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GPES GYNAECOLOGY REFERRALS FOR IMPLANT

Patient requests Contraceptive implant

\
/

Any contraindications such as:
GPES GYNAECOLOGY REFERRALS FOR LARC

Insertion/Removal or replacement of : :
contraceptive Implant Arterial thromboembolism

Breast cancer

Decompensated cirrhosis
Hepatocellular cirrhosis

Unexplained vaginal bleeding
Arrange alternative contraception whilst
awaiting contraceptive implant ( or if
implant out of date (5 years))

Enzyme inducing drugs

check FSRH UKMEC
https://www.fsrh.org/ukmec/

|

Consider referral to sexual and reproductive

health clinics if advise for alternative required

Patient Information/Further Clinical information Sexual and reproductive healthcare clinic details NI
CONTRACEPTIVE CHOICES Belfast Trust 028 9504 5500 Monday to Thursday 09:00-11:30, 13:30-15:30
BROOK Contraception Tool to help patients choose a Friday 09:00-11:30
method South Eastern Trust 028 9041 3796 Monday, Tuesday, Thursday and Friday from
FPA multiple resources including downloadable leaflets 09:00-12:30
comparing LARC Southern Trust 028 3756 2200 Monday + Wednesday, 9-12:30 and 13:30-15:30,
https://www.fpa.org.uk/professionals/resources/ Friday 09:30-12:00 or contraception@southerntrust.hscni.net
GPES Implant leaflet aftercare —see attached ‘Western Trust 028 7132 1758 (Brae Clinic) Monday — Friday 09:00-17:00
FSRH guidelines Implant Omagh Hospital and Primary Care Complex | 028 8283 5536
Monday — 9:00am — 5:00pm
Thursday — 9:00am — 5:00pm
South West Acute Hospital | 028 6638 2693
PCWHF https://pcwhf.co.uk/resources Wednesday: 9:00am — 5:00pm
Northern Trust 028 2826 6163 9:00-1:30pm, Monday to Friday

IMPLANT AFTERCARE
Breakthrough bleeding See guidelines for BTB on contraception
Infection Infection. The GDG suggests that early intervention with antibiotics/incision and drainage is

appropriate if infection is suspected and that removal should be considered, certainly if the
implant has erupted through the skin.( FRSH IUD Guidelines)

Deep Implant Deep Implant/Non palpable. Check both arms to ensure not palpable, carry out pregnancy
test and give alternative contraception until can confirm implant present. Consider need for
emergency contraception. Refer to deep implant clinics — Dr A McMaster, S+RH, 16 College
Street, Belfast BT1 6BT or anne.mcmaster@belfasttrust.hscni.net

Training in Implant insertion
Gp federation link to apply for training for letter of competence ( LOC) in implants in GPES gynaecology clinic

https://forms.gle/fLzSabs7XcZAJ4cCA
FSRH training details for diploma in FSRH, LOC in coils/implants https: . . education-and-trainin

Find a trainer https://www.fsrh.org/find-a-trainer/



mailto:contraception@southerntrust.hscni.net
https://www.brook.org.uk/topics/contraception/
https://www.fsrh.org/documents/cec-ceu-guidance-implants-feb-2014/2fsrh-guideline-progestogen-only-implant-feb-2021.pdf
https://forms.gle/fLzSabs7XcZAJ4cCA
https://www.fsrh.org/education-and-training/
https://www.fsrh.org/ukmec/
mailto:anne.mcmaster@belfasttrust.hscni.net
https://www.fpa.org.uk/professionals/resources/
https://pcwhf.co.uk/resources
https://www.fsrh.org/find-a-trainer/

GPES GYNAECOLOGY COIL REFERRALS

Exclusion criteria for GPES clinic
Red Flags for gynaecology/unexplained vaginal bleeding

Any history of thermal balloon ablation, large fibroids, cardiac arrthythmias, known history distortion of uterine cavity, HIV
infection and CD4 count is <200, pelvic TB

Patient wanting general anaesthetic for coil insertion
If an ultrasound pelvis/abdomen is required i.e lost threads

Request for IUD

( GPES clinic provide copper coil, mirena, kyleena)

Any contraindications for IUD

Check UKMEC FSRH for
contraindication

https://www.fsrh.org/ukmec,

Refer to GPES

Insertion/Replacement of IUD (copper coil)
IUD contraindicated for contraception

Insertion/Replacement of IUS
(mirena/kyleena) for contraception

Cover with contracpetion Bildiddial
Consider smear up to date such as COCP,POP in CONTRACEPTION (EC)

and vulvovaginal swab for required. If wanting
CT/GC emergency copper coil refer
to local S+RH clinic

meantime if no current cover
or coil in situ and out of date.

