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ABSTRACT
Introduction

GP-led clinics in acute hospitals are uncommon. This service evaluation examines
the GP-led Gynaecology Clinic established at the National Maternity Hospital
(NMH) jointly by the Master and the Women’s Health Programme of the Irish
College of General Practitioners (ICGP). The aims were to provide a prompt service
for women and training opportunities for GPs and GP registrars.
Methods

A multi-modal service evaluation was undertaken for the first full academic year
of operation (October 2014–September 2015). This included a clinical audit of all
patients seen, postal patient satisfaction survey, on-line trainee survey and semistructured interviews with staff and NMH and ICGP sponsors. Data were entered
and analysed on Sphinx® software. The ICGP Research Ethics Committee provided
ethical approval.
Results

291 women were seen in one year. 52% had an IUCD inserted at first visit. 83.5%
were treated and discharged to their GP (84% of those after one visit), 13% were
referred to Gynaecology outpatient clinic (68% of those at first visit), 2.5% did not
return for planned review and outcome was unknown in 1%. Patient satisfaction
survey showed high levels of satisfaction with clinical care but concerns about
the infrastructure of the clinic. Trainee feedback was very positive from the
11/16 trainees (69%) who completed the trainee survey. 78% fitted IUCDs under
supervision during their training sessions and respondents described high quality
training with recommendations for further improvements. All six staff members
(4 GPs, 1 nurse and 1 nurse manager) who worked in the clinic during the year
under evaluation were interviewed. Teething problems in establishing the service
were explored and recommendations for further development addressed. Both
sponsors (NMH and ICGP) were interviewed and provided strategic context.
Conclusions

This innovative clinic was effective in managing women with menorrhagia or
requiring management of long-acting contraception. It was positively evaluated
by patients, trainees and staff. The lessons learnt in establishing this clinic
will inform further development of this clinic and provide a framework for
establishing similar clinics around the country.
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CHAPTERS

Chapter 1: Introduction
Long acting reversible contraceptives (LARC) are safe, effective and compliancefree methods of contraception1. In addition, they are more cost effective than
shorter acting methods such as barriers or pills2. The UK Faculty of Sexual and
Reproductive Healthcare provide clinical guidance on intrauterine contraception1.
It is recognised that increasing the uptake of LARC methods will reduce the
numbers of unintended pregnancies2. Furthermore, NICE guidance indicates that
the levonorgestrel 52mg intrauterine system (LNG IUS, Mirena®) is the first choice
of treatment for women with heavy menstrual bleeding to whom hormonal
treatment is acceptable3. There is significant variation in the use of intrauterine
contraception internationally, accounting for less than 2% of all contraception to
more than 40% in different countries4. About 11% of Irish women use intrauterine
contraception5. Contraceptive services for women in the UK are provided by both
community family planning clinics and general practitioners (GPs). The situation
in Ireland is different as GPs are the main providers of contraceptive services in
general and LARC in particular. Core contraceptive services (defined as hormonal
contraception, emergency contraception, intrauterine contraceptive device (IUCD)
advice and sterilisation counselling) are provided by at least 85.6% of GPs6. A more
recent study reports that 65% of GPs provide Mirena fitting in their practices7.
International guidelines recommend specialist training for inserters of LARC1, 2.
Training in IUCD insertion in the UK is regulated by the Faculty of Sexual and
Reproductive Healthcare. In Ireland, training is provided and certified by the Irish
College of General Practitioners. The core curriculum for GPs in training specifies
the following competencies related to LARC:
• Understand the GP’s key role in providing emergency contraception including
LARC
• Assess women’s contraception needs including LARC

• Support a woman to make decisions about contraception in an individualised
manner that takes into accounts her cultural and personal beliefs

• Adopt an evidence based approach to individual women’s contraceptive needs
from early sexual encounters to the menopause8.

Therefore, all GPs who have completed their training programme have a good
theoretical knowledge of LARC. The Irish College of General Practitioners (ICGP)
have developed a programme in LARC training, as part of its remit to encourage
and maintain the highest standards of general medical practice for GP trainees
and GPs who wish to obtain further practical training (Click here). GP trainees
who wish to train to fit LARC devices may apply for the Advanced Certificate in
Contraception (LARC) in their final two years of training. Applicants must already
have completed the Certificate in Contraception. They must then complete an
on-line module and undertake practical training with an ICGP-recognised LARC

<

1.
2.
3.

© ICGP 2017

>

| 3

IRISH COLLEGE OF GENERAL PRACTITIONERS – Establishment of a GP-led Gynaecology Clinic at the National Maternity Hospital: A Service Evaluation

tutor, observing a minimum of two IUCD insertions and undertaking a minimum
of five insertions under the supervision of a LARC tutor. Not all training practices
have a LARC tutor and, hence, some trainees have difficulty in arranging their
practical training. This was one of the factors that prompted the establishment of
the GP-led Gynaecology Clinic at the National Maternity Hospital (NMH), as this
would provide training opportunities for GP trainees and for GPs who wished to
complete their practical training in LARC.
The National Maternity Hospital were interested in developing this initiative
because of their awareness of the nature of referrals to the existing Gynaecology
out-patient clinics and the long waiting times for menorrhagia and complicated
contraception cases. The NMH values the societal contribution of women in this
age group and were eager to improve the service provided to them. In addition,
this was viewed as an important community initiative and also as an opportunity
to expand educational and training support to GPs.
A GP-led Gynaecology Clinic was established at the NMH as a joint initiative
between the ICGP and the NMH. The aims of the clinic are
1.

To provide a service where GPs can refer their pre-selected patients with
menorrhagia or for contraception for a timely fitting of an IUCD or with
IUCD-related complications where such a service is not available to them in
their practice.

2. To be a teaching environment for GPs, providing high quality training for GPs
and GPs in training who wish to learn IUCD insertion technique.
3. To provide prompt access to treatment for patients with menorrhagia
reducing morbidity and reducing hospital out-patient waiting lists.
A clinical audit was undertaken by two of the doctors working at the clinic and
the ICGP Director of Women’s Health of the first year’s clinical activity from March
2014 to February 2015. Summary findings are reported in Chapter 3.
The NMH and ICGP sponsors commissioned an external service evaluation
as they were unaware of any similar initiative nationally and they wished to
collect evidence of the reasons for the successful launch of this GP-led clinic, to
disseminate the learning and to further improve the service.
While reviews of the role and effectiveness of GPs in the accident and emergency
department setting in Ireland and internationally were identified in the literature
review for this evaluation9–13 no similar reviews regarding GP-led clinics in
maternity hospitals were identified.
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Chapter 2: Description of the GP-led Gynaecology Clinic
The GP-led Gynaecology Clinic was established to provide clinical services and
training opportunities at the National Maternity Hospital. The clinic began in
March 2014. It runs once weekly, on Wednesday evenings between 17.00 and
19.30. The clinic is led by experienced general practitioners. Four GPs who are ICGP
LARC tutors were recruited to staff this clinic at the outset, and two work each
week. An experienced general practice nurse was appointed to staff the clinic, on
a sessional basis for the first year of operation. Following her resignation, two
Maternity Care Assistants were trained and now staff the clinic. It is supported by
the Gynaecology Nurse Manager and colposcopy nurses.
The clinic takes place in the colposcopy clinic, with access to two consulting
rooms and a small office for administration purposes. All records are paper based.
The NMH operates a strict tracing system for all re-usable instruments used
and the colposcopy nurse at the clinic supervised this initially, and during the
time of this service evaluation. Subsequently, the responsibility has been taken
on by the maternity care assistants who staff the clinic. Disposable speculums/
uterine sounds and dilators are also available. Toothed tenaculums, which are less
traumatic to the cervix, were purchased for use at the clinic.
Indications for being seen at the clinic are
• menorrhagia in women under 45
• lost IUCD threads

• complicated or difficult IUCD insertions in general practice.

There are a number of referral pathways to the clinic. Referrals to NMH
Gynaecology Out-Patient clinics are initially triaged by the Gynaecology Nurse
Manager and then by one of the GPs who run the clinic. Suitable patients are
then offered appointments at the GP-led Gynaecology Clinic. GPs can refer directly
to the clinic using the GP referral form on the National Maternity Hospital website.
Information for GPs and a template referral form have been developed and are
available on the website (Appendix 1). The Social Work Department of the hospital
refer vulnerable women and some hospital consultants refer patients who have
been investigated for menorrhagia at the gynaecology clinic who just require
insertion of an IUCD.
When an IUCD is fitted, women are advised to return to their own GPs for follow
up / IUCD check. If they develop any problems or adverse effects they are also
advised to return to their own GPs for review, in 3–6 weeks for a routine string
check and earlier if they experience any problems. The GP can refer back to the
emergency department at NMH if necessary. The patient is provided with a
patient information leaflet by post at the time that the appointment for the clinic
is sent out to them (Appendix 2).
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Waiting time for a routine appointment was twelve weeks or less in the first
six months of operation and has lengthened subsequently. Urgent referrals
or reviews can be scheduled within three to four weeks when the clinic doctor
triages the referrals. The DNA rate for the first year of operation (March 2014 – Feb
2015) was 17%14. Patient numbers per clinic average about eight, with up to seven
insertions on a busy night.
National Maternity Hospital annual reports for 2014 and 201515, 16 show the
increased number of patients attending the GP-led Gynaecology Clinic and allow
comparison of DNA rates with the Gynaecology out-patient clinics (Table 2.1).
TABLE 2.1: Numbers attending NMH Gynaecology out-patient clinics and GP-led
Gynaecology clinic with DNA rates, 2014 and 2015

