):

Hysterectomy/BSO/RSO/LSO

MEDICAL HISTORY

Illnesses: Operations:

Fractures: Any periods of bedrest:

Medication: Past

Present

DIET

Eating disorders/allergies/malabsorption

How often per week you consume – Milk: ...... Cheese: ...... Yoghurt: ......

Assessment of calcium/vitamin D intake:

LIFESTYLE

Smoking: Alcohol intake:

Exercise:



Case study 8.2

Linda, a 58-year-old woman, completed an Open Access questionnaire stating,
‘I am concerned about my bones and my future after seeing how my Mum has
suffered.’ There was a family history of her mother having vertebral fractures
with associated height loss, pain and mobility impact.

Her personal history revealed:

• menopause at 50
• no known personal history of fracture
• no use of steroid
• never taken HRT
• daily calcium intake approximately 700mg
• exercise once weekly, but active lifestyle
• non-smoker, 2 units of alcohol weekly.

On the basis of her family history a scan was appropriate. Results of densito-
metry showed normal range in the left neck of the femur and −1.9 in the
lumbar spine (L2–L4), which is moderately osteopenic.

These results show that there is an increased risk of fracture, although it is
not high at present. Dietary advice was given and the importance of exercise
discussed. If she were to sustain a low trauma fracture, treatment options
could be reviewed, with a possible re-scan to assess change from the baseline.

Osteoporosis and its associated fractures will become more of a problem as
the population ages, continuing to cause disability, pain and death. Changes
are needed nationally and globally to try to prevent and treat patients with
this disease. Collaboration on a much larger scale, between primary and sec-
ondary care, is needed. Nurses with a sound knowledge base and recognised
qualifications should play a major role in a multidisciplinary approach to make
the prevention of osteoporosis a subject on a par with cardiovascular disease.

CONCLUSION

There have been many changes in the field of menopause and its management
over the last 10 years. Recent research trials have led to confusion for both
women and health professionals, and accurate advice is vital. Women need,
and should be able to access, professional advice that will enable them to make
a decision about treatments and their long-term health. Nurses who work in
this area are asked for advice and guidance on treatments available in an ever-
changing situation. Unfortunately, there is no recognised training for nurses
working in this area. Therefore it is essential that they keep abreast of new
developments and join appropriate professional bodies.

Any nurse working in the area of menopause would benefit from becoming
a member of the British Menopause Society (BMS). The aim of the BMS is
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to increase awareness about the menopause and the consequences for both
immediate and long-term health. To achieve this aim it publishes a quarterly
journal, disseminates information and has an annual scientific meeting. Simi-
larly the NOS offers invaluable support to professionals involved in prevent-
ing and treating this condition. There is also a Royal College of Nursing
Menopause Group for nurses working in this field.

Supporting women through the menopause offers challenging and reward-
ing work for nurses, who have to continually adapt to the changing needs of
women and new approaches to treatment. It is a field that will continue to
expand as demand increases.
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9 Delivering Patient-centred Cancer
Care in Gynaecology

JULIE GOLDING and SALLY WRIGHT

Progress in understanding both the aetiology of cancer and the associated risk
factors, such as smoking, diet, lifestyle and genetic predisposition (Cancer
Research UK 2004), has been accompanied by developments in screening,
diagnosis and a range of successful treatments. Although overall mortality
rates from cancer are falling, the incidence has continued to rise (Department
of Health 1995, 2000a). One in three people will develop some form of cancer
during their lifetime and one in four will die of the disease (Department of
Health 1995). This means that every year over 200000 people are diagnosed
with cancer, resulting in 120000 deaths (Department of Health 2000a).

The high incidence of cancer, together with complexities in managing the
disease, has presented a challenge to the National Health Service (NHS),
resulting in a major reform of cancer services in the UK. Following The
Calman–Hine Report (Department of Health 1995), cancer services have 
been reorganised into Cancer Centres and satellite Cancer Units. All patients
diagnosed with cancer should now be assessed and treated in a designated
Cancer Centre. Specialisation at the Cancer Centres means that clinicians see
enough cases to develop expertise in managing patients with rarer or more
challenging cancers. Team working facilitates coordinated care. Patients
managed in this way are more likely to be offered appropriate treatments and
receive continuity of care through all stages of the disease (NHS Executive
1999a).

Efforts are still being made to reduce variations in the quality of care and
treatment across the country, the so-called ‘postcode lottery’. The NHS 
Cancer Plan (Department of Health 2000a) has drawn up ‘a major programme
of action linking prevention, diagnosis, treatment, care and research’ and
describes the actions and investment needed to improve cancer services 
up to 2010. This includes targets to reduce waiting times for diagnosis and
treatment.

Gynaecology: Changing Services for Changing Needs. Edited by Sue Jolley
© 2006 by John Wiley & Sons, Ltd



INTRODUCTION

This chapter describes how the government strategy has affected the provi-
sion of cancer services for gynaecology.An overview of gynaecological cancers
is followed by a discussion of the oncology nurse specialist role and how this
impacts on all stages of the patient’s journey.

GYNAECOLOGICAL CANCERS

Gynaecological cancers are a diverse group of diseases with different natural
histories and responses to treatments.They cause 24 deaths per 100000 women
(NHS Executive 1999a).The most common gynaecological cancers are ovarian,
endometrial and cervical, while cancers of the vulva and vagina are relatively
rare.

In order to manage a patient with cancer, both the extent of the disease and
knowledge of its biology are essential. The extent of the disease is generally
expressed in terms of its stage. There is a simple 1–4 staging system called the
FIGO system after its authors – the International Federation of Gynaecology
and Obstetrics (see Table 9.1). Stage 1 disease is generally referred to as 
‘early-stage disease’, where the tumour would appear to be confined to the
organ of origin. Stage 2 is where the tumour has extended locally beyond 
the site of origin to involve adjacent organs or structures. Stage 3 then repre-
sents more extensive involvement, and stage 4 is metastatic disease. The stage
of the disease determines whether further treatment is needed following
surgery.
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Challenges Service developments

• Increasing numbers of oncology • Collaboration between hospitals,
cases in gynaecology forming Cancer Centres

• Discrepancies in service provision • ‘Target’ clinics to speed referrals
(‘postcode lottery’): The Calman– • Multiprofessional gynaecological
Hine Report oncology teams

• Delays between referral and first • Development of the oncology 
appointment nurse specialist role within the

• Poor communication channels gynaecology team
leading to fragmented care • Psychosocial support and

• Emotional needs of patients psychosexual counselling
following a diagnosis of cancer
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OVARIAN CANCER

Ovarian cancer is the most common gynaecological cancer in the UK and 
represents approximately 4% of all female cancers (NHS Modernisation
Agency 2001). Nearly 7000 cases are registered each year (Cancer Research
UK 2005a). Most ovarian cancers occur in postmenopausal women. Ovarian
cancer is often described as the ‘silent killer’ because in the majority of cases
the disease has progressed to a late stage by the time it is diagnosed and prog-
nosis is poorer than for other gynaecological cancers (McCorkle et al. 2003;
NHS Modernisation Agency 2001). Often women present with advanced
disease and are faced with major surgery followed by chemotherapy treat-
ment, which may last for several months (McCorkle et al. 2003). It is therefore
associated with anxiety, depression and uncertainty.

Diagnosis of ovarian cancer is difficult because it has a relatively low fre-
quency in relation to some cancers. For example, one new case is diagnosed
for every six cases of breast cancer so a GP may only see one new patient with
ovarian cancer every five years. In addition the symptoms are often very vague
such as altered bowel habit, frequency of micturition, increased abdominal
girth and weight loss and can be easily confused with other conditions such as
irritable bowel syndrome.

If the GP suspects an ovarian tumour, the patient should be referred to a
gynaecologist urgently. For diagnostic purposes an ultrasound scan is always
performed and a blood sample taken to measure the Ca125 level. Ca125 is a
protein that is often secreted into the blood by ovarian cells. A Ca125 level up
to 60 is considered normal. Approximately 80% of women who have ovarian
cancer will have an elevated Ca125 level at the time of diagnosis (NHS Exec-
utive 1999b). Occasionally an elevated Ca125 test indicates conditions not
associated with cancer such as pregnancy or endometriosis.

The pelvic ultrasound scan will give an indication of the exact size and loca-
tion of the tumour. The gynaecologist will also carry out a bimanual pelvic
examination to verify this and assess whether it is fixed or mobile. The pres-
ence of ascitic fluid, another indication of ovarian cancer, will also be seen on
the scan. There may be many litres of ascitic fluid in the abdomen by the time
that a patient reaches a gynaecologist. It is constantly surprising how much
discomfort people will endure before seeking the help of professionals to
determine the cause of the problem. Many women attribute the weight gain
to the menopause or a sign of their age and have often purchased new clothes
several sizes larger than their norm to accommodate their ever-expanding
waistlines.

When ascites is present, a sample can be obtained and sent for cytological
examination. Malignant cells are often present in this fluid where there is an
ovarian cancer, and this is a good diagnostic tool. The bulk of the ascitic fluid
may be drained off by abdominal paracentesis. This will give the patient relief
from some of the symptoms associated with this condition, as it is often
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extremely difficult to eat properly and breathe freely with an abdomen full of
fluid.

If the patient is medically fit and the disease is felt to be respectable, as in a
stage 1 carcinoma (see Figure 9.1), and has not metastasised to other organs
such as the liver, surgery would be the treatment of choice. All patients should
be operated on in Cancer Centres by designated surgical oncologists, as this
improves the quality of care and increases overall survival rates (Munstedt 
et al. 2003; Munstedt & Franke 2004; NHS Executive 1999b). A hysterectomy,
bilateral salpingo-oophorectomy and omentectomy along with peritoneal
washings would be performed whenever possible. If there is a possibility that
the tumour might be fixed to other structures, then the bowel may need prepar-
ing prior to surgery. A preparation such as Picolax should be administered the
day before to clean out the bowel in case a bowel resection is required.

The aim of surgery should be to remove as much of the cancer as possible
(optimum debulking) and accurately stage the disease (Munstedt & Franke
2004). It is important to reduce the residual tumour burden to a point at which
adjuvant therapy (chemotherapy) will be most effective and optimal debulk-
ing has been achieved when nodules of less than 1cm are remaining (DiSaia
& Creasman 2002). Unfortunately it is not always possible to remove a more
advanced tumour. These patients will benefit to a limited extent from adju-
vant chemotherapy but will eventually die of their disease. New approaches
to managing advanced cancers may improve survival rates but more conclu-
sive research evidence is needed (Gallo & Frigerio 2003; Munstedt & Franke
2004). Sometimes primary chemotherapy is given before surgery. This can
reduce tumour masses to an extent that allows for ‘successful’ surgical debulk-
ing during interval laparotomy. However, this approach relies on the careful
selection of patients and is still largely experimental (Gallo & Frigerio 2003).
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Figure 9.1. Stage 1 ovarian cancer: serous carcinoma with a nodular necrotic yellow-
ish cut surface. The surface of a healthy cervix would appear smooth and pink. (Repro-
duced by kind permission of Queen’s Medical Centre Nottingham)



Case study 9.1

A 62-year-old teacher was referred to the Cancer Centre in Nottingham with
an unpleasant vaginal discharge. A pelvic ultrasound scan showed a solid and
cystic mass suspicious of an ovarian cancer. The CA125 tumour marker was
raised at 1730. Jane was seen again in clinic with her husband and the results
were explained. She was scheduled for a total abdominal hysterectomy, bilat-
eral oopherectomy and omentectomy two weeks later.The nurse specialist was
present at both appointments and subsequently spent time with Jane and her
husband discussing any concerns. Jane was given written information on
ovarian cancer, the surgical procedure and details of her pre-operative assess-
ment appointment. She also had a contact number in case she had any further
queries or concerns.

The day before her pre-assessment Jane phoned to say she had been recalled
following a routine mammogram. She was obviously very concerned and asked
if it was possible that the mass on her ovary could have spread to her breast.
The following day Jane had already returned to the breast clinic and had a
biopsy under ultrasound. The lump was not palpable on examination and she
had been told it was unlikely to be malignant. Her pre-assessment was
uneventful, but it was obvious that the concerns about her breast diagnosis
had increased her anxiety level.

Before Jane was admitted for surgery, the consultant breast surgeon con-
tacted the gynaecology team to say that the breast biopsy showed invasive car-
cinoma, which was probably a primary. On the day of her operation Jane was
very tearful, finding it hard to cope with the diagnosis of two cancers within
eight days and the possibility that they may be connected, which would be a
worse outcome than two primary tumours. The nurse specialist accompanied
Jane to theatre and stayed until she was asleep.