Contraception Guidelines

Risk factors for STI
- Being sexually active and aged <25 years old
- Having a new sexual partner in the last 3 months
- Having more than one sexual partner in the last year

- Having a regular sexual partner who has other sexual
partners

- A history of STls

- Attending as a previous contact of STI

- Alcohol/substance abuse.


https://www.fsrh.org/ukmec/
https://westessexccg.nhs.uk/your-health/medicines-optimisation-and-pharmacy/clinical-guidelines-and-prescribing-formularies/07-obstetrics-gynaecology-urinary-tract-disorders/2726-contraceptive-prescribing-guidelines/file
mailto:contraception@southerntrust.hscni.net

GPES GYNAECOLOGY COIL REFERRALS

Patient resources

Leaflets contraception https://www.fpa.org.uk/professionals/resources/

https://www.brook.org.uk/topics/contraception

Leaflet on Chlamydia https://www.bashhguidelines.org/media/1133/ct-pil-screen-oct-2016.pdf

Professional resources

FSRH

IUD guidelines https://www.fsrh.org/standards-and-
guidance/documents/ceuguidanceintrauterinecontraception/

Emergency Contraception https://www.fsrh.org/documents/ceu-clinical-guidance-emergency-
contraception-march-2017/

Implant https://www.fsrh.org/documents/cec-ceu-guidance-implants-feb-2014/2fsrh-guideline-
progestogen-only-implant-feb-2021.pdf

PCWHF https://pcwhf.co.uk/resources

BASHH for STl guidelines https://www.bashh.org

Copper Coil (IUD) Mirena Coil (1US) Kyleena coil ( 1US)

Non hormonal - Copper ~ Hormonal — Levonorgestrel Hormonal — Levonorgestrel 19.5mg

52mg
Contraception Contraception

Contraception or HRT or
Treatment HMB

Lasts 5 — 10 years
depending on brand

Lasts 5 years

Contraception & HMB -lasts Amenorrhoea/ lighter periods
Periods can be 8 years ; .
heavier/longer/more (p955|bly more bleeding days than
crampy HRT- lasts 5 years lETE)

No hormonal side effects Amenorrhoea/lighter periods Can have progesterone side effects

99% + effective

99% + effective Can have progesterone side
effects Smaller therefore potentially
99% + effective easier to fit compared to mirena

COMPLICATIONS FROM COIL INSERTION

Bleeding Refer to Breakthrough Bleeding Trouble Shooting
Treatment abx and no improvement 72hrs consider removal. Refer GUM

Lost threads Refer to Gynae opd / Family planning service for USS to confirm in situ. Do
pregnancy test, consider emergency contraception and alternative
contraception in meantime.

Remove if partially expelled. Consider emergency contraception and
providing alternative contraception — See EC Algorithms Here & Here

Perforation Depends on clinical picture of patient as to management. Ultrasound scan and
then, if indicated, a plain abdominal and pelvic X-ray should be arranged as
soon as possible. Alternative contraception.



https://www.fpa.org.uk/professionals/resources/
https://www.brook.org.uk/topics/contraception
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https://www.fsrh.org/documents/ceu-clinical-guidance-emergency-contraception-march-2017/
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https://pcwhf.co.uk/resources
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EMERGENCY COILS

* Belfast Trust 028 9504 5500 Monday to Thursday 09:00-11:30,
13:30-15:30 Friday 09:00-11:30

* South Eastern Trust 028 9041 3796 Monday, Tuesday, Thursday
and Friday from 09:00-12:30