NMH Gyn OP clinics

GP-Led Gyn clinic

*March – December 2014

2014

2015

New patients

3121

3464

Follow up

6034

4624

Total

8183

8088

DNA rate

17.5%

20.7%

New patients

165*

334

Follow up

64*

70

Total

229*

404

15.5%*

19.8%

DNA rate

The aim in clinical management is to minimise the number of visits per patient
to the clinic and the majority of women are dealt with at one visit to the clinic.
Patients generally bring their own device with them, prescribed in advance
by their GP. Devices, where clinically indicated, are inserted if a woman is
menstruating, using bridging contraception or has abstained from sex, consistent
with UK guidelines1. The doctor completes the ICGP Counselling and Fitting
protocols forms for all women and these are labelled with the patient details and
filed in the patients chart (Appendix 3). The fitting protocol includes a check list
to rule out pregnancy at the time of fitting. In addition, all patients have a near
patient HCG test done prior to insertion. Chlamydia swabs are taken on high risk
patients. Patients can be referred for ultrasound within the hospital if clinically
indicated. However, the waiting time for such scans is long. The GPs running
the clinic can do pipelle biopsies, if indicated clinically. There is a designated
consultant gynaecologist who will see patients in her clinic if gynaecology
specialist opinion is required. Patients who have an IUCD inserted are advised to
attend their own GP for a six week post insertion check-up. Letters are sent to the
patient’s GP at the end of treatment.
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Trainees wishing to attend the clinic apply on line at the ICGP website and there
are strict application criteria. Trainees who have previous experience in insertions
are deemed suitable to attend for active training. Less experienced trainees are
invited to attend in an observer capacity only.
Funding from the ICGP LARC Programme provided the doctors from March 2014
to October 2015 and provided the sessional practice nurse at the clinic for the
first year and the National Maternity Hospital provided clinic space and nursing
support for the clinic. The ICGP LARC programme had received unrestricted
educational grants from Bayer Healthcare to fund the establishment of the clinic.
The National Maternity Hospital funds the clinic since October 1st 2015.
Two of the clinic doctors and the ICGP Director of Women’s Health undertook
an internal clinical audit of the first year’s activity (March 2014–Feb 2015). A
total of 279 clinical encounters were identified, with 199 new patients and 80
follow up visits. One hundred and sixty nine IUCDs were inserted (158 Mirena®,
6 copper IUCD and 5 Jaydess devices). In 24 cases, patients were referred for
device removal only. Thirty four patients were referred for consult only / string
check or review. Thirty ultrasound scans were undertaken, 29 pipelle samples
were taken and 23 patients were referred to the hospital gynaecology clinic14. A
detailed review of 82 patient charts from a six month period within this audit
showed that the majority of patients (86.6%) were referred by their GP, while
11% were referred from in-house at the NMH and two patients were referred by
their social worker. The waiting time for appointment ranged from one to twelve
weeks, with one third of patients seen within three weeks. Indications for referral
were contraception (40%), menorrhagia (36.6%), and lost threads (21%). 65.8% of
patients visited the NMH GP Clinic once, while 30.5% of patients visited twice and
3.7% visited three times. Nearly 21% of patients had an ultrasound test, 11% had a
chlamydia test and just over 7% had endometrial sampling using a pipelle biopsy.
Just over 67% of patients had a Mirena® device inserted at the NMH GP clinic,
while only one patient had a Copper IUD inserted for emergency contraception.
Nearly 32% had a removal of device only. Approximately 72% of patients were
referred back to their GP and 28% were referred to the gynaecology clinic.
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Chapter 3: Methodology
It was agreed that the service evaluation would focus on the first full academic
year’s activity (October 2014 – September 2015) and would include
• Clinical audit of patient charts
• Patient satisfaction survey
• Clinical staff interviews
• Trainee survey

• Sponsors interviews.
Clinical Audit

A clinical audit tool was developed, based on an earlier internal clinical audit
conducted by GP staff, with advice from the ICGP Director of Research (Appendix
4). All medical records for those attending the clinic between 1st October 2014
and 30th September 2015 were identified (n = 291). Relevant data were extracted
from the medical records by an independent doctor/researcher (MQ), scanned to
Sphinx®, verified and analysed by the independent evaluator (AníR).
Patient Satisfaction Survey

Existing patient satisfaction survey instruments, such as the ICGP HIQA patient
satisfaction survey instrument (Click here) and the PSQ-1817 were reviewed but
these were not specific enough to assess patient experience with the GP-led
Gynaecology Clinic. Accordingly, a patient satisfaction survey was designed de
novo (Appendix 5). This was posted out to all 291 women who attended the clinic
between 1st October 2014 and 30th September 2015, with an accompanying letter
jointly signed by the ICGP and NMH sponsors of the project and a FREEPOST
envelope. The survey was anonymous and no reminders were sent. Women
were given the opportunity to seek further information from the independent
evaluator and/or complete the survey by telephone. There was no uptake on
either of these options.
Trainee Survey

A trainee survey designed to assess their experience of the GP-led Gynaecology
Clinic and posted on Survey Monkey®. Trainees during the period 1st October 2014
and 30th September 2015 were identified from the ICGP Women’s Health training
database (n=16) and emailed with explanation of the service evaluation and link
to the online survey.
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Clinical Staff Interviews

The six staff members who worked at the clinic between 1st October 2014 and 30th
September 2015 were identified. The staff during this period consisted of four GPs,
one nurse and one nurse manager. All six agreed to a telephone interview with
the independent evaluator and were provided with broad themes to be explored
in advance of the interview.
Sponsor Interviews

The Master at the NMH and the Director of Women’s Health at the ICGP were
each interviewed by the independent evaluator. They were provided with broad
themes to be explored in advance of the interview.
Research Ethics Committee Approval

The service evaluation was approved by the ICGP Research Ethics Committee in
February 2016.
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Chapter 4: Clinical Audit
Clinical audit standards were identified from the Faculty of Sexual and Reproductive
Healthcare guidelines on intrauterine contraception1. Targets were set at 95%.
STANDARD
Medical and sexual history should be carried out as part of
routine assessment for IUCD to assess suitability for use of
method and need for STI testing
If identified as being at risk of infection, woman should be
tested for Chlamydia trachomatis
Criteria for exclusion of pregnancy should be documented prior
to IUCD insertion

TARGET
95%
95%
95%

Baseline standards were agreed for other elements of the service, based on
findings from the earlier internal audit.
STANDARD
Patient issues to be managed at initial consultation
Patient to be discharged to their referring GP
Patient to be seen within 12 weeks of referral

TARGET
80%
80%
80%

Results of the clinical audit are reported here and the comparison to clinical
standards and previous audit will be reported in Chapter 9.
Two hundred and ninety one patients were identified who had attended the clinic
between 1st October 2014 and 30th September 2015. The majority of patients (81%,
236 patients) attended the clinic on one occasion with 52 (18%) attending twice and
three (1%) attending on three occasions. This represents 346 consultations in total.
Age Profile of Women Attending

The age range of those who attended the GP-led Gynaecology Clinic was from 17 to 55
years, with a mean age of 38.6 years (Table 4.1). The age was not recorded in four cases.
TABLE 4.1: Age profile of women attending
AGE (Y)
under 20
20–29
30–39
40–49
50 and over
Unknown
TOTAL

<

1.
2.
3.

FREQUENCY
6
37
92
138
14
4
291
© ICGP 2017
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Month of Attendance

Initial attendances at the clinic were distributed throughout the year (Table 4.2).
Repeat attendances were not included in this analysis.

TABLE 4.2: Month of attendance
MONTH

FREQUENCY

PERCENTAGE

Oct 14

22

7.6

Nov 14

15

5.2

Dec 14

12

4.1

Jan 15

17

5.8

Feb 15

21

7.2

Mar 15

20

6.9

Apr 15

25

8.6

May 15

27

9.3

Jun 15

32

11

Jul 15

33

11.3

Aug 15

27

9.3

Sep 15

40

13.7

TOTAL

291

100

Source of Referrals

The majority of women (274/291, 93.4%) were referred by their GP, with 11 (3.8%)
referred from consultants at the NMH and five (1.7%) referred by the Social Work
department. The source of referral was unknown in two cases (0.7%).
In the case of the 274 GP referrals, 57.7% (158/274) were referred in to the
Gynaecology outpatients and 42.3% (116/274) were referred directly to the GP-led
Gynaecology Clinic. The majority of GP referrals (78.8%, 216/274) were by letter
and the remaining 21.2% (58/274) used the referral template.
In the case of the GP referrals directly to the GP-led Gynaecology Clinic, 57.8%
(67/116) were referred by letter and 42.2% (49/116) used the GP template
specifically designed for such referrals.
Waiting Time from Referral to Clinic Attendance

The waiting time from referral to clinic attendance ranged from 2 to 38 weeks,
with a mean waiting time of 10.7 weeks (Table 4.3). 70% of the patients were seen
within twelve weeks. The waiting time could not be ascertained in 16 cases.
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TABLE 4.3: Waiting time from referral to attendance at clinic
WEEKS WAITING
4 or less
5 to 8
9 to 12
13 to 16
17 to 20
More than 20
Unknown
TOTAL

FREQUENCY
44
81
79
52
10
9
16
291

PERCENTAGE
15.1
27.9
27.1
17.9
3.4
3.1
5.5
100

Reason for Referral

The most common reasons for referral were contraception and lost threads, each
accounting for 31.6% of referrals (Figure 4.1).
FIGURE 4.1: Reason for referral to GP-led Gynaecology Clinic
No. % obs.
24.4%

Menorrhagia

71

24.4%

Contraception

92

31.6%

31.6%

Lost threads

92

31.6%

31.6%

Other

29

10.0%

Not known

11

3.8%

Total

10.0%
3.8%

291

Investigations at Initial Consultation

Overall, 72 (24.7%) women had ultrasound investigations associated with their initial
consultation. Forty four of these (61.1%) had been performed prior to attendance
at the clinic with the remaining twenty eight (38.9%) ordered at the initial
consultation. Sixteen patients (5.5%) had a pipelle biopsy at the initial consultation.
One hundred and forty one of the 150 women (94%) who had an IUCD inserted
at the initial consultation had a documented chlamydia risk assessment in
their medical record. In 135 cases (95%) the risk was assessed as low. All six who
were assessed to be high risk had chlamydia tests taken. Four of the six had
documented results in the chart. All were negative. In addition, four low risk
women had chlamydia tests taken. Two of these four had documented negative
results in the chart. Therefore, there were 10 chlamydia tests taken in total with
six documented negative results. In the remaining four cases no result was
available in the chart.
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Profile of Patients with IUCDs Fitted

One hundred and fifty women (51.5% of total) had an IUCD inserted at the initial
consultation. The majority (91.3%, 137/150) were Mirena® coils and the remaining 13
(8.2%) were copper coils. Fifty nine of 150 cases (39.3%) were IUCD changes with a
device removed at the same time. A further ten women (3.5%) had IUCDs inserted
at a subsequent visit.
The criterion used to exclude pregnancy was documented in 148 of the 150 cases
(98.7%) where an IUCD was inserted (Table 4.4).
TABLE 4.4: Criteria to exclude pregnancy at time of IUCD insertion
PREGNANCY RISK ASSESSMENT

Current IUCD removed at time of procedure

FREQUENCY

PERCENTAGE

37

24.7

7

4.7

2

1.3

59

Bridging contraception

No SI for 3/52 & PT negative

33

Day 1–5 menstruation
Other

12

TOTAL

150

No reason documented

39.3
22
8

100

The majority of the women who had IUCDs fitted were parous (141/150, 94%), seven
(4.7%) were nulliparous and parity was not documented in the remaining two (1.3%).
Fifty six of the 141 parous women (39.7%) had previously had at least one LSCS.
Reasons for not fitting IUCDs at initial consultation

One hundred and forty one women (48.5%) of the total number did not have
an IUCD fitted at their initial visit to the clinic. Reasons for this were evident in
124 cases (Table 4.5). The intention had been to insert an IUCD in 9.2% but the
procedure was unsuccessful. It may also have been intended to insert IUCDs in
some or all of the 8.5% of cases where there was a failure to remove an IUCD.
TABLE 4.5: Reasons why IUCDs were not inserted at initial consultation
REASON

IUCD removal only required
Patient choice

Failed IUCD removal

32

22.8

13

9.2

12

8.5

43

Refer to Gyn for other treatment

12

Not known

17

Other

TOTAL
1.
2.
3.