Jane had her operation as planned. There was an obvious ovarian cancer,
which had spread and stuck to the pelvic wall. This meant that she would def-
initely require chemotherapy. Over the next few days the nurse specialist sup-
ported both Jane and her husband, and also liaised with the breast care nurse
who would support her through treatment for her breast cancer.

The histology showed that the ovarian cancer was also likely to be a primary.
Jane’s post-operative recovery was not without problems. Her wound broke
down and she needed daily visits from the district nurse. Two weeks later she
was admitted for a lumpectomy. Fortunately the breast lump showed a very
early cancer, which would not require further surgery. This was the first good
news she had received in several weeks and was obviously a great relief during
all the uncertainty. The following week she saw the clinical oncologist to
discuss the treatment she would require for her ovarian cancer. Jane had
chemotherapy for ovarian cancer as an outpatient every three weeks for six
treatments. Fortunately her tumour marker came down from 1730 to 22 and
she was obviously delighted.
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While having her chemotherapy, the nurse specialist kept in touch. Jane
needs continuing support, as there is still uncertainty about her future prog-
nosis. She also has to decide whether to accept genetic counselling. A referral
was made because she had developed two primary cancers. This could have
implications not only for her but also the health of her daughter who would
be at risk of carrying the gene.

Jane’s case was unusually complex but it gives an insight into the role of the
nurse specialist in supporting the patient not only during their hospital stay
but also during an unpredictable recovery period.

ENDOMETRIAL CANCER

Endometrial cancer originates in the endometrial lining of the uterus. It is the
fifth most common cancer for women in the UK and each year there are about
6000 new cases (Cancer Research UK 2005b). Endometrial cancer is most
common in postmenopausal women. Women under 40 years of age are rarely
affected, but the incidence rises rapidly between the ages of 40 and 55 years.
After the menopause there are about 44 cases per 100000 women (NHS 
Executive 1999a).

The main risk factor, apart from age, is a high level of oestrogen. Oestrogen
is secreted by the ovaries and plays an important role in the development of
the female reproductive system and is responsible for changes during men-
struation and pregnancy. Progesterone is another hormone secreted by the
ovaries and usually balances the effects of oestrogen. High levels of oestrogen
are associated with obesity because surplus fat produces oestrogen, with
hormone replacement therapy that does not contain progesterone, with
tamoxifen therapy for breast cancer and with polycystic ovarian syndrome.
Other risk factors include a family history of endometrial cancer, never having
been pregnant and a late menopause.

The most common symptom is unusual vaginal bleeding, including menor-
rhagia or irregular intermenstrual bleeding in premenopausal women and
bleeding following the menopause. These types of bleeding should always be
investigated. Since most women report any abnormal bleeding, endometrial
cancer is usually diagnosed at an early stage. Of women with postmenopausal
vaginal bleeding, 8–10% will have cancer (NHS Executive 1999a).

Investigations may include an ultrasound scan (LUSS), computerised
tomography (CT) or magnetic resonance imaging (MRI) scans, hysteroscopy
and biopsy or dilatation and curettage (D&C). All women with post-
menopausal bleeding should have a transvaginal ultrasound to assess the
thickness of the endometrium. This is a highly reliable method for detecting
endometrial cancer and its accuracy can be up to 100% (NHS Executive
1999a). If the endometrium is found to be 5mm or more, then a biopsy should
be carried out. If possible, a biopsy can be taken in an outpatient department
using a pipelle aspirator. If this is unsuccessful, then a D&C under general
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anaesthetic would be performed. Samples would then be sent for histological
examination

If endometrial cancer is diagnosed, surgery involving total abdominal 
hysterectomy and bilateral salpingo-oopherectomy is often sufficient to treat
the disease, but radiotherapy is sometimes needed when the cancer is more
advanced (Creutzberg et al. 2000). The pattern of spread is partially depen-
dent on the degree of cellular differentiation.Well-differentiated tumours tend
to limit their spread to the surface of the endometrium and invasion into the
myometrium is less common. In patients with poorly differentiated tumours,
myometrial invasion occurs more frequently.

Endometrial cancer can progress through five stages. A precancerous con-
dition called endometrial hyperplasia may cause irregular uterine bleeding.
Hyperplasia may be only mild but severe hyperplasia with atypia is the earli-
est detectable stage of endometrial cancer. Treating precancerous hyperplasia
with hormones (progestins) or a hysterectomy can prevent abnormal, precan-
cer cells from developing into cancer. About 10–30% of all hyperplasia cases
eventually develop into cancer (Oncologychannel.com 2005). There are then
four distinct stages ending with metastatic cancer that has spread to the
myometrium (see Figure 9.2), the cervix and vagina, the nearby lymph nodes,
the bladder, the bowel, the abdominal cavity and even more distant organs
and lymph nodes. Early detection is the best prevention from developing inva-
sive endometrial cancer. Survival rates decrease as the disease progresses.
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Figure 9.2. Stage 1 endometrial cancer: adenocarcinoma of the endometrium invading
into more than 50% of the myometrium.The tumour is seen centrally and on the inside
surface of the womb. (Reproduced by kind permission of Queen’s Medical Centre 
Nottingham)



Average five-year survival rates for endometrial cancer are 90% for stage 1,
73% for stage 2, 52% for stage 3 and 27% for stage 4 (Irvin & Rice 2002).

Treatment depends on the stage of the cancer (see Table 9.1). When the
cancer has progressed beyond stage 1, further treatment will be required after
the surgery.This treatment is radiotherapy, which was first used to treat uterine
cancer around the turn of the century. For many decades, radiation therapy
was used as a standard pre-surgical treatment, but it is no longer done pre-
operatively because it prevents accurate surgical staging and may have lasting
side effects. It is standard to reserve the use of radiotherapy until an initial
hysterectomy, at least, has been performed. Even following a hysterectomy
and bilateral salpingo-oophorectomy, the effectiveness of adjuvant radiation
therapy is controversial. Although regional pelvic radiation can decrease
pelvic recurrences, it does not necessarily improve the survival rate (NHS
Executive 1999b). It is most beneficial for patients with tumours that are con-
fined to the pelvis and that have features that increase the likelihood of recur-
rence (stages 2 and 3). The potential benefits of radiation should be weighed
against the risks. There can be permanent adverse effects including damage to
the vagina, bowel and urinary tract.

In addition to pelvic radiation, post-operative vaginal irradiation is often
used to prevent vaginal cuff recurrences, which are common for certain types
of tumours. This involves inserting small metal cylinders, or some other type
of applicator, through the vagina, where it releases a radioactive substance
over the course of 24 hours.

All patients are followed up at three-monthly intervals for signs of recur-
rence of the disease. Recurrence is more likely in women with advanced
disease and in those whose tumour had certain high-risk features. Usually
recurrence happens within three years of the original diagnosis. Hormone
therapy can be used to treat recurrent disease, although its effectiveness is
unclear. The efficacy of different hormones is currently being evaluated. The
use of chemotherapy to treat recurrent disease is also currently being studied.
If a woman was originally treated only with surgery and no radiation and the
cancer recurs, radiation can be used as therapy. In the case of radiation, the
prognosis depends on many features such as the size and extent of the tumour
and the time to recurrence (Oncologychannel.com 2005).

CERVICAL CANCER

Nearly 3000 new cases of cervical cancer are diagnosed in the UK each year
and the disease causes approximately a thousand deaths each year (Cancer-
BACUP 2004; Cancer Research UK 2005c).The relatively low number of cases
compared with ovarian or endometrial cancer reflects the success of the cer-
vical screening programme (Elkas & Farias-Eisner 1998). In parts of the devel-
oping world, where screening does not take place, cervical cancer is the most
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common female cancer, whereas in the UK it is only the eleventh most
common (Cancer Research UK 2005).

Cervical intraepithelial neoplasia (CIN) is a pre-malignant condition, which
can usually be detected by obtaining a sample of cells (the ‘smear’ test) from
the cervix. The assumption is that a significant proportion of women with CIN
would eventually develop invasive cervical cancer, so early treatment can
prevent this. There is little information on the rate of progression from pre-
cancer to invasive carcinoma, mainly because of the moral and ethical impos-
sibility of observing women with a known pre-malignant disease without
intervention. However, it is generally accepted that the mean time interval 
for progression through CIN to invasive carcinoma is 10–15 years with a 
small number of women progressing very quickly from a normal cervix to cer-
vical carcinoma (Elkas & Farias-Eisner 1998; Sellors & Sankaranarayanan 
2004).

Although cervical screening is designed to prevent cancer, it can also detect
cancers that have already developed. There are two types of cervical cancer.
The most common, squamous cell carcinoma, accounts for approximately 
85%. The remaining 10–15% are adenocarcinomas (see Figure 9.3) and 
screening was not designed to detect this smaller group of cancers (DiSaia &
Creasman 2002).

The main risk factor for cervical cancer is infection with the sexually trans-
mitted disease human papilloma virus (HPV). There are many different types
of HPV, which is a very common virus. Only a few of these are associated with
cell changes on the cervix (Elkas & Farias-Eisner 1998). Usually the immune
system can clear the virus but sometimes the virus remains for a number of
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Figure 9.3. Stage 1 cervical cancer: cervical adenocarcinoma. The smooth area at the
top is normal, contrasting with the cancerous cells in the lower half. (Reproduced by
kind permission of Queen’s Medical Centre Nottingham)



years and CIN is more likely to develop into cancer when this happens. Other
risk factors include multiple sexual partners, early onset of sexual activity and
smoking. Cervical cancer is not linked to genetic changes.

Any woman with an abnormal smear result, postcoital bleeding or inter-
menstrual bleeding, persistent vaginal discharge or whose cervix looks or feels
abnormal should be investigated. This involves referral to a Colposcopy Clinic
where the cervix can be examined under magnification. If the cervix has the
appearance of superficial invasion, a loop or a cone biopsy should be carried
out. This may be sufficient for both diagnosis and treatment when there is no
evidence of tumour at the margins of the sample, but if the biopsy results
suggest a higher stage tumour or if there are poor prognostic factors then
further treatment would be required.

The standard treatment for early cervical cancer is a radical hysterectomy
and lymph node dissection. This includes removal of the uterus, cervix, para-
metrium and cuff of vagina plus lymph nodes. If the tumour is completely
excised and the lymph nodes are clear, no further treatment is needed. If this
is not the case, referral for a course of combined chemotherapy and radio-
therapy is usually recommended. Patients diagnosed with more advanced cer-
vical cancer would be treated with radiotherapy and chemotherapy rather
than surgery. The importance of accurately staging patients with cancer of the
cervix cannot be overstated. Ideally combining radical surgery and radiation
treatment is avoided in order to minimise the long-term side effects (Elkas &
Farias-Eisner 1998; Grigsby 1998).

Unfortunately the standard treatments for cervical cancer make women
infertile. As many women are waiting until they are older to start a family and
cervical cancer is also affecting younger women, fertility is a big issue. It is esti-
mated that 10–15% of cervical cancers are diagnosed in childbearing years, so
there is increasing pressure to investigate fertility-preserving treatments
(Plante & Michel 2001; Tongaonkar 2004). In 1992 Dargent, a French gynae-
cologist, pioneered a new technique called radical trachelectomy (Plante
2000). Initial reactions were sceptical but the technique has since been
accepted and copied worldwide. It involves removing the cervix up to the
isthmus of the uterus together with some parametrial tissue and laparoscopic
node dissection. So far there have been over 300 recorded cases with a 95%
five-year survival (Plante et al. 2004). As this is a relatively new technique, data
are still limited because not all patients are five years post-surgery. Follow-up
for these patients is very difficult as cytological interpretation of subsequent
smears is extremely problematic.

Although there have been reports of successful pregnancies following tra-
chelectomy, there are still some recognised problems associated with obstet-
ric outcome (Covens et al. 1999; Roy & Plante 1999).The chance of conception
is reduced and, once pregnant, there is a high probability of developing cer-
vical incompetence, where a pregnancy cannot be carried to full term and there
is an increased risk of premature labour. Usually a caesarean section is nec-
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essary. Therefore women who are offered a radical trachelectomy must have
a full understanding of the risks as well as the benefits.

Case study 9.2

Marie, a 29-year-old woman, was referred to the Colposcopy Clinic at Queen’s
Medical Centre (QMC) following a smear showing moderate dyskariosis. At
the initial consultation Maria was very distressed, as she had recently suffered
her third miscarriage and also the loss of her mother through cancer. Colpo-
scopic examination showed an area of abnormality confirmed on biopsy as
precancer.A large loop excision of the transformation zone (LLETZ) was sub-
sequently performed.This unfortunately showed that Maria had an early stage
1 cervical cancer, which would require further treatment.