* Southern Trust 028 3756 2200 Monday + Wednesday, 9-12:30
and 13:30-15:30, Friday 09:30-12:00 or
contraception@southerntrust.hscni.net

* Western Trust 028 7132 1758 (Brae Clinic) Monday — Friday
09:00-17:00

* Northern Trust 028 2826 6163 9:00-1:30pm, Monday to Friday



mailto:contraception@southerntrust.hscni.net
mailto:contraception@southerntrust.hscni.net

TOP TIPS FOR STARTING INHOUSE COIL
FITTING SERVICE

Adhoc fitting clinic verses procedure booked

. . Human Resources
clinic

Procedure clinic preferable as: eHave you right number of fitters trained for
the practice population

eHave you trained chaperones/assistants
eTraining for admin staff
eEnsure succession planning

*Provide a safer environment
Sufficient time

*Allocated assistance/chaperones
eAdequately resourced environment
eGeneral more patient friendly

e 1 month before

*Order Stock
*Book chaperone
eSet up clinic in the system, any protocols and a waiting list

e 1 week before

eCheck stock in place

e 1 day before

eContact patients on list to confirm attending and can have coil fitted
eEnsure room all set up
eCheck chaperone/assistant available and happy with procedure/emergencies

Suggested equipment includes but not limited to: Teales vulsellum ( metal disposable), disposable
uterine sounds, instillagel, variety of sizes of speculums, dilators, mayo scissors ( 17cm), Spencer
Welles forceps (17cm), IUD/IUD devices



https://docs.google.com/forms/d/e/1FAIpQLSdfOlV0DNIpw1g6CEwwzFGI397ZL3P3lawUfUB84n1BIDEBLg/viewform?usp=sf_link

NFsrH

Decision-making Algorithms for Emergency Contraception
Algorithm 1: Decision-making Algorithm for Emergency Contraception (EC):
Copper Intrauterine Device (Cu-lUD) vs Oral EC

Currently <120 hours

since last UPSI?

Z 1
No Unknown

' N

Currently =5 days after | Currently =5 days after
earliest likely date of earliest likely date of
ovulation? ovulation?

] | P 3 1
Yes or No Yes No or
unknown unknown

Additional UPSI this
cycle, >120 hours ago?

Yes No or
unknown

Currently =5 »Offer Cu-lUD «Offer Cu-lUD -Offer oral EC*
days after «If not «If not and suitable
earliest likely acceptable, acceptable, ongoing
date of offer oral EC* offer oral EC* contraception
ovulation? and suitable and suitable
; ongoing ongoing
contraception contraception
«Offer Cu-lUD =Oral EC
*Oral EC unlikely to be
Yes No or unlikely to be effective

unknown effective
«Offer suitable «Offer suitable

quick start quick start
contraception contraception

«Offer Cu-lUD sConsider

*If not pregnancy test *For choice of oral EC see Algorithm 2.
acceptable, if UPSI this

offer oral EC* cycle, more than Note that there is no evidence that oral
and suitable 21 days ago EC is effective if ovulation has already

ongoing occurred.
contraception =Offer oral EC*

and suitable Cu-lUD - copper intrauterine device

ongoing g EC - emergency contraception
contraception UPSI - unprotected sexual intercourse

X
Copyright ©Faculty of Sexual and Reproductive Healthcare 2017



NFsrH

Algorithm 2: Decision-making Algorithm for Oral Emergency Contraception (EC):
Levonorgestrel EC (LNG-EC) vs Ulipristal Acetate EC (UPA-EC)

The Cu-lUD is the most effective form of EC. If criteria for insertion of a Cu-lUD

are not met or a Cu-lUD is not acceptable to a woman, consider oral EC.

1
No or unknown

v

Last UPSI <120 hours ago?

— I
Yes -

UPSI likely to have taken place <5 days
prior to the estimated day of ovulation?

Yes or unknown

Yes or unknown No ;

Oral EC unlikely to be effective.