PERCENTAGE

12

Failed IUCD insertion

<

FREQUENCY

141
© ICGP 2017
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Of the 12 patients where IUCD removal was unsuccessfully attempted at initial
consultation, three were referred to gynaecology out-patient clinic and nine had
the IUCD removed at a second visit to the clinic (four of whom had a new IUCD
inserted at that time).
Of the 13 patients where IUCD insertion was unsuccessfully attempted at initial
consultation, six were referred to gynaecology out-patient clinic, five had the
IUCD inserted at a second visit to the clinic, one was referred back to the referring
GP and one was lost to follow up.
Return visits

The clinic protocol is to refer patients back to their GP for follow up / IUCD check
following IUCD fitting at the clinic. Women are also advised to attend their GP for
review, should they have any problems or symptoms after IUCD insertion. The GP
may refer back to the emergency department at the NMH if necessary.
Fifty five women returned for a second consultation at the clinic and three of
these had a subsequent third visit. Fifty three of the fifty five second visits were
planned at the initial consultation, one was GP-initiated and one was initiated by
the patient herself. The commonest reason for return visit was for IUCD insertion
(Table 4.6).
TABLE 4.6: Reasons for return visits
REASON FOR RETURN VISIT

FREQUENCY

PERCENTAGE

For results of investigations only

15

27.3

For results of investigations and IUCD insertion

3

5.5

For IUCD insertion

18

32.8

For IUCD removal and insertion

7

12.7

For IUCD check

3

5.5

For IUCD removal

7

12.7

Other

2

3.5

TOTAL

55

100

Three patients attended for a third visit, one had an IUCD inserted at this visit and
the other two returned for results of further investigations.
Outcomes of consultations

The majority of patients (70.5%) had their presenting complaint addressed and
management completed at their initial visit to the GP-led Gynaecology Clinic and
were referred back to their GP (Table 4.7). This group also includes those who had
IUCDs inserted who were advised to return to their GPs for routine follow up /
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IUCD checks. Two of these subsequently re-attended (one GP referral and one selfreferral). Of the 57 patients who had a planned return visit, 53 attended.
TABLE 4.7: Outcome of initial consultation
OUTCOME OF INITIAL CONSULTATION

FREQUENCY

PERCENTAGE

205

70.5

Planned return visit

57

19.5

Referral to Gyn clinic

25

8.6

Not known

4

1.4

291

100

Discharge to GP

TOTAL

Fifty five patients attended for a second visit; 53 of these were planned at the
initial consultation, one was initiated by the GP and one by the patient herself.
Again the commonest outcome was discharge back to the GP, with two thirds
of these patients having their management plan completed at this second visit
(Table 4.8).
TABLE 4.8: Outcome of second consultation
OUTCOME OF INITIAL CONSULTATION

FREQUENCY

PERCENTAGE

Discharge to GP

37

67.3

Planned return visit

5

9

Referral to Gyn clinic

12

22

Not known

1

1.7

TOTAL

55

100

Three of the five patients who had a planned third visit attended for it. And all
three were discharged to their GP following their management at that visit.
Trainee present at consultation

In 43% of cases (125/291) a trainee was present at the initial consultation. No
trainee was present in 45% (131/291) cases and it was not possible to establish the
presence or absence of a trainee from the clinical note in 12% (35/291) cases.
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Chapter 5: Patient Satisfaction Survey
The patient satisfaction survey (Appendix 5) was distributed to the 291 patients
who had attended the GP-led Gynaecology Clinic between October 1st 2014
and September 30th 2015. Ninety four completed questionnaires were received,
representing a 32.3% response rate.
Respondent Demographics

The respondents ranged in age from 20 to 56 years with a mean age of 42.26 years
(Figure 5.1).
FIGURE 5.1: Age (years) of respondents to patient satisfaction survey

Almost 70% of respondents had a Mirena (or other coil) fitted and 54% had a
Mirena (or other coil) removed.
Overall, the respondents to the patient satisfaction questionnaire were slightly
older than the general clinic attendees and were more likely to have had a
procedure at the attendance at the GP-led Gynaecology Clinic.
Measures of Satisfaction

A majority of respondents (71.3%) reported that the evening clinic suited them,
with 21.3% expressing no preference and 7.4% not finding this timing suitable
(Figure 5.2).

<

1.
2.
3.

© ICGP 2017

>

IRISH COLLEGE OF GENERAL PRACTITIONERS – Establishment of a GP-led Gynaecology Clinic at the National Maternity Hospital: A Service Evaluation

| 16

Figure 5.2: Response to “Attending an out-patient clinic in the evening rather than
during the day suits me”

More than one third of the respondents (39.3%) indicated that the waiting time
from referral to being seen was too long with 14.9% neutral on this and 45.7%
disagreeing with the statement (Figure 5.3).
FIGURE 5.3: Response to “The waiting time from referral to being seen was too long”

There was a high level of satisfaction with the clinical interaction with the doctor
with 97.9% of respondents indicating that the doctor at the clinic provided clear
explanations (Figure 5.4), 83.6% responding that they had enough time with
the doctor (Figure 5.5), and 93.5% stating that the doctor was thorough and
competent (Figure 5.6).
FIGURE 5.4: Response to “The doctor at the clinic explained things clearly to me”
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FIGURE 5.5: Response to “I did not have enough time with the doctor”

FIGURE 5.6: Response to “The doctor was thorough and competent”

Low levels of discomfort were reported during the consultation and examination
(Figure 5.7). Two respondents (2.2%) felt discomfort and a further two (2.1%) did
not express a view and the remaining 95.7% reported that they were made to feel
comfortable.
FIGURE 5.7: Response to “I was made to feel comfortable during the consultation
and examination”

Overall levels of satisfaction with the doctor’s care were high with 2.2% of
respondents not happy with the care provided by the doctor, 5.4% neutral on this
subject and 92.5% happy with the care (Figure 5.8). The majority of respondents
(91.5%) were happy with their experience at the clinic (Figure 5.9).
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FIGURE 5.8: Response to “I was happy with the care provided by the doctor (GP) at
the evening clinic”

FIGURE 5.9: Response to “Overall, I was satisfied with my visit to the evening outpatient clinic”

Experience of Training

Sixty two per cent of respondents stated that the doctor was accompanied by
a doctor in training, with 31% not having a doctor in training and 7% unable to
remember whether they had (Figure 5.10). The majority (96.4%) of those who
had a doctor in training in attendance were happy to be examined by this doctor
(Figure 5.11).
FIGURE 5.10: Response to “My doctor had a doctor in training at the clinic”
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FIGURE 5.11: Response to “If yes, were you happy to be examined by a doctor who
was receiving training at the clinic”

Free Text Comments

Free text comments were invited under two headings:
• If you were to make a single improvement in this outpatient clinic what
would it be?

• General Comments

Many respondents provided comments under both headings. There was a
considerable degree of overlap in the comments provided in both sections,
primarily in praising the clinical staff but the responses to each question are
presented individually below.
If you were to make a single improvement in this out-patient clinic, what would it be?
There were 50 responses to this question under four main themes.
Generally positive comments (16 comments)

These comments ranged from “very happy overall, no changes required in my
opinion” to positive comments about the staff and the clinic such as “Staff were
fantastic” and “Thanks for a fantastic facility” to statements of satisfaction such as
“I was very happy with the care received and would recommend the clinic highly”
and “I was extremely happy with my visit and wouldn’t change anything”.
Waiting times/ Scheduling (12 comments)

Eleven of these comments related to the length of the waiting time from referral,
which the respondents felt was too long. Examples of two, three and eight
months waiting were given. Two also commented that they had to wait too long
to be seen on the evening they attended. The final comment suggested that
appointments should be available during the day also.
Infrastructure/ Facilities (10 comments)

Two comments related to poor signage to find the clinic within the hospital and
two more noted the absence of staff to log their arrival “I felt anxious I was in
the wrong place”. Two comments suggested a nicer and bigger waiting room,
one commented on the treatment room “Small room and I felt very warm. A fan
might be a good idea. Cup of tea would be nice too.” One suggested facilities on
the ground floor, one suggested having water available at the clinic and the final
comment related to parking difficulties.
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Equipment (4 comments)

Two comments related to non-availability of ultrasound scanning at the time of
attendance at the clinic, one specifically suggested using a gynaecological chair
and the final was a general comment about making more instruments available.
Clinical care (5 comments)

One respondent suggested “maybe just to have a follow up check up” and another
suggested that the patient “should attend the same doctor on the return visit”.
One suggested that “the doctor should know the medical history of the patient”
and one wanted to remind doctors to wash their hands and one requested to “see
doctor again after getting dressed”.

Training (1 comment)

“I do agree that the hospital is a teaching hospital. There should be some
consideration to a patient who does not want a student in during a personal
procedure but feels they have no other choice.”
Miscellaneous (2 comments)

One suggested letting people know the clinic is there and one commented that
we had waited too long to conduct this survey “While my visit was pleasant I have
no memories of what I wish could be better.”

General Comments
There were 54 comments which were overall very positive.
Overall experience (20 comments)

There were twenty positive comments ranging from “I found the clinic
satisfactory” to “I was very happy with the care I got” to “My experience was
extremely satisfactory. Very caring and professional service”.
One comment summarises this theme “Please continue with this service. It is
important and necessary.”
Staff (30 comments)

Specific mention of the staff was the commonest theme in this section, with
the preponderance of comments ranging from positive to very positive. In some
instances the doctors were named or described. The nurse also received a number
of favourable comments. The comments reflected on the clinical expertise,
communications skills and understanding of the clinical staff. The other common
theme was that patients felt they had lots of time and were not rushed. A number
of representative comments are listed below.
“It is an excellent service. I was seen to very quickly, reassured and made to feel
comfortable. Thanks to all the staff involved in clinic.”
“Doctor was very good and made me very comfortable despite a difficult fitting.”
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“Dr [name] was great. She put my mind at ease and managed to remove and fit a
new coil without me needing GA as I have done in the past.”
“Doctor was fab. The Mirena has changed my life. Thanks.”
“Amazing experience. All female GPs who understood when issues arose. I had
complications and went from trainee to highest doctor ...... No-one gave up and all
were highly qualified and positive.”
“I felt really well looked after. I had problems getting my coil in and the doctors
went over and above to help me. Thank you very much.”
“Overall I was quite pleased with the experience. I would gladly recommend this to
everybody. Staff were efficient, explanatory and thoughtful.”
“The doctor was lovely, as was the doctor in training. There was no panic time wise
and all was explained clearly.”
“The nurse and doctors were very nice and made me feel so comfortable. I was
very happy leaving there…"
Four of the thirty comments reveal some level of dissatisfaction and all are listed
below.
“They had problems inserting my Mirena, but could not have been nicer.”
“I was satisfy [sic] with the service provided, however each time I attended the
clinic I saw a different GP.”
“I was told I will be seen by gynecologist, not GP.”
“Original waiting was three months which was too long in my case but luckily
I rang up and got a cancellation. First doctor was unable to insert Mirena so a
colleague was called in. Second doctor rather brusque but got the job done. Quite
painful both times.”
General difficulties (4 comments)

