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INTRODUCTION

Procedures involving diagnostic imaging and intrauterine device 
(IUD) implantation may cause pain in women seeking well-
woman care and contraception. Colposcopies, IUD insertions/
removals, and endometrial biopsies are a few examples of 
procedures carried out in outpatient obstetricsgynecology 
(ob-gyn) settings (EMB). Advanced practise nurses frequently 
do outpatient office treatments like IUD insertions and EMBs. 
These procedures cause varied degrees of pain and discomfort 
in the women who receive them. Some people are more 
likely to undergo more effective contraception and required 
diagnostic procedures when their discomfort is reduced. It 
is difficult and not based on any research to predict pain in 
women. Visceral pain may be perceived differently during the 
menstrual cycle due to hormonal changes [1]. The patient may 
be reluctant to undergo procedures, which could result in poor 
outcomes for the patient and the provider, as well as increased 
worry and dread about anticipated pain due to prior ob-gyn 
or medical experiences that were seen as uncomfortable. 
Failure to receive a diagnostic workup or interventions that 
are clinically necessary is one example of an unsuccessful 
outcome. Significantly uncomfortable women can also obstruct 
the operation through guarding, movement, and involuntary 
muscle contraction. The risk of syncope and vasovagal 
responses during or right after the treatment increases for 
women who suffer moderate to severe pain throughout the 
procedures. Any woman who experiences a vasovagal reaction 
needs longer postoperative monitoring, possibly more staff 
engagement, and possibly more staff resources [2,3].

DESCRIPTION

Either somatic or visceral pain pathways might cause 
discomfort in the pelvic area. Somatic pain is described as pain 
that is felt in the muscles, joints, or skin and is detected by 
specialised receptors that detect changes. The same receptors 

also pick up on vibrations, swelling, and temperature. However, 
visceral pain-which includes menstrual cramps-is pain that is 
sensed by the organs and is defined as a broad aching or 
pressing sensation. Iliohypogastric, ilioinguinal, lateral femoral 
cutaneous, genitofemoral, the nerve to the levator ani, and 
pudendal nerves arising from S2 to S5.5 all innervate the 
pelvic region with somatic pain. The cervix and lower part of 
the uterus are sensory innervated by S2 to S4 parasympathetic 
nerve fibres inside the Frankenhäuser plexus of the female 
pelvis. Research to better understand the mechanism of 
women's persistent pelvic pain has contributed significantly 
to our understanding of pain, sensory pathways, and pain 
mediators in females. From a specific "pain pathway" strategy 
that involved relaying information from the pain location 
to recipient neurons down the anterolateral spinothalamic 
tract to the thalamus, our understanding of pain pathways in 
the female pelvis has significantly advanced in recent years. 
According to the hypothesis, the spinal cord contains a neural 
gate that can open and close to alter how painful stimuli are 
perceived. The central nervous system (CNS), which processes 
bodily information, makes a decision regarding pain perception 
according to the modern understanding [1-4].

Controlled uterine cervix dilatation has been employed in an 
experimental visceral pain model to discover pain pathways. 
Women were asked to orally and in writing explain the 
discomfort they would feel during balloon-assisted cervical 
dilation, and this information was used to create this model. 
Word descriptors and locations of referred sensations associated 
with cervical dilatation were discovered to be comparable 
to women's descriptions of menstruation pain, labour pain, 
and abortion pain. Referred pain from cervical dilatation 
most frequently affects dermatomes T10-L1 and S2-4 in the 
hypogastric and low back areas. Some people complained of 
soreness in their thighs. Greater severity of discomfort was felt 
with prolonged isovolumetric distention of the cervix compared 
to shorter duration. The importance of pain models is related 

mailto:karan.al@yahoo.com


Aluwalia K

Volume 08 • Issue 06 • 27

to their potential impact on the discomfort experienced during 
both IUD and EMB operations [5]. The following actions during 
IUD insertion and EMB may be painful: the insertion of the 
IUD with the inserter or the biopsy instrument into the uterus; 
endometrial irritation caused by the IUD or from scraping 
the uterine lining with the instrument. The placement of the 
tenaculum to the cervix to stabilise and provide traction to the 
uterus. Knowing the pathways of somatic and visceral pelvic 
pain might aid with understanding probable pain mechanisms 
and pain-management strategies for challenging and painful 
gynecologic procedures [6].

CONCLUSION

Topical anaesthesia applied to the cervical or intrauterine 
area does not significantly or consistently lessen discomfort 
during IUD or EMB. Studies used a small sample size, a 
variety of medicines, varying doses, multiple application 
sites, and uneven application to procedure timeframes. 
There is little evidence to support the use of para- or intra-
cervical anaesthetic for IUD insertion, according to studies 
on cervical block. The paracervical block is most successful at 
reducing discomfort when the hysteroscope is introduced and 
the tenaculum is applied, but not when uterine manoeuvres 
are performed. The paracervical lowered the risk of severe 
stomach discomfort during uterine intervention and cervical 
dilatation, but the Cochrane intervention review, which 
included 17 research and 1,855 participants, revealed no 
statistically significant difference in pain. Further research and 

explanation are required to determine how misoprostol affects 
cervixes differently in pregnant and non-pregnant women. 
Practitioners should carefully examine this choice given the 
low success rate of IUD implantation in non-pregnant women 
and recommendations against pretreating with this medication 
prior to IUD insertion. 
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