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Introduction 
Gynecological procedures are common in women regardless 

of their age [1]. When compared to interventions performed in 
the operating room under general anesthesia, an office setting 
diminishes the risks of anesthesia complications and hospitalization, 
while minimizing recovery time, as well as the need for equipment 
and associated costs [2]. Insertion of intrauterine devices (IUDs) 
and hysteroscopies in an office setting have increased significantly 
in recent years [3]. These are minimally invasive and safe 
procedures and, thus associated with tolerable pain and discomfort 
[4]. Furthermore, they are regularly performed without analgesia or 
anesthesia, devaluing the anxiety and pain reported by women [5]. 
Pain experienced by women is quite often classified as “moderate” or 
“severe”, leading to the interruption of the gynecological procedure  
[5,6]. A noteworthy study conducted on 417 patients concluded  
that 12.4% of women reported “hardly tolerable” pain and 3.6%  

 
reported “intolerable” pain when undergoing hysteroscopy without 
anesthesia or analgesia [7]. When inserting IUDs, the prevalence 
of reported “moderate” to “severe” pain ranges from 11% to 47% 
[8,9]. In nulliparous women, these numbers can be even more 
severe with 80% of women reporting moderate to severe pain 
[10]. Therefore, effective strategies for pain relief are of particular 
relevance. Different analgesia and anesthesia methods such as oral, 
intramuscular and intravenous medication and paracervical block 
have been described for pain relief in gynecological procedures 
[5,6]. A recent systematic review concluded that the administration 
of oral non-steroids anti-inflammatory drugs (NSAIDs) before, 
during and after hysteroscopy significantly reduces pain [11]. In 
contrast, a Cochrane review revealed insufficient evidence of a 
clinically significant effect when different types of analgesia were 
compared in women undergoing ambulatory hysteroscopy [12]. 

Abstract

Objective: To survey obstetricians and gynecologists routine pain control practices in office intrauterine device insertion and 
hysteroscopies.

Methods: An observational cross-sectional survey-based study was conducted to evaluate the current pain management 
practices in outpatient gynecological procedures in Portugal. Type of protocols applied and their frequency as well as the possibility 
of using an alternative local strategy were addressed.

Results: Of the surveyed professionals, 198 (49.5%) implemented pain reduction protocols when inserting intrauterine devices. 
Non-steroid anti-inflammatory drugs (49.5%) were the first choice followed by the use of misoprostol (22.7%). Respondents 
reported a higher percentage of pain management during hysteroscopy (87.4%), opting mostly for general anesthesia. More than 
85% of the ob-gyn would adopt a local anesthetic solution developed specifically for this purpose, highlighting that the current 
applied methodologies are frequently ineffective.

Conclusion: Current pain control methods for office procedures are not totally effective and are a major limiting factor. More 
efficient pain control methods and guidelines are needed for gynecological procedures in an office setting.
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A similar scenario is described in pain management associated 
with IUDs insertion where limited efficacy of local anesthesia (2% 
lidocaine gel), misoprostol and oral administration of NSAIDs is 
reported [13]. Scientific data is inconsistent in demonstrating 
the existence of a highly effective strategy to control pain and 
discomfort associated with gynecological procedures and the 
superiority of one strategy over the others [3,12]. According to 
guideline no. 11/DSCS/DPCD of June 18, 2008, issued by the 
Portuguese National Health Authority, pain control should be seen 
as a priority and a criterion for high quality health care [14]. As 
a result, the development of new methods and the definition of 
clear guidance for pain control should be a priority. In this study, 
the practices of obstetricians and gynecologists (ob-gyn) regarding 
the use of pain control strategies were evaluated in Portugal. The 
type of protocols used for control of pain and discomfort and the 
frequency of their use when performing gynecological procedures 
such as IUD insertions and hysteroscopies were assessed. Effective 
pain control for women undergoing office gynecologic procedures 
is critical for both patient comfort and procedure success. Thus, 
knowledge of clinical practices is essential to establish the need 
for clinical guidelines. They can lead to more consistent practices, 
aiming to improve patient tolerance and to increase satisfaction 
associated to office gynecological procedures with intra-uterine 
manipulation, especially IUD insertion and hysteroscopy.

