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	1
	Personalise responses to be specific and targeted to the patient and the query.

	2
	Be concise and highlight actions at the top, frontload the most important information.

	3
	Adapt the templates with any local processes or requirements, e.g. referral proformas

	4
	Use polite and respectful language to ensure positive relationships are established and maintained with colleagues. Assume that the patient may see the response.

	5
	Provide a timely response and ensure there is an accessible record of the advice.


Suggested structure for advice and guidance responses
	Function:
	
	Example:

	Opening
	
	Dear  [Dr ____],
Advice and guidance response pertaining to [Patient name]

	Suggested actions for primary care
	
	This patient may be suitable to be managed in the community.
You might try prescribing X for 6 weeks and reassessing.

	Indications for re-referral
	
	If symptoms persist, the patient should be referred for an assessment and consideration of appropriate surgical options.
If the patient wishes to consider surgery, please re-refer.

	Further information
	
	The following patient information leaflets and decision aids may be helpful: [Links]
The following NICE guideline sets out thresholds for surgical intervention: [Link]

	Closing advice 
	
	If referring back, please state that the referral has already been through Advice and Guidance and include a copy of the previous correspondence, to ensure we don’t duplicate advice.
Please complete and send the referral pro-forma.
With kind regards,
[Clinician name and role]


Colour coding:
	Grey
	Standard information which is unlikely to change between responses.
	Green
	Suggested actions to be tried in primary care, adapt to be specific to the patient and query.

	Blue
	Adapt to provide sufficient information that is succinct.
	Red
	Indications for re-referral, for example, deterioration of symptoms, consideration of surgery. These may be specific to the patient or query.



Limitations imposed by computer systems in some trusts
Different software is in use across Trusts to view and respond to A&G; sometimes this software limits the number of characters that can be entered in a response. Responses may need to use only the green and red sections of the templates, which are under 2,000 characters.
Suggested actions for primary care
This section must be adapted to be specific to the patient and response, for example, removing investigations or treatments that are already completed or are not appropriate to the patient. The response may also depend on what diagnostic tests are available in primary care, or if there is a one-stop clinic set up.
Given the pressures on primary care, this section should be as concise as possible and should start with a clear statement about whether the patient could be managed in primary care or referred. Suggested actions should be short, even bulleted, and any additional detail or explanation moved down into the ‘Further information’ section below. 
The response should give clear information to the requesting clinician explaining the rationale for suggesting management of the patient with specialist advice rather than conversion to a referral. The responding clinician is responsible for ensuring any management advice is clinically appropriate for delivery by the requesting clinician.
If the response recommends the requesting clinician carry out diagnostic tests, then the response should include guidance to signpost the requesting clinician to use the results appropriately in the ongoing management of the patient.
Indications for re-referral 
The provider of A&G should highlight circumstances when a patient should be re-referred, for example if a patient’s symptoms deteriorate or if surgery is to be considered. This section will usually be consistent for a particular condition or pathway. It will need to be adapted depending on what clinics and services are offered at the Trust, in order to direct referrals to the correct clinic, and to include any steps required for referral.
Further information
There is a balance to be struck between providing responses which are concise and responses which are educational.
The pressures on capacity in both primary and secondary care mean that a concise response will be quicker to write, read and action – both for the specialist providing the advice and also for colleagues in primary care receiving the advice.
However, A&G services often receive many requests for similar queries. Providing some further information and education in the response may avoid the need for specialist advice in future cases. This may reduce the total volume of advice and guidance requests and therefore save time for both primary care and secondary care clinicians.
The appropriate balance between concision and education will vary by area, depending on how familiar clinicians working in a local health system are with advice and guidance. In areas where the use of advice and guidance is ‘mature’, for example where most clinicians have been using the system or have had equivalent communication channels for some time, it is likely that more concise responses may be preferred. In areas where there has been low utilisation of advice and guidance, or where there is less familiarity with which circumstances can benefit from specialist advice, it may be more helpful to include more information alongside the advice and guidance response to inform future requests.
Closing advice
Clinicians have reported various examples of Trust specific processes and requirements which need to be communicated to their colleagues in primary care. These might include:
· Enabling ‘Convert to referral’: Primary care providers and Trusts can enable an option where Advice and Guidance requests can be converted to referrals by the secondary care clinician. However, not every Trust or primary care provider has this option enabled, and clinicians may need to know to select it. In addition, even when this option is selected, some secondary care providers will still require a separate referral to be made to meet other requirements, such as providing referral information or confirming test results.
· Referral proforma: Some secondary care providers suggest a referral proforma to be submitted alongside a referral. In some systems it is possible to attach a proforma document, along with other supporting information such as scans and test results, alongside the Advice and Guidance request. In other systems, a referral will need to be submitted separately.
· Duplication: Some Trusts automatically treat all referrals as Advice and Guidance requests, and then use this to triage referrals. In this system it is important to flag the advice and guidance request if it has already been through the system, as otherwise it may receive a duplicate advice and guidance response rather than being treated as a re-referral.
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[bookmark: _Non-menstrual_bleeding_in][bookmark: _Toc146893446][bookmark: _Toc146893918][bookmark: _Toc146894050][bookmark: _Toc151731916]Non-menstrual bleeding in pre-menopausal women 
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
Suggested actions:
History Taking:
Change in Menstruation
Contraception 
Pelvic pain/pressure 
Risk factors for coagulopathy
Examinations findings 
Recent swabs 
Last smear and results 
Last STI screen  
Pregnancy test 
BMI calculated
Other associated symptoms 
Investigations (if clinically indicated and appropriate): 
STI screening 
Pelvic examination
Smear 
Request for pelvic ultrasound if:
Large fibroids suspected:
-	Uterus is palpable abdominally 
-	Pelvic mass indicated on history or examination 
-	Inconclusive or difficult examination 
Or suspected adenomyosis:
-	Dysmenorrhoea 
-	Bulky tender uterus on examination 
Management: 
1. 	Consider starting tranexamic acid and NSAIDS whilst investigation awaited
2. 	If no identified pathology, or fibroids less than 3cm or suspected or diagnosed adenomysis 
a) First line: 
LNG-IUS if no uterine cavity distortion
Counsel – expect changes in bleeding pattern over first 6 months, wait 6 cycles to see benefits
b) Second line: (if LNG-IUS not suitable/planning pregnancy)
Tranexamic acid 
NSAIDS (if associated dysmenorrhoea) 
Hormonal contraceptives 
Non-contraceptives: cyclical oral progestogens NET 5mg TDS day 5-25 of cycle or 
Medroxyprogesterone acetate 5-10mg OD from day 16-21 of cycle 
Refer to gynaecology if: 
1st and 2nd lines above unsuccessful after 3-6 months 
Fibroids larger than 3cm 
Suspected submucosal fibroids, polyps or endometrial pathology:  
Persistent IMB 
Over 45 years old 
Risk factors for endometrial cancer e.g. Pcos, diabetes, tamoxifen, obesity  
Also consider social prescribing: 
Social/economic/psychological impact as a result of abnormal menstrual bleeding
Weight management concerns  
Behavioural changes required to support management 
Health coaching 
Patient resources:
What is abnormal uterine bleeding and when should you worry? (patient.info)
Menstruation Disorders (Causes, Symptoms, and Treatment) (patient.info)
Relevant guidance:
Intermenstrual bleeding – GPnotebook
Menorrhagia (heavy menstrual bleeding) | Health topics A to Z | CKS | NICE
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]




