= Reconsider Cu-lUD if currently

" BMI >26 kg/m® or weight >70 kg
> T | within 5 days after likely ovulation

or

» Immediate QS only

NOTE THAT ORAL EC IS UNLIKELY TO BE EFFECTIVE IF TAKEN AFTER OVULATION

! ! 1 v

= UPA-EC* = UPA-EC* * LNG-EC™ = UPA-EC*
+ start contraception after + start + immediate QS + start contraception after
5 days contraception 5 days

after 5 days or

= Reconsider Cu-lUD if all * LNG-EC unlikely to be

UPSI within 120 hours or if or » UPA-EC* effective.

currently within 5 days + start

after likely ovulation * Double dose contraception » Reconsider Cu-lUD if all
(3 mg) LNG-EC after 5 days UPSI within 120 hours or if

= If UPA not suitable:
LNG-EC**
+ immediate QS

currently within 5 days after
likely ovulation

+ immediate QS

**Consider double-dose (3 mg) LNG if
BMI >26 kglm2 or weight >70 kg (Section 9.2)
or if taking an enzyme inducer (Section 10.1)

*UPA could be less effective if:

*» a woman is taking an enzyme inducer

(see Section 10.1)

= a woman has recently taken a progestogen

Cu-lUD - copper intrauterine device

EC - emergency contraception

(see Section 10.3)

UPA is not recommended for a woman who
has severe asthma managed with oral
glucocorticoids (Section 11.2)

LNG-EC - levonorgestrel 1.5 mg

Qs - quick start of suitable hormonal
contraception

UPA-EC - ulipnstal acetate 30 mg

UPSI - unprotected sexual intercourse

Copyright ©Faculty of Sexual and Reproductive Healthcare 2017




GPES Gynaecology referrals for vaginal pessaries

Patient symptomatic of prolapse and

requires vaginal pessary

Heaviness/bulging/protrusion/dragging

Need to reduce to void

UTI symptoms — recurrent
UTI/frequency/urgency/stress incontinence/poor
stream

Bowel symptoms — obstructed defaecation
Sexual dysfunction

The benefit of pessary insertion includes — relief of
pelvic discomfort, urinary frequency and incontinence,
and avoidance of surgical intervention

Exclusion criteria for GPES Clinic
Undiagnosed vaginal bleeding

Active vaginal infection

Pelvic inflammatory disease
Immobile or housebound patients

Cognitive impairment

Links to further educational information/webinar

NICE Guidelines https://www.nice.org.uk/guidance/ng123

NHS patient information https://www.nhs.uk/conditions/urinary-
incontinence/treatment/

https://www.nhs.uk/conditions/urinary-incontinence/surgery/

Pelvic floor exercises (leaflet attached)

What is prolapse ( leaflet attached)
Link to webinar

Vaginal Oestrogen

When to refer to gynaecology
Grade 3 prolapse
Procidentia
Complex pessaries ie gelhorn
Failed ring pessary
Evidence of TVT failure in vaginal wall

Evidence of fistula formation

Troubleshooting for pessaries

Falls out (especially with posterior
prolapse)v- resize

Uncomfortable -not suitable for pessary
Discharge — rule out infection, encourage
vaginal oestrogen

Bleeding — remove, use vaginal oestrogen
for 4-6/52, review

Urinary retention - remove

Pessary gets stuck -use 4/52 vaginal
oestrogen & try again

Bladder problems worsen —remove,
needs urology referral

Uterine Prolapse

=) \{f\ v \Y

Nt e e e

First Degree — descends halfway to hymen
Second Degree — descends to hymen

Third Degree — Outside the level of hymen on
straining

Procidentia — Below hymen without straining
descends to hymen

Vaginal oestrogen therapy regimens depend on the vaginal preparation used:
One vaginal tablet (e.g. Vagifem 10mcg tablet ) daily for 2 weeks, then reduced to one vaginal tablet twice weekly.
One applicatorful (e.g. Estriol) daily for 3—4 weeks, then reduced to one applicatorful twice weekly, to be applied at bedtime,

for cream and gel preparations.

One vaginal ring (e.g. Estring ) inserted into the upper third of vagina and worn continuously, to be replaced at 3 months.
Re-evaluate treatment after 12 weeks

Maximum duration of continuous treatment is 2 years.