Methods
Study Design and Participants

An observational cross-sectional survey-based study was 
performed during 2020. A questionnaire was created to assess 
routine clinical practices for pain management in outpatient 
gynecological procedures. This questionnaire consisted of 14 close-
ended questions divided into two similar sections, one focused on 
IUD insertion practices and the other on hysteroscopies. The study 

was reviewed and exempt from ethical approval by the Clinical 
Studies Nucleus of the Portuguese Society of Gynecology. Ob-gyn’s 
participation and completion of the survey was voluntary and 
completely anonymous. Four hundred and eighty-seven out of a total 
of 1186 ob-gyn were randomly chosen and invited to complete the 
questionnaire in a face-to-face model. Fifty-one (10.5%) clinicians 
did not answer the survey. A total of 436 responses representing 
the main geographical regions of Portugal, North (n=207), Center 
(n=70), South and Islands (n=159) were analyzed.

Study Variables
The questionnaire was composed of two parts. The first part was 

designed to understand pain control practices for IUD insertion and 
the second part assessed the same aspects regarding performing 
hysteroscopies. Health professionals were asked about their 
experience with placement of IUDs and performing hysteroscopies, 
as well as the type and frequency of pain management strategies 
used in their routine clinical practice. The possibility of adopting a 
new local anesthesia strategy design was also assessed.

Statistical Analysis
Data collected from the questionnaires were cleaned and 

coded. These data were introduced to SPSS Statistics for Windows, 
Version 21.0 (Armonk, NY: IBM Corporation) for analysis of 
summary statistics, such as proportions, arithmetic means and 95% 
confidence intervals. When appropriate, the bilateral Pearson’s Chi-
Square test was used and performed at a 0.05 significance level. No 
adjustments were made for multiple comparisons.

Results
Four hundred and thirty-six ob-gyn answered a questionnaire 

about their routine practices in controlling pain when inserting 
IUDs and performing hysteroscopies.

Table 1: Pain management strategies for intrauterine device insertion. The insertion of cooper or levonorgestrel IUDs was performed 
by 400 (91.7%) of the 436 surveyed physicians and 198 out of the 400 (49.5%) respondents use some type of pharmacological or 
non-pharmacological intervention to manage pain and discomfort related to IUD placement. One hundred and fifty-nine out of the 
400 (87.4%) participants use a pain management and/or discomfort method.

 N (%) 95% CI

Methodology

Non-Steroid Anti-Inflammatory Drugs 98 (49.5%) 42.5 - 56.4

Cervical block 4 (2.0%) 0.0 - 3.9

Butylscopolamine 5 (2.5%) 0 - 4.7

Misoprostol 45 (22.7%) 16.9 - 28.6

Paracetamol 38 (19.3%) 13.7 - 24.7

Other 8 (4.0%) 1.3 - 6.8

Frequency 

Always 112 (56.6%) 49.7 - 63.5

>75% 10 (5.1%) 2.0 - 8.1

50-75% 11 (5.6%) 2.4 - 8.7

25-50% 46 (23.1%) 17.3 - 29.1

<25% 19 (9.6%) 5.5 - 13.7
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IUD insertion
The insertion of cooper or levonorgestrel IUDs was performed 