Her case was discussed at the weekly multidisciplinary team meeting. The
histology showed that this was an adenosquamous carcinoma, which would be
suitable for either a trachelectomy or radical hysterectomy. Maria was called
in to discuss her results. She came with her husband, who was very supportive
but obviously as devastated as she about the results. The consultant who 
saw Maria and her husband explained the histology results to them and the
treatment options. He talked to them about trachelecotmy and radical hys-
terectomy, explaining both procedures and how they are performed. The
advantages, disadvantages and possible complications of both operations were
also discussed.

In the following weeks the nurse specialist spent a long time with both Maria
and her husband, giving them information and answering their questions.They
had to make a very difficult decision: should Maria have fertility-sparing
treatment, which carried a greater risk of recurrence, or a radical hysterec-
tomy, which would end any chances of having a family? Added to this Maria
was still trying to come to terms with her recent miscarriage. Patients facing
such dilemmas must be given time to make a decision. The role of the nurse
specialist is to give them relevant information and emotional support.

Maria eventually decided that she would have a radical hysterectomy and
conservation of her ovaries. The surgery and recovery following this were
uneventful and the final histology showed that she would not require any
further treatment. After these traumatic events, Maria has now returned to
work and seems to be coping both physically and emotionally. She is seen for
regular follow-up visits and still contacts the nurse specialist for a chat. In these
situations strong bonds are formed. Although powerless to alter the progno-
sis, the nurse specialist’s role is to support women like Maria during their
cancer journey.

VULVAL CANCER

Carcinoma of the vulva is relatively rare and mainly affects postmenopausal
women, the incidence increasing with age. It may be asymptomatic, but most
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patients present with a vulval lump or ulcer. There is often a longstanding
history of pruritus, occasionally bleeding or discharge (Ghurani & Penalver
2001). The most common type of vulval cancer is squamous cell carcinoma.
Other types are malignant melanoma, adenocarcinoma underlying Pagets
disease of the vulva, verrucous carcinoma, Bartholins gland carcinoma and
basal cell carcinoma.

Squamous cell carcinoma of the vulva (see Figure 9.4) progresses through
similar stages to squamous cell carcinoma of the cervix and vagina. Vulval
intraepithelial neoplasia (VIN) refers to the earliest stage of the disease and
is usually seen as a raised area on the skin. Squamous cell carcinomas have
been divided into a superficially invasive type and an invasive type. Superfi-
cial types may present with an ulcer, a macule or papule. Clinically it is not
possible to separate the precursor lesion of VIN from superficial invasion.
Deeply invasive tumors are usually solitary and often present as a large ulcer
on the labia majora or minora. Occasionally these tumours may produce a
parathyroid hormone substance resulting in hypercalcemia.VIN is found adja-
cent to 60–80% of superficially invasive squamous cell carcinomas and 25%
of deeply invasive carcinomas (DiSaia & Creasman 2002).

Local spread occurs to the vagina, perineum, clitoris, urethra and pubic
bone. Lymphatic spread is to the superficial inguinal, deep inguinal and iliac
nodes. Unless the tumour is central, only the nodes on the affected side are
involved.A biopsy is performed and at the time of biopsy the vagina and cervix
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Figure 9.4. Ulcerated vulval squamous cell carcinoma, seen in the centre. (Reproduced
by kind permission of Queen’s Medical Centre Nottingham)



are thoroughly inspected for signs of involvement. Positive nodes can be
detected by computerised tomography (CT) or magnetic resonance imaging
(MRI) scans.

Surgery is usually necessary to treat vulval cancer.This is not only very muti-
lating but usually removes the capacity for sexual enjoyment. The aim of
surgery is to remove the cancer and minimise the risk of recurrence, but pre-
serve as much function as possible. A wide local incision of the area is usually
performed first, because the depth of tumour invasion is an important factor.
If the initial biopsy shows the depth of invasion is more than 1mm, the nodes
are dissected.This is because research has shown that cancer spread is unlikely
if the invasion is less than 1mm (NHS Executive 1999b).

Large tumours are treated by radical vulvectomy and bilateral node dis-
section. If the nodes are positive, follow-up treatment with radiotherapy is
needed. Survival figures are excellent but complication rates are high. Com-
plications include wound breakdown, loss of sexual function and groin or
lower-limb problems associated with lymph drainage. Since up to 70% of
patients at all stages of the disease have no node involvement, many patients
have undergone unnecessary surgery (Sohaib & Moskovic 2003). Therefore
surgery is now becoming more individualised to decrease complications in
patients with limited disease (Ansink et al. 2005; Plante 2000). New diagnos-
tic imaging methods for detecting and assessing groin lymph nodes will hope-
fully reduce the overall need for groin node surgery (Ghurani & Penalver
2001; Sohaib & Moskovic 2003).

GYNAECOLOGICAL CANCER SERVICES

‘The optimum management of gynaecological cancers requires co-ordinated
teamwork between three levels of service: primary care, Cancer Units and
Cancer Centres’ (NHS Executive 1999a) (see Figure 9.5). Women with possi-
ble gynaecological cancers should be assessed at the nearest Cancer Unit or
Centre. Cancer Units can provide assessment for all types of gynaecological
cancers, but treatment only for the first stages of cervical disease and for early
cancers of the endometrium. Women with cancers that are less common or
more difficult to treat should be referred to a Cancer Centre for management
and treatment. This would include ovarian cancer, later-stage endometrial
cancer and cancers of the cervix, vulva or vagina.

Good communication and coordination between all levels of the service are
important in managing the patient smoothly and quickly. Government targets
to reduce waiting times mean that patients must be seen within two weeks
from referral by a GP. All patients with cancer should then wait no longer 
than one month from diagnosis to treatment. The goal is that by 2008 no
patient should wait longer than one month from urgent referral to the start of 
treatment.
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These targets put tremendous pressure on the cancer services because diag-
nosis must be accurate and can take time. Patients may require MRI or CT
scans in order to confirm diagnosis or suitability for surgery. They may require
an examination under anaesthetic in order to stage a cervical cancer accu-
rately. If surgery is needed, should this be radical hysterectomy or fertility-
sparing trachelectomy? If the tumour is too advanced for surgery, the patient
would need to see a clinical oncologist to discuss chemotherapy and radio-
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therapy. Sometimes it is difficult to obtain an endometrial biopsy in the out-
patient clinic so this needs to be done under general anaesthetic. Women may
also have other medical conditions such as hypertension, diabetes or obesity,
which could complicate plans for treatment.

Although women with cancer should not be kept waiting longer than nec-
essary, it is important that they have a sound diagnosis and are given time to
make an informed decision which they will not later regret. This illustrates the
need to have different specialists available apart from the gynaecological
oncologists. ‘In gynaecological cancer, treatment by specialist teams is likely
to improve survival and quality of life’ (NHS Executive 1999a). Members of
the Cancer Centre team also include a clinical oncologist, chemotherapy spe-
cialist, radiologist, histopathologist and cytopathologist. The government has
also recommended that a Clinical Nurse Specialist should be a part of the core
team (NHS Executive 1999a).

THE ONCOLOGY NURSE SPECIALIST ROLE

This role developed as a direct result of The Calman–Hine Report (Depart-
ment of Health 1995). Prior to this there were very few specialist nurses in
post. The role was made more explicit when Improving Outcomes in Gynae-
cological Cancers was published: ‘From the time of diagnosis, each patient
should have access to a named nurse who has been trained in counselling
patients, has the specialist knowledge of cancer and can offer continuity of
care’ (NHS Executive 1999a). Nurses are also governed by the Code of Pro-
fessional Conduct (United Kingdom Central Council 1992), which states that
all nurses have a duty of care to promote and safeguard the well-being and
interests of the patient. Therefore the nurse specialist should understand the
benefits and risks of all cancer treatments and ensure holistic care is given to
the patients.

A clinical nurse specialist is a nurse who, in addition to completing basic
training, has gone on to specialise in a particular area. The process of special-
isation involves acquiring in-depth experience and training in the specialist
area and often the acquisition of specialist qualifications. The oncology nurse
specialist for gynaecology will have worked in gynaecology for many years,
gaining experience as a junior staff nurse, rising through the grades to senior
staff nurse and then ward manager, ensuring that she has a sound knowledge
base and years of experience. In addition she needs the knowledge and skills
to deal with people affected by cancer. It is especially important to be able to
tackle some of the misconceptions about the disease (Department of Health
2000b).

Specific training relating to the role of an oncology nurse specialist con-
centrates on providing holistic care for the cancer patient. The Oncology
Nursing Course (formally the ENB 237) addresses every aspect of caring for
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the patient with cancer from diagnosis to management and end-of-life support.
It is extremely comprehensive in its content and lasts approximately 30 weeks.
At the end of the course the nurse would be competent in taking responsibil-
ity for, and making informed judgements about, the management of a cancer
patient, ensuring the delivery of quality evidence-based practice in their care.
Courses designed specifically around counselling and interpersonal skills are
also useful as these usually cover delivering bad news and supporting the
patient thereafter. Training in psychosexual medicine is particularly helpful as
treatment for gynaecological cancers can result in both emotional and sexual
problems (Maughan & Clarke 2001). Some gynaecological oncology nurse
specialists have further developed their role to incorporate the skills of col-
poscopy and hysteroscopy to aid in the diagnosis of their patients.

THE PATIENT JOURNEY

‘Nurses have a significant contribution to make in ensuring a coherent service,
working with other colleagues and across professional and organisational
boundaries’ (Department of Health 2000b). In order to ensure continuity of
care, the nurse needs to be involved throughout the patient journey. The first
time the nurse specialist meets the patient is usually in the clinic, where she
has been referred to the consultant gynaecologist by her GP. Some women
may suspect the possibility that they may have a serious condition but are
often unaware of the severity of the potential problem. Usually women
present with symptoms such as postcoital or postmenopausal bleeding and
need further investigations before returning for the results. This helps prepare
them for a possible diagnosis of cancer.

All patients with a definite or possible cancer are discussed at a multidisci-
plinary team (MDT) meeting. This is the best way of ensuring that all relevant
disciplines and professional groups contribute to decisions on the clinical man-
agement of patients (Department of Health 2004). Weekly MDT meetings
have been held in the Nottingham Cancer Centre for the last four years. Core
members of the cancer team attend, including the nurse specialists. There are
three nurse specialists in Nottingham, covering two hospital sites, and they
take responsibility for organising the lists of patients to be discussed and
ensuring that the relevant notes and results are available. All patients with a
definite or possible cancer are discussed and a plan of care and suitable treat-
ment options are documented.

The consultant will see patients back in clinic, preferably with a relative or
friend. He or she can then discuss their test results, give them information
about their disease and treatment options, and, as far as possible, a realistic
assessment of anticipated outcome. The Patients’ Charter states that each
patient has the right to a clear explanation of any treatment proposed, includ-
ing any risks and alternatives, before any treatment is decided.
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Afterwards the nurse specialist’s role is to give patients the opportunity to
ask any questions they may have. Often patients will perceive doctors as very
busy and therefore will not ask many questions, but they perceive nurses as
having more time to talk to them (Epstein et al. 2004). A diagnosis of cancer
is an emotional shock, and it is well known that patients only take in a frac-
tion of what they are told. Therefore they need written information to take
home and also contact numbers so that they can phone with any queries.
Women should be given sufficient information, adequate time to reflect and
the opportunity to discuss treatment options before making decisions (NHS
Executive 1999a). While most women will want to be kept fully informed, the
amount and timing of information should be consistent with each individual
patient’s desire for information.

Once treatment has been agreed, the nurse specialist continues to support
the patient. Waiting for surgery is very stressful, especially if the outcome is
uncertain. Some women continue to phone with questions or simply for reas-
surance. The nurse specialist can meet the patient again at the pre-assessment
appointment and should ideally be available when she is admitted. Post-
operatively patients need information about the operation and support as 
they recover.

The immediate post-operative period can be an anxious time as patients
wait for histology results, and the nurse specialist can help by sitting and
talking to them. Some women find this period of uncertainty, not knowing if
the diagnosis is definitely cancer or whether further treatment is needed, more
harrowing than the surgery. Hopefully histology results are available prior to
discharge, but if this is not possible the nurse specialist needs to ascertain
whether the patient wants to come back to the clinic or is happy to be phoned
at home. The nurse specialist needs to talk through these issues so that the
patient is fully prepared when the results are available. The nurse specialist is
often the person who gives the patient her results. Patients who may need
follow-up treatment are usually discussed at the MDT meeting within two
weeks of surgery. Patients need further support during the recovery period if
further treatment is needed or, sadly, if the cancer is not curable and the
patient eventually requires palliative care.

