WOMEN'S HEALTH

Medical misogyny: improving outpatient
gynaecological procedures

Intrauterine procedures for outpatients, such as hysteroscopy, have attracted negative media and
parliamentary attention for being poorly tolerated by some women, causing pain and even trauma.
Adele Waters reports on how doctors are tackling the problem

uring her training

in gynaecology and

general practice

Nikki Ramskill, a

Buckinghamshire GP,
twice had a coil fitted. The first time,
in her late 20s, was an unremarkable
event in outpatient care—but the
next time would prove very different.

“The second occasion when I had
my coil replaced it was horrific, just
incredibly painful. It felt brutal,”
she says. Ramskill put the difference
between the two experiences down
to premature ovarian deficiency.
She says, “I suspect that the lack of
oestrogen made the procedure very
sensitive for me.”

So bad was that experience that
she vowed to opt for a different
service the next time. “I went
privately to have it done the third
time. I had gas and air and a local
anaesthetic on my cervix,” she
recalls. “I wasn’t rushed. The person
who fitted it was really calm. It was
just a really great experience. And I
would pay the money again.”

Her “three very different
experiences” led Ramskill to set
up her own private GP service for
women’s health, the Female Health
Doctor Clinic in Milton Keynes.

She explains, “Now, as a fitter
myself, I take an overcautious
approach. I’ll provide gas and air
and administer a topical anaesthetic
on the cervix, as well as an
anaesthetic gel inside the vagina.

“There’s all sorts of research that
says that anaesthetics don’t really
help, but whether or not any of that
actually has an impact, [ use them.

“I think, psychologically, it makes
the person feel better, and therefore
it makes me feel better about what
I’'m doing.”
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Hysteroscopy

As well as coil fitting and

removal, other intrauterine
procedures conducted in
outpatient clinics are recognised
as being potentially painful.
These include hysterosalpingo
contrast sonography (HyCoSys),

a procedure used to examine the
patency of a woman’s fallopian
tubes, and hysteroscopy, a more
common procedure used to
examine the inside of the uterus
(see box). Both procedures require
instrumentation inserted through
the cervix. Sometimes hysteroscopy
is combined with biopsy or a
therapeutic intervention, such as
the removal of a polyp.

Ramskill says, “When [ was a
gynaecology trainee in my early
20s, I didn’t appreciate how painful
these procedures were for women.
I’d always been told by consultants,
‘It’s not painful—there are no nerve
endings down there.” [ used to
wonder why women got so upset.
Of course, there are a lot of nerve
endings in a women’s pelvic cavity,
and these sorts of procedures can
be excruciatingly painful.

“Now, women come to see me
after they’ve had a hysteroscopy,
for example, and tell me they
found it very painful. They also
sometimes report that they asked
the hysteroscopist to stop but they
just wouldn’t.

“They were told, ‘We haven’t got
all the images through yet.’

“Well, I say, getting all the images
can’t be at the expense of a woman
being in terrible pain or fainting.
We should be stopping and booking
them in for the procedure under
general anaesthetic.”

Ididn’t
appreciate
how painful
these
procedures
were for
women

Nikki Ramskill

“Harrowing experiences”

Such anecdotes from women have
helped to fuel accusations of medical
misogyny in women’s reproductive
health—a subject recently explored
by a UK parliamentary inquiry.
Reporting its findings in December
2024, the Women and Equalities
Committee found that doctors were
too often dismissive of symptoms
when women presented with
reproductive health conditions such
as endometriosis, adenomyosis, or
heavy menstrual bleeding. The report
also singled out the “harrowing
experiences” of women in outpatient
settings undergoing hysteroscopies
and coil fitting as “one of the most
troubling aspects of our inquiry.”

The committee learnt that
women weren’t always informed
about the potential pain that such
procedures can induce; nor were
they always able to get sufficient
pain relief or stop a procedure once
it was under way—all practices
that, the committee noted, went
against medical best practice and
guidelines. It recommended that
the NHS collect data on whether
guidelines for potentially painful
gynaecological procedures were
being followed and said that such
patients needed to be given a full
range of options on pain relief,
including anaesthesia.

So, what progress is being
made? Justin Clark, consultant
gynaecologist at Birmingham
Women’s and Children’s Hospital and
honorary professor of gynaecology
at the University of Birmingham,
says that there’s been a sea change in
awareness of the potential for pain in
outpatient intrauterine procedures.
Clark, who is a former president of

13-20 September 2025 | thebmj

09/09/2025 16:25:02



MISOGYNY_390-8471-features-00240_rcKSch.indd 241

Outpatient hysteroscopy: how to improve the patient experience

Hysteroscopy enables visualisation of the
uterus using a hysteroscope, which is inserted
through the vagina, through the cervix, and
into the uterus.