[bookmark: _Unexplained_vaginal_discharge][bookmark: _Heavy_and_painful]Heavy and painful menstrual bleeding
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
Patient’s history:
Age: >45 with change in bleeding / new onset HMB 
Early menarche increases risk of endometrial hyperplasia.
Any treatment trialled:
Tricycling or continuous COC
POP
IUS
Previous USS – result
Dysmenorrhoea &/or dyspareunia 

Risk factors for endometrial hyperplasia 
Obesity
Diabetes Mellitus
PCOS
Tamoxifen
Unopposed oestrogen with intact uterus
Nulliparity
Lynch Syndrome or family history of uterine, ovarian, or colorectal cancer 

Intermenstrual bleeding IMB: ?cervical pathology, endometrial pathology including polyps

If other features or irregular periods examine: 
Speculum & bi-manual examination 
Consider: 
1. Pregnancy 
2. Infection – do swabs – chlamydia/MC&S - consider Sexual Health Clinic 
3. Pain: ?fibroids/endometriosis/adenomyosis 

Indications for scan: 
Age >45
or lasted >3 cycles
or not responded to treatment
or risk factors for endometrial hyperplasia 

Treatment: 
If HMB with no other features and regular cycles and <45:
Physical examination not required
Pharmacological treatment can be started 
FBC

LNG-IUS is first line treatment if no identified pathology, fibroids are under 3cm or there is suspected adenomyosis (off label use). 
 
If LNG–IUS is declined, consider: 
Non hormonal:
Tranexamic acid 
NSAIDS (off label) 

Hormonal 
COCP (off label for some – Qlaira is licensed
Cyclical oral progestogens 

If rapid management required 
Norethisterone 5mg tds for 10 days (withdrawal bleed 2-4 days after stopping)
If exceptionally heavy (flooding) can use 10mg tds (but increased risk of VTE). Once bleeding eased reduce to 5mg tds for 1 week.

Referral to secondary care 
· Severe symptoms e.g. large fibroid with urinary symptoms. 
· Fibroids over 3cm, polyps or endometrial pathology. 
· Risk factors for endometrial pathology. 
· Persistent iron deficiency anaemia
· Declines pharmacological treatment. 
· Failed medical management

Urgent referral  
· Suspicious vulval, vaginal or cervical masses 
· Abdominal ascites
Links to reference documents, further reading and patient resources 
https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/download?cid=1598&checksum=197bdb2f8fc92eb298f90216f9c2a1c5&document=22&field=3 (post coital bleeding)

https://rightdecisions.scot.nhs.uk/ggc-clinical-guidelines/gynaecology/gynaecology-guidelines/postcoital-bleeding-893/
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]
