EMOTIONAL AND SEXUAL NEEDS

As well as the obvious distress caused by the diagnosis, gynaecological cancers
can precipitate a range of emotional and relationship problems. Unfortunately
women usually have a very short time to work through their feelings of shock
and grief before beginning treatment.

Sexually active patients and their partners should be offered information
about any possible effects on their relationship (Andersen 1994; Jefferies
2002). This is especially relevant as there are more young women now facing
major pelvic surgery. Sexuality and sexual function are an important part of
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our quality of life. Although these terms are often used in the same context,
they are separate concepts but both can be affected by a diagnosis of cancer
and the subsequent treatment. The physical side effects of treatments for
gynaecological cancers can greatly change a woman’s sexuality and quality of
life. The main difficulties are related to altered fertility, changes in body image
and sexual dysfunction (Maughan & Clarke 2001). If she is not warned about
the possible destructive effects of the cancer treatment, the result can be 
devastating for both the woman and her partner (Andersen 1994).

Women of all ages may view the removal of female organs as a loss of fem-
ininity, and one Australian study found that 52% of the study participants
reported persistent physical difficulties after cancer treatment (Steninga &
Dunn 1997). Psychological aspects of care are particularly important as treat-
ments for these cancers may leave women infertile, damage pelvic organs and
precipitate menopause. Patients who have a radical hysterectomy have a short-
ened vagina that can lead to discomfort during intercourse. Radiotherapy can
cause vaginal stenosis in up to 20% of patients (Denton et al. 2000). Follow-
ing a bilateral oophorectomy, the loss of oestrogen can lead to vaginal dryness
and for many women removal of their ovaries might also equate with dimin-
ished femininity and sexual attractiveness (Shell 1990). It has been suggested
that patients with cervical cancer might also feel upset with ‘society’s mis-
conceptions that their illness is linked with promiscuity and is sometimes
described as a sexually transmitted disease’ (Jefferies 2002).

The psychosexual needs of women following treatment for gynaecological
cancers were neglected until relatively recently. Maughan and Clarke (2001)
argue that this situation should be addressed and that ‘psychological, social
and sexual rehabilitation following gynaecological cancer demands a proac-
tive approach by professionals who are skilled in the provision of holistic care’.
Research has shown that the amount of teaching, counselling and practical
support makes a difference in the quality of life of cancer survivors (Maughan
& Clarke 2001; Steninga & Dunn 1997). Nurse specialists are in a key position
to give support. This can involve both patient education and also management
of the side effects of surgery, chemotherapy and radiotherapy. Following
assessment the nurse specialist can also refer patients to other health pro-
fessionals as appropriate. These may include psychosexual counsellors,
menopause specialists, physiotherapists and fertility experts.

PROFESSIONAL SUPPORT AND DEVELOPMENT

The nurse specialist’s role involves supporting not only the patients and their
relatives but also the staff on the ward, who look after patients with a range
of gynaecological problems. Ward nurses may not always have a thorough
understanding of the treatment and care for women with specific gynaeco-
logical cancers. The nurse specialist can support and educate the ward nurses.
This includes organising regular study days and also encouraging interested
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nurses to spend some time working with the nurse specialist. In addition, the
nurse specialist can offer practical advice on the post-operative care, such as
wound care and analgesia, and also emotional support with the particularly
difficult cases. It is not unheard of for young patients to become terminally ill
with a previously undetected cancer, and the nursing staff involved in the daily
care can become very distressed. At a practical level the nurse specialist often
has more time to sit with the patients whereas staff on the ward are often too
busy.

The nurse specialists themselves also need emotional support because
helping patients cope with a poor diagnosis or unpleasant treatment can be
very stressful (Deeny & McGuigan 1999; Morton 1996). The majority of
patients are very appreciative of all the help, but people’s reaction to bad news
is always unpredictable and can frequently include rudeness, anger, hysterics
or making unreasonable demands. This demonstrates the importance of good
support networks. The MDT can help as can networking with other nurses
working in a similar field.

National and regional forums have evolved over the years following the
development of nurse specialist roles. These help not only with psychological
support but also with professional updating and development. Currently there
is a National Forum of Gynaecological Oncology Nurses, which meets annu-
ally, usually around the time of the British Gynaecological Cancer Society
Meeting. At these forums, specialist nurses from all over the country share
their experiences, research and best practice to ensure a consistency in the care
given to patients nationwide. In addition to the national forum, there are local
groups. The Trent Regional Gynaecology Oncology Nurses Forum consists of
the nurses from the Trent regional cancer network who meet two or three
times a year. Experiences of patients’ journeys, research carried out and ideas
for best practice are shared and discussions take place about the best infor-
mation to give out to patients ensuring a consistency throughout the Trent
region. Subspecialist trainee doctors often conduct a teaching session. They
are usually involved in research programmes and are up to date with their pro-
fessional development.

CONCLUSION

Quality of life has become an important issue for patients diagnosed with
cancer. Cure is undoubtedly the most important consideration when treating
patients, but for some the price of this is very costly. Recent studies relating
to the impact of gynaecological cancers suggest that survival without signifi-
cant morbidity has become an important outcome criterion (Anderson & 
Lutgendorf 1997; Maughan & Clarke 2001; Plante 2000). Therefore surgery 
for cancer is becoming less aggressive in order to preserve quality of life.
Despite the effects of cancer treatments on fertility, new developments in arti-
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ficial reproductive technologies may also allow many women to have children
in the future. Patients themselves are beginning to question established treat-
ments and challenge doctors. However, it is important that more conservative
treatment does not jeopardise patients’ long-term survival.

Patients’ general experiences of cancer services in the UK have improved
since 2000, when research showed that there were not enough nurses who had
undertaken cancer specialist training (Department of Health 2000b). Since
then at least 10000 nurses have been trained in cancer care but 40% of
patients are still not being allocated a named nurse (National Audit Office
2005a, 2005b). There are no specific figures for gynaecology but it is reason-
able to assume that the situation is similar and that great improvements have
been made, but there is still some room for improvement. Now that the basic
framework for delivering gynaecological cancer care is in place the number of
nurse specialists should increase.

It is an exciting time to be a cancer nurse specialist in gynaecology because
there are huge opportunities to improve patient care. There is scope for pro-
fessional development and learning new skills such as colposcopy or hys-
teroscopy. The role is also becoming more complex as nurses are discussing
results, organising treatment and running follow-up clinics as part of the after-
care of cancer patients. Although there is limited research data on the effects
of nurse specialists in gynaecological cancers, they are now considered to be
essential members of the MDT and therefore play an important role in the
delivery of cancer care (NHS Executive 1999b).

Above all, nurse specialists meet patients during a traumatic time in their
lives and are able to make a real difference. They can reduce patients’ distress,
increase satisfaction and improve information flow to patients (NHS Execu-
tive 1999b). Anecdotal feedback from patients suggests that they value the
nurse specialist’s support and research evidence shows that the nurse special-
ist can improve the quality of life for women facing gynaecological cancer
(Maughan & Clarke 2001).
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Ruth Pitter House
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www.carersonline.org.uk

Gynae C is a support organisation for women with gynaecological cancers
1 Bolingbroke Road
Swindon
Wiltshire SN2 2LB
www.communigate.co.uk/wilts/gynaec

Macmillan Cancer Relief
89 Albert Embankment
London SE1 7UQ
www.macmillan.org.uk

Marie Curie Cancer Care
89 Albert Embankment
London SE1 7TP
www.mariecurie.org.uk

NHS screening programme
www.cancerscreening.nhs.uk

Ovacome is a UK-wide support group for all those concerned with ovarian cancer.
Elizabeth Garrett Anderson Hospital
Huntley Street
London WC2E 6DH
www.ovacome.org.uk
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Challenges Service developments

• An increase in adverse incidents • Hospital risk management 
and medical errors in hospitals strategies

• Obstetrics and gynaecology – a • Gynaecology risk management
speciality with greater risk of groups
adverse effects and poor outcomes • Role of gynaecology risk

• High and costly litigation levels management coordinator
• Hospital standards monitored • Staff education – ‘no blame’ 

closely (CHI and CNST) culture
• Staff often unwilling to report • More comprehensive consent 

incidents policies
• Patients need to make informed • Improved patient information 

choices relating to recognised risks

INTRODUCTION

Although risk management is a relatively new concept in healthcare, the
importance of minimising risk is not. Florence Nightingale, famous for stating
that hospitals should not harm patients, promoted cleanliness in hospitals in
order to improve patient outcomes. Unfortunately there will always be some
risks for patients but media headlines such as ‘NHS blunders help kill 72000
patients a year’ (Hope 2004) and ‘1m patients suffer harm in NHS hospitals’
(Boseley 2002) make alarming reading.

It is hard to establish exact figures for risk, due to problems with data col-
lection and a tendency to under-report adverse events (Barach & Small 2000;
Gray 2003). Even ‘official’ figures for deaths from preventable incidents vary
widely from an estimated 25000 deaths (Department of Health 2001a) to 
40000 deaths (Aylin et al. 2004; Carvel 2004). There are between 850000 
and 900000 adverse events in NHS hospitals each year (Aylin et al. 2004;
Department of Health 2000; Hope 2004; Lipley 2000), but fortunately a large



proportion refers to minor events. These figures are supported by the work of
Neale et al. (2001), who reported that 10.8% of patients admitted to two large
hospitals in London experienced an adverse event and about half were pre-
ventable. It is generally accepted that one in ten patients admitted to an acute
hospital in the UK experiences a safety incident of some sort (Vincent et al.
2001).

The scale of the problem clearly demonstrates that reducing risk in the NHS
needs to be systematic and structured. Therefore risk management now plays
an essential role in the organisation of NHS trusts, health authorities and
general practices. Central to risk management is ‘the reality that while risk is
not avoidable, it can often be reduced’ (Young 2001). Risk management
involves not only identifying risks but also providing methods for improving
risk situations and preventing further adverse incidents. It has therefore been
described simply as ‘a tool for improving the quality of care’ (Edozien &
Penney 2005).

Risk management originated in the USA in response to high levels of liti-
gation for medical malpractice. Although the avoidance of litigation is still an
important factor (Bowden 1996; Sehati & Inkster 1995; Walshe & Dineen
1998), there are other concerns such as health and safety issues and providing
a quality service. Therefore both clinical and non-clinical incidents should be
considered (Woodward 1998), as risk management includes ‘all types of risk
to everyone within the healthcare environment, including the staff’ (Young
2001). It may range from slippery floors to poor clinical guidelines, from dirty
toilets to inadequately trained staff and from illegible writing to errors in drug
administration.

Recent government reports have shaped and directed risk management
activity. An NHS Confederation Report, based on a survey of 169 trusts,
revealed both strengths and weaknesses in the way risk management was
organised (Walshe & Dineen 1998). In almost 75% of trusts the appointment
of risk managers, often nurses, and the setting up of strategies had prompted
changes in clinical practice. This had resulted in a more open culture so that
‘clinical staff felt it was safe to discuss clinical risk areas without fear of recrim-
ination’ (Lipley 1998). However, the survey also showed huge variations in
how risks were assessed, which clinical incidents were reported and who was
responsible for risk management. Before 2000 the National Health Service
(NHS) had no standardised method for investigating incidents and it was esti-
mated that there was an ‘epidemic of underreported preventable injuries’
(Barach & Small 2000a).

An Organisation with a Memory (Department of Health 2000) and Building
a Safer NHS for Patients (Department of Health 2001b) emphasised the need
to learn from clinical error and identified the opportunities that exist to reduce
unintended harm to patients. Clearly, reckless or malicious behaviour should
be punished, but the government has also tried to change attitudes within the
NHS by accepting that some errors are bound to occur in a large and complex
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organisation and ‘mistakes are not the preserve of careless, negligent or lazy
practitioners’ (Allen 2000). Therefore the emphasis should be on support
rather than blame, so that staff can learn and improve on the standards of care
(Department of Health 2001c). The reporting of public enquiries into high-
profile cases, such as post-mortem tissue sampling in babies (Kennedy et al.
2000) and children’s heart surgery at Bristol (Department of Health 2001a),
added further impetus to the drive to improve the safety and quality of care.