There were four comments on some difficulties encountered.
“It would have been nice to have someone to meet you when you arrive. I knew
that there are signs up but other ladies in the room told me what to do.”
“It was impossible to get the ultrasound appointment and GP appointment to line
up. In the end I had to go private after 6 mo of trying to get the follow up appts
needed. Very disappointed.”
“The only thing I would change is that all women should not have to pay for coil, it
should be free.”
“Until after the coil fitting I did not know how it was going to affect me. I didn’t
have any painkillers and advice to have nurofen or similar ready as well as
transportation home as a side note would have been helpful on the letter.”
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Chapter 6: Trainee Survey
Sixteen doctors attended the GP-led Gynaecology Clinic for training from October
1st 2014 to September 30th 2015. All had been previously approved by the ICGP LARC
Training Programme as suitable to attend for training at this clinic. They were
notified by email of the online survey of their experience of this element of their
training. Eleven responded, representing a response rate of 68.7%.
Five of the respondents were 4th Year GP Registrars and the remaining six were
GPs who have completed their training. Nine of the eleven had previous training
in Mirena insertion, and two had not. This training had been undertaken either
in a GP’s surgery (four) or in an Ob/Gyn post (four) with one indicating “other”
without specifying. No one had undertaken this training at a family planning
clinic. Seven of the nine who had previous training in Mirena insertion indicated
that they had undertaken insertions under supervision and the remaining two
had observed the procedure.
Nine of the 11 respondents indicated how many training sessions they had
attended at the GP-led Gynaecology Clinic. The range was two to seven sessions,
with a mean of 4.1 training sessions.
Trainees were asked to reflect on their training experience at the clinic by
responding to six statements. Ten of the 11 respondents completed this question
(Table 6.1).
TABLE 6.1: Trainees assessment of their training experience at the GP-led
Gynaecology Clinic (n=10)
YES

NO

NOT
SURE

I felt I was ready to insert Mirena/IUCD under
supervision

10

0

0

I had the opportunity to insert Mirena/IUCD
under supervision

9

1

0

The training on Mirena/IUCD insertion at the GP
Gynae clinic was helpful to me

10

0

0

I am more confident in counselling women about
Mirena after the training

10

0

0

I had sufficient training in the sessions I attended

8

1

1

I needed additional training in Mirena fitting
subsequent to my training at the GP Gynae clinic

1

8

0

STATEMENT

Trainees were asked to indicate any additional clinical areas in which they received
training during their training sessions and given a free text box to respond. Nine
of the 11 answered this question and in total gave 16 responses (Table 6.2).
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TABLE 6.2: Trainees additional clinical learning at GP Gynae clinic (n=9)
CLINICAL LEARNING

NUMBER

Thread retrieval techniques

5

Difficult Mirena removals

3

Investigation and management of menorrhagia

2

General contraception counselling

2

Mirena counselling

1

Pelvic examination

1

Pipelle biopsy

1

All GP-based gynae areas

1

Trainees were asked to make up to three recommendations for further developing
the training experience at the GP-led Gynaecology Clinic. Seven of the 11
respondents answered this question, with four making one recommendation
and three making two recommendations, yielding ten recommendations in total
(Figure 6.1).
FIGURE 6.1: Trainees recommendations for further development (n=10)
• More access, more places for trainees (2)

• Allow attendance until a specified number of Mirenas fitted – say 10

• Opportunity to insert without direct supervision, with supervisor available
• Feedback at each session

• Just one trainee at each session

• Include implanon training so full cert can be obtained
• Refresher sessions

• Copper coil insertion

• Trainees who have prior experience but no LARC tutor in the practice who
are attending simply for certification should only attend one/two sessions
to free up spaces for others
Given the opportunity to provide any additional comments, six trainees chose to
do so and the tone was overall positive (Figure 6.2).
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FIGURE 6.2: Additional comments
“It was excellent, thank you.”
“Best training I ever received. Superb.”
“I unfortunately found that the women who turned up during my few weeks
were very difficult to fit i.e. attended NMH as their own GPs had had difficulty
fitting their coils.”
“Great idea, run by enthusiastic trainers. Would be great to see it rolled out to
other hospitals.”
“It might be helpful if the trainee was assigned to specific supervisor and to
attend on the weeks that they are assigned to clinic as in a 4 week block there
may be a different GP each week.”
“I found the clinic very helpful and am now regularly inserting coils. I would
not have been able to get trained up adequately without the clinic so I was
delighted with it.”
Finally, trainees were asked if they had further practice in Mirena insertion
following their training session and ten of the 11 indicated that they had. One did
not answer this question. This had taken place in the GP surgery in all ten cases.
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Chapter 7: Staff Interviews
Semi-structured interviews were undertaken with the four GPs, the nurse and the
nurse manager who worked at the GP-led Gynaecology Clinic between 1st October
2014 and 30th September 2015. These were undertaken by telephone, with a semistructured format. Interview duration ranged from 22 to 60 minutes. Reports
were compiled immediately after each interview, based on contemporaneous
notes. All six clinicians with direct involvement with the clinic were interviewed.
These were four GPs, the clinic nurse and the NMH nurse manager with
responsibility for the clinic. Three no longer work at the clinic (two GPs and the
clinic nurse). The GP interview reports were combined in a composite report.
Interviewees were provided with draft reports for correction of factual errors.
Reports of the staff interviews are included at Appendix 6. The precise role of each
interviewee was established at the start of the interview and eight key themes
were explored over the course of the interviews.
Overall experience of working at/with the clinic

All six reported a positive experience of working at the clinic. The GPs welcomed
the opportunity to further develop their special interest in this area of women’s
health and appreciated the collegiality of working with colleagues who share
that interest. All reported a general welcome from other hospital staff for the
new clinic, with a few exceptions. All were aware of the initial differences
between hospital and GP approaches, in the clinical and administrative areas.
The administrative difficulties related primarily to differences in medical record
keeping. GP practice record keeping is computerised and it is paper-based at the
hospital. The new clinic initially had no secretarial support. The doctors were
required to handwrite the letter back to the referring GP and photocopy this
for inclusion in the patient’s hospital chart. Subsequently, the doctors were
able to dictate letters which was reported as an improvement. Some clinical
differences between GP and hospital practice were also identified. GPs primarily
use disposable instruments whereas the hospital uses sterilisable instruments
processed through CSSD with an appropriate track and trace system. GPs use
near patient testing, for pregnancy tests for example, whereas hospital pregnancy
tests are sent to the laboratory. The hospital initially stocked fewer sizes of
vaginal speculums and a more limited range of tenaculums than the GPs were
accustomed to using in the GP setting.
Clinical workload

All staff identified the increasing demand and the busy nature of clinic. The
administrative difficulties described above took away from patient contact
time for the clinic nurse and the doctors. Tasks were completed because of the
flexibility of all clinic staff and their willingness to stay on until the work was
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complete. As the demand increased and the cases became more complex, the
number of appointments for each clinic was reduced. This resulted in longer
waiting times for appointments and limited the training opportunities. The
difficulties in offering same-day ultrasound scan were described.
Patient triage

The GPs and the nurse manager described the triage process. Initial triage of
referral letters/templates is undertaken by the nurse manager and one of the
GPs will then assess for suitability for the clinic and order further investigations
if these are necessary before attendance at the clinic. All agreed that this process
works well.
Structure of the clinic

The nurse manager reported that the evening clinic works well for patients but that
it poses problems for hospital staff. The GPs and clinic nurse describe infrastructural
constraints, cramped and stuffy rooms, one with no sink and one with inadequate
ventilation. The rooms were reported to be too small for fitting IUCDs and much
too small for an effective training experience. The GPs also described the challenges
and delays in implementing simple changes, such as the stocking of a greater
range of sizes of speculums in the hospital setting, compared to the GP setting. The
difficulties for women in finding the clinic were also described.
Training at the clinic

All five clinical staff working at the clinic commented that the complexity of
cases at the clinic limits the training potential. These cases are not suitable for
inexperienced trainees. Two of the GPs reported informal feedback from trainees
of other clinical skills learnt at the clinic.
Benefits of working at the clinic

All the GPs reported that their skills have improved and they enjoyed having more
time with the patients and the opportunity to interact with hospital services. Their
enthusiasm was summarised by one GP who stated “We do it because we love it”.
The two GPs who no longer work at the clinic report that they became involved
initially because of their interest in training and that they left the clinic when they
felt that the complex caseload significantly limited the training potential. The clinic
nurse, who had considerable prior experience in this area, reported her pleasure of
seeing patients being looked after with a relatively short waiting time.
Opportunity costs

The evening clinic eats in to personal / family time but does not impact on the
nurse’s or doctors’ core clinical hours in general practice. The salary was not the
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incentive for the clinical staff, as one GP who no longer works there reported
that you “…wouldn’t see the loss of earnings as a big hole in my bank balance”.
Other GPs reported that the clinical complexity and expertise required should be
reflected in the remuneration.
Further developments

All see many opportunities to develop this clinic further, at this site and elsewhere.
The two GPs who no longer work at the clinic would be willing to work in such
a clinic in the future. Lack of resources will limit development potential. All
interviewees described the challenge of balancing the training and the service
needs. Specific recommendations about expanding the range of the clinic,
clarifying its range and communicating this to potential GP referrers and patients,
record keeping, follow up arrangements, recruitment and economic evaluation
were provided.
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Chapter 8: NMH and ICGP Sponsors Interviews
Semi-structured interviews were undertaken with the NMH and ICGP sponsors
of this initiative. The interviews were conducted face-to-face, with a semistructured format. Reports were compiled immediately after each interview,
based on contemporaneous notes. Interviewees were provided with draft reports
for correction of factual errors. Reports of the sponsors’ interviews are included at
Appendix 7. The NMH sponsor was the Master of the NMH. The ICGP sponsor was
the Director of the Women’s Health Programme. Six key themes were explored.
Motivation for establishing the clinic

The ICGP suggested the establishment of this clinic as an evolution of its LARC
training programme and the NMH saw it as one way to meet its key strategic aim
to build up gynaecology services within the hospital. Both also viewed this as an
opportunity to improve access and shorten waiting times for women referred
with menorrhagia or contraception needs.
Evaluation of progress in first full academic year (Oct 2014–Sept 2015)

Both report that there were no major problems in establishing the clinic. The
NMH sponsor sees this clinic as a platform for a one stop shop approach to
Gynaecology out-patient appointments. The ICGP sponsor commented on
the rapid evolution into a service providing for complex contraception cases,
as the clinical workload is determined by referrals and triage. The need for
administrative and nursing support for doctors working at the clinic was also
identified.
Experience of the hospital / GP interface

Some differences between the hospital and GP approaches were identified
and the limitations of the infrastructural constraints within the hospital were
acknowledged. The importance of the trust relationship built up at regular
meetings between NMH and ICGP teams was critical in addressing teething
problems.
Governance for the clinic

Both agreed that the clinical responsibility for the clinic rests with the overseeing
consultant (NMH Master during the year under review) with the training aspect
governed by the ICGP (Director of Women’s Health reporting to the Reproductive
and Sexual Health Committee). Patients are advised to return to their referring
GPs for routine review or in case of clinical problems. Should it be necessary they
can be reviewed at NMH within the existing service which provides 24/7 care.
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Sustainability

