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1. Introduction

Post-menopausal bleeding (PMB) clinics are specialised services designed to investigate and manage
bleeding that occurs after menopause. This type of bleeding can be a sign of various underlying
conditions, some benign and other more serious, such as endometrial cancer. Through the provision of
specialised care based on evidence-based protocols, multidisciplinary collaboration that facilitate the
comprehensive assessment of women, provision of information and psychological support to women,
providers can ensure that women receive timely, accurate diagnosis and effective treatments that

ultimately improve their health outcomes and quality of life.

Providers looking to optimise PMB clinics should consider the following:

= Staff access to ongoing professional development opportunities, guidelines, and techniques for
managing PMB.

= Develop and adhere to standardised protocols to ensure consistency and high-quality care.

= Implement clear communication strategies to keep women informed about their care and what to
expect at each stage.

= Collect data on clinic performance and patient outcomes to identify areas for improvement and
implement changes as required.

= Ensure seamless care transition with primary care providers and other specialists.

This guide is supplementary to the British Menopausal Society joint guideline on the management of

unscheduled bleeding on hormone replacement therapy (HRT) and the GIRFT summary guide —

management of unscheduled bleeding on HRT. From the diverse models of post-menopausal bleeding

clinics, this guide provides two examples, a redesign of a consultant-led clinic in response to increased
demand, and the role of the clinical nurse specialist team in breaking bad news following a cancer

diagnosis.


https://thebms.org.uk/publications/bms-joint-guidelines/management-of-unscheduled-bleeding-on-hormone-replacement-therapy-hrt/
https://thebms.org.uk/publications/bms-joint-guidelines/management-of-unscheduled-bleeding-on-hormone-replacement-therapy-hrt/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/06/Summary-Guide-Management-of-Unscheduled-Bleeding-on-HRT-June-2024.pdf

2. Examples of Post Menopausal Bleeding Clinics

Gynaecology services use a range of specialist consultant teams and specialist nurses to provide
evidence-based reproductive health care to women. There is a mix of both consultant-led and nurse-led
PMB clinic set-up across the country with the aim of identifying the cause of PMB, to exclude cancer and
plan treatment for women. The table below provides a summary of the clinic delivery models described

below.

Norfolk and Norwich University Cambridge University North West Anglia NHS Trust
Hospitals NHS Foundation Hospitals
Trust

Leadership | Nurse-led Nurse-led Consultant-led

Clinic type | PMB clinic Hysteroscopy clinic Clinic for 2-ww referral for PMB
10 clinic sessions per week 10 clinic sessions per week 4-hour clinics with 9 slots
8 women per session 6 women per session

Clinic for 2-ww referrals and one-
stop for hysteroscopy, vaginal,
cervical and vulval biopsies
4-hour clinics with 7 slots

2.1 Nurse-led PMB Clinic - (NNUH)

The gynaecology team at Norfolk and Norwich University Hospitals NHS Foundation Trust (NNUH)
originally operated a consultant-led PMB clinic which has evolved over time to a well-established nurse-
led clinic with involvement of stakeholders including patients, GPs, sonographers, registrars, consultants,
operations team and medical secretaries. This setup provides a cost-effective means of diagnosing

abnormal uterine bleeding in post-menopausal women.

Clinical lead for oversight of service

(O °)
@ 2013: PMB nurse role introduced
)

2014 2015
PMB nurse qualifies Second nurse
in specialist qualifies in
ultrasound specialist ultrasound

=

2019
Fourth nurse
gualifies in
specialist ultrasound

2017

Third nurse qualifies
in specialist
ultrasound

U

4 clinic sessions per 6 clinic sessions per
week week

10 clinic sessions
per week; 8 women
per session

Nurse-led PMB clinic (AfC 8a X1 and AfC 7 X3)
Each appointment lasts 25 minutes during which women are consulted, scanned, examined, and debriefed by the
specialist nurse




A number of contextual challenges resulted in this change. These challenges include 2-week wait (WW)
breaches, delayed and cancelled clinics, inconsistencies in results, and sub-optimal communication

between the ultrasound and gynaecology department.