These reports led directly to the infrastructures now in place to manage risk.
The National Patient Safety Agency (NPSA) was created in 2001 to improve
the safety of patients in NHS care. It does this by collecting and analysing
information on patient safety incidents to ensure lessons are learned and
shared widely, by considering other safety-related information available and
by ensuring that, where risks are identified, work is undertaken to identify
solutions and goals are set to ensure action and progress (Department of
Health 2001b).The NPSA also issues guidance on patient safety and has devel-
oped training and educational material for staff. In 2004 the NPSA launched
the National Reporting and Learning System (NRLS), which has started col-
lecting incident reports around certain areas of patient safety. The NRLS will
analyse these data and provide feedback and statistics to trusts so that lessons
can be learned from any safety incidents. It will also use the data to inform
future work and initiate preventative measures.

The Commission for Health Improvement (CHI) began operating in 2000
and has made trusts more aware of their responsibility for risk management
(Patterson & Lilburne 2003). It was set up by the government to improve the
quality of patient care in the NHS across England and Wales and, in 2004, was
taken over by the Commission for Healthcare Audit and Inspection (CHAI).
Clinical governance reviews have been carried out in hospital trusts every four
years. If a hospital does not meet the standards required, it has to produce an
action plan for approval by CHAI and the Department of Health. One of the
seven areas of clinical governance reviewed is risk management. In general
the reviews have demonstrated that there is ‘a reactive, rather than proactive
culture’ within risk management (Patterson & Lilburne 2003), but they have
also encouraged trusts to strengthen their risk management arrangements.

Another impetus for clinicians and managers to implement risk manage-
ment more rigorously has been the establishment of the Clinical Negligence
Scheme for Trusts (CNST). The scheme, run by the NHS Litigation Authority,
handles all clinical negligence claims against its members. Negligence claims
resulting from clinical errors are not only extremely costly, but rising each year
(Department of Health 2000; O’Rourke 2003; Sehati & Inkster 1995), so it is
not surprising that all NHS Trusts and Primary Care Trusts in England cur-
rently belong to the scheme. The costs of the scheme are met by membership
contributions but discounts are available to trusts that achieve good risk man-
agement standards. ‘The creation of CNST risk management standards repre-
sents the first tangible monetary incentive for trusts to develop a structured
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approach to clinical risk management’ (Secker-Walker & Merrett 1997). The
standards cover an organisation’s approach to risks including factors such as
consent procedures, management of health records, infection control and staff
training. Standards are divided into three levels and trusts are usually assessed
every two years. This has encouraged a much more organised approach to risk
management and led to the development of risk management departments
and risk management coordinating roles in most trusts and departments.

There are three stages to a successful risk management process. Firstly, there
has to be a clear system in place for staff to report not only adverse incidents
but also ‘near miss’ events (Milligan 2004). ‘If trusts identify trends and “hot
spots” from incidents, and even “near misses” on a routine basis, there will be
much that can be done to highlight organisational and communication prob-
lems and prevent recurrence’ (Secker-Walker & Merrett 1997). The second
stage is to establish the underlying cause of any incidents. This can be done by
‘root cause analysis’. This involves a thorough investigation to gain a better
understanding of the whole situation surrounding the incident (National
Patient Safety Agency 2004). Often the root cause is a failure in the manage-
ment and organisational systems that support the delivery of care, such as poor
staffing levels, inadequate training, poor communication or a lack of clear
guidelines. In all of these situations the individual involved should not be
blamed.

Finally, action is needed and any changes should be monitored to ensure
that the system has improved. Simple data collection can help. Florence
Nightingale collected data on wounded soldiers who eventually either died or
recovered and demonstrated that mortality rates were reduced from 32% to
2% as a result of adequate care (Sehati & Inkster 1995).Audit is a more useful
tool because it can be used not only to establish whether an incident is part
of a general pattern, e.g. when staff are not following a particular guideline,
but also to measure the effectiveness of any changes that are introduced.

RISKS IN GYNAECOLOGY

Hospital-wide strategies are imperative, but risk management also needs to be
organised within each speciality (Edozien & Penney 2005). The Royal College
of Obstetricians and Gynaecologists (RCOG) first issued guidance specifically
on clinical risk management in 1999 (Royal College of Obstetricians and
Gynaecologists 1999) and further suggested that a risk management coordi-
nator should take day-to-day responsibility for the clinical incident reporting
system and subsequent data collection at speciality level (Royal College of
Obstetricians and Gynaecologists 2001). A nurse specialist has this role in the
Gynaecology Department at Queen’s Medical Centre (QMC), a large teach-
ing hospital in Nottingham. It is very relevant for a nurse to hold this position
because many adverse events are associated with ward care (Neale et al. 2001).
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At QMC the risk management process is clear and folders explaining the
process are available on wards throughout the trust. There is also guidance on
the types of incidents that should be reported, because this has been identi-
fied as a potential problem (Walshe & Dineen 1998). When an individual
recognises that an incident has occurred in gynaecology, an incident form is
completed and forwarded to the risk management coordinator. He or she then
assesses the severity of the incident and decides on the appropriate course of
action. Only a minority of incidents needs to be analysed in detail, but it is
often necessary to interview staff. This is to establish what happened, how it
happened and why it happened (Vincent et al. 2000).

Sometimes the coordinator can deal directly with the incident so action is
always taken locally first and if unresolved moves to the directorate level and
then occasionally on to the corporate level. An example of a smaller incident,
which can be dealt with by the gynaecology risk coordinator, would be an iso-
lated and minor nursing drug error that has not resulted in any harm to the
patient. A local investigation would determine all of the circumstances sur-
rounding the incident. Influencing factors might be staffing levels and the
experience of the nurse involved. Action could include more training or a pro-
gramme of individual supervision.

Incidents of a more serious nature are taken to a monthly gynaecology risk
management meeting. This involves other relevant staff including consultants,
a registrar, the head nurse/matron and the trust litigation officer.At the depart-
mental meetings incidents such as the failure of diagnostic testing or patients
having to return to theatre after surgery would be discussed. The team has to
consider several key areas including evidence of system failings, failure in com-
munication, failure of equipment, environmental factors, failings in role design,
failure to adhere to health and safety regulations and human error (Bird &
Milligan 2003a). The directorate also identifies the top five risks each quarter.
For each of these risks an action plan is developed to eliminate or minimise
the risk.

A very small minority of incidents are classified as ‘serious untoward inci-
dents’. An example of this would be a patient who is given the wrong cross-
matched blood, had the wrong operation or died as the result of an error.These
cases require a fuller inquiry and would be passed on to the Trust Risk Man-
agement Committee. The NPSA would also be informed.

Some risks are common to all areas, such as general infection, drug errors
and drug reactions, patient falls, post-operative haemorrhage, anaesthetic risks
and equipment failure. However, there are some risks that are very specific to
gynaecology (see Table 10.1). Some relate to problems with diagnosis, some
are associated with gynaecological treatments or procedures, some are known
risks of gynaecological surgical procedures and sometimes the relevant gynae-
cology guidelines and protocols have not been followed. Gynaecology is
known as one of the specialities that carry greater risks of adverse effects 
and poor outcomes (O’Rourke 2003). Gynaecological complaints provide
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about 20% of medicolegal problems (Chamberlain & Bowen-Simpkins 
2000).

The NPSA has developed a programme to improve patient safety in gynae-
cology, which includes a number of initiatives to address specific issues, as well
as more generic work that will also have an impact (Johnson 2005). The main
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Table 10.1. Table of risks in gynaecology

Risk situation Example of potential incidents

Inadequate diagnosis • Delayed or missed diagnosis of an ectopic pregnancy
resulting in a collapsed patient at risk of dying

• Failure to diagnose a gynaecological cancer
resulting in terminal illness

• Failure to diagnose a sexually transmitted infection,
e.g. chlamydia, which if untreated could result in
infertility

• Incorrect diagnosis of miscarriage based on the scan
result

Problem with treatment or • Incorrect insertion of IUCD, perforating the uterus
procedure • Conceiving with IUCD in situ

• Hyperstimulation of the ovaries during treatment for
infertility

• Damage or pain resulting from the lithotomy
position required for some gynaecological procedures

• Cervical shock or extensive bleeding during
colposcopic examination and biopsy

Surgical risks • Failed sterilisation resulting in unwanted pregnancy
• Damage to other structures during surgery, e.g.

damage to ureters or bowel at hysterectomy
• Failed termination of pregnancy
• Injury to bowel at laparoscopy
• Development of adhesions following repeated pelvic

surgery
• Wrong fallopian tube removed for an ectopic

pregnancy
• Perforation of uterus in dilatation and curettage

operations or terminations of pregnancy

Not following correct • Unconsented procedure, e.g. removing ovaries at the
guidelines time of hysterectomy

• Not obtaining consent for examination and disposal
of products of conception

• Failure to check blood group on miscarriage or
termination, which could result in ‘blue baby
syndrome’

• Not following care pathways for emergency
gynaecology, e.g. ultrasound scan or pregnancy test,
leading to delayed treatment or unnecessary
admission



project in gynaecology aims to identify factors that lead to operative compli-
cations during surgery so that potential solutions can be developed. This is
because ‘the incidence of major complications of gynaecological surgery is
poorly documented. Historical figures are often used as a benchmark and
these complications are described as unavoidable and expected risks of 
operation’ (Johnson 2005). More general initiatives include projects on
improving team working, wristband compliance, ensuring patients receive the
right interventions and efforts to improve hand hygiene.

The nature of risk management work within gynaecology is best illustrated
by some examples described in the following case studies.

RISK MANAGEMENT CASE STUDIES

Case study 10.1

A patient attended the gynaecology pre-operative assessment clinic prior to a
routine hysterectomy.The nurse gave her information about her operation and
a pre-registration house officer ordered relevant investigations and prescribed
medication for the peri-operative period.

On the day of her operation she returned from theatre at around 3 pm in
the afternoon and her recovery was normal until around midnight, when she
started to complain of chest pain and pain on inspiration. On examining the
patient’s drug chart, the night sister noticed that she had not been prescribed
any anticoagulation or antibiotics, which is the usual drug regime following a
hysterectomy.The pain became increasingly worse and by 3 am in the morning
the on-call doctor made a tentative diagnosis of pulmonary embolism, so a
therapeutic dose of anticoagulation was given. The next morning she under-
went investigations for a pulmonary embolism. The results were negative and
the treatment was subsequently changed to intravenous antibiotics for a
severe chest infection.

Although the junior doctor had stated that she understood the relevant 
drug protocols at the commencement of her placement, an interview with her
demonstrated that this was not the case. She had recently done a general sur-
gical rotation and was under the impression that the gynaecology unit used
the same regime. Nobody had noticed that she was not prescribing the correct
drugs. The patient had gone through several pre-operative checks where this
might have been noticed and corrected. The nurse preparing her for theatre
had actually noticed the missing drugs and had put a note and the required
drugs on the front of the notes, but these became separated. The nurse who
took her down to theatre was only in the second week of her post and assumed
that as no drugs were prescribed none were needed. The anaesthetist was not
used to anaesthetising gynaecology cases and was also unaware of the peri-
operative drug regime.
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After obtaining statements from all staff involved, the case was discussed at
the next risk management meeting. It was decided that the root cause of this
problem was communication about the required protocol for peri-operative
medication.At the time no formal induction period was programmed for these
very junior medical staff, so they learned ‘on the job’. Therefore it was rec-
ommended that there should be a proper induction programme. The sister in
charge of the pre-admissions unit revised her guidelines for the doctors to
include a comprehensive list of drug protocols. All nursing staff were made
aware of the importance of checking that correct drugs are prescribed before
taking a patient to theatre.

The gynaecology consultants decided to review the whole protocol and then
produce pre-printed labels to go on the front of drug charts so that this would
only require a signature from the doctor in pre-assessment.

The patient recovered well from her chest infection and was discharged five
days after surgery.

Case study 10.2

A young girl attended the accident and emergency (A&E) department with
abdominal pain and vaginal bleeding at approximately 10 weeks of pregnancy.
She was seen by a doctor and allowed to go to the toilet to collect a mid-stream
specimen of urine. While in the toilet, she began to bleed heavily and passed
a ‘clot’ in the toilet pan. The nurse removed this clot and put her back on the
trolley. The doctor came back in to see her and the nurse told the doctor that
she had passed ‘an intact sac’ in the toilet and had miscarried. The patient
became very distressed as she had only recently lost another pregnancy. She
asked if she could take the fetus home to arrange a funeral and the nurse said
that she would need to phone the next day to make the relevant arrangements.
The doctor agreed and the patient was allowed home from A&E.

The next day the patient contacted the histopathology department. The
liaison nurse in pathology had not been informed of this patient by A&E but
attempted to sort out the request. She informed the patient that she would
ring her back. On inspection of the sample sent to the laboratory it became
clear that there was no pregnancy in the tissue, which was in fact a blood clot.
She then contacted the nurse in the early pregnancy clinic to ask for advice.
They decided to contact the patient and invite her in for an ultrasound scan.