[bookmark: _Unexplained_vaginal_discharge_1]Unexplained vaginal discharge
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
Causes of Vaginal discharge:
Take history with particular care to elicit clues suggestive of the presence of an STI and other causes. PV and speculum will help to exclude other causes.
A discharge that is heavier or thicker than usual
Pus-like, or white and clumpy discharge
Greyish, greenish, yellowish or blood-tinged discharge
Foul-smelling (fishy or rotting meat) discharge
Discharge accompanied by itching, burning, a rash or soreness
Non-infective causes:
Cervical Ectropion – if negative for infection, reassure and consider switching to lower dose oestrogen COCP or to POP if on them. Consider using silver nitrate cautery in primary care if the clinician is competent – if not refer to gynaecology
Consider foreign bodies e.g. retained tampon, vaginal pessary – consider vaginal oestrogen, changing the type of pessary (PVS vs Silicone), change pessary more frequently
Vulval dermatitis – treat as needed 
Erosive lichen planus
Genital tract malignancy - e.g. cancer of the cervix, uterus or ovary any suspicious lesions 
Infective causes:
Non-sexually transmitted infection
High vaginal swabs (if considering bacterial vaginosis, vulvovaginal candidiasis, Trichomonas vaginalis, or other genital tract infections (such as streptococcal organisms).
Sexually transmitted infection
If the woman is at high risk of an STI, offer testing for chlamydia, gonorrhoea, trichomoniasis, HIV, and syphilis, either in primary care or referral to GUM clinic
Urine pregnancy test — to exclude pregnancy
Urine dipstick
Treat any infective cause appropriately and review if the vaginal discharge remains unchanged then refer with results of all investigation attached to referral.
Recommend Lifestyle changes:
Review personal hygiene habits; avoid douches, perfumed products, soaps and tight synthetic clothing, use of pads. Explore the possibility of the hidden complaint, such as depression, anxiety or psychosexual dysfunction.
Routine referral to secondary care if:
Vaginal discharge symptoms persist for more than 6 months and abnormal TVUSS 
Cervical ectropion does not respond to treatment or changes to medication
Removal of cervical polyps
For an assessment and consideration of appropriate surgical options
Urgent referral if:
Abnormal looking cervix 
Unexplained palpable mass in or at entrance to vagina
Unexplained lump, ulceration or bleeding
Patient resources:
Vaginal discharge - NHS (www.nhs.uk)
Vaginal Discharge: Causes, Types, and Treatment (patient.info)
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]




























[bookmark: _Recurrent_thrush]Recurrent thrush 
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
Recurrent thrush may be suitable to be managed in the community. Has the patient been examined to exclude local lesions/causes? Has a high vaginal or vulval swab been taken for culture and sensitivity? Recurrent thrush is defined as four or more symptomatic episodes in one year, with at least 2 episodes confirmed by microscopy or culture. 
Consider risk factors e.g. recent antibiotic use, local irritants (soaps, shower gels, hair removing creams, wipes, urinary incontinence), diabetes mellitus, immunosuppressed states, pregnancy, use of COCP/other hormones including IUS and topical oestrogen, use of SGLT2 inhibitors. 
Self-help:
Avoid precipitating factors – e.g. tight-fitting clothes/non breathable clothing  
Recommend loose fit cotton/breathable fabric
Avoid all potential irritants e.g. soaps, shower gels, wipes, feminine products, hair removal and douching
Maintain barrier function of vulval skin with a regular emollient
Standard primary treatment: (wait for response for 14 days)
Fluconazole 150mg oral capsule single dose
Clotrimazole 500mg intravaginal pessary single dose 
If still persistent and meet the criteria for recurrent thrush, repeat swab and request sensitivities. 
If fluconazole-sensitive, try first line treatment for recurrent thrush:
3 doses of fluconazole, 150 mg every 72 hours
Followed by a maintenance dose of Fluconazole 150 mg once weekly for 6 months
If non-albicans and azole-resistant candida:
Treat according to sensitivities and BASHH (2019)

Refer if:
The patient is under 15 
Diagnosis is unclear
The above-described treatment is ineffective 
There is a lesion that may require a biopsy/review
Non-albicans Candida species or azole-resistant Candida identified and treatment according to sensitivity in ineffective.
Refer (to vulval clinic) if non-albicans candida, or azole-resistant candida identified
Relevant guidance:
Scenario: Recurrent infection | Management | Candida - female genital | CKS | NICE
Vulvovaginal Candidiasis: Management (medscape.co.uk) 
Vulvovaginal Candidiasis 2019 | BASHH
https://hexi.ox.ac.uk/Recurrent-Vulvovaginal-Thrush/overview
Patient resources:
Treating Recurring Yeast Infections (Vaginal Thrush) (patient.info)
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]




[bookmark: _Findings_on_ultrasound:]Findings on ultrasound: Endometrium
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
Increased endometrial thickness in post-menopausal women with abnormal vaginal bleeding:
· Endometrial biopsy is required if the endometrium appears abnormal i.e. cystic and/or thickness is >4mm or more in women not on HRT or using continuous combined HRT (ccHRT) 8mm or more in women using sequential combined HRT (sHRT).
Increased endometrial thickness in asymptomatic post-menopausal women:
· Endometrial biopsy is only required if the endometrium thickness is 11mm or more OR 8mm or more in women taking tamoxifen or other significant risk factors.
Increased endometrial thickness in pre-menopausal women:
· There is no agreed upper limit of endometrial thickness in premenopausal women. Measurement of endometrial thickness is not helpful in the management of heavy menstrual bleeding although women with PCOS and oligo- or amenorrhoea with an endometrial thickness of 10mm should be referred non-urgently for endometrial biopsy.
Pelvic examination to be completed in primary care
USS findings requiring referral to secondary care:
Refer for urgent suspicion of cancer pathway: 
· Asymptomatic endometrial thickening 11mm or over in post-menopausal women 
· Women taking sHRT with unscheduled bleeding with an ET of >7mm
· Women taking ccHRT with unscheduled bleeding with ET of >4mm
· Women over 40 with non-menstrual bleeding with abnormal appearance of endometrium OR endometrial thickness over 10mm 
· Women over 45 with failed conservative management of heavy menstrual bleeding and abnormal appearance of endometrium or ET over 10mm 
Routine referral: 
· Symptomatic polyps in pre-menopausal women 
· Asymptomatic polyps do not require removal unless causing anxiety or in high-risk patients e.g. on tamoxifen
· Women with PCOS and oligo- or amenorrhoea with an endometrial thickness of 10mm should be referred for endometrial biopsy
Relevant guidance:
https://www.jogc.com/article/S1701-2163(24)00414-6/abstract  (Asymptomatic endometrial thickening in postmenopausal women) 
https://cks.nice.org.uk/topics/polycystic-ovary-syndrome/
https://thebms.org.uk/publications/bms-joint-guidelines/management-of-unscheduled-bleeding-on-hormone-replacement-therapy-hrt/
Endometrial polyps are usually benign in all age groups. 
USS is not recommended as part of the initial management of HMB. It should be reserved for women with pain, a palpable mass or symptoms suggestive of fibroids.  
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]