Nurses were trained in specialist ultrasound and independent prescribing by undertaking a 10-month

postgraduate certificate in specialist ultrasound at Kings College London and a Master’s programme

which includes a module on prescribing. The upskilling of these nurses has facilitated the transition to a
well-established nurse led PMB service, their advancement to a higher Agenda for Change banding and
expanding into providing services for early pregnancy. The cost of training is offset by savings from

registrar and sonographer costs and the increase in nursing capabilities within gynaecology.

To enhance informed consent and manage expectations, specialist nurses provide information leaflets
and brief women booked to attend the clinic about the investigation process, prior to their attending the
clinic.

Triage: Prior to a PMB appointment, consultants triage referrals from GPs (using the 2-WW referral
form) received via the outpatient referral console. Referrals from the emergency department and other

wards, are received via the dedicated administrative support for triage by the nursing team.

Patient preparation: Women are advised to take their own pain relief (e.g., paracetamol or ibuprofen)

one hour before their clinic appointment. The team also have access to Entonox if required.
An appointment at the nurse-led clinic is 25 minutes and includes:

= Briefing the woman of the diagnostic investigations and gets consent.
= Taking patient history (presenting problem, past medical history, medication, obstetric history, and

HRT use) using a standardised proforma.

= Assessing woman for general health status.

= Systematic pelvic examination and transvaginal ultrasound (if not already performed in primary care)
viewing all the pelvic structures including the cervix, uterus, endometrium, adnexa, Pouch of
Douglas, rectovaginal sheet, and the bladder.

= Vaginal examination to look at the vulva, vagina and cervix is carried out. Cervical screening sample
(if overdue) and biopsies from the vagina and cervix may be taken.

= |If patient is deemed to need an endometrial biopsy based on their endometrial thickness and
bleeding pattern, an endometrial biopsy is performed by inserting a pipelle catheter into the uterine
cavity up to the fundus and via a sweeping motion to collect cells from the lining of the womb. The
uterine cavity length is also measured at this step. Send biopsies for histological analysis.

= Debriefing woman following procedure. Provide information regarding histological result turnaround
time, what they could expect following the procedure, and health promotion advice. Women should
be encouraged to ask questions.

= Discharging the woman if no further management is required and send letter to woman and GP

explaining relevant details.


https://www.kcl.ac.uk/study/postgraduate-taught/courses/clinical-ultrasound
https://future.nhs.uk/GIRFTNational/view?objectID=211190565

= Arranging for an urgent MRI scan or outpatient hysteroscopy where an abnormality is found and a
date to review results with the woman. Nurse sonographers are trained in advanced communication
and breaking bad news and work with the gynae-oncology to relay untoward results to patients.

= Arranging follow up as required. Investigations and appointments for patients on urgent suspicion of
cancer pathway are prioritised.

= Where the TVS indicates a woman requires a hysteroscopic assessment, the nurses counsel the

woman and provide an information leaflet that describes the procedure, pain relief required before,

during and after the procedure, and risks associated with the procedure.
= The team complete a 2-WW proforma that informs the patient pathway coordinator of what is

happening to the patient e.g., awaiting results, further investigations, or removal from the pathway.

Performance monitoring includes audit of service clinic activity and outcomes, and feedback from

women who attend the PMB clinic. An annual patient satisfaction audit of 100 random patients is carried

out by the nursing team. 100% of women felt welcome and treated with dignity and privacy and 97% felt
the service was excellent. However, 29% of women reported that written information was not received

prior to their appointment which is an area for investigation and improvement.
Lessons learnt include:

= Engagement of stakeholder early on and throughout the change process is important
= Awareness of resistance to change and the capacity to manage it is important. For example,
involving operations manager in meetings to address resistance from medical secretaries was

effective.

= New processes can be planned ahead of change; however, some processes may become evident as

the change evolves e.g., how results are checked and relayed to women.
= Resilience planning is important within the service.
= Be prepared for incidental findings and how they would be recorded and managed. For example, an
ovarian cyst database was introduced and managed to deal with the high numbers of ovarian cysts
identified in primary care that GPs declined managing in an out of hospital setting.