On attending the early pregnancy clinic that same day it became clear that
the patient was in fact still pregnant. The patient, who had gone through much
pain and distress since thinking that she had lost another baby, was under-
standably both happy and furious at the same time. She wanted answers as to
why this had happened to her and she had not had the correct investigations
and assessments.

An investigation began. No attempt had been made by the A&E staff to
contact a gynaecology doctor on call to assess the patient after her supposed
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miscarriage, and appropriate consent had not been obtained for the disposal
of the pregnancy tissue. It became clear that the A&E staff were not aware of
the correct protocol for the management of problems in early pregnancy.
These problems should be referred to a doctor on call for gynaecology and an
examination of the cervical os and an ultrasound scan are the minimum inves-
tigations that should have been carried out to ascertain the viability of the
pregnancy.

After careful discussion at the next risk management meeting, the follow-
ing strategy was agreed. The nurse specialist from the early pregnancy clinic
would formulate a care pathway for the A&E department to use on the man-
agement of patients with problems in early pregnancy during both the first and
second trimester. She had meetings with the clinical director and senior
nursing staff from A&E to ratify these pathways and also gave talks to the
junior medical and nursing staff to talk through the pathways, making sure
everyone was clear about what was required.

The patient received a formal apology from the trust after meeting with staff
from A&E to talk through her experience. At the time of writing she was still
pregnant.

Case study 10.3

A young Asian girl was admitted as an emergency with generalised abdomi-
nal pain and a positive pregnancy test after 8 weeks’ amenorrhoea. A urinary
tract infection was suspected which was causing hyperemesis (excessive 
vomiting in pregnancy). She was prescribed IV fluids and antibiotics. The 
following day the vomiting had eased and she was allowed home with 
medication. The doctor who discharged her filled in her discharge documenta-
tion and specified that no follow-up was required. The nurse who discharged
her gave her this documentation to forward to her GP and she left the ward.

Three months later she was readmitted to the ward at 20 weeks pregnant
feeling generally unwell with vaginal bleeding and abdominal pain. She sub-
sequently suffered a spontaneous miscarriage with intrauterine sepsis and was
very unwell for the next few days. On reviewing the notes it became apparent
that she had received no antenatal care since her last admission three months
previously, no appointments had been arranged for the antenatal clinic and
she had not been referred by her GP to be booked under an obstetrician for
delivery of the baby. She had not queried this as she had no understanding of
the antenatal system in this country.

After investigation and discussion at the next risk management meeting
several points were highlighted.

• The doctor who discharged her after the admission at 8 weeks pregnant had
not requested any follow-up appointment to be made.
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• The nurse who discharged her was a relatively new staff nurse who did not
realise that she had to check that pregnant patients should have antenatal
care arranged before allowing them home.

• The GP with whom she claimed to have registered had never heard of her
and she actually had never been registered with any GP since coming to this
country.

It was decided that an extra member of staff would be appointed to the 
early pregnancy clinic whose specific responsibility would be to coordinate 
the follow-up care of all pregnant patients who come through the gynaecol-
ogy ward. This would also include liaising with staff and ensuring that they 
are familiar with the antenatal process.

Each morning this nurse visits the ward for an update of any patients who
have miscarried, who may need counselling or people who are still pregnant
who need antenatal clinic appointments or follow-up scans. She can also
ensure that every pregnant woman is registered with a GP. To date this system
seems to be working well and no further incidents of this nature have been
reported.

Case study 10.4

A young girl was admitted to the gynaecology ward with an ectopic pregnancy
confirmed on an ultrasound scan. She was booked on the emergency theatre
list.

The senior registrar on call for obstetrics and gynaecology was scheduled to
perform the emergency surgery but several patients were in labour that par-
ticular night on the labour suite and he was also in overall charge of the unit.
When the call came to go to theatre, he was busy on the labour suite but left
the senior house officer in charge while he went to the emergency theatre.

The patient was already anaesthetised and ready when he arrived in theatre.
He examined her on the operating table, felt the ectopic pregnancy on biman-
ual examination and proceeded to perform a laparoscopic left salpingectomy.
On writing up his operation notes he noticed that the ultrasound scan report
showed the ectopic pregnancy was on the right side. The patient was re-
laparoscoped and the right fallopian tube removed.This meant that the patient
would no longer be able to conceive naturally.

The surgeon was very distressed and saw the patient as soon as she was
awake and able to take in the information. He explained that he had felt a
definite swelling of the left tube that he mistook for the ectopic pregnancy. It
even looked convincing with the laparoscope but it was in fact a condition
known as hydrosalpinx, a blocked, dilated, fluid-filled tube usually caused by
a previous pelvic infection. He had failed to review the patient’s notes 
sufficiently before commencing surgery and admitted that the mistake was
entirely his.
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The root cause of this incident was the excessive hours worked by doctors.
Since this occurrence there has been a major review of the hours that doctors
on call work in hospitals (Department of Health 2005). They are now working
‘shift patterns’ and no longer do a night on call after being on duty all through
the day as well. This doctor admits that his workload was extremely difficult
on the night in question and his mind was on a difficult delivery that he would
have to perform later in the labour suite. He has changed the speciality that
he works in within obstetrics and gynaecology and no longer performs laparo-
scopic surgery.

The patient went on to sue the hospital for the enforced infertility and liabil-
ity was admitted. As the hospital had a leading infertility unit within the build-
ing it offered to fund IVF treatment for the patient and negotiate compensation.

QUALITIES AND SKILLS NEEDED BY A GYNAECOLOGY
RISK MANAGEMENT COORDINATOR

The knowledge requirements for this post are twofold and include a good
understanding of both risk management and also gynaecological problems and
procedures. Although investigations into adverse incidents should be under-
taken by individuals who have had ‘appropriate training’ (Bird & Milligan
2003a), this is not clearly defined and the development of education pro-
grammes in risk management has been slow. Evidence from 1998 suggested
that only 11% of trust risk managers had any formal qualifications in risk man-
agement and a third had had no training at all (Walshe & Dineen 1998). For-
tunately this is now changing as the roles in risk management are developing
and there are several excellent courses including an MSc programme in risk
management run by University College London.

Knowledge of gynaecology needs to be based on extensive experience in
order to understand recognised and acceptable risks of a particular procedure
or operation, what can actually go wrong as well as the implications of this.
For example, the failure rate for sterilisation using Filshie clips is very low,
approximately 2 per 1000 cases (Kovacs & Krins 2002), so a pregnancy would
not be expected, could easily be missed and therefore not managed appro-
priately (O’Rourke 2003). Another example is the risk of adhesions because
between 60 and 90% of women suffer with post-operative adhesions follow-
ing major gynaecological surgery or laparoscopic procedures (Trew 2004). In
some cases this can lead to serious complications including dyspareunia, fer-
tility problems and chronic pelvic pain. In 2003 a panel of gynaecologists
decided that this has become a risk management issue and recommended
methods to prevent and treat adhesions (Trew 2004). Patients should also be
warned of the risk of adhesions.

Familiarity with gynaecological procedures is also helpful when investigat-
ing any adverse incidents, because this involves reading the medical notes and
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operation sheets. These invariably contain both specialised terminology and
the inevitable abbreviations such as PID (pelvic inflammatory disease), BSO
(bilateral salpingo-oophorectomy), TVT (transvaginal tape), IUD (intrauter-
ine device) and STOP (suction termination of pregnancy).

Good communication skills are crucial, especially when investigating an
incident, because ‘although a considerable amount of information can be
gleaned from written records, interviews with the people involved are the 
most important method of identifying contributory factors’ (Vincent 2003).
Therefore the risk management coordinator needs to communicate with both
patients and staff at all levels. This can be difficult because anyone involved in
an incident is usually anxious and upset (Vincent 2003).

Gynaecological problems can be particularly sensitive and emotive, espe-
cially when associated with body image, sexuality or fertility, so patients are
often in a vulnerable state even when treatment goes according to plan. If
things go wrong, or even if patients perceive that things have not gone well,
they can become extremely frightened, distressed or angry. They therefore
need a calm and professional reaction to their concerns with full information
about what has happened and what is being done. Vincent (2003) argued that
the patient’s perspective has been neglected and that patients are not always
as fully involved as they should be in any investigations.

There can be profound consequences for staff members who are involved
in risk situations. If a mistake has been made, the individual can experience
shame, guilt and depression. Even if a mistake has not been made, simply being
involved in an incident and having to formally report what happened is enough
to cause anxiety and stress. Therefore the risk management coordinator needs
to be very skilled in gaining the necessary information as well as supporting
the staff involved. He or she needs the respect of all staff, including medical
staff. The way such investigations are handled is very important in fostering
trust. It has been estimated that 50–96% of adverse incidents remain unre-
ported and lack of trust has been cited as one of the main reasons for this
(Barach & Small 2000b). ‘Only when staff are not frightened to report inci-
dents will there be a true incident reporting system’ (Woodward 1998).

Feedback after an incident is also an important part of the communication
process (Woodward 1998) because ‘the key to effective clinical risk manage-
ment is learning from these events and disseminating the information across
the NHS’ (Bird & Milligan 2003a). As well as specific feedback to the staff
involved in a particular incident, more general feedback for all staff about the
pattern of incidents and root causes of relevant problems is also important.
This helps to encourage openness and honesty about risk management and
helps to promote a ‘no-blame culture’ (Bowden 1996). At QMC a page is
devoted to risk management news in a monthly gynaecology magazine.

More formal written feedback is also required. This may include letters to
patients and written reports to both the departmental risk management
meeting and the trust. Sometimes further written material is required in order
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to implement necessary changes, and this may include new guidelines for staff
based on the best available evidence. Comprehensive patient information
leaflets are needed so that patients receive information about the risks and
benefits of their clinical treatment and can make informed choices including
consent (Woodward 1998). The risk management coordinator does not neces-
sarily have to write these but should be involved in explaining what is required
and reviewing anything that is produced.

A risk management coordinator needs to develop good detective skills.
Information can be gleaned from a variety of sources including medical
records, drug cards, nursing documentation and interviews. It is important to
gather as much information as possible to gain a full picture, especially if some
of the information is inconsistent. There are many potential problems includ-
ing illegible notes, missing documentation, poor memory of the sequence of
events and, unfortunately, a few staff who are liberal with the truth.

Huge amounts of data about incidents and risk management need to be 
collected and stored, so good organisation is necessary. Records of adverse
incidents and near misses help in identifying trends and planning preventa-
tive measures. An example of this may be drug errors. Nurses spend about 
40% of their time administering medications, so it is important to learn from
any commonly recurring errors (Bird & Milligan 2003b; Sehati & Inkster
1995). Finally, a risk management coordinator needs to be able to work
autonomously, make decisions and implement any changes that are needed.

CONCLUSION

It is evident that risk management is developing rapidly. The rigorous inspec-
tions required by the Department of Health are becoming more comprehen-
sive and frequent, so firm policies and processes are needed to manage the
inevitable risks that occur.

Most adverse incidents are not caused by individual clinical error, but as a
result of systems failure or a combination of several small mistakes occurring
at the same time (Bowden 1996). The challenge is to find a way forward that
supports people involved but also ensures that lessons are learned (Vincent
2003). Sometimes health professionals need to take some risks in developing
more effective methods of treatment and care for patients. However, these
should only be taken when the possible consequences and likely outcome of
the treatment are fully understood and with the knowledge and consent of the
patients involved.

Risk management in gynaecology is always varied and challenging. Some-
times it is frustrating when errors might have been avoided, and sometimes
incidents are unusual and completely unexpected. It is very satisfying to imple-
ment changes that reduce risks and ultimately improve the healthcare that
women receive.
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Glossary

Adhesiolysis Removal of scar tissue called adhesions, which are caused 
by infection or previous surgery, in patients with chronic pelvic pain or 
infertility.

Adjuvant treatment Used in addition to main treatment, usually radiother-
apy or chemotherapy, given after surgery.

Amenorrhoea Absence of menstruation.

Amnion The innermost membrane enveloping the fetus in the uterus.

Anencephaly Having no brain.

Anovulation The absence of ovulation.

Anticholinergic Anticholinergic medications inhibit the transmission of
parasympathetic nerve impulses by blocking the physiological action of acetyl-
choline and therefore reduce spasms of smooth muscle in the bladder.

Anti D Women whose blood group is Rhesus-negative sometimes form
Rhesus antibodies when carrying a Rhesus-positive baby. This can cause
anaemia and sometimes death for a Rhesus-positive baby in a subsequent
pregnancy. Routine anti-D prophylaxis is offered to all non-sensitised preg-
nant women who are Rhesus-negative.