Findings on ultrasound: Myometrium & fibroids 
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
Myometrium
A heterogenous appearance may indicate adenomyosis.
It may also indicate the presence of very small fibroids, but this is uncertain and clinically insignificant. Women should not be given a diagnosis of fibroids on this basis.
Ultrasound monitoring is not indicated.
Calcified areas in the myometrium are clinically insignificant in the absence of other pathology.
This is more common in post-menopausal women especially within fibroids.
Fibroids
Submucosal fibroids of any size can cause significant non-menstrual bleeding and heavy menstrual bleeding. They may affect fertility and risk of miscarriage. Referral is recommended if symptomatic.
Smaller myometrial fibroids may cause heavy menstrual bleeding due to increased uterine size, but conservative management should still be appropriate.
Fibroids of 3cm or less treat with LNG-IUD as first line management.
Fibroids >3cm USS to be requested to ensure fundal placement.
Larger fibroids are more likely to cause mass effects, non-menstrual pain and heavy menstrual bleeding.
Smaller sub-serosal fibroids rarely cause symptoms.
Pelvic examination to be completed in primary care 
Routine Myometrial referrals
Symptomatic adenomyosis with failed conservative management
Routine Fibroid referrals
· Symptomatic sub-mucous fibroids (urgent if low Hb)
· Symptomatic large fibroids (urgent if low Hb)
Urgent Fibroid referrals
Large fibroids rapidly increasing in size especially if post-menopausal

Relevant guidance:
https://www.nice.org.uk/guidance/ng88 (Heavy menstrual bleeding)
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]










[bookmark: _Findings_on_ultrasound:_2][bookmark: _Testosterone_supplementation_as]Testosterone supplementation as part of HRT
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].

(select as required) 
Are there any related symptoms?
Prior to consideration of testosterone replacement assess other areas that may impact on libido
Adequate HRT replacement – testosterone therapy would not usually be considered without first trying HRT 
Assessment of vulvovaginal atrophy and use of vaginal oestrogens and lubricants to support sexual function
Assessment of the pelvic floor where appropriate and onward referral to physiotherapists where pelvic floor dysfunction is interfering with intimacy
Review of other medications that may negatively impact on sexual desire (e.g. SSRI /antihypertensives/B blockers)
Relationship and psychological factors (this may include historic events and trauma)

The evidence has shown improvement in hyposexual desire in post-menopausal women only.

Considerations prior to testosterone therapy
Women on oral oestrogens – especially conjugated equine oestrogen should be assessed for alteration of HRT regime to transdermal oestrogen – this switch can increase the proportion of circulating free testosterone and improve symptoms without the need for exogenous testosterone. Oral oestrogen can increase SHBG and thus reduce the efficacy of circulating testosterone in the body.
Women would not usually be considered for testosterone therapy without being on HRT – testosterone alone can result in higher side effects.

Investigations 
Other causes of low libido as outlined above
Blood tests to check total testosterone levels and liver function tests prior to commencing treatment 
Testosterone levels before treatment to establish a baseline and to ensure that levels are not in the upper range before treatment is commenced. 
Further levels are required within 3 months of commencing treatment at time of clinical review, again to ensure levels sit within normal female physiological range (lab reference ranges will vary across different laboratories)

Monitoring 
Total testosterone levels and clinical review are required every 6-12months – to ensure levels are within female physiological range and to assess response to treatment.
Keeping levels within the female range reduces the risk of unwanted side effects.
counselling for women

Common side effects are:
Dark hair growth at the site of application is very common
Acne, oily skin and increase in dark facial hair
Male pattern hair loss (alopecia) – frontal (uncommon) 
Irritability/mood changes/aggression
Deepening of the voice (v rare)
Enlarged clitoris (v rare)

Treatment 
No testosterone therapy is licenced for use in women in the UK - commonly used products:
Testim gel 1% testosterone gel in 5ml tubes: Starting dose 0.5ml (5mg) per day; each tube lasts for 10 days 
Tostran (2% testosterone gel in a canister containing 60g): Starting dose 1 metered pump of 0.5g = 10mg on alternate days – each canister should last 240 days
Testogel (2.5g sachets containing 40.5mg testosterone): Starting dose 1/8 of a sachet/day = approx. 5mg/day i.e. each sachet should last 8 days (new formulation) 
AndroFeme cream (1% testosterone cream in 50ml tubes with screw cap): Starting dose 0.5ml/day = 5mg /day i.e. each tube lasts 100 days (private prescription only)

Oral testosterone is not recommended

Duration 
A treatment trail is usually recommended for 3-6 months a clinical improvement
If there is no improvement by 12 months it is usually recommended therapy be stopped.
There is no recommendation to increase the dose above standard dose
There are no trials looking at safety beyond 2 years but the use should be reassessed every 12 months as part of a holistic HRT review.

Contraindications to testosterone therapy 
Pregnancy and breastfeeding
Active liver disease 
Hx of breast cancer (these women should be referred to secondary care if wishing to explore options)
Competitive athletes 
Women who have upper limit of normal testosterone levels prior to consideration of treatment

Patients in whom the use of testosterone should be cautious:
Testosterone may cause a rise in BP – women with either severe cardiac, renal, or ischemic heart disease.
Patients on warfarin – INR monitoring around initiation requires close review because anticoagulant effect can increase.