[Rees, 2009; NICE, 2019; Ayres, 2020; Joint Formulary Committee, 2020; Stephens, 2020]



https://www.nice.org.uk/guidance/ng123
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https://www.nhs.uk/conditions/urinary-incontinence/surgery/

PRESENCE OF HEAVY CYCLICAL LOSS OVER 3 OR MORE CONSECUTIVE CYCLES

PROVIDE INFORMATION TO WOMEN (NICE’S INFORMATION FOR THE PUBLIC)
AND DISCUSS TREATMENT OPTIONS

Patient reports heavy menstrual
bleeding

History
Physical examination (abdomen and
pelvis)
Discuss contraceptive needs
FBP, COAG +/- TFTs if indicated
Smear if due & BMI

Discuss and agree treatment options taking into account
patient preference and risk factors

1t line treatment
Levonorgestrel releasing IUS - available at Gynae GPECs
service
Providing long-term use is anticipated (at least 12m)

2" ine treatment
(unless contraindications present) or whilst awaiting
appointment for IUS insertion
Tranexamic acid - 1g tds for up to 4 days starting with
menstruation*A plasminogen- activator inhibitor, it inhibits
dissolution of thrombosis that leads to menstrual flow.
Decreases menstrual flow by up to 50%

NSAID ibuprofen (400mg tds) / Naproxen(250-500mg
bd)*inhibits prostaglandin synthesis, reduces menstrual loss
by approx. 25% in 75% of patients
COCP suppresses production of gonadotrophins and is
thought to reduce menstrual blood loss by up to 50%
Review after 3 cycles and stop if no improvement

RED FLAG referrals

3" line treatment
Norethisterone 5mg tds day 5 to 26 or
Injected medroxyprogesterone — Depo — Provera (150mg
within 1st 5 days of cycle every 12 weeks)
Review after 6 months and refer secondary care if no
improvement



https://nican.hscni.net/wp-content/uploads/2019/06/Northern-Ireland-Referral-Guidance-for-Suspected-Cancer-2.doc.pdf

GPEC GYNAECOLOGY INFORMATION FOR HMB

REFERRALS

Essential information:

* Age if patient? (<45years or > 45years)

* Duration of symptoms (if ongoing for prolonged time vs new onset and advancing age)
* How debilitating the HMB is?

* BMI

* Red flag symptoms warrantin% onward referral — IMB/PCB/pelvic pain, pressure or mass — Please refer
using Red flag Gynae CCG protocol. Gp elective Care services are unable to accept red flag referrals

High risk factors:

* High BMI - a study - American cancer society- in comparison with women who stay at healthy weight,
endometrial cancers twice as common in overweight women- BMI 25-29, and more than 3 times in obese
women BMI>30. Endometrial Cancer Risk Factors

* Age>45
* IMB or PCB
* Type2dm

* Fibroids >3cm

* Pelvic pain or pelvic pressure symptoms
* Pelvic mass

* PCOS

* Tamoxifen use

* Late menopause

* FHx breast, colon, endometrial ca

Examination

* A ho HMB without other related symptoms ( IMB, PCB, pelvic pain or pressure, histological abnormality,
adenomyosis or fibroids) do not require a pelvic exam but can be offered conservative management first

* A ho HMB with other related symptoms should have a pelvic exam before referral

* A pelvic exam will obviously be undertaken prior to IUS insertion

Hysteroscopy

* Refer women to local hospital gynae service jf history suggests submucosal fibroids, polyps or endometrial
pathology (ie they have persistent IMB or risk factors for endometrial pathology)

uss

Refer to local hospital gynae service / radiology (where available)for USS if
* Uterus palpable abdominally

* Examination suggests a pelvic mass

* Examination is inconclusive or difficult ( if patient is obese)0

* Transvaginal USS ( gynae referral) is more suitable if uterus is bulky and tender or history of significant
dysmenorrhea(suspect adenomyosis


https://www.cancer.org/cancer/endometrial-cancer/causes-risks-prevention/risk-factors.html

TROUBLE SHOOTING BREAKTHROUGH BLEEDING (BTB) ON

CONTRACEPTION

DISEASE- INFECTION/ MALIGNANCY.

eConsider examining the cervix.
eTesting for Chlamydia/Gonorrhea

DISORDERS OF PREGNANCY- ECTOPIC, MISCARRIAGE, RETAINED

PRODUCTS

ePregnancy test/USS

DEFAULT-COMPLIANCE

*BTB may be triggered 2 or 3 days after a single missed Pills episode and may be
persistent thereafter

DIARRHOEA AND VOMITING.

eDiarrhoea has to be exceptionally severe.