Both are confident in the sustainability of the initiative. The ICGP sponsor believes
that this depends on the continuing enthusiasm of the LARC tutors who staff
the clinic and the need for nursing and administrative support for them and
appropriate remuneration that reflects the skill of these doctors. The NMH
sponsor sees this as a model for further development in other areas.
Expansion /Development

Both agree that there is an opportunity to expand the training element of the
programme for both GPs in training, young GPs and NCHDs at the hospital. The
ICGP sponsor was conscious of the need to ensure that any expansion should not
result in the deskilling of GPs in the community. Both agreed that this clinic could
serve as a model for other hospitals around the country and that the standardized
processes and support materials could be adapted for other such clinics.
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Chapter 9: Discussion and Conclusions
This service evaluation reviewed the first full academic year of a new GP-led
Gynaecology Clinic at the National Maternity Hospital. It addressed clinical
standards, patient satisfaction, staff feedback and strategic evaluation from
the sponsors, using a mixed methodology with quantitative and qualitative
components. It did not include an economic evaluation.
Clinical Audit

The clinical and other elements of the service audits against the agreed standards
show a good level of care (Tables 9.1 and 9.2). Four of the six standards were
exceeded. The medical and sexual history, to assess suitability for IUCD insertion
and need for STI testing, was documented in 94% and fell just short of the 95%
target. The 12 week target for appointment from time of referral was achieved in
70% and fell short of the 80% target.
It is likely that a medical and sexual history was carried out in all cases but it
was not documented in the clinical note in 6% of cases. Where women were
identified as being at risk of infection, all were tested for Chlamydia trachomatis
(six women). An additional four women who were not assessed as being at risk
were also tested. However, only six of the ten had results of the test documented
in their chart. Reassuringly, all were negative.
While the clinical notes were noted to be generally of high quality it was not possible
to ascertain whether a trainee had been present for the consultation in 12% of cases.
TABLE 9.1: Audit against agreed clinical standards
STANDARD

TARGET

AUDIT

Medical and sexual history should be carried out as part
of routine assessment for IUCD to assess suitability for
use of method and need for STI testing

95%

94%

If identified as being at risk of infection, woman should
be tested for Chlamydia trachomatis (CT)

95%

100%

Criteria for exclusion of pregnancy should be
documented prior to IUCD insertion

95%

98.7%

TABLE 9.2: Audit against agreed standards for other elements of service
STANDARD

<

1.
2.
3.

TARGET

AUDIT

Patient issues to be managed at initial consultation

80%

81%

Patient to be discharged to their referring GP

80%

83.5%

Patient to be seen within 12 weeks of referral

80%

70%
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Several encouraging trends are identified in the comparison with the initial
clinical audit (Table 3). A greater number of patients were seen at the clinic prorata. They were more likely to be referred from a GP, with 42.2% of those referred
directly to the GP-led Gynaecology Clinic using the referral template. The increase
in the proportion needing to attend once for management of the reason for
referral and the upward trend in referral back to the GP on discharge from the
clinic suggest appropriate triage to the clinic and increasing confidence in
management; and supports the philosophy of providing a one stop shop service.
The triage criteria are not documented. The investigation trends cannot be
directly compared as the data from the original audit refers to any investigations
that the women had at any stage during their attendance at the clinic whereas
the numbers for the current audit refer to investigations carried out either prior
to or at the initial consultation only due to differences in the audit collection
tool. Patients and clinical staff reported on the difficulty in having an ultrasound
scan on the same day as the clinic where this is indicated. Where it is possible to
arrange same day ultrasound the woman needs to attend earlier in the day as
scanning is not available during the evening clinic times.
The lengthening waiting time from referral to appointment indicates the demand
for this service and the potential to expand. However, it is also a cause for concern.
The audit figures are supported by comments in the patient satisfaction survey
and the clinical staff interviews, where it is identified as a source of dissatisfaction.
The increasing complexity of the caseload identified in the clinical staff interview
is reflected in the changing pattern of indications for referral and the lower
proportion of IUCD insertions.
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TABLE 9.3: Comparison with previous clinical audit
ORIGINAL CLINICAL AUDIT
(MAR – AUG 2014)

CURRENT CLINICAL AUDIT
(OCT 2014 – SEPT 2015)

Number of charts
audited

82

291

Referral source

GP: 86.8%
In-house NMH: 11%
Social worker: 2.4%

GP: 93.4%
In-house NMH: 3.8%
Social worker: 1.7%
Unknown: 0.7%

Waiting time
from referral to
appointment

Range: 1 –12 weeks
One third seen within 3
weeks

Range: 2–38 weeks
Mean: 10.7 weeks
70% seen within 12 weeks

Indication for referral

Contraception: 40%
Lost threads: 21%
Menorrhagia: 36.6%

Contraception : 31.6%
Lost threads: 31.6%
Menorrhagia: 24.4%
Other: 10%
Unknown: 3.8%

Number of clinic
attendances

65.8% attended once
30.5% attended twice
3.7% attended three times

81% attended once
18% attended twice
1% attended three times

Investigations*

Ultrasound scan: 21%
Chlamydia test: 11%
Pipelle biopsy: 7%

Ultrasound scan: 24.7%
Chlamydia test: 3.4%
Pipelle biopsy: 5.5%

IUCD insertion

69%

55%

Discharged to

GP: 72%
Gynaecology OPD: 28%

GP: 83.5%
Gynaecology OPD: 13%

*not direct comparison
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Recommended Actions:

• Clinical staff should be reminded of the importance of documenting a
medical and sexual history.

• Process should be put in place to ensure that all CT tests sent are tracked
and results placed in patient’s chart after sign off by clinician.

• Clinical note should clearly indicate who had inserted/removed an
IUCD. Where this is a trainee, they should sign and give their MCRN. If
supervised, then it should be countersigned by the LARC tutor.

• Review the continuing relevance of the referral template in light of the
recent introduction of electronic referrals to NMH. Suggest adding an
option to choose GP led IUCD and menorrhagia clinic when sending
electronic referral.

• Review feasibility of scheduling same day ultrasound scans where these
are indicated from the referral letter. For example, reserve last two or three
appointments on the daily schedule if it is not possible to have scans
performed at the time of the clinic.
• Document the triage criteria.

• Closely monitor waiting time from referral to appointment and expand
the service if trend persists.

Communication with Patients

A patient information leaflet (PIL) is sent out to women when they are notified
of their appointments. The leaflet refers predominantly to the insertion of
Mirena® for the management of menorrhagia and does not address contraceptive
indications specifically. It states that it is “more likely” that the woman will be
asked to return for a second visit to have the device inserted. This does not reflect
current practice. It gives a list of possible adverse and side effects. It has no
instructions on analgesia and does not provide any guidance as to how to access
care for routine review or where there are persistent or urgent problems. Part of
the leaflet is laid out in upper case format. This PIL is not currently available on
the NMH website. If it were available electronically patients could access it on
demand and GPs could also signpost it to patients they are referring.
Communication with the patients during their attendance at the clinic was
reported to be of a high quality standard in the patient satisfaction survey. IUCD
Counselling and fitting protocols and consent form are used (Appendix 3).
Just over one third of the patients who returned for a second or third appointment
did so to get the results of investigations and have further procedures if necessary.
However, a minority had further procedures. It is unclear if other media are
utilised to furnish results to patients.
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Recommended actions

• Review and revise the patient information leaflet, ensuring it is compliant
with the current NICE and FSRH guidelines and reflects clinical casemix.

• Make the PIL available on the NMH website.

• Have the PIL available at the clinic to be given at time of consultation to
reinforce verbal advice given.

• Review procedure for communicating results of investigations to patient.
Consider if negative investigations could be communicated by letter or
phone, particularly in the absence of significant findings.

Communication with GPs

There is a clear and concise information leaflet for GPs which is available on the
NMH website with a detailed referral template. Of the direct referrals to the
GP-led Gynaecology Clinic, 42% were made on the template and the remainder
by letter. The information leaflet does not contain any reference to the GP’s
responsibility to provide routine review and review of side effects or possible
adverse effects. Nor does it advise the GP that patients with urgent issues can be
referred back to the emergency service at the NMH.
Discharge letters are dictated by doctors at clinic and typed and posted
subsequently.
Recommended Actions

• Review the relevance of the referral template in light of the recent
introduction of electronic referral to the hospital.

• If the template is to continue in use, add section detailing GP’s
responsibilities relating to follow up care and how to access help.

• If the template is to continue in use, raise awareness of importance of
using it with referring GPs.
• Explore possibility of providing electronic discharge letter.

Training

Sixteen trainees attended at the clinic over the course of the year, attending
between two and seven sessions (mean 4.1 sessions). The ICGP has clear criteria
relating to prior training and experience before trainees are accepted for training
at the clinic. This can be inferred from the application form but is not provided
as a separate document. The trainees report that the training experience is of
a high quality. The trainee survey and feedback from the ICGP Women’s Health
Programme identifies a significant unmet need for such training opportunities,
amongst GP registrars and established GPs.
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The complexity of the cases limits the training opportunities for less experienced
trainees.
Recommended Actions

• Criteria for acceptance for training should be specified on the Women’s
Health Programme section of the ICGP website.
• Criteria for training should be reviewed regularly depending on the
casemix at the clinic.

• Where training slots are limited and casemix is complex, consideration
should be given to prioritising applications for training from experienced
GPs from training practices that do not currently have a LARC tutor which
would expand the training base for inexperienced GP registrars back into
the training practices.

• Expansion of training should be considered in the context of resourcing of
the clinic.

Infrastructure

Both patients and clinical staff refer to the inadequate facilities at the hospital.
These include lack of signage; main reception staff unaware of clinic; small
cramped rooms with inadequate facilities and ventilation; limited range of
equipment and stock Mirenas®.
Recommended Actions

• Upgrade existing facilities or move to another location within the hospital.
• Ensure adequate range of speculums, tenaculums and other equipment is
available with a stock control system to manage this.

Clinical Governance and Management

Sponsors are clear that the clinical governance rests with the overseeing
consultant, initially the Master and has transferred to another named consultant
subsequent to the review period. It is also clear that the training element is
governed by the ICGP through its Director of Women’s Health Programme and
Reproductive and Sexual Health Committee. No formal documentation of these
arrangements was available. There are quarterly meetings between key staff from
NMH and the ICGP to discuss problems and plan further developments, acting as
a management group.
While one of the GPs who works at the clinic assumes additional responsibility for
triage there was no formal clinical manager appointed within the team of doctors
who work there. Where staff difficulties arise there is no formal process and no
line manager within the clinic to address them.
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GPs employed at the clinic are paid on a sessional rate. There is no formal contract
with the NMH and/or the ICGP. The arrangement with regard to indemnity, both
for doctors working at the clinic and for trainees, was not clear. This should be
documented formally.
Recommended Actions

• Governance structures need to be recorded formally.

• A clinical line manager should be formally appointed from among the
doctors with specified additional duties.
• GPs providing clinical and training services at the clinic should have a
formal job description and contract.

• The arrangement with regard to indemnity, both for doctors working at
the clinic and for trainees should be documented formally.