Routine referral:
· Treatment trial in primary care is not supported by the ICB prescribing policy 
· Failure to respond to treatment in women who would like a second opinion 
· Women who have CI to HRT due to PMHx, who have tried alternative treatments and wish to discuss options e.g. Hx breast cancer.

Links to relevant national guidance, local guidelines and pathways:
BMS Testosterone replacement in menopause prescribing fact sheet:
08-BMS-TfC-Testosterone-replacement-in-menopause-DEC2022-A.pdf

BMS statement on Testosterone 26.7.24 
BMS Statement on Testosterone - British Menopause Society

CKS HRT Prescribing:
Hormone replacement therapy (HRT) | Prescribing information | Menopause | CKS | NICE

Resources for patients
Information for patients: WHS factsheet – testosterone 
22-NEW-WHC-FACTSHEET-Testosterone-for-women-JAN2026-C.pdf


If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]




[bookmark: _Findings_on_ultrasound:_3]Findings on ultrasound: Ovarian lesions, fallopian tube & other
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
Ovarian lesion: 
Pre-menopausal women:
Simple cyst (including with thin septations) and haemorrhagic cysts under 5cm are usually physiological and need no action. No scan surveillance or Ca125 measurement is necessary
Larger cysts >5cm are unlikely to resolve
Ovarian endometriomas are NOT suspicious and do not require Ca125 to be measured
Dermoid cysts are not suspicious and do NOT require Ca125 to be measured. Annual USS surveillance is recommended if not referred for removal
Post-menopausal women:
Simple cysts <3cm need no action
Simple cysts from 3cm to 7cm AND a normal Ca125 should have USS and Ca125 surveillance at 6 months and 12 months
Simple cysts over 7cm in size should be referred for further assessment and possible removal
Other lesions:
Free fluid in the pouch of Douglas is common and generally physiological
Small cystic structures in the cervix are usually Nabothian follicles and not a sign of malignancy
Normal USS does not rule out endometriosis
Normal fallopian tubes are typically not seen on US


Ovarian lesions routine referral 
Symptomatic simple cysts > 5cm in pre-menopausal women
Dermoid cysts (symptomatic or asymptomatic) over 5cm 
Symptomatic endometriomas in pre-menopausal women 
Urgent referral: 
Cysts of any size with solid areas or papillary projections at any age 
Cysts of any size with a raised Ca125 in post-menopausal women 
Cysts in post-menopausal women that are increasing in size or developing suspicious features during surveillance 
Simple cysts in post-menopausal women over 7cm in size 
Fallopian tube
· Hydro salpinges may be difficult to differentiate from ovary lesions by USS, refer if unclear origin, post-menopausal or symptomatic
· Pelvic examination to be completed in primary care
Relevant guidance:
https://cks.nice.org.uk/topics/polycystic-ovary-syndrome/

https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/ovarian-cysts-in-postmenopausal-women-green-top-guideline-no-34/

https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/ovarian-masses-in-premenopausal-women-management-of-suspected-green-top-guideline-no-62/

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]
[bookmark: _Raised_Ca125_and]
[bookmark: _Raised_Ca125_and_1]Raised Ca125 and normal ultrasound
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
(if patient over 50)
Women over 50 with a raised Ca125 are significantly more likely to be diagnosed with malignancy (including non-ovarian) in the near future than those with a normal level even if initial imaging is normal. A period of monitoring is recommended.
Ca125 levels of up to 200u/ml are more likely to be due to benign causes in pre-menopausal women.
The Welsh guideline below includes a comprehensive lists of benign gynaecological and non-gynaecological causes of a raised Ca125.
Women over 50:  
With a raised Ca125 but a normal USS require a period of monitoring as a minimum
Repeat Ca125 one month and four months after the original test
Further monitoring of Ca125 is not required if Ca125 level falls, remains unchanged or rises by less than 10%
Women under 50:
With normal USS and Ca125 of less than 200 iu/ml or are unlikely to have cancer so do not require monitoring
Indications for an urgent referral:
if there is a 10% or more increase in Ca125 level
for CT TAP should be made if there are persistent or progressive symptoms suggestive of ovarian cancer 
Ca125 of 200iu/ml is found in any age group

Patient resources:
CA125 blood test | Macmillan Cancer Support

Relevant guidance:
Overview | Ovarian cancer: recognition and initial management | Guidance | NICE
wisdom.nhs.wales/health-board-guidelines/cwm-taf-gynaecology-file/raised-ca-125-in-postmenopausal-women-cwm-taf-gynae-guideline-2022-pdf/

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]










[bookmark: _Pelvic_pain]Pelvic pain
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
Assessment in primary care should include pelvic examination and TVS

Purpose of secondary care pathway is to rule in women who need laparoscopy, gynaecological medical treatment should be via A&G. 
Treatment options
Offer analgesia to manage symptoms. 
Offer pain management/pelvic pain referral for poorly controlled pain. 
For cyclical pain offer 3-6 months of hormonal treatment before laparoscopy referral.
For IBS offer antispasmodics and advise dietary changes.
If not trying to conceive, first line treatment with LNG-IUD or CHCP/POP. Review at 3-6 months if ineffective.
Indications for urgent referral: 
Suspicion of cauda equina to ED 
Bleeding per rectum 
New bowel symptoms over 50 years of age
New pain after the menopause
Pelvic mass 
Suicidal ideation 
Excessive weight loss 
Irregular vaginal bleeding over 40 years of age
Postcoital bleeding
Relevant guidance:
Long-term pelvic pain | RCOG
The Initial Management of Chronic Pelvic Pain (Green-top Guideline No. 41) | RCOG
NICE chronic primary pain guidelines: what the busy GP needs to know
assessing all types of chronic pain (chronic primary pain, chronic secondary pain, or both) and developing a care and support plan
managing chronic primary pain
Pelvic inflammatory disease | Health topics A to Z | CKS | NICE
EAU Guidelines on Chronic Pelvic Pain - Uroweb
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]