In 2023-24 the NHS carried out 263572
hysteroscopies, of which 68% (180878)
were performed in an outpatient setting. The
procedure is commonly indicated forabnormal
postmenopausal bleeding.

An audit of patient experience of outpatient
hysteroscopy of 5151 women in 2019 found
that most women did feel pain but that this
was mainly manageable: the mean pain score
reported was 5.2 out of 10, with zero being no
pain and 10 being the worst pain imaginable.
This compared with mean pain scores of 5.5
fordysmenorrhoea. However, a third of women
reporting pain from hysteroscopy found it to be
7 outof10.

The Campaign Against Painful Hysteroscopy,
a patient group, has collated the experiences
of 8789 self-selecting women who have
undergone the procedure since January 2019.
Its analysis of the first 8000 responses shows
that the vast majority (83%) had no prior
discussion about the risk of severe pain, and
two thirds (67%) said that their hysteroscopist
didn’timmediately stop the procedure when
they were evidently in pain. Three fifths (60%)
of the women continued with the procedure
despite their pain because they didn’t know that
they could have the procedure as an inpatient
under general anaesthetic or IV sedation.

the British Society for Gynaecological
Endoscopy, which leads training

and research in endoscopic surgery,
says, “It’s not like 40 years ago,

when you might find an older male
gynaecologist telling a woman,

‘Have a hysterectomy, love,” in

a patronising way. Things have
changed.

“There’s an increased awareness
that procedures inside the womb
can be painful but, if they’re done
in the correct way, with good patient
counselling and support, then they
work for most women. They need to
be conducted by adequately trained
people with adequate equipment
and environments, of course, and
patients need to be offered choice
and provide informed consent.”

There has been asea change in
awareness of the potential for
pain in outpatient intrauterine
procedures
Justin Clark
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Personalapproaches

In response to such poor experiences, the Royal
College of Obstetricians and Gynaecologists
(RCOG) produced a good practice paper for
clinicians in 2023 and updated its clinical
guidance lastyear, encouraging all clinicians
and organisations offering hysteroscopy to
implement the new guidance urgently. In

April 2025 it also updated its online patient
advice, cautioning that while most women who
undergo the procedure experienced some pain,
for some women it could be severe.

The RCOG recognises outpatient hysteroscopy
as best practice and says that the ways to
ensure that pain is minimised are detailed in its
guidance.

Mary Connor, a Sheffield based gynaecologist
who has trained thousands of doctors to
perform procedures such as hysteroscopy on
behalf of the RCOG, says that technical and
personal approaches are important to help
minimise discomfort.

She recommends taking a stepwise
approach to analgesia, encouraging women
to take some pain relief beforehand and then
providing furtheranalgesics as required—for
example, local anaesthesia, which must be
given time to work. In addition, she advises
using a metal speculum rather than a plastic
one when necessary, inserting it gently but
not too tentatively. She also recommends
using the right sized equipment, such as the
narrowest possible hysteroscope and the

lowest possible pressure for the irrigation fluid,
aswellas a smaller speculum, if used at all, for
postmenopausal women.

Connor says, “You must also establish trust so
that the patient is content with you carrying on.
It’s very important to have a patient advocate
in the room whose sole job is to monitor the
patient.”

Connoradds, “Taking a careful approach, I've

found that, for most women, procedures are

well tolerated. They may be facing a possible

cancer diagnosis or having a problem with @
heavy periods orinfertility, so they’re often

relieved to have procedures done. Some would

even walk out with a smile.”

Best practice

to improve standards of care in

outpatient gynaecological services.

Clark has written a best practice
paper for the Royal College of
Obstetricians and Gynaecologists
and, with colleagues, wrote the
college’s guideline on hysteroscopy.
The guideline sets out the approach
to take, from clear communication
to patients about the procedure

and their options at the outset, to
staffing requirements and what
instrumentation to use, as well as
postprocedural care.

Although the guideline was
written for hysteroscopy, Clark says
that the approaches recommended
can equally be applied to other
outpatient procedures that can
cause pain, such as endometrial
biopsy/ablation, colposcopy
, (examination of the cervix),
and biopsy and coil fitting. Six
years ago he also established

ambulatory care network,
the British Society

The group has developed patient
reported outcome measures and
metrics for practitioners to audit
against national results.

Clark says, “Clinicians can now
use these tools, say, for a month;
audit their mean pain scores,
complication rates, and patient
satisfaction rates; and they can
compare them and see whether
they’re outliers.” But he adds that,
despite good progress in recent
years, ways are needed to reduce
the severe pain experienced by
a minority of women. He’s not
convinced that conscious IV
sedation (which is supported by
campaigners) offers a mainstream
solution—citing a lack of evidence
that it’s effective and a shortage of
NHS infrastructure to provide it at
scale.