by 400 (91.7%) of the surveyed physicians in their current clinical 
practice. On average, 314 (78.5%) place one to five devices per 
month, 59 (14.7%) six to ten and only 27 (6.8%) inserted more 
than ten IUDs a month. It is noteworthy that only 198 (49.5%) 
of the respondents use some type of pharmacological or non-
pharmacological intervention to manage pain and discomfort 
related to IUD placement. Among those who implement pain 
relief strategies, 98 (49.5%) recommend oral NSAIDs, 45 (22.7%) 
prescribe misoprostol and 38 (19.3%) paracetamols. Only 4, a 
residual proportion of respondents use paracervical block (2%), 5 
use butylscopolamine (2.5%) or 8, other pain control (4%), either 
pharmacological or non-pharmacological interventions, during 
IUD insertion [Table 1]. Relevant data are that 112 (56.6%) out 
of the 198 physicians always use a pain control method and 374 
(93.5%) of them would consider using a new local anesthetic 
solution designed for IUD placement. Of the 26 (6.5%) respondents 
who would not adopt a local anesthetic solution, 18 (69.2%) do not 
use any strategy for pain control, 4 (11.5%) use NSAIDs, 3 (15.4%) 
misoprostol and 1 (3.8%) paracetamol. Of the 202 (50.5%) ob-
gyn who do not use any form of pain control, only 18 (9%) would 

maintain their position if a new alternative method were offered.

Hysteroscopies
One hundred and eighty-two (41.7%) of the ob-gyn who 

participated in the study perform hysteroscopies and minor 
surgical hysteroscopic procedures in their clinical practice. Most 
of the participants, 98, perform them in a public hospital (53.8%), 
70 (38.5%) in a private hospital and 14 (7.7%) in their private 
office. Approximately half of the participants, 89, (48.9%) perform 
one to five hysteroscopy procedures by month, 51 (28.0%) six 
to ten and 42 (23.1%) complete more than 10 hysteroscopies a 
month. One hundred and fifty-nine (87.4%) of the participants 
use a pain management and/or discomfort method. Remarkably, 
87 (54.7%) ob-gyns opted to perform hysteroscopies in 
ambulatory setting, resorting to general anesthesia carry out by 
an anesthesiologist. Misoprostol was recommended by 42 (26.4%) 
clinicians and cervical block was performed by 16 (10.1%) in office 
hysteroscopies. One hundred and eight (67.9%) participants report 
having always used a pain control strategy [Table 2]. The pattern 
of pain control strategy and frequency of use was not correlated 
with the healthcare sector where hysteroscopies were performed 
(p=0.716) [Table 3].

Table 2: Pain control methodologies applied during hysteroscopies. One hundred and eighty-two out of the 436 (41.7%) ob-gyn who 
participated in the study perform hysteroscopies and minor surgical hysteroscopic procedures in their clinical practice.

 N (%) 95% CI

Methodology

General Anesthesia* 87 (54.7%) 46.9 - 62.4

Non-Steroid Anti-Inflammatory Drugs 2 (1.3%) -0.5 - 3.0

Cervical block 16 (10.1%) 5.4 - 14.7

Butylscopolamine 4 (2.5%) 0.0 - 4.9

Misoprostol 42 (26.4%) 19.5 - 33.3

Paracetamol 3 (1.9%) 0.0 - 4.0

Other 5 (3.1%) 0.0 - 5.9

Frequency 

Always 108 (67.9%) 60.6 - 75.2

>75% 5 (3.1%) 0.4 - 5.9   

50-75% 11 (6.9%) 2.9 - 10.9   

25-50% 19 (11.9%)  6.9 - 17.0

<25% 16 (10.1%) 5.4 - 14.7 

*performed by an anesthesiologist.
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Table 3: Comparison between the type and frequency of pain control techniques used in hysteroscopies, according to health care 
sector. From the 182 (41.7%) ob-gyn who perform hysteroscopies and minor surgical hysteroscopic procedures in their clinical prac-
tice, 98 perform them in a public hospital (53.8%), 70 (38.5%) in a private hospital and 14 (7.7%) in their private office. Globally, 195 
(87.4%) of the participants use a pain management and/or discomfort method.