DRUGS- ENZYME INDUCERS/SMOKER.

*BTB has been shown to be statistically more common in young smokers.

DURATION- PERSEVERE/ CHANGE BRAND/LARC/ DEPO-

PROVERA?

*BTB after starting on any new formulation may settle, if the Pill taker perseveres for 3
months. The opposite may occur during tricycling or other sustained use, namely that
the duration of continuous use has been too long for that woman’s endometrium to be
sustained, in which case a bleeding- triggered break may be taken.

DISTURBANCES OF ABSORPTION.

*Rare- after gut resection.

DOSE (PHASIC)

eAfter the above have been excluded, it is possible to try
- A phasic Pill if the woman is receiving monophasic treatment
-Increasing the progestogen then (maybe) the oestrogen dose.

-A different progestogen — some evidence a Gestodene/ Desogestrel and Norgestimate
give better cycle control than Levonorgestrel Pills.

-Contraceptive guidelines - Resource



https://westessexccg.nhs.uk/your-health/medicines-optimisation-and-pharmacy/clinical-guidelines-and-prescribing-formularies/07-obstetrics-gynaecology-urinary-tract-disorders/2726-contraceptive-prescribing-guidelines/file

OVERDUE DEPO-PROVERA

UPSI Since Expiration

Give next injection Day 85 -98 (14th WEEK)
7 Days Abstinence / - GIVE NEXT INJECTION
Extra precautions -ADDED PRECAUTIONS FOR 7 DAYS
- PREGNANCY TESTING RARELY HELPFUL

Day 98 -> Ongoing

Earliest UPSI in the Last 5 Days

Likely to be more than 5 days since ovulation

Willing to abstain / use extra precautions

=

Preg test D21 if
Neg Give DEPO

Pregnancy Test Neg

Offer Emergency Contraception

Emergency Copper Coil
Give DEPO at insertion

Leveonelle Ella One

Give Next DEPO Delay DEPO for 5
days

Pregnancy test at D21 Post UPSI

Ongoing Contraception
Remove coil D21 if preg Test Neg




CONTRACEPTION & HRT FOR 40+

General rules

If over 50, Conrtaception needed 1 year after LMP

If under 50 contraception needed for 2 years after LMP
In general all women can cease contraception aged 55

Combined OCP
Can be used in eligible
women
Check
Contraception
Relief of menopausal
symptoms
Prevention of bone
mineral density loss
DO NOT USE WITH HRT
Switch to Progesterone
Only method of
contraception age over 50

Mirena
offers contraception
until menopause and
endometrial protection
for 5 years

Sequential HRT

Not a method of Contraception
So ADD

NEXPLANON

!

No increased risk of VTE,
CVA, Ml or Loss of BMD

UKMER Summary

N

Over 50 so
counsel on
alternative

Table 2 Recommendations re stopping contraception

contraceptive
[Table 8 of FSRH Guideline 20174, with some JG edits]

cover due to

Contraceptive Age 40-50 years | Age >50 years
method p . 1 2 v effects on BMD
Non-hormonal Stop FP after 2 Plan A: Stop FP after
(Barrier or IUD) years of 1 year of amenorrhoea
amenorrhoea
CHC Can be continued Stop at age 50 with no
[IF zero risk testing & switch to a non-
factors] hormonal method or
IMP/POP/LNG-IUS, then Offers contraception until
follow appropriate advice: .
ie Plan B or Cl menopause for 8 years & Endometrial
DMPA im or sc Can be continued Stop by age 50 with no protection for 5 years
(WHO 2). test & switch to a non-
But stop if FSH hormonal method or
is > 30 IU/L, pre- IMP/POP/LNG-IUS, then
next dose follow appropriate advice:
Plan B or Cl
(IMP Can be continued | Plan B Stop at age 55
(POP to age 50 and when natural loss of Add Oest rogen On Iy HRT
(LNG-IUS beyond fertility can be assumed

for most women**.