Frequency and urgency of urination 
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
You may wish to try the following:
Examination to exclude prolapse, pelvic mass and red flag symptoms (listed below) 
Frequency volume chart/bladder diary
Bladder training, with trial of anti-muscarinics/Beta-3 agonists medication if needed
Vaginal oestrogen offered in patients who are peri/postmenopausal
Manage constipation if present 
General measures such as limiting fluid intake to 1.5 litres, reducing all caffeine drinks including fizzy drinks and alcohol, smoking cessation, healthy diet and exercise with weight loss if appropriate should be undertaken.
If red flag symptoms are identified, or the measures above are not helpful a referral would be appropriate. Red flag symptoms include:
Aged 45 years and over with unexplained visible haematuria without UTI, or persistent/recurrent haematuria after successful treatment of UTI
Aged 60 years and over with unexplained non-visible haematuria and dysuria or a raised white cell count on a blood test
In line with the NICE Guidance Suspected cancer: recognition and referral | Guidance | NICE
Examination should exclude a prolapse and pelvic mass (if present - refer urogynae) and exclude any red flag symptoms.
It is suggested to arrange a bladder ultrasound scan to measure post void residual (<150ml residual is not significant). A frequency volume chart/bladder diary should be completed. Frequent bladder voids of >150mls suggests excess drinking. A BAUS Input Output chart is available here: https://www.baus.org.uk/_userfiles/pages/files/Patients/Leaflets/Input output chart.pdf  
General measures such as reducing all caffeine drinks including fizzy drinks and alcohol, smoking cessation, healthy diet and exercise with weight loss if appropriate should be undertaken. Bladder training to teach the bladder to hold more urine is helpful. NICE guidelines recommend bladder re-training as first line treatment in all women with frequency. Leaflets on bladder training are available here: baus.org.uk/_userfiles/pages/files/Patients/Leaflets/Bladder training.pdf; Healthy Bladder | POGP; Management of Urinary Frequency, Urgency and Urge Incontinence | POGP. They can also be referred to the local continence service for this.
If bladder training fails, a trial of anti-muscarinic medication before referral is indicated. A trial of anti-muscarinic (as per local formulary and NICE) or Mirabegron 50mg. One should be aware of the potential side effects in the elderly with certain anti-muscarinics. 
Relevant guidance:
Incontinence | Search results | NICE 
Management of Urinary Frequency, Urgency and Urge Incontinence | POGP
Patient resources:
The British Society of Urogynaecology (BSUG) 
Improving Your Bowel Function | POGP
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]
[bookmark: _Mixed_incontinence]
[bookmark: _Mixed_incontinence_1]Mixed incontinence 
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
You may wish to try the following:
examination to exclude prolapse, pelvic mass and red flag symptoms (listed below)
bladder ultrasound to measure post void residual
frequency volume chart/bladder diary
mitigating measures such as reducing caffeine, fizzy drinks, alcohol, smoking cessation and changes to diet
bladder training
pelvic floor exercises and referral to a pelvic health physiotherapist if needed
manage constipation if present 
If the measures above are not helpful a referral to the Continence service would be appropriate.
Examination should exclude a prolapse and pelvic mass (if present refer urogynae) and exclude any red flag symptoms. Please refer red flag symptoms below as an urgent referral, in line with NICE Suspected cancer: recognition and referral | Guidance | NICE:
aged 45 years and over with unexplained visible haematuria without UTI, or persistent/recurrent haematuria after successful treatment of UTI; or
aged 60 years and over with unexplained non-visible haematuria and dysuria or a raised white cell count on a blood test.
Relevant guidance:
Information on bladder training, including a leaflet and video, is available from BAUS: Bladder training - BAUS;
It is suggested to arrange a bladder ultrasound scan to check on post void residual (<150ml residual is not significant). A frequency volume chart/bladder diary should be completed. A BAUS Input Output chart is available here: Urinary input and output chart (bladder diary) - BAUS 
General measures such as reducing all caffeine drinks including fizzy drinks and alcohol, smoking cessation, healthy diet and exercise with weight loss if appropriate should be undertaken. Bladder training would help frequency, urgency and urge incontinence. Leaflets on bladder training are available here: Healthy Bladder | POGP; Management of Urinary Frequency, Urgency and Urge Incontinence | POGP.
If bladder training fails, a trial of anti-muscarinic medication before referral is indicated. A trial of anti-muscarinic (as per local formulary and NICE) or Mirabegron 50mg. One should be aware of the potential side effects in the elderly with certain anti-muscarinics.
Pelvic floor exercises would help with stress urinary incontinence: 
Pelvic floor exercises in women - BAUS 
Pelvic Floor Muscle Exercises (for women) | POGP

Patient resources: The British Society of Urogynaecology (BSUG)
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
Kind regards,
[Responding clinician name and role]
[bookmark: _Stress_urinary_incontinence]