Sustainability

The success of the clinic at the NMH reflects the enthusiasm and commitment
of the clinical staff who work there, supported by the sponsors from both
organisations. Active plans should be put in place to ensure that the service will
continue when they decide to move on.
There were four doctors who staffed the clinic with one clinic nurse supported by
a clinical nurse manager from NMH over the course of the year under review. Two
of the doctors and the clinic nurse left the service during the course of the year. The
clinic nurse was replaced by two designated Maternity Care Assistants from the
NMH staff who staff the clinic on a rota. The reasons for the high staff turnover
were various including the increasing workload and case complexity which limited
the training potential. While the remuneration was not cited as a significant reason
for leaving it was mentioned as not providing an incentive to stay.
Recommended Actions

• Staff retention measures should be considered. Examples include
opportunities for further upskilling, increased interaction with hospital
specialists, participation in research and remuneration that reflects their
clinical expertise and training responsibilities.
• Succession planning should be actively considered.

Further Developments

There are opportunities to expand the existing services provided by the clinic and
also to expand the scope of the services provided at a GP-led clinic to include
management of contraception for women with complex medical conditions or
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multimorbidity, complicated menopausal symptoms and perhaps other areas.
Such expansion would depend on sufficient resourcing, sufficient facilities and
supporting clinical and administrative services and GP recruitment.
National expansion to other maternity hospitals should also be considered to
address clinical and training needs. At least two similar clinics have been opened
since the time of the review.
Recommended Actions

• Management group at the NMH should plan and implement service
expansion and further developments with at least annual review.

• Expansion plans should include consultation with referring GPs to ensure
services are developed to meet existing needs.

• ICGP should consider developing a suite of supporting resources including
clinical and management protocols to assist with national expansion.
• ICGP could devolve training responsibility to local training programmes
working to standard operating procedures and protocols provided by the
ICGP with certification issuing from the ICGP.

In conclusion, this initiative has been successfully implemented. This success
can be attributed to the vision of the sponsors and their respective institutions
and their willingness to work together and learn from each other; and the
enthusiasm, expertise and flexibility of the six clinicians involved. Opportunities
for improvement, expansion and further development have been identified.
Realising the potential of this and other similar clinics will depend upon adequate
resourcing and clear governance structures.
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APPENDICES
Appendix 1: Information for GPs and Referring Doctors
The National Maternity Hospital, in conjunction with the Irish College of General
Practitioners, has set up a GP led clinic for insertion of intrauterine devices. The
clinic is led by experienced general practitioners under the supervision of a
consultant gynaecologist. The clinic will be a teaching environment for GPs and
GP trainees and who wish to learn the insertion technique.
Who can be referred?

Referrals are accepted from GPs for the following indications:

1.

Menorrhagia: regular, heavy bleeding in women aged under 45 years with
BMI <30.

2. According to NICE guidance, the Levonorgestrel 52mg intrauterine system
(LNG IUS) is the first choice of treatment for women with menorrhagia.
This clinic seeks to provide a service where GPs can refer their pre-selected
patients for a timely fitting of a LNG IUS device where such a service is not
available to them in their practice. At the clinic, endometrial biopsy and
ultrasound will be available if indicated. Patients will ultimately be followed
up by their own GP in the community.
3.

Missing intrauterine device threads

4. Difficult/ failed insertions

Important: Patients with post-menopausal bleeding, post-coital or intermenstrual bleeding or known uterine fibroids are not suitable for this clinic
and should be referred to the usual gynaecology clinic.

What contraception should a woman be on prior to appointment?
For new insertions,

• Women taking no contraception or using condoms or withdrawal or women
who have IUD in situ > 5 years, must:
a. abstain from sex for three weeks before their appointment OR

b. start on any combined oral contraception or the progestagen-only
pill ( “Cerazette”) as a bridging contraception while waiting for the
appointment.
• Women already on the combined oral contraception or Cerazette pill should
just continue taking this method correctly.
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• Women who have an intrauterine device in situ LESS THAN 5 years who are
having change of device must abstain from sex for one week prior to the
appointment.
What work up does a woman need prior to referral?
Prior to referral please do the following:

1.

Vaginal exam, speculum examination, NAAT swab to test for Chlamydia/
Gonorrhoea

2. Establish patient on bridging contraception. See above.
3. Advise the woman about the side effects of the device and the risks of the
insertion procedure and give patient information leaflet.
4. Write a prescription for the Mirena ( levonorgestrel intrauterine system
52mg)
5. Write a prescription for Cytotec 200mg, insert two per vagina two hours
before the procedure.
6. Complete the referral form with as much clinical information as possible.

Important: Referrals will be triaged and prioritised based on the information
given by the GP on the referral form.

Please complete this application form and return by fax or post to:
The Gynaecology Clinic,
The National Maternity Hospital,
Holles Street,
Dublin 2.
Fax: 01-637 3562.
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Referral Form
PATIENT DETAILS

Name:
Address:
Date of Birth:
Telephone #:
Referring Doctor
Name:
Address:
IMC Reg:
Contact Telephone #:
Fax #:
Reason for Referral
Please tick: Menorrhagia Lost Threads Difficult Insertion Other
Please describe reason for referral:

OBSTETRIC & GYNAECOLOGICAL HISTORY
Current Contraception:
Obstetric History
Pregnancies:
Mode of Delivery:
Any Ectopic:
Gynaecological History
Previous Pelvic Infection:
Last Smear:
Current Menstrual Pattern:
Medical History
Smoker Non-Smoker
Valvular Heart Disease:
Acute Liver Disease:
Mode of Action Discussed:
Discuss Risks / S∕E
Irregular Bleeding:
Failure of Insertion:
Expulsion:
Perforation:
Infection:
Pelvic Pain:
STI Risk
Discussed:

LMP:

Surgery to CX:
Irregular PV Bleeding:
BMI:
Regular Meds:
Breast Cancer:

Failure Rate 1/1000:
Risk of Ectopic:

Chlamydia Test Done
Date:
Result:
*Please Attach Result
Examination
PV
Uterus
AV
Mid
RV
Cervix: Visualised
Normal
Abnormal
Investigations
Pelvic Ultrasound (only if indicated)
*Please Attach Result
Patient Consent
Signature:
Date:
Prescription Issued
Mirena
Cytotec Tabs 400MG
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Appendix 2: Patient Information Leaflet

Information for Patients

The Rapid Access Clinic for the management of Heavy Periods is a new project
between the National Maternity Hospital and the Irish College of General
Practitioners (ICGP). Our aim is to offer assessment of and treatment for heavy
periods through a special clinic staffed by General Practitioners who have experience
and a particular interest in gynaecological health. This clinic will be supervised by
a Consultant Gynaecologist and the patients attending this clinic will have access;
where necessary, to hospital investigations (ultrasound scans, blood tests, etc.)
Many women in their 30s and 40s experience heavy menstrual bleeding. While
there are many possible causes for this, the vast majority are found to have no
underlying disease and often improve with the insertion of a Mirena Intra Uterine
device. The clinic aims to offer women the insertion of a Mirena device (where
suitable) and thereby possibly avoiding the need for more invasive, potentially
dangerous investigations and procedures.
The Mirena releases a small amount of a hormone called levonorgestrel which is
one of the female hormones found in contraceptive pills. This hormone protects
against pregnancy very effectively but can also improve heavy, painful periods.
The Mirena hormone eventually causes your womb lining (endometrium) to
become very thin which in turn will usually cause a significant decrease in the
amount of blood you lose during your period. In fact some women will find that
their periods stop altogether; although this might take several months to achieve.
'Turning off' your period with a Mirena is a healthy, safe and reversible situation. When
you remove the device your period will return to its original heaviness quite quickly.

The insertion procedure takes place in the National Maternity Hospital
Outpatients Clinic.
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First Consultation

When you are first seen the doctor will take the full history of your period problems.
You will have a womb examination. You may have some additional tests done such
as swabs or blood tests. Some patients may require a scan or sampling of the womb
lining. Patients who are suitable and agreeable to have a Mirena inserted will be
offered a follow up appointment within a few weeks for the insertion. Where possible
we will try and offer the insertion procedure on the first consultation but only if:
1.

Your GP has provided you with information about Mirena (namely its
benefits and side effects) as well as your other options.
2. Your GP has given you a prescription for and you bring with you the Mirena
device itself (with or without medication for pain relief and to relax the
muscles at the entrance to the womb)

and
3. You have not been sexually active in the three weeks before the insertion.
This is essential so that we can legally prove that you could not already be
pregnant on the day we perform the insertion!

It is more likely that you will be offered a second appointment for the actual insertion.

The Insertion Procedure

The Mirena is worn inside the womb. During the insertion the doctor will first
examine you internally to make sure your womb is healthy.
A device called a ‘speculum’ is inserted into the vagina (the same device that is
used when you are having a smear test done) so the doctor can see the cervix. The
cervix is cleaned and the Mirena is passed gently through the narrow opening of
the cervix which leads up and into the womb.
The entire process generally takes a few minutes and is usually only mildly
uncomfortable (women typically get a brief period -type cramp). Occasionally the
insertion is more complicated and can be more uncomfortable.
Possible Complications

• Insertion may cause pain, dizziness or feeling faint and; rarely, perforation
through the wall of the womb
• While very effective, the mirena may not be 100 % safe against pregnancy
(risk 1/1000). In the event of a failure, the possibility of an ectopic pregnancy is
slightly higher than usual.
• The mirena can be expelled from the womb
• The mirena can migrate beyond the womb
• The mirena can cause some hormonal side effects such as acne, bloating,
mood changes
• The mirena will cause menstrual periods to change.

Your period should eventually become lighter or disappear altogether, but the
bleeding may be somewhat heavier or prolonged particuarly in the first 6–8
weeks after the mirena is inserted.
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Appendix 3: IUCD Counselling & Fitting Protocols &
Consent Forms
COUNSELLING FORM—IUCD
Name
D.O.B.

/

/

LMP

/

/

Current Contraception
Last Sexual Intercourse

FITTING PROTOCOL / FORM—IUCD
Name
D.O.B.

Address

LMP

Counselling & Consent

/

/

STI Results Discussed

Yes:

Exam

PV Uterus AV Mid RV

HCG

/

/

Result:

No:
BP:

Chaperone Present

Yes:

No:

Procedure:
Local Anaesthetic

Yes:

No:

Yes:

No:

Chaperone
Name & Role

HR:

Sound To Tenaculum

CX Dilated Hegar Size
Device / Batch no.