 
Public Hospital Private Hospital Private Office

p-value
N (%)

Methodology

General Anesthesia* 39 (54.7) 43 (64.2) 5 (71.4)

0.716

Non-Steroid Anti-Inflammatory Drugs 1 (1.2) 1 (1.5) 0 (0)

Cervical block 12 (14.1) 4 (6.0) 0 (0)

Butylscopolamine 1 (1.2) 3 (4.5) 0 (0)

Misoprostol 28 (32.9) 12 (17.9) 0 (0)

Paracetamol 2 (2.4) 1 (1.5) 2 (28.6)

Other 2 (2.4) 3 (4.5) 0 (0)

Frequency 

Always 49 (57.6) 54 (80.6) 5 (71.4)

0.135

>75% 3 (3.5) 2 (3.0) 0 (0)

50-75% 8 (9.4) 2 (3.0) 1 (14.3)

25-50% 14 (16.5) 4 (6.0) 1 (14.3)

<25% 11 (12.5) 5 (7.4) 0

*performed by an anesthesiologist.

Most clinicians, 155 (85.2%), would consider using a local an-
esthetic solution designed for hysteroscopic procedures. Of the 27 
(14.8%) respondents who would not adopt an alternative local an-
esthetic solution, 36 (96.3%) used general anesthesia as a method 
of pain control.

Discussion
A relevant percentage of women would benefit from pain 

management interventions in outpatient gynecological procedures, 
although they can be performed without anesthesia or analgesia, 
particularly in an office setting [15]. Different pain and discomfort 
management strategies such as oral medication (NSAIDs and 
misoprostol), local anesthesia, and intravenous anesthesia are used 
for gynecological procedures [16,17]. In spite of these possibilities, 
controversy exists about which the more appropriate strategy is to 
use as high-quality evidence is lacking. The absence of guidelines 
also leads to heterogeneous clinical practice with most of clinicians 
not resorting to any pain control strategy, potentially impacting 
women’s experiences and thus quality of life. 

Our study shows the heterogenicity of pain control protocols 
used both for the insertion of IUDs and outpatient hysteroscopies, 
in line with other studies [1-19]. The most tested methods reported 
in the literature for controlling pain when inserting IUDs are oral 
NSAIDs and misoprostol and both topical and injected lidocaine 
[20]. However, scientific evidence is inconsistent on the benefit of 
these pharmacological interventions in controlling pain [13]. In fact, 
only some of the lidocaine formulations, the opioid tramadol and the 
NSAIDs naproxen have exhibited a modest effect in pain relief [13]. 

Our study showed that the use of NSAIDs, administered either orally 
or intramuscularly, is the most common practice for controlling pain 
when inserting IUDs. In fact, this approach is reported transversally 
in the literature with the aim of improving tolerance during and 
after the procedure. However, several studies have shown a lack of 
benefit from ibuprofen for the insertion procedure itself [21,22]. 
Paracetamol used by 19.3% of participants is inferior to ibuprofen 
for pelvic pain with uterine origin, but it is a safe option when 
NSAIDs are contraindicated [23]. With regard to hysteroscopy 
procedures, pain remains the main limiting factor for wider use 
in an office setting. The number of ob-gyns who implemented an 
analgesia strategy was higher in the present study when compared 
to other studies, where only 34 to 38% of respondents had 
analgesia strategy in place [18,19]. General anesthesia, despite 
requiring more demanding patient monitoring and its association 
with potentially greater perioperative complications, was the 
predominant physician choice for performing hysteroscopies in 
an outpatient setting, similar to the outcome of a study carried out 
in 2009 [24]. Likewise, the use of different pain control protocols 
is similar to other published studies [18-25]. Misoprostol was the 
second most used strategy in both procedures. Data demonstrate 
that its use reduces cervical resistance and the need for cervical 
dilatation in pre-menopausal women [26,27]. Thus, it would be 
expected to have a positive impact on pain and tolerance to these 
procedures. Yet, different studies have shown that misoprostol does 
not facilitate IUD insertion and, in addition, it leads to an increase in 
side effects such as nausea, vomiting, fever, pain and bleeding [28-
31]. Similarly, data do not support its systematic use for improving 
tolerance to hysteroscopies in an office setting [32]. 

https://dx.doi.org/10.32474/IGWHC.2021.04.000193


Citation: Mariana Sucena, Maria Malheiro, Fernanda Águas, Margarida Martinho, Daniel Pereira da Silva*. Pain Management in Outpatient 
Intrauterine Device Placement and Hysteroscopy: A Survey of Current Practices. Int Gyn & Women’s Health 4(4)- 2021. IGWHC.
MS.ID.000193. DOI: 10.32474/IGWHC.2021.04.000193

                                                                                                                                                          Volume 4 - Issue 3 Copyrights @ Daniel Pereira da Silva, et al.Int Gyn & Women’s Health

433

The prescription of antispasmodics such as butylscopolamine 
was very reduced in both procedures analyzed in this study. In 
fact, the use of these substances is related to an increase in adverse 
effects including nausea, dizziness, fatigue and gastrointestinal 
disturbances [11]. Likewise, the performance of cervical block was 
also residual among ob-gyn included in this study. Although cervical 
block has been shown to be effective for many gynecological 
procedures, the puncture itself causes considerable discomfort. In 
addition, the potential occurrence of serious complications must 
be considered. Accidental intravasation leading to cardiovascular 
impairment by systemic vasodilation and effects on the central 
nervous system have been reported [33,34]. 

In recent years, “hysteroscopic anesthesia” has emerged as 
a promising and effective local anesthesia technique [35,36]. It 
consists of the injection of 1% lidocaine under hysteroscopic 
guidance directly at the site of the intra-uterine lesion using 
an endoscopic needle only when requested by the patient [37]. 
Nevertheless, all local anesthetic techniques carry the risk of 
complications related to intra-vascular injection [33] and due to the 
technical challenge they pose, they should be reserved for selected 
cases and performed by experienced professionals in a hospital 
environment. Most analgesia regimens and local anesthesia 
techniques have been adapted from other medical procedures 
and, therefore, their effectiveness in relieving pain associated with 
gynecological procedures has not been consistently demonstrated 
[12,13]. This is recognized by the American College of Obstetricians 
and Gynecologists and by the Royal College of Obstetricians and 
Gynecologists and reinforces the need for alternative forms of pain 
management [3-39]. The responses of ob-gyns who participated 
in this study also corroborated this as the great majority of them 
would consider using a new form of local anesthetic. To the best of 
our knowledge, this study is the first known research in Portugal 
assessing pain relief strategies used by ob-gyns during their clinical 
practice in outpatient procedures such as the insertion of IUDs 
and hysteroscopies. Nevertheless, this study has some limitations. 
Although this is a national study based on 436 questionnaires, 
the recruited physicians had previously consented to be included 
in a specific database which may have introduced selection bias. 
Furthermore, the questionnaire had never been applied before and 
therefore, validated. However, we have no reason to believe that 
these limitations would impose on its clinical relevance.

List of Abbreviations: 
Ob-gyn: obstetricians and gynecologists, IUD: intrauterine 

device, NSAIDs; non-steroids anti-inflammatory drugs.

Conclusion
This study concludes that the adoption of pain control strategies 

is not yet a routine practice when gynecological procedures that 
involve intrauterine access and manipulation are performed 
in Portugal. Use of NSAIDs was the preferred method for the 
insertion of IUDs in office setting. By contrast, hysteroscopies were 
mainly performed in outpatient care under general anesthesia. 

Still, the methods used to manage pain vary among health care 
professionals. The availability and willingness of ob-gyns in the 
study to use a local anesthetic solution developed specifically for 
gynecological procedures demonstrate that current strategies for 
pain and discomfort management are not as effective as clinicians 
expect. Further investigation and developments in this field should 
be fostered as well as the definition of clear guidelines for pain 
management in office gynecological procedures. 
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