= There is value in having dedicated administrative support.
Successes include:

= Streamlined service for patients through the 2-week wait PMB pathway
* Reduced waiting times
= Increased clinic capacity using specialist nurses freeing up consultant time for other clinical activity

= Enhancing the quality of care through the provision of personalised service for each woman.

Governance of this service includes support from the designated clinical lead who provides clinical
supervision and manages presentations (e.g., recto-vaginal fistulas for which their opinion is sought
before onward referral to the colorectal team, patients requiring best interests meetings) that fall outside

the knowledge or expertise of the nursing team. See Appendix 1 for steps for setting up a service.


https://future.nhs.uk/GIRFTNational/view?objectID=211190629

2.2 Nurse-led hysteroscopy service — (CUH)

The Cambridge University Hospitals (CUH) runs a nurse-led service encompassing all aspects of
gynae-oncology surgical pathway including independent diagnostic and treatment clinics for
hysteroscopy. This supports consultants to focus on surgical theatre lists and enhances nursing staff

capability and skills.

@ Lead nurse hysteroscopy & colposcopy surgical care practitioner (AfC 8b)

a

1 surgical care
practitioner (trained
to perform independent
GA hysteroscopy)
(AfC 8b)

3 clinical nurse

8 dual trained nurse
hysteroscopists &
colposcopists
(AfC 8a)

specialists
(specialising in PIFU,
genetic pathway)
(AfC 7)

10 clinic sessions per week (including 3
consultant clinics per month)
6 women per session

This nurse-led dedicated post-menopausal/cancer service received 2294 referrals in 2023. The nursing
staff triage all referrals into the post-menopausal bleeding service. A 2-week wait referral pro-forma is
used based on current guidelines.

Each clinic appointment is allocated 30 minutes and includes:

= An ultrasound scan which is performed on the same day in a different department within the Trust
and the patient is sent to their clinic appointment following the scan.

= A nurse taking patient history, performing a diagnostic hysteroscopy (if indicated and removes
endometrial polyps during the same visit). This see and treat approach avoids unnecessary clinic
appointments and allows for timely diagnosis and treatment.

= When clinically indicated, all patients are offered a hysteroscopy rather than a pipelle only biopsy.
This once again speeds up the diagnosis and treatment pathway avoiding unnecessary visits.

= |f the biopsy shows an endometrial cancer, the patient is contacted by the nurse hysteroscopists and
further investigations in the form of an MRI scan and MDT discussion are arranged. This avoids the
need for an unnecessary consultant appointment prior to arranging further investigations and saves
time within the pathway. It also ensures that the consultant appointment is better utilised as all of the
information is available to allow appropriate treatment to be planned.

= |f the patient does not wish to receive results over the phone, then a clinic appointment is arranged to
discuss the results prior to planning any further investigations. The patient is always given the choice

of either receiving results over the phone or within a clinic appointment.

The service is underpinned by a thorough local guideline which sets out referral guidelines, treatment

and follow up management based on national guidelines. It encompasses all aspects of the service



including management of endometrial hyperplasia and also provides a service for women undergoing

genetic screening as part of their surveillance. Regular patient satisfaction surveys are carried out.

Preparing women for a hysteroscopy

= Women are sent an information leaflet, based on the RCOG template prior to their appointment. In
addition, informative and compassionate communication is used by nursing staff ensuring the patient
has all necessary information to make an informed decision about their treatment and management.
Patient choice is always respected and encouraged.

= Pain relief options covering before, during and after the procedure are discussed including the option
of having the procedure under a general anaesthetic. Entonox is available in every clinic and is
offered to every woman.

= Rapport and trust is built by reminding women that they are in control and can request that the
procedure is stopped at any point. Clinic support staff monitor women during the procedure and

prompt the nurse to abort the procedure if required.

Success factors of this nurse-led service include:

= Provision of full range of services (triage, diagnosis, treatment, and arrangement of further
investigation) avoiding reliance on temporary medical staff (e.g. registrars)

= Daily electronic triaging of referrals is undertaken which reduces delays between triage and offer of
clinic appointments.