Antimuscarinic Antimuscarinic agents reduce spasms of smooth muscle in
the bladder by operating on the muscarinic acetylcholine receptors.

Antiprogestogen Progestogen refers to any steroid hormone similar to the
female sex hormone progesterone. Antiprogestogen blocks the action of
progestogens.

Arcus tendineus The fibrous tissue that separates the bladder and vagina is
attached on each side to tough connective tissue called the arcus tendineus.

Ascitic fluid An accumulation of fluid in the abdominal (peritoneal) cavity.

Atrophic vaginitis Inflammation of the vagina caused by degenerative
changes in the mucous lining and insufficient oestrogen secretion.

Atypia Slight changes in cells of the cervix.
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Auscultation Using a stethoscope to listen to heart and breath sounds.

Bacterial vaginosis A condition where the normal balance of bacteria in the
vagina is disrupted and replaced by an overgrowth of certain bacteria. It is
sometimes accompanied by discharge, odour, pain, itching or burning.

Bartholin’s abscess The Bartholin’s glands lie at the entrance to the vagina
and secrete mucus. The duct to a gland can become blocked causing a cyst.
This cyst may become infected forming an abscess.

Bicornate uterus A uterus with two sections, or ‘horns’. There is a dip in 
the top of the body of the uterus. The problem often remains undetected 
until pregnancy, when it can cause abortion, pre-term labour or breech 
presentation.

Bilateral salpingo-oophorectomy (BSO) Removal of both uterine (fallopian)
tubes and ovaries.

Cellulitis Inflammation of connective tissue.

Cervical ectropian Occurs when the inside of the cervical cells come out on
to the surface of the cervix. This looks like a red roughened area.

Cervical incompetence A condition where the cervix is not strong enough
to remain closed during pregnancy, leading to miscarriage.

Cervical os The opening of the cervix into the vagina.

Cervical shock This is a vagal reaction caused when the cervix is trying to
stretch and the vagus nerve is stimulated. This can happen when there is a
large tissue mass or clot behind the cervix, e.g. during a miscarriage. Symp-
toms include intense pain, vomiting and hypotension resulting in fainting.

Cervicitis Inflammation of the cervix or neck of the uterus.

Chlamydia A very common sexually transmitted infection caused by the
Chlamydia trachomatis bacterium.

Choriocarcinoma A rare cancer in women of childbearing age in which
cancer cells grow in the tissues that are formed in the uterus after conception.

Chorion The outer membrane enveloping the fetus. The placenta is formed
from the chorion.

Climacteric The transition period of time before menopause.

Colposuspension The bladder neck and anterior vaginal wall are lifted in this
surgical technique and sutured into position to correct stress incontinence.

Corpus luteum A yellow body left on the surface of the ovary and formed
from the remains of the follicle after an ovum is released. If pregnancy occurs,
it supports the developing embryo until the placenta takes over.
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Cystectomy Surgical removal of cyst.

Cystoscopy Visual examination of the lining of the bladder.

Cytology The microscopic study of cells.

Dermoid cyst A non-malignant tumour containing a cyst lined by epidermal
cells with a cavity containing other material.

Detrusor muscle A muscle that pushes down or expels.

Dilatation and curettage (D & C) The cervix is dilated and the endometrium
is scraped or aspirated. This may be therapeutic or diagnostic.

Dyskariosis Abnormal cells detected by cytology.

Dysmenorrhoea Pain during menstruation.

Dyspareunia Pain during sexual intercourse.

Ectopic pregnancy Implantation of a fertilised ovum anywhere outside the
uterus, usually in the uterine (fallopian) tube.

Electromyogram A test to determine nerve function by recording the elec-
trical activity of a muscle.

Endometriosis Location of endometrial tissue outside the uterine cavity.

Endometrium Lining of the uterus.

Episiotomy An incision made during childbirth to the perineum, the muscle
between the vagina and rectum, to widen the vaginal opening for delivery.

Epithelium The surface layer of cells, either of the skin or of the lining
tissues.

Fascia A sheath of connective tissue enclosing the muscles or other organs.

Fetal pole The fetal pole is a thickening on the margin of the yolk sac of a
fetus during pregnancy.

Fibroid or myoma Benign tumour of the uterus composed of myometrium
and fibrous tissue.

Follicle stimulating hormone (FSH) A hormone produced by the anterior
pituitary gland. It stimulates the maturation of ovarian follicles.

Galactosaemia An inborn error of metabolism in which there is inability to
convert galactose to glucose.

Gonadotrophin Any hormone that stimulates either the ovaries or the testes.

Haematocolpos An accumulation of blood in the vagina, often associated
with an imperforate hymen.
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Haematoma A swelling containing clotted blood.

Histopathology This is the science concerned with the study of microscopic
changes in diseased tissues by examination of tissue samples.

Hydrosalpinx Distension of the uterine tubes by fluid.

Hyperandrogenism An excessive production of male hormones.

Hypercalcaemia An excess of calcium in the blood.

Hyperemesis Persistent nausea and vomiting in early pregnancy.

Hyperplasia Enlargement of an organ, or tissue within it, due to an increase
in the number of cells.

Hypothyroidism An insufficiency of thyroid secretion.

Hysterectomy Surgical removal of the uterus. This may be done via the
abdomen or the vagina.

Hysteroscopy Visual examination of the uterine cavity, usually to investigate
pelvic pain, infertility or abdominal uterine bleeding.

Induced abortion A deliberate termination of pregnancy.

Intrauterine contraceptive device (IUCD) A contraceptive device intro-
duced into the uterine cavity.

In vitro fertilisation (IVF) Patient’s eggs and her partner’s sperm are col-
lected and mixed together in a laboratory to achieve fertilisation outside the
body. The embryos produced may then be transferred into the female patient.

Laparoscopy Endoscopic examination of the female pelvic organs via the
abdominal wall.

Laparotomy Incision of the abdominal wall.

Levator ani The Levator ani is a broad, thin muscle situated on the side of
the pelvis. It forms the greater part of the floor of the pelvic cavity.

Lithotomy position A position where the patient lies on her back with knees
bent and thighs apart for a vaginal examination.

Luteinising hormone (LH) LH is produced by the anterior pituitary gland
and controls the activity of the gonads. It induces the ovulation of mature fol-
licles on the ovary and also supports the continued development and function
of the corpus luteum when a pregnancy occurs.

Lymphoedema Condition where the intercellular spaces contain an abnor-
mal amount of lymph due to obstruction of the lymph drainage.

Menorrhagia Excessive flow of blood during menstruation.
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Metaplasia Transformation of cells from a normal to an abnormal state.

Metastases Spread of cancer away from the primary site.

Micturition Urination.

Mirena coil A small T-shaped intrauterine device which after insertion
releases the hormone levonorgestrel into the uterus. Therefore it not only acts
as a contraceptive but can also reduce heavy periods.

Miscarriage The expulsion of the fetus before the 28th week of pregnancy.

Multifidus The multifidus is a deep lumbar spine muscle that stabilises the
lumbar spine.

Myomectomy Surgical removal of a fibroid (myoma) from the uterus.

Neo-adjuvant treatment Treatment given before the main treatment, usually
chemotherapy or radiotherapy given before surgery.

Nuchal translucency A technique for using ultrasound to measure fluid
behind the neck of the fetus, usually at 10 to 14 weeks of pregnancy, which can
contribute to a diagnosis of Down’s syndrome.

Oestradiol The major type of oestrogen hormone produced by the 
body.

Omentectomy Surgery to remove part or all of the omentum.

Oophorectomy Surgical excision of the ovary.

Osteopenia Low bone density. If not treated, it may result in osteoporosis.

Ovarian follicle Fluid-filled sac, located just beneath the ovary’s surface, in
which an egg grows and develops.

Ovarian hyperstimulation syndrome An excessive stimulation of the ovaries,
caused by fertility drugs. Symptoms include bloating, weight gain, pain, nausea,
vomiting, diarrhoea and breathlessness.

Pelvic floor repair Stitching the bladder and urethra, or the rectum, back into
their normal positions and repairing the vagina.

Pelvic girdle The bony and muscular structure inside a woman’s body that
supports her internal sex and reproductive organs.

Pelvic inflammatory disease (PID) Any ascending pelvic infection beyond
the cervix. This may occur following childbirth, termination of pregnancy, sur-
gical procedures or contact with sexually transmitted infections.

Polycystic ovarian syndrome (PCOS) A genetically linked hormonal imbal-
ance that prevents ovulation. PCOS also may cause overproduction of oestro-
gen, abnormal thickening of the uterine lining, very heavy and/or irregular
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periods, as well as acne and facial hair. The latter are caused by an overpro-
duction of male hormones, including testosterone.

Polycystic ovaries (PCO) A seemingly hormonal disorder that frequently
causes infertility. One of the most common symptoms is small cysts formed on
the ovaries. It is a very common condition and can be part of the polycystic
ovary syndrome.

Polyp Common benign growths occurring mainly in the endometrium and
cervix.

Postcoital Following sexual intercourse.

Primipara A woman who has given birth to only one child.

Procidentia Complete prolapse of the uterus so that it comes down through
the vagina.

Progesterone A female steroid hormone secreted by the ovary. It is pro-
duced by the placenta in large quantities during pregnancy.

Prolactin A hormone produced by the pituitary gland that stimulates breast
development and milk production.

Prostaglandin The prostaglandins are a group of fatty acid compounds that
have many effects throughout the body, including activity in inflammation,
smooth muscle contraction, regulating body temperature, and effects on
certain hormones.

Pruritus Irritation of the skin, especially involving the vulva or anus.

Pseudo sac Not a genuine sac.

Pudendal nerve The main nerve supplying the pelvic floor, bladder and
urethra. Damage to this nerve can cause incontinence.

Puerperal sepsis An infection of the female genital tract following childbirth,
abortion or miscarriage.

Pulmonary embolism Blocking of the pulmonary artery or one of its
branches by a detached clot, usually due to a thrombosis in the femoral or iliac
veins.

Radical hysterectomy Surgical removal of uterus, uterine tubes, cervix, upper
vagina and pelvic lymph glands, used to treat cancer of the cervix.

Radical vulvectomy A surgical procedure to remove the entire vulva, which
usually includes the lymph nodes in the groin.

Salpingectomy The surgical excision of a uterine (fallopian) tube.

Salpingostomy A surgical procedure where the wall of the fallopian tube is
opened. This may be done to remove an ectopic pregnancy or to unblock the
tube.
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Seminal duct The tube which carries semen from the testis.

Sepsis Infection of the body by bacteria that create pus.

Speculum Instrument used to open the vagina and allow examination of the
vaginal vault and cervix.

Spermatogenesis The production of sperm.

Sphincter The sphincter is a ring of muscle that opens and closes.

Sterilisation Making someone incapable of reproduction.

Tension-free vaginal tape (TVT) A mesh-like tape which can be placed
under the urethra like a sling to keep it in the normal position. It is inserted
during a minor surgical procedure for the relief of stress incontinence.

Thromboembolism The formation of a clot (thrombus) that breaks loose and
is carried by the bloodstream to plug another vessel.

Transversus abdominus The transversus abdominus is the deepest of 
the abdominal muscles and is very important in the development of intra-
abdominal pressure.

Trimester This refers to each three-month period during the nine months of
pregnancy.

Vaginal cuff The top of the vagina.

Vaginal mucosa Mucous membrane in the vagina.

Vaginal pessary A vaginal pessary is a device inserted into the vagina to help
support the vaginal walls and pelvic organs when there are areas of prolapse.
There are a variety of pessaries available, made of rubber, plastic or silicone-
based material.

Vaginisimus Vaginisimus is when the muscles of the entrance to the vagina
spasm, making sexual intercourse difficult or impossible.

Vulvectomy Surgical removal of part or all of the vulva.

Vulvitis Inflammation of the vulva.