[bookmark: _Stress_urinary_incontinence_1]Stress urinary incontinence 
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
You may wish to try the following:
3-day bladder diary to assess incontinence
vaginal examination to assess for pelvic organ prolapse if symptomatic and referral to uro-gynaecology if needed
assessment of pelvic floor muscle tone
bladder ultrasound scan to measure post void residual (<150ml is not significant)
advice on lifestyle measures such as losing weight (ideally BMI <30)
pelvic floor exercises and referral to a physiotherapist or specialist nurse
pad assessment by community bladder and bowel team, if needed
advice for device/pessary use such as Contrelle
manage constipation if present 
self-help using apps such as the Squeezy app where appropriate
If the patient continues to be troubled and wishes to consider, and is suitable for surgical intervention, please re-refer after pelvic health physiotherapy. 
Relevant guidance:
Pelvic floor exercises would help with stress urinary incontinence, a helpful leaflet is available from BAUS: Pelvic floor exercises in women - BAUS; Pelvic Floor Muscle Exercises (for women) | POGP; Pelvic floor muscle exercises and advice - A guide for trans men, trans masculine and non-binary people (who were assigned female at birth). | POGP. 
Referral to a local pelvic health physiotherapist for a 3-month course of guided pelvic floor exercise would also help.
If the patient is having significant leakage, the Community Bladder and Bowel team may be able to perform a pad assessment and provide continence pads to the patient while they are waiting for investigation and treatment.
A frequency volume chart/bladder diary should be completed. An example used in our department is attached. A BAUS Input Output chart is available here: Urinary input and output chart (bladder diary) - BAUS 
Further information can be found in the NICE Guideline [NG123] on Urinary incontinence and pelvic Organ Prolapse in women (2019): Overview | Urinary incontinence and pelvic organ prolapse in women: management | Guidance | NICE

Patient resources: The British Society of Urogynaecology (BSUG) 
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
Kind regards,
[Responding clinician name and role]






[bookmark: _Urogynae_prolapse]Urogynae prolapse
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
(use as required)
Asymptomatic prolapse 
If a prolapse has been noticed incidentally, advise to consider pelvic floor exercises to prevent worsening of the prolapse. General advice to avoid constipation, minimise heavy lifting and reduce weight (ideally to BMI <30) is also helpful. Manage constipation if present. 
Symptomatic prolapse: surgery not desired/appropriate
First line of care is lifestyle modification and pelvic floor exercises. Lifestyle modification includes weight reduction (ideally to BMI <30, minimising heavy lifting and avoiding/treating constipation.
Pessaries are a popular and successful treatment for most women. Surgery could be considered later if the woman cannot manage the prolapse symptoms with conservative treatment options.  
For post-menopausal women, vaginal oestrogens can be helpful and can be used with a pessary in-situ e.g. Vagifem 10mcg, weekly.  Please check for contraindications before prescribing.
Getting the right size of pessary takes an average of 3 attempts. The pessary should be the largest size that is comfortable and not felt. A finger should be able to be swept between the pessary and the wall of the vagina. It is possible to continue to have sexual intercourse with a ring pessary in situ. Many models such as silicone ring pessaries can be managed by the patient, if confident. 
Women should be advised that they may experience increased discharge but should always seek advice with bleeding. 
Discomfort, spontaneous expulsion or difficulties urination or defaecation may suggest a different size is needed. Most pessaries are changed at least every 6 months.   
Types of pessaries
Ring pessaries can be used as first line for any type of prolapse. They can be made of PVC or silicone. Silicone pessaries can be self-managed if the woman is confident and able to do so. There are also different designs including ring with knob for bladder support in women who also have stress incontinence symptoms, and ring with support for use in vault prolapse or uterovaginal descent.
If a ring pessary is not sufficient to support the prolapse, Gelhorn or Shelf pessaries can be tried. These are not appropriate for women who still wish to be sexually active. 
Discharge with a pessary
Vaginal discharge can be normal. A swab can be taken for fungal infection and treated appropriately. Consider local oestrogen treatment. The pessary may need more frequent replacement. 
Constipation with a pessary
If constipation occurs after a recent fitting with a first or larger pessary then this may be because the pessary is too large. Otherwise the constipation should be treated as usual in the first instance with laxatives and increasing fibre and fluid intake. 
Unable to remove pessary
A “stuck” pessary most commonly occurs if a pessary has been left too long in situ or if it was too large. The pessary may cause adhesions, erosions, infection and chronic discharge. There is a risk of fistula formation but this is low. If unable to remove the pessary, the patient requires referral. 
Vaginal vault prolapse after hysterectomy
If it is minor (grade 1-2) i.e. above the hymen and not immediately visible at the entrance to vagina, then this can be managed with pelvic physio +/- fitting of a ring pessary. Ring pessaries are also an acceptable option for vault prolapse of all grades. Women should be referred for surgery to a urogynaecologist if they wish to pursue this option. 
Urgent referral:
If a patient has a pelvic mass which may cause symptoms mimicking prolapse or if there is abnormal bleeding
Suspicious bleeding, ulcerated or non-healing areas in vagina/vulva noted at pessary change
Routine referral: 
If a new patient presents with symptoms and there is no one in primary care able to offer pelvic physiotherapy and/or provide pessary fitting
To pessary/urogynaecology service if there are problems with an existing pessary including discomfort, difficulty retaining a pessary or abnormal discharge
If prolpase symptoms persist despite conservative treatment and patients are willing to consider surgery
Relevant guidance:
Recommendations | Urinary incontinence and pelvic organ prolapse in women: management | Guidance | NICE 
Urinary incontinence and pelvic organ prolapse in women | Treatment summaries | BNF | NICE
The British Society of Urogynaecology (BSUG)

Patient resources:
Pelvic organ prolapse | RCOG
Pelvic Organ Prolapse - A physiotherapy guide for women | POGP

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]

[bookmark: _Frequency_and_urgency]
















[bookmark: _Vulval_lichen_sclerosus]Vulval lichen sclerosus  
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].