= All practical training for nurse hysteroscopists is performed in-house by the nurse-led service. This
creates a very supportive environment allowing effective teamwork within the nursing team ensuring
safe and effective patient care. Creating such a supportive environment also helps with the retention
of staff.

= Dedicated administrative team providing failsafe.

= All biopsy results enter a team in-basket which ensures all results are processed in a timely manner
even during staff annual leave. In most cases, result letters are sent to women within a few days of
being received.

= Good size team with enhanced capabilities, minimising disruption from planned and unplanned
absence and able to provide hysteroscopy under general anaesthetic (GA) when required

= Flexibility to run weekend clinics and convert other clinics (colposcopy) to meet increased demand

for hysteroscopy.



2.3 Consultant-led PMB clinic (NWAFT)

In January 2024, the North West Anglia NHS Foundation Trust (NWAFT) initiated a new service
model at Hinchingbrooke Hospital in response to increasing demand for 2-week wait gynaecology
referrals, and new faster diagnosis standard (FDS) introduced to ensure that patients who are referred
for suspected cancer receive a timely diagnosis thus contributing to the NHS Long Term Plan
commitments for earlier diagnosis. This change was needed to improve capacity and achieve FDS in the
gynaecological cancer service. There had been a progressive increase in 2-week wait referrals from 950
per year in 2021 to 1316 in 2023 (38% rise). The incidence of cancers diagnosed had also risen from 3%

to 4.1% in the same period.
The change process included the evaluation of service through the review of:

= EXisting service capacity which was circa 90 slots per month
= EXxisting pathways and clinics

= Utilisation of resources within clinics.
Service redesign process post-evaluation included:

= Extensive stakeholder engagement and planning
= A detailed process map to facilitate the discussion of each step
= Creation of a virtual triage service (January 2024) to ensure the allocation of women to the right
clinics. The triage process was adjusted post-launch to expedite the triaging of referrals from 48
hours to 24 hours.
= A change in existing clinic templates
» The first clinic template was created to manage 2-week wait referrals for women with post-
menopausal bleeding. This clinic required fewer procedures, resources and skill mix allowing the
service to reduce the nursing need by 1WTE. Additional clinic slots were created within the pre-
existing clinic template (from 7 to 9 slots per clinic). An extra consultant was allocated to these

clinics after a review of job plans allowing an additional clinic per week with 9 extra slots.

\%

The second clinic template focused on 2-WW referrals and One-Stop reviews for hysteroscopy,
vaginal, cervical and vulval biopsies. There was no change to the number of slots per clinic,
however, the new template allowed for more focused procedures and more judicious use of staff

skill mix and resources.

\%4

The two new templates are being used efficiently with the support of the Virtual Triage Service

where consultants allocate patients to the appropriate clinic.



The new service set up:

& Consultants x3

2-WW referrals for women with
post-menopausal bleeding

4-hour clinic

9 slots

25 mins per slot

Nurses x5

m (1 specialist nurse; 1 Band 7 sister; 1 Band 6; & 2 Band 5) 2-WW referrals and one stop

reviews for hysteroscopy, vaginal,
cervical and vulval biopsies
4-hour clinic
7 slots
30 mins per slot

Health Care Assistant x1

Costs, savings, and risks associated with the new service model include:

An additional clinic per week requiring a consultant programme activity (PA) and 5 hours for Band 5
nurse.

A saving of 10 hours of health care assistant (HCA) input per week. This was achieved through the
reduction of need for 1 whole time equivalent HCA support for 2 clinics per week.

The risk of women requiring two appointments is increased with this model as opposed to the ‘One-
Stop Clinic’ model before the redesign. This is offset by an effective triage system and the fact that

only a small number of women need hysteroscopy from the first clinic and.

Successes include;:

Post-change clinic capacity increased from 90 to circa 130 slots per month.
2-WW referrals are seen within 8-10 days, an improvement from 14 days.
Cost effective use of resources with new template and virtual triage.
Introduction of audits to review

» Repeat appointments

» Redirected referrals 2-WW triage service.