IF a woman wishes to
stop any of these FP
methods over 50 but
before age 55,
consider Plan C:

Plan C FSH level can be
checked while on method:
If FSH level is >30 IU/L,
after | final year the woman
may discontinue her
hormonal FP; but must
report IF against expectation,
she has any later bleed.
However:

If FSH level is <30 IU/L
the method should be
continued and FSH level
checked again in 1 year.

© Faculty of Sexual & Reproductive Healthcare August 2017



https://www.fsrh.org/standards-and-guidance/documents/ukmec-2016-summary-sheets/

RED FLAG SYMPTOMS FOR GYNAECOLOGY
Symptoms suggestive of gynaecological cancers.

Symptom Referral recommendation

Appearance of cervix
consistent with cervical
cancer

Blood glucose levels high with
visible haematuria in women
age 55 years and over

Haemoglobin levels low with
visible haematuria in women
age 55 years and over

Haematuria (visible) with low
haemoglobin levels or
thrombocytosis or high blood
glucose levels or unexplained
vaginal discharge in women
age 55 years and over

Post-menopausal bleeding in
women age 55 years and over
(unexplained vaginal bleeding
more than 12 months after
menstruation has stopped
because of the menopause)

Post-menopausal bleeding in
women age under 55 years
(unexplained vaginal bleeding
more than 12 months after
menstruation has stopped
because of the menopause)

Thrombocytosis with visible
haematuria or vaginal
discharge (unexplained) in
women age 55 years and over

Cervical

Endometrial

Endometrial

Endometrial

Endometrial

Endometrial

Endometrial

Consider a suspected cancer
pathway referral (for an
appointment within 2 weeks)

Consider a direct access
ultrasound scan

Consider a direct access
ultrasound scan

Consider a direct access
ultrasound scan

Refer women using a
suspected cancer pathway
referral (for an appointment
within 2 weeks)

Consider a suspected cancer
pathway referral (for an
appointment within 2 weeks)

Consider a direct access
ultrasound scan



BELFAST TRUST HRT CLINIC - ‘STARTING TREATMENT’ GUIDE

HYSTERECTOMY OR MIRENA IUS < 5y NO HYSTERECTOMY
\ / COMBINED OESTROGEN & PROGESTAGEN
OESTROGEN ONLY ’
. . LMP < 1 YEAR LMP > 1 YEAR
Oestradiol .
ORAL TRANSDERMAL ' COMBINED SEQUENTIAL HRT CONTINUOUS COMBINED HRT
Progestagen 12-14 days/mth Low dose daily progestagen
: , . NO BLEED
Choose transdermal HRT . MONTHLY BLEEDS But staining common 15t 4-6mths
if BMI>30 or VT risk '
Zumenon 1mg, 2mg
ORAL ORAL
Elleste Solo 1mg, 2mg
PATCHES ' Femoston -1/10 - 2/10 1MG OESTRADIOL
- Kliovance
Evorel 50, 75,100 ng . Elleste Duet -1mg,*- 2mg Femoston Conti 1mg
Estradot 50, 75,100 pg .
Indivina 1mg/2.5mg, 1mg/5mg
Estraderm Mx 50, 75, 100 pg Novofem 1mg* Bijuve - Body identical
2MG OESTRADIOL
Oestrogel 1or 2 measures . Kliofem */ Elleste Duet Conti*
e Sandrena 1mg or 2 mg . Indivina 2mg/5mg
PATCH
SPRAY Lenzetto 1.53mg . Evorel Conti _
1-3 sprays daily . Femseven Conti
.-u i
BODY IDENTICAL HRT- Bijuve (oral) Different Progestagens

- . . Norethisterone in Kliovance, Kliofem, Novofem, Elleste Duet & Evorel conti/sequi
or Oestradiol patch or gel + Utrogestan (if uterus intact) Dydrogesterone in Femoston

200mg 12 days per month sequential Medroxyprogesterone acetate in Indivina Micronised Progesterone in Bijuve
100mg daily - continuous (irreqular bleeding common)

* both tablets contain the same oestrogen & progestagen at same doses