Threads cut to:

Follow-up
Arrangements:

6 week check-up offered
GP Signature
Date

Supported by an unrestricted educational grant from Bayer and HSE Sexual
Health & Crisis Pregnancy Programme
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Current Contraception:
Meets criteria to exclude
pregnancy, if one of the
following is met:
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OR

• Has not had intercourse since last normal menses

• Has been consistently and correctly using a reliable
method of contraception
• Is within the first 7 days of the onset of a normal
menstruation
• Is within 4 weeks postpartum for non lactating
women

• Is within the first 7 days post abortion or miscarriage

• Is fully or nearly full breastfeeding, amenorrhoeic and
less than 6 months postpartum

Obstetric History:

*A pregnancy test adds weight to the exclusion of pregnancy
but only if >/= 3 weeks post UPSI

Pregnancies

Mode of Delivery

Tick if any apply

Gynae History:

Ectopic:

Molar:

Previous pelvic Inf
Pelvic Surgery

Irregular PV bleeding
Fibroid Uterus
Last smear

/

/

Discuss Mode of Actions Discussed Side Effects & Risks:

Irregular Bleeding:

Failure of insertion:

Infection:

Pelvic pain:

Expulsion:
STI Risk:

<25 yo and sexually active
Discussed:

Assessed:

Medical History:

Active Liver Disease
Breast Cancer

Valvular Heart
disease/endocarditis/
VSD

Perforation:
High Low:

>25 yo with:

Failure rate 1/1000:
Risk of ectopic:
High Risk:

1. a new partner in the past year

2. >1 new partner in the past year

3. partner had >1 partner in past year

Current:

Past 3 Years:

Yes:

No:

Current Medications:

Leaflet Given:
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PATIENT CONSENT FORM—INTRAUTERINE DEVICE INSERTION
Patient Name
Procedure:

Insertion of Intrauterine device

Device Name:
Patient Consent:
I confirm that the information given by me is correct.
I have read the information leaflet on intrauterine devices.
The risks and side effects of the procedure and the device have been
explained to me.
I understand the risks including perforation, expulsion, failure of insertion,
failure of device, irregular bleeding, infection and pelvic pain.
I agree to the above procedure.
Signed
Date
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Appendix 4: Clinical Audit Survey Instrument
Menorrhagia Audit
Patient initials and MRN

2. Waiting time from referral

(sticker can be used but do not cover black
lines)

3. Age

1. Date attended

/

/

4. Trainee present
No

Yes

Not known

Referral:
5. Referred to

Mirena Clinic

Gynae OP
6. Source of referral

GP

FPC

inhouse NMH

Not known

Social worker

7. Format of GP referral

Letter

Template
8. Reason for referral

Menorrhagia

Lost threads

Contraception

Not known

Other

9. Parity

Nulliparous

Parous

Not known

No

Not known

10. Ever had LSCS

Yes

Consultation
11. Ultrasound

No

Yes
12. If ultrasound done

Prior to attendance at clinic

At first attendance

13. Pipelle

No

Yes

14. Chlamydia risk assessed

Yes

15. If Chlamydia risk assessed

No

High

Low

16. If high risk, Chlamydia test done

No

Yes
17. If yes, Chlamydia test undertaken

No

Yes
18. If yes, result of test

Pos

Neg

19. IUCD inserted
No

Yes

166
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Menorrhagia Audit
20. If yes, device inserted

Mirena

Jaydess

Copper IUD

21. Timing of insertion
Day 1-5

Device in situ

Bridging

No SI 3/52 & neg

contraception

HCG

22. Other procedure
Yes

Other

23. If yes, procedure
IUCD removed

No

Other

24. If IUCD not inserted, reason
Removal only required

failed insertion

refer gynae for other treatment

patient choice

not known

failed removal

other

Outcome

25. Outcome
Discharge to GP

Return visit to clinic

Refer to Gyn OP

Not known

26. Number of return visits
1

2

3

27. If return visit to clinic
Planned at first visit

Patient-initiated

GP-initiated

Not known

IUCD insertion

ICUD check

IUCD removal

Complication

For results of

Confirm placement
scan

Other

Pipelle

Chlamydia test

Other

IUCD fitting

IUCD change

IUCD removal

Refer to Gyn OP

Return visit to clinic

Not known

IUCD insertion

ICUD check

IUCD removal

For results of

Confirm placement
scan

Other

Pipelle

Chlamydia test

Return visit 1
28. Reason for return

investigations
29. Investigations
Ultrasound
30. Procedure
None
31. Outcome
Discharge to GP

Return visit 2
32. Reason for return

investigations

Complication

33. Investigations
Ultrasound

Other

34. Procedure
None

IUCD fitting

IUCD change

35. Outcome
Discharge to GP

Return visit to clinic

Refer to Gyn OP
166
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Appendix 5: Patient Satisfaction Survey Instrument
Patient Satisfaction Survey
We are seeking your views on the new GP-led outpatient evening clinic at
the National Maternity Hospital (Holles St.) to help us improve this new
service. All answers are anonymous and confidential. Please indicate your
answer by marking the circle clearly with a pen or pencil as shown to the
right.
In relation to the following, please indicate your level of agreement
Strongly
disagree

Strongly
Disagree

Neutral

Agree

agree

Attending an out-patient clinic in the evening rather than
during the day suits me
The waiting time from referral to being seen was too long
The doctor at the clinic explained things clearly to me
I did not have enough time with the doctor
The doctor was thorough and competent
I was made to feel comfortable during the consultation
and examination
I was happy with the care provided by the doctor (GP) at
the evening clinic
Overall, I was satisfied with my visit to the evening
out-patient clinic

If you were to make a single improvement in this outpatient clinic, what would it be?

General comments

Please indicate your age (in years)

Did you have a Mirena (or other coil) fitted?
Yes

No

Don't know

No

Don't know

No

Can't remember

Did you have Mirena (or other coil) removed?
Yes

My doctor had a doctor in training at the clinic.
Yes

If yes, were you happy to be examined by a doctor who was receiving training at the clinic?
No

Yes

Thank you for taking the time to complete this survey. Please return in the FREEPOST envelope.
189
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Appendix 6: Staff Interview Reports
A: GP INTERVIEWS
Carried out with:

Composite report of interview with 4 GPs
(2 still work at clinic, 2 no longer work at clinic)

Carried out on:

7th Sept 2016 (15.05–15.45); 16th Sept (13.00–13.25);
16th Sept (15.00–15.30); 20th Sept (13.30–14.15)

Reflect on your overall experience of working with this clinic
• All 4 GPs reported a positive and enjoyable experience
–– Opportunity to further develop this as a special interest

–– Opportunity to learn new techniques and manage difficult cases
–– High number of fittings and teaching opportunities

–– Great to share skills with other very experienced GPs
–– Sense of collegiality, “trusted colleagues”

–– More time for each appointment than in the GP setting
–– One GP described it as “highlight of my week”

• Two GPs mentioned practical difficulties (see below)

• Three GPs felt that the clinic is not really “embraced” across the board by the
hospital, still don’t feel full supported by some within the hospital

• One GP reported that hospital staff don’t understand the level of skill/
expertise of the GPs

Comment on the clinical workload
• At start time of service evaluation had gotten very busy, good for training but
could have potentially have undermined the quality of the service

• As year went on cases became more complex so number of patients accepted
to each clinic was reduced, with resultant decrease in training opportunities

Describe patient triage to this clinic
• Good co-operation between nurse manager and GP
Comment on the structure of the clinic
• All 4 GPs described teething problems

–– Admin tasks – handwritten medical record, photocopying etc (GPs normally
work in fully computerised practices)
–– Physical surroundings not fit for purpose – cramped rooms, really too small
for fitting Mirenas and certainly too small for effective training experience,
one room has no sink, one room has no window or ventilation

<

1.
2.
3.

© ICGP 2017

>

IRISH COLLEGE OF GENERAL PRACTITIONERS – Establishment of a GP-led Gynaecology Clinic at the National Maternity Hospital: A Service Evaluation

| 52

–– Main reception were unaware of the clinic for months and still can be
challenging for woman to find the clinic

–– Hospital bureaucracy and length of time to accomplish simple changes
contrasted with swift reaction time to problems at GP practice

–– Clinical problems included instances where not enough instruments available
to complete fittings at the clinic; difficulties with supply of pregnancy tests
and stock Mirenas; smaller range of speculum sizes than in general practice
–– 2 GPs reported that MCAs do not provide same level of support to the
patients or to the GPs that the clinic formerly did
–– One GP reported that sometimes cleaning is started before finished

• Evening clinic suits the patients and allows use of outpatient rooms which
would otherwise be vacant

• 2 GPs who still work at the clinic reported that facility to dictate letters to
referring GPs is good

• One GP commented on the high number of NMH staff attending as patients

Reflect on the training component
• All 4 GPs report that the complexity of cases limits training opportunities

• All 4 agree that the current complex caseload does not provide a suitable
training environment for an inexperienced trainee to learn IUCD insertion skills

• 2 GPs had received positive feedback from some trainees as to the opportunity
to learn many other clinical skills, outside of IUCD insertion
What are / were the benefits to you of working at the clinic?
• All 4 GPs reported benefits of working at the clinic
–– Skills have improved ++

–– Opportunity to learn to use new instruments and new techniques
–– More time for patients

–– Interface with hospital

–– Good summary: “We do it because we love it”

• One GP reported that while the clinic was initially established primarily as a
training stream it quickly became a problem-solving service

• The 2 GPs who no longer work at the clinic both reported that teaching was
their primary motivation for getting involved and that the complexity of cases
significantly limits the training opportunities
What are / were the opportunity costs to you of working at the clinic?
• Evening – personal / family time suffers but means that working at this clinic
does not cut into core GP clinical working hours
• Interest and desire to “give something back” were the overriding reasons for
working at the clinic
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• Salary from clinic was not incentive to work there : as one GP who no longer
works there said “…wouldn’t see the loss of earnings as a big hole in my
bank balance”
• One GP said that the burden of responsibility has increased as cases become
more complex and believes that this should be reflected in remuneration

• One GP states that the savings to the health system from this clinic should be
considered

Recommend how the clinic could be further developed
• All 4 GPs believe that this is an excellent initiative that could be further
developed both at the NMH and at other sites

• Both GPs who no longer work there would be interested in and willing to
work in such a clinic in the future

• Both GPs who continue to work at the clinic report a positive experience of
setting up a similar clinic at Rotunda

• Both GPs who no longer work at the clinic suggested a twin stream approach
with one GP at the clinic essentially offering GP insertion / removal service for
straightforward cases, with a particular focus on training and the other GP at
the clinic taking on the more complex cases

• All 4 GPs report that providing information to postnatal and possibly gynae
inpatients about the clinic would increase the numbers of women presenting
for insertions
• Waiting list too long for both women and trainees at present

Specific recommendations:
• Need to decide what kind of a clinic it is and communicate that to patients,
GPs and other potential referrers
• Clearer guidelines on nature of the clinic would result in better referrals
• Consider improving the referral template

• Scope of the clinic could be broadened to include more general women’s
health / contraception issues

• Expanded services / services at other sites should be tailored to take into
account services already provided in surrounding community e.g. higher
numbers of GPs with LARC training in south Dublin compared to north Dublin
is reflected in greater complexity of patients referred to NMH than to Rotunda

• Consider economic evaluation of the clinic as it saves money both for patients
and the HSE
• Should develop policy for how medical notes are recorded – all clinicians
should make a note to reflect their contribution to the consultation. A
clinician should record if they have attempted insertion. Doctor who inserts
device should record the details of the insertion. Where this is a trainee it
should be countersigned by tutor
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• Discharge letter to GP should be completed by the clinic doctor who did the
insertion or by tutor stating that it was inserted by trainee under supervision
where that is the case

• Follow up arrangements for complications needs to be reviewed

• Should computerise medical record and consider keeping separate MR from
hospital file

• Recruitment of other GPs for this service / expanded service / service at other
sites will be challenging – need “suitable” GPs with clinical and teaching
expertise and consulting skills consistent with the ethos of the clinic, younger
GPs may have young family and be unwilling to staff evening clinic, also
remuneration package not attractive
• Expanded services would allow for developing a “training the trainers” strand
to facilitate LARC fitters to become LARC clinical teachers

• Potential to train SHOs in O&G in Mirena fitting – seem to be unaware of
the differences in IUCD fitting in anaesthetised women compared with
aware women

• Need to develop further training pathways / CPD opportunities for GPs who
staff the clinics
B: INTERVIEW WITH CLINIC NURSE

No longer works at clinic since March 2016
Carried out on:

16th Sept 2016 (10.05–10.30)

Carried out by:

Ailís ní Riain

Define your role briefly in relation to the clinic
• Met patients and discerned reason for attendance
• Ran pregnancy test if required

• Provided clinical assistance for Mirena fitting
• Ensured sufficient clinical stock

• Ensured that all specimens correctly labelled
Reflect on your overall experience of working with this clinic
• Very pleasant
• Lovely people

• Nice atmosphere
• Happy patients

• Staff at clinic displayed flexibility – everyone did what needed to be done

• In general the staff of the NMH were welcoming and helpful with one or two
exceptions

<

1.
2.
3.