Success factors of this consultant-led service include:

Consultant-led daily electronic triaging of referrals ensures patients are seen in the right clinic and
have diagnostics performed without delay. Consultants are also able to advise GPs directly about
management on the virtual platform in selected cases when appointments are not necessary,
Consultant-led diagnostic services with a One-Stop Service Model: Patients have ultrasound scan,
hysteroscopy and biopsy performed by one clinician in the same room resulting in reduced need for
multiple appointments or patients travelling around the hospital for various procedures. This is

particularly relevant for the elderly frail women who access the services.



= Increased availability of slots: Minimal disruption to services due to leave or bank holidays with
increased resilience in service with current capacity expansion. FDS pathway targets are less likely
to be affected due to reduced capacity.

= Consultant and patient build a rapport at beginning of the pathway: This facilitates conversations
about diagnosis and treatment required later if cancer is diagnosed.

= Patients with non-cancerous gynaecological pathology identified in clinic can be managed by
consultant at same visit, reducing the need for multiple appointments.

= All patients are sent a pre-clinic questionnaire to provide medical history details. They also receive
information leaflets outlining possible procedures, how to prepare and which analgesic to take. In

clinic, patients have access to oral analgesia and local anaesthesia.

3. Breaking Bad News

The clinical nurse specialist (CNS) team (AfC 6 and 7) at East Suffolk and North Essex NHSFT
(ESNEFT) deliver a 5-day service where they support with Breaking Bad News (BBN) following a cancer
diagnosis. Service delivery during the COVID pandemic required a change in the ways of working,
resulting in the CNS team encouraging a telephone appointment where appropriate to avoid delays in
the woman’s pathway. However, the team is flexible and also offer face-to-face appointments where
suitable or if requested by the woman. The BBN appointments can be with a doctor, but for more
complex cases (anxious or communication barriers) the CNS team manage the appointment. The table

below outlines good practices employed by the ESNEFT CNS team to support the breaking of bad news.

3.1 Good Practice Points — Breaking Bad News

At first appointment = Make clear to patient why they are having a scan or biopsy
with clinical/medical = Be clear about the need to rule out cancer where appropriate
team = Assess patients social history and communication barriers to determine

whether a telephone or face to face appointment is appropriate

= |nvite CNS to patients appointment if there is a high suspicion of cancer
to facilitate rapport building with patient

= Check patient preference for either telephone or face to face
appointment if cancer is found

= Document patient’s preference in their letter so nurses can identify this

information to inform the format BBN delivery.

The role of the CNS = Clinical/medical team to be aware of support available from the CNS
team team and how to contact them
= Clinical/medical team to provide patient with information leaflet on the
role of CNS in relation to support following their diagnosis

10



= Educate junior doctors on the role of the CNS team

= Use triage as a trigger to identify which appointments the CNS team
need to be involved

= CNS team to maintain presence on the wards in case their support is
required

= CNS team to make their availability and working hours available to the
clinical/medical team

= Trust to have a breaking bad news competency policy.

New cancer (These = MDT co-ordinator to inform CNS team of new cancer diagnosis

steps are completed = CNS team to put cases through MDT before a telephone call is arranged

within 24 hours of if not sure of diagnosis

receiving the alert = CNS to review patients clinic letter to learn about the patient e.g., social
from the MDT co- circumstances and communication barriers to ascertain the

ordinator) appropriateness of a telephone call, and what the biopsy was taken for

= Administrative team to confirm with the woman a suitable time for a call
with the CNS

= CNS to call the patient and recap the reason for their referral to hospital,
why the biopsy was taken and tell them the result of the biopsy

= CNS to make a holistic assessment of the woman

= CNS to confirm next step (e.g., further investigations, MDT) with woman
and agree a plan

= CNS to document the BBN appointment and plan in a letter to the
patient and their GP

= CNS to explain referrals available to woman (if applicable)

= CNS to send information pack to the woman

= CNS to arrange a follow up call with woman to manage their concerns.

MDT = CNS refers woman to the MDT (if part of the agreed plan)
= CNS advocates for woman at the MDT and provides further information
if requested
= CNS team take ownership of MDT outcome/plan and become the single

point of contact for the woman'’s care.