Zygote A single fertilised cell formed from a male and female gamete.
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abortion, induced, see termination of
pregnancy

abortion law, 32–3
aceto-whitening, 55
adhesions, 219
adhesiolysis, 15
admissions, emergency gynaecology,

4–9
symptoms for, 5–7

Alzheimer’s disease, 169
amenorrhoea, 100, 156, 217
anencephaly, 74
Anti D immunoglobulin, 68–9
antibodies, antiphospholipid, 67

primary antiphospholipid syndrome
(PAPS), 67

anxiety, patient, 13, 47, 51, 58, 67, 88
ascites, 188
assessment, 1, 3

gynaecology, 4–18
incontinence, 143, 144 (Table 7.3)
nurse-led assessment, 1, 9, 14–18
preoperative, 12–18

advantages, 12–13, 18
history of, 12
process, 16–17
purpose of, 13
role of physiotherapist in, 150

training needs, 3–4
audit, 11–12, 57, 172, 177, 212
auscultation, 5 (Table1.1), 15

Bartholins abscess, 7, 8 (Table 1.3)
bladder pressure studies, see

urodynamics

bleeding,
during medical termination of

pregnancy, 38–9
dysfunctional uterine, 6 (Table 1.2)
in pregnancy, 6, 64, 86, 216, 217
intermenstrual, 6, 50, (Table 3.1), 191,

195
post coital, 6, 49, 195
post menopausal, 6, 191
vaginal, 5, 6 (Table1.2)

bone densitometry, see x-ray
absorbtiometry (DXA)

bone mineral density, see osteoporosis

Ca, 125, 188
Calman–Hine Report, 185
cancer, 185

centres, 185, 198
cervical, 47, 50, 193–196, 194 (Figure 9.3)
endometrial, 191–3, 192 (Figure 9.2)
gynaecological, 16, 186
ovarian, 188–191, 189 (Figure 9.1)
units, 185, 198
vulval, 196–8, 197 (Figure 9.4)

cardiovascular disease, 169
care pathways, 37, 139, 145 149, 217
cervix,

cervical cancer, see cancer
cervical intraepithelial neoplasia

(CIN), 54–7, 194
cervical screening programme, 47–51,

193–4
cervicitis, 6 (Table 1.2)
competence of, 53, 67
stenosis of, 56
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chemotherapy, 24, 188, 189
chlamydia, see infections
climacteric, see menopause
Clinical Negligence Scheme for Trusts

(CNST), 211
colposcopy, 5 (Table 1.1), 29, 47, 49, 195

illustration of colposcope, 49 (Figure
3.2)

targets, 51
colposuspension, 15, 125
complications, post-operative, 147 (Table

7.4)
computerised tomography (CT), 191,

198, 199
confidentiality, 37, 106
consent, 36–7
continence, 118–19

mechanism, 135, 148
promotion, 137

contraception, 9–10, 36, 41, 53
contraception and sexual health

(CASH) clinics, 34
counselling, 5 (Table 1.1)

cancer treatment, for, 203
ectopic pregnancy,after, 88
fertility treatment, during, 108–110
miscarriage, after, 69, 81–2, 84, 218
psychosexual, 162
sexual health promotion, 28
sterilisation, before, 10
termination of pregnancy, before,

35–6
cyst,

corpus luteum, 6, 72
dermoid, 73
follicular, 72
tortion, 6

cystectomy, ovarian, 15
cystic hygroma, 74
cystometry, 5 (Table 1.1), 123
cytology, liquid-based, 48

debulking, of tumour, 189
Department of Health, reports

cervical screening, 48
chlamydia screening, 29–30
doctors’ hours, 2
nursing roles, 2

preoperative assessment, 12
sexual health and HIV, 33

developments, service, 1, 23, 47, 64, 97,
117, 133, 155, 186, 209

diathermy,
endometriosis, 16
LLETZ, following, 56
sterilisation, 9

doctors’ hours, reduction of, 1–2,
68

drug errors, 210, 221
Duloxetine, 125
dyskariosis, 49–50, 51
dyspareunia, 139, 141

early pregnancy assessment centre
(EPAC), 7, 9, 67–9, 218

early pregnancy assessment unit
(EPAU), see EPAC

ectopic pregnancy, see pregnancy
ectropian, cervical, 6 (Table 1.2), 7
education, patient,

antenatal, 134–7, 150
cancer, 202–03
healthy bladder, maintaining a,

120–1
menopause, 169–171
pre-operative, 17, 125
risks, 220–1
termination of pregnancy, 35–6

endometriosis, 16, 85, 101
endometrium, 191
episiotomy, 138, (Table 7.1)
epithelium, on cervix, 54–5

columnar, 54
squamous, 54
transformation zone, 54–5

estradiol, implants, 171–2
exencephaly, 74

Falope ring, 9
fallopian tube, 9
family planning

clinics see contraception
fibroids, 6 (Table 1.2), 7, 67, 99
FIGO system, 186, 187 (Table 9.1)
Filshie clip, 9, 10 (Figure 1.1), 219
future study, 59
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genito-urinary system, female, 4
gonorrhoea, see infections
guidelines, 4, 8, 14–15, 48, 111

haematocolpos, 7
haematoma, 7
haemorrhage, 8

post-partum, 6 (Table 1.2)
following LLETZ, 56

health promotion,
sexual, 27, 28–30

histopathology, 200, 216
holistic care, 18, 24, 143
hormones

chorionic gonadotrophin (HCG), 70,
(Table 4.2), 77, 86–7, 90,
108

follicle stimulating (FSH), 67, 100,
156

luteinising (LH), 64, 100, 156
oestrogen, 191
replacement therapy (HRT), 54, 157,

160–1, 171–4
Hughes syndrome, see antibodies
Human Fertilisation and Embryology

Authority (HFEA), 104–5
human papilloma virus (HPV), see

infections
Human Rights Act, 97
hydrosalpinx, 7, 218
hyperemesis, 7, 8 (Table 1.3), 217
hyperplasia, endometrial, 192
hyperstimulation, ovarian, 6, 103
hysterectomy, 15, 24, 57

total abdominal, 189, 192
radical, 17, 149, (Table 7.5), 195, 196
risks of, 119, 148, 215–16
vaginal, 15

hysterosalping-contrast sonography
(Hycosy), 101

hysteroscopy, 15, 29, 101, 191

in vitro fertilisation (IVF) see infertility,
treatment

incontinence,
urinary, 117–20, 134–5, 137, 141–5

post hysterectomy, 148
urge incontinence, 127–8, 161

urodynamic stress incontinence,
124–7, 161

faecal, 137, 138
infections,

sexually transmitted, 25–6, 49, 99
bacterial vaginosis, 7
chlamydia, 16, 25, 27, 29–30, 36, 85,

99
gonorrhoea, 25, 27, 99
herpes, 26
HIV, 25
HPV, 50–1, 194

vaccine against, 59
syphilis, 25
warts, genital, 26

urinary tract, 16, 120, 121, 126, 134, 160
(Table 8.1), 217

infertility, 98–99
causes of, 99, 195
expectations, 97–8, 106,107–9
investigations, 100–2
treatments, 85, 102–5, 107

information, patient, see education

laparoscopy for,
sterilisation, 9–10
ectopic pregnancy, 87
dye test, 101

laparotomy, 15, 189
large loop excision of the transformation

zone (LLETZ), 56
litigation, 3, 210
liquid-based cytology, see cervix, cervical

screening programme
lymphoedema, 17, 148

magnetic resonance imaging (MRI), 191
198, 199

menopause, 156
HRT, 157, 160–2, 171–4
management of, 169–73
perimenopause, 156
premature, 156–8
symptoms of, 158–69
treatments, alternative, 175–6

menorrhagia, 16
menstrual disorders, 4
mifepristone, 31, 37–8, 79–80, 84
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mirena coil, 5 (Table 1.1), 12
miscarriage, 6 (Table 1.2), 63–7

causes of, 64–7
classification of, 65–6 (Table 4.1)
management of, 67–68, 77–84,

216–17
expectant, 78–79
medical, 79–80, 83–4
surgical, 80–1

psychological impact, 67, 81–3, 84
misoprostol, 38, 79–80, 81, 84
molar pregnancy, see pregnancy
myomectomy, 15

National Institute for Clinical Excellence
(NICE),

pre-operative testing, 15
National Patient Safety Agency, 211,

214
National Reporting and Learning

System, 211
nuchal translucency (NT), 74, 83
nursing and midwifery council (NMC),

3
nursing, new roles, 1–4

bone scanning, 176–9
colposcopist, 52–8
fertility nurse, 105–12
menopause, 169–172
oncology specialist, 200–05
osteoporosis, 176–9
risk management co-ordinator, 212
sexual health, 26–30
specialist roles in gynaecology,

overview, 5 (Table 1.1)
urogynaecology, 118–19, 128–130

oophorectomy, 15, 157, 189, 192, 203
omentectomy, 189, 190
osteopenia, 164
osteoporosis, 162–9

bone mineral density, 162–5
hrt for, 167
pharmacological treatment, 167, 168

(Table 8.3)
risk factors for, 166 (Table 8.2)

ovarian dysfunction, 4, 99
ovarian failure, 156–7

pad testing, 123–4
pain,

back pain, following childbirth, 134
in pregnancy, 64
pelvic, 5, 6, 143–4, 219

palliative care, 5 (Table 1.1)
pelvic floor, 142–6

disorders, 133–4
exercises, 135–7
muscles, 135, 142, 145
prolapse, 7
repairs, 15

anterior, 126
pelvic inflammatory disease, 6, 25, 27, 29,

99, 100 (Table 5.1), 220
pessary, vaginal, 126
physiotherapist, role of, 118, 128, 133–51
polycystic ovaries (PCO), 64, 101
polycystic ovarian syndrome (PCOS),

100–101, 103
polyp, 7

endometrial, 6 (Table 1.2)
cervical, 6 (Table 1.2)

pregnancy,
ectopic, 9, 6 (Table 1.2), 66 (Table 4.1),

69, 85–9, 85 (Figure 4.9), 86–87
(Figures 4.10–4.11), 218

molar, 66 (Table 4.1), 89–90
teenage, 24–26
tissue, disposal of, 39, 82–3, 84
unwanted, 5 (Table 1.1), 30–40

prescribing, nurse-led, 5 (Table 1.1), 41
progesterone, 64, 101
protocols, nursing, 4, 8, 12, 18, 28, 112,

145, 215–16

radiotherapy, 24, 193, 203
reproductive system, see genito urinary

system
retention, urinary, 7
risk,

assessment tool, 138 (Table 7.1)
gynaecology, 212–15, 214 (Table 10.1)
incidence of, 209–10
management of, 210–15
reporting, 210, 212, 220
serious untoward, 213

root cause analysis, 212, 216, 219



INDEX 237

Royal College of Obstetrics and
Gynaecologists,

abortion services, 33–4, 38
incontinence in pregnancy, 136
non-reproductive health, 27
risk management, 212
sexual health services, 29
urogynaecology, 118, 121, 124

safety, patient, 210–11
salpingectomy, 9, 87, 218
salpingostomy, 87
scope of professional practice,

colposcopy, 52
HRT implants, 171
pre-operative assessment, 15

sexual functioning, 17, 24, 202
sexual health, 23–24

cancer treatment, 202–03
mature women, 26
promotion by gynaecology nurses,

26–30, 35
teenagers, 24–6

sexual history, taking of, 4, 5 (Table 1.1),
12, 28, 53

sexuality, see sexual health
slings, 126
smears, cervical, 48–9

abnormal, 49–50
inadequate, 49–50

sonographer, role of, 68, 69–77
speculum examination, 5 (Table 1.1),

54
sterilisation, 9–12, 219

tear, perineal, 138
3rd and 4th degree, 138, 139–41, 140

(Table 7.2)
tension-free vaginal tape, 15, 126, 220
termination of pregnancy, 30–3, 85

acceptability, 39–40
medical termination of pregnancy, 31,

37–9
medical termination service, 33–40

surgical termination of pregnancy, 31

tombola trial, 51
trachelectomy, 195–6
training, for nurses in new roles, 3

bone scanning, 176
colposcopy, 52–3
fertility, 110–11
menopause, 179–80
oncology, 200–01, 203–04
osteoporosis, 179–80
preoperative assessment, 15–16
risk management, 219–20
sexual health, 28–29
urogynaecology, 118–19, 129

ultrasound scans, 16, 69–77
cancer investigations, 188, 191
ectopic pregnancy, 86–7, 218
fertility, 101
fetal anomaly, 74–6
fetal pole, 71
gestation sac, 70
transvaginal, 69–70, 77–8

urodynamics, 118, 121–24
illustration of urodynamics machine,

122 (Figure 6.1)
urogynaecology, 118–19
uterine tube, see fallopian tube
uterus, bicornate, 16, 67

vaginitis, atrophic, 6 (Table 1.2)
venous thromboembolism, 148, 174
vertebroplasty, 167
vulvectomy, 17, 24, 149, 198
vulvitis, 7

waiting
lists, 1, 11, 118
times, 2, 12, 18, 34, 51, 118, 185, 198

x-ray absorptiometry (DXA), 5 (Table
1.1), 163–4, 176–7

assessment form, 178 (Table 8.4)
illustration of DXA machine, 163

(Figure 8.1)
T score, 163–4
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