© ICGP 2017

>

| 55

IRISH COLLEGE OF GENERAL PRACTITIONERS – Establishment of a GP-led Gynaecology Clinic at the National Maternity Hospital: A Service Evaluation

Comment on the clinical workload
• Hospital systems required far too much paperwork / documentation which
took away from patient contact time
• Busy

• Staff happy to stay late to finish up
Describe patient triage to this clinic
• No direct role in this

• Bookings were made by clinic nurse manager

• Could usually fit in anyone who needed to return for review
Comment on the structure of the clinic
• Rooms too small, especially when trainee present
• Rooms could get stuffy at times

Reflect on the training component
• Experience of trainees varied with some being excellent and others having
very little gynae experience
• Complexity of cases limited teaching potential

• Having less complex cases would facilitate more training
What were the benefits to you of working at the clinic?
• Enjoyed the experience
• Already had considerable experience in this area

• Nice to see patients looked after with relatively short waiting list
What were the opportunity costs to you of working at the clinic?
• Didn’t mind evening clinic as Wednesday was my day off in any event
Recommend how the clinic could be further developed
• Good idea, could be offered elsewhere

• Decent computer system with computerised records needed

• Current complex caseload more suitable for more experienced trainees

• Would need more straightforward cases for less experienced trainees

• Same-day access to scan and hysteroscopy would improve diagnostic capacity
and broaden the service that could be offered
• MCA capable of fulfilling the nursing role, provided they are properly trained
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C: INTERVIEW WITH CLINIC NURSE MANAGER
Carried out on:

14th Sept 2016 (08.45–09.45)

Define your role briefly in relation to the clinic
• In charge of organising clinic and arranging follow up
• Organises MCA who sets everything up
• Books patients in

Reflect on your overall experience of working with this clinic
• Initial teething problems because of the two different systems
• These were both administrative and clinical

• Administrative initial teething problems included note keeping (everything
must be recorded) and letter back to referring GP (initially no secretarial
support so GPs had to handwrite the letters and photocopy to insert copy in
the chart). Letters are now dictated.
• Clinical initial teething problems included documentation of traceability of
instruments (GPs were accustomed to disposable instruments)
• Not physically present at clinic – rely on reports back

Comment on the clinical workload
• Demand has steadily increased since clinic was set up

• Having second channel takes pressure off the gynae clinic and offers better
service to patients

• In Sept 2015 approx two thirds were GP referrals

• Currently offer 10 appointments (8 standard + 2 emergency slots) at clinic
• Waiting time now 4–5 months for standard appointment

• Ideally 1 visit if scan can be organised for same day, where scan required
(would entail three visits to gynae clinic)

• Initially had a clinic nurse from outside, now have 2 MCAs who alternate in
staffing the clinic – this offers consistency of staff
Describe patient triage to this clinic
• Nurse manager reads all referrals to gynae clinic and direct referrals from GPs
and makes initial selection
• Then assessed by GP for suitability and further investigations planned, if
required (e.g. scan)
• GP pro-forma may be used by GPs for direct referral

• Now getting referrals from Dublin Well Woman Clinic (difficult insertions)
• Nature of referrals has shifted over the year – more complex cases now
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Comment on the structure of the clinic
• Evening clinic time works well – very popular with patients, poses challenges
for staff
• Also good to be using the clinic to full potential

• Now works well with both structures now melded together

• Now also have follow-up arrangement with outpatient hysteroscopy clinic for
difficult cases

• DNA rate probably similar to gynae outpatient clinic (can get stats if required)
Reflect on the training component
• No comment on this as not involved

• Have notified SHOs at hospital about opportunity for training
• Potential to develop this training

Recommend how the clinic could be further developed
• Demand but not resources for second clinic each week
• Potential to expand

• GP referrals are increasing

• Word of mouth also increases demand

• Would like to offer more services to lower SEG women and social worker
referrals

• Could also offer less complex Mirena insertions and general contraception
clinics
• Potential to recruit these patients by providing information in public
postnatal wards
• Ideally would be “one stop shop” with scans available on same day
• GPs need to be open for discussion

• Should have regular meetings to address potential for developments and
problems/issues, perhaps every 3–4 months
Any other reflections
• Took time to get it working but now works very well
Advice to others who might set up such a clinic
1. Be aware of the potential challenges of melding two systems
2. All must have openness and ability to adapt to melded system
3.

Consistency of staff (GPs and MCAs) important to the successful running of
clinic

4. Above all, woman at the centre of all structures.
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Appendix 7: Sponsor Interview Reports
A: INTERVIEW WITH NMH SPONSOR
Date:

18th October 2016 (14.05–14.30)

Interviewed by:

Ailís ní Riain

Original motivation for establishing the clinic
• A key strategic aim is to build up gynaecology services within the hospital
• Obstetrics is very busy and there is a risk that Gynae services will suffer
• Current Gynae service in Ireland is patchy, not standardized and not
consistent

• For Gynae patients, it is difficult to get access to hospital services and it can
be protracted
• Women served in a menorrhagia clinic are important to society both
economically and socially

• Saw this as an opportunity to join hospital and community expertise to
provide a service to an important group of women who are struggling to
access care promptly and accessing Gynae services are often very busy.

Overview of progress in the first full academic year (Sept 2014–Sept 2015)
• Timing – establishment of clinic coincided with a number of consultant
retirements ( who had undertaken a lot of the Gynae work)

• Intention is to take a more targeted approach to Gynae issues in recruitment
of new Consultants and establish specialised clinics, urogynae, cancer,
menorrhagia clinics etc.
• Had anticipated more difficulties than actually arose

• Attributed the ease of establishment to the persistence of the GP team
• Sees this clinic as platform for one stop shop approach to the Gynae
Outpatient appointments.
Experience of the hospital / GP interface
• Aware of infrastructural constraints
• Plans to upgrade the unit

• Trust relationship was built up during regular meetings between NMH and
ICGP teams to establish the clinic and sort out teething problems.
Governance for the clinic
• Clinic governance rests with the overseeing Consultant

• Follow up offered at NMH in case of any difficulties – within existing service
which provides 24/7 care
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Sustainability
• Confident of sustainability

• More than that – sees this as a model for further development in other areas

Expansion / Development
• Training – potential to expand to NCHDs at NMH

• Standardized processes established for training, patient and GP information
leaflets and referral template for GPs.

Closing Comments
• Clinic is an example of prioritising value to the patients in terms of better
outcomes and experience
• Benefits from close collaboration between GPs and hospital staff

• Pleasantly surprised at everyone’s commitment to get up and running

• Delighted it makes a really positive impact on care for this group of women.
B: INTERVIEW WITH ICGP SPONSOR
Date:

06 Oct 2016 (12.15–12.55)

Interviewed by:

Ailís ní Riain

Original motivation for establishing the clinic
• Evolution of LARC pilot training programme

• Arising from practical difficulties for doctors to line up cases in their practice
to facilitate the tutor’s visit to undertake the training
• Discussion with Master NMH and agreement was reached
• Benefit to the hospital – shorten waiting list

• Initial funding from ICGP LARC training budget

• Application criteria for trainees were agreed with LARC tutors and clinic doctors
Overview of progress in the first full academic year (Sept 2014–Sept 2015)
• No major problems
• Patient profile determined by referrals and triage

• Clinic quickly evolved in that cases were more complex

• Initial difficulties such as paperwork required for hospital medical files were
addressed at quarterly meetings with NMH Master

• Recognition that the doctors working at the clinic need admin and nursing
support

• Funding of clinic transferred to NMH with ICGP contributing a training
stipend for the doctors
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Experience of the hospital /GP interface
• Intention was to simulate the GP surgery setting, with procedures along GP
lines as much as possible
• Some differences between hospital and GP approach e.g. near patient
Pregnancy Testing the routine in general practice but not in hospital

Governance for the clinic
• Clinical governance rests with Master NMH

• Training aspect is governed by Director of Women’s Health ICGP reporting to
the RSH committee

• Quarterly meetings held as clinic established and developed

• Issues addressed and clinic developed e.g. the patient leaflet, the GP leaflet,
the GP referral template

• Line management within clinic – informal – tutor manager

• Patients are advised to return to their referring GP if they have side effects /
problems / issues

• Uncertain whether there is a specified person / service for the GP to refer back
to at NMH, if that should be necessary

• Application process for GP was further developed, to include need for some
previous experience
Sustainability
• Enthusiasm of LARC tutors

• Need for experienced doctors with high level of skills
• Admin and HCA/nursing support for doctors

• Remuneration at a level commensurate with high skills level
Expansion / Development
• Complex case load at NMH limits potential as a training clinic

• More suitable setting for experienced GPs to further upskill, for GPs needing
to complete Advanced Certificate in Contraception, for training of LARC tutors
• Requires more admin and HCA/nursing support for doctors

• Using HCA /nurse from NMH better approach than brining in a nurse from
outside

• Need to further engage with NMH nursing staff to ensure they understand
the initiative and support it

• Clinic provides support for local GPs and increases their confidence in
managing their patients’ contraceptive needs, knowing that the clinic is there
for back up

• Important to ensure that further development does not come to mean that it
becomes a free IUCD insertion clinic as this would mean that fewer insertions
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would be done in general practice with consequences that GPs would become
deskilled (Kilkenny initiative charges private patients)

• Also need to carefully consider how the service is “advertised” to postnatal
women to ensure that GPs referrers are not upset by the approach

• Any further developments need to take into account the skills of referring
GPs and be tailored to address the needs of their patients that are not being
addressed in general practice
• At the same time, high demand for training from GP registrars needs to be
addressed

• Would like to see similar initiative set up around the country with training
responsibility devolved to local GP training programmes, working to SoPs and
procedures provided by the ICGP and certification issuing from ICGP
• Medical indemnity cover needs to be clarified

• Clinical governance e.g. tutor manager role should be further developed.
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