Other important factors that support this service delivery include:

= Dedicated and effective administrative support.

= Mandatory advanced communication skills training for the cancer CNS team BBN. ESNEFT have
augmented this training by supporting their CNS to undertake a Level 2 psychology course to enable
them to manage difficult conversations and support women through their challenging diagnosis.

= Team debrief to support staff psychological wellbeing and provide peer support.

= Clinical supervision support from the Macmillan cancer nursing team.
11



4. Appendices

Appendix 1: Steps for Setting up a Nurse-led Clinic

Ongoing managerial engagement and support

Business case

Patient criteria

Stakeholder

engagement

Professional
development

Dedicated
administrative

team

Medicines

management

Audit and

evaluation

Write a business case explaining the compelling case for change, potential
return on investment, governance structure, stakeholders, and planned
engagement for buy-in. Detail the financial aspect of the service including

staffing/roles required to run it. Maintain close working with managerial team.

Patient criteria for accessing the service should be established for the

information of referrers and other healthcare staff.

Engage all relevant stakeholders from the planning stage. Patients and
referrers must be made aware of the service, its objective, the benefits, criteria
for accessing the service. Patient information should be developed and
provided to patients with their appointment letters. A communication plan to
keep stakeholders informed and engaged should be developed.

Establish an education portfolio, and detail how competence will be assessed
and measured to enable the identification of knowledge/competence gaps, and
the development of plans to address the gaps. This knowledge will facilitate the
training of nursing staff in all aspects of the diagnostic treatment pathway (e.g.,
sonography, hysteroscopy) and enable service flexibility.

A dedicated administrative team to manage appointments and support failsafe

function within the service.

Where applicable, patient group directives (PGD) to supplementary and
independent prescribing should be implemented to enable the smooth delivery
of care. Consider how professional development will be maintained if there are

nurse prescribers.

There should be ongoing audit and evaluation of the service to ensure the
delivery of quality service and that patient needs are met. This process should
measure the effectiveness of the service and support a quality management

system.

12



Appendix 2: Management of Unscheduled Bleeding on HRT

Resources

Resource type

Resource

Templates for trusts

NNUH PMB Clinic Proforma
NNUH Patient satisfaction survey
NWAFT Rapid Access Patient questionnaire

Patient information

NNUH Patient Information Leaflet — PMB Clinic

NNUH Patient Information leaflet — Outpatient Hysteroscopy Clinic
CUH One-stop outpatient hysteroscopy clinic

NWAFT Rapid Access Clinic Information Leaflet

NWAFT Gynaecology Scanning Clinic Information Leaflet

Clinical protocols

NNUH Clinical Guideline for Assessment of Post-menopausal Bleeding
SWL Menopause and Hormone Replacement Therapy Guidelines
NHS Sussex Persistent Bleeding on HRT

Presentations

NNUH nurse-led PMB clinic

CUH nurse-led hysteroscopy clinic

ESNEFT CNS breaking bad news
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GIRFT is grateful to the teams who have generously shared their work for the benefit of others. GIRFT
encourages teams to review the resources to avoid “reinventing the wheel” with due care and attention
to local needs. Resources are for sharing of information only and have not been reviewed or ratified by
GIRFT.

About GIRFT and the GIRFT Academy

Getting It Right First Time (‘GIRFT’) is an NHS programme designed to improve the quality of care within
the NHS by reducing unwarranted variation. By tackling variation in the way services are delivered
across the NHS, and by sharing best practice between trusts, GIRFT identifies changes that will help
improve care and patient outcomes, as well as delivering efficiencies such as the reduction of
unnecessary procedures and cost savings.

The GIRFT Academy has been established to provide easily accessible materials to support best
practice delivery across specialties and adoption of innovations in care.

Importantly, GIRFT Academy is led by frontline clinicians who are expert in the areas they are working
on. This means advice is developed by teams with a deep understanding of their discipline.

GIRFT Academy has also published other resources which are available via FutureNHS. These
are available at: Gynaecology - Getting It Right First Time - FutureNHS Collaboration Platform

GIRFT Academy contact: england.qgirftacademy@nhs.net
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