He’s more hopeful about
the potential of Penthrox
(methoxyflurane)—a fast acting,
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The WID-easy offers a less invasive test for uterine cancer

inhaled analgesic used by paramedics
to manage acute pain and trauma.

“We have used it, and it seems
to work very well with some
procedures,” says Clark. “It’s safe
and easily administered. We're
keen to trial it to see whether this
is more effective than conventional
pain control methods, and we [at
Birmingham Women’s and Children
Hospital] have applied for funding
with the National Institute for Health
and Care Research.”

Other gynaecologists are also
planning to trial alternative
approaches, including less pain
inducing investigations. Later this
year Adeola Olaitan, a consultant
gynaecological oncologist, will offer
anew, less invasive test for uterine
cancer for her private patients:
the WID-easy test (WID-qEC is the
technical name for the test used
during research, while WID-easy
is the commercial name among
clinicians and patients). Instead
of following the gold standard
diagnostic pathway for abnormal
uterine bleeding—transvaginal
ultrasonography then hysteroscopy,
if indicated—Olaitan’s approach will
be to take a cervicovaginal swab that
will deliver diagnostic results (cancer
markers using DNA methylation)
within 48 hours.

The team behind the development
says that, on the basis of results from
the EPI-SURE study published in
Lancet Oncology, the WID-easy test
delivers a 90% lower false positive
rate than the standard diagnostic
pathway (ultrasound) while also
delivering the same true positive rate.
Its use has the potential to reduce UK
hysteroscopies by 90% (a reduction of
around 135000 a year).
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Patient selection and
preparation

The WID-easy test could also help
early detection of endometrial cancer
in black women (specifically, poor
prognostic serious endometrial
cancers), since sonography has
only around a 50% sensitivity in
assessing the likelihood of cancer in
black women—meaning that 50%
of cancers can be missed with this
method.

“If the [WID-easy] test says that
you don’t have endometrial cancer
then you’re very, very unlikely
to have endometrial cancer, and
therefore you don’t need to have
a hysteroscopy,” says Olaitan,
who stopped working in the NHS
two years ago as a “slightly early
retirement.” She adds, “Not only does
that reduce the need for hysteroscopy
but also, from the point of view of
the NHS, it frees up the diagnostic
pathway so that women who require
hysteroscopy under anaesthesia can
have it in a timely way.”

The WID-easy test is currently
available only privately, but it
has been incorporated into this
year’s NHS Innovation Accelerator
programme to facilitate its
widespread adoption in the NHS.
Olaitan says that such advances
are key to minimising pain in
gynaecological tests. “If you can do
less invasive tests,” she says, “then
that is the way forward.”

Beyond that, selection and
preparation of patients is key,
says Olaitan, for procedures such
as coil fitting and hysteroscopy.

She explains, “It’s about thinking
about the patient in front of
you, considering what would be
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There’sa
dearth of
data on the
best way to
achieve pain
relief apart
from general
anaesthesia

Geeta Kumar

appropriate, and discussing it,
always giving them the choice.”

Having all the information upfront
is something that minimises distress,
she adds. “If women feel listened to,
it can become more of a partnership
rather than something being imposed
on them.”

Such an approach is endorsed by
the Royal College of Obstetricians
and Gynaecologists (RCOG).

“Our guidelines set out various
approaches to optimise the
experience for women, and we
regularly update them to reflect best
practice,” says Geeta Kumar, vice
president for clinical quality. More
research is needed, she adds, into
women’s health and methods of pain
relief for outpatient gynaecological
procedures, as “there’s a dearth of
data on what would be the best way
to achieve pain relief apart from
general anaesthesia.”

“We need more research
into appropriate pain relief
for gynaecological outpatient
interventions,” says Kumar. “This
is something the RCOG has been
calling for. Securing funding for
such research would help us hugely
in our aim to transform women’s
experience into a consistently
positive one.”

An NHS spokesperson
commented, “No one should have
to experience pain during these
procedures, and all NHS trusts
should be following the latest
clinical guidance from the RCOG
to deliver the best care for women.
Different pain relief options should
be discussed with a clinician before
any gynaecological procedure—
including a hysteroscopy—so that
women can make choices about how
they proceed, and NHS England
is currently actively reviewing
hysteroscopy provision.”

NHS England has told The BM]J that
it is planning a round table in autumn
2025 to identify system changes
required to prioritise the recognition
and management of procedural pain,
among other things, and to make
recommendations on appropriate
pain management.

Adele Waters, London
adele.waters@me.com
Cite this as: BMJ 2025;390:r1234

13-20 September 2025 | thebmj

09/09/2025 16:25:05