Vulval symptoms are non-specific and vulval conditions can overlap. Symptoms are often associated with anxiety, shame and stigma and it can take time for patients to present. Vulval lichen sclerosus (VLS) is underdiagnosed and often undertreated. Vulval examination is essential.
Common symptoms of VLS are severe itching, pain and dyspareunia. Signs include pallor/whitening of the skin, crinkly skin/texture change, bleeding under the skin, fissuring and scarring. 
If symptoms are suggestive of vulval lichen sclerosus, start treatment with a very potent topical steroid – Clobetasol propionate 0.05% ointment (once daily for one month, alternate days for one month, then twice weekly/as required titrating to normal skin texture/colour and symptoms) Apply to all affected areas. Reassure the patient that very potent steroids are safe in this condition, VLS has the potential to do much more harm to the vulval skin than a topical steroid. 
(if peri/post-menopausal) Consider topical oestrogen in peri/post-menopausal group. 

Advise that VLS is a long term condition that needs long term management, including general vulval care: avoiding over washing, soaps, gels, hair removing creams, tight synthetic clothing. A bland greasy emollient can help restore skin barrier function. 
Enquire about urinary incontinence (associated with LS) and manage accordingly. 
Consider co-existent candidiasis (particularly in those on HRT or using topical oestrogens) and if necessary take a swab from the vulva/vagina to investigate for this. 
Uncomplicated VLS that responds well to treatment does not always require referral to secondary care if the diagnosing clinician is confident about the diagnosis and can provide ongoing support and review. 
If the patient is happy to do so, advise that a baseline self-photograph can be very helpful for future management, in case of onward referral.

Consider referral to secondary care ( vulval clinic) if:
Diagnosis uncertain
Symptoms persist despite treatment 
There is severe scarring/architectural change
Psychosexual impact
Severe incontinence
Poor control of VLS (increases the risk of malignancy)
Urgent referral: 
Concern about VIN or malignancy
Any new evolving lesion (papule, nodule, ulcer, erosion)

Relevant guidance:
BAD vulval care https://cdn.bad.org.uk/uploads/2021/11/19174105/Vulval-skincare-PIL-May-2023.pdf 
BAD PIL VLS https://cdn.bad.org.uk/uploads/2021/12/19174014/LICHEN-SCLEROSUS-FEMALE-SEP-2022.pdf 
BAD LS guidelines (https://doi.org/10.1111/bjd.16241 
BSSVD guidance for follow up of VLS https://bssvd.org/wp-content/uploads/2019/05/Lichen-Sclerosus-Follow-Up.pdf 

Patient resources:
https://www.lichensclerosusguide.org.uk/
https://www.issvd.org/application/files/4516/8366/1295/07EN_-_VulvarLichenSclerosus2020_V2.pdf 
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]

[bookmark: _Vulval_conditions_including]Vulval conditions including vulval pruritus 
Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
Suggested actions: 
Check for duration and pattern, efficacy of treatments to date, severity and impact and other symptoms e.g. discharge, urinary symptoms
Examine the vulva, loss of architecture can occur with vulval lichen sclerosus, vulval lichen planus and urogenital menopause symptoms but not eczema, psoriasis or thrush
If the patient is happy to do so, advise that a baseline self-photograph can be helpful for future management should onward referral be required. Photographs can be stored securely on a password protected app or phone 
Take a vulval/vaginal swab, particularly if there is a discharge
Advise about general vulval care e.g. avoid over washing, soaps, gels, hair removing creams, waxing, wet wipes, tight synthetic clothing. A bland greasy emollient can help in most conditions  
Enquire about urinary incontinence and manage accordingly 
If signs/symptoms are suggestive of recurrent thrush (candida) take a vulval swab including sensitivities if there’s a concern about resistance to treatment. Treat according to result (candida). The use of moderate/potent topical steroid for 5-7 days during an acute episode of candida can be helpful while the infection is being treated to settle associated inflammation 
Check for signs/symptoms of eczema or psoriasis. Genital/flexural psoriasis often looks red as no scale. Check for candida which often coexists. Treat with moderate/potent steroid or combination topical steroid +/- antibacterial/antifungal  in addition to emollients and general care 
Treat signs/symptoms suggestive of urogenital atrophy/genitourinary symptoms of menopause 
See advice if signs/symptoms are suggestive of vulval lichen sclerosus 
Signs/symptoms of lichen planus likely to need referral, especially if erosive – check other mucosal sites
 
Consider referral to local vulval clinic, dermatology, gynaecology or GUM if: 
Diagnosis uncertain 
Symptoms persist despite treatment  
There is severe scarring/architectural change, erosive disease. 
Psychosexual impact 
Severe incontinence 
Urgent referral 
Concern about VIN or malignancy
If any new evolving lesion (papule, nodule, ulcer, erosion)  

Relevant guidance:
British Association of Dermatology vulval care https://cdn.bad.org.uk/uploads/2021/11/19174105/Vulval-skincare-PIL-May-2023.pdf 
https://www.lichensclerosusguide.org.uk/ 
https://thebms.org.uk/wp-content/uploads/2024/04/09-BMS-ConsensusStatement-Urogenital-atrophy-MARCH2024-A.pdf 
https://www.issvd.org/resources 
Patient resources:
https://www.lichensclerosusguide.org.uk/ 
https://hexi.ox.ac.uk/Recurrent-Vulvovaginal-Thrush/overview 
https://www.bad.org.uk/pils/vulval-skincare/

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]
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