
of the os. It is possible a fistulous
tract may be created where tenacu-
lum teeth penetrated the cervix with
the threads then finding their way
into the tract before it heals. I would
recommend use of less traumatic
forceps such as Judd-Allis or
Littlewood.

4 I endorse the superiority of tapered
(e.g. Bonney Barker type) dilators
over shouldered (Hegar type) dila-
tors, but more than this there is a
technique for finding the path of
least resistance. Careful bimanual
examination establishing the position
of the fundus relative to the cervix
does not allow the inserter to judge
the exact direction to angle the
dilator when they meet resistance.
Straightening the cervico-isthmic
junction with traction on the cervix
can sometimes be helpful. However
gently manipulating a dilator
through 360° and sometimes chan-
ging the angle quite acutely may find
a path with almost no resistance.
This is much easier with a scanner at
the bedside and a uterus that is suffi-
ciently anteverted for simultaneous
ultrasound guidance. Through use of
simultaneous ultrasound guidance I
have noted that suprapubic pressure
can sometimes relax the internal os.
On occasions when I have left the
sound at the point of resistance
while helping the assistant focus the
image on the endocervical-endomet-
rial canal we have noted the sound
suddenly ‘fall into’ the cavity. I have
not tried a suprapubic warming pack
but presume that this is likely to
have the same or better effect.

5 The os finder is good for stenosis of
the external os. I would not recom-
mend its use to overcome stenosis (or
spasm) of the internal os. A tapered
metal dilator would be my instrument
of choice as it enables one to find a
path of least resistance when the
dilator is gently rotated and angulated
at the point of resistance. One cannot
do this with the os finder as it is too
flexible and too sharp.

6 The authors recommend an intracer-
vical block for difficult sounding.
Cochrane Reviews conclude there is
inadequate evidence of benefit with
local anaesthetic. However, data

available on abortion under local
anaesthetic supports that deep para-
cervical injection combined with a
relatively high concentration of
intrauterine lidocaine infusion
improves pain scores.3 So my own
practice where injection is needed is
to insert a paracervical block. My
understanding of the difference
between intracervical and paracervi-
cal block is that with the former the
needle is introduced through the cer-
vical os and with the latter the
needle is introduced a distance of 1–
2 cm lateral to the os, which enables
placement of the block at a higher
level. I would strongly discourage
use of a syringe with a 21 gauge
needle, not only because it does not
fit down the speculum leaving room
for visualisation but because the
needle size is too large for comfort.
Use of a dental syringe with a long
27 gauge needle is superior.
Although one cannot exclude vascu-
lar injection by checking for back-
flow, in practice a slight resistance
with injection should confirm place-
ment within tissue.

A recurring proportion of referrals
are women who have had an IUD
removed followed by failed reinsertion.
This supports the impression that reflex
closure of the internal os may be trig-
gered by the stimulus of removing a
device. Personally I have found the
technique of slow filling the cavity with
local anaesthetic gel, avoiding overfill-
ing by asking the woman to say as soon
as any sensation of cramping starts, and
waiting several minutes together with
care to avoid any sudden or sharp
stimulus on removal of the old device
avoids this problem. A criticism of this
technique is that there is a lack of evi-
dence. However, studies on topical gel
have generally not considered the dif-
ference between endometrial and endo-
cervical absorption nor the importance
that 3 minutes or less may be unrealis-
tically short for topical absorption.
Evidence to support this practice lies in
the success of managing 99% of refer-
rals with one or more previous failed
procedures in a 30-minute one-stop
outpatient appointment, and a VVS
rate of less than 0.2% (two cases in
over 4 years, neither requiring medica-
tion) despite high-risk referrals, a
number of whom had experienced

severe VVS at a previous procedure. It
is my personal view that a painful
stimulus is likely to be the most import-
ant cause of VVS.
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Comment on ‘Practical
advice for avoidance
of pain associated with
insertion of intrauterine
contraceptives’: authors’
response

We thank Dr Pillai for her letter1 about
our review article entitled ‘Practical
advice of pain associated with insertion
of intrauterine contraceptives’.2 We
would like to make the following com-
ments regarding the specific points Dr
Pillai raised in her letter.
1 Dr Pillai suggests that clinicians may

wish to sit on a stool with wheels at
the side of the couch rather than
with the woman at the end of the
couch. This still means that clinicians
need to sit at the side of the couch,
thereby twisting their backs when
fitting an intrauterine contraceptive
(IUC). This may be personal prefer-
ence for some but not ideal for
others. Many health care
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professionals (HCPs) prefer to sit in
front of the woman for the reasons
given in our review and electric lith-
otomy couches are not available in
many clinics.

2 We are aware that some HCPs do
not use tenaculums to stabilise the
cervix when fitting IUCs, however it
is standard practice to recommend
their use to avoid uterine perfor-
ation. However, using a tenaculum
may induce pain, which could be
avoided by an experienced HCP in
cases where the cervix presents
easily and the cervical canal is open
and thus does not offer resistance to
IUC insertion. We are also unaware
of evidence supporting the routine
use of ultrasound scanning when
fitting IUCs with many HCPs unable
to access this facility and, if imple-
mented, this would greatly increase
costs and reduce access to IUCs.

3 We described atraumatic tenaculums
that gently grip rather than punctur-
ing the cervix. This can be achieved
by gently holding the forceps rather
than locking the handles together.
Additionally we also suggested the
use of Judd-Allis forceps.

4 We agree with Dr Pillai’s approach to
finding the cervical canal but reiterate
that routine use of ultrasound is not
possible for many HCPs.

5 We also agree with Dr Pillai’s use
of the os finder to open a partially
stenosed external os and the sug-
gestion to use tapered dilators to
help dilate the internal os if
available.

6 We describe both intracervical and
paracervical blocks in our review2

together with the advantages of
using a dental syringe and needle.
We agree that the latter could be
given laterally at the base of the
cervix or via the cervical canal.
There is no strong evidence that
lidocaine gel or intrauterine infusion
of lidocaine works and we reference
the key studies. Dr Pillai’s advice
regarding filling the uterine cavity
with anaesthetic gel following IUC
removal and prior to inserting a new
one is interesting and merits further
study.
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Comment on ‘What is the
actual cost of providing
the intrauterine system
for contraception in a UK
community sexual and
reproductive health
setting?’

I read with interest Louise Cook and
Charlotte Fleming’s article1 entitled

‘What is the actual cost of providing the
intrauterine system for contraception in
a UK community sexual and reproduct-
ive health setting?’ in the January 2014
issue of this Journal. It was helpful to
read how a service can aim at the most
efficient and cost-effective way of deli-
vering such care. I would, however,
caution any comment comparing it to
that delivered in primary care. The
figures quoted in the article concern the
clinical and clinician costs associated
with intrauterine system (IUS) fitting
and follow up but do not take into
account the cost of the organisation
running the service or of the significant
premises and administration costs of the
clinic. The single fee paid via an
enhanced service route to primary care
for IUS fitting includes this and the
ongoing clinical management but not
the device and drug cost. The expend-
iture to the National Health Service of
the two scenarios are therefore not easy
to compare and this needs to be overt as
those commissioning services are often
removed from front line delivery and
perceived cost is of great significance.
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Comment on ‘What is the
actual cost of providing
the intrauterine system
for contraception in a UK
community sexual and
reproductive health
setting?’: authors’
response

We thank Dr Amanda Britton1 for her
comment on our article2 in which we
compared the upfront clinical care costs
of providing an intrauterine system
within our community service